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ABSTRACT 

Vanhanen, Antti 
Utilization of real-time motion tracking methods in radiotherapy for prostate 
cancer   
Jyväskylä: University of Jyväskylä, 2020, 73 p. 
(JYU Dissertations 
ISSN 2489-9003; 218) 
ISBN 978-951-39-8158-7 (PDF) 
 
Newly found high fractionation sensitivity of prostate cancer has led to 
increasing use of stereotactic body radiotherapy (SBRT) in the treatment of 
prostate cancer. SBRT reduces treatment costs and increases treatment capacity 
and patient comfort, but due to high fraction doses and few treatment fractions, 
it requires higher accuracy of the treatment delivery than standard prostate 
radiotherapy (RT). In addition to standard procedure of interfraction motion 
correction, also the intrafraction motion correction of the prostate needs to be 
considered in the localization of the SBRT treatment. For this demand, 
electromagnetic (EM) localization methods capable of intrafraction motion 
tracking and treatment adaptation have been developed. In addition to EM 
methods, rectal immobilization devices (RR), developed for rectal dose sparing, 
have been suggested to reduce the intrafraction prostate motion. The aim of this 
thesis was to create a treatment protocol for prostate SBRT utilizing EM methods 
and RR, in which regard various features of these methods were investigated. 
These include: the immobilizing effect of the RR (Rectafix, Mimator AB), 
localization accuracy of two EM systems (RayPilot, Micropos Medical AB, and 
Calypso, Varian Medical Systems) and dosimetric benefit of continuous motion 
monitoring based motion correction and beam gating strategy. Results of this 
thesis indicate that the use of RR in standard clinical setting may increase the 
intrafraction prostate motion, thus reducing the accuracy of treatment delivery. 
Localization accuracy of the RayPilot was found being compromised due to the 
positional instability of the intraprostatic transmitters, whereas the accuracy of 
the Calypso was comparable to kV imaging of intraprostatic fiducial markers. 
Dosimetric and motion analyses revealed, that single pre-treatment CBCT-
guided treatment localization can lead to clinically relevant target dose deficits, 
whereas additional pre-treatment motion correction is adequate for most of the 
patients. However, continuous motion monitoring based correction strategy with 
beam gating is required to ensure high target dose coverage and to minimize the 
risk organ doses for all fractions. Currently implemented treatment protocol for 
prostate SBRT in Tampere University Hospital is based on the findings of this 
thesis and utilizes continuous motion monitoring based motion correction and 
beam gating with Calypso. 
 
Keywords: Intrafraction motion, Real-time motion tracking, Motion-including 
dose reconstruction, Prostate SBRT  
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RT Radiation therapy 
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SV Seminal vesicles 
TCP Tumor control probability 
TPS Treatment planning system 
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1.1 Hypofractionated radiotherapy of the prostate 

In Europe, prostate cancer is the most common cancer in men with estimated 
number of 450 000 new cases in 2018 (4660 new cases in Finland) [1]. 
Radiotherapy (RT) is one of the primary modalities for treating prostate cancer 
and in Tampere University Hospital, definitive prostate cancer treatments made 
up to 20% of all RT treatments in 2018. Standard regimen in RT of the prostate is 
conventional treatment fractionation, comprising typically of 2.0 Gy doses per 
fraction, five fractions per week, to a total dose of 74-80 Gy. Conventional 
fractionation is based on the assumption of different fractionation sensitivity of 
the tumor and late radiation effects in surrounding normal tissues. Late radiation 
effects, typically occurring in slowly proliferating tissues and manifesting 6 
months to several years after RT, are usually permanent, sensitive to changes in 
fraction dose and limit the dose escalation in RT [2]. Using of small fraction doses 
would eradicate the tumor while giving time for recovery of exposed normal 
tissues. The reasoning behind the conventional fractionation in prostate RT was 
contradicted by the findings of high fractionation sensitivity of prostate cancer 
two decades ago [3], a result that has since been confirmed by several studies [4–
6]. Estimates of the fractionation sensitivity for prostate cancer, described by the 
ratio of α and β parameters in linear-quadratic cell kill model, are lower (α/β = 
1.0 - 2.7 Gy [4–6]) than estimates for late rectal reactions (α/β = 5.4 ± 1.5 Gy) [7], 
which suggests that using of larger doses per fraction to a smaller total dose 
(hypofractionation) could increase the treatment response and decrease the risk 
of late normal tissue complications (increasing the therapeutic ratio). 
Hypofractionation in prostate RT is typically categorized into moderate 
hypofractionation (2.4-3.4 Gy per fraction) and extreme hypofractionation, often 
called as stereotactic body radiotherapy (SBRT) (≥ 5 Gy per fraction) [8]. Typical 
total doses are 60-70 Gy in moderate hypofractionation and 35-40 Gy in SBRT of 
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the prostate. Fewer fractions of hypofractionated treatment schemes increase the 
patient comfort due to reduced number of hospital visits [8] and reduce the 
treatment costs [9–11].  

Proposed high fractionation sensitivity led to several clinical trials 
comparing the efficacy and toxicity of conventional and hypofractionated 
prostate RT [12–16]. Long-term follow-up data has already proved the non-
inferiority of moderate hypofractionation to conventional fractionation [12–14]. 
At the time of writing this thesis, first long-term (5-year) outcomes of a phase 3 
trial comparing extremely hypofractionated (42.7 Gy in 7 fractions) and 
conventionally fractionated prostate RT (78 Gy in 39 fractions) have been 
published, showing similar efficacy and late gastrointestinal (GI) and 
genitourinary (GU) toxicity of the treatments, but higher acute toxicity in 
extremely hypofractionated protocol [15]. Recently published results of another 
phase 3 trial suggest that SBRT (36.25-40 Gy in five fractions) does not increase 
either GI or GU acute toxicity compared to moderate hypofractionation (62 Gy in 
20 fractions) or conventional fractionation (78 Gy in 39 fractions), but long-term 
results of the trial are still awaited [16]. The use of SBRT in the treatment of 
prostate cancer is also supported by recently published pooled analysis of twelve 
phase 2 prostate SBRT trials comprising of 2142 patients [17] and by the 
systematic review and meta-analysis of 38 prostate SBRT series comprising more 
than 6000 patients [18]. Emerging clinical evidence suggests, that the use of 
hypofractionation, both moderate and SBRT, is likely to increase and could 
become the new standard in the treatment of prostate cancer.  

Although recent studies support the efficacy and safety of the prostate SBRT, 
also severe GU and GI toxicities have been reported [19–22]. Toxicities are in 
general associated with high doses to large volumes of rectum and rectum wall 
[19, 22–24] and bladder and bladder wall [25, 26]. Risk of normal tissue 
overdosage and target underdosage is higher in SBRT than with conventional 
treatment regimen, due to high fraction doses and reduced number of fractions 
and more attention should be paid on accurate treatment delivery and sparing of 
normal tissues. 

1.2 Inter- and intrafraction motion of the prostate 

Planning of radiotherapy treatment is based on static patient anatomy and 
position information, acquired using computed tomography (CT) and/or 
magnetic resonance imaging (MRI). Thus, the main factors affecting the accuracy 
of treatment delivery is patient movement, inaccurate patient positioning and 
organ motion during the treatment [27, 28]. Motion is generally categorized into 
changes in organ position on a day-to-day level (interfraction motion) and organ 
motion during the treatment (intrafraction motion). In prostate RT, interfraction 
motion is mostly caused by changes in bladder and rectum filling between 
treatment sessions and the motion can range up to 20 mm [27], while major 
causes for intrafraction motion are gas movements in the rectum, muscle 
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relaxation and patient position adjustments during the treatment [29–31]. 
Intrafraction motion has been characterized as a random walk with increasing 
isocenter offset with time [32], but in some cases also as stationary physical 
process [30]. The motion pattern varies greatly among the patients [31, 33, 34] but 
two general types of the motion can be described: continuous, but slow 
posteriorly and inferiorly directed drift caused by muscle relaxation and sudden, 
larger anteriorly and superiorly directed position changes related to gas 
movement and peristalsis [30, 34]. Intrafraction motion is typically less than 5 
mm, but can extend beyond 10-15 mm [31, 34] and occurs mostly in anterior-
posterior (AP) and superior-inferior (SI) directions and less in left-right (LR) 
direction [31, 33–35].   

1.3 Image-guidance of prostate radiotherapy 

In modern RT, image-guidance is used to correct for the variation in patient and 
organ position, and to ensure correct localization of the treatment. Radiotherapy 
treatment machines are typically equipped with kilovoltage (kV) and 
megavoltage (MV) imaging systems, which enable acquisition of two-
dimensional (2D) kV or MV images and three-dimensional (3D) cone beam 
computed tomography (CBCT) images of the patient in treatment position. 
Patient position is adjusted based on the superimposed treatment and planning 
images aligned according to the region of interest, which usually is the target 
volume. In conventionally fractionated prostate RT, treatment localization is 
typically done by daily pre-treatment image-guidance, using either orthogonal 
kV imaging or CBCT. Due to low soft tissue contrast of kV and CBCT images, 
prostate is not identified (2D images), or is poorly discerned from surrounding 
soft tissues (CBCT images). Thus, fiducial markers (FM) implanted into the 
prostate prior to planning CT, are commonly used as a surrogate for prostate 
position in prostate RT. FMs are typically made of gold or other radio-opaque 
material, thus discerning well in CT, kV and CBCT images. Typically, three gold 
seed markers are used and the prostate position relative to the machine isocenter 
is found by triangulation of the detected FMs. Measured and planned positions 
are compared and possible shift between the positions is corrected by re-
positioning the patient/treatment couch. FM alignment provides more accurate 
localization than soft tissue alignment with CBCT, which is prone to intra- and 
inter-observer variation [36–39]. 

Daily imaging corrects only for interfraction motion and safety margins, 
applied around the clinical target volume (CTV) to form a planning target 
volume (PTV), are used to cover intrafraction motion and uncertainties related to 
target delineation and organ deformation. However, while increasing the 
likelihood of correct target dose coverage, margins expose adjacent normal 
tissues to higher doses. In addition, fixed safety margins do not optimally take 
account of prostate intrafraction motion, which increases with treatment time 
and varies greatly among the patients and fractions [31–34]. The effect of 
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treatment localization errors in conventionally fractionated and moderately 
hypofractionated RT tend to average out due to large number of fractions [40–42] 
and image-guided interfraction motion correction is generally adequate for these 
treatment regimens. However, the reduced number of fractions and higher 
fraction doses in SBRT emphasize the accuracy of treatment delivery, and in 
addition to interfraction motion correction, the correction of intrafraction motion 
comes to question. Choi et al [43] found that toxicity related to SBRT treatment 
was highly sensitive to prostate intrafraction motion and concluded that precise 
motion correction is essential in prostate SBRT, regardless of the magnitude of 
the motion. In addition to increased accuracy that intrafraction motion correction 
provides, it enables also the reduction of safety margins [44, 45] which is desired 
in prostate SBRT, especially in the light of toxicities presented in literature [19, 
21–26].   

Intrafraction motion detection is possible with repetitive stereoscopic kV 
imaging of implanted fiducials during the treatment [46, 47]. Monoscopic 
imaging solely provides only 2D information and the motion perpendicular to 
the image detector is undetected [48]. Method to estimate prostate 3D position in 
real-time by utilizing monoscopic kV imaging of FMs and 3D probability density 
for the target position [Kilovoltage Intrafraction Monitoring (KIM)], has been 
developed, tested and used clinically in experimental settings, but is not yet 
commercially available [49–55]. Imaging based methods do not provide actual 
position information during the imaging intervals, and thus the sensitivity of 
using only pre- and post-treatment imaging is not sufficient enough to determine 
intrafraction motion [56]. Increasing imaging frequency increases the accuracy 
but with a cost of increased imaging dose. Ultra-sound (US) methods have also 
been used to monitor the intrafraction motion, but the pressure of the US probe 
can cause anatomy distortions and displace the prostate [57, 58]. Alternative to 
imaging and US are electromagnetic (EM) tracking devices, such as Calypso 
(Varian Medical Systems, Palo Alto, CA, USA) and RayPilot (Micropos Medical 
AB, Gothenburg, Sweden). Calypso consists of three transponders that are 
implanted permanently into the prostate and an external array that is used for 
the localization of the transponders. The RayPilot consists of a wired transmitter 
which is implanted temporarily into the prostate and a receiver plate, which is 
used for the transmitter activation and for its localization. Both methods utilize 
radiofrequency (RF) EM fields to enable the localization and real-time tracking 
of the prostate in 3D space [59–61]. In addition, EM methods can be used for beam 
gating and repositioning of the patient, if pre-defined motion tolerances are 
exceeded during the treatment. Several studies have proven the feasibility of the 
Calypso in prostate RT [33, 34, 62, 63], but there are less published reports of the 
RayPilot system, as the method is still quite recently introduced [61]. To fully 
realize the benefit of continuous motion monitoring, the tracking devices should 
be able to accurately localize the treatment and re-position the patient during the 
treatment. Disadvantage of the EM methods is that the ferromagnetic 
transponders and transmitters cause severe MRI artefacts preventing full 
utilization of MRI in treatment planning and follow-up [64]. EM tracking devices 
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are also additional devices to radiotherapy linear accelerators (linac) and cause 
extra expenses. Therefore, the benefit of these devices should be evaluated 
against pre-existing treatment localization methods.   

Large part of this thesis concentrates on investigation of the feasibility, 
performance and benefits of EM localization and tracking methods in RT and 
SBRT of the prostate.  

1.4 Rectal dose sparing 

The use of reduced safety margins reduce the overlapping volume between PTV 
and bladder and rectum reducing the dose received by these organs. However, 
dedicated methods have been developed in order to reduce the dose to the rectal 
wall. These include biodegradable hydrogel (polyethylene-glycol or hyaluronic 
acid) spacers and biodegradable balloons implanted between the prostate and 
the rectum to increase the prostate-rectum separation [65]. Most commonly used 
spacer gels have been reported to significantly reduce the rectal dose and rectal 
toxicity [66–68], but injection of the gel is also associated with severe 
complications [69]. Endorectal balloon (ERB) pushes parts of the rectal wall out 
of the high-dose region and also reduces the prostate intrafraction motion [70–
73], but can cause prostate deformations affecting negatively to the treatment, if 
positioned incorrectly [74]. Rectal retractors (RR), sometimes called as rectal 
immobilization devices, were developed to increase the space between rectum 
and prostate by retraction of the rectum in dorsal direction with a rectal rod [75]. 
Compared to implantable hydrogels and balloons, this method is cost-effective, 
non-invasive and unlike gels or implantable balloons, the rectal rod can be 
repositioned, if necessary. As the RR would immobilize the rectal wall and 
prevent changes in rectal filling, it has been postulated, that the RR would reduce 
the intrafraction prostate motion [75]. This idea is backed up by the findings of 
stabilizing effect of transrectal US probe in prostate RT [76]. Ideally, the use of 
RR could nullify the need for intrafraction motion tracking and save treatment 
costs, while simultaneously reducing the rectal dose and the risk of rectal toxicity 
in prostate SBRT.   

The basis of this thesis was the creation of a safe treatment protocol for 
prostate SBRT in Tampere University Hospital, utilizing electromagnetic real-
time localization and tracking, to account for intrafraction prostate motion, and 
RR to reduce the dose to the rectum. In the first part of the thesis, the effect of the 
RR on prostate intrafraction motion is investigated by utilizing RayPilot motion 
tracking. Second part of the thesis investigates the localization accuracy of the 
RayPilot and Calypso systems in comparison to kV imaging of FMs. Finally, the 
benefit of continuous motion monitoring based localization and motion 
correction strategy using Calypso system is investigated in comparison to CBCT 
and kV imaging based localization methods. 



The aim of this thesis was to create a safe treatment protocol for prostate SBRT in 
Tampere University Hospital, utilizing electromagnetic real-time localization 
and tracking of the prostate to account for intrafraction prostate motion, and the 
use of RR to reduce the absorbed dose to the rectum. In this regard, the feasibility, 
performance and benefits of the EM systems in localization and tracking of the 
prostate, as well as the effect of RR on intrafraction prostate motion, were 
investigated. More specifically, the aims were: 

1) To evaluate the effect of rectal retractor on prostate intrafraction motion
and utilizing of RayPilot in motion tracking of the prostate (Study I).

2) To determine the localization accuracy of electromagnetic localization
devices (RayPilot and Calypso) in comparison to orthogonal kV imaging
of implanted fiducial markers (Study II).

3) To evaluate the dosimetric benefits of continuous motion monitoring
based localization and motion correction strategy in comparison to CBCT
and kV imaging based strategies in prostate SBRT (Study III).

2 AIMS OF THE THESIS



3.1 Immobilization of rectum and prostate with the RR 

In the planning of starting prostate SBRT treatments in Tampere University 
Hospital, different methods to reduce the irradiated rectal volume were 
considered. Among them were hydrogel spacers and a RR (Rectafix, Mimator AB, 
Sweden). The latter was chosen for its simplicity, cost-effectiveness and proposed 
immobilizing effect on prostate. In the initial phase, the use of the RR was tested 
in conventionally fractionated and moderately hypofractionated prostate RT. At 
the same time, the feasibility of a motion tracking system RayPilot was tested by 
recording of prostate intrafraction motion with and without of the RR in place. 
The main purpose of the Study I was to investigate the effect of RR on prostate 
intrafraction motion. This was accomplished by comparing intrafraction motion 
of the prostate between fractions treated with the RR and without the RR. Ideally, 
the use of RR would stabilize the prostate and substitute motion tracking devices, 
saving treatment costs and simplifying the treatment procedure. 

3.1.1 Patients and treatment 

Twenty-eight patients treated for biopsy-proven prostate adenocarcinoma in 
Tampere University Hospital between April 2014 and July 2015 were included in 
the study. They were treated with volumetric modulated arc therapy (VMAT) 
using two full arcs and 6 MV flattened beams. Treatments were carried out on 
TrueBeam STx linac (Varian Medical Systems, Palo Alto, CA, USA). Thirteen 
patients were given a total dose of 60 Gy in 3 Gy fractions to the prostate and 
fifteen patients received 78 Gy in 2 Gy fractions to the prostate. CTV was prostate 
alone or prostate and seminal vesicles (SV) and PTV was formed adding 5 mm 
isotropic margin around the CTV. If SVs were included in the treatment, the dose 
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to the SVs was 46 Gy in 2.3 Gy fractions delivered using simultaneous integrated 
boost (SIB) technique in 60/3 Gy fractionation scheme and 56 Gy in 2 Gy fractions 
in 78/2 Gy fractionation scheme. 

3.1.2 Rectal immobilization device 

The RR used in the study consists of a cylindrical rectal rod (length 110 mm, 
diameter 20 mm) and a leg support attached to a base plate (figure 1). The 
position of the rod is adjustable and position indexes on the rod, its support 
column and leg support are used for reproducible positioning of the rod. Rectal 
displacement is achieved by posterior depression of the rectal rod inserted into 
the patient’s rectum. Once the optimal retraction is achieved, the position of the 
rod is fixed. In this study, the initial positioning of the rod was accomplished at 
the planning CT and reproduced at the treatment. The position of the RR was 
verified by CBCT imaging on each fraction it was used. RR was used in first 10/20 
and first 15/39 fractions according to the fractionation scheme in question. Two 
planning CTs were acquired for the planning of RR and non-RR treatments. MRI 
scan for target delineation was acquired without the RR, as the leg support did 
not fit inside the MRI scanner. 
 
 

 
  

FIGURE 1  Rectal immobilization device “Rectafix” (Mimator AB, Sweden) [I]. 

 

3.1.3 Patient setup and treatment localization 

Patients were positioned and treated supine, using RR leg support on RR 
fractions and in-house made knee support with non-RR fractions. After the initial 
positioning of the patient, CBCT was acquired for the verification of the RR 
position. CBCT scans were performed also at every other non-RR fraction to 
check the filling status of rectum and bladder. Treatment localization was 
performed with orthogonal kV imaging of three gold seed FMs, which were 
implanted into the prostate prior to planning CT. FMs were implanted 
transrectally, using endorectal US guidance. The FMs were placed in triangular 
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pattern, avoiding urethra, centrally to another of the lateral lobes, midway 
between apex and base of the prostate. Online matching between the kV and 
planned images were made manually by radiotherapists. The matching was 
based on two most stable FMs, if any of the markers had migrated noticeable. 

3.1.4 RayPilot system and intrafraction motion tracking 

Intrafraction prostate motion was tracked and recorded using RayPilot tracking 
system. The system consists of a wired transmitter, which is implanted into the 
prostate, and a receiver plate, which is setup on the treatment couch under the 
patient. Transmitter was implanted transperineally, using endorectal US 
guidance on a separate session after the FM implantation. Average time between 
the implantations was three weeks and the transmitter implantation was 
performed at least one week prior to planning CT scans. Planning CT slice 
thickness was 0.5-1.0 mm for accurate detection and determination of the 
transmitter coil center point (CP). The length and the diameter of the cylindrical 
transmitter are 17 mm and 3 mm, respectively. The actual transmitting part 
consists of 10 mm long copper coil with a ferrite core, placed 2 mm from the tip 
of the transmitter. MRI scan for delineation was acquired before transmitter 
implantation, as the ferromagnetic core of the transmitter would have caused 
severe artefact to the MRI image. The wired transmitter is activated via a 
connection to the receiver plate. The transmitter signal is read by an antenna 
array within the receiver plate and the position of the transmitter relative to the 
plate is located. The position of the receiver plate is calibrated to the machine 
isocenter and thus the position of the transmitter relative to the machine isocenter 
can be determined. The system locates the treatment isocenter position relative 
to the detected transmitter position based on the coordinates of the isocenter and 
transmitter in the planning CT. Treatment couch bending due to patient weight 
is measured and taken into account in the system. The sampling frequency of the 
system is 30 Hz, which enables real-time motion tracking. The transmitter 
location is given in AP, SI and LR directions. The system detects also the 
transmitter pitch (rotation around the LR axis) and yaw (rotation around the AP 
axis) angles. Operation limits for the transmitter are ±40° pitch and ±5° yaw 
angles of the transmitter. Localization uncertainty, measured in a laboratory 
setting by the vendor, was 0.60 ± 0.46 mm [radial mean ± standard deviation (SD)] 
for the two systems used in the study. 

Motion tracking was initiated immediately after the initial positioning of 
the patient. For fractions with the RR, the tracking was initiated immediately 
after the RR placement. If the position of the RR needed additional adjustment, 
the tracking was stopped, reset and restarted after the adjustment, so that the 
prostate motion trace would not be influenced by irrelevant disturbances. 
RayPilot was used only for the motion tracking and any treatment interruptions 
or corrections to the prostate position, based on the observed intrafraction motion, 
were not made during the treatment. Tracking was stopped after the completed 
treatment. Motion data was gathered from all RR and non-RR fractions. 
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3.1.5 Data processing and analysis 

Sub-millimeter offset in the initial position of the motion trace, which is a 
consequence of a finite measurement resolution of the RayPilot, was extracted 
from the motion data. The effect of instrumental noise and RF disturbances on 
raw motion data were smoothed by filtering of the data using simple exponential 
smoothing. Bidirectional filtering and averaging of the data were used to avoid 
changes in phase response. Noise characteristics of the RayPilot system differ 
according to measurement direction. Thus, different smoothing factors (α) were 
used for different translational motion directions. Smoothing factors used were 
α=0.15 for LR and SI and α=0.1 for AP direction.  

Intrafraction motion was determined by calculating prostate displacement 
relative to its initial position in AP, SI and LR directions. 3D motion of the 
prostate was calculated based on the Cartesian motion data. Evaluation of the 
motion was based on percentile ranges of prostate displacement: mean 
percentages of tracking time that the prostate was displaced ≥ 1, 2, 3, 4, 5 and 6 
mm were calculated over all fractions of all patients (RR and non-RR fractions 
separately). Evaluation of the 3D motion was also done separately for individual 
patients. Due to variable duration of the treatment sessions, the calculation of the 
displacement time percentages was limited up to 10 min of tracking time. The 
effect of the duration of the tracking time on observed 3D displacements was 
evaluated by calculating displacement time percentages within 3, 6 and 10 min 
of tracking time. Directionality of the motion was analyzed by calculating 
proportions of time of unidirectional prostate displacements within 6 and 10 min 
of tracking time. To evaluate the time dependency of the motion, percentages of 
time at 3D displacements were calculated within 1 min intervals of the tracking 
time, ranging from 0 to 10 min. The effect of RR on prostate intrafraction motion 
was assessed by the comparison of motion patterns between RR and non-RR 
fractions. 

Differences in the time dependent motion distributions between the 
fractions using the RR and fractions without it were estimated with Kolmogorov-
Smirnov test. Paired Wilcoxon signed-rank test was used to evaluate the 
difference in percentage times at 3D and unidirectional displacements ≥ 1, 2, 3, 4, 
5 and 6 mm within 6 and 10 min tracking time between all RR and non-RR 
fractions. For patients with small motion, the comparison was made for 
displacements ≥ 1, 1.5, 2, 2.5, 3 and 3.5 mm. Comparison of 3D motion 
distributions between the fractions with the RR and fractions without it were 
made additionally for individual patients. 
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3.2 Accuracy assessment of the electromagnetic tracking devices 

Besides motion tracking, full utilization of real-time motion monitoring devices 
include treatment localization. In addition to pre-treatment localization, motion 
management system should be able to locate the treatment adaptively according 
to the changes in prostate position during the treatment. Adaptive repositioning 
would enable the use of reduced PTV margins and reducing of normal tissue 
dose. Reliable localization requires high accuracy. The aim of the Study II was to 
investigate the localization accuracy of commercially available electromagnetic 
tracking systems, RayPilot (Micropos Medical AB, Gothenburg, Sweden) and 
Calypso (Varian Medical Systems, Palo Alto, CA, USA). At the time of the study, 
previously published results of the localization accuracy of the RayPilot in a 
clinical setting did not exist. Localization accuracy of the Calypso was 
investigated for comparison. The accuracy of the EM devices were assessed in 
comparison to orthogonal kV imaging aligned with FMs, which can be 
considered as a golden standard in prostate RT localization. Differences between 
the methods were investigated by comparing kV-imaging based corrective 
translational couch shifts to couch shifts, or isocenter offsets, suggested by the 
EM methods.  

3.2.1 Calypso system 

Calypso (Varian Medical Systems, Palo Alto, CA, USA) localization and motion 
tracking system was introduced to enable precise localization and continuous 
tracking of moving targets during RT and surgery [59, 60]. The system is based 
on alternating current (AC) electromagnetic fields and consists of three 
transponders implanted into the target (prostate) and antenna array setup above 
the patient during the treatment. Transponders consists of a copper coil wired 
around a ferrite core, encapsulated in a cylindrical glass capsule. Length of the 
transponder is 8.7 mm and two gauges, 14 G (1.85 mm) and 17 G (1.3 mm) are 
available. Both 14 G and newer 17 G transponders were used in this study. 
Antenna array contains 4 source and 32 receiver coils. Source coils are used to 
generate an oscillating EM field which excites transponders at resonant 
frequencies. When the EM field is switched off, the resonance decays. 
Transponder 3D positions relative to the array are located based on the 
transponder decay signal read by the receiver coils of the antenna array. Each 
transponder have slightly different wiring and thus different resonance 
frequency, which enables distinction between the transponders. Position of the 
isocenter relative to transponders is known by the treatment plan and observed 
transponder positions can be used to localize the treatment isocenter in array 
coordinate reference frame. The position of the array relative to the treatment 
machine isocenter is detected with three infrared cameras mounted in the 
treatment room. The difference between the observed treatment isocenter and 
machine isocenter positions is used to determine the needed translational (AP, SI 
and LR) couch adjustments to correct for the isocenter offset. The sampling 
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frequency of the system is 25 Hz (version 3.0), which enables real-time motion 
tracking [59, 60]. Based on the phantom measurements of Franz et al, the 
precision and accuracy of the system is 0.4 ± 0.4 mm and 0.1 ± 0.1 mm, 
respectively [77]. Basic Calypso procedure prior to treatment includes checking 
of transponder geometry and treatment localization. Geometry check verifies 
that the position of the transponders has not changed from the planned position 
due to migration, or changes in prostate rotation and deformation. In localization 
part, treatment and machine isocenters are aligned by treatment couch 
adjustments based on Calypso-detected isocenter displacement (figure 2). 
Immediately after the localization, motion tracking is started. If prostate motion 
exceeds pre-defined motion tolerances during the treatment, the beam is gated 
off automatically. If the prostate displacement will not return within tolerances, 
treatment couch can be repositioned automatically according to the detected 
isocenter offset. 
 
 
 

 

FIGURE 2  Calypso localization. Prostate displacement after patient setup is corrected 
with Calypso-guided couch adjustments. 

 

3.2.2 Patients and fractionation 

RayPilot localization data was gathered from the intrafraction motion data of the 
Study I of this thesis. Details of the RayPilot patients, fractionation and treatment 
setup are presented in chapters 3.1.1 and 3.1.3. Calypso localization data was 
gathered from twenty-six prostate cancer patients treated between January 2016 
and December 2017 either using moderate hypofractionation scheme 20 x 3 Gy 
(n=14) or extreme hypofractionation scheme 5 x 7 Gy or 5 x 7.25 Gy (n=12). For 
these patients, three Calypso transponders were implanted into the prostate prior 
to planning CT. Treatment technique was VMAT with two full or two partial arcs 
using 6 MV beams for moderate hypofractionation and 10 MV flattening filter 
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free (FFF) beams for extreme hypofractionation. Treatment isocenter was the 
geometric CP of the three transponders. CTV was the prostate alone. CTV to PTV 
margins were 3 mm towards the rectum and 5 mm elsewhere.  

3.2.3 Treatment localization and data acquisition 

Treatment localization of the RayPilot patients was based on orthogonal kV 
imaging of the implanted FMs. The translational isocenter offsets detected by the 
kV imaging were corrected with corresponding translational shifts of the 
treatment couch. In other words, couch shifts depicted isocenter offsets. Prostate 
motion was tracked with the RayPilot from the initial positioning of the patients 
and thus the recorded trajectories contained the prostate position data from the 
kV imaging time points. Details of the imaging procedures and the RayPilot 
system are written in chapters 3.1.3 and 3.1.4. The RayPilot system is calibrated 
to the treatment machine isocenter and based on the RayPilot-observed prostate 
displacement (=isocenter offset), it suggests the desired treatment couch position, 
in which the displacement would be zero. Difference between the current and 
desired couch positions depicts the isocenter offset measured by the RayPilot 
system. These RayPilot suggested couch shifts were recorded from the kV 
imaging time points for comparison with couch shifts based on kV localization. 

For Calypso patients, initial localization was made by shifting treatment 
couch guided by the Calypso system so that the difference between observed and 
planned isocenter positions was within ± 0.5 mm in all translational directions. 
Prostate intrafraction motion was tracked with Calypso subsequent to the initial 
localization. Calypso localization was verified with orthogonal kV imaging, 
aligned with Calypso transponders. Possible isocenter offset detected by the kV 
imaging was corrected by corresponding couch adjustments. Calypso measured 
isocenter offsets from the kV imaging time points were extracted from the 
tracking data for comparison with kV imaging based couch corrections. 

3.2.4 Stability of the surrogate markers 

The localization in all of the methods studied is based on static relative positions 
between the surrogate markers and the treatment isocenter. Thus, the accuracy 
of the methods is dependent on the stability of the markers in the prostate. 
Stability of the gold seed markers and Calypso transponders was investigated by 
analyzing the distances between each marker and transponder over the 
treatment course. Distances between the gold seed markers were calculated 
using marker coordinates obtained from the CBCT data. Intertransponder 
distances were gathered from Calypso treatment reports. Standard deviation of 
the intermarker and intertransponder distances was used as a measure of the 
positional stability. The positional stability of the RayPilot transmitters was 
assessed by comparing the relative distance between transmitter CP and 
geometric CP of the gold seed markers during the treatment course. The distance 
between transmitter CP and the centroid of the markers was calculated from the 
CP and marker coordinates obtained from the CBCT images acquired at the 
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treatment. The change in the distance was calculated relative to the initial 
distance determined from the planning CT.  

3.2.5 Bland-Altman analysis 

Agreement of the couch shifts or isocenter offsets between the EM methods and 
kV imaging were estimated using Bland-Altman analysis. In Bland-Altman 
analysis, differences between the measurements by two methods for the same 
subject are compared to their mean [78, 79]. Mean difference, calculated over all 
measurements, is an estimate of possible bias, or systematic error, between the 
two methods. Limits of agreement (LOA), calculated as mean ± 1.96SD of the 
differences, define the range in within 95% of the differences are expected to lie. 
In this study, RayPilot and Calypso measurements of the isocenter offset were 
compared to simultaneously measured isocenter offset with kV imaging. 
Differences between each measurement were plotted against their mean and 
mean difference and SD of the differences, as well as LOA limits, were calculated. 
Due to the use of small (3-5 mm) CTV-to-PTV margins and submillimeter 
accuracy of kV imaging [80], differences larger than 2 mm between the EM 
methods and kV imaging were chosen as clinically unacceptable. The percentage 
of the differences that were within ± 1 and ± 2 mm was calculated as well. To 
evaluate the effect of transmitter migration on localization accuracy of the 
RayPilot system, Bland-Altman analysis was performed for subset of the 
RayPilot fractions, for which the observed transmitter migration was corrected. 
Bland-Altman method assumes that the differences are normally distributed. The 
normality of the difference distributions were analyzed with the Shapiro-Wilks 
test. 

3.3 Evaluation of the dosimetric effect of intrafraction prostate 
motion  

Standard RT treatment machines are not equipped with methods capable of real-
time 3D motion tracking and motion correction of the prostate. However, they 
are equipped with kV and CBCT imaging capabilities and it would be of interest 
to implement prostate SBRT utilizing these already available imaging methods 
and strategies familiar from conventionally fractionated prostate RT. On the 
other hand, the clinical benefit of the added accuracy provided by continuous 
motion monitoring of the prostate is not known. The clinical effect of different 
motion correction methods can be approximated by investigating the effect of 
these strategies on prostate motion and resulting dose distributions. The aim of 
the Study III was to evaluate the dosimetric effect of different motion correction 
strategies including pre-treatment imaging based, and continuous motion 
monitoring based strategies in prostate SBRT. Dosimetric effect of the motion was 
assessed by reconstructing motion-inclusive dose distributions. 
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3.3.1 Patients, fractionation and treatment 

Twenty-two patients treated between July 2016 and January 2019 were included 
in the study. They were treated either with 5 x 7 Gy fractions (n=11) or 5 x 7.25 
Gy fractions. The CTV was prostate alone and CTV-to-PTV margins were 3 mm 
towards rectum and 5 mm elsewhere. An MRI scan, acquired prior to 
transponder implantation, was fused with planning CT for the delineation of the 
prostate and prostatic urethra. Urethra was delineated as 8 mm cylindrical tube 
to cover for uncertainties in delineation and deformation of the prostate between 
imaging sets and treatment fractions. Organs at risk (OAR) were rectum and 
bladder. The PTV mean dose was normalized to 100% of the prescribed dose and 
95% isodose had to cover the whole PTV. Maximum allowed dose within PTV 
was 105% of the prescribed dose. For patients getting 5 x 7.25 Gy, the prostatic 
urethra was optimized to a mean dose of 35 Gy while the surrounding PTV was 
optimized simultaneously to a mean dose of 36.25 Gy. Treatment technique was 
VMAT with two full or two partial arcs with 10 FFF beams. Treatments were 
delivered with a TrueaBeam STx (Varian Medical Systems, Palo Alto, CA, USA) 
linac. 

3.3.2 Patient setup, treatment localization and intrafraction motion tracking 

Patients were treated supine using in-house made knee support. Patient position 
was adjusted by aligning room lasers with tattooed skin marks. Initial treatment 
localization was made with Calypso, after which a CBCT was acquired and 
aligned to Calypso transponders for checking of bladder and rectum filling status 
and for confirming that the prostate was not deformed and located within the 
PTV. Possible isocenter shift detected in the CBCT image was corrected with 
couch shifts. After the CBCT, the prostate position was further confirmed with 
orthogonal kV imaging and image alignment using Calypso transponders as 
fiducials. Possible prostate displacement seen in kV images, induced by the 
intrafraction motion during the acquiring, image matching and interpretation of 
the CBCT, was corrected by couch adjustments. For some fractions, also Calypso-
guided couch repositioning was used prior to treatment. If the prostate motion 
exceeded 2 mm posteriorly or 3 mm elsewhere during the treatment, beam was 
gated off automatically. If the prostate did not return within tolerances, the 
prostate position was corrected with Calypso-guided adaptive couch 
repositioning. Motion tracking was initiated immediately after the Calypso 
localization and ended after the completed treatment. Prostate motion 
trajectories were recorded and exported for further analysis. Implemented 
continuous motion monitoring based correction strategy is referenced as 
“strategy A” hereafter. 
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3.3.3 Simulation of motion trajectories for alternative motion correction 

strategies 

Pre-treatment imaging based motion correction strategies were simulated by 
editing Calypso motion trajectories from the delivered treatments. Two strategies 
were simulated. First, the Calypso based gating events and motion corrections 
were corrected from the motion data, to simulate a non-gated correction strategy 
that was based on CBCT and additional kV based correction prior to treatment. 
This strategy is referenced as “strategy B” hereafter. To simulate a correction 
strategy that was based only on single pre-treatment CBCT, all couch corrections 
other than CBCT based were corrected from the motion data. This strategy is 
referenced as “strategy C” hereafter. Actual and simulated motion trajectories for 
one fraction are illustrated in figure 3. 

FIGURE 3 Actual (top) and simulated prostate motion trajectories for one fraction. Actual 
trajectory included two additional motion corrections: first, kV imaging was used 
to correct for prostate drift during the CBCT. Drifting continued during the kV 
imaging and residual AP and SI displacements were corrected using Calypso 
adaptive couch repositioning. In CBCT+kV based trajectory (middle), the Calypso 
correction was removed. In only CBCT based trajectory (bottom), also the kV im-
aging based correction was removed. The figure is modified from Study III. 
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3.3.4 Motion-including dose reconstruction 

To evaluate the dosimetric effect of the prostate intrafraction motion in different 
motion correction strategies, motion-inclusive dose distributions were 
reconstructed using isocenter shift dose reconstruction method, developed by 
Poulsen et al [81]. In the method, the treatment plan isocenter is shifted according 
to the observed 3D motion trajectory during the treatment delivery, and the 
motion encoded plan is recalculated. The original treatment plans were exported 
from the treatment planning system (TPS) (Eclipse, versions 13.6 and 15.6, Varian 
Medical Systems, Palo Alto, CA, USA) for motion encoding. Motion trajectories, 
extracted from the Calypso logs, were synchronized with the original treatment 
plans consisting of two VMAT beams. Motion trajectories were divided into 1 
mm position bins and for each position bin, sub-beams were constructed from 
the treatment plan control points to represent the part of the treatment delivery, 
while the target was located within each position bin. Sub-beam isocenters were 
shifted by the corresponding target displacements. Motion encoding of the 
treatment plans was made with in-house MATLAB program (MATLAB R2017b, 
MathWorks). Motion encoded treatment plans were imported back into the TPS 
for calculation of motion-inclusive dose distributions. Motion-inclusive dose 
distributions were reconstructed for each treatment fraction for each patient and 
for each correction strategy. 

3.3.5 Comparison of dose distributions 

The dosimetric effect of different motion correction strategies was evaluated by 
comparing dose-volume histogram (DVH) parameters for target and OAR 
structures between motion-inclusive and planned dose distributions. DVH 
parameters for target structures were: PTVD95%, PTVsubCTVD95% (PTV shell 
volume, obtained by subtracting CTV from the PTV), PTV mean dose, CTVD99%, 
CTV mean dose, urethra D99%, urethra D2% and urethra mean dose. For patients 
receiving 7.25 Gy fractions, urethra was optimized to a mean dose of 7 Gy while 
the surrounding PTV was optimized to 7.25 Gy. For these patients, the urethra 
was subtracted from the CTV and PTV structures for comparability of DVHs with 
patients receiving homogeneous 7 Gy dose to the PTV. Analyzed DVH 
parameters for the OARs were: V50%, V65%, V90% and V100% for the bladder 
and V50%, V65%, V90%, V96.2% and V100% for the rectum. Comparisons were 
made for individual fractions, individual patients and different motion 
correction strategies (DVH parameters averaged over all fractions per strategy). 
To investigate the potential averaging of the dosimetric errors during the 
treatment course, running cumulative variation in PTVD95% and CTVD99% 
between motion-inclusive and planned dose distributions were calculated for 
individual patients. 
 



28 
 
3.3.6 Intrafraction motion analysis 

Intrafraction motion of the prostate during the beam delivery was analyzed for 
all correction strategies. Mean 3D, AP, SI and LR displacements, as well as mean 
of the absolute AP, SI and LR displacements, were calculated for individual 
fractions and over all fractions per strategy. Percentage time of displacements ≥ 
1, 2, 3, 5 and 7 mm in AP, SI and LR directions were calculated over all fractions 
per strategy as well. 

3.3.7 Statistical analysis 

Correlation of the prostate motion and dosimetric effects were estimated by 
calculating Pearson correlation coefficients between motion metrics and 
dosimetric changes between motion-inclusive and planned values. Motion 
metrics tested were mean and mean of absolute AP, SI and LR displacements and 
mean 3D displacement. Wilcoxon signed rank test was used to evaluate the 
difference between motion-inclusive and planned DVH parameters for target 
structures (PTV, CTV and urethra). Additionally, DVH parameters from 
strategies B and C were compared to those of strategy A. The normality of DVH 
parameter distributions were tested with Kolmogorov-Smirnov test. 



4.1 The effect of rectal dose sparing device on intrafraction pros-
tate motion 

4.1.1 3D motion  

Motion data could be successfully gathered from 22 patients out of 28 recruited 
in the study. In total, 260 RR fractions and 351 non-RR fractions were analyzed. 
Mean ± SD of the tracking time was 540 ± 150 s and 450 ± 150 s for RR and non-
RR fractions, respectively. Proportion of the fractions covering at least 3 min of 
tracking time was 99.2% (258/260) and 99.7% (350/351) for RR and non-RR 
fractions, respectively. At least 6 min of tracking time was covered by 95.0% 
(247/260) and 80.7% (276/351) of RR and non-RR fractions, respectively. 
Corresponding figures for at least 10 min of tracking time were 22.3% (58/260) 
and 7.5% (26/351) of the RR and non-RR fractions, respectively. Percentage times 
of 3D displacements in RR and non-RR fractions, and difference in percentage 
times between RR and non-RR fractions, within 3, 6 and 10 min of tracking time 
are shown in figure 4. In general, the observed motion was small but larger when 
the RR was used. The probability of prostate motion increased with longer 
tracking time. The difference in 3D motion distributions between RR and non-RR 
fractions was statistically significant (p < 0.03) for all tracking times evaluated. 
The percentage times of 3D displacements within 10 min of tracking time for 
individual patients are presented in table 1. For 13 patients the 3D motion was 
significantly larger (p < 0.05) with RR than without it. For two patients the 
prostate motion was significantly smaller (p < 0.05) with RR than without it. 

4 RESULTS
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FIGURE 4  Percentage times of 3D prostate displacements within 3, 6 and 10 min of track-
ing time for RR and non-RR fractions. Also shown is the difference in percent-
age times between RR and non-RR fractions. Positive values indicate larger 
motion within the RR fractions. The figure is modified from Study I. 
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TABLE 1  Proportion of tracking time during which the prostate was displaced in RR 
and non-RR fractions for each patient [I]. 

 3D prostate displacement 

 ≥ 1 mm ≥ 2 mm ≥ 3 mm ≥ 4 mm ≥ 5 mm ≥ 6 mm 
Pa-
tient 

   
RR 

non-
RR 

   
RR 

non-
RR 

   
RR 

non-
RR 

   
RR 

non-
RR 

   
RR 

non-
RR 

   
RR 

non-
RR 

1 75.7 44.3 35.0 16.0 17.3 8.8 1.3 6.6 0.0 2.6 0.0 0.5 
2 70.8 68.2 36.3 36.4 2.5 13.2 0.0 5.4 0.0 2.8 0.0 0.4 
3* 71.6 38.2 38.8 13.0 22.6 2.2 11.1 0.0 6.2 0.0 2.3 0.0 
4* 77.4 5.6 53.5 0.0 25.4 0.0 13.8 0.0 11.1 0.0 10.7 0.0 
5* 70.2 23.4 21.4 8.8 10.0 0.0 0.9 0.0 0.3 0.0 0.1 0.0 
6* 90.1 70.3 67.7 34.8 49.3 9.8 28.3 3.9 16.6 0.2 4.6 0.0 
7* 66.9 49.9 44.4 8.7 25.6 2.4 14.9 1.0 6.9 0.3 3.3 0.0 
8 69.5 58.2 22.8 24.8 2.1 8.1 0.0 2.9 0.0 0.2 0.0 0.0 
9* 65.0 12.0 29.6 0.2 2.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
10** 66.9 70.4 13.4 27.9 0.0 11.3 0.0 9.7 0.0 4.8 0.0 0.0 
11* 57.4 29.1 13.5 1.4 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
12* 57.1 26.1 6.4 1.3 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
13* 88.2 74.8 65.2 43.0 50.5 17.9 28.4 5.7 11.3 3.2 7.6 0.9 
14* 85.1 34.2 65.9 7.7 39.5 1.2 21.8 0.2 9.4 0.0 7.1 0.0 
15* 59.1 24.5 5.1 0.0 0.4 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
16 49.2 40.3 5.0 6.5 0.0 1.0 0.0 0.4 0.0 0.0 0.0 0.0 
17 62.2 31.5 7.2 9.5 0.0 3.0 0.0 0.0 0.0 0.0 0.0 0.0 
18* 80.4 35.9 39.1 5.7 21.4 4.8 15.7 1.1 8.2 0.0 7.5 0.0 
19 73.2 65.9 40.8 37.1 8.5 20.8 0.0 10.7 0.0 4.7 0.0 1.2 
20** 46.5 75.5 17.4 41.0 0.5 20.3 0.0 3.9 0.0 1.8 0.0 0.4 
21* 87.5 76.4 69.7 49.7 40.9 30.3 22.1 14.9 13.3 7.3 5.7 3.5 
22 64.4 46.7 19.3 16.1 4.6 9.2 0.3 8.0 0.0 6.0 0.0 5.0 

*p < 0.05, RR motion larger than non-RR motion 
**p < 0.05, non-RR motion larger than RR motion 

 

4.1.2 Direction of the motion 

Percentage times of unidirectional prostate displacements within 6 and 10 min of 
tracking time are presented in figures 5 and 6, respectively. Most of the motion 
occurred in AP and inferior directions, when the RR was not used, and in inferior 
and posterior directions, when the RR was used. The use of RR seemed to reduce 
anterior prostate motion but increase the motion in all other directions, especially 
in inferior and posterior directions. The difference was statistically significant in 
inferior and posterior directions (p < 0.03) and also in superior direction (p < 0.03 
for 10 min tracking time and p < 0.05 for 6 min tracking time).  
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FIGURE 5  Percentages of time when the prostate was displaced in each direction within 
6 min of tracking time for RR and non-RR fractions. 

FIGURE 6  Percentages of time when the prostate was displaced in each direction within 
10 min of tracking time for RR and non-RR fractions. 
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4.1.3 Time dependence 

Percentage time of prostate 3D displacements ≥ 2, 3, 4, 5 and 6 mm over all RR 
and non-RR fractions as a function of tracking time are shown in figure 7. The 
probability of prostate 3D displacement increased linearly as a function of time 
in both RR and non-RR fractions, though the increase was faster in RR fractions. 
Percentage time of the 3D displacements correlated strongly with tracking time: 
Pearson correlation coefficients for 3D displacements ≥ 1, 2, 3, 4, 5 and 6 mm were 
0.885, 0.997, 0.982, 0.988, 0.951 and 0.852 for RR-fractions and 0.951, 0.995, 0.942, 
0.882, 0.835 and 0.917 for non-RR fractions, respectively. All of the correlations 
were significant (p < 0.01). 

Percentage time of unidirectional displacements ≥ 2, 3 and 5 mm are shown 
in figure 8. Common for all directions except for LR was that the probability of 
the motion increased with increasing tracking time. LR motion increased until 8-
10 min of the tracking time, after which the motion reduced. The probability of 
the inferior displacement in RR fractions grew especially fast as a function of 
tracking time. Figure 9 shows the increase in percentage time of inferior prostate 
displacements ≥ 1 and ≥ 3 mm for RR and non-RR fractions. For RR fractions, the 
increase in displacements ≥ 1 mm started to plateau after about 6 minutes from 
the patient setup and start of the motion tracking. The temporal motion patterns 
between RR and non-RR fractions differed significantly for at least 3 mm inferior 
displacements (p ≤ 0.015) and for posterior displacements ≥ 5 mm (p ≤ 0.05). 

 
 

 

FIGURE 7  Percentage of the time of 3D prostate displacements ≥ 2, 3, 4, 5 and 6 mm 
within 1 minute intervals as a function of tracking time in RR and non-RR frac-
tions. The figure is modified from Study I. 
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FIGURE 8  Percentage of the time of unidirectional prostate displacements ≥ 2, 3 and 5 
mm within 1 minute intervals as a function of tracking time in RR and non-RR 
fractions [I]. 

FIGURE 9  Percentage time of inferior prostate displacement ≥ 3 mm and ≥ 1 mm as a 
function of tracking time for RR and non-RR fractions. Likelihood of the pros-
tate being inferiorly displaced at least 1 and 3 mm increased linearly, except 
for RR fractions, for which a plateau was seen in displacements ≥ 1 mm. Ap-
plied polynomial fit does not reach a plateau mathematically, but fits the data 
within the inspected time interval range.    
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4.2 Observed localization accuracy of the electromagnetic  
tracking devices 

4.2.1 Agreement between electromagnetic localization methods and kV  
imaging  

A total of 582 pairs of couch shift values suggested by the RayPilot and kV 
imaging systems for each translational direction from 582 fractions treated with 
the RayPilot were included in the Bland-Altman analysis. A total of 335 Calypso 
fractions were included in the analysis. The number of the paired couch shift data 
points between Calypso and kV imaging was 353, 700 and 347 for AP, SI and LR 
directions. For some fractions, kV imaging was repeated, thus giving the 
opportunity to compare more data points than there were fractions. Apart from 
AP and LR directions, SI directed displacements could be obtained from both 
orthogonal kV images, explaining the twofold amount of SI values. Bland-
Altman plots of the couch shift differences between the EM systems and kV 
imaging are presented in figures 10 (RayPilot) and 11 (Calypso). Mean and SD of 
the differences between the EM methods and kV imaging, as well as LOA values 
and percentage of differences within ± 1 and ± 2 mm are presented in table 2. 
Positive values indicate anterior, inferior and left couch shifts and that the kV 
couch shifts are larger than couch shifts suggested by the RayPilot or the Calypso. 
Calculated LOA values indicate, that 95% of the differences between RayPilot 
and kV imaging can be expected to lie within ± 4.3, ± 4.7 and ± 2.1 mm around 
the mean in AP, SI and LR directions, respectively. Correspondingly, LOA values 
for Calypso and kV imaging were ± 1.3, ± 1.0 and ± 0.8 mm around the mean in 
AP, SI and LR directions, respectively. Transmitter migration during the 
treatment course was investigated for 324 RayPilot fractions. The effect of the 
transmitter migration on the localization accuracy of the RayPilot was 
investigated by performing Bland-Altman analysis for a subset of RayPilot 
fractions, for which the suggested couch values were corrected for the observed 
migration. The number of fractions analyzed was 317. The results of the Bland-
Altman analysis for migration corrected RayPilot fractions are presented in table 
3 and Bland-Altman plots in figure 12. 
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TABLE 2  Couch shift differences between RayPilot and kV imaging, and between Ca-

lypso and kV imaging. Positive values in AP-, SI- and LR-axes symbolize 
couch shifts towards anterior, inferior and left directions. All values are given 
in mm. Percentages of the differences within ±1 and ±2 mm are also presented. 
[II] 

 AP SI LR 3D 

 Ray-
Pilot 

Ca-
lypso 

RayPilot Ca-
lypso 

RayPilot Ca-
lypso 

RayPilot Ca-
lypso 

Bias (mean) 0.3 -0.2 -2.2 0.1 -0.0 -0.1 -0.2 -0.1 
SD 2.2 0.6 2.4 0.5 1.0 0.4 2.4 0.6 
Upper LOA 4.6 1.1 2.5 1.2 2.1 0.8 4.4 1.1 
Lower LOA -4.0 -1.5 -6.8 -0.9 -2.0 -0.9 -4.8 -1.4 
≤ 1 mm [%] 32.3 88.7 22.9 93.1 69.4 96.5 35.2 88.8 
≤ 2 mm [%] 64.6 98.6 44.0 99.6 94.8 100.0 63.4 99.1 

 

 

TABLE 3  Couch shift differences between the RayPilot values corrected for migration 
and values based on kV imaging. All values are given in mm. Percentages of 
the differences within ±1 and ±2 mm are also presented. The table is modified 
from Study II. 

 AP SI LR 3D 

Bias (mean) 0.1 -0.7 0.3 -0.2 
SD 1.7 1.9 1.2 1.9 
Upper LOA 3.4 2.9 2.6 3.4 
Lower LOA -3.2 -4.3 -2.0 -3.8 
≤ 1 mm [%] 41.6 44.8 79.2 45.1 
≤ 2 mm [%] 78.5 75.7 94.6 77.6 
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FIGURE 10  Bland-Altman plots of the differences between the couch shifts suggested by 
the RayPilot and kV imaging. Differences in the couch shifts between the 
methods are plotted against their average value. Black dashed line represents 
the mean difference between the methods and blue dashed lines represent the 
95% limits of agreement. Black solid line depicts the line of identity. The figure 
is modified from Study II. 

 FIGURE 11  Bland-Altman plots of the differences between the couch shifts suggested by 
the Calypso and kV imaging. Differences in the couch shifts between the meth-
ods are plotted against their average value. Black dashed line represents the 
mean difference between the methods and blue dashed lines represent the 95% 
limits of agreement. Black solid line depicts the line of identity. Scales of the 
charts are the same as in figure 10 for comparative purposes. The figure is 
modified from Study II. 
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FIGURE 12 Bland-Altman plots representing the differences in couch shifts between mi-
gration corrected RayPilot values and kV imaging. Differences in the couch 
shifts between the methods are plotted against their average value. Black 
dashed line represents the mean difference between the methods and blue 
dashed lines represent the 95% limits of agreement. Black solid line depicts the 
line of identity. 

4.2.2 Stability of the surrogate markers 

Distances between each gold marker and the distance between transmitter CP 
and the geometric center point of the three gold seed markers were calculated for 
368 instances (324 RayPilot fractions and 44 planning CT images from 22 patients). 
In general, gold seeds were very stable and the SD of the intermarker distances, 
averaged over all 22 patients, was 0.5 mm. For one patient, one of the gold seeds 
had drifted to the implantation canal of the RayPilot transmitter implanted too 
near to the gold seed, and subsequently migrated caudally 6 mm between the 
first and the second treatment fraction. For this patient, the migrated marker was 
ignored and the treatment localization was based on two stable markers. The 
change in the RayPilot transmitter CP position relative to the geometric CP of the 
gold seed markers was calculated for 324 fractions. The mean, SD and maximum 
values of the position change are presented in table 4.  

Calypso intertransponder distances were gathered for all 335 fractions from 
the 26 patients included in the study. The SD of the intertransponder distances, 
averaged over all fractions, was 0.5 mm indicating good positional stability of the 
transponders, similar to gold seed markers. However, in three occasions, larger 
transponder migration was detected: one of the transponders was voided 
between planning CT and the first treatment fraction due to transponder 
implantation near to the urethra. For one patient one of the transponders 
migrated 6 mm caudally between the planning CT and the first treatment fraction 
and for another patient one transponder migrated 3.8 mm cranially during the 
treatment course. The voided transponder was ignored in the Calypso 
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localization plan and the prostate motion tracking and localization was based on 
the two transponders left. For the patient with 6 mm transponder migration, a 
new planning CT and treatment plan were prepared. For the third patient with 
3.8 mm cranial transponder migration, the treatment localization was performed 
with kV imaging and alignment of the two stable transponders. Compared to the 
kV localization based on two transponders, the migration of the transponder 
decreased the localization accuracy of the Calypso system approximately by 1 
mm in SI direction.  
 

TABLE 4  Change in the position of the RayPilot transmitter CP relative to the geometric 
center point of the three gold seed markers during the treatment course. All 
values are given in mm. [II] 

 AP SI LR 3D 

Mean -0.3 -1.8 -0.2 2.8 
SD 1.6 2.0 0.8 1.6 
Max -7.3 -7.6 -3.5 9.2 

 

4.3 Dosimetric effect of intrafraction prostate motion for differ-
ent motion correction strategies 

Few of the 110 fractions from 22 patients included in the study could not be 
reconstructed and the final number of fractions reconstructed was 103 in motion 
correction strategies A and B, and 102 in strategy C.  

4.3.1 Observed and simulated prostate motion during the beam delivery 

Mean displacement of the prostate during the beam delivery, averaged over all 
fractions, and maximum and minimum values of the fraction mean 
displacements in each motion correction strategy are presented in table 5. 
Positive values represent anterior, superior and left displacements. Percentage 
times of AP, SI and LR displacements ≥ 1, 2, 3, 5 and 7 mm within treatment 
delivery time are presented in table 6. 
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TABLE 5 Mean intrafraction displacement of the prostate during treatment delivery in 

each motion correction strategy. Subscript “abs” refers to absolute value. 
Range describes the observed maximum amplitude of the motion. Maximum 
and minimum of the mean displacements within a single fraction are shown 
as well. All values are given in mm. [III] 

Strategy  3D LRabs SIabs APabs LR SI AP 

A Mean 1.0 0.4 0.5 0.5 0.0 0.0 0.1 
 SD 0.4 0.3 0.4 0.4 0.5 0.7 0.7 
 Min 0.3 0.0 0.0 0.0 -1.5 -1.8 -1.3 
 Max 2.2 1.5 1.8 1.9 1.1 1.6 1.9 
 Range     -2.7,1.8 -4.1,9.8 -2.2,3.1 

B Mean 1.1 0.4 0.5 0.6 0.0 0.0 0.1 
 SD 0.6 0.3 0.5 0.6 0.5 0.7 0.8 
 Min 0.3 0.0 0.0 0.0 -2.4 -1.9 -1.3 
 Max 4.8 2.4 2.3 4.5 1.1 2.3 4.5 
 Range     -2.8,1.8 -4.2,11.8 -2.4,9.0 

C Mean 1.7 0.6 0.9 0.9 0.1 0.1 -0.1 
 SD 1.1 0.6 0.9 0.9 0.8 1.3 1.3 
 Min 0.5 0.0 0.0 0.0 -2.6 -4.6 -4.0 
 Max 7.4 3.4 4.9 5.5 3.4 4.9 5.5 
 Range     -3.0,4.1 -6.8,12.8 -5.2,7.9 

 
 

TABLE 6 Percentage time of prostate displacements in translational directions within 
the treatment delivery time. [III]  

 Strategy A Strategy B Strategy C 
 LR SI AP LR SI AP LR SI AP 

≥ 1 mm 5.0 15.9 15.7 5.4 17.8 16.8 14.8 32.5 37.0 
≥ 2 mm 0.1 1.1 1.4 1.1 2.6 3.6 3.6 10.4 10.8 
≥ 3 mm 0.0 0.0 0.0 0.0 0.3 1.3 1.0 4.8 3.2 
≥ 5 mm 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.6 1.1 
≥ 7 mm 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 

 
 

4.3.2 The effect of prostate motion on target doses 

Mean, SD and maximum differences of the evaluated dose volume parameters 
between motion-inclusive and planned dose distributions for target structures in 
each motion correction strategy are presented in table 7. Motion-inclusive mean 
DVHs of the target structures in each motion correction strategy, along with 
planned DVHs, are plotted in figure 13. Box-plots of the differences between 
motion-inclusive and planned CTVD99% and PTVD95% parameters in different 
motion correction strategies are shown in figure 14. In general, the dosimetric 
effect of the motion was small but for individual fractions greater dose deficits 
were seen. The dose deficits were mostly seen in PTVD95% and PTVsubCTVD95% 
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parameters while the CTV parameters were less affected, indicating that most of 
the dosimetric effect induced by the motion occurred in the target periphery. It 
indicates also, that the PTV margins covered most of the motion and that the 
interplay effect between prostate and multileaf collimator (MLC) motion had less 
dosimetric impact. Largest dose deficits were seen in strategy C. Maximum dose 
differences within single fraction were -6.4% (PTV mean), -2.2% (CTV 
mean), -29.0% (PTVD95%) and -7.1% (CTVD99%). Mean 3D displacement of the 
prostate for this fraction was 7.4 mm (superior and anterior displacements were 
4.9 and 5.5 mm, respectively), while it was 1.0 mm for the actually delivered 
fraction (figure 3). Corresponding delivered and shifted dose distributions are 
illustrated in figure 15. Mean ± SD values of the PTV and CTV parameters 
calculated separately for 5 x 7 Gy and 5 x 7.25 Gy fractionations are presented in 
table 8. The effect of heterogeneous dose distribution caused by the urethra 
sparing in plans with 5 x 7.25 Gy fractionation was small on CTV parameters. 
However, dose deficits in PTV parameters were larger for 5 x 7.25 Gy 
fractionation, though mainly in strategy C.  

All other target DVH parameters than CTV mean dose in strategies A, B 
and C, and urethra mean dose in strategy C, differed significantly (p < 0.05) from 
the planned values. All other than CTV (D99% and mean dose) and urethra (D2%, 
D50%, D99% and mean dose) parameters differed significantly between 
strategies A and B. All other parameters than urethra mean dose differed 
significantly between strategies A and C. Based on the Kolmogorov-Smirnov test, 
CTVD99% in strategies A and B and urethra D2% in strategy A were normally 
distributed. Thus the results of Wilcoxon signed rank test for these parameters 
may include some uncertainty. 
 

TABLE 7 Mean, SD and maximum percentual differences in target DVH parameters be-
tween motion-inclusive and planned dose distributions over all patients and 
fractions. The table is modified from Study III. 

 Strategy A Strategy B Strategy C 
 Mean SD Max Mean SD Max Mean SD Max 

PTVsubCTVD95% -1.6 1.5 -8.4 -2.0 2.2 -15.4 -5.2 7.2 -45.2 
PTVD95% -0.9 0.8 -4.3 -1.2 1.5 -10.8 -3.1 4.9 -29.0 
PTV mean  -0.2 0.2 -1.2 -0.2 0.3 -2.1 -0.5 0.9 -6.4 
CTVD99% -0.3 0.4 -2.5 -0.4 0.6 -3.5 -0.7 1.2 -7.1 
CTV mean  0.0 0.2 -0.5 0.0 0.2 -0.5 -0.1 0.3 -2.2 
Urethra D2%  0.7 0.8 3.8 0.9 1.1 6.6 1.3 0.9 6.1 
Urethra D99%  -1.3 3.4 -20.2 -1.4 3.5 -20.8 -5.7 12.4 -59.6 
Urethra mean  0.1 0.3 1.2 0.1 0.4 2.1 0.1 0.8 -2.8 
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TABLE 8 The mean ± SD of the differences between motion inclusive and planned target 

DVH parameters for 5 x 7 Gy and 5 x 7.25 Gy fractionated treatments. Urethra 
sparing in 5 x 7.25 Gy treatments may increase the target dose deficits in the 
presence of large motion (strategy C). All results are relative to planned values 
[%]. [III] 

 5 x 7 Gy 5 x 7.25 Gy 
 A B C A B C 

PTVsubCTVD95% -1.7 ± 1.6 -1.9 ± 1.9 -3.7 ± 5.1 -1.5 ± 1.4 -2.0 ± 2.5 -6.7 ± 8.6 
PTVD95% -0.9 ± 0.8 -1.0 ± 1.0 -2.0 ± 3.3 -0.9 ± 0.8 -1.3 ± 1.9 -4.1 ± 5.9 
PTV mean  -0.1 ± 0.3 -0.1 ± 0.2 -0.3 ± 0.5 -0.2 ± 0.2 -0.2 ± 0.4 -0.7 ± 1.2 
CTVD99% -0.4 ± 0.5 -0.4 ± 0.6 -0.6 ± 1.1 -0.2 ± 0.3  -0.3 ± 0.5 -0.7 ± 1.2 
CTV mean  0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 -0.1 ± 0.4 

 
 
 
 
 
 
 

FIGURE 13 The effect of prostate displacement on mean DVHs of the target structures in 
each motion correction strategy. Planned DVHs are plotted for comparison. 
The figure is modified from Study III.  
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FIGURE 14  The distribution of dose differences of all fractions between motion-inclusive 
and planned PTVD95% and CTVD99% parameters in motion correction strat-
egies A, B and C. The box limits represent the median and 25th and 75th per-
centiles. The cross shows the mean value. The whiskers extend up to the larg-
est values that are less than or equal to 1.5 times the interquartile range or 
down to the smallest values that are larger than 1.5 times the interquartile 
range. Dots outside the whiskers represent outliers. 

 

 

 

 

FIGURE 15 Motion-inclusive dose distributions for motion correction strategies A (left) 
and C (right) for a fraction with largest mean 3D displacement (7.4 mm) ob-
served in strategy C. Delivered dose (strategy A, on left) hit the target precisely. 
Doses ≥ 95% of the prescribed dose are shown. Dose sparing in urethra region 
is seen in the colder area crossing through the PTV. [III] 
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4.3.3 The cumulative effect of five fractions 

Running cumulative variation in PTVD95% and CTVD99% was calculated for 16 
patients for which all of the five fractions could be reconstructed in each motion 
correction strategy. Cumulative differences to planned values are plotted as a 
function of treated fractions in figure 16. For strategies A and B, the differences 
decreased after third fraction but for some patients in strategy C, the differences 
increased even at the last fraction. Larger than 1% reduction in cumulative 
CTVD99%, and 5% reduction in cumulative PTVD95%, of five fractions, were 
seen only for the same 4 patients in strategy C. Maximum dose reduction in 
CTVD99% and PTVD95% after five fractions was -1.9 and -12.5%, respectively. 
Mean (±SD) differences to the planned values in CTVD99% after five fractions 
were -0.3 ± 0.2, -0.4 ± 0.3 and -0.7 ± 0.5% in strategies A, B and C, respectively. 
Corresponding differences for PTVD95% were -0.9 ± 0.5, -1.2 ± 0.7 and -3.6 ± 3.3%. 

 
 

FIGURE 16 Cumulative difference in PTVD95% and CTVD99% as a function of treated 
fractions between motion-inclusive and planned values. A, B and C refer to 
motion correction strategies as explained in the text. Each curve corresponds 
to a patient. [III] 

4.3.4 The effect of prostate motion on doses to risk organs 

Mean, SD and maximum differences of the dose volume parameters between 
motion-inclusive and planned dose distributions for bladder and rectum in each 
motion correction strategy are presented in table 9. Box-plots for motion induced 
dose differences in rectum V96.2%, V65% and bladder V90% and V65% are 
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presented in figure 17. In general, motion of the prostate exposed larger volumes 
of the OARs to high doses, whereas lower dose volumes were less affected. 
Relative increase of the high dose volumes was substantial in both rectum and 
bladder due to small planned absolute volumes exposed to the high doses. 
However, absolute volumes corresponding to maximum percentual increase 
were small: for rectum V100%, V96.2% and V65% they were 0.6, 2.9 and 5.9 cm3 
(strategy A), 1.3, 4.2 and 14.8 cm3 (strategy B) and 0.9, 7.5 and 15.3 cm3 (strategy 
C). For bladder V100%, V90% and V65% they were 0.9, 3.2 and 8.3 cm3 (strategy 
A), 0.9, 3.1 and 8.3 cm3 (strategy B) and 2.6, 7.5 and 14.5 cm3 (strategy C). 
Delivered maximum absolute volumes of rectum V100%, V96.2% and V65% were 
2.9, 4.9 and 13.2 cm3 (strategy A), 2.9, 4.9 and 14.8 cm3 (strategy B) and 2.3, 7.5 
and 15.3 cm3 (strategy C). Delivered maximum volumes of bladder V100%, V90% 
and V65% were 8.0, 17.5 and 31.3 cm3 (strategy A), 8.0, 17.3 and 31.1 cm3 
(strategy B) and 13.1, 24.0 and 46.5 cm3 (strategy C). Mean ± SD absolute V100% 
values in strategies A, B and C were 0.6 ± 0.6, 0.6 ± 0.6 and 0.6 ± 0.5 cm3 for rectum 
and 1.9 ± 1.4, 1.8 ± 1.4 and 2.0 ± 1.6 cm3 for bladder, respectively. Mean ± SD 
absolute V96.2% for rectum were 1.6 ± 0.9, 1.6 ± 1.0 and 1.6 ± 1.1 cm3 in strategies 
A, B and C, respectively. Maximum point dose to the rectum in a single fraction 
was 7.6-7.7 Gy in each strategy, and maximum cumulative point dose to the 
rectum after five fractions was 37.4 Gy in each strategy. 

 

TABLE 9 Mean, SD and maximum percentual differences in calculated OAR dose pa-
rameters between motion-inclusive and planned dose distributions over all 
patients and fractions. The table is modified from Study III. 

 Strategy A Strategy B Strategy C 
 Mean SD Max Mean SD Max Mean SD Max 

V100% bladder 9.5 63.9 325.4 6.6 62.6 323.0 44.5 170.6 1095.8 
V90% bladder  -0.6 22.0 89.9 -1.8 23.6 88.1 8.6 59.9 347.4 
V65% bladder  -0.2 13.7 43.6 -0.9 15.1 43.0 2.4 33.3 149.8 
V100% rectum  55.1 159.4 913.0 81.3 265.9 2004.7 83.6 224.2 1347.9 
V96.2% rectum  3.6 39.7 116.5 7.6 51.4 292.8 8.1 77.9 413.9 
V65% rectum  2.2 25.5 65.5 4.6 31.7 174.5 2.5 51.3 269.3 

 

4.3.5 Correlation between prostate motion and dosimetric effect 

The dosimetric effect in parameters PTVD95%, PTVsubCTVD95% and PTV mean 
dose correlated strongly with mean of absolute AP, SI and 3D displacements of 
the prostate (r =  0.74 – -0.89). Strong correlations were found also for urethra 
D99% and mean absolute SI displacement (r = -0.81), bladder V100%, V90% and 
mean SI displacement (r = -0.71 and r = -0.84, respectively) and rectum V96.2%, 
V90% and mean AP displacements (r = 0.91 for both). Differences to planned 
value in rectum V96.2% and V90% against mean AP displacement are presented 
in figure 18. Differences between motion-inclusive and planned bladder V100% 
and V90% against mean SI displacement are presented in figure 19. 



46 
 
in figure 18. Differences between motion-inclusive and planned bladder V100% 
and V90% against mean SI displacement are presented in figure 19. 

 
 
 

 

FIGURE 17 The distribution of dose differences between motion-inclusive and planned 
DVH parameters for rectum and bladder in motion correction strategies A, B 
and C. The box limits represent the median and 25th and 75th percentiles. The 
cross shows the mean value. The whiskers extend up to the largest values that 
are less than or equal to 1.5 times the interquartile range or down to the small-
est values that are larger than 1.5 times the interquartile range. Dots outside 
the whiskers represent outliers. 
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FIGURE 18 Differences to planned values in motion-inclusive rectum V96.2% (left) and 
V90% (right) as a function of mean AP displacement of the prostate. There was 
a linear dependency between rectum volumes getting high doses and mean 
AP displacement. Positive displacement corresponds anterior direction. 

 

 

FIGURE 19 Differences to planned values in motion-inclusive bladder V100% (left) and 
V90% (right) as a function of mean SI displacement of the prostate. Linear de-
pendency between bladder volumes getting high doses and mean SI displace-
ment was not obvious at superior (negative) displacements > 1 mm, especially 
for bladder V100%. 
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5.1 Immobilizing effect of the RR 

The comparison of the intrafraction motion patterns of the prostate between RR 
and non-RR fractions shows that the use of RR increased the prostate motion. The 
motion increased in every direction except anterior and the 3D motion patterns 
between RR and non-RR fractions were significantly different (p < 0.03). At indi-
vidual level, the motion increase was significant for 13 patients out of 22 investi-
gated and for only two patients the result was opposite. Largest increase in the 
motion was seen in inferior and posterior directions. The insertion of the RR is 
uncomfortable for the patient causing tension to muscles in the pelvis and the 
motion increase seen was most probably a consequence of a muscle relaxation 
after the placing of the RR. Muscle relaxation explains some of the inferior and 
posterior motion seen also after the normal treatment setup without the RR [31, 
34] and with the RR this effect is supposedly emphasized. Additionally, applied
retraction creates empty space posteriorly to the prostate, which decreases the
support from the posterior tissues and potentially enables larger posterior pros-
tate motion. Relaxation time was included in the motion data and analysis as the
motion tracking was initiated immediately after the RR placement. It is probable,
that after a certain amount of time during which the pelvic muscles relax, the
position of the prostate with the RR in place would stabilize. A plateau seen in
increase of the inferior displacements ≥ 1 mm for RR fractions (figure 9) may be
an indication of prostate stabilization after about 6-8 min from the patient setup,
though the small amount of data at 6-10 minute intervals decreases the reliability
of the data. However, to implement a waiting time for muscle relaxation after the
insertion of the RR would prolong the overall duration of the treatment session,
which in turn would reduce the effective machine time available for treatments.
Overall, the probability of the prostate displacement increased as a function of
tracking time for both RR and non-RR fractions, indicating, that if no corrective
actions are made, the treatment should be initialized as soon as possible after the

5 DISCUSSION
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patient setup and using of treatment techniques with shorter treatment delivery 
time would be beneficial for the patient. 

Results found in this thesis are in contrast to results of Legge et al [82] who 
found larger than 3 mm prostate displacements only 0.4% of the treatment time, 
when RR was used. However, they analyzed the motion only during the beam 
on time and not during the pre-treatment setup period, which was done in the 
present study. Thus, the data of Legge et al did not include the muscle relaxation 
time, which was the most probable reason for the increased motion with the RR 
in the present study, and therefore the results are not fully comparable. In 
addition, the motion data in the study of Legge et al comprised only of 19 
fractions of 10 patients and they did not have comparative motion data without 
the RR in place [82]. Results of this thesis differ also from the results of de Leon 
et al [83], who found reduced prostate motion when the RR was used. They 
measured the prostate displacement in planning phase of the treatment, using 
cine MRI. MRI imaging typically comprises of initial localization imaging used 
for setting up the field-of-view (FOV) over which the actual MR images are 
acquired. Usually several different imaging sequences are acquired and all of 
them take variable amount of time in the range of few minutes. It is unclear how 
much time had passed between the insertion of the RR and the start of cine-MRI 
in the study of de Leon et al, but it is probable, that their data did not include the 
relaxation period thus making their results incomparable to the results of this 
thesis. In addition, to reproduce the bladder filling at imaging and treatment, De 
Leon et al used indwelling catheters which affect the orientation of the prostate 
and position of the urethra [84, 85]. It is reasonable to assume that the use of 
catheters may also affect the prostate intrafraction motion. Therefore, the 
applicability of their results is limited to similar setting with catheters.  

Results of this thesis, revealing increased prostate motion with the RR in a 
clinical setting were opposite to what was expected. Increased prostate motion 
decreases the accuracy of the treatment delivery and therefore the use of RR 
would be inferior to a treatment setting without the RR. Additionally, it was seen 
that the RR creates separation between rectum and prostate mainly near the apex 
of the prostate thus limiting its potential on reducing the rectal doses. Due to the 
lack of the MRI image data of the prostate and rectum with the RR in place, 
rectum could not be contoured reliably and quantitative analysis of the effect of 
the RR on rectal doses were not performed in the present study. Findings of the 
dose sparing effect of the RR are contradictory in literature [86, 87]. The 
uncertainty of the dose sparing effect together with the findings of increased 
prostate motion with the RR led to a conclusion of not using it in further prostate 
RT treatments in Tampere University Hospital. 

The use of the RayPilot had some technical issues that were related to the 
transmitter implantation and removal after the treatment course. With three 
patients the transmitter angle was out of operation limits and with another three, 
the transmitter stopped working prior to or during the treatment course. These 
patients were not included in the analysis. In two other cases, the transmitter 
cable snapped at the post-treatment removal of the transmitter and the 
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transmitter were stuck in the patient. It seems that some patients create fibrosis 
around the transmitter which obstructs the transmitter removal effectively and 
that transmitter cables are not designed strong enough for these cases. The 
patients with stuck transmitters are followed-up and the transmitters have not 
caused any special concerns. However, the transmitter cables were found 
unreliable and the use of the RayPilot system was discontinued.  

5.2 Localization accuracy of the electromagnetic tracking devices 
and the relevance of the number and stability of the surrogate 
markers  

The aim of the Study II was to compare the accuracy of the RayPilot and Calypso 
systems with orthogonal kV imaging using fiducial markers in detecting prostate 
translations in prostate RT. 

Results of the study revealed that the localization accuracy of the Calypso 
system was comparable to kV imaging using FMs. Mean differences of the couch 
shifts/isocenter offsets between the methods were negligible and at least 98.6% 
of the differences in each direction were within 2 mm. The results are in 
agreement with findings in the literature, which show submillimeter to 
millimeter mean differences between Calypso and kV imaging/CBCT imaging 
[63, 88–90]. Mean 3D shift differences of 1.5 ± 0.9 mm and 1.9 ± 1.2 mm between 
Calypso and radiographic imaging, found by Willoughby et al [62] and Kupelian 
et al [33], respectively, were probably influenced by the prostate intrafraction 
motion, as the observations made with different methods were temporally 
separated by 3-5 minutes.  

Mean differences in couch shifts between the RayPilot and kV imaging were 
less than 0.5 mm for AP and LR translations, but -2.2 ± 2.4 mm in SI direction, 
indicating that on average, the RayPilot located the prostate 2.2 mm inferior to 
its position assessed with kV imaging. The variance in the differences was also 
larger between RayPilot and kV imaging than between Calypso and kV imaging, 
which is seen in larger SD and LOA values. Apart from the LR direction, for 
which the differences were on the acceptable limit, the LOAs were considerable 
larger than the acceptable 2 mm and only 64.6% of the AP and 44.0% of the SI 
differences were within 2 mm. Other studies comparing the accuracy of RayPilot 
with kV imaging has not been made in similar clinical setting than in the present 
study. Kindblom et al [61] compared the positioning accuracy of the system with 
kV imaging in a setting where the transmitter was inserted into the prostatic 
urethra within a dilation catheter and found average (±SD) absolute and relative 
3D difference of 2.7±1.2 and 1.7±1.0 mm, respectively. Biston et al [91] compared 
the observations of known translations and rotations in a phantom setup 
between RayPilot and transperineal US system and found absolute differences 
less than 0.5 mm. Rotations of the plastic sphere representing prostate resulted 
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in systematic shifts up to 4.4 mm in the measured translations and were a 
consequence of off-center setup of the transmitter [91]. 

In order to evaluate the factors affecting the accuracy of the different 
localization methods, the stability of the surrogate markers were investigated. 
Gold seed fiducial markers, as well as Calypso transponders showed excellent 
positional stability, with small variability in intermarker distances, similar for 
both methods and in agreement with the findings in literature [33, 92–96]. Larger 
marker migrations on the order of few millimeters were rare and seen only for a 
few patients. Differences in displacements observed between Calypso and kV 
imaging were small and detailed analysis of the effect of marker migration was 
not performed. However, change in the marker position, if remedial actions are 
not made, can affect the accuracy of the method, which was seen in the patient 
with 3.8 mm superior transponder migration. For this patient, the mean (±SD) 
difference in SI isocenter shifts between the Calypso and kV imaging was 1.2 ± 
0.5 mm, while for any other patient the corresponding difference was less than 
0.9 mm. The difference is explained by the inclusion of migrated transponder in 
the Calypso localization plan whereas the localization with kV imaging was 
performed matching only the two stable transponders. Interesting individual 
case was the voiding of one transponder due to transponder being implanted too 
near to the urethra. The phenomenon is rare, but similar incident has been 
reported in the literature [33, 95] and it emphasizes the importance of avoiding 
urethra region when implanting the transponders.  

The stability of the RayPilot transmitters was measured relative to the 
geometric CP of the three gold FMs. Small migration or position change of a 
single marker has negligible effect on the geometric CP of the three markers [97] 
and thus the CP was deemed as an appropriate reference point for assessing the 
change in transmitter position. Results revealed considerable variation in the 
transmitter position along the treatment course, especially in AP and SI 
directions. In addition, averaged over all fractions, inferiorly directed mean (±SD) 
shift of 1.8 ± 2.0 mm in transmitter position was detected. Position instability of 
the transmitter has been observed also elsewhere [91, 98]. The effect of the 
positional instability of the transmitter on localization accuracy of the RayPilot 
system was investigated by correcting the RayPilot readings with the observed 
transmitter shifts and comparing the resulting values with observations made 
with kV imaging. The correction decreased the differences between the methods, 
but the differences were still clinically unacceptable, indicating that although the 
positional instability of the transmitter is likely the major error source 
deteriorating the localization accuracy of the RayPilot system, it does not explain 
solely the differences seen between the methods. The definition of the transmitter 
CP coordinates from the planning CT was found prone to positioning errors up 
to 2 mm, due to limited resolution of the CT image, even though slice thicknesses 
of 0.5-1 mm were used. Accurate localization of the transmitter CP in CT image 
requires image windowing and/or the use of image intensity profile tools and is 
prone to inter- and intra-observer errors. The CT data was carefully reviewed in 
retrospect and errors ≥ 0.5 mm in the CP coordinates were corrected prior to 
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analyzing the data. Time synchronization between the RayPilot and treatment 
system was not done for some of the fractions due to human error. For these 
fractions the synchronization was done retrospectively by matching the timing 
of treatment field start and end times between the systems. Method was not exact 
and residual error between the methods was approximately ± 15 s and ± 30 s at 
its worst. Intrafraction motion of the prostate was analyzed from the 3 min period 
around the imaging time points to evaluate whether the prostate motion could 
have affected the results. In 98.4% of the any 30 s time interval within the three 
minute periods the absolute shift of the prostate in any direction was less than 1 
mm, which is also the resolution of the RayPilot suggested couch shifts, 
indicating that the possible effect of the intrafraction motion on the RayPilot 
observations was insignificant.  

Main limitation of the RayPilot is that it is based on the use of a single 
transmitter acting as a surrogate for prostate position. Thus, due to the off-center 
implantation of the transmitter, the translations observed by the RayPilot may 
not correspond accurately the translations of the isocenter, or the prostate, when 
the prostate is rotated. Biston et al [91] showed that 15° pitch and yaw rotations 
of the transmitter may cause systematic shifts up to 2.3, 3.8 and 4.4 mm to the 
monitoring results in AP, SI and LR directions, respectively. The magnitude and 
direction of the shifts depend on the position of the transmitter relative to the 
isocenter and phantom tests with centered transmitter showed less than 2 mm 
shifts for rotations > 15° [91]. In practice, the urethra region restricts implanting 
the transmitter within the center of the prostate. The position of the transmitter 
relative to the isocenter may also change if the prostate is deformed. Variations 
in rectum filling may cause significant prostate deformations, which can affect 
more to the posterior than anterior periphery of the prostate [30]. Thus, 
depending on the placing of the transmitter in the prostate, prostate 
deformations may change the position of the transmitter relative to the isocenter, 
or prostate center of the gravity, in an unpredictable way. Prostate deformations 
and rotations affect also the positions of gold seed markers or Calypso 
transponders, but the effect of marker displacements on the geometric CP of the 
three markers is small as shown by Pouliot et al [97]. The use of at least two, but 
preferably three, markers in daily prostate target alignment is also supported by 
the study of Kudchadker et al [99].  

Rotations of the prostate may have affected also the RayPilot tracking 
results of the Study I but as the prostate motion was assessed relative to the initial 
position of the transmitter/prostate at the start of the tracking, the effects of 
interfraction rotations were cancelled out. Thus, the possible effects would have 
had to be due to intrafraction prostate rotations. The intrafraction rotations could 
not be analyzed without imaging data throughout the fraction. However, as the 
transmitter position varied among the patients, it is probable that the effect of the 
possible rotations partially averaged out and affected only minimally the 
differences seen in motion patterns between RR and non-RR fractions over the 
whole patient population.   
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In conclusion, due to the positional instability of the transmitters and the 
limitations of the single point tracking method, the absolute localization accuracy 
of the RayPilot is not good enough for localization of treatments with high 
precision requirements, such as prostate SBRT, and the use of RayPilot for 
intrafraction motion monitoring should be combined with independent 
localization methods, like kV imaging using FMs. The localization accuracy of 
the Calypso was found comparable to kV imaging using FMs and could thus be 
used as stand-alone system for treatment localization and intrafraction position 
correction in prostate RT, including SBRT. 

5.3 Dosimetric benefit of continuous motion monitoring based 
motion correction and threshold based beam gating 

The aim of the Study III was to evaluate the dosimetric benefit of continuous mo-
tion monitoring based treatment localization and intrafraction motion correction 
strategy in contrast to conventional imaging based localization methods that are 
applied prior to treatment delivery.  

5.3.1 Prostate motion during the beam delivery 

During the treatment, prostate was displaced most in strategy C and least in strat-
egy A. The average displacement in strategy B was only little larger than in strat-
egy A. The difference between strategy C and strategies A and B is explained by 
the prostate motion occurring during the CBCT acquisition, image matching and 
interpretation which may take on the order of 5 min. During the delay, the pros-
tate may be displaced and its position in the CBCT does not perfectly represent 
the prostate position at the treatment. Additional motion correction prior to treat-
ment corrects the CBCT residual error induced by the motion and explains 
smaller displacement in strategy B. The beam gating in strategy A reduced the 
motion even further but the difference to strategy B was small. In general, the 
motion was small in each motion correction strategy: the intrafraction motion in 
any direction was within 3 mm for more than 95% of the beam delivery time in 
strategy C and more than 98% in strategy B. In strategy A, the beam gating kept 
the prostate within motion tolerances and the prostate motion were within 2 mm 
in any direction for more than 98% of the beam delivery time. Likelihood of the 
prostate motion increases with time after initial alignment but the increase occurs 
slowly: the observed percentage of time for at least 3 mm prostate displacement 
by the fifth minute of the tracking time is around 10% and by the tenth minute 
around 20% [31, 34]. As the setup period might take longer than the actual beam 
delivery with modern VMAT-FFF techniques, the prostate motion and motion 
correction during the setup may be of more importance than the motion during 
the beam delivery. This is backed up by the observed small difference in average 
prostate displacement between strategies A and B. 
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Observed motion in all strategies was smaller than what has been reported 
in literature: Langen et al [34] observed prostate being displaced > 3 mm for 13.6% 
of the tracking time, while Tong et al [31] found at least 3 mm prostate shifts for 
10.7% of the tracking time. However, the tracking times were much longer in 
these studies, as the tracking time included also the setup time, whereas in the 
present study, the motion was analyzed only from the beam delivery time 
excluding beam pauses. In addition, the use of VMAT with high dose rate FFF 
beams in this study ensured extremely fast treatment delivery, when compared 
to IMRT techniques used in the previous studies [31, 34]. This reduced the 
occurrence of large displacements, which is in accordance with the findings of Li 
et al [100]. Motion was largest in AP and SI directions and smallest in LR direction, 
which is consistent with literature [31, 33–35].  

5.3.2 Dosimetric effect of the intrafraction motion 

Motion induced dose effects increased with motion and were smallest in motion 
correction strategy A and largest in strategy C. Target dose deficits were mostly 
limited to PTV periphery and CTV was affected only little, indicating that the 
applied CTV-to-PTV margins covered most of the motion effects, even in strategy 
C. However, larger motion induced dose deviations affecting also the CTV dose 
coverage were observed for individual fractions, which is seen in the box-plot 
outliers in figure 14. Largest dose reductions in CTV mean dose and CTVD99% 
were -2.2% and -7.1% in strategy C, while they were -0.5% and -2.5% in strategy 
A and -0.5% and -3.5% in strategy B, respectively (table 7). According to the dose-
response of prostate cancer in conventionally fractionated or moderately 
hypofractionated RT without hormonal therapy, 2-7% CTV dose reductions of 
the whole treatment, could lead up to 5-16% decrease in tumor control probabil-
ity (TCP) [101, 102]. However, the effect is dependent on the risk class [101–103], 
and on the other hand, not evaluated for extremely hypofractionated treatments. 
It can be argued, that the motion induced dose deficits in SBRT would have larger 
impact on cancer control than conventionally fractionated or moderately 
hypofractionated treatments due to limited number of fractions and high fraction 
doses of SBRT, which would support the use of continuous motion monitoring 
based treatment localization and threshold based beam gating to ensure the cor-
rect target dose coverage. 

Prostate motion has also an effect on the doses received by the nearby 
organs at risk. Due to steep dose gradients even small error in target alignment 
may expose larger volumes of bladder and rectum to high doses. This was seen 
in higher relative increase of rectum and bladder high dose volumes, while the 
lower dose volumes were less affected. Increase was largest in strategy C and 
smallest in strategy A, and the change in volumes getting high doses was linear 
with mean AP displacement (rectum) (figure 18) and mean SI displacement 
(bladder), although the linearity was not obvious for bladder at superior 
displacements larger than 1 mm (figure 19). However, maximum absolute 
volumes exposed to high doses were small in each strategy. Rectum maximum 
doses larger than 37.4 Gy and rectum D1cm3 > 35 Gy in prostate SBRT have been 
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associated with elevated bowel problems affecting long-term quality of life (QOL) 
[23, 24]. Grade 2 or higher rectal bleeding has been associated with rectal V38Gy 
≥ 2 cm3, use of anticoagulants and the presence of hemorrhoids [22]. Severe, 
grade 3+ delayed rectal toxicity has been associated with the rectal wall V50Gy > 
3 cm3 and treatment of > 35% circumference of rectal wall to 39 Gy [19]. On the 
grounds of the clinical evidence, severe rectal toxicity can be expected to be rare 
for patients receiving 35-36.25 Gy in five fractions but the treatment may have 
effect on QOL and for that reason rectum doses should be kept as low as possible. 
In this regard, it is reasonable to use reduced posterior PTV margins and 
continuous motion tracking with threshold based gating to ensure the most 
accurate treatment delivery. Further dose-escalation would possibly benefit from 
additional use of spacer hydrogels to increase the prostate-rectum separation. 
Accurate treatment delivery would also minimize the high doses to bladder, 
which have been associated with urinary symptoms following SBRT of the 
prostate [25, 26].  

Motion induced target dose deficits observed in the current study are 
similar to a findings in literature: Colvill et al [104] observed maximum dose 
decrease of -19.2% and -34.2% in CTVD99% and PTVD95%, respectively, in a 
single fraction of conventionally fractionated VMAT. If gating would have been 
used, these figures would have reduced to -0.7% and -2.7%, respectively [104]. 
Langen et al [41] evaluated the dosimetric effect of intrafraction motion in 
conventionally fractionated step-and-shoot IMRT and found mean (±1 SD) 
change of -0.2 ± 0.5% in CTVD95% and -0.5 ± 1.1% in PTVD95%. Largest 
reductions in CTV and PTV were -6.4% and -12.7%, respectively [41]. In VMAT 
treatments comprising of conventionally fractionated and extremely 
hypofractionated patients, an average drop of -6.2% in PTVD95% was found, 
when the mean of the highest 50% of the motion was > 3mm [105]. Although the 
dose deficits in individual fractions may be substantial, the cumulative 
dosimetric effect is reduced in a long treatment course due to averaging of 
localization errors [40–42]. However, in an extremely hypofractionated setting 
the averaging of errors may not be evident, as shown in this thesis. In strategy C, 
the cumulative effect even increased for some patients (figure16). These patients 
exhibited large prostate motion and benefitted from more accurate treatment 
localization that was applied in actually delivered treatments (strategy A). The 
use of gating improved the rectal and bladder dosimetry when compared to non-
gated motion correction strategies, which is consistent with literature [104].  

The previous studies that investigated the dosimetric effect of intrafraction 
prostate motion have either assumed ideal setup, or included the residual setup 
error in the analysis and have not specifically addressed the dosimetric effect of 
the motion during the setup period [40, 41, 104–106]. In the current study, the 
relevance of the prostate motion during the setup could be evaluated by 
comparing the dosimetric differences between strategies B and C, whereas 
comparison between strategies A and B reveals the benefit of beam gating and 
continuous motion monitoring based motion correction. Small differences 
between strategies A and B indicate that the benefit of the gating was small, when 
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the residual setup error after the initial alignment was corrected immediately 
prior to irradiation. Larger dosimetric differences between strategies B and C 
indicate, that this additional pre-treatment motion correction had more impact 
than beam gating and continuous monitoring based motion correction. This is 
explained by the setup period taking longer time than the actual treatment, which 
increases the relevance of prostate motion during the setup period. It is 
noteworthy, that the results apply to VMAT treatments utilizing high dose rate 
FFF beams, which minimizes the beam delivery time, and to the CTV-to-PTV 
margins used in this study. While the benefit of gating and motion corrections 
during the treatment might be of less importance with this technique, they might 
be necessary in treatments having longer beam delivery time. Beam delivery time 
of a prostate SBRT treatment with CyberKnife is significantly higher than with 
VMAT [107, 108], which increases the probability of intrafraction prostate motion 
and necessitates the motion correction in CyberKnife treatments. Van de Water 
et al [109] found, that optimal target coverage for CyberKnife treatments with 3 
mm PTV margin would require translational and rotational motion corrections 
up to 5° between 60 and 180 seconds [109]. Larger extent rotational corrections 
were required for 0 mm margin plans [109]. The threshold based beam gating 
and repositioning of the patient are also required with other treatment techniques, 
if the PTV margins were to be reduced further [40, 44, 110]. This is backed up also 
by the results of this study, as the dose coverage of the PTV, which can be 
considered as the CTV with zero margins, was maintained best in strategy A.  

The results of this study suggest, that additional motion correction 
immediately prior to treatment delivery without beam gating would be adequate 
for most of the patients and fractions treated with VMAT-FFF and 3-5 mm CTV-
to-PTV margins, whereas the single CBCT-guided localization might 
compromise the target coverage for patients exhibiting large prostate motion. 
However, continuous motion monitoring based motion correction strategy with 
threshold based beam gating is needed to ensure the best CTV dose coverage and 
minimized OAR doses for all fractions and all patients. 

5.3.3 Benefits and tradeoffs of real-time motion management 

Main advantage of the real-time prostate motion tracking with Calypso system 
is that it enables the detection of sudden shifts in prostate position which may 
remain unnoticed with only pre-treatment imaging based localization, or with 
methods using sparse imaging during the treatment. It also enables immediate 
beam interruption and quick re-positioning of the patient if the motion tolerances 
are exceeded thus enabling accurate treatment delivery and the possibility to re-
duce the PTV-to-CTV margins. However, the ferromagnetic core of the Calypso 
transponders produce large artefacts in MRI images [64], which reduces the uti-
lization of the MRI in treatment planning and negates the post-treatment follow-
up with the MRI. Alternative for Calypso in the future could be the KIM method, 
which utilizes continuous kV imaging of the gold markers during the treatment 
and probability density function for the prostate position, acquired before the 
treatment, to provide real-time 3D position of the prostate [49–55]. This method 
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is not yet commercially available but it has already been tested and used clinically 
for motion monitoring [52] and also for beam gating [53] in prostate radiotherapy. 
KIM has also been used in prostate RT utilizing MLC tracking, where the MLC 
aperture is adjusted during the treatment to follow the tumor motion [111]. The 
advantages of the KIM are that it does not require additional equipment, it does 
not prevent MRI imaging and besides of the translations it can track also the tar-
get rotations [54, 112, 113]. Dynamic prostate rotations during the treatment may 
cause substantial CTV dose deficits due to interplay effect between prostate ro-
tations and MLC motion in VMAT treatments [114], and could be of interest to 
be accounted for in the treatment by beam gating, for instance. It is noteworthy, 
that the motion tracking methods that are based on the tracking of implanted 
markers cannot account for seminal vesicles, which can experience significantly 
larger motion than the prostate and may not move in unison with the prostate in 
real-time [115]. Thus, if seminal vesicles are included in the treatment that is lo-
calized using the intraprostatic markers, an additional margin is required for 
seminal vesicle motion [115]. 

5.3.4 Motion-including dose reconstruction and adaptive radiotherapy 

The used dose reconstruction method is based on shifting of the sub-beam iso-
centers according to the observed prostate motion which allows the use of single 
planning CT to reconstruct the dose. Disadvantage of the used method is that it 
does not take into account target or OAR deformation and assumes that the 
OARs move along with the target, which reduces the accuracy of the recon-
structed doses. In addition, the method cannot account for target rotations. How-
ever, the role of motion-inclusive dose reconstruction will increase along the on-
going development of treatment techniques and equipment, which is leading to-
wards adaptive radiotherapy, where the treatment plan is adapted according to 
the daily changes in patient anatomy or intrafraction target motion [116–122]. In 
this regard, motion-including dose reconstruction should consider also the dy-
namic changes in patient anatomy, which could be a basis for future investiga-
tions and development of the dose modelling methods. In prostate RT, recon-
structed dose parameters of the actually delivered dose have also been shown to 
correlate more strongly with observed toxicity than the planned dose parameters 
and thus the reconstructed dose could potentially be used to predict the treat-
ment toxicity [123]. 
 



In the present thesis, methods to increase the accuracy of treatment delivery and 
decrease the rectum dose in radiotherapy for prostate cancer were investigated. 
Specifically, the effect of rectal dose sparing device on intrafraction motion of the 
prostate was investigated by utilizing electromagnetic real-time motion tracking 
of the prostate. The localization accuracy of two modern electromagnetic tracking 
devices in prostate cancer radiotherapy was assessed in comparison with fiducial 
marker based kV imaging. Finally, the dosimetric benefit of continuous motion 
monitoring based motion correction and beam gating in prostate SBRT was eval-
uated and compared with pre-treatment imaging based localization methods. 
The findings of the thesis formed the grounds for the current implementation of 
prostate SBRT in Tampere University Hospital, in which regard the thesis 
reached its aims. The main conclusions of the thesis were: 

1) The use of the RR was found to increase the intrafraction prostate motion
in a standard clinical setting of prostate cancer radiotherapy, without ad-
ditional waiting time for muscle relaxation. Increased motion reduces the
accuracy of the treatment delivery and the use of the RR was discontin-
ued.

2) The localization accuracy of the RayPilot system was affected by the po-
sitional instability of the transmitters and the observed accuracy of the
system did not meet the requirements for the treatment localization in
prostate cancer radiotherapy. The system could be used for real-time mo-
tion tracking but the treatment localization should be verified by other
setup techniques. The localization accuracy of the Calypso system was
found to be comparable to orthogonal kV imaging of fiducial markers
and the system could be used in treatment localization in place of kV
imaging.

6 CONCLUSIONS
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3) Single pre-treatment CBCT-guided treatment localization was suscepti-
ble to intrafraction prostate motion and could result in clinically relevant 
CTV dose deficits in prostate SBRT for patients exhibiting large prostate 
motions. Additional pre-treatment motion correction increased the accu-
racy and was adequate for most of the fractions and patients. Continuous 
motion monitoring based motion correction and beam gating ensured 
high CTV dose coverage and minimized OAR doses for all fractions. 

 
Future development of prostate SBRT includes further dose escalation both to the 
whole prostate gland, even in a single-fraction [124], and in the context of simul-
taneous boosting of dominant intraprostatic tumor lesions, for which several tri-
als are under way [8, 125]. These treatment schemes require highly accurate treat-
ment delivery accounting for intrafraction prostate displacements to preserve the 
urethra and OAR doses at acceptable level and to ensure the accurate localization 
of focal boosting. However, the detection and delineation of the dominant tumor 
lesions are based on MRI, which restricts the use of EM localization methods in 
focal boosting. Additionally, the use of the MRI in treatment follow-up and diag-
nosing of recurrent disease is increasing, which creates the need for the develop-
ment of MRI-compatible motion tracking methods, and predicts that the prostate 
motion tracking with imaging-based methods will become more common.  
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Abstract
Rectal retractors (RR) are used in prostate radiotherapy to retract part of the rectal wall further from
the prostate in order to lower the rectal dose and toxicity. The aimof this studywas to investigate the
effect of RR on intrafractionmotion of the prostate. Intrafractionmotion of the prostate with RR and
without it was recordedwith electromagnetic real-time tracking system. Intrafractionalmotion data
of 260RR fractions and 351 non-RR fractions from22 patients was analyzed. 3D and unidirectional
motion patterns betweenRR and non-RR fraction datasets were compared in terms of percentage
time at displacement�1, 2, 3, 4, 5 and 6mmover 6 and 10min of tracking time. Temporal patterns of
the prostatemotionwere evaluated by re-binning themotion data in 1min time intervals. The
percentage time at displacement was larger in RRdata compared to non-RRdata in every direction
(except anterior) and for everymotionmagnitude considered. For non-RR fractions the percentage of
time of�1, 2, 3, 4, 5 and 6mm3Ddisplacements within 10min of tracking timewere 44.8%, 16.0%,
6.4%, 2.9%, 1.4% and 0.5%, respectively. For RR fractions the corresponding percentages were
69.6%, 32.8%, 15.3%, 7.4%, 3.7% and 2.2%, respectively. The difference in 3Dmotion between the
datasets was statistically significant (p< 0.03). Largest increase in themotionwas seen in inferior and
posterior directions when the RRwas used.Motion increased linearly as a function of elapsed tracking
time in bothRR and non-RRdatasets but the increase wasmore rapid in RR fractions. The use of RR
increases the intrafractionmotion of the prostate which can lead to inaccurate treatment localization
and delivery thus questioning the justification of its use.

1. Introduction

In recent years there has been growing interest in
hypofractionated radiotherapy (RT) for prostate can-
cer. This is due to the fact that prostate cancer is
considered to have a low alpha–beta ratio relative to
surrounding normal tissues tissues (Dasu and Toma-
Dasu 2012, Vogelius and Bentzen 2013). In radio-
biological point of view hypofractionation could lead
to a better tumor control with fewer or same level of
normal tissue complications compared to standard
fractionation (Brenner and Hall 1999). Compared to
standard fractionation, lower number of fractions and
increased fraction doses may lead to amore significant
underdosage of the target and overdosage of the
normal tissues if the target is not hit accurately. As a
consequence more emphasis should be laid on preser-
ving the normal tissue doses at acceptable level and on
accurate treatment localization.

In order to minimize rectal toxicity, several meth-
ods to reduce the dose to the rectum have been pro-
posed. Among these are spacer gels and biodegradable
balloons that are implanted to the interspace of pros-
tate and rectum to increase the prostate-rectum
separation. These methods can create a separation
even up to 20 mmwhich results in significantly dimin-
ished rectal volumes exposed to high doses (Mok
et al 2014). Disadvantages of these methods are related
to the positioning of the spacer that usually cannot be
corrected and to the invasive implantation procedures
that can cause complications (Mok et al 2014).
Another method for rectum sparing is the use of infla-
table endorectal balloon (ERB) (Wachter et al 2002,
Smeenk et al 2010). Thismethod increases the distance
of posterior rectal wall from the prostate but pushes
the anterior rectal wall against the prostate. Reduc-
tions in high- and intermediate-dose regions of rec-
tum wall have been reported (Smeenk et al 2010).
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Disadvantage of the ERBs is the variation in daily
reproducibility of the ERB position and shape that can
cause deformations in the prostate (Jones et al 2013).

An alternative to spacer gels and rectal balloons in
rectum dose sparing is a rectal retractor (RR). In this
method a rectal rod is inserted into the rectum and the
distance between rectum wall and the prostate is
increased by retracting the rectum posteriorly (Isacs-
son et al 2010, Nilsson et al 2014, Nicolae et al 2015).
One comparative treatment planning study shows that
the RR significantly decreases rectal wall doses in the
high dose region (Nilsson et al 2014) whereas in
another study with similar device statistical differences
were not found (Nicolae et al 2015).

It has been assessed from transrectal ultrasound
(US) imaging during RT and from comparison of pre-
and post-RT cone beam computed tomography
(CBCT) images that RR may minimize intrafraction
movement of the prostate during RT (Holupka
et al 1996, Nicolae et al 2015). However, this has not
been measured for the same patient group using real-
timemotion data recorded during actual RT.

In the present study the effect of RR (Rectafix™,
ScanflexMedical AB, Täby, Sweden) on prostate intra-
fraction motion is investigated. This is accomplished
by comparing real-time intrafraction motion data of
patients treated partly with the RR and without it.
Three dimensional (3D) and unidirectional displace-
ments in anterior–posterior (AP), superior–inferior
(SI) and left–right (LR) directions are determined in
terms of percentage time at a displacement and com-
pared between the RR and non-RR fractions. It is
commonly assumed that the RR has stabilizing effect
on prostate motion and the goal was to evaluate the
magnitude of this effect. If the prostate motion was
halted by the RR, the need for a real-time motion
tracking could be questioned. The intrafraction
motion data was acquired using real-time electro-
magnetic tracking system, RayPilot® (Micropos Medi-
cal AB, Gothenburg, Sweden). The study is part of a
clinical trial (ClinicalTrials.gov ID: NCT02319239)
which aims at developing extremely hypofractionated
protocol for prostate cancer with minimized rectal
toxicity.

2.Materials andmethods

2.1. Patients and treatment
Study was approved by ethical committee of Pirkan-
maa Hospital District (R14009) and the written
consent to participate was obtained from each
included patient. Twenty-eight patients with biopsy-
proven prostate adenocarcinoma were recruited in the
study between April 2014 and July 2015. They were
treated with volumetric modulated arc therapy
(VMAT) on a Varian TrueBeam STx accelerator
(VarianMedical Systems, Palo Alto, CA) using two full
arcs and 6MV flattened beams. Twelve patients were

treated using moderate hypofractionation schedule
20× 3 Gy based on CHHiP-trial (Dearnaley
et al 2012). Ten patients were treated using conven-
tional schedule with 39× 2 Gy. If seminal vesicles (SV)
were included in the treatment, the dose to SVs was
20 × 2.3 Gy in moderate hypofractionation schedule
administered by simultaneous integrated boost tech-
nique and 28× 2 Gy in conventional schedule. RRwas
used infirst 10 out of 20 or infirst 15 out of 39 fractions
to increase the distance between rectum wall and
prostate.

2.2. Treatment planning and localization
Three gold seed fiducial markers were implanted
transrectally in US guidance into the prostate for
treatment localization. Before pre-RT imaging and
treatment sessions, patients were instructed to empty
their rectum and to have full bladder. Enemas were
used before the magnetic resonance imaging (MRI)
and CT simulation but not before treatment sessions
because repetitively administered enemas were
thought to be too exhausting to patients in long
treatment course. A few days after the implantation, an
MRI scan without the RR was acquired for target
delineation. After the MRI, a RayPilot transmitter was
implanted into the prostate for real-time electro-
magnetic motion tracking. Transmitter implantation
was performed transperineally, using endorectal US
guidance. The aim was to place the transmitter
centrally into another, preferably more prominent
one, of the lateral lobes of the prostate, trying to avoid
the urethra, and midway of the apex and base of the
prostate. Two computed tomography (CT) scans, first
without the RR and immediately after with the RR,
were acquired for treatment planning. Treatment
plans were generated for both CT scans as the
treatment consisted of RR and non-RR fractions.
Toshiba Aquilion LB with 0.5–1 mm slice thickness
was used to detect transmitter central point with high
precision. 2 mm slices were reconstructed for the
actual dose calculation. The planning target volume
(PTV) was formed adding 5 mm isotropic margin
around the clinical target volume that was either
prostate alone or prostate and full SVs. The choice of
5 mm PTV margins was based on clinical protocol of
daily image-guided marker alignment. Dose optim-
ization and calculation was performed using Eclipse
treatment planning system (Varian Medical Systems,
Palo Alto, CA). To ensure the correct position of the
RR and bladder filling, CBCT-scan was acquired
before each treatment with RR. CBCT was acquired
also for every other non-RR fraction to check the
bladder and rectum filling. The actual target localiza-
tion was performed by acquiring orthogonal kV-
image pair of the prostate and matching it to the
reference image pair obtained from the planning CT
using three implanted gold seeds as fiducial markers.
Treatment couch corrections proposed by image
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matching were performed to match the plan isocenter
to the machine isocenter. Prostate intrafraction
motion was tracked continuously starting immedi-
ately after the initial patient positioning on treatment
couch (non-RR fractions) and when RR placement
was accomplished (RR-fractions). Thus the tracking
included CBCT- and kV-imaging and ended after the
radiation delivery was complete. As the tracking was
started after initial positioning procedures, the
observed motion was not influenced by extraneous
disturbances, such as RR placement. If the position of
the RR had to be adjusted after the CBCT check, the
tracking was stopped, reset and started over after the
correction was done. Couch correction shifts during
the tracking were canceled out from the observed
motion data by subtracting the couch shift values in
question from subsequent data points. Tracking the
motion during the imaging in addition to irradiation
provides information for planning of the timeline of
thewhole treatment session, e.g. potential stabilization
time needed after patient setup and prostate move-
ment during image guidance and treatment delivery.

2.3. Rectal retraction
The RR consists of a cylindrical rectal rod (diameter
20 mm, length 110 mm) which is locked to an
adjustable vertical column. The column and leg
support are attached to a baseplate (figure 1) which is
fixed to the treatment couch or RayPilot detector plate.
Indexed fixation holes on the leg support ensure the
reproducible positioning of the leg support relative to
vertical column. Electrically non-conductive fixation
bars were used for fixation of the RR to avoid
electromagnetic interference on RayPilot motion
detection. The retraction of the rectal wall is achieved
by mechanically pushing the rectal rod posteriorly.
Vertical position of the rectal rod can be recorded with
the help of a numeric scale on both sides of the vertical
column. The extent of the retraction was limited by
the discomfort of the patient and the achieved retrac-
tion (vertical position of the rectal rod) at the CT

simulation was recorded for reproducible retraction at
the treatment sessions. The positioning of the patient
and the retraction achieved at the CT simulation were
reproduced at every treatment fraction. The use of
recorded retraction index and CBCT-imaging at every
RR fraction to check the vertical and longitudinal
position of the rod minimized the variability in RR
position between fractions and different persons
performing the retraction. The retraction was repro-
duced with millimeter precision and the depth of the
RR insertion into the rectum had to cover the prostate
and differ less than 1–2 cm compared to planning CT.
Since the mechanical stretching may induce rectal
complications if the RRwould be used in large number
of fractions (Nilsson et al 2014), the use of the rod was
limited to 10 fractions with moderately hypofractio-
nated patients and to 15 fractions with conventionally
fractionated patients. RR was chosen to be used at the
beginning fractions of the treatment course as the
rectal mucosa usually becomes more irritated along
the treatment course due to the irradiation. Langen
et al (2008) studied the prostate intrafraction mobility
during treatment coursefinding nodifference between
the observed motion at the beginning and end of the
treatment course. Based on this, the choice of non-
randomized scheduling of RR fractions was consid-
ered justified.

Within fractions without the RR, in-house devel-
oped knee support having femur angle comparable to
most commercial solutionswas used (figure 2).

2.4. Intra-fractionmotion tracking
The RayPilot system consists of a transmitter which is
implanted into the prostate and a receiver plate which
is positioned on the treatment couch. The transmitter
consisting of the transmitting part (length 17 mm,
diameter 3 mm) and a cable (length 383 mm, diameter
1.6 mm) is attached to the receiver plate during each
fraction to activate the transmitter. Signal sent by the
transmitter is read by the receiver antennas in the
receiver system and the position of the transmitter is

Figure 1.Rectafix consists of a rectal rod (black arrow), an adjustable vertical column and a leg support. The height of the leg support is
300 mm.
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located. The position is given in LR, SI and AP
directions at 30 Hz frequency. The system measures
also the rotation around the vertical axis (yaw) and
rotation around the lateral axis (pitch). The active
measurement volume is 10 cm × 10 cm × 10 cm and
the vertical position of the measurement volume is
adjustable. The operation limits for the transmitter
angle are ±40° ±5% (pitch and yaw). Reported 3D
resolution of the system, measured in laboratory
environment, is 0.8 mm (±0.6) mm (Kindblom
et al 2009). The RayPilot system is calibrated to the
treatment room isocenter and based on the known
relationship between transmitter center and treatment
isocenter in the planning CT the system allows
treatment localization, in addition tomotion tracking.
However, in this study the RayPilot was only used for
the tracking of the intrafraction motion. The collected
intrafraction motion data was saved in 1 s time
resolution for further analysis. No treatment interrup-
tions were made based on the detected intrafraction
motion of the prostate.

2.5.Data processing
There was a small, sub-millimeter, bias in initial zero-
point position tracked which is a result of a finite
measurement resolution of the RayPilot system. The
bias was eliminated by subtracting the initial position
reading from subsequent position points in all transla-
tional directions. As the tracking time included treat-
ment couch corrections, the shifts made to the couch
were seen in raw tracking data. To analyze the pure
prostate motion, the shifts were canceled out by
subtracting couch shift values in question from
subsequent data points. The effect of instrumental
noise and radiofrequency disturbances were reduced
by filtering the data using first order low-pass filter. To
avoid the changes in phase response, the data was
filtered bidirectionally in time and averaged. Gaussian
measurement noise characteristics of the RayPilot
system differ a little bit depending on measurement
direction and therefore different smoothing factors

(α) for different directions were used. Smoothing
factors were α= 0.15, α= 0.15 and α= 0.1 for LR, SI
and AP directions, respectively. In addition to the
Cartesian motion data, 3D vectors were calculated for
themotion analysis.

2.6.Data analysis
Intrafraction motion was assessed by calculating
absolute prostate displacement in each direction
relative to its initial position at the beginning of the
tracking. The extent, directionality and duration of
prostate displacements were investigated. For this
purpose, percentages of time at 3D and unidirectional
displacements �1, 2, 3, 4, 5 and 6 mm were deter-
mined for 6 and 10 min tracking times. The percentage
is the fraction of time when the pre-processed time-
displacement curve is equal to or above the given
displacement value. Temporal patterns of prostate
motion were also investigated. To accomplish this, the
percentages of time at displacements�1, 2, 3, 4, 5 and
6 mm were determined for 1 min tracking time inter-
vals ranging from 0 to 10 min. The percentage times
were determined separately for all RR fractions and all
non-RR fractions and separately for the whole patient
population and individual patients. Due to the varia-
bility in the duration of treatment sessions, the
percentage times at displacements were calculated up
to 10 min of tracking time to maintain adequate
amount of data at the last minutes. The effect of RR on
intrafraction motion was evaluated by comparing 3D
and unidirectional motion patterns between RR and
non-RR fractions. Comparisons between the RR and
non-RR fractions were made for individual patients
and for thewhole patient population.

2.7. Statistical analysis
To evaluate the time dependence of prostate displace-
ment, Pearson correlation coefficients between
percentage time at a displacement and tracking time
were calculated for each direction and 3D vector.
Correlation was defined for displacements�1, 2, 3, 4,
5 and 6 mm.

Nonparametric two-sample Kolmogorov–Smir-
nov test was used to estimate differences in intrafrac-
tion motion patterns between the RR and non-RR
fractions. The distributions of percentage time at a dis-
placement in 1 min intervals within 10 min tracking
time were compared between both fraction datasets.
The comparisons were made for displacements�1, 2,
3, 4, 5 and 6 mm in each direction.

The paired Wilcoxon signed-rank test was applied
to test the difference in percentage times with and
without the RR at displacements �1, 2, 3, 4, 5 and
6 mm within 6 and 10 min. Differences in left, right,
superior, inferior, anterior, posterior and 3D direc-
tions were tested. In addition to comparisons between
fraction datasets over whole population, comparisons
of 3D motion patterns were made for all individual

Figure 2. In-house developed knee support that was used in
non-RR fractions. The height of the knee support is 110 mm.
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patients. For a small subgroup of four patients having
very small prostate motion the testing was limited to
displacements �1, 1.5, 2, 2.5, 3 and 3.5 mm. All tests
were conductedwith significance level of 0.05.

3. Results

3.1. 3Dmotion analysis for RR andnon-RRdata
Technical problems with the cables of three of the
implanted transmitters and transmitter pitch or yaw
angle being out of operating limits with three patients
prevented motion data collection partly or entirely
thus leading to exclusion of these patients from the
analysis. As a consequence, usable motion data was
available for 22 patients out of 28 patients recruited,
and the final number of fractions analyzed was 260
with the RR and 351 without it. Mean tracking time±
standard deviation for fractions with the RRwas 540±
150 s and 450 ± 150 s for fractions without the RR.
Difference in mean tracking times largely resulted
from the different number of CBCTs between RR and
non-RR fractions and the time required for RR
position confirmation in RR fractions. Tracking time
of 247 RR fractions (95.0%) and 276 non-RR fractions
(80.7%) covered at least 6 minwhereas 58 RR fractions
(22.3%) and 26 non-RR fractions (7.5%) covered at
least 10 min. The percentage time of 3D prostate
displacements over 6 and 10 min of tracking time for

both fraction datasets are shown in figure 3. The
percentage time at 3D displacement was larger in RR
fractions compared to non-RR fractions for every
motion magnitude considered within both 6 and
10 min of tracking time. For non-RR fractions the
percentage times of �1, 2, 3, 4, 5 and 6 mm 3D
displacements were 37.2%, 11.0%, 3.5%, 1.4%, 0.6%
and 0.3% within 6 min, and 44.8%, 16.0%, 6.4%,
2.9%, 1.4% and 0.5% within 10 min, respectively. For
RR fractions the corresponding percentages were
59.0%, 21.8%, 9.7%, 4.2%, 2.0% and 1.2% within
6 min, and 69.6%, 32.8%, 15.3%, 7.4%, 3.7% and
2.2%within 10 min, respectively. The difference in 3D
motion between RR and non-RR fractions was statis-
tically significant (p < 0.03) for both 6 and 10 min of
tracking time. The power of the test for the 3D
differences within 10 min of tracking timewas 0.90.

3.2. 3D analysis for individual patients
The percentage time of 3D displacements of the
prostate in RR and non-RR fractions over 10 min of
tracking time for individual patients are shown in
table 1. The analysis reveals that for 13 patients out of
22 the 3D motion of the prostate was significantly
larger (p < 0.05) with RR than without it. For two
patients the observed motion was milder within RR
fractions compared to non-RR fractions and the
difference was statistically significant (p < 0.05). For

Figure 3.Percentage of tracking time of 3Ddisplacements within 6 and 10 min for RR and non-RR fractions. The use of RR increased
the intrafractionmotion of the prostate and the difference in 3Dmotion betweenRR and non-RR fractionswas statistically significant
(p< 0.03).
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rest of the patients statistically significant difference
was not seen.

3.3.Directional analysis
Percentage times at unidirectional displacements
within 6 and 10 min tracking time for both fraction
datasets are shown in tables 2 and 3, respectively. Least
motion was seen in LR direction. LR displacements
�5 mm were not seen in RR data and were negligible
(0.01%) in non-RR data. The motion was quite evenly
distributed between left and right directions, although
the movement was slightly more emphasized in left

direction in both RR and non-RR data and more
frequent in RR data than in non-RR data (p= 0.08 left,
power= 0.90; p= 0.07 right, power= 0.76).

SI motion in non-RR fractions was approximately
of the same order as LR motion in non-RR fractions
and no displacements �5 mm were seen. In RR frac-
tions SI motion was notable larger. Motion was more
frequent in RR fractions than in non-RR fractions in
superior and especially in inferior direction. Differ-
ences between the two datasets were statistically sig-
nificant (p< 0.03, power� 0.86) in both superior and
inferior directions.

Table 1.Percentage time of 3Dprostate displacements in RR and non-RR fractionswithin 10 min of tracking time for individual patients.

Displacement

�1 mm �2 mm �3 mm �4 mm �5 mm �6 mm

Patient RR non-RR RR non-RR RR non-RR RR non-RR RR non-RR RR non-RR

1 75.7 44.3 35.0 16.0 17.3 8.8 1.3 6.6 0.0 2.6 0.0 0.5

2 70.8 68.2 36.3 36.4 2.5 13.2 0.0 5.4 0.0 2.8 0.0 0.4

3* 71.6 38.2 38.8 13.0 22.6 2.2 11.1 0.0 6.2 0.0 2.3 0.0

4* 77.4 5.6 53.5 0.0 25.4 0.0 13.8 0.0 11.1 0.0 10.7 0.0

5* 70.2 23.4 21.4 8.8 10.0 0.0 0.9 0.0 0.3 0.0 0.1 0.0

6* 90.1 70.3 67.7 34.8 49.3 9.8 28.3 3.9 16.6 0.2 4.6 0.0

7* 66.9 49.9 44.4 8.7 25.6 2.4 14.9 1.0 6.9 0.3 3.3 0.0

8 69.5 58.2 22.8 24.8 2.1 8.1 0.0 2.9 0.0 0.2 0.0 0.0

9* 65.0 12.0 29.6 0.2 2.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0

10** 66.9 70.4 13.4 27.9 0.0 11.3 0.0 9.7 0.0 4.8 0.0 0.0

11* 57.4 29.1 13.5 1.4 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

12* 57.1 26.1 6.4 1.3 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

13* 88.2 74.8 65.2 43.0 50.5 17.9 28.4 5.7 11.3 3.2 7.6 0.9

14* 85.1 34.2 65.9 7.7 39.5 1.2 21.8 0.2 9.4 0.0 7.1 0.0

15* 59.1 24.5 5.1 0.0 0.4 0.0 0.0 0.0 0.0 0.0 0.0 0.0

16 49.2 40.3 5.0 6.5 0.0 1.0 0.0 0.4 0.0 0.0 0.0 0.0

17 62.2 31.5 7.2 9.5 0.0 3.0 0.0 0.0 0.0 0.0 0.0 0.0

18* 80.4 35.9 39.1 5.7 21.4 4.8 15.7 1.1 8.2 0.0 7.5 0.0

19 73.2 65.9 40.8 37.1 8.5 20.8 0.0 10.7 0.0 4.7 0.0 1.2

20** 46.5 75.5 17.4 41.0 0.5 20.3 0.0 3.9 0.0 1.8 0.0 0.4

21* 87.5 76.4 69.7 49.7 40.9 30.3 22.1 14.9 13.3 7.3 5.7 3.5

22 64.4 46.7 19.3 16.1 4.6 9.2 0.3 8.0 0.0 6.0 0.0 5.0

*p< 0.05, RR-motion larger than non-RRmotion.
**p < 0.05, non-RRmotion larger thanRRmotion.

Table 2.Percentage of time of unidirectional prostate displacements for RR and non-RR fractionswithin 6 min
of tracking time.

Displacement

�1 mm �2 mm �3 mm �4 mm �5 mm �6 mm

Left RR 6.8 1.9 0.8 0.1 0.0 0.0

non-RR 5.6 1.4 0.3 0.2 0.0 0.0

Right RR 7.2 1.6 0.2 0.1 0.0 0.0

non-RR 4.8 0.6 0.1 0.0 0.0 0.0

Superior RR 4.0 1.3 0.6 0.2 0.0 0.0

non-RR 2.4 0.9 0.3 0.0 0.0 0.0

Inferior RR 26.4 6.4 2.6 1.2 0.6 0.6

non-RR 7.1 0.8 0.2 0.0 0.0 0.0

Anterior RR 6.1 2.0 0.9 0.4 0.1 0.1

non-RR 7.5 2.5 0.8 0.5 0.3 0.2

Posterior RR 24.2 6.9 2.6 1.5 0.8 0.7

non-RR 13.1 3.2 0.9 0.1 0.0 0.0
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Most of the motion in non-RR group was seen in
AP direction. Anterior motion was comparable
between the groups whereas posterior motion was
more frequent in RR group than in non-RR group.
The difference in posterior motion distribution
between the groups was statistically significant
(p< 0.03, power= 0.90).

3.4. Time dependence
Temporal patterns of the prostate motion were
evaluated by re-binning the percentage of time at
displacements against 1 min tracking time intervals.
Temporal pattern of 3Dmotion is plotted for displace-
ments �2, 3, 4, 5 and 6 mm (figure 4) and unidirec-
tional temporal patterns are plotted for displacements
�2, 3 and 5 mm (figure 5). 3D motion of the prostate
increased as a function of elapsed tracking time
whether the RR was used or not and the correlation of
the percentage time of 3D displacement with tracking
time was significant for all the displacements consid-
ered. For 3D deviations �2, 3, 4 and 5 mm the
increment of percentage time at displacement was
linear with tracking time in RR and non-RR fractions,
though the linearity was more pronounced in RR
fractions. The 3D motion beyond 6 mm increased
linearly with elapsed tracking time in RR fractions
whereas displacements of at least 6 mm were rare in
non-RR group and the linearity of the tracking time
dependence was not evident. Common for all the
displacements consideredwas that the percentage time
at displacement grew faster in RR fractions than in
non-RR fractions.

LR motion increased as a function of elapsed
tracking time and the increase of themotionwas linear
for RR fractions in left direction. The probability of
larger displacement along the elapsed tracking time
increased also in right direction but the linearity was
not clear. LR motion was more time independent
whenRRwas not used.

The probability of inferior displacements �2 and
3 mm grew as a function of tracking time (p < 0.05)

and the increase was more linear and steep in RR frac-
tions than in non-RR fractions. The increase of the
percentage time at superior displacements �1, 2 and
3 mmwasmild and comparable between the two data-
sets. Displacements of at least 5 mm in inferior direc-
tion were seen only in RR fractions and the probability
of at least 5 mm displacement increased as a function
of elapsed tracking time. Large displacements in
superior direction were negligible and time
independent.

The percentage time at displacement �1, 2 and
3 mm increased as a function of tracking time in ante-
rior and posterior directions in both groups (p< 0.05).
Posterior motion beyond 5 mmwas negligible in non-
RR group but increased as a function of tracking time
in RR group. Large (�5 mm) anterior motion was
time independent in both groups.

Statistically significant differences in temporal pat-
terns of the motion between RR and non-RR fractions
were found in inferior motion beyond 3 mm (p �
0.015) and in posterior motion for displacements
�5 mm (p < 0.05). Differences in inferior motion
were near the significance level for displacements �1
and 2 mm (p= 0.055).

4.Discussion

In the current study the effect of the RR on prostate
intrafraction motion was examined using real-time
motion tracking over every treatment fraction and the
whole treatment course. Results of the study suggest
that the RR increases the prostate motion instead of
stabilizing it. Compared to non-RR fractions the
percentage time at displacement in RR fractions was
effectively larger in every direction (with the exception
of anterior) and for any displacement considered. The
difference in 3D motion patterns between RR and
non-RR fractions was statistically significant
(p < 0.03). Differences in 3D motion were evaluated
also at individual level. For 13 out of 22 patients the RR

Table 3.Percentage of time of unidirectional prostate displacements for RR and non-RR fractionswithin
10 min of tracking time.

Displacement

�1 mm �2 mm �3mm �4 mm �5 mm �6 mm

Left RR 9.4 3.5 1.6 0.4 0.0 0.0

non-RR 7.5 1.8 0.5 0.2 0.0 0.0

Right RR 9.7 2.4 0.3 0.1 0.0 0.0

non-RR 6.0 0.9 0.1 0.0 0.0 0.0

Superior RR 6.0 2.4 1.1 0.3 0.1 0.0

non-RR 3.8 1.5 0.6 0.1 0.0 0.0

Inferior RR 35.0 10.3 4.4 2.0 1.0 0.8

non-RR 9.4 1.4 0.3 0.0 0.0 0.0

Anterior RR 8.6 4.1 2.1 0.9 0.2 0.1

non-RR 9.3 3.6 1.5 0.8 0.4 0.2

Posterior RR 30.5 9.1 3.8 2.3 1.3 0.9

non-RR 17.5 5.6 2.2 0.4 0.1 0.0
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caused significant increase in intrafraction motion of
the prostate. For only two patients the intrafraction
motionwas significantly reducedwith the RR.

These results are conflicting with the results of
Nicolae et al (2015) who observed prostate immobili-
zation with endorectal immobilization device (EIS)
comparable to immobilization with ERB. However, it
has to be pointed out that the clinical implementation
of the EIS system differs from RR as the knee support
used and therefore the femur angle is different
between the two systems. Nicolae et al (2015) also used
pre- and post-treatment CBCT-imaging as a motion
tracking method which misses the motion informa-
tion (e.g. transient excursions of the prostate) during
the actual treatment and which has been proven to be
insensitive in determining intrafraction prostate
motion (Noel et al 2009). Results of the current study
are based on continuous motion tracking thus repre-
senting more accurate and comprehensive view of
prostate intrafraction motion between two different
clinical practical implementations.

Directional analysis of the motion was performed
to clarify more rigorously the effect of RR on prostate
motion. Overall the LR motion was mildest and most
of the motion was seen in SI and AP directions in both
RR and non-RR fractions. This finding was expected

as the prostate is surrounded laterally by muscular
structures which restricts the LR motion of the pros-
tate and directs the motion mainly in AP and SI direc-
tions (Lin et al 2013). The use of RR increased the
intrafraction motion in all but anterior direction but
the biggest differences between RR and non-RR frac-
tions were seen in superior, inferior and posterior
directions. Especially the increase in inferior and pos-
terior motion was notable. In addition to increased
frequency in inferior and posterior motion themagni-
tude of the motions increased in RR fractions com-
pared to non-RR fractions. Over 3 mm displacements
in inferior direction and over 4 mm displacements in
posterior direction were seen only in RR fractions.
Without the RR there can be seen slight emphasis on
inferiorly directed motion and more clearly poster-
iorly directed motion which is consistent with many
earlier findings (Langen et al 2008, Bittner et al 2010, Li
et al 2013, Tong et al 2015).

Several reasons can explain the increased motion
with RR. The RR and the retraction cause discomfort
which may increase the muscular tension. Changes in
tensionmay be larger than in normal patient setup and
might lead to increasedmotion of the whole pelvis and
the prostate. Greatly increased posterior and inferior
motion could be a consequence of the posteriorly

Figure 4.Percentage of time at 3Dprostate displacements as a function of elapsed tracking time.Motion increased linearly in bothRR
and non-RR fractions but the increase wasmore rapid in RR fractions.
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directed retraction which creates empty space poster-
iorly to the prostate eliminating the supporting act of
the posterior tissues. Phenomenon seems to be oppo-
site when compared to the use of ERBs which create
supporting structure posteriorly to the prostate and
which have been reported to reduce the motion espe-
cially in AP direction (Smeenk et al 2012, Wang
et al 2012). The greatest separation between rectum
and prostate with the RR is achieved at the inferior part
of the prostate-rectum interface. This might direct the
motion more in posterior and inferior directions as
the muscular tension relaxes. Filling of the bladder
during the tracking time might also push the prostate
towards inferior and posterior directions.

Continuous drifting describes well the motion
type of the prostate inmajority of the fractions investi-
gated in the present study. This supports the hypoth-
esis that the observed motion is mainly a consequence
of a muscle relaxation. With many patients the pros-
tate was quite stable and sudden excursions, related
probably to peristaltic motion (Langen et al 2008),

were seen rarely. However, as pointed out by earlier
studies, there can be substantial transitions in the
prostate motion that can be unpredictable (Kupelian
et al 2007, Tong et al 2015).

Flattening of the motion curves as a function of
elapsed tracking time were seen in some of the indivi-
dual fractions in both RR and non-RR datasets but was
not evident inmotion patterns over all fractions except
for small (�1 mm) 3D motions (data not shown).
Instead, temporal patterns of the motion (figures 4
and 5) reveal that the motion increased linearly as a
function of elapsed tracking time in both fraction
datasets for most of the displacements considered. For
RR fractions the increase inmotion was notably faster.
Generally, our findings of increasing probability of
prostate intrafraction motion with tracking time are
consistent with previously reported results (Langen
et al 2008, Ballhausen et al 2015, Tong et al 2015). Li
et al (2013) reported that the magnitude of the intra-
fractionmotion of the prostate would not significantly
change after 9 min of treatment time. Their tracking

Figure 5.Percentage of time at unidirectional prostate displacements as a function of elapsed tracking time. Largest increase in the
motionwas seen in inferior and posterior directionswhen the RRwas used.
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data did not include the localization time whichmight
take even 4–6 min from initial setup to the start of
treatment delivery based on our own clinical experi-
ences. Taking into account the localization time the
possible saturation of the magnitude of the motion
could be seen actually 13–15 min after the initial setup
and might be impractical to wait in normal clinical
routine. Possible stabilization that could be related to a
relaxation of the patient was not seen in neither of the
fraction datasets within the examined 10 min of track-
ing time in the present study. This suggests that within
the first 10 min after the initial setup no stabilizing or
relaxing time is needed between patient setup, image
guidance and treatment with and without the RR.
Relative differences in 3D motion are nearly the same
between 6 and 10 min datasets for both fraction data-
sets reflecting the linear increase in the probability of
themotion and indicating that the observed difference
in intrafraction motion between RR and non-RR frac-
tions is independent of tracking time. However, it has
to be pointed out that the effect of RR on intrafraction
motion with longer than 10 min tracking times after
the initial setup is not known.

Increase in the probability of the motion with
elapsed tracking time emphasizes the importance of
shorter treatment times that are achievable with mod-
ern treatment techniques such as VMAT and flattened
filter free (FFF) beams. It should also be realized that
the prostate motion affects also to the accuracy of
image guided treatment localization and thus the delay
between imaging and couch corrections should be
minimized. The time that is required for image gui-
dance depends on the imaging modality and the
experience of the personnel. Orthogonal kV imaging
based image guidance in prostate RT takes about
2.5 min in our department and delivery of 2 Gy frac-
tion dose with two full VMAT treatment arcs will take
approximately 2 min. Using 10MV FFF beams even
the dose of 7.25 Gy, that is common in prostate SBRT,
can be deliveredwithin 2 to 3 min.

The observed 3D motion of the prostate in non-
RR fractions was generally smaller than seen in litera-
ture: the percentage of time at displacements �3 mm
and �5 mm within 10 min of tracking time was 6.4%
and 1.4%, respectively. Tong et al (2015) observed
12% accumulated time of at least 3 mm displacement
for all treatment fractions completed within 10 min.
For at least 5 mm displacement the corresponding
percentage was about 2% (Tong et al 2015, figure 2).
Wang et al (2012) observed prostate displacements of
>3 mm and >5 mm for 11.7%± 7.0% and 3.1% ±
2.2% within 6 min of tracking time. Corresponding
percentages for 6 min tracking time in the current
study were 3.5% and 0.6%. Langen et al (2008)
observed prostate displacements of >3 mm and
>5 mm for 13.6% and 3.3% of total treatment time
(mean tracking time 10± 2 min), respectively. Nearly
similar percentages of time observed also Li et al
(2009) (13.4% and 1.8%) for tracking times ranging

from 10 to 20 min. However, these results are not fully
comparable to the current results as they are propor-
tional to different tracking times. The assessments of
motion patterns were restricted to maximum of
10 min of tracking time because majority of the frac-
tions were completed in less than 10 min and low
number of longer tracking times might not represent
well themotion in general population. There aremany
explanations for the differences in non-immobilized
motion. One reason might be the differences in treat-
ment preparation, e.g. rectum and bladder filling. In
the present study the patients were concisely instruc-
ted to empty the rectum before each treatment
whereas in the study of Langen et al (2008) bladder or
rectum preparations were not performed before CT-
simulation or daily treatment fractions. No special
requirements for rectum filling before treatments in
non-ERB group have been mentioned in the study of
Wang et al (2012) either and there is nomention about
it in the study of Li et al (2009). However, in the study
of Tong et al (2015) patients were instructed to come
to all simulations and treatments with empty rectum
and full bladder. Rectal movements and related rectal
distension have been shown to result in significant dis-
placements of the prostate (Padhani et al 1999) which
implies that empty rectum in the current patient data
might explain some of the differences between the cur-
rent and literature results.

Interestingly the observed 3D motion in RR frac-
tions was comparable to or more frequent than find-
ings of non-immobilized prostate motion in literature
(Langen et al 2008, Li et al 2009,Wang et al 2012, Tong
et al 2015). In these studies the intrafraction motion
was tracked using electromagnetic Calypso® system
(Balter et al 2005, Willoughby et al 2006) in which
three localization transponders are implanted into the
prostate. With the RayPilot used in the present study a
wired transmitter is implanted into the prostate leav-
ing the cable running out from the perineum. The
cable may induce fibrosis to the perineal tissues sur-
rounding the cable which might reduce the tissue
mobility and have minor stabilizing effect on prostate
as the transmitter part is connected to the cable. How-
ever, this should be verified with comparative mea-
surements with different tracking methods and
consistent patient groups.

It can be argued if the use of RR would affect the
prostate motion of subsequent non-RR fractions. If
this was the case, it may be assumed that the effect
would have been largest at the beginning of the non-
RR fractions. However, the observed prostate motion
of the first five non-RR fractions did not differ from
the motion of last five non-RR fractions of the treat-
ment course. Based on these findings, it is unlikely that
the use of RR would have affected to the prostate
motion at subsequent non-RR fractions. To test this
rigorously, would require larger cohorts of patients
treated separately with or without the RR, which was
out of scope of this study.
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One of the limitations of the present study is the
small amount of patient data that might explain some
of the differences in observed non-immobilized pros-
tatemotion results between our study and literature. It
is noteworthy that patient inclusion criteria excluded
for example hip transplant patients and our results
might not be fully representative to that particular
group of patients. To compensate small number of
patients, all the patients were treated partly with and
without the RR thus making the comparison of the
motion data between RR and non-RR fractions com-
parable. This also enabled the comparison of motion
patterns at individual level which deepened the knowl-
edge of RR’s effect with different anatomies. The pla-
cement of the transmitter is important as prostate
deformations might have an influence on detected
intrafraction motion. Comparison of RR and non-RR
motion data for individual patients reduced also the
possible effect of non-ideal transmitter placement on
observed difference in intrafraction motion patterns
as the measurement point was the same for all frac-
tions for the same patient. It is noteworthy that RayPi-
lot tracking is based on tracking of single point inside
the prostate which does not necessarily reflect the
motion of SVs or deformations of the prostate. Thus
the analysis of intrafraction motion of the SVs and the
effects of prostate deformations are not included in the
present study. If SVs are included in treatment their
possible motion should be compensated with reason-
able margins and deformations of the prostate should
always be verifiedwith imaging, e.g. CBCT.

In the present study the analysis of motion was
limited to translational movements. The analysis of
intrafraction prostate rotations (pitch and yaw) and
their connection to translational movements would
require more extensive investigation which was out of
scope of this study. The impact of increased motion
with RR on treatment margins was not investigated in
this study either but will be explored in future studies.
However, it is obvious that increased motion should
be taken into account by increasing margins or by
exploiting real-timemotionmonitoring.

Femur angle against couch surface was steeper in
RR fractions (population mean 44.2° ± 4.2°) than in
non-RR fractions (population mean 16.6° ± 2.4°) due
to differences in knee supports between RR and non-
RR fractions. Knee support affects to the position of
rectum and prostate (Steenbakkers et al 2004) but
whether it has an effect on prostate motion is not
known or has not bee reported in the literature. In-
house developed knee support was used in all fractions
with two patients in the current study. For one of these
two patients themotion distributions between RR and
non-RR fractions were similar and for the other the
motion was significantly larger in RR fractions than in
non-RR fractions. These findings suggest that the leg
support is not the cause of the observed difference in
motion patterns but its effect cannot be fully excluded
and should be confirmedwith further investigation.

The primary benefit of the RR is thought to be the
rectum dose sparing in prostate RT. However, this has
been questioned by the results of Nicolae et al (2015)
who did not see a difference in rectum dose distribu-
tion between treatment plans calculated with and
without the EIS similar to the RR. Results of the pre-
sent study suggest that the use of RR increases the
intrafraction motion of the prostate although the
observedmotion evenwith the RRwas generally small.
However, increased motion can lead to inaccurate
treatment localization and delivery increasing the
uncertainty of dose sparing of the RR. Based on these
results, we do not recommend the use of it. Con-
troversy in dose sparing of the RR require further
investigation and the final effect of RR on rectal side
effects should be verified by clinical data.

5. Conclusions

In the present study the effect of the RR on intrafrac-
tion motion of the prostate was assessed for the first
time using real-time motion tracking. The results
imply that the use of the RR increases intrafraction
motion when compared to motion data recorded in
normal patient setup without the RR. The difference
in percentage time at 3D displacement was 1%–25%
depending on the magnitude of the displacement and
the difference between the motion patterns between
RR and non-RR fractions was statistically significant.
This finding is important because it is opposite to the
general assumptions based on transrectal US findings.
The increased movement, if not corrected properly,
may lead to a degradation of the delivered dose to
the target and expose organs at risk to higher
doses. Further clinical and planning studies might be
needed to evaluate the dose sparing effect of the RR in
detail.
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A B S T R A C T

The aim of this study was to evaluate the localization accuracy of electromagnetic (EM) tracking systems
RayPilot (Micropos Medical AB) and Calypso (Varian Medical Systems) in prostate cancer radiotherapy. The
accuracy was assessed by comparing couch shifts obtained with the EM methods to the couch shifts determined
by simultaneous fiducial marker (FM) based orthogonal kilovoltage (kV) imaging. Agreement between the
methods was compared using Bland-Altman analysis. Interfractional positional stability of the FMs, RayPilot
transmitters and Calypso transponders was investigated. 582 fractions from 22 RayPilot patients and 335
fractions from 26 Calypso patients were analyzed. Mean (± standard deviation (SD)) differences between
RayPilot and kV imaging were 0.3 ± 2.2, −2.2 ± 2.4 and −0.0 ± 1.0mm in anterior-posterior (AP), su-
perior-inferior (SI) and left-right (LR) directions, respectively. Corresponding 95% limits of agreement (LOA)
were± 4.3,± 4.7 and±2.1mm around the mean. Mean (± SD) differences between Calypso and kV imaging
were −0.2 ± 0.6, 0.1 ± 0.5 and −0.1 ± 0.4mm in AP, SI and LR directions, respectively, and corresponding
LOAs were±1.3,± 1.0 and±0.8mm around the mean. FMs and transponders were stable: SD of intermarker
and intertransponder distances was 0.5 mm. Transmitters were unstable: mean caudal transmitter shift of
1.8 ± 2.0mm was observed. Results indicate that the localization accuracy of the Calypso is comparable to kV
imaging of fiducials and the methods could be used interchangeably. The localization accuracy of the RayPilot is
affected by transmitter instability and the positioning of the patient should be verified by other setup techniques.
The study is part of clinical trial NCT02319239.

1. Introduction

Accurate treatment localization is crucial part of modern radio-
therapy. Its importance is emphasized in prostate radiotherapy as the
prostate position is known to change relative to bony structures and
skin surface between the fractions (interfraction motion) [1–3] and
during the treatment (intrafraction motion) [4–6]. The motion is
mainly caused by variations in rectum and bladder filling and it can
range up to 1–2 cm during the treatment course [7], intrafraction mo-
tion being generally smaller in extent, typically less than 5mm [5,6].
Inaccuracies in the localization may deteriorate the target dose dis-
tribution [8]. Uncertainties in treatment localization, target delineation
and treatment delivery are covered by planning target volume (PTV)
margins around the clinical target volume (CTV). However, PTV mar-
gins expand the irradiated volume thus exposing larger volumes of

nearby critical organs to high doses. High doses in rectum and bladder
(especially trigone region) has been associated with late rectal bleeding
[9] and incidence of acute and late urinary toxicity [9,10], respectively.
Uncertainties in localization, and thus PTV margins, could be reduced
by accurate and frequently performed localization methods.

Several localization methods, such as ultra-sound (US), kilovoltage
(kV) and megavoltage (MV) imaging, cone beam computed tomography
(CBCT) and the use of fiducial markers (FM) have been applied in
image-guided radiotherapy (IGRT) of the prostate. US methods increase
the localization accuracy when compared to positioning based only on
skin marks [11] but clinically unacceptable accuracy have also been
reported [12]. US probe pressure can cause prostate displacement if
handled without care, which have been seen both for transabdmominal
[13] and transperineal probes [14]. Several studies have compared the
accuracy of US localization methods to kV and MV imaging using FMs
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and found latter methods outperforming the US [11,15,16]. MV and kV
imaging as such have poor soft tissue contrast and positioning of the
patient is based on alignment of bony structures. CBCT imaging pro-
vides three-dimensional (3D) information of the imaging volume but
the poor soft tissue contrast limits the accuracy of identifying the
prostate from surrounding tissues. FMs implanted into the prostate
provide a surrogate for prostate position, as they are made of radio-
paque material and are discerned well in kV or MV images. Implanta-
tion of the FMs is made prior to treatment planning and the localization
is based on alignment of the markers in reference images and kV or MV
images (2D match) or markers in planning CT and CBCT images (3D
match). FMs have been in use since the 1990s and the feasibility of FMs
in the IGRT of the prostate has been shown in many studies [2,17,18].
Imaging of FMs has proven to be reliable localization method having
accuracy on the order of ≤1mm [19] which reduces the systematic
positioning error [20] and enables the margin reduction [21,22]. The
imaging of FMs together with 3D soft tissue analysis is currently the
most effective and widely available localization technique in the IGRT
of the prostate [23] and is established practice in many radiotherapy
clinics.

To monitor continuously the organ intrafraction motion a real-time
electromagnetic (EM) localization system, Calypso (Varian Medical
Systems), was introduced [24,25]. Calypso consists of three transpon-
ders implanted into the prostate and an EM source/receiver array which
is setup above the patient during the treatment. Calypso provides real-
time 3D position information of the three transponders and thus the
prostate and can be used for localization and intrafraction motion
tracking. Another EM tracking system currently in the market is Ray-
Pilot (Micropos Medical AB), which consists of a wired transmitter,
implanted into the prostate for the treatment course and removed
afterwards, and a detector array which is setup on the treatment couch
[26]. RayPilot provides the 3D position of the transmitter in real-time
and can also be used in localization and tracking of the prostate. EM
systems provide a non-ionizing alternative to kV- and MV-imaging
systems and high sampling rate of the systems guarantees that posi-
tional information of the prostate is not missed during the treatment.

The localization accuracy of Calypso have been investigated in
many studies both in laboratory conditions [19,25,27–29] and in clin-
ical situations [4,5,30–33] whereas there is a lack of information about
the localization accuracy of RayPilot in clinical environment. Kindblom
et al. [26] reported submillimeter accuracy of RayPilot in phantom
fixture and compared 3D positional difference between RayPilot and
orthogonal X-ray imaging when the transmitter was implanted in a
urethral catheter. However, urethral catheter implantation does not
represent the intended application method of implanting the trans-
mitter into the prostate gland.

The aim of this study is to investigate the localization accuracy of
the RayPilot and Calypso systems in comparison with fiducial marker
based localization for a group of clinically treated prostate cancer pa-
tients. This is accomplished by comparing the translational couch shifts,
proposed by the EM systems and couch shifts proposed by FM based kV-
image alignment acquired simultaneously with the EM systems. Couch
shifts represent the isocenter offsets recorded by the localization
method in question. The stability and migration of the RayPilot trans-
mitter, the gold seed fiducials and Calypso transponders are evaluated
as well. To our knowledge, this is the first large study investigating the
accuracy of the RayPilot system in clinical environment. The study is
part of a clinical trial (ClinicalTrials.gov NCT02319239) which aims at
developing extremely hypofractionated treatment protocol for prostate
cancer.

2. Materials and methods

2.1. Electromagnetic localization methods

2.1.1. RayPilot tracking system
The RayPilot system is described in more detail in a previous study

[34]. The system consists of a wired transmitter implanted into the
prostate, a receiver plate positioned on the treatment couch and soft-
ware for the transmitter position evaluation. Transmitter signal is read
by the receiver plate which is calibrated to the machine isocenter and
based on the coordinates of the transmitter coil center point (CP) and
treatment isocenter in the planning CT, the system can locate the cor-
rect isocenter position relative to the observed transmitter position. The
sampling frequency is 30 Hz and the location of the transmitter is given
in AP, SI and LR directions. In addition to translational directions, the
pitch (rotation around the LR axis) and yaw (rotation around the AP
axis) angles of the transmitter are given. According to precision tests
performed in a laboratory setting, the localization uncertainty of the
two RayPilot systems used in this study is 0.60 ± 0.46mm (radial
mean ± SD).

2.1.2. Calypso tracking system
The Calypso system, its operating principle and transponders have

been described in detail in earlier publications [24,25,35] and de-
scribed here only briefly. The Calypso system consists of three trans-
ponders implanted into the prostate and EM source/receiver coil array
positioned above the patient. The array detects the locations of the
transponders which respond to EM signals sent by the array. The system
is calibrated to the machine isocenter and the target alignment is based
on the relations between the planned isocenter and transponder posi-
tions and detected transponder positions. The sampling frequency is
25 Hz (Calypso version 3.0) thus enabling real-time tracking besides of
initial localization. The system gives the translational (AP, SI and LR)
offsets of the isocenter which in isocenter tracking mode include the
rotational offset compensation measured at the start of the localization
and tracking. Rotational compensation is not used if the isocenter lies
too far from the centroid of the transponders. Rotational changes are
not compensated during the tracking either, but the translations are
continuously tracked. Reported precision and accuracy of the system is
0.4 ± 0.4mm and 0.1 ± 0.1mm, respectively [28].

2.2. Patients and localization data acquisition

2.2.1. Patients with RayPilot
In this study, prostate localization data with the RayPilot was ret-

rospectively gathered from a motion data of a previous study in-
vestigating the effect of rectal retractor device (RR) on prostate in-
trafraction motion [34]. Details of the patients, fractionation, treatment
setup and planning are presented in that study and are covered here
briefly, with the emphasis on localization procedures. Twelve patients
were treated using moderate hypofractionation schedule 20×3Gy
based on CHHip-trial [36] and ten patients were treated using con-
ventional schedule 39×2Gy. If seminal vesicles (SV) were included in
the treatment, the dose to SVs was 20×2.3 Gy in moderate hypo-
fractionation schedule administered by simultaneous integrated boost
technique and 28×2Gy in conventional schedule. Three gold seed
fiducial markers (Gold lock 3, Beam point AB, Sweden) and RayPilot
transmitter were implanted into the prostate in separate sessions, on the
average 3 weeks apart, at least one week prior to planning CT scan.
Transmitter was implanted transperineally and gold seeds transrectally,
both using endorectal US guidance. Treatment started one week after
the planning CT and the transmitter was removed after the last treat-
ment fraction. Patients were setup supine on the treatment couch by
aligning setup lasers with reference skin marks. CBCT scans were ac-
quired for subset of the fractions to volume analysis prior to the
treatment. Localization of the treatment based on kV imaging of
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fiducial markers: two orthogonal (kV source angle 0° and 90°, or 270°
and 180°) kV images were acquired and aligned with digitally re-
constructed reference images obtained from the planning CT using
three gold seeds as fiducials. Image alignment was performed online
and manually by experienced radiotherapists and isocenter offsets were
corrected by corresponding translational couch shifts. Couch shifts were
recorded for further analysis. All patients were treated with a TrueBeam
STx (Varian Medical Systems) linear accelerator. The motion tracking
with RayPilot was initialized prior the imaging and continued
throughout the treatment session. The time points of the kV image
acquisition were retrieved from the treatment system database and
couch shifts proposed by the RayPilot system at the corresponding time
points were recorded retrospectively from the RayPilot motion data. To
ensure the correspondence of the couch shifts, the clocks of the RayPilot
and treatment system computers were synchronized in the beginning of
every treatment session. To evaluate the possible migration of the gold
seed fiducials and transmitters, their Cartesian coordinates were re-
corded from the CBCT images which were first registered to corre-
sponding planning CT image.

2.2.2. Patients with Calypso
Twenty-six Calypso patients treated between January 2016 and

December 2017 were included in the study. Fourteen of the patients
were treated using moderate hypofractionation scheme 20× 3Gy ac-
cording to CHHip-trial [36] and twelve of the patients were treated
using extreme hypofractionation scheme 5×7Gy or 5× 7.25 Gy. In
the case of 7.25 Gy fractions, the region of prostatic urethra was deli-
neated and was planned to get 7 Gy using simultaneous-integrated
boost (SIB) technique. CTV was the prostate alone and PTV was formed
by adding 3mm margin posteriorly and 5mm elsewhere around the
CTV. Treatment technique was volumetric modulated arc therapy
(VMAT) using two full, or two partial arcs (gantry 240°−120°). En-
ergies used were 6MV for moderate hypofractionation schedule and
10MV flattening filter free (FFF) for extreme hypofractionation sche-
dule. Higher maximum dose rate of the FFF beams shortens the delivery
time of large doses per fraction and thus used for extreme hypo-
fractionation. Treatments were delivered with a TrueBeam STx (Varian
Medical Systems) linear accelerator. Three Calypso transponders (either
14 G or 17 G) were implanted transrectally into the prostate before the
planning CT scan. Transponders were implanted in triangular pattern,
with intention to place them at least 1 cm apart from each other and
avoiding urethra. Planning CT scan, with 1 or 2mm slice thickness, was
acquired one week after the implantation so that the prostate swelling
had been reduced and the position of the transponders had been sta-
bilized. Transponder x-, y- and z-coordinates were derived from the
planning CT and their geometric mean was chosen as the isocenter
position. We did not see difference in the coordinates between 1 and
2mm slice thicknesses. Transponder and isocenter coordinates were
exported to Calypso control computer. The treatment started on
average 2–3weeks after the planning CT. Patients were setup supine on
the treatment couch by aligning setup lasers with reference skin marks.
Self-made knee support was used. After the initial positioning, the Ca-
lypso localization mode was used to align the treatment isocenter with
machine isocenter. After this, the localization was confirmed by or-
thogonal kV image pair, using transponders as fiducials. For extreme
hypofractionated patients, a CBCT scan was acquired as well, to check
the filling status of rectum and bladder. After the treatment course, the
raw localization and tracking data was exported from Calypso system
database for further analysis. Time points of kV image acquisition were
derived from the treatment system database and Calypso readings were
recorded from the tracking data at the same time points. As the Calypso
data is sampled at 25 Hz frequency, the readings were averaged over
one second at the kV image time points. Couch shifts proposed by the
kV image pair alignment reflect the deviation of treatment isocenter
from machine isocenter at imaging time points and should ideally be
equal to the Calypso readings at the same time points. Calypso

computer clock and the TrueBeam treatment system clock were syn-
chronized retrospectively matching the beam starting time recorded by
Calypso radiation detector with the starting time retrieved from the
treatment system database. To evaluate the positional stability of the
transponders, intertransponder distances were recorded from the Ca-
lypso treatment reports.

2.3. Data analysis

2.3.1. Agreement between the methods
Bland-Altman analysis was used to evaluate the agreement between

kV based couch shifts and couch shifts proposed by EM localization
methods. Bland-Altman analysis quantifies the agreement between two
methods of clinical measurements using the differences between the
observations made using the two methods on the same subjects [37,38].
In the current study the differences between couch shifts between kV
imaging and EM methods were calculated. Analysis consists of a plot of
differences between the methods against their mean. The mean value is
used because the true value is not exactly known. The systematic bias,
which is estimated by the mean difference

−

d , and standard deviation σ
of the differences were calculated. To evaluate the agreement, the 95%
limits of agreement (LOA) were calculated. The LOA defines the range
within which 95% of all the differences between the methods are ex-
pected to lie, assuming the differences are normally distributed. The
LOA were calculated using Eq. (1).

= ±

−

LOA d σ1.96 (1)

If the differences within LOA are clinically acceptable, the two
methods could be used interchangeably. Considering relatively tight
PTV margins used in our clinic, differences larger than±2mm were
considered clinically unacceptable. The percentages of differences
within± 1 and±2mm were calculated. Descriptive statistics of the
difference distributions was determined. The normality of the differ-
ence distributions was analyzed with the Shapiro-Wilks test.

2.3.2. Positional stability of the markers, transponders and transmitter
The positional stability of the fiducial markers, Calypso transpon-

ders and RayPilot transmitter affects the accuracy of the corresponding
localization method as all of the methods assume stationary position of
the planned isocenter relative to any of the markers implanted. The
positional stability was evaluated by analyzing the intermarker and
intertransponder distances during the treatment course. Intermarker
Euclidean distances for any pair of the gold seed markers were calcu-
lated using the Cartesian coordinates of the gold seed CPs obtained
from the CBCT images. Distances between the Calypso transponders
were obtained from the Calypso treatment reports. SD of the inter-
marker and intertransponder distances was used as a measure of the
positional stability. The transmitter migration during the treatment
course was evaluated by calculating the change in the relative position
between the centroid of the gold seed fiducials and transmitter CP
compared to the initial relative position in the planning CT. The mi-
gration of a single marker has minimal effect on the position of the
centroid of the three markers [39] and thus the centroid was chosen as
the reference point for the evaluation of transmitter position change.
The change in the transmitter position was determined in AP, SI and LR
directions. The mean, SD and maximum values of the position change
were calculated.

3. Results

3.1. Difference in couch shifts

A total of 582 paired data points from 582 RayPilot fractions were
included in the Bland-Altman analysis for each translational direction.
The number of Calypso fractions analyzed was 335. For some of the
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fractions one or both of the kV projections had to be repeated and these
extra data points with corresponding Calypso readings were included in
the analysis as well. SI information could be read from both orthogonal
kV projections, whereas AP and LR information could be acquired only
from projections perpendicular to corresponding axis. Eventually, for

Calypso fractions, the number of paired data points included in the
Bland-Altman analysis was 353, 700 and 347 for AP, SI and LR direc-
tions, respectively. Bland-Altman plots of the couch shift differences
between RayPilot and kV imaging and between Calypso and kV imaging
are presented in Figs. 1 and 2, respectively. Mean difference, SD, LOA

Fig. 1. Bland-Altman plots of the differences between RayPilot and kV imaging based couch shifts. Black dashed line shows mean difference, blue dashed lines
represent 95% limits of agreement and black solid line is the line of identity.

Fig. 2. Bland-Altman plots of the differences between Calypso and kV imaging based couch shifts. Black dashed line shows mean difference, blue dashed lines
represent 95% limits of agreement and black solid line is the line of identity.
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and percentage of the differences within±1 and±2mm are presented
in Table 1. Positive values indicate couch shifts towards anterior, in-
ferior and left directions and kV>RayPilot/Calypso. The LOAs for the
AP, SI and LR couch shifts between RayPilot and kV imaging were±
4.3,± 4.7 and±2.1mm around the mean, respectively. The LOAs for
the AP, SI and LR couch shifts between Calypso and kV imaging
were± 1.3,± 1.0 and±0.8mm around the mean, respectively. His-
tograms of the difference distributions are presented in Fig. 3 and de-
scriptive statistics of the distributions are presented in Table 2.

3.2. Positional stability of the markers, transponders and transmitter

The coordinates of the gold markers and transmitter CPs were de-
termined for 324 RayPilot fractions over the treatment course and 44
planning CT images of the 22 RayPilot patients. Intermarker distances
as well as the position of the transmitter CP relative to the centroid of
the gold markers were calculated for all 368 instances. The mean SD of
the intermarker distances was 0.5mm. Gold seeds were generally very
stable but for one patient one of the gold markers had migrated 6mm

Table 1
The results of the Bland-Altman analysis: differences in couch shifts between RayPilot and kV imaging, and between Calypso and kV imaging. Positive values in AP-,
SI- and LR-axes represent couch shifts towards anterior, inferior and left directions. All values are given in mm. Also presented are the percentages of differences
within±1 and±2mm.

AP SI LR 3D

RayPilot Calypso RayPilot Calypso RayPilot Calypso RayPilot Calypso

Bias (mean) 0.3 −0.2 −2.2 0.1 −0.0 −0.1 −0.2 −0.1
SD 2.2 0.6 2.4 0.5 1.0 0.4 2.4 0.6
Upper LOA 4.6 1.1 2.5 1.2 2.1 0.8 4.4 1.1
Lower LOA −4.0 −1.5 −6.8 −0.9 −2.0 −0.9 −4.8 −1.4
≤1mm [%] 32.3 88.7 22.9 93.1 69.4 96.5 35.2 88.8
≤2mm [%] 64.6 98.6 44.0 99.6 94.8 100.0 63.4 99.1

Fig. 3. Couch shift difference distributions in AP, SI and LR directions. Red curve is the normal distribution with the same mean and SD of the observed differences
demonstrating good agreement and thus validity of the obtained LOA values.
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caudally between the first and the second fraction. The cause for such
large migration was that the marker had drifted into the transmitter
implantation canal, transmitter being implanted too near to the marker.
For this patient the evaluation of the transmitter position stability was
determined against the centroid of the two stabile gold markers. The
change in the transmitter position relative to the centroid of the gold
seeds was evaluated for 324 fractions and the mean, SD and maximum
values of the position change are presented in Table 3. An example of
intermarker distances and change in the transmitter position during the
treatment course for a single patient are presented in Fig. 4. Transmitter
position shifts were clearly visible in localization kV images as well
(Fig. 5). The effect of the transmitter migration on the RayPilot posi-
tioning accuracy was evaluated by correcting the RayPilot readings
with the offsets recorded from CBCT images and comparing couch shifts
from migration corrected fractions against kV imaging based couch
shifts from corresponding fractions using Bland-Altman analysis. The
number of fractions in the analysis was 317. The results are presented in
Table 4.

Calypso intertransponder distances were determined for all of the
335 fractions and 26 planning CT images. The mean SD of the Calypso
intertransponder distances was 0.5mm. Though the transponders were
generally very stable, there were three occasions of larger migration:
one transponder was implanted near the urethra and it was voided
between the planning CT and the first treatment fraction. Similar in-
cident has been reported also by Kupelian et al. [4] and Litzenberg et al.
[35]. Voided transponder was excluded from the Calypso localization
system and the tracking was executed with the two remaining trans-
ponders. In another patient one transponder had moved 6mm caudally

between the planning CT and the first fraction. As this patient was
treated with extreme hypofractionation, new planning CT and treat-
ment plan was made to ensure accurate localization and safe treatment.
In third patient one transponder was placed near the rectum wall and it
migrated cranially 3.8mm during the treatment course. This had small
effect on the localization accuracy of Calypso in SI direction, which was
seen in>1mm mean difference in couch shifts between Calypso and
kV imaging.

4. Discussion

In the current study the positioning accuracy of RayPilot and
Calypso positioning systems was evaluated against the orthogonal kV
imaging using fiducial markers by comparing the couch shifts proposed
by the different methods.

Bland-Altman analysis shows that the differences between the
RayPilot and kV imaging were largely dispersed in AP (range −6.1,
8.6 mm) and SI (range −10.3, 7.0mm) directions. In addition to this, a
notable mean difference (−2.2 ± 2.4mm) was seen in SI direction
indicating that RayPilot suggested larger superiorly directed couch
shifts than kV imaging did. LOAs in AP and SI directions were above the
clinically acceptable 2mm limit and only 64.6% (AP) and 44.0% (SI) of
the differences were within 2mm. In a technical feasibility study, a
difference of 1.7 ± 1.0 mm in a 3D position shift of the transmitter was
found between RayPilot and orthogonal kV imaging [26]. In the current
study the mean difference (± SD) between the 3D offsets was
−0.23 ± 2.4mm (range −8.5, 9.7 mm). The mean difference was
smaller in the current study, but the variation in differences was larger.
However, studies are not fully comparable because of a different kind of
in vivo application of the transmitter and a lot smaller sample number
in the study of Kindblom et al. [26].

In contrast to RayPilot, couch shifts proposed by Calypso agreed
well with the couch shifts suggested by the kV imaging: mean differ-
ences were negligible and the scattering of differences around the mean
was small. 98.6%, 99.6% and 100% of the differences in AP, SI and LR
directions, respectively, were within 2mm.

No trends were observed in the Bland-Altman analysis. Small dif-
ferences between Calypso and kV imaging based localizations indicate

Table 2
Descriptive statistics of the difference distributions (all values are given in mm). Also presented are p-values of the Shapiro-Wilks normality tests.

AP SI LR

kV-RayPilot kV-Calypso kV-RayPilot kV-Calypso kV-RayPilot kV-Calypso

Mean 0.32 −0.19 −2.18 0.14 0.01 −0.05
SD 2.21 0.64 2.38 0.53 1.05 0.43
Skewness 0.154 −0.426 −0.124 −0.165 0.295 −0.210
Kurtosis 0.129 1.715 0.861 2.711 1.942 0.475
Shapiro-Wilks 0.129 0.000 0.001 0.000 0.000 0.008

Table 3
Position change of the RayPilot transmitter relative to the centroid of the gold
seed markers during the treatment course. All values are given in mm.

AP SI LR 3D

Mean −0.3 −1.8 −0.2 2.8
SD 1.6 2.0 0.8 1.6
Max −7.3 −7.6 −3.5 9.2

Fig. 4. On left: intermarker distances for one patient during the treatment course. On right: change in the distance between RayPilot transmitter and the centroid of
the gold seed markers for the same patient.

A. Vanhanen et al.



accurate performance of both of the methods. The uncertainty of the kV
image guidance system including treatment couch movements was
measured weekly according to the quality assurance (QA) program of
Yoo et al. [40] and was ≤1mm for all treatments in the current study.
Thus it can be assumed that large differences between RayPilot and kV
imaging are mainly due to inaccuracies related to RayPilot localization.
Larger couch shifts seen with the RayPilot than with the Calypso in
Bland-Altman plots are caused by the differences in localization pro-
cedure: the kV imaging was used as the primary localization method
with RayPilot patients whereas it was used only to verify the Calypso
localization with Calypso patients. However, this does not have any
effect on the differences seen in the couch shifts between the RayPilot
and kV imaging.

The differences between Calypso and kV imaging found in the
current study agree with those found in literature: Bell et al. [33]
compared the localization accuracy between Calypso and image guided
techniques including orthogonal kV imaging and CBCT and found mean
differences of 0.2, −0.6 and 0.6mm in AP, SI and LR directions, re-
spectively. Variation in all directions was less than 0.6 mm. Foster et al.
[32] found mean differences (± SD) of −0.09 ± 1.40, 0.48 ± 1.50
and 0.08 ± 1.04mm in AP, SI and LR directions, respectively, between
Calypso and kV imaging. Mean differences between Calypso and kV
imaging found by Ogunleye et al. [30] were 1.2 ± 0.9, 1.1 ± 0.9 and
0.7 ± 0.5mm in AP, SI and LR directions, respectively. Earlier results
of Willoughby et al. [31] and Kupelian et al. [4] showed average
(± SD) 3D differences of 1.5 ± 0.9 mm and 1.9 ± 1.2mm between
Calypso and radiographic localizations, but their methods suffered from
large time gap (3–5min) between the localizations with different sys-
tems and their results were probably affected by the prostate in-
trafraction motion. Differences found in the current study are even
close to the results reported in phantom studies [29–31]. Small differ-
ences observed in the current study are likely explained by the locali-
zation time points, which were defined and synchronized with high
accuracy, thus eliminating the effect of prostate intrafraction motion. In
addition, transponders were very stable, mean SD of the

intertransponder distances was even smaller than seen elsewhere
[4,35], confirming the consistency between the observed and planned
geometries between the transponders and the isocenter. However, mi-
gration of the transponders, if large enough, may affect the Calypso
localization accuracy, which was seen with the patient for which one of
the transponders migrated 3.8 mm. In this kind of cases the kV image
matching is based on the two stabile markers in our clinic, which might
explain the difference seen between the two systems. Small changes in
the position of the transponders did not seem to have clinically relevant
effect on the localization accuracy of the Calypso which is consistent
with the findings of Pouliot et al. [39] with gold seed markers. If larger
migration is seen, it would be advisable to either exclude the migrated
transponder from the localization plan, or to re-do the planning CT.
However, defining a maximum allowable limit for the transponder
migration was out of scope of this study.

Gold seed marker migration was negligible, which is consistent with
earlier findings [18,41–43] and similar to Calypso transponders in the
current study. Instead, considerable variation was seen in the position
of the transmitter relative to the centroid of the gold seeds, especially in
AP and SI directions. Most notably, averaged over all patients and
fractions investigated, there was a systematic 1.8 ± 2.0mm caudally
directed shift of the transmitter when compared to the initial position in
planning CT. Maximum shifts were 7.3mm anteriorly and 7.6mm
caudally. These findings agree with the results of Braide et al. [44], who
found mean SI and 3D transmitter shifts for different patients within a
range of −2.3 to 4.5mm, and 1.6–6.2mm, respectively. The most
probable reason for the caudal shift is that the transmitter cable remains
outside of the body during the treatment course and is exposed to
pulling forces which affects to the stability of the transmitter, if not
handled with care. It is also possible, that some of the relative position
shifts in SI and AP directions are consequence of prostate rotation
around the lateral axis (pitch), which can have larger effect on trans-
mitter than on gold seeds, especially if the transmitter is implanted into
peripheral area of the prostate, far from the isocenter. Shifts in the SI
position of the transmitter were seen over the whole treatment course,
as can be seen in Fig. 4, and separate analysis of transmitter position
shifts for RR and non-RR fractions (data not shown) showed no dif-
ferences in detected position shifts indicating that the use of RR in part
of the fractions did not have influence on the stability of the trans-
mitter. Problems with the cable were seen in many occasions within the
group of patients in this study. Changes in the SI position of the
transmitter affected also to the AP position of the transmitter coil CP, in
cases where the implantation angle was oblique.

Changes in rectum and bladder filling deform the prostate which
may alter the distances between markers, transmitter and the isocenter.
However, small changes in marker positions cause negligible displace-
ment of their centroid [39], whereas the distance between single
transmitter and the isocenter is directly affected. Thus the RayPilot

Fig. 5. On left: reference DRR-image of transmitter
and gold seeds, reconstructed from planning CT. On
right: corresponding kV-image at 28th treatment
fraction. 5mm caudal migration of the transmitter
can be seen between the images. Difference on dis-
tance between the gold seeds and pubic bones re-
veals notable prostate interfraction motion.

Table 4
The results of the Bland-Altman analysis of the couch shift difference between
migration corrected RayPilot values and kV imaging. All values are given in
mm. Also presented are the percentages of differences within±1 and±2mm.

AP SI LR

Bias (mean) 0.1 −0.7 0.3
SD 1.7 1.9 1.2
Upper LOA 3.4 2.9 2.6
Lower LOA −3.2 −4.3 −2.0
≤1mm [%] 41.6 44.8 79.2
≤2mm [%] 78.5 75.7 94.6
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localization accuracy may have been affected by deformation in con-
trast to FMs. In general, due to prostate deformation, at least two fi-
ducials are recommended to achieve accurate and reproducible align-
ment [45].

The effect of transmitter migration on the localization accuracy of
the RayPilot was evaluated by comparing the migration corrected
RayPilot localization values with corresponding kV-imaging based lo-
calization values. Mean difference and variation in differences de-
creased in AP and especially in SI direction but the LOAs were still
larger than clinically acceptable 2mm (Table 4). However, results in-
dicate that the transmitter migration is likely the major factor dete-
riorating the absolute localization accuracy of the RayPilot. In addition
to susceptibility to transmitter migration, the accuracy of the method is
affected by the subjective determination of the transmitter coil CP co-
ordinates from the planning CT. In spite of slice thickness from 0.5 to
1mm used in planning CT [34], we noticed differences up to 2mm in
the CP position defined by different physicists, due to limited resolution
of the CT images. Errors ≥0.5 mm in the transmitter CP were corrected
retrospectively in the RayPilot localization data for the analysis but it
was approximated that the residual error in the CP position determi-
nation was still ± 1mm. Due to human error, manual time synchroni-
zation between treatment and RayPilot computers was not done in
some fractions. In these cases the synchronization was done retro-
spectively by matching the treatment field start and end times with
setup and treatment part records of the RayPilot tracking data. After the
corrections, the residual time synchronization error was approximated
to be within± 15 s and±30 s at its worst. Time difference between the
imaging modalities might cause inaccuracies to the data because of the
intrafraction prostate motion and in order to evaluate its potential ef-
fect on localization differences, the tracking data was analyzed. Mean
(± SD) absolute shift in prostate intrafraction position during any 10,
20, or 30 s intervals starting during the first 3 min of tracking in which
the kV images were acquired, was ≤0.2 ± 0.3mm. Maximum motion
in any direction seen within 10, 20 and 30 s intervals, was 4.4, 8.1 and
9.7 mm, respectively. However, in 98.4% of the 30 s intervals, the
motion was< 1mm and in shorter intervals motions larger than 1mm
were even rarer. Motions< 1mm did not affect much to the couch
values suggested by the RayPilot, as the version of the RayPilot soft-
ware used in this study reported the desired couch values in 1mm re-
solution. Thus the prostate intrafraction motion may have had small,
but practically negligible, effect on the differences seen between the
RayPilot and kV imaging based localizations. Among the many possible
sources of error is the couch bending which can be defined with an
accuracy of 1mm and which is defined for every patient and taken into
account in the RayPilot software. It affects the AP and SI locations and
might cause some variation seen in the results. RayPilot array was ca-
librated into the machine isocenter prior the treatments and the daily
quality assurance checks were made in order to confirm the proper
functioning of the device. As a conclusion, the accuracy of the RayPilot
localization is affected by many factors including transmitter migration,
deformation of the prostate, the uncertainty in determination of the
transmitter CP, treatment couch bending and intrinsic precision and
accuracy of the system. Though the absolute localization accuracy of
the RayPilot may not be high enough for interfraction localization of
the prostate, the tracking function could still be used for intrafraction
motion tracking, as the tracking starting point can be calibrated to the
initial isocenter defined by other means, such as kV or CBCT imaging,
preferably with fiducial markers. However, the accuracy of the in-
trafraction motion tracking is based on the assumption of stable
transmitter position during the treatment fraction. The examination of
intrafraction stability of the transmitter and the accuracy of the in-
trafraction motion tracking were out of scope of this study.

Resolution of the DRR images could potentially affect to the accu-
racy of the matching of FMs. Using of thinner CT slices result in better
resolution and visibility of the FMs in DRR images (measured FM length
was on average 0.3mm shorter in DRRs reconstructed from 1mm slices

compared to 2mm slices) but the effect on the CPs and the centroid of
the FMs is negligible. In addition, as the kV matching was performed
similarly for all patients in the study, possible inaccuracies in kV
matching did not affect to the results on the agreement between dif-
ferent EM methods and kV imaging.

Bland-Altman method assumes that the differences between the
methods compared are normally distributed. According to Shapiro-Wilk
test, only the differences in AP direction between RayPilot and kV
imaging were normally distributed (p > 0.05). However, with the
sample sizes> 300, Shapiro Wilk test may be unreliable [46,47] and
difference histograms (Fig. 3) reveal that the differences are distributed
quite evenly around the mean. According to skewness and kurtosis of
the distributions, none of the distributions deviate substantially from
the normal distribution. Threshold value for a clinically significant
difference between the localization methods was chosen to be 2mm.
This value was based on the localization accuracy of the kV imaging of
fiducial markers and relatively small PTV margins used in our clinic.
Using looser criteria for the localization accuracy would require larger
margins which would expose critical organs to higher doses.

One of the limitations of the current study is that it is a single-in-
stitution study having patient number of 22 with RayPilot and 26 with
Calypso. Larger patient groups would give more insight into the effect
of FM, transponder or transmitter placement on the accuracy of the
corresponding localization method. However, the patient number and
especially the number of fractions analyzed were large enough to show
the differences between the localization methods. One clear benefit of
this study is the comparison of the EM methods to simultaneously
performed, and widely used, kV imaging of fiducials, which gives good
conception of the accuracy of the EM methods in prostate localization.
As the study was retrospective, preceding phantom studies were not
carried out to evaluate the intrinsic limitations of the accuracy of the
methods. However, calibration and regular QA of the systems ensured
the repeatability and accuracy of the measurements.

5. Conclusions

The results of the current study indicate that, mainly due to the
instability of the transmitter, the localization accuracy of the RayPilot
system in clinical circumstances is not equivalent to kV imaging of fi-
ducial markers and is not adequate for interfraction localization of the
prostate as such. RayPilot could be used for intrafractional motion
tracking, but the initial localization should be made by some other
means such as kV or CBCT imaging of fiducial markers. Instead, the
results imply that 95% of the differences between the localizations of
Calypso and kV imaging of transponders as fiducials can be expected to
lie within± 1.3 in any of the AP, SI or LR axes, which was considered
clinically acceptable. After confirming that the observed transponder
geometry fits the planned geometry, Calypso may be used inter-
changeably with the kV imaging of fiducials. The advantage of the
RayPilot is that the transmitter is removed after the treatment course
enabling post-treatment follow up with magnetic resonance imaging
(MRI), which is not possible with Calypso due to significant MRI arti-
facts from the transponders staying in the prostate. Independent clinical
studies are needed to confirm the results of the current study regarding
the localization accuracy of the RayPilot system.
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Abstract 
 
The aim of this study was to evaluate the dosimetric effect of continuous motion 
monitoring based localization (Calypso, Varian Medical Systems), gating and 
intrafraction motion correction in prostate SBRT. Delivered doses were modelled by 
reconstructing motion inclusive dose distributions for different localization strategies. 
Actually delivered dose (strategy A) utilized initial Calypso localization, CBCT and 
additional pre-treatment motion correction by kV-imaging and Calypso, and gating 
during the irradiation. The effect of gating was investigated by simulating non-gated 
treatments (strategy B). Additionally, non-gated and single image-guided (CBCT) 
localization was simulated (strategy C). A total of 308 fractions from 22 patients were 
reconstructed. The dosimetric effect was evaluated by comparing motion inclusive target 
and risk organ dose-volume parameters to planned values. Motion induced dose deficits 
were seen mainly in PTV and CTV to PTV margin regions, whereas CTV dose deficits 
were small in all strategies: mean ± SD difference in CTVD99% was -0.3 ± 0.4%, -0.4 ± 
0.6% and -0.7 ± 1.2% in strategies A, B and C, respectively. Largest dose deficits were 
seen in individual fractions for strategy C (maximum dose reductions were -29.0% 
and -7.1% for PTVD95% and CTVD99%, respectively). The benefit of gating was minor, 
if additional motion correction was applied immediately prior to irradiation. Continuous 
motion monitoring based localization and motion correction ensured the target coverage 
and minimized the OAR exposure for every fraction and is recommended to use in 
prostate SBRT. The study is part of clinical trial NCT02319239. 

 
 

Keywords: Prostate, SBRT of the prostate, dose reconstruction, intrafraction motion, 
interfraction motion, treatment localization, kV-imaging, CBCT-imaging, continuous motion 
monitoring, Calypso 
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1. Introduction 
 
Due to proposed high fractionation sensitivity (low α/β-ratio) of prostate cancer [1, 2] 

and technical advancements in radiotherapy (RT), the use of stereotactic body radiation 

therapy (SBRT) for treatment of localized prostate cancer has increased in recent years. 

Growing clinical evidence has proven the feasibility of prostate SBRT and suggests it as 

an appropriate treatment modality for low-risk and intermediate-risk prostate cancer [3], 

and also for intermediate-to-high risk prostate cancer [4]. Based on these results, the use 

of prostate SBRT is likely to increase further. The impact of treatment localization 

errors increases with higher doses per fraction and treatments comprising of only few 

fractions. Even a single localization error may compromise target coverage and expose 

organs at risk (OARs), such as rectum and bladder, to very high doses. There is also an 

urge to reduce the planning target volume (PTV) margins in order to reduce the high 

dose volumes of the OARs, which increases precision requirements even more. Image-

guidance of conventionally fractionated prostate radiotherapy typically corrects for 

interfraction variations in the prostate position. Different imaging modalities applied in 

prostate RT have been discussed previously [5]. Most effective and widely available 

technique, and established practice in many clinics, is the daily kV or cone beam 

computed tomography (CBCT) imaging of implanted fiducial markers (FMs)[6]. 

Hypofractionated protocols, such as SBRT, have higher precision requirements, and 

also the intrafraction motion of the prostate needs to be considered [7]. Dedicated 

devices, such as Calypso (Varian Medical Systems) [8, 9] and RayPilot (Micropos 

Medical) [10, 11], have been developed for continuous monitoring of intrafraction 

prostate motion. The advantage of these methods is that they provide real-time prostate 

localization and they can be used for beam gating and re-alignment of the patient, if the 

prostate motion exceeds pre-defined tolerances. Main tradeoff of these methods are the 

MRI artefacts caused by the ferromagnetic intraprostatic transponders and transmitters, 

which reduce the utilization of MRI imaging in treatment planning and for Calypso, 

because of the permanent implantation of the transponders, also the follow-up. These 

methods also rely on additional hardware to a linear accelerator (Linac).   

The current procedure for prostate SBRT at Tampere University Hospital involves 

initial Calypso localization with additional CBCT and kV imaging prior to treatment 

delivery with volumetric modulated arc therapy (VMAT), and Calypso motion 

monitoring and automatic beam gating during treatment to prevent geometrical target 

misses caused by intrafraction motion. If the use of Calypso could be avoided, then this 
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method could have potential for wider use worldwide and is therefore of interest to 

investigate. A lot of studies have looked at intrafraction motion and its dosimetric 

impact: Colvill et al [12] studied the dosimetric impact of prostate intrafraction motion 

and the use of multileaf collimator (MLC) tracking and gating as motion correction 

strategies in conventionally fractionated prostate RT. They found that without motion 

correction there can be significant decrease in target dose coverage for some fractions. 

Li et al [13] investigated the characteristics of intrafraction prostate motion and 

dosimetric consequences of the motion for different PTV margins and different motion 

management procedures in conventionally fractionated step-and-shoot intensity 

modulated RT (IMRT) of the prostate. Their findings suggest that 2 mm PTV margin 

would be adequate provided that the pre-fraction localization is based on Calypso, and 

that intrafraction realignment would enable even further margin reduction. Continuous 

motion monitoring and intrafraction motion correction have been shown to increase the 

target coverage also in prostate SBRT using IMRT [14]. Juneja et al [15] evaluated the 

dosimetric effect of prostate intrafraction motion using different motion metrics and 

found strong correlation between mean of the highest 50% of motion and PTVD95%. In 

CyberKnife treatments, due to their long duration, target position is monitored and 

controlled throughout the treatment with orthogonal kV imaging and robotic position 

corrections using user-defined time intervals. Van de Water et al [16] found, that the 

correction interval required for optimal target coverage in prostate SBRT would be 

between 60 and 180 seconds, when using 3 mm CTV-to-PTV margins. 

 While previous studies have investigated the dosimetric effect of intrafraction 

prostate motion in many different ways, none of them have specifically addressed the 

pre-treatment motion during the setup procedure. In the advent of modern treatment 

techniques, such as VMAT and flattening filter free (FFF) beams, which enable short 

treatment times, the duration of the setup period might be longer than the duration of the 

actual beam delivery. This increases the relevance of prostate motion during the setup 

period, and thus more emphasis should be put on the geometric accuracy of the initial 

setup. In this study, we will look specifically at this problem. 

 The aim of this study was to investigate the dosimetric benefit of gating and 

continuous motion monitoring based motion correction prior to and during the treatment 

delivery using the data of clinically treated patients. Of special interest was whether 

prostate SBRT could be implemented safely using only pre-treatment imaging with FMs 

without additional technical accessories such as the Calypso system. To our knowledge, 
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a direct dosimetric comparison between inter- and intrafraction motion correction 

strategies in prostate SBRT has not been previously made. The dosimetric effect of the 

motion in different motion control and localization strategies was evaluated by 

reconstructing motion inclusive dose distributions and comparing reconstructed dose 

volume histogram (DVH) parameters both in target and normal tissue structures to the 

planned values. The study is part of a clinical trial (ClinicalTrials.gov NCT02319239) 

which aims at developing safe extremely hypofractionated treatment protocol for 

prostate cancer. 

 

 

 
2. Materials and methods 
 

2.1. Patients and treatment technique 

Twenty-two patients treated between July 2016 and January 2019 were included in the 

study. Patients were treated with 5 x 7 Gy (n=11) or 5 x 7.25 Gy (n=11) fractions every 

other day. The clinical target volume (CTV) was the prostate alone and the PTV was 

formed by adding 3 mm posterior margin and 5 mm elsewhere around the CTV. 

Prostate and prostatic urethra were delineated with the help of MRI image fused with 

the planning CT. The urethra was delineated as an 8 mm diameter cylindrical structure 

to cover the geometrical uncertainties arising from image registration and prostate 

deformation between imaging sets and during the treatment course. The treatment 

technique was VMAT using two full arcs or two partial arcs (gantry 240°-120°) and 10 

MV FFF beams. The treatments were delivered with a TrueBeam STx (Varian Medical 

Systems) linear accelerator. Dose optimization and calculation were made with Eclipse 

treatment planning system (TPS) (versions 13.6 and 15.6, Varian Medical Systems). 

The PTV mean dose was normalized to 100% of the prescribed dose and the 95% 

isodose covered the whole PTV. The maximum allowed dose in PTV was 105%. For 

patients receiving 5 x 7.25 Gy, the urethra dose was optimized to a mean of 35 Gy, 

while the surrounding PTV was simultaneously optimized to mean dose of 36.25 Gy. 

Organ at risk (OAR) structures were bladder, rectum and femoral heads, which were 

optimized according to clinically approved criteria. The dose calculation algorithm was 

AAA, version 13.6.23 or 15.6.03.    
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2.2. Localization and motion tracking 

Patients were positioned supine on the treatment couch by aligning setup lasers with 

tattooed skin marks. An in-house made knee support was used. The Calypso system was 

used for initial localization and subsequent motion tracking of the prostate. Technical 

aspects and operating principle of the system are presented in detail elsewhere [8, 9]. 

Described briefly, the system consists of three transponders implanted into the prostate 

and electromagnetic (EM) source/receiver array setup above the patient during the 

treatment. The system detects the locations of the transponders (and thus the prostate) 

responding to the EM signals sent by the array source coils. The system is calibrated to 

the treatment machine isocenter. Based on treatment plan information sent to the 

system, 3D positions of the transponders relative to the treatment isocenter are known 

and by detecting transponder positions, machine isocenter can be matched to the 

treatment isocenter. Transponder positions are read at 25 Hz (Calypso version 3.0), 

resulting in real-time continuous prostate motion detection. The motion is detected and 

reported in translational [left-right (LR), superior-inferior (SI) and anterior-posterior 

(AP)] directions. Reported precision and accuracy of the system is 0.4 ± 0.4 mm and 

0.1 ± 0.1 mm, respectively [17] and the clinical localization accuracy of the system is 

comparable to FM based orthogonal kV imaging [5]. CBCT was acquired to check the 

filling status of the bladder and rectum and matched to planning CT using transponders 

as FMs. If the rectum was too filled pushing anterior rectal wall into the treatment 

volume, or the bladder was too empty, patient was advised to empty the rectum or drink 

water, after which a new CBCT was taken. When the prostate was covered by the PTV 

with the fiducial alignment, OAR filling status was adequate and OARs were not 

unreasonably exposed in the treated area, setup and treatment procedures could proceed. 

If the prostate had shifted between initial localization and CBCT, the displacement was 

corrected by couch shifts. After the CBCT, the localization was further confirmed by an 

orthogonal kV image pair, using transponders as FMs. The kV imaging was done in 

comparative purposes and is not necessary, if the Calypso is used [5]. Possible shift of 

the prostate after CBCT acquisition, detected by the kV imaging, was corrected by 

corresponding couch shifts. In addition to kV image verification and repositioning, 

Calypso adaptive couch repositioning was used in some fractions to correct for prostate 

displacement that occurred during and after the CBCT or kV imaging, prior to 

irradiation. The treatment was started and if the motion of the prostate exceeded 

tolerances (2 mm posteriorly, 3 mm elsewhere) the irradiation was gated off 



6 
 

automatically. If the position of the prostate did not return within the tolerances, the 

Calypso adaptive couch repositioning was used. Calypso motion data was exported for 

further analysis and dose reconstruction purposes after the treatment. The clinically 

implemented localization and motion correction strategy including the use of Calypso 

and CBCT and kV imaging is referenced as “strategy A” hereafter. 

 

2.3. Simulation of alternative localization strategies 

To evaluate the dosimetric benefit of continuous monitoring based localization and 

gating, two alternative localization strategies were simulated by editing Calypso motion 

trajectories. To simulate the motion of the prostate without intrafraction beam gating 

and motion correction, the motion data were corrected for gating events and Calypso 

based couch adjustments during the treatment delivery. This is referenced as “strategy 

B” hereafter. 

Further, to evaluate the prostate motion and its effect on dose distribution following 

a localization based only on initial Calypso localization and CBCT imaging, the data 

were corrected for all couch adjustments other than CBCT based. This is referenced as 

“strategy C” hereafter. Figure 1 shows an example of real (strategy A) and simulated 

(strategy C) motion trajectories for the same fraction. 

 

 

 
Fig. 1. Real (left) and simulated (right) prostate intrafraction motion trajectories for one fraction. 

At the start of the fraction, the target was already aligned to isocenter with Calypso. During 

CBCT acquisition and image interpretation the prostate was displaced due to intrafraction 

motion. Motion correction was first done by kV imaging, but due to motion during kV imaging 

and image matching procedure, SI and AP positions were still 2-3 mm displaced after the 

correction. This residual error was then corrected by Calypso adaptive couch repositioning. On 

simulated trajectory, couch corrections were removed. Without the additional couch correction 

prior the irradiation, the mean displacement during treatment would have been 4.9 mm in the 
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superior direction and 5.5 mm in the anterior direction. Rectangular bars represent the beam on 

time intervals. 

 

2.4. Motion including dose reconstruction 

Motion including dose distributions were reconstructed using an isocenter shift dose 

reconstruction method, which has previously been developed and validated for moving 

targets with dynamic treatments [18]. The method incorporates the 3D target motion 

trajectory during the treatment delivery into the Dicom treatment plan exported from the 

TPS. The motion encoded treatment plan is sent back to the TPS where it is recalculated 

resulting in the motion including dose distribution.  

Motion encoding of the treatment plan was done by dividing the intrafraction motion 

trajectory, extracted from the Calypso log files, into 1 mm position bins. The motion 

trajectory was synchronized with the original treatment plan and for each position bin, 

sub-beams were constructed from the treatment plan control points to represent the part 

of the treatment delivery, while the target was located within each position bin. For each 

sub-beam the target displacement was modelled as a corresponding isocenter shift [18]. 

Motion encoding of the treatment plans was made with in-house MATLAB program 

(MATLAB R2017b, MathWorks), and all of the recalculations in TPS were made using 

dose calculation algorithm AAA, version 13.6.23. Motion including dose distributions 

were reconstructed for localization strategies A, B and C. 

 

2.5. Data analysis, statistical tests 

Intrafraction motion during the beam delivery was analyzed for each fraction. Mean 

displacement in 3D, LR, SI and AP directions was calculated for every fraction and 

over all fractions in each strategy. Mean percentage time of absolute displacements ≥ 1, 

2, 3, 5 and 7 mm in LR, SI and AP directions were calculated as well. The position of 

the prostate was defined relative to the tracking starting point position, immediately 

after Calypso localization, before any imaging and treatment delivery.  

To evaluate the dosimetric effect of the motion in each localization strategy, dose-

volume parameters were derived from DVHs of each fraction in each strategy. 

Analyzed dose-volume parameters for target structures were: PTVD95%, PTV mean 

dose, CTVD99%, CTV mean dose, PTVsubCTVD95% (PTV shell volume around the 

CTV), urethra D2%, urethra D99% and urethra mean dose. For patients with 

5 x 7.25 Gy fractionation, the urethra was irradiated to 7 Gy causing heterogeneous 

PTV and CTV dose distributions. For these patients, the urethra was excluded (with 
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zero-margin) from the CTV and PTV volumes to get comparable DVHs with 5 x 7 Gy 

fractionated patients. However, due to dose gradients within the target volume of 

5 x 7.25 Gy fractionated patients, prostate motion may cause different kind of defects to 

the dose distribution than with 5 x 7 Gy patients with more homogenous dose 

distribution. Therefore, differences in target dose-volume parameters to the planned 

values were also calculated separately for both fractionation schemes. 

For OAR structures the analyzed parameters were: V50%, V65%, V90% and 

V100% for the bladder and V50%, V65%, V90%, V96.2% and V100% for the rectum. 

V96.2% to the rectum is used as a measure of the plan quality in our clinic, and thus 

chosen as one of the parameters. Dose parameters in each localization strategy were 

compared to planned values and the comparisons were made for individual fractions, 

individual patients (cumulative effect of 5 fractions) and different strategies (averaged 

over all fractions per strategy). Running cumulative variation in PTVD95% and 

CTVD99% was calculated to evaluate whether the differences would average out with 

treatment progression. 

Correlation of the motion and dosimetric changes was evaluated calculating Pearson 

correlation coefficients between motion metrics (mean LR, SI and AP displacements, 

mean of absolute LR, SI and AP displacements and mean 3D displacement) and change 

in dosimetric parameters relative to planned doses. For brevity, only the strongest 

correlations are presented. Wilcoxon signed rank test was used to test whether the 

motion inclusive dose-volume parameters (strategies A, B and C) were significantly 

different from the planned dose-volume parameters and strategies B and C were also 

tested against strategy A (delivered dose). Kolmogorov-Smirnov test was used to 

evaluate whether or not the dose-volume parameters were normally distributed.  

 
 
 
3. Results 
  

Due to missing motion trajectory, or fractionated treatment trajectory log files, some of 

the 110 fractions from the 22 patients included in the study could not be reconstructed. 

Thus the total number of fractions analyzed was 103 for strategies A and B and 102 for 

strategy C. 
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3.1. Prostate intrafraction motion 

Mean prostate displacement and maximum and minimum values of the fraction mean 

displacements during treatment delivery for all patients and fractions are presented in 

table 1. In addition to mean values in 3D and translational directions, means of absolute 

values of translational displacements and range of the motion that occurs during beam-

on are given. Positive values represent anterior, superior and left displacements. It is 

noteworthy, that there are displacement values that exceed the motion tolerances in 

strategy A. These appear in the motion data log just before the beam is interrupted by 

the gating system and are probably due to slightly inaccurate synchronization between 

logged position and logged beam-on status. Range between strategies B and C differ 

because of the differences in the pre-treatment motion correction between the strategies. 

The maximum cumulative time of tolerance exceeding motion in Calypso logs for 

single fraction was about 0.4 seconds. The bias this creates in the modelled dose is 

negligible and can be ignored. Most of the motion occurred in SI and AP directions, 

which can be seen in percentage times with absolute displacement ≥ 1, 2, 3, 5 and 7 mm 

within treatment delivery time, presented in table 2.  

 
 
Table 1. Mean and SD of the intrafraction prostate displacement during treatment delivery, 

averaged over all fractions in each localization strategy. Subscript “abs” refers to absolute value. 

Range describes the observed maximum amplitude of the motion. Maximum and minimum of 

mean fraction displacements are shown as well. All values are given in mm. 
Strategy  3D LR abs SI abs AP abs LR SI AP 

A Mean 1.0 0.4 0.5 0.5 0.0 0.0 0.1 

 SD 0.4 0.3 0.4 0.4 0.5 0.7 0.7 

 Min 0.3 0.0 0.0 0.0 -1.5 -1.8 -1.3 

 Max 2.2 1.5 1.8 1.9 1.1 1.6 1.9 

 Range     -2.7,1.8 -4.1,9.8 -2.2,3.1 

B Mean 1.1 0.4 0.5 0.6 0.0 0.0 0.1 

 SD 0.6 0.3 0.5 0.6 0.5 0.7 0.8 

 Min 0.3 0.0 0.0 0.0 -2.4 -1.9 -1.3 

 Max 4.8 2.4 2.3 4.5 1.1 2.3 4.5 

 Range     -2.8,1.8 -4.2,11.8 -2.4,9.0 

C Mean 1.7 0.6 0.9 0.9 0.1 0.1 -0.1 

 SD 1.1 0.6 0.9 0.9 0.8 1.3 1.3 

 Min 0.5 0.0 0.0 0.0 -2.6 -4.6 -4.0 

 Max 7.4 3.4 4.9 5.5 3.4 4.9 5.5 

 Range     -3.0,4.1 -6.8,12.8 -5.2,7.9 
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Table 2. Percentage time with absolute prostate displacements above 1, 2, 3, 5 and 7 mm within 

the treatment delivery time.  
 Strategy A Strategy B Strategy C 

 LR SI AP LR SI AP LR SI AP 

≥ 1 mm 5.0 15.9 15.7 5.4 17.8 16.8 14.8 32.5 37.0 

≥ 2 mm 0.1 1.1 1.4 1.1 2.6 3.6 3.6 10.4 10.8 

≥ 3 mm 0.0 0.0 0.0 0.0 0.3 1.3 1.0 4.8 3.2 

≥ 5 mm 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.6 1.1 

≥ 7 mm 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 

 

 

 

3.2. Dosimetric data 

 

3.2.1. Target structures 

Mean, SD and maximum differences in dose parameters between motion inclusive and 

planned dose distributions are presented in table 3. Deviations in PTVD95% and 

PTVsubCTVD95% relative to planned values are generally small in strategies A and B 

but larger in strategy C. Despite the dose deficits seen in PTV and PTVsubCTV 

parameters, mean PTV, mean CTV and CTVD99% values over all fractions were 

minimally affected in any of the strategies. Dose deficits can also be seen in mean 

DVHs, which are presented for PTV, CTV, PTVsubCTV and urethra in figure 2. The 

heterogeneous dose in the prostate-urethra region of 5 x 7.25 Gy plans compared to 

5 x 7 Gy plans did not have effect on differences between motion inclusive CTVD99%, 

mean CTV and planned doses. However, differences in mean PTV, PTVD95% and 

PTVsubCTVD95% values were larger especially in strategy C with 5 x 7.25 Gy 

fractionation (table 4). 
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Table 3. Mean, SD and maximum percentual differences in calculated dose parameters between 

motion inclusive and planned dose distributions over all patients and fractions. 
 Strategy A Strategy B Strategy C 

 Mean SD Max Mean SD Max Mean SD Max 

PTVsubCTVD95%  -1.6 1.5 -8.4 -2.0 2.2 -15.4 -5.2 7.2 -45.2 

PTVD95% -0.9 0.8 -4.3 -1.2 1.5 -10.8 -3.1 4.9 -29.0 

PTV mean  -0.2 0.2 -1.2 -0.2 0.3 -2.1 -0.5 0.9 -6.4 

CTVD99% -0.3 0.4 -2.5 -0.4 0.6 -3.5 -0.7 1.2 -7.1 

CTV mean  0.0 0.2 -0.5 0.0 0.2 -0.5 -0.1 0.3 -2.2 

Urethra D2%  0.7 0.8 3.8 0.9 1.1 6.6 1.3 0.9 6.1 

Urethra D99%  -1.3 3.4 -20.2 -1.4 3.5 -20.8 -5.7 12.4 -59.6 

Urethra mean  0.1 0.3 1.2 0.1 0.4 2.1 0.1 0.8 -2.8 

V100% bladder 9.5 63.9 325.4 6.6 62.6 323.0 44.5 170.6 1095.8 

V90% bladder  -0.6 22.0 89.9 -1.8 23.6 88.1 8.6 59.9 347.4 

V65% bladder  -0.2 13.7 43.6 -0.9 15.1 43.0 2.4 33.3 149.8 

V100% rectum  55.1 159.4 913.0 81.3 265.9 2004.7 83.6 224.2 1347.9 

V96.2% rectum  3.6 39.7 116.5 7.6 51.4 292.8 8.1 77.9 413.9 

V65% rectum  2.2 25.5 65.5 4.6 31.7 174.5 2.5 51.3 269.3 

 

 

 
Table 4. The effect of heterogeneous dose distribution (urethra sparing in 5 x 7.25/7 Gy 

fractionation) on differences between motion inclusive and planned target dose parameters. All 

results are relative to planned values [%].  
 5 x 7 Gy 5 x 7.25/7.0 Gy 

 A B C A B C 

PTVsubCTVD95% -1.7 ± 1.6 -1.9 ± 1.9 -3.7 ± 5.1 -1.5 ± 1.4 -2.0 ± 2.5 -6.7 ± 8.6 

PTVD95% -0.9 ± 0.8 -1.0 ± 1.0 -2.0 ± 3.3 -0.9 ± 0.8 -1.3 ± 1.9 -4.1 ± 5.9 

PTV mean  -0.1 ± 0.3 -0.1 ± 0.2 -0.3 ± 0.5 -0.2 ± 0.2 -0.2 ± 0.4 -0.7 ± 1.2 

CTVD99% -0.4 ± 0.5 -0.4 ± 0.6 -0.6 ± 1.1 -0.2 ± 0.3  -0.3 ± 0.5 -0.7 ± 1.2 

CTV mean  0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 0.0 ± 0.2 -0.1 ± 0.4 

 

 

For individual fractions, larger deviations were seen with maximum observed 

differences of -6.4% (PTV mean), -2.2% (CTV mean), -29.0% (PTVD95%) and -7.1% 

(CTVD99%) (Table 3). These occurred within the same fraction in localization strategy 

C for which the mean 3D intrafraction displacement was the largest observed, 7.4 mm. 

DVHs from the motion inclusive dose distribution from the corresponding fraction are 

compared with strategy A and the planned doses in figure 3. Shift of the dose 
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distribution of strategy C at this fraction can be seen in figure 4, while the delivered 

dose (strategy A) hit the target precisely. The maximum differences in PTV mean, CTV 

mean, PTVD95% and CTVD99% were -1.2%, -0.5, -4.3% and -2.5%, in strategy A and 

-2.1%, -0.5%, -10.8% and -3.5% in strategy B, respectively (Table 3). 
Larger than 1% dose difference in CTVD99% was seen in 6 (5.8%), 7 (6.8%) and 17 

(16.7%) fractions in strategies A, B and C, respectively. At least 5% dose deficit in 

PTVD95% was seen in 0, 2 and 11 (10.8%) fractions in strategies A, B and C, 

respectively. According to Wilcoxon signed rank test, all of the dose parameters, except 

CTV mean dose in strategies A, B and C, and urethra mean dose in strategy C differed 

significantly (p < 0.05) from planned values. However, for urethra mean dose, the 

differences were near the significance level in all strategies: p values were 0.011, 0.025 

and 0.084 for strategies A, B and C, respectively. Between strategies A and B, the 

difference was significant (p < 0.05) for all other dose parameters than CTV (D99% and 

mean dose) and urethra (D2, D50, D99, mean dose) parameters. Between strategies A 

and C, the difference was significant for all other dose parameters than urethra mean 

dose. Based on Kolmogorov-Smirnov test, CTVD99% in strategies A and B and urethra 

D2% in strategy A were found to be normally distributed. Thus, the comparison results 

of these parameters may be uncertain.  

Running cumulative variation in CTVD99% and PTVD95% as a function of treated 

fractions for patients with five successfully reconstructed fractions (n=16) is shown in 

figure 5. Larger than 1% differences in CTVD99% between cumulative doses of five 

summed fractions and planned doses were seen only in strategy C for 4 patients. Larger 

than 5% cumulative differences in PTVD95% were seen only for the same 4 patients. 

The maximum cumulative differences after five fractions in CTVD99% and PTVD95% 

were -1.9 and -12.5%, respectively, in strategy C. Mean (± SD) cumulative variations in 

PTVD95% after five fractions were -0.9 ± 0.5, -1.2 ± 0.7 and -3.6 ± 3.3% for strategies 

A, B and C, respectively. The corresponding variations in CTVD99% 

were -0.3 ± 0.2, -0.4 ± 0.3 and -0.7 ± 0.5%.  

PTVD95%, PTVsubCTVD95% and mean PTV correlated strongly with mean 

absolute AP, SI and 3D displacements (r = -0.74 – -0.89). CTVD99% correlated 

moderately with mean 3D displacements (r = -0.67). 
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Fig. 2. Mean DVHs for PTV, CTV, PTVsubCTV and urethra for localization strategies A (light 

solid line), B (dotted line) and C (dashed line). Planned mean DVHs (solid line) are plotted for 

comparison.  

 
 

Fig. 3. DVHs from motion inclusive dose distribution (strategy C) for a fraction with largest 

observed differences to planned values in PTV and CTV parameters (solid line). DVHs 

representing delivered dose (strategy A) (dashed line) for the same fraction and planned values 

(dotted line) are plotted for comparison. Plan evaluation criteria for rectum (circle) and bladder 

(cross) are plotted as well. 
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Fig. 4. Distributions of at least 95% of the prescribed dose (7.25 Gy per fraction) in localization 

strategies A (left) and C (right) for a fraction of largest observed motion in strategy C. Mean 3D 

intrafraction displacements of the prostate were 1.0 mm and 7.4 mm in strategies A and C, 

respectively. Colder dose area is the urethra region, which was optimized to 7 Gy. 

 
 

 

 
 

 
Fig. 5. Running cumulative variation from planned values in motion inclusive PTVD95% and 

CTVD99%. Each curve correspond to a patient. A, B and C refer to corresponding localization 

strategies as explained in the text.  
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3.2.2. Organs at risk 

Table 3 shows mean, SD and maximum differences between motion inclusive and 

planned dose distributions for rectum and bladder, over all fractions in each localization 

strategy. V100% in bladder increased in each strategy but mostly in strategy C. 

However, mean absolute V100% values were small, 1.9 ± 1.4, 1.8 ± 1.4 and 

2.0 ± 1.6 cm3 in strategies A, B and C, respectively. Due to small planned values, the 

maximum percentual increase in bladder V100% was substantial although the 

corresponding maximum V100% in absolute volumes was small: 0.9, 0.9 and 2.6 cm3 in 

strategies A, B and C, respectively. Delivered absolute V90% and V65% corresponding 

to maximum percentual increase were 3.2, 3.1, 7.5 cm3 and 8.3, 8.3, 14.5 cm3 in 

strategies A, B and C, respectively. Delivered maximum absolute volumes for V100%, 

V90% and V65% were 8.0, 8.0 and 13.1 cm3 (strategy A), 17.5, 17.3 and 24.0 cm3 

(strategy B), 31.3, 31.1 and 46.5 cm3 (strategy C). Compared to planned values, the 

lower dose volumes changed only little in each strategy but the variation was large 

overall. Similarly to bladder, high dose volumes to rectum (V100% and V96.2%) 

increased the most, whereas lower dose volumes were affected only little in each 

strategy. However, delivered absolute volumes of rectum V100% and V96.2% 

corresponding to largest percentual increase were only 0.6, 1.3 and 0.9 cm3, and 2.9, 4.2 

and 7.5 cm3, whereas maximum absolute V100% and V96.2% values were 2.9, 2.9 and 

2.3 cm3, and 4.9, 4.9 and 7.5 cm3 in strategies A, B and C, respectively. For rectum 

V90%, corresponding values were 4.0, 6.6 and 9.7 cm3 and 6.9, 6.9 and 9.7 cm3, and for 

rectum V65% they were 5.9, 14.8 and 15.3 cm3 and 13.2, 14.8 and 15.3 cm3 in 

strategies A, B and C, respectively. Absolute mean (+SD) V100% values for rectum 

were 0.6 ± 0.6, 0.6 ± 0.6 and 0.6 ± 0.5 cm3 and V96.2% were 1.6 ± 0.9, 1.6 ± 1.0 and 

1.6 ± 1.1 cm3 in strategies A, B and C, respectively. Our clinical plan evaluation 

criterion V96.2% ≤ 5% was exceeded in 7 (6.8%), 9 (8.7%) and 11 (10.8%) fractions in 

strategies A, B and C, respectively, while the maximum planned V96.2% was 4.3%. 

Variation over all fractions was large. Maximum observed absolute rectum V96.2% [7.5 

cm3 (10.6%)] occurred in strategy C, in a fraction with largest observed mean 

displacement (figures 1, 3 and 4). Delivered V96.2% for the same patient and fraction 

was 1.8 cm3 (2.6%).  

Large deficits were seen in urethra D99% on individual fractions. These are due to 

craniocaudal displacement of the prostate, which leaves cranial or caudal parts of the 

urethra outside of the radiation field. Averaged over all fractions, urethra D2% 
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increased in all strategies, urethra structure being surrounded by higher prescribed dose 

to prostate. Urethra D99% correlated strongly with mean absolute SI displacements 

(r = -0.81). Bladder V100% and V90% correlated strongly with mean SI displacements 

(r = -0.71 and r = -0.84, respectively). Rectum V96.2% and V90% correlated strongly 

with mean AP displacements (r = 0.91 for both). 

 

 

4. Discussion 
 
Dosimetric effects of prostate motion were mainly seen in PTV and PTVsubCTV 

structures, whereas CTV dose degradation was small in all localization strategies. 

Larger dose degradation especially in PTVsubCTV structure emphasizes that the 

dosimetric effects were mainly limited to the peripheral area of the PTV. These findings 

reflect that the prostate motion during the treatment delivery was small and that the 

applied CTV to PTV margins mostly accounted for the motion induced dose deficits, 

even when the localization was not as accurate as possible, and gating was not used, as 

in strategy C. The largest changes for urethra were seen in parameter D99%, which is 

explained by SI motion causing dose deficits to the most superior and inferior parts of 

the urethra. Lower prescribed dose to the urethra, may cause underdosage to the 

surrounding CTV in the presence of prostate motion (figure 4), although the results of 

this study indicate that the effect, on average, is small.   

On individual fractions, larger dose differences were seen. However, if additional 

motion correction prior to treatment was used, CTVD99% dose deficits were less 

than -2.5%, and -3.5% in strategies A and B, respectively. Without additional motion 

correction (strategy C), CTV dose deficits were larger. The maximum dose deficit in 

CTV mean and CTVD99% was -2.2% and -7.1%, respectively, which according to the 

dose response of prostate cancer in conventionally fractionated or moderately 

hypofractionated RT without androgen deprivation could lead to 5-16% decrease in 

tumour control probability (TCP) [19]. Figure 3 shows the DVHs for this particular 

fraction and also the DVHs for the actually delivered dose and planned dose 

distributions. The delivered fraction utilized kV imaging and Calypso based couch 

corrections in addition to CBCT (figure 1), to correct for the displacement induced by 

prostate drift between CBCT and treatment delivery. Overall, continuous motion 

monitoring based localization and motion correction (strategy A) ensured accurate dose 

delivery for each fraction, whereas single pre-fraction image-guided setup (strategy C) 
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was susceptible to intrafraction motion compromising target coverage and exposing 

OARs to higher doses for some fractions. 

Motion induced dose deficits seen in the current study are similar to those in the 

literature. Colvill et al [12] found that motion induced dose degradation in CTVD99% 

and PTVD95% can be even more than -19% and -34%, respectively, from the planned 

values on individual fractions. If gating was used, these figures dropped to -0.7% 

and -2.7%, respectively. They found also that the dose degradation PTVD95% and 

CTVD99% was highly correlated with 3D motion (-0.97 and -0.85, respectively). In a 

study of 294 prostate VMAT fractions from 18 patients, Juneja et al [15] found an 

average drop of 6.2% in PTVD95%, if the mean of the highest 50% of 3D motion was 

more than 3 mm. They also found that the dosimetric impact on PTVD95% was well 

correlated with many motion metrics, especially with the mean of the highest 50% of 

motion. Averaged over 486 fractions from 15 patients treated with step-and-shoot 

IMRT, Langen et al [20] found mean (±SD) change of -0.2 ± 0.5% and -0.5 ± 1.1% in 

CTV D95% and PTVD95%, respectively, but contrary to findings of Colvill et al [12] 

and Juneja et al [15], they did not find correlation between motion and its dosimetric 

impact. Colvill et al [12], Langen et al [20] and Juneja et al [15] partly, analysed the 

dosimetric effect of conventionally fractionated treatments. Though the absolute dose 

values differ between this study and theirs, relative dose distributions in prostate RT 

with intensity modulated techniques are quite similar [21], and thus considered 

comparable between each other. In the present study, similarly to findings of Colvill et 

al [12] and Juneja et al [15], PTVD95% was found to have strong correlation with 3D 

motion whereas CTVD99% was correlated moderately. The almost negligible benefit of 

beam gating, that is seen in the small dosimetric differences between strategies A and B, 

is in contrast to findings of van de Water et al [16] on the dosimetric impact of 

intrafraction position corrections in CyberKnife treatments. However, the beam delivery 

time of a prostate SBRT treatment is significantly higher for CyberKnife than for 

VMAT [21], and thus the CyberKnife treatments are more susceptible to intrafraction 

prostate motion.  

In conventional or moderately hypofractionated fractionation schemes, dose deficits 

tend to average out due to large number of fractions [7, 20], but in SBRT with small 

number of fractions, the averaging of the errors may not happen, as indicated in this 

study. In localization strategy A the average cumulative effect of the motion decreased 

in PTVD95% and remained unchanged in CTVD99%. In strategy B without gating, the 
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average variation in PTVD95% decreased and CTVD99% increased, but only negligible 

(from -0.3% to -0.4%). Without additional motion correction prior to irradiation 

(strategy C) the average variation in cumulative PTVD95% and CTVD99% increased as 

a function of treated fractions (from -2.6% to -3.6% and from -0.5% to -0.7%, 

respectively). It is noteworthy, that for some patients, the cumulative variation increased 

still at the fifth and last fraction, which indicates that additional motion correction and 

gating are needed throughout the treatment course to ensure the correct target coverage. 

Motion tolerances used with gating ensure that the CTV lies within the high dose 

region throughout the treatment. However, as the total dose of a single VMAT fraction 

is a sum of sub fields with varying beam apertures and dose rates per gantry angle, even 

small intrafraction target motion may result in sub beam doses that do not cumulate 

onto each other as planned, which can give heterogeneities into the delivered dose 

distribution. This interplay effect can cause cold and hot spots within inner part of the 

PTV (figure 6). Dose degradation due to interplay effect in prostate VMAT is small for 

most patients and the effect is reduced over multiple fractions [22]. In SBRT with five 

fractions or less, the effect is unknown. However, more detailed investigation of the 

interplay effect was out of scope of this study. 

 

 

 
Fig. 6. Dose degradation in inner part of the target due to interplay effect between prostate 

motion and changing dynamic beam parameters. CTVD99% differed -2.5% from the planned 

value and the mean 3D displacement was 1.7 mm for this strategy A fraction. Doses of at 

least 95% of the prescribed dose are shown. 

 

 

In addition to target structures, prostate motion affects the dose of the nearby OARs. 

V100% in both bladder and rectum increased in general, regardless of the localization 

strategy. OAR volumes within or in close vicinity to PTV are very sensitive to large 
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dosimetric changes due to prostate motion because of steep dose gradients and therefore 

even a small displacement may multiply V100%. Bladder volumes receiving 90% or 

65% of the prescribed dose decreased in strategies A and B and increased in strategy C. 

V96.2% and V65% of the rectum increased in all strategies. It is noteworthy, that the 

increase in rectal volumes getting high doses (V96.2% and V100%) can be substantial 

(figure 3) without accurate localization prior to treatment. High rectal and bladder wall 

doses in prostate SBRT are associated with increased toxicity [23, 24] and thus different 

means of OAR dose sparing (e.g. reduced margins with continuous motion monitoring, 

or rectal spacers [25-27]) should be considered when planning prostate SBRT.  

Though the additional localization prior to treatment seems to be sufficient for target 

coverage, continuous motion monitoring based localization and gating strategy is 

required to minimize the high dose volumes in rectum and bladder. This is consistent 

with findings of Zhang et al [28], who showed that with 3 mm posterior margin and 

5 mm margins elsewhere, intrafraction motion would have only little effect on 

CTVD95%, but sparing of OARs would require relatively tight 1 mm posterior and 

inferior motion tolerances, especially with higher doses (42.5 Gy in five fractions). Choi 

et al [29] found that toxicity related to CyberKnife prostate SBRT treatment was highly 

sensitive to intrafractional prostate motion, although local tumor control was not 

affected. CyberKnife may produce higher doses to the OARs when compared to VMAT 

or other IMRT techniques resulting in higher normal tissue complication probability 

(NTCP) [21] and while the results of Choi et al [29] may not be fully applicable in 

assessing the risks of VMAT treatments, they provide clinical evidence supporting the 

role of precise motion correction in minimizing the OAR doses in prostate SBRT. 

While small CTV-to-PTV margins reduce OAR doses, they increase the risk of 

target underdosage due to prostate motion. Tighter margins also put higher demands on 

correct target definition, as the plan becomes less forgiving for delineation errors. Better 

target coverage would have been expected, even in strategy C, if larger margins were 

used, but with the cost of increased OAR doses. In addition to prostate motion, optimal 

treatment margins depend on many clinical and technical aspects and detailed margin 

analysis was out of scope of this study. 

Averaged over all patients, the observed prostate motion was small in the present 

study, even in strategy C. This is explained by the fact that only a small fraction of 

patients exhibit large prostate motions [30, 31], and on the other hand, short treatment 

times specific to VMAT-FFF treatments. This is compatible with the fact that the 
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likelihood of the prostate motion increases with increasing treatment time [31, 32]. 

Most of the motion occurred in SI and AP directions (table 2), which is consistent with 

findings in literature [33]. Beam gating keeps the displacement within predefined 

tolerances in strategy A and differences in displacements between strategies A and B 

originate from the prostate motion that would have happened if there was not gating in 

strategy A. Small difference in mean displacements between strategies A and B reflects 

that the motion beyond tolerances was rare if additional motion correction was used and 

gating had only little effect on the average displacement. It is probable that with larger 

dataset, large prostate displacements during the beam delivery would have been 

observed more often, although it is unlikely, that their frequency would have changed a 

lot. However, it is noteworthy, that with treatment techniques having longer beam 

delivery time, the probability of prostate motion during the treatment increases, and the 

gating may have bigger beneficial effect. Differences in motion between strategies B 

and C reflect the residual localization error after the CBCT based motion correction and 

the benefit of additional motion correction in strategy B. Thus, in contrast to previous 

studies that concentrated investigating the dosimetric impact of intrafraction motion [12, 

15, 20], the current study evaluated also the effect of residual error in interfraction 

motion correction. Results suggest that prostate motion between the localization 

imaging and beam delivery may have larger dosimetric impact than prostate motion 

during the beam delivery and emphasize the importance of accurate interfraction motion 

correction with minimized time between the correction and treatment delivery. The 

findings of this study are consistent with the results of Litzenberg et al [34], who found 

that eliminating the delay during pre-fraction imaging and alignment procedure reduces 

the required margins in conventionally fractionated prostate RT. Especially, if the time 

between localization imaging and treatment delivery stretches, prostate may be 

displaced between imaging and delivery and additional motion correction is required. 

This is very often the case at our clinic, as the CBCT image interpretation (image 

matching and comparison of target and OAR structures with planned image) may take 

up to five minutes. At our clinic Calypso or FM based kV imaging (using Calypso 

transponders as fiducials) are used. The benefit of continuous motion monitoring with 

Calypso is to reveal sudden changes in the prostate position, like the motion shown in 

figure 7. In this case small prostate drift happened during the interpretation of the CBCT 

image and was corrected prior the irradiation. After the correction, just before the 

irradiation was initiated, a large prostate shift occurred. Without continuous motion 
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monitoring, the sudden large movement would have been unnoticed and the treatment 

would have been localized incorrectly. Similar findings have been reported in the 

literature [35].  

 
 

 

 
Fig. 7. The benefit of the continuous motion monitoring is to reveal sudden movements of the 

prostate, which might not be seen with regular imaging methods. In this example case, the 

prostate drifted slowly during and after the CBCT imaging (which was acquired around 50-150 s 

of the tracking). The drift that would not have been seen without continuous motion monitoring, 

or additional imaging, was corrected (at 300 s), after which the prostate shifted largely again. 

Without the continuous monitoring, the latter, sudden large movement would not have been 

detected and the treatment would have been delivered inaccurately. 

 

One of the limitations of the study is that it is retrospective and in the simulation of 

initial Calypso and CBCT based localization (strategy C), there is additional delay 

between the localization and treatment due to additional kV imaging prior to treatment, 

elevating the likelihood of larger intrafraction motion. Thus, the simulation may 

overestimate the geometrical miss and resulting dosimetric differences. In reality, if 

only CBCT would be used, the delay would be shorter, but the risk of unnoticed 

intrafraction motion would still exist. 

The dose reconstruction method used in the current study models the target shift by 

isocenter shifts on a rigid patient anatomy and while it takes into account changes in 

physical path length, it does not take into account changes in radiological path length 

caused by changes in tissue density and amount along the beam path [18]. It does not 
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take into account possible deformation of the tissues either. As the standardization of 

rectal and bladder volumes is difficult, the volumes and their position relative to 

prostate can vary during the treatment course. Therefore, modelled OAR dose 

parameters do not present accurately the real situation, but are more of an 

approximation of the motion induced dose effects in nearby OARs. The same applies to 

prostate, which may deform and swell during the extremely hypofractionated 

treatment [36], though the changes in prostate volume are rather small when compared 

to possible changes in bladder or rectum volumes. The current study focuses on 

comparison of dosimetric changes due to observed prostate motion in different 

localization strategies and in this context the accuracy of the dose modelling can be 

deemed sufficient. More accurate dose modelling would require consideration of daily 

anatomy deformations, which provides basis for the future investigations. Prostate 

rotations were not analyzed in the present study. The study of Wolf et al [37] suggests, 

that if the translational prostate motion is corrected, and 3-5 mm PTV margins are used, 

inter- and intrafraction prostate rotations would not affect the CTV dose coverage in 

VMAT SBRT of the prostate. However, their study did not account for interplay effects 

between intrafraction prostate rotations and treatment machine motion, which can have 

substantial effect on CTV dose in VMAT prostate treatments, as is shown in the recent 

study of Muurholm et al [38]. Rotation corrections has been shown to increase the target 

coverage also in CyberKnife prostate SBRT [16]. 

 
 

5. Conclusions 
 
Results of the current study indicate, that due to intrafraction motion of the prostate, and 

the time that CBCT image acquisition and interpretation take, CBCT-guided pre-

treatment motion correction without further correction may result in clinically relevant 

dose deficits in prostate SBRT for patients exhibiting large prostate motion. Additional 

position correction prior to treatment delivery, based on kV imaging using FMs or 

continuous motion monitoring (e.g. Calypso), increases the accuracy and is adequate for 

most of the fractions and patients. However, only continuous motion monitoring based 

position correction strategy prior to and during the treatment ensures the target dose 

coverage and minimizes the OAR exposure for every fraction and patient, and is thus 

the recommended treatment localization method in prostate SBRT.   
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