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ORIGINAL ARTICLE

Potential benefit of MRI-guided IMRT for flank irradiation in pediatric
patients with Wilms’ tumor

F. Guerreiroa, E. Seravallia, G. O. Janssensb,c, M. M. van den Heuvel-Eibrinkc,
J. J. W Lagendijka and B. W. Raaymakersa

aDepartment of Radiotherapy, University Medical Center Utrecht, Utrecht, The Netherlands; bDepartment of Radiation Oncology, University
Medical Center Utrecht, Utrecht, The Netherlands; cPrincess M�axima Center for Paediatric Oncology, Utrecht, The Netherlands

ABSTRACT
Purpose/Objective: Flank irradiation for Wilms’ tumor (WT) is currently performed at our institute
using a cone-beam computed tomography-guided volumetric modulated arc (VMATCBCT) workflow. By
adding real-time magnetic resonance imaging (MRI) guidance to the treatment, safety margins could
be reduced. The study purpose was to quantify the potential reduction of the planning target volume
(PTV) margin and its dosimetric impact when using an MRI-guided intensity modulated radiation ther-
apy (IMRTMRI) workflow compared to the VMATCBCT workflow.
Material/Methods: 4D-CT, MRI and CBCT scans acquired during preparation and treatment of 15
patients, were used to estimate both geometric, motion and patient set-up systematic (

P
) and ran-

dom (r) errors for VMATCBCT and IMRTMRI workflows. The mean PTV (PTVmean) expansion was calcu-
lated using the van Herk formula. Treatment plans were generated using five margin scenarios
(PTVmean ± 0, 1 and 2mm). Furthermore, the IMRTMRI plans were optimized with a 1.5T transverse
magnetic field turned-on to realistically model an MRI-guided treatment. Plans were evaluated using
dose-volume statistics (p<.01, Wilcoxon).
Results: Analysis of

P
and r errors resulted in a PTVmean of 5mm for the VMATCBCT and 3mm for

the IMRTMRI workflows in each orthogonal direction. Target coverage was unaffected by the margin
decrease with a mean V95%¼100% for all margin scenarios. For the PTVmean, an average reduction of
the mean dose to the organs at risk (OARs) was achieved with IMRTMRI compared to VMATCBCT:
3.4 ± 2.4% (p<.01) for the kidney, 3.4 ± 2.1% (p<.01) for the liver, 2.8 ± 3.0% (p<.01) for the spleen and
4.9±3.8% (p<.01) for the pancreas, respectively.
Conclusions: Imaging data in children with WT demonstrated that the PTV margin could be reduced
isotropically down to 2mm when using the IMRTMRI compared to the VMATCBCT workflow. The former
results in a dose reduction to the OARs while maintaining target coverage.
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Introduction

Wilms’ tumor (WT), also known as nephroblastoma, belongs to
the most frequent retroperitoneal tumors during childhood.
Since the first successful protocols were launched in the sev-
enties, reduction of the treatment intensity has become feas-
ible for the majority of the patients, while the survival rate
exceeds now 90% [1,2]. Nevertheless, the sub-group of
patients with a higher probability for loco-regional failure
(�20%) that need irradiation at the site of the primary tumor
[3] are at risk for potential radiation-induced late effects such
as increased risk of renal failure, scoliosis, metabolic syndrome
and intestinal occlusion [4–7]. In addition, studies have shown
an increased risk of secondary cancer occurring within the
radiation field after radiotherapy treatment [8,9].

Conventionally, two ventro–dorsal opposing photon fields
have been used to cover the flank target volume for decades

[10,11]. A known disadvantage of this technique is the large
volume of normal tissue (NT) receiving a radiotherapy dose
comparable to the tumor dose. However, highly conformal
image-guided radiation therapy (IGRT) delivery techniques,
such as intensity modulated radiation therapy (IMRT), volu-
metric modulated arc therapy (VMAT) and intensity modu-
lated proton therapy (IMPT), enables us to deliver steep
dose-gradients to the target and have therefore the potential
to reduce the dose to the surrounding NT [12–15]. Based on
single institutional experience and international trials [11,16],
at the department of radiotherapy of University Medical
Center Utrecht (UMCU), WT patients undergoing flank irradi-
ation are currently treated with VMAT.

To guarantee tumor bed (TB) coverage and organs at risk
(OARs) sparing, safety margins are employed during treat-
ment planning to compensate for uncertainties related to
the location of these structures. Most of IGRT treatments are
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currently performed using online cone-beam computed tom-
ography (CBCT) guidance [17]. Despite CBCT imaging offers
adequate bone contrast for patient positioning prior treat-
ment, the exact position and deformation of the TB and
OARs might go undetected due to the poor soft-tissue con-
trast. Magnetic resonance imaging (MRI) yields superior soft-
tissue visualization allowing for the identification of organ
motion and physiological changes without patient radiation
burden [18]. In the last few years, MRI-guided systems for
real-time IGRT [19–22] have been introduced into clinics with
the goal of reducing treatment safety margins, due to the
better soft-tissue visualization and online plan adaptation
[18,19]. These systems seem promising in the pediatric popu-
lation, for whom there is a particular concern for NT sparing
to minimize the risk of radiation-induced complications.

Given the prospective advantages of MRI-guided treat-
ments and considering the availability of an MRI-linear acceler-
ator (MRL) system using IMRT delivery at UMCU, the aim of
this study was to assess the potential benefit of using the
MRI-guided IMRT (IMRTMRI) workflow instead of the clinical
CBCT-guided VMAT (VMATCBCT) workflow to treat WT patients.
Both the potential margin reduction of the planning target
volume (PTV) and its dosimetric impact were evaluated.

Materials and methods

Patients and imaging characteristics

After institutional review board approval (WAG/mb/17/
008865), data from 15 consecutive patients (mean age: 3;
range 1–8 years) with WT undergoing flank irradiation
between April 2015 and October 2016 at the department of
radiotherapy of UMCU was included (Table 1). After induc-
tion chemotherapy, a nephrectomy was performed. During
surgery, four titanium clips were placed at the superior, lat-
eral, medial and inferior borders of the tumor.

For treatment preparation, post-operative 4-dimensional
CT (4D-CT) and MRI scans were taken for each patient in
treatment position (see Supplementary material, Figure S1).

The 4D-CT scans were obtained using a 16-, 40-, or 64- chan-
nel detector scanner (Brilliance, Philips Medical Systems, Best,
The Netherlands) with 3mm slice thickness. Each respiratory
cycle during free-breathing was captured as a series of ten
equally spaced traces. Furthermore, the planning-CT was
obtained by taking the pixel-by-pixel average of the ten
phases of the 4D-CT. MRI scans (T1- (T1w) and T2-weighted
(T2w)) were acquired using a 1.5T Philips Achieva MR scan-
ner (Philips Medical Systems, Best, The Netherlands). The
T1w-MRI scans were obtained using a transversal gradient
echo sequence with fat saturation and 1.5mm slice thick-
ness. The scans were repeated following the administration
of gadolinium contrast agent. The T2w-MRI scans were
acquired using a turbo spin echo sequence with 0.8mm slice
thickness. The planning-CT and MRI scans were rigidly regis-
tered using an in-house software [23]. Patient repositioning
during treatment was performed by acquiring daily pre-treat-
ment CBCT scans using the Elekta XVI 4.5.1 on-board CBCT
imaging system (Elekta, Stockholm, Sweden) (see
Supplementary material, Figure S1). Patient positioning was
corrected online using the automated treatment table move-
ment. For every other fraction, post-treatment CBCT scans
were acquired for each patient as standard of care [24]. All
pre- and post-treatment CBCT scans were registered to the
planning-CT using the automated rigid registration algorithm
available clinically on the XVI software [25]. A clipbox defined
around the target and the vertebra volume was used to
guide the registration.

Target volumes and OARs definition

The gross tumor volume (GTV) and OARs were delineated,
according to the department protocol, by one radiation
oncologist. The GTV was delineated using the MRI scans and
consisted of the TB and the lymph nodes, if applicable. For
treatment planning purposes, the GTV was rigidly copied to
the planning-CT. The clinical target volume (CTV) was created
by expanding the GTV by 10mm [11]. To account for the
uncertainty introduced by patient breathing, an individual

Table 1. Patient, tumor, treatment and imaging characteristics.

Patient Characteristics
Tumor Characteristics

Treatment Characteristics Imaging Characteristics

No. Sex Age (years)

NFB-SIOP
Classification
(risk group);

stage (SMþ/LNþ)
Dose
(Gy) No. Frac. Anes.

CTV size
(cm3) Neph. side

No. of
CBCTs analyzed No. of MRIs

analyzed
(T1w- and T2-w)Pre-CBCT Post-CBCT

1 F 8 blastemal type (HR); stage III (SMþ) 25.2 14 N 389 Left 14 5 3
2 F 4 blastemal type (HR); stage III (SMþ) 25.2 14 Y 527 Right 14 4 3
3 F 6 mixed type (IR); stage III (SMþ) 14.4 8 N 125 Right 8 3 3
4 F 5 stromal type (IR); stage III (SMþ, LNþ) 14.4 8 N 49 Right 8 3 3
5 F 4 mixed type (IR); stage III (SMþ) 14.4 8 Y 151 Right 8 3 3
6 F 4 regressive type (IR); stage III (LNþ) 14.4 8 N 44 Left 8 3 3
7 F 4 regressive type (IR); stage III (SMþ) 14.4 8 N 147 Left 8 3 3
8 M 4 mixed type (IR); stage III (LNþ) 14.4 8 N 64 Left 8 3 3
9 M 3 regressive type (IR); stage III (SMþ, LNþ) 14.4 8 N 97 Left 8 3 3
10 F 3 regressive type (IR); stage III (SMþ, LNþ) 14.4 8 Y 93 Right 8 3 3
11 F 2 regressive type (IR); stage III (SMþ) 14.4 8 Y 53 Right 8 3 3
12 M 2 mixed type (IR); stage III (SMþ) 14.4 8 Y 136 Left 8 3 3
13 M 1 regressive type (IR); stage III (SMþ) 14.4 8 Y 32 Right 8 3 3
14 M 1 mixed type (IR); stage III (SMþ) 14.4 8 N 30 Left 8 3 3
15 M 1 stromal type (IR); stage III (SMþ, LNþ) 14.4 8 Y 52 Right 8 3 3

NFB: nephroblastoma; SIOP: International Society of Paediatric Oncology; HR: high risk group; IR: intermediate risk group; SMþ: positive section margins; LNþ:
lymph nodes involvement; Frac.: fractions; Anes.: anesthesia; Neph.: nephrectomy.
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and direction-specific internal target volume (ITV) was
defined by measuring the surgical clips center of mass (CoM)
displacements between the maximum expiration and inspir-
ation phases of the 4D-CT scans [24]. OARs were contoured
using the planning-CT.

PTVmean determination

Both VMATCBCT and IMRTMRI plans were optimized using the
PTV concept to account for the geometric accuracy of the
treatment chain, inter-fraction motion and patient set-up
uncertainties. A flowchart with all the steps of the uncer-
tainty analysis is represented in Figure 1. For more details on
the methodology we refer to [24]. A mean PTV (PTVmean)
expansion defined around the clinical ITV was calculated
per workflow.

Geometric accuracy
For the VMATCBCT workflow, the overall geometric accuracy
of the treatment chain, excluding patient-specific factors,
was estimated by calculating the displacement of measured
and planned dose profiles obtained using a phantom con-
sisting of two Perspex slabs in which a piece of Gafchromic
EBT3 film (Ashland ISP, Wayne, NJ) was inserted [26]. The
phantom underwent all steps of the patient treatment chain.
For the IMRTMRI workflow, the overall geometric accuracy
was estimated by measuring the geometric fidelity and the
geometric in vivo delivery accuracy of the treatments per-
formed on the MRL. For the geometric fidelity, the distor-
tions of the MRI protocols were measured using a diameter
spherical volume of 300mm and a vendor provided 3D geo-
metric quality assurance fidelity phantom (Philips Medical
Systems, Best, The Netherlands) [27]. The geometric in vivo
delivery accuracy was validated by calculating the bony
structures directional shift between the portal images of the
IMRT segments and the MRI-based calculated projections
[19]. MRI-based projections were calculated by deformably
registering the planning-CT to the MRI of the patient in
treatment position. Additionally, the estimated geometric

fidelity and in vivo delivery accuracy uncertainties were com-
bined in quadrature.

Motion uncertainties
Inter-fraction motion uncertainties were related to the TB
motion between treatment fractions.

For the VMATCBCT workflow, the inter-fraction uncertainty was
assessed by measuring the clips CoM displacements between the
pre-treatment CBCT scans and the planning-CT [24].

For the IMRTMRI workflow, the inter-fraction uncertainty
was assumed to be null as online daily re-planning would be
available for this workflow.

Patient set-up uncertainties
Patient set-up uncertainties were related to the patient
movement during and between treatment fractions.

For the VMATCBCT workflow, the intra- and inter-fraction
uncertainties were calculated by measuring the clinical regis-
tration off-sets between the post-treatment and the pre-
treatment CBCT scans (Table 1) and the planning-CT [24],
respectively.

For the IMRTMRI workflow, the intra-fraction uncertainty
was calculated by measuring the rigid registration off-sets
between the T1w-MRI scans (pre- and post-enhanced),
acquired with a mean time interval of 25min, and the T2w-
MRI and the post-enhanced T1w-MRI scans, acquired with a
mean time interval of 33min (Table 1) [23]. The mean time
interval between the MRI scans acquisition was within the
range of current clinical MRI-guided workflows using online
real-time treatment adaptation [28]. The inter-fraction uncer-
tainty was assumed to be null as online daily re-planning
would be available for this workflow.

Finally, systematic (
P

) and random (r) errors were calcu-
lated for each uncertainty type [29,30]. For the inter-fraction
motion uncertainty in the VMATCBCT workflow,

P
and r errors

were calculated for each clip. The mean
P

and r computed
among the four clips were summed in quadrature and used
for the margin estimation. For both workflows, the PTVmean

was obtained using the van Herk formula (2.5
P þ 0.7r) [30].

Figure 1. Stages of the uncertainty analysis and imaging modalities used for the PTVmean estimation of the two considered workflows: the clinical VMATCBCT and
the prospective IMRTMRI.

ACTA ONCOLOGICA 245



Treatment planning

Both VMATCBCT and IMRTMRI plans were calculated on a clin-
ical 3D treatment planning system (TPS) (Monaco, Elekta,
Stockholm, Sweden) using the clinical delineations. VMATCBCT
plans were based on a 10MV full-arc and IMRTMRI plans on
seven 7MV flattening filter free (FFF) co-planar beams (30,
75, 135, 181, 225, 285, 330 degrees) applied to the same iso-
center. For more details regarding the beam characterization
of the MRL we refer to [31]. For these plans, optimization
was done with a 1.5T magnetic field turned-on to realistically
simulate an MRL treatment [19]. The total prescribed doses
ranged from 14.4 to 25.2 Gy (Table 1).

To reduce the risk of asymmetric skeletal growth [6], a homo-
geneous dose was aimed for the vertebra volume adjacent to
the PTV. According to our clinical practice, both VMATCBCT and
IMRTMRI plans needed to fulfill the V70-80%> 95–98% constraint
on the vertebra to achieve the dose homogeneity.

For each patient and workflow, plans were generated
using five ITV-PTV margin scenarios: PTVmean ± 0, 1, and
2mm, to quantify the dosimetric differences if the employed
margin would differ from the estimated PTVmean. All plans,
were optimized to achieve the same level of PTV cover-
age: V95%> 99%.

To discard the possibility that differences in beam energy,
beam configuration and delivery technique could influence the
results, for both VMATCBCT and IMRTMRI plans the following
scenarios were considered: (1) VMATCBCT plans optimized using
the same PTV margin (PTVmean), the same beam configuration
and different beam energies (6 and 10MV); (2) IMRTMRI plans
optimized using the same PTV margin (PTVmean) and the beam
configuration of the clinical linac (10MV) and the MRL (7MV); (3)
VMATCBCT and IMRTMRI plans optimized using the same PTV
margin (3mm), the same beam energy and beam configuration.

Dose distribution evaluation

Mean dose (Dmean) and dose-volume histogram (DVH) met-
rics were computed to assess ITV coverage, OARs and
NT sparing.

For the ITV, D98%, Dmean, D2% and V95% were calculated.
For the OARs, Dmean and D2% were computed. For the NT,

the V>95%, V>2Gy, and the NT integral dose (NTID) were calcu-
lated. The NTID was defined as [32]:

NTID ½J� ¼ DmeanVNTq

where VNT is the body volume subtracting the ITV volume
and q the body density which was assumed to be uniform (1
g/cm3).

For the statistical analysis, a Wilcoxon test (p<.01) was
performed between the VMATCBCT and IMRTMRI plans opti-
mized using the PTVmean.

Results

Calculated
P

and r errors for each uncertainty type are
shown in Table 2. The estimated PTVmean was 5mm for the
VMATCBCT and 3mm for the IMRTMRI workflows in each
orthogonal direction.

For both workflows, the ITV coverage was unaffected by
the margin decrease with a mean V95% of 100% for all scen-
arios (Table 3). Furthermore, Dmean of the OARs progressively
decreased along with the margin (Table 3, Figure 2). The
mean reduction of the OARs Dmean between the largest and
the smallest margin scenarios was down to 9% for the
VMATCBCT (range 0.3 – 2.4 Gy) and to 10% for the IMRTMRI

(range 0.1 – 2.9 Gy) workflows. In the boxplots (Figure 2), a
large inter-patient variability in all margin scenarios can be
observed, which was dependent on the TB location (see
Supplementary material, Table S1).

For the PTVmean, a mean reduction of the Dmean to the OARs
(range 0.1 – 2.3 Gy) was achieved with the IMRTMRI compared
to the VMATCBCT workflow: 3.4 ± 2.4% (P<.01) for the kidney,
3.4 ± 2.1% (p<.01) for the liver, 2.8 ± 3.0% (p<.01) for the
spleen and 4.9 ± 3.8% (p<.01) for the pancreas, respectively.

In addition, a decrease in NT dose was obtained with the
margin reduction (Table 3). The mean reduction of the NTID
between the largest and the smallest margin scenarios was
2.8 ± 1.3% for the VMATCBCT (range 1.4 – 6.7%) and 2.3 ± 0.9%
for the IMRTMRI (range 1.1 – 4.0%) workflows. For the
PTVmean, a mean reduction of 0.1 ± 0.7% (range �1.0 – 1.5%,
p¼ .9) for the NTID, of 0.2 ± 1.8% (range �2.7 – 4.6%, p¼ .6)
for the V>2Gy and of 1.0 ± 0.5% (range 0.3 – 1.9%, p<.01) for
the V>95% was achieved with the IMRTMRI compared to the
VMATCBCT workflow (Figure 3). For the same PTV expansion,
the VMATCBCT workflow denotes equal or even better NT
sparing than the IMRTMRI, in particular for the low dose
region (V>2Gy).

Regarding the effect of different beam energy, beam con-
figuration and delivery technique on the final dose distribu-
tions, significant differences were found for the NT
dosimetric parameters (NTID and V>2Gy) only for scenario
three (see Supplementary material, Tables S2–S4).

Discussion

The purpose of this study was to show the potential reduc-
tion of the PTV margin and its dosimetric impact on the tar-
get, OARs and NT when having available MRI-guidance in an

Table 2. Calculated systematic (
P

) and random (r) errors for each uncer-
tainty and the PTVmean for both VMATCBCT and IMRTMRI workflows.

Uncertainty Error

VMATCBCT (mm) IMRTMRI (mm)

LR AP CC LR AP CC

Geometric
P

0.5 0.5 0.5 1.0 1.0 1.0
Motion
Inter-fraction

P
1.3 1.5 1.5 0.0 0.0 0.0

r 1.2 1.4 1.8 0.0 0.0 0.0
Patient set-up
Inter-fraction

P
0.1 0.2 0.1 0.0 0.0 0.0

r 0.0 0.0 0.0 0.0 0.0 0.0
Intra-fraction

P
0.5 0.4 0.4 0.4 0.5 0.6

r 0.7 0.8 0.8 0.4 0.4 0.6
Quadratic Sum

P
1.5 1.7 1.6 1.1 1.1 1.2

r 1.4 1.6 2.0 0.4 0.4 0.6
ITV-PTVmean margin 2.5

P þ 0.7r 4.6 5.3 5.3 3.1 3.2 3.4
Final 5.0 5.0 5.0 3.0 3.0 3.0

LR: left-right; AP: anterior-posterior; CC: cranio-caudal.
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IMRTMRI workflow compared to the clinical VMATCBCT work-
flow. To the authors’ knowledge this is the first study evalu-
ating the dosimetric effect of treating pediatric patients on
an MRL system.

The PTV margin was defined taking into account the geo-
metric accuracy of the treatment chain, inter-fraction motion
and patient set-up uncertainties. An isotropic reduction of
2mm was calculated when using the IMRTMRI instead of the
VMATCBCT workflow.

Potential limitations of the uncertainty analysis presented
in this work are (1) the assumption of null inter-fraction
uncertainties for the IMRTMRI workflow and (2) the omission
of the delineation uncertainty from the PTV margin recipe
for both workflows. For the IMRTMRI workflow, null inter-frac-
tion uncertainties were assumed as with MRL systems accur-
ate online soft-tissue tracking and re-planning accounting for
the daily anatomy is possible. Nevertheless, the authors are
aware that the assumption of null inter-fraction uncertainties
might be optimistic as errors resulting from the daily plan
adjustments, with online re-optimization, or the estimation
of Hounsfield units (HUs) from the MRI data, for the dose cal-
culation purposes, might still occur. To minimize the online
re-optimization uncertainties, a new TPS generation is being
developed at the department of radiotherapy of UMCU to
compensate for intra- and inter-fraction patient anatomical
changes in a fast online re-planning application [33–35]. For
the conversion of MRI intensity values to HUs, there are cur-
rently two methods reported in literature: (1) using the

planning-CT deformably registered to the MRI [19,28,36] or
(2) using the so-called synthetic or pseudo CTs [37,38]. For
these two approaches, dosimetric inaccuracies were reported
to be on average 0.4% [19] and �0.6% [38]. A future investi-
gation will focus on estimating uncertainties in calculating
doses on synthetic CTs for the same patient category.
Furthermore, as mentioned previously, the systematic target
delineation uncertainty was not included in the PTV margin
calculation in this study. Estimating inter-observer delineation
variability for pediatric cases is even more difficult than for
adults as a result of the small number of patients treated in
each center, the broad spectrum of pediatric tumors, the
lack of common guidelines and the individual patient’s spe-
cific needs [39,40]. Thus, for the assessment of the exact PTV
expansion, an estimation of the delineation uncertainty and
a larger patient cohort would be necessary for both work-
flows. In addition, for the IMRTMRI workflow patient data
obtained from clinical MRI-guided treatments would be
required to estimate the magnitude of the inter-fraction
uncertainties. Acquiring patient imaging data on a device
which is not clinical yet is however not feasible for children
due to the stringent ethical regulations associated to this
patient group. Trying to overcome these limitations, treat-
ment planning was performed for five different margin scen-
arios in order to investigate the dosimetric differences
between plans optimized with a smaller or larger PTV expan-
sion (to ± 2mm) than the estimated PTVmean. For both work-
flows, mean differences between the largest and the smallest

Table 3. DVH parameters and NTID results (%) per each margin scenario for both VMATCBCT and
IMRTMRI workflows. Mean and standard deviation (SD) results are shown.

Margin scenario

3 mm 4mm 5mm 6mm 7mm

VMATCBCT
ITV D98% 98.3 ± 0.9 97.9 ± 0.7 98.5 ± 0.8 98.3 ± 0.7 98.3 ± 0.7

Dmean 101.9 ± 1.0 101.7 ± 0.8 101.9 ± 0.7 102.0 ± 0.7 101.8 ± 0.8
D2% 106.9 ± 1.6 106.7 ± 1.7 106.8 ± 1.4 107.1 ± 1.4 106.7 ± 1.8

Kidney Dmean 20.8 ± 8.4 22.2 ± 8.5 24.0 ± 9.0 26.0 ± 10.2 28.4 ± 10.2
D2% 71.9 ± 20.4 75.5 ± 21.2 79.0 ± 20.9 81.3 ± 21.7 84.1 ± 21.5

Liver Dmean 33.8 ± 15.2 35.0 ± 15.6 37.0 ± 16.0 38.8 ± 15.9 40.6 ± 15.9
D2% 87.7 ± 16.8 88.5 ± 16.6 90.5 ± 14.9 92.6 ± 13.6 93.4 ± 12.6

Spleen Dmean 34.3 ± 35.6 36.1 ± 36.5 37.5 ± 37.4 39.1 ± 37.6 40.6 ± 38.7
D2% 57.5 ± 43.5 59.5 ± 42.7 60.5 ± 43.0 62.2 ± 42.1 62.9 ± 41.4

Pancreas Dmean 73.6 ± 18.7 76.3 ± 17.1 78.8 ± 17.1 80.8 ± 16.6 82.4 ± 17.1
D2% 100.8 ± 8.1 100.7 ± 9.7 101.6 ± 9.6 102.2 ± 8.9 101.8 ± 10.2

NT V>95% 2.7 ± 0.8 3.0 ± 1.1 3.7 ± 1.1 4.2 ± 1.3 4.8 ± 1.5
V>2Gy 30.2 ± 8.8 30.8 ± 8.9 31.7 ± 8.9 32.3 ± 9.3 33.2 ± 9.7
NTID 17.2 ± 4.1 17.7 ± 4.3 18.5 ± 4.5 19.1 ± 4.5 20.0 ± 5.0

1 mm 2mm 3mm 4mm 5mm

IMRTMRI
ITV D98% 97.4 ± 0.8 97.8 ± 1.1 97.8 ± 0.9 97.9 ± 0.7 97.7 ± 0.7

Dmean 101.5 ± 0.9 101.7 ± 1.1 101.7 ± 0.9 102.0 ± 0.7 101.7 ± 0.7
D2% 106.5 ± 2.0 106.4 ± 1.7 106.7 ± 1.6 107.2 ± 1.1 106.8 ± 1.1

Kidney Dmean 18.1 ± 7.5 19.4 ± 7.7 20.6 ± 8.4 22.2 ± 8.8 23.8 ± 9.6
D2% 65.7 ± 19.6 70.9 ± 19.1 73.6 ± 19.3 76.2 ± 20.8 79.6 ± 20.6

Liver Dmean 30.0 ± 14.0 32.1 ± 14.8 33.6 ± 14.7 34.9 ± 15.4 36.5 ± 16.5
D2% 82.8 ± 19.6 84.7 ± 18.4 86.6 ± 16.9 87.9 ± 17.1 90.2 ± 14.6

Spleen Dmean 31.8 ± 32.5 33.3 ± 33.8 34.7 ± 34.7 36.4 ± 36.0 37.3 ± 36.5
D2% 58.4 ± 41.3 59.6 ± 41.0 60.0 ± 41.8 61.2 ± 41.4 61.8 ± 42.0

Pancreas Dmean 68.3 ± 19.2 71.4 ± 18.5 73.9 ± 18.4 76.0 ± 17.7 78.6 ± 17.1
D2% 98.6 ± 9.6 99.1 ± 10.8 100.0 ± 11.5 101.3 ± 10.7 101.3 ± 11.2

NT V>95% 1.8 ± 0.7 2.3 ± 0.8 2.7 ± 0.9 3.2 ± 1.0 3.8 ± 1.1
V>2Gy 30.5 ± 8.8 31.1 ± 9.0 31.5 ± 9.2 32.1 ± 9.0 32.5 ± 9.4
NTID 17.3 ± 4.0 17.9 ± 4.2 18.5 ± 4.4 19.0 ± 4.4 19.6 ± 4.6
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Figure 2. Boxplots of the Dmean to the OARs for both VMATCBCT (in gray) and IMRTMRI (in white) workflows and all margin scenarios. Plans optimized with the
PTVmean are indicated by the red box. Note that the y-axes differ in range.

Figure 3. Dose comparison of a transversal planning-CT slice of one patient (a) and dose, NTID and NT volume differences (b) between the VMATCBCT and IMRTMRI
workflows optimized with the PTVmean. The ITV is shaded in white (prescribed dose = 14.4 Gy).
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margin scenario were only up to 10% for the OARs Dmean

and 3% for the NTID.
Additionally, instead of using an ITV, a better OAR and NT

sparing might be achieved for the IMRTMRI workflow when
including intra-fraction information, measured using 4D-MRI
scans, into the online re-planning application. In literature, it
was previously showed that with an online re-planning
framework more conformal dose distributions were gener-
ated when compared to a treatment plan optimized using a
safety margin [35]. When using the IMRTMRI workflow, as the
TB is discernable on MRI for this patient group, uncertainties
related to the estimation of the breathing motion by using
surgical clips as surrogates would be eliminated.

In this study, we established that the ITV coverage was
unaffected and the OARs Dmean and NTID progressively
decreased along with a stepwise margin reduction. For the
PTVmean, significant differences in dosimetry were denoted
between the two workflows. A decrease down to 16% on
the Dmean to the OARs was found for the IMRTMRI workflow.
Moreover, a large inter-patient variability in all margin scen-
arios was denoted, especially for the liver and spleen, which
might indicate that some patients would benefit more from
the IMRTMRI workflow than others depending on the TB loca-
tion. However, as a better sparing of the unique remaining
kidney and pancreas are two of the more essential concerns
during radiotherapy of WT patients due to the risk of devel-
oping renal complications and metabolic syndrome [5,7],
compromising the doses to the remaining organs can be
allowed. Besides the magnitude of the safety margin, beam
energy, beam configuration and the chosen delivery tech-
nique might also impact the quality of the final dose distri-
bution. This hypothesis was tested by optimizing both
VMATCBCT and IMRTMRI plans for different planning scenarios.
Despite the MRL system has geometric accuracy levels that
are twice as large when compared to clinical linacs, signifi-
cant differences were only found for the NT in scenario
three. Thus, NT doses are affected by the delivery technique
chosen and not by the beam energy and configuration. As
VMAT requires less monitor units and shorter treatment
delivery times than IMRT, a similar or even better NT sparing
is expected with VMAT. In the future, improvements on the
OARs and NT sparing might be achieved by implementing a
VMAT delivery on the MRL systems.

In this study, the reduction of the PTV margin and conse-
quently the significant decrease of both OARs doses and NT
volume receiving dose values comparable to the tumor dose
(V>95%), has been demonstrated when using the IMRTMRI

instead of the clinical VMATCBCT workflow. Assuming that
children are at particular risk of developing radiation-induced
late effects as they are more sensitive to radiation than
adults, the IMRTMRI workflow would be more dosimetrically
favorable than the current clinical VMATCBCT workflow.
However, as with any new technology, cost is a potential
limiting factor for the use of the MRL and the authors are
well aware that it is not widely available for clinical use yet.

Ideally, a comprehensive assessment of follow-up chronic
toxicity in pediatric patients is required to take advantage of
all the state-of-the-art radiotherapy delivery techniques such

as VMATCBCT, IMRTMRI and IMPT. With IMPT with pencil beam
scanning there is hope of reducing both radiation-induced
late effects and the chances of developing secondary cancer
as a result of the unique dose-deposition pattern character-
ized by the minimal/zero exit dose [14,15,41]. A future dosi-
metric investigation will focus on the potential benefits of
treating pediatric patients with IMPT over the IMRTMRI and
the VMATCBCT workflows.

Conclusions

To the author’s knowledge this is the first study evaluating
the effect of treating pediatric patients with MRI-guided rou-
tines when compared to the clinical VMATCBCT workflow.
Imaging data collected during radiotherapy demonstrated
that with the IMRTMRI workflow the PTV margin could be
reduced isotropically down to 2mm. Furthermore, the
IMRTMRI workflow reduces the doses to the OARs and NT
while maintaining target coverage when compared to
VMATCBCT treatments.
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