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Scenario:

Dose overlap evaluation: Plan registration and dose metrics | | Vector
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In half of the analyzed SPCs, no registration was performed because either there | 888 registration of CT data sets focused on anatomical region of interest:
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but PTV and OARs such as the brachial plexus (3) fall just into the region of highest w KA . Findings: Consider time between re-irradiation to estimate risk for clinical endpoints
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To assess the need for standardization of SPCs by doing a retrospective
and systematic review of these consults and evaluating the dosimetric
and clinical parameters utilized in these documents.

This project follows a two-step approach with two physics residents

initially analyzing 15 months of SPCs under the supervision of a QMP to Isodoselines The commonly used dose metrics were:

build a database and find exemplary SPC cases, and a subsequent 8% The global maximum dose (hotspot)

committee of physicists and physicians to define OARs, biological The maximum dose in an organ at risk (OAR) BED = nd - (1 n L) EQD, =

weighting, and dose limits, similar as reported in (2). Here, we report The mean dose in an OAR a/F 1+ 2 dorer e ]

the preliminary data from phase one of this study based on about 150 Volumetric measures such as V20 for lun (excluding proliferation and repair) /P
g

SPCs. The total number of SPCs within the 15 month period was 548 OAR maximum Isodose lines showing the distance between fields

with about 80% of those analyzing dose overlap for re-irradiation. 49%

Scenario. Overlap exists between current and prior courses. BED and EQD calculation for organs at risk and
target is warranted.

To compare treatment courses of different fractionation schemes the maximum and/or mean dose to an OAR was used in the
calculation of the biologically effective dose (BED) and equivalent dose in 2 Gy per fraction (EQD2). The tissue-specific a /[ ratio was
determined by the physician and generally between 2-3 for OARs and 10 for target volumes.

Adding the BED/EQD2 of each course, however, doesn’t take the spatial distribution into account and may predict doses exceeding
tolerances for serial organs even if their maxima are not overlapping.
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