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This study aimed to assess the impact of the margin applied to the clinical target volume, to create the planning
target volume, on plan quality of a novel dysphagia-optimised intensity modulated radiotherapy technique
developed within a head and neck cancer multicentre randomised controlled trial. Protocol compliant plans were
used for a single benchmark planning case.
Larger margins were associated with higher doses to adjacent organs at risk, particularly the inferior
pharyngeal constrictor muscle, but coincided with some improved low dose target coverage. A 3 mm margin is
recommended for this technique if local practices allow.

1. Introduction
Swallowing difficulty is a significant side effect for people who have
been treated with radiation for head and neck cancer (HNC) [1,2].
Dysphagia-optimised intensity modulated radiotherapy (DO-IMRT) has
been shown to reduce dysphagia within a multicentre randomised
controlled trial (RCT) by reducing dose to pharyngeal constrictor mus
cles (PCM) [3–6].
Poor protocol compliance negatively impacts on clinical trial out
comes, compliance can be improved by radiotherapy trial quality
assurance (RTQA) [7–14]. RTQA is particularly important in HNC RCTs

where radiotherapy complexity has increased over time. However, an
assessment of DO-IMRT plan quality implemented at multiple centres in
an RCT has not been previously reported. This study aimed to assess the
impact of the margin applied to the clinical target volume to create the
planning target volume (CTV-PTV margin) on DO-IMRT plan quality of
protocol compliant plans within an RCT.
2. Material and methods
A total of 24 centres submitted plans for the DO-IMRT planning
benchmark case that were protocol-compliant at final submission as part
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provided to centres when requested [22].
Plans were assessed using plan assessment forms (PAF), detailing
dose-volume constraints, as well as reviewing the full dose distribution
using Computational Environment for Radiotherapy Research (CERR)
software [23]. The impact of CTV-PTV margins on plan quality from
protocol compliant plans, using the PAFs, was quantified. As the dataset
was not normally distributed, medians were calculated, and the different
margins compared using a Mann-Whitney test (Matlab version R2016b),
as the two groups were considered independent due to being from
different centres and/or treatment planning systems. The results were
considered statistically significant if the p-value was less than 0.05.

of the dysphagia/aspiration related structures (DARS) RCT (CRUK/14/
014) described in more detail in supplementary material A [3,4,15].
Centres were encouraged to treat using volumetric modulated arc
therapy (VMAT) since this improved dose distributions in comparison
with fixed field IMRT [5,6]. The range of techniques and treatment
planning systems (TPS) are detailed in supplementary material B.
Internationally recommended standardised nomenclature was used
summarised in Table A.1 [16]. Two CTVs were provided; CTV_6500
included the primary or nodal gross target volume (GTV) with a 1 cm
isotropic margin, CTV_5400 included areas at risk of microscopic dis
ease. The PCMs were provided as two structures; the superior and
middle part (SMPCM) and the inferior part (IPCM) [17,18]. Other pro
vided organs at risk (OAR) included the spinal cord, brainstem and pa
rotids [19]. CTVs were grown by an isotropic margin to create PTVs
according to each centre’s protocol. Plan volumes were edited for dose
reporting purposes. PlanPTV_6500 was PTV_6500 cropped from body
surface receiving 65 Gy in 30 fractions. PlanPTV_5400 was PTV_5400
cropped from body surface and from PTV_6500 receiving 54 Gy (±1 Gy)
in 30 fractions. Planning Organ at Risk Volumes (PRVs) were created by
applying margins to the spinal cord and brainstem according to each
centre’s protocol.
The dose was prescribed to the median of the PlanPTVs in accor
dance with International Commission on Radiation Units & Measure
ments (ICRU) report 83 [20]. Optimal and mandatory dose-volume
constraints are given in the Table A.2 [6,21]. Specifically, SMPCM
cropped from CTV_6500, PlanSPMCM, had a mandatory 50 Gy mean
dose constraint for oropharynx cases. Whilst IPCM cropped from
CTV_6500, PlanIPCM, had an optimal 20 Gy mean dose constraint for
oropharynx cases. PlanPTV_5400 coverage could be compromised to
achieve PCM constraints, but not PlanPTV_6500 coverage. Good target
dose homogeneity and coverage was required in non-overlap regions
(see example in Fig. 1). Planning aims were prioritised in the following
order: critical organ constraints (spinal cord and brainstem),
PlanPTV_6500 coverage, PCM constraints, PlanPTV_5400 coverage,
parotid constraints, other non-specified normal tissue.
A planning benchmark case was chosen to be representative
(oropharynx, typical PlanPTV_6500 vol 119 cc). A CT image (2.5 mm
slice thickness) with CTVs and OARs outlined was provided. Approval to
use patient data was sought. Centres created PTVs, PRVs and plan
structures and produced a DO-IMRT plan. Centres were requested to
resubmit if they did not meet the mandatory trial requirements or if
optimal requirements were not sufficiently met. Knowledge sharing was

3. Results
From the 24 centres there were 26 plans in total, as two centres
changed their TPS therefore re-planned. Four initial submissions were
assessed as acceptable, fourteen initial submissions were resubmitted
once and eight initial submissions were resubmitted twice (total of 56
submissions). The reasons for resubmission are detailed in supplemen
tary material C. All the final benchmark planning submissions complied
with trial protocol and QA guidelines. The median time taken from first
submission to approval was 12 weeks (ranging from 1 to 35 weeks).
When the trial opened to recruitment four centres were QA approved
and fourteen centres had started pre-trial QA.
Centres used locally determined CTV-PTV margins, the magnitude of
which varied amongst different centres to reflect the uncertainties pre
sent in their treatment process, including contouring accuracy, immo
bilisation techniques, on-treatment imaging and machine uncertainty. A
3 mm margin was used in 11 plans, 4 mm in 4 plans, and 5 mm in 11
plans. Plans using 4 mm margins were not compared due to insufficient
numbers.
The results comparing dose-volume metrics between plans using a 3
mm margin to those using a 5 mm margin are summarised in Table 1.
Statistically significant reductions were found for the 3 mm plans in
comparison to the 5 mm plans for; PlanIPCM mean dose (median
reduction 5.1 Gy, p < 0.01); ipsilateral parotid mean dose (median
reduction 3.7 Gy, p = 0.03); brainstem PRV D1 cc (median reduction 3.8
Gy, p = 0.04); and, PlanPTV_5400 D99% (median reduction 3.6 Gy, p =
0.02). Supplementary figure includes box plots to show dose-volume
metrics where there were significant differences. The optimal Pla
nIPCM constraint (<20 Gy) was not achieved by most plans, being
achieved by only three plans, all using a 3 mm margin.

Fig. 1. Example DO-IMRT dose distribution showing 95% (51.3 Gy isodose in cyan) coverage of PlanPTV_5400 (red) compromised only in the region of PlanSMPCM
(blue) in order to reduce dose whilst maintaining coverage elsewhere. Parotid outlines are displayed in green and brainstem outline in pink. (For interpretation of the
references to colour in this figure legend, the reader is referred to the web version of this article.)
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Table 1
Dose-volume metrics for plans with 3 mm CTV-PTV margins vs. 5 mm CTV-PTV margins. For the PRVs, xx is the margin in mm (e.g. 03 for 3 mm). Example metric: D99%
is the minimum dose delivered to 99% of the structure. *Optimal constraints did not have to be achieved.
Structure

Dose-volume metric

Constraint

3 mm CTV-PTV margin
Median (IQR)

5 mm CTV-PTV margin
Median (IQR)

Mann-Whitney U test p-value

PlanSMPCM
PlanIPCM
Parotid_CL
Parotid_IL
SpinalCord

Dmean (Gy)
Dmean (Gy)
Dmean (Gy)
Dmean (Gy)
Dmax (Gy)
D1 cc (Gy)
Dmax (Gy)
Dmax (Gy)
D1 cc (Gy)
Dmax (Gy)
D99% (Gy)
D98% (Gy)
D95% (Gy)
D50% (Gy)
Dmean (Gy)
D5% (Gy)
D2% (Gy)
D99% (Gy)
D98% (Gy)
D95% (Gy)
D50% (Gy)
Dmean (Gy)
D5% (Gy)
D2% (Gy)

<50.0
<20.0*
<24.0*
<24.0*
<48.0
<46.0
<48.0
<55.0
<54.0
<55.0
>58.5
>61.8*
>61.8
=65.0

49.4
23.4
26.7
38.0
42.8
38.6
41.2
44.2
38.6
42.2
62.2
62.6
63.3
65.0
65.0
66.4
66.7
31.8
40.3
47.3
54.3
53.8
60.0
61.8

49.1 (48.8–49.6)
28.5 (27.9–30.4)
29.9 (27.7–30.9)
41.7 (41.0–43.7)
43.0 (41.2–45.4)
39.4 (38.6–42.9)
44.3 (42.5–46.0)
47.6 (44.8–48.6)
42.3 (40.7–43.8)
46.0 (44.9–47.5)
61.9 (61.2–62.1)
62.4 (61.8–62.6)
63.0 (62.6–63.3)
65.0 (65.0–65.0)
64.9 (64.8–65.0)
66.3 (66.1–66.7)
66.6 (66.5–67.2)
35.4 (33.6–38.0)
42.2 (40.2–43.6)
48.7 (48.0–49.3)
54.1 (54.1–54.3)
53.8 (53.7–54.1)
59.2 (58.6–59.6)
61.6 (60.9–62.1)

0.82
<0.01
0.08
0.03
0.51
0.41
0.05
0.26
0.19
0.04
0.16
0.16
0.32
0.67
0.19
0.95
0.87
0.02
0.09
0.18
0.41
0.67
0.16
0.69

SpinalCord_xx
BrainStem
BrainStem_xx
PlanPTV_6500

PlanPTV_5400

<68.3
<69.6

<55.0, >53.0

(48.8–49.6)
(21.1–24.3)
(24.1–28.7)
(35.7–40.7)
(39.1–44.3)
(36.2–40.9)
(38.8–43.1)
(43.1–47.0)
(37.7–42.1)
(40.3–45.1)
(61.4–62.4)
(62.3–62.9)
(62.8–63.5)
(65.0–65.1)
(64.9–65.0)
(66.1–66.6)
(66.3–67.0)
(28.1–34.6)
(36.2–41.8)
(45.8–49.0)
(54.0–54.5)
(53.6–54.3)
(59.2–60.9)
(61.2–63.0)

Values in bold are statistically significant (<0.05).

4. Discussion

possible. TPSs vary in terms of their optimisation and calculation algo
rithms, degree of user interaction, time taken to optimise and machine
delivery limitations. Centres were not advised on specifically how to
optimise their plans unless advice was sought or if plans required sig
nificant improvement. There was not enough data to quantify the effect
of TPS on plan quality, however this has been investigated previously
[27].
Although the guidelines were carefully written to minimise misin
terpretation and ensure consistency, there was still scope for the user to
apply their own judgement in terms of what was perceived to be the best
plan quality and what was prioritised by clinicians. Unlike mandatory
constraints, how acceptable it is to deviate from an optimal constraint
could be considered to be open to interpretation, leading to more vari
ation. The use of structures and constraints not specified in the trial
guidelines, may have also contributed to the variation between centres
by potentially impacting the specified dose constraints.
Although dose-volume constraints for PTVs were provided, these did
not describe the full 3D dose distribution and do not guarantee an
acceptable dose distribution. In the case of PlanPTV_5400, it was not
possible to define reasonable dose-volume constraints due to PCM
overlap, leading to potentially significant variation. To avoid this
impacting the trial outcomes, variation was minimised by requesting
resubmission if there was poor conformality, coverage or homogeneity.
Automated planning may assist with reducing subjectivity in optimisa
tion of plans and provide a more objective gold standard to compare to
[28].
This study only applies to one representative case, it does not
consider the effect of different cases and their impact in terms of size of
outlined structures, their proximity to each other, and the difficulty in
achieving constraints. It has been shown that reduced size of target
volumes leads to improved dysphagia outcomes [29]. This study also
does not account for the effect of treating cases in a typical timeframe,
with the associated time pressures in outlining and planning, or indi
vidual case considerations. Prospective individual case reviews of plans
are used to prevent these pressures impacting plan quality. It would be
useful to determine whether successful completion of pre-trial QA leads
to good quality radiotherapy during the trial and whether case reviews
are necessary to ensure this. RTQA is essential to achieving good

Larger CTV-PTV margins were associated with higher doses to some
OARs, as expected for PlanIPCM and the ipsilateral parotid due to the
greater PTV overlap and their constraints not being mandatory. The
constraints for these structures were more closely achieved by 3 mm
margin plans compared to 5 mm margin plans. Brainstem PRV doses
were higher for 5 mm margin plans however the mandatory constraint
was achieved by all plans. The Brainstem PRV was closer to PTVs using a
5 mm margin, meaning that it was not possible to reduce the dose as
much as when using a 3 mm margin. PlanSMPCM mean dose was not
significantly different as the mandatory constraint was achieved by all
plans and was not reduced further than necessary due to overlap with
PTV_5400. Previous studies have shown that reduction in dose to OARs
due to reduced margins can result in reduced toxicity whilst maintaining
sufficient target coverage [24–26].
The reduction in PlanPTV_5400 D99% for 3 mm margin plans relative
to 5 mm margin plans, could be interpreted as larger margins providing
better PlanPTV_5400 dose coverage at the expense of PlanIPCM dose.
The optimal PlanIPCM constraint was either achieved, or almost ach
ieved, by all centres using 3 mm margin but not by those using 5 mm
margin. This may be partly explained by the 5 mm margin PTVs having a
smaller proportion of their volume overlapping with PlanIPCM, making
it easier to increase PlanPTV_5400 coverage. It is also possible that
centres using a 3 mm margin may be more inclined to try to achieve the
PlanIPCM constraint, accepting compromise in PlanPTV_5400 coverage
as it should be prioritised in this way. However, centres using a 5 mm
margin may not optimise to the same degree as the optimal PlanIPCM
constraint is not achievable, therefore it would be preferable to accept
less compromise in PlanPTV_5400 coverage.
These findings do not account for the possible effect of other factors,
including delivery technique, TPS and the planner subjectivity. These
factors were excluded from the analysis due to the limited size of the
dataset. However, the large variation in final dose distributions,
particularly when considering the range of some OAR doses, suggests
there are other significant factors impacting the dose distributions.
Most centres used a VMAT delivery technique as recommended,
therefore comparison to fixed field IMRT and TomoTherapy® was not
48
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compliance to trial protocols and impacts outcomes [7–14]. However,
resources are limited and the timeframe required to complete prospec
tive reviews is short, therefore it needs to be justified.
This study benefits from the co-operation of multiple centres
following a standardised DO-IMRT technique defined and controlled
within an RCT. All centres successfully completed the pre-trial QA
following a well-established process [14]. Centres completing pre-trial
QA represented a wide range of techniques and TPSs in use. Although
it has not been possible to investigate all variables in detail, the size of
the CTV-PTV margin has been identified as a key component which can
affect plan quality. There were no consistent differences in IGRT strategy
or equipment between centres using 3 mm or 5 mm margins.
All centres completing the benchmark plan were able to achieve
acceptable DO-IMRT plans complying with the trial. More than one
submission was usually required due to unfamiliarity with the DO-IMRT
technique. Larger margins were associated with higher doses to some
OARs. However, centres using a 5 mm margin may be achieving better
PlanPTV_5400 coverage at the expense of PlanIPCM dose, therefore
accounting for some of the differences. A 3 mm margin is recommended
for effective DO-IMRT if local practices allow.

[10]

Declaration of Competing Interest

[11]

[4]

[5]

[6]
[7]

[8]

[9]

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

[12]

Acknowledgements

[13]

The DARS trial was sponsored by the Royal Marsden NHS Founda
tion Trust and funded by Cancer Research UK (CRUK14014/A17425).
Programmatic funding from Cancer Research UK to support the work of
the Clinical Trials and Statistics Unit at The Institute of Cancer Research
(ICR-CTSU) (C1491/A15955; C1491/A25351) is acknowledged. The UK
National Radiotherapy Trials Quality Assurance (RTTQA) group was
responsible for RTQA and funded by the National Institute for Health
Research (NIHR). The ICR-CTSU was responsible for central coordination and management of the DARS trial. This project represents
independent research supported by the NIHR Biomedical Research
Centre at the Royal Marsden NHS Foundation Trust and the Institute of
Cancer Research, London. The views expressed are those of the author(s)
and not necessarily those of the NIHR or the Department of Health and
Social Care.
Grateful thanks to all staff at the participating centres who completed
the pre-trial QA and staff at RTTQA and ICR-CTSU for their support.
Thanks to the Trial Management Group (TMG) and the principal in
vestigators for their contribution to the trial. The authors would also like
to acknowledge the reviewing input of Margaret Bidmead, Olivia Nai
smith, Anne Gasnier, Conor McGarry and Justin Roe.

[14]

[15]

[16]
[17]

[18]

[19]

Appendix A. Supplementary data

[20]

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.phro.2021.10.003.

[21]

References
[1] Wilson JA, Carding PN, Patterson JM. Dysphagia after nonsurgical head and neck
cancer treatment: patients’ perspectives. J Otolaryngol-Head N 2011;145:767–71.
https://doi.org/10.1177/0194599811414506.
[2] Roe JWG, Drinnan MJ, Carding PN, Harrington KJ, Nutting CM. Patient-reported
outcomes following parotid-sparing intensity-modulated radiotherapy for head and
neck cancer. How important is dysphagia? Oral Oncol 2014;50:1182–7. https://
doi.org/10.1016/j.oraloncology.2014.09.009.
[3] Nutting CM, Rooney K, Foran B, Pettit L, Beasley M, Finneran L et al. Results of a
randomized phase III study of dysphagia-optimized intensity modulated
radiotherapy (DO-IMRT) versus standard IMRT (S-IMRT) in head and neck cancer

[22]
[23]
[24]

49

(abstr). J Clin Oncol 2020;38:6508. https://doi.org/10.1200/JCO.2020.38.15_s
uppl.6508.
Petkar I, Rooney K, Roe JWG, Patterson JM, Bernstein D, Tyler JM, et al. DARS: a
phase III randomised multicentre study of dysphagia- optimised intensitymodulated radiotherapy (DO-IMRT) versus standard intensity-modulated
radiotherapy (S-IMRT) in head and neck cancer. BMC Cancer 2016;16. https://doi.
org/10.1186/s12885-016-2813-0.
Tyler JM, Bernstein D, Rooney K, Nutting CM. PO-0858: Development of dysphagia
optimised IMRT for head and neck cancer treatment in the DARS trial (abstr). In
Proceedings of the 35th Annual Meeting of ESTRO 2016, Turin, Italy. Radiother
Oncol 2016;119:S409-S410. https://doi.org/10.1016/S0167-8140(16)32108-9.
Radiotherapy Trials Quality Assurance. http://www.rttrialsqa.org.uk/rttqa/
[accessed 12 May 2021].
Giraud P, Racadot S, Vernerey D, Goldstein D, Glimelius B, Van Houtte P, et al.
Investigation of relation of radiation therapy quality with toxicity and survival in
LAP07 phase 3 trial for locally advanced pancreatic carcinoma. Int J Radiat Oncol
Biol Phys 2021;110:993–1002. https://doi.org/10.1016/j.ijrobp.2021.01.055.
Peters LJ, O’Sullivan B, Giralt J, Fitzgerald TJ, Trotti A, Bernier J, et al. Critical
impact of radiotherapy protocol compliance and quality in the treatment of
advanced head and neck cancer: results from TROG 02.02. J Clin Oncol 2010;28:
2996–3001. https://doi.org/10.1200/JCO.2009.27.4498.
Fairchild A, Straube W, Laurie F, Followill D. Does quality of radiation therapy
predict outcomes of multicenter cooperative group trials? A literature review. Int J
Radiat Oncol Biol Phys 2013;87:246–60. https://doi.org/10.1016/j.
ijrobp.2013.03.036.
Ohri N, Shen X, Dicker AP, Doyle LA, Harrison AS, Showalter TN. Radiotherapy
protocol deviations and clinical outcomes: a meta-analysis of cooperative group
clinical trials. J Natl Cancer Inst 2013;105:387–93. https://doi.org/10.1093/jnci/
djt001.
Abrams RA, Winter KA, Regine WF, Safran H, Hoffman JP, Lustig R, et al. Failure to
adhere to protocol specified radiation therapy guidelines was associated with
decreased survival in RTOG 9704–a phase III trial of adjuvant chemotherapy and
chemoradiotherapy for patients with resected adenocarcinoma of the pancreas. Int
J Radiat Oncol Biol Phys 2012;82:809–16. https://doi.org/10.1016/j.
ijrobp.2010.11.039.
Zhong H, Men K, Wang J, van Soest J, Rosenthal D, Dekker A, et al. The impact of
clinical trial quality assurance on outcome in head and neck radiotherapy
treatment. Front Oncol 2019;9. https://doi.org/10.3389/fonc.2019.00792.
Groom N, Wilson E, Lyn E, Faivre-Finn C. Is pre-trial quality assurance necessary?
Experiences of the CONVERT Phase III randomized trial for good performance
status patients with limited-stage small-cell lung cancer. Br J Radiol 2014;87
https://doi.org/10.1259/bjr.20130653.
Clark CH, Miles EA, Guerrero Urbano MT, Bhide SA, Bidmead AM, Harrington KJ,
et al. Pre-trial quality assurance processes for an intensity-modulated radiation
therapy (IMRT) trial: PARSPORT, a UK multicentre Phase III trial comparing
conventional radiotherapy and parotid-sparing IMRT for locally advanced head
and neck cancer. Br J Radiol 2009;82:585–94. https://doi.org/10.1259/bjr/
31966505.
Melidis C, Bosch WR, Izewska J, Fidarova E, Zubizarreta E, Ulin K, et al. Global
harmonization of quality assurance naming conventions in radiation therapy
clinical trials. Int J Radiat Oncol Biol Phys 2014;90:1242–9. https://doi.org/
10.1016/j.ijrobp.2014.08.348.
Santanam L, Hurkmans C, Mutic S, van Vliet-Vroegindeweij C, Brame S, Straube W,
et al. Standardizing naming conventions in radiation oncology. Int J Radiat Oncol
Biol Phys 2012;83:1344–9. https://doi.org/10.1016/j.ijrobp.2011.09.054.
Christianen ME, Langendijk JA, Westerlaan HE, van de Water TA, Bijl HP.
Delineation of organs at risk involved in swallowing for radiotherapy treatment
planning. Radiother Oncol 2011;101:394–402. https://doi.org/10.1016/j.
radonc.2011.05.015.
Owadally W, Hurt C, Timmins H, Parsons E, Townsend S, Patterson J, et al.
PATHOS: a phase II/III trial of risk-stratified, reduced intensity adjuvant treatment
in patients undergoing transoral surgery for Human papillomavirus (HPV) positive
oropharyngeal cancer. BMC Cancer 2015;15(1). https://doi.org/10.1186/s12885015-1598-x.
Van de Water TA, Bijl HP, Westerlaan HE, Langendijk JA. Delineation guidelines
for organs at risk involved in radiation-induced salivary dysfunction and
xerotomia. Radiother Oncol 2009;93:545–52. https://doi.org/10.1016/j.
radonc.2009.09.008.
Gregoire V, Mackie TR, De Neve W, Gospodarowicz M, Purdy JA, van Herk M et al.
ICRU Report 83: prescribing, recording, and reporting photon-beam intensitymodulated radiation therapy (IMRT). J ICRU 2010;10 Oxford University Press. http
s://doi.org/10.1093/jicru/10.1.Report83.
Eisbruch A, Schwartz M, Rasch C, Vineberg K, Damen E, Van As CJ, et al.
Dysphagia and aspiration after chemoradiotherapy for head-and-neck cancer:
Which anatomic structures are affected and can they be spared by IMRT? Int J
Radiat Oncol Biol Phys 2004;60:1425–39. https://doi.org/10.1016/j.
ijrobp.2004.05.050.
Esposito M, Masi L, Zani M, Doro R, Fedele D, Garibaldi C, et al. SBRT planning for
spinal metastasis: indications from a large multicentric study. Strahlenther Onkol
2019;195:226–35. https://doi.org/10.1007/s00066-018-1383-2.
Deasy JO, Blanco AI, Clark VH. CERR: a computational environment for
radiotherapy research. Med Phys 2003;30:979–85. https://doi.org/10.1118/
1.1568978.
Navran A, Heemsbergen W, Janssen T, Hamming-Vrieze O, Jonker M, Zuur C, et al.
The impact of margin reduction on outcome and toxicity in head and neck cancer

J. Tyler et al.

Physics and Imaging in Radiation Oncology 20 (2021) 46–50

patients treated with image-guided volumetric modulated arc therapy (VMAT).
Radiother Oncol 2019;130:25–31. https://doi.org/10.1016/j.radonc.2018.06.032.
[25] Chen AM, Yu Y, Daly ME, Farwell DG, H. Benedict S, Purdy JA. Long-term
experience with reduced planning target volume margins and intensity-modulated
radiotherapy with daily image-guidance for head and neck cancer. Head Neck
2014;36:1766–72. https://doi.org/10.1002/hed.23532.
[26] Lowther Nicholas J, Marsh Steven H, Louwe Robert JW. Dose accumulation to
assess the validity of treatment plans with reduced margins in radiotherapy of head
and neck cancer. Phys Imaging Radiat Oncol 2020;14:53–60. https://doi.org/
10.1016/j.phro.2020.05.004.
[27] Broggi S, Perna L, Bonsignore F, Rinaldin G, Fiorino C, Chiara A, et al. Static and
rotational intensity modulated techniques for head-neck cancer radiotherapy: a

planning comparison. Phys Med 2014;30:973–9. https://doi.org/10.1016/j.
ejmp.2014.07.001.
[28] Habraken JMS, Sharfo AWM, Buijsen J, Willemssen FEJA, Heijmen BJM,
Romero AM. The TRENDY multi-center randomized trial on hepatocellular
carcinoma – Trial QA including automated treatment planning and benchmarkcase results. Radiother Oncol 2017;125:507–13. https://doi.org/10.1016/j.
radonc.2017.09.007.
[29] Vreugdenhil M, Fong C, Iqbal G, Roques T, Evans M, Palaniappan N, et al.
Improvement in dysphagia outcomes following clinical target volume reduction in
the De-ESCALaTE study. Clin Oncol 2021. https://doi.org/10.1016/j.
clon.2021.07.009.

50

