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Fig.2 Measured TPS calculation accuracy in low-dose areas
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clinically acceptable and deliverable, with
doses at the patient's body at 30 cm from the
target kept below 20 mGy in accordance with
the NHS recommendations [2].
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Fig.3 Comparison of Extracranial Doses for
Different Radiosurgery units [1] with our
improvement for Linac SRS (using MLC)

Elements and Monaco MC algorithms with a properly modelled beam allow assessment of
extracranial dose from SRS to comply with the latest recommendations. Clinically viable SRS
plans for C-arm linacs can be optimised to substantially reduce body dose without compromising
treatment quality (Fig.3). Given documented scatter-induced cancer risks, especially in younger
patients, such dose-minimisation strategies are clinically important and warrant wider adoption.
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