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PURPOSE / OBJECTIVE(s) RESULTS

The standard management of patients with locally 
advanced rectal cancer (LARC) involves fluoropyrimidine-
based neoadjuvant chemoradiation therapy (CRT) 
followed by total mesorectal excision (TME) and 
additional postoperative chemotherapy  [1]. 
Landmark data from the Trans-Tasman Radiation 
Oncology Group trial 01.04 and the Polish Colorectal 
Study Group revealed short-course preoperative 
radiotherapy (SC-RT, 25 Gy in 5 fractions) to be non-
inferior to conventionally fractionated long-course 
chemoradiation therapy (CF-CRT, 45 to 50.4 Gy in 25 to 28 
fractions with concurrent 5-fluorouracil-based 
chemotherapy), when followed by surgery 4 to 8 weeks 
later [2,3].
In light of these results from randomized phase III trials, 
we hypothesized that physicians with knowledge of these 
key trials would embrace SC-RT, but reimbursement 
barriers may influence the actual clinical practice.  

• Only a small minority of radiation oncologists 
preferentially use SC-RT for LARC, despite several 
randomized trials showing SC-RT to be comparable to 
CF-CRT; 42% of US radiation oncologists do not support 
SC-RT in the setting of almost half of respondents 
claiming familiarity with both aforementioned trials.
The reasons cited by our respondents favoring CF-CRT 
were shown incorrect by randomized clinical trials.  
The Trans-Tasman trial did not find a statistical 
difference between SC-RT and CF-CRT groups in terms 
of difference in sphincter preservation [2]. A survey 
published a year ago by Mowry and colleagues 
revealed that 96% of radiation oncologists favored CF-
CRT, whereas we found 58% favoring CF-CRT, which is 
still the majority of radiation oncologists [4].  This may 
be related to the timing around the publication of the 
Polish Colorectal Study results showing improved 
survival in patients randomized to SC-RT. 

• Kim and Murphy showed by 2013, less than 1% of 
rectal patients received SC-RT despite key trials [5]. 

• The US radiation oncology reimbursement system may 
influence radiation oncologists’ preference of CF-CRT 
versus SC-RT.  However, maybe there is another barrier 
as to why SC-RT supporters would still prefer CF-CRT. 

• Lag between new fractionation trends established by 
clinical evidence and adoption by physicians highlights 
the need to educate physicians in real time in order to 
change current patterns of care for rectal cancer 
patients. 

We invited practicing U.S. radiation oncologists to 
complete an IRB-approved anonymous online survey in 
Nov. 2016 querying background characteristics, self-rated 
knowledge of key clinical trials, and management of 
patients with localized rectal carcinoma. 

Respondent characteristics were tested for associations 
with respondents’ self-assessed attitudes toward SC-RT 
and familiarity with key trials using Chi-squared. 
Respondents were classified as SC-RT supporters if they 
marked any of the following: “SC-RT and CF-CRT are 
equivalent, but reimbursement is higher for CF-CRT,” “SC-
RT and CF-CRT are equivalent, but CF-CRT is more 
accepted,” “I’m a strong supporter of SC-RT and 
preferentially use it.”  A p-value of less than 0.05 was 
defined as statistically significant. R (version 3.3.3 (2017-
03-06)) was used for all data analysis.

We thank the respondents who have taken the time to participate and complete our survey. 
This work was support by OHSU REDCap [1 UL1 RR024140 01].
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Survey Respondents: We received 220 responses from practicing radiation oncologists, whose background characteristics are 
summarized in Table 1. Response rate was difficult to ascertain as there were many invalid emails in the database. 

Attitudes toward preferential utilization of CF-CRT over SC-RT:  6% of respondents preferentially use SC-RT (n=14, Figure 1), with 
58% of total respondents classified as SC-RT supporters per definition previously noted. Figure 2 summarizes reasons 
respondents preferred CF-CRT over SC-RT with better sphincter preservation, higher pCR rate, and fewer long-term toxicities as 
the most common reasons. If a patient insists on SC-RT, minority of SC-RT non-supporters would not feel comfortable compared 
to SC-RT supporters ( 12.1% vs 4.7%, p-value = 0.044). 

Impact of knowledge of key clinical trials: 103 respondents (47%) were familiar with the results of both the randomized Trans-
Tasman Radiation Group Trial 0104 and the randomized Polish Colorectal Study Group. Of the SC-RT non-supporters, 47.8% 
claimed knowledge of both trials, whereas 46.1% of SC-RT supporters claimed familiarity, and there was no statistical significant 
(p-value = 0.726).  

Impact of reimbursement system: Overall, 158 respondents (72%) would still prefer CF-CRT if an insurance company would pay 
a set amount for radiation therapy, regardless of the number of fractions. SC-RT non-supporters almost unanimously would 
prefer CF-CRT more so than SC-RT supporters (90.1% vs 59.4%, p-value = 0.0001, Table 2). Among SC-RT supporters in the 
current US reimbursement system, 9 out of 91 (15%) would switch to SC-RT, whereas 52 out of 128 (85%) physicians currently 
viewing SC-RT as equivalent or superior form of treatment would switch to SC-RT, with statistically significant difference 
between these groups (p-value < 0.0001, Table 2). 
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Table 1. Background characteristics of radiation oncologists 
who completed the survey (n=220).

Table 2. Responses to hypothetical situations according to SC-RT supporters and SC-RT 
non-supporters (n=220). Significant p-values are bolded 

Figure 2. Reasons stated by radiation oncologist favoring CF-CRT over SC-RT. 
pCR (pathologic complete response) 
*Percentages do not add up to 100% as multiple reasons could be selected by  respondents.

Figure 1. Respondents identified as strong supporters
who use SC-RR preferentially (n = 220). 


