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Breaking  
Barriers 
Toolkit

The American College of Surgeons Cancer Programs offers this “Breaking 
Barriers” Toolkit to help you and your colleagues develop strategies 
that will increase patient compliance with cancer treatment. 

The Toolkit is organized by the most prevalent barriers to care, as identified 
through baseline data collection results. They include (1) transportation 
issues, (2) illness unrelated to treatment toxicity/no longer wishing to pursue 
treatment, and (3) conflicting appointments. A list of interventions* and 
potential strategies for success are provided for each barrier. Supplemental 
tools and materials also are included for direct implementation or 
modified use in your practice. Before you begin, it is recommended you 
view the Breaking Barriers: Breaking Down the Top Barriers webinar. 

Table of Contents

*�Not all interventions may need to be implemented.  
Consult with your local quality improvement team for the 
specific barriers to care experienced in your program. 

If you have questions, please email CancerQI@facs.org.

https://www.youtube.com/watch?v=WuaQASt0nW0
mailto:CancerQI%40facs.org?subject=


American College of Surgeons Cancer Programs 

Barrier #1 Transportation Issues

Intervention: Identify Transportation Issues

Strategies: Just Ask: If a patient unexpectedly or regularly misses radiotherapy (RT) treatments, it 
is important to follow up with a phone call and ask if transportation to appointments is 
a barrier to their care. Implement this strategy by clearly designating the responsibility 
of patient follow-up to a member/group of members of the cancer treatment team (e.g., 
physician, advanced practice provider, clinic nursing staff, nurse navigator, social worker, 
medical assistant) and document the reason for missed treatment in the patient’s chart. 

Patient Education: For any patient documented as missing treatment, administer a “Modified 
Distress Tool” to recognize the patient’s needs and identify appropriate resources and referrals.  
A sample “Modified Distress Tool” can be found in Appendix 1 and Appendix 2.

Strategies: Local Resources: Local transportation resources identified on your initial community scan should 
be leveraged to assist patients in your program struggling with this barrier to care. Examples 
include applying for gas cards and highlighting transportation via the local public transportation 
system or available resources already at your hospital or in your community. Implement this 
strategy by clearly designating the responsibility of identifying transportation resources to a 
member/group of members of the cancer treatment team (e.g., advanced practice provider, clinic 
nursing staff, nurse navigator, social worker), applying for local transportation resources, and 
ensuring patients identified as having transportation issues are referred to these programs. 

National Resources: Several national resources and programs 
are available to assist patients with transportation:

Medical Transportation through Medicaid
•	 �https://www.cms.gov/medicare-medicaid-coordination/fraud-prevention/

medicaid-integrity-education/downloads/nemt-factsheet.pdf

Uber/Lyft Health Programs
•	 https://www.uberhealth.com/
•	 https://www.lyft.com/healthcare

Additional Transportation Resources:
•	 Cancer and Transportation Resources | CancerCare
•	 Transportation and Other Cancer Support Services | Livestrong
•	 Help with Transportation for Cancer Patients | OneVillage
•	 Implementing A Transportation Hub

Intervention: Leverage Rideshare/Hospital-Based Transportation
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https://www.cms.gov/medicare-medicaid-coordination/fraud-prevention/medicaid-integrity-education/downloads/nemt-factsheet.pdf
https://www.cms.gov/medicare-medicaid-coordination/fraud-prevention/medicaid-integrity-education/downloads/nemt-factsheet.pdf
https://www.uberhealth.com
https://www.lyft.com/healthcare
https://www.cancercare.org/publications/303-transportation_resources
https://www.livestrong.org/we-can-help/planning-medical-care/transportation-and-other-cancer-support-services
https://onevillage.io/resource/8-free-transportation-assistance-resources-for-cancer-patients
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.accc-cancer.org%2Fdocs%2Fdocuments%2Foncology-issues%2Farticles%2F2021%2Fv36-n3%2Fv36n3-implementing-a-transportation-hub.pdf%3Fsfvrsn%3D9a558655_11&data=05%7C02%7Cereilly%40facs.org%7C5dae36130e5c467b22b508dc234785c5%7Cc2b2034006274510868ebb38cba1848f%7C1%7C1%7C638424037315755615%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C20000%7C%7C%7C&sdata=YUm2%2FgJoCKKepdya3BgYHfvgddiabrQDy%2B5xY0ECsi8%3D&reserved=0
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Strategies: Patient Navigation Program: Consider establishing or using your existing Patient Navigation 
Program to assess whether a patient may have transportation issues prior to the start of the 
treatment schedule. This can be completed by phone using a standardized distress tool. Utilize 
patient navigators to call patients and evaluate their transportation needs. A sample “Modified 
Distress Tool” to implement in your practice can be found in Appendix 1 and Appendix 2.

Strategies: Schedule Alternatives: While 6 weeks or more of daily radiation has been the standard schedule 
for years, this course of treatment has been a significant issue for many patients in completing 
all of their treatments. In fact, many breast cancer patients have elected mastectomy over 
breast conservation, simply to avoid daily radiation treatments over a 5- to 6-week period. 
Similarly, prostate cancer patients may choose more aggressive surgery to avoid protracted 
radiation. However, alternative options are available for appropriately selected patients 
that can help avoid interruptions in the radiation schedule by offering fewer treatments 
with similar outcomes. For any patient, particularly those for whom potential treatment 
interruptions are anticipated, alternate radiation schedules could be considered and include:

•	 �For patients requiring post-lumpectomy radiation, consider 3- to 4-week schedules  
as opposed to 5- to 6-week schedules.

•	 �For selected patients who meet the criteria, consider 1- to 2-week courses 
of partial breast radiation (external beam or brachytherapy) or 1 week of 
whole breast RT using appropriate techniques. See Appendix 3.

•	 �For patients requiring prostate radiation, consider 5-week 
schedules as opposed to 8- to 9-week schedules.

•	 �For highly selected patients who meet the criteria and otherwise may not 
be able to complete RT treatments, consider 1- to 2-week courses of ultra-
hypofractionated treatments (stereotactic body radiation therapy, SBRT).

�These strategies should be selected only when clinically appropriate 
as deemed by the patient’s radiation oncologist. 

Intervention: Utilize Patient Navigation Program

Intervention: Use Fractionated Radiation Treatment Schedules 
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Illness Unrelated to Treatment Toxicity/ 
No Longer Wishing to Pursue TreatmentBarrier #2

Strategies: Probe Understanding: Develop a hospital-level system for outreach to ask questions about  
the patient’s understanding of their diagnosis and treatment course. It is important to check  
understanding in a non-accusatory way as patients may be reluctant to admit they are  
struggling with health literacy. 

•	 �Try saying, “It is common for patients to have questions or be overwhelmed by their cancer 
diagnosis, would you be interested in any additional educational resources?” or “Is there 
anything you are wondering about regarding your treatment plan? Is anything about it 
confusing to you?” Implement this strategy by clearly designating the responsibility of 
outreach to a member/group of members of the cancer treatment team (e.g., physician, 
advanced practice provider, clinic nursing staff, nurse navigator, social worker).

•	 �At their initial clinic visit, be sure to educate the patient that missing multiple radiation 
treatments is associated with worse cancer-specific outcomes. Be sure to include  
this information in the patient’s After Visit Summary as well. A graphic from the  
ACS Breaking Barriers Program can be included in the After Visit Summary. 
See Appendix 4 for the graphic and download instructions. 

Brochures and Videos: Provide patients with additional resources, including informational 
brochures and videos, regarding their cancer diagnosis. This can include local resources 
available at your institution, as well as national resources. Some examples include:

American College of Surgeons Patient Education Toolkit
•	 �https://www.facs.org/for-medical-professionals/education/

for-your-patients/my-patient-education-toolkit/

American Society for Radiation Oncology Brochures and Videos
•	 https://www.astro.org/Patient-Care-and-Research/Provider-Resources/Patient-Brochures
•	 https://www.astro.org/Patient-Care-and-Research/Provider-Resources/Patient-Brochures

Association of Community Cancer Centers Webcast on Effective Communication (free)
•	 https://courses.accc-cancer.org/products/plain-simple-strategies-for-improving-health-literacy

Ask Why: We can’t know why patients either don’t show up for appointments or decide to decline  
care unless we explore it in more depth. If a patient unexpectedly quits treatment or misses  
treatments, it is helpful to follow up and ask, “Can you tell us a little bit about why?” Implement 
this strategy by clearly designating the responsibility of asking to a member/group of members  
of the cancer treatment team (e.g., physician, advanced practice provider, clinic nursing staff,  
nurse navigator, social worker).

Strategies:

Intervention: Check Health Literacy

Intervention: Identify Psychosocial Distress

Breaking Barriers Toolkit | Barrier #2: Illness Unrelated to Treatment Toxicity/No Longer Wishing to Pursue Treatment

Continued on next page

https://www.facs.org/for-medical-professionals/education/for-your-patients/my-patient-education-toolkit/
https://www.facs.org/for-medical-professionals/education/for-your-patients/my-patient-education-toolkit/
https://www.astro.org/Patient-Care-and-Research/Provider-Resources/Patient-Brochures
https://www.astro.org/Patient-Care-and-Research/Provider-Resources/Patient-Brochures
https://courses.accc-cancer.org/products/plain-simple-strategies-for-improving-health-literacy
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Even before barriers to care arise, an important tool to consider in every day practices includes 
screening for anticipated barriers to help identify problems before they ever arise. In recent years, 
there has been increasing emphasis and recognition on how social determinants of health can 
affect patient outcomes. One such framework, developed by the National Academies of Sciences, 
Engineering, and Medicine, for addressing social determinants of health is shown below which 
focuses on five main activities: awareness, adjustment, assistance, alignment, and advocacy. 
Thus, for example, by asking patients about their access to transportation before they even start 
cancer treatment, providers may be able to assist their patients with specific barriers, rather 
than waiting until a patient misses treatment to engage. There are many available screening 
tools to help healthcare providers in identifying anticipated barriers to care to provide patients 
with assistance, before the problem ever arises, which are listed under the strategies below. 

Intervention: Screen for Anticipated Barriers

Breaking Barriers Toolkit | Barrier #2: Illness Unrelated to Treatment Toxicity/No Longer Wishing to Pursue Treatment

Elevate Concerns: If you notice withdrawn body language or tone or hear concerning 
phrases from the patient, such as “It’s just not worth it,” be sure to elevate your concerns 
and discuss them in more detail with the patient. Try asking “How are your spirits 
holding up?” or another non-stigmatizing question that may identify issues of mood/
distress. In addition, after noting depression, be sure to discuss with the patient a 
referral for mental healthcare and provide them with encouragement and support.

Strategies: 
Continued

Activity Definition Strategy

Awareness Activities that identify the social risks and assets  
of defined patients and populations.

Ask patients about their access to 
transportation.

Adjustment Activities that focus on altering clinical care to 
accommodate identified social barriers.

Reduce the need for in-person healthcare 
appointments by using other options such 
as telehealth appointments.

Assistance Activities that reduce social risk by providing  
assistance in connecting patients with relevant  
social care resources.

Provide transportation vouchers so 
that patients can travel to healthcare 
appointments. Vouchers can be used for 
ride-sharing services or public transit.

Alignment Activities undertaken by healthcare systems to 
understand sets in the community, organize them  
to facilitate synergies, and invest in and deploy them  
to positively affect health outcomes.

Invest in community ride-sharing or 
timebank programs.

Advocacy Activities in which healthcare organizations work with 
partner social care organizations to promote policies  
that facilitate the creation and redeployment of assets  
or resources to address health and social needs.

Work to promote policies that fundamentally 
change the transportation infrastructure 
within the community.

Activities to Uncover, Mitigate Potential Transportation Barriers to Care

Adapted from: “Integrating Social Care into the Delivery of Health Care: Moving Upstream to Improve the Nation's Health,” published by 
the National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Health Care Services; Committee 
on Integrating Social Needs Care into the Delivery of Health Care to Improve the Nation's Health in 2019.

Epic Healthy Planet Instrument 
For health networks that use Epic as their electronic health record, consider talking with  
your Information Technology team about the Epic Healthy Planet Instrument in order to  
proactively screen for social determinants of health. 

Strategies:

Continued on next page
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Breaking Barriers Toolkit | Section

PRAPARE
The PRAPARE Screening Tool is a free, downloadable screening tool available in more than 25 
different languages for assessing patient assets, risks, and experiences. This tool was specifically 
designed to help healthcare providers and community organizations collect data to improve the 
health equity of their patients and community members.  
The PRAPARE Screening Tool | PRAPARE

The EveryONE Project Social Needs Screening Tool
The EveryONE Project was developed by the American Academy of Family Physicians to provide 
additional resources for healthcare providers in order to give assistance in advocating for health 
equity. Their Social Needs Screening Tool is a short, 15 question survey that is free and may help 
you screen for anticipated barriers to care.  
Social Needs Screening Tool (aafp.org)

Accountable Health Communities Health-Related Social Needs Screening Tool
This screening tool was developed by the Centers for Medicare & Medicaid Services to similarly 
identify patient needs that can be addressed through community services. A link to this free, 
downloadable tool is below.  
The AHC Health-Related Social Needs Screening Tool (cms.gov)

HealthBegins SDOH Screening Tool
This specific screening tool consists of 28 questions that assess five specific domains: economic 
stability, education, social & community context, neighborhood & physical environment, and food. 
More information about HealthBegins can be found on its website below.  
Resources for SDH - (healthbegins.org)

Strategies: 
Continued

Evaluate Distress: Patients may be worried about issues we are unaware of or may be reluctant 
to ask family members for help. A local social worker may be able to encourage the patient to 
let the family know and/or problem-solve about sources of support. Staying alert to possible 
distress can guide next steps. Some examples of how to identify distress or financial need are: 

•	 ��A sample “Modified Distress Tool” to implement in your practice can be found  
in Appendix 1 and Appendix 2. 

•	 �Implemented the COST (Comprehensive Score for Financial Toxicity) questionnaire  
(Appendix 5) to assess for financial toxicity. 

•	 �If a patient misses treatment or states they no longer wish to pursue treatment, try asking  
“Are there circumstances in your life that are making it difficult to follow through with the 
treatment plan?” or “Can you think of things that might be helpful for us to address?”

•	 �If you identify a patient with increased financial need, consider alternate fractionation 
schedules (if clinically appropriate) as determined by the patient’s radiation oncologist.  
This typically will reduce costs for therapy by giving fewer treatments with equivalent  
outcomes in local control. To learn more about this strategy, refer to the Intervention: Using 
Fractionated Radiation Treatment Schedules under Barrier 1: Transportation Issues.

Strategies:

Intervention: Uncover Financial Toxicity

https://prapare.org/the-prapare-screening-tool/
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://healthbegins.org/resources-for-social-determinants-of-health/
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BREAKING BARRIERS TOOLKIT	 BARRIER #3 | CONFLICTING APPOINTMENTSConflicting AppointmentsBarrier #3

Strategies: Check for Understanding: At their initial clinic visit, be sure to educate the patient that 
missing multiple radiation treatments is associated with worse cancer-specific outcomes. 
Patients may not know the importance of completing all radiotherapy visits in a timely 
fashion (without days off from RT) and may not prioritize their treatments compared 
to other health visits. Be sure to include this information in the patient’s After Visit 
Summary as well. A graphic from the ACS Breaking Barriers Program can be included in 
the After Visit Summary. See Appendix 4 for the graphic and download instructions. 

Strategies: Patient Navigation Program: Consider establishing or using an existing Patient 
Navigation Program to ensure patients scheduled for radiotherapy treatment do not have 
conflicting appointments. Ideally, this strategy would be implemented by designating the 
responsibility of scheduling to a member/or group of members of the cancer treatment 
team (e.g., advanced practice provider, clinic nursing staff, nurse navigator, social 
worker, medical assistant) to work directly with the patient and ensure enough time 
between appointments without overlap in scheduling. Additionally, Patient Reminder 
Notifications through the electronic health record may help patients stay organized.

See: Navigating a Path to Equity in Cancer Care: The Role of Patient Navigation

Intervention: Educate the Patient

Intervention: Use a Patient Navigation Program

Breaking Barriers Toolkit | Barrier #3: Conflicting Appointments 
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Patient Distress Thermometer

Date Administered: 	 	 By: 	

Patient Name: 	 		 MR# 	

DOB (00/00/0000): 	 		   Formal     lnformal Assessment

Completed by:     Patient     Child     Family Member     Friend     Spouse     Other 	

During the past week how distressed have you been?  
(Please shade in the thermometer to the right) 

As part of our attempt to care for your total needs, we would  
like you to fill out the questionnaire on the following pages so that  
we may better approach your health care.

We believe that all aspects of your life are important and have  
an effect on the way you feel.	  
	

     Check if NO distress score was marked.		

Adapted with permission from the NCCN Clinical Practice Guidelines  
in Oncology (NCCN Guidelines®) for Distress Management V.2.2013.  
© 2013 National Comprehensive Cancer Network, Inc. All rights reserved. 
The NCCN Guidelines® and illustrations herein may not be reproduced 
in any form for any purpose without the express written permission of 
the NCCN. To review the most recent and complete version of the NCCN 
Guidelines, go online to NCCN.org. National Comprehensive Cancer 
Network®, NCCN®, NCCN Guidelines®, and all other NCCN Content are 
trademarks owned by the National Comprehensive Cancer Network, Inc.

BREAKING BARRIERS TOOLKIT	 APPENDIX/SUPPLEMENTAL DOCUMENTSAppendix/Supplemental Documents

Appendix 1 Modified Distress Tool, adapted from “Guiding Lay Navigation in Geriatric Patients  
With Cancer Using a Distress Assessment Tool.”

Breaking Barriers Toolkit | Appendix/Supplemental Documents
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Patient Distress Thermometer Continued

Date Administered: 	 	 By: 	

Patient Name: 	 		 MR# 	

DOB (00/00/0000): 	 		   Formal     lnformal Assessment

Completed by:     Patient     Child     Family Member     Friend     Spouse     Other 	

Do you wish to get help for any of the problems listed below?     Yes     No

If yes, which of these is/are most distressing 	

If we cannot follow-up with you in clinic today, what is the best way to contact you? 	

	

Check the causes of your distress (all that apply): 

Practical Problems

 �Ability to use Phone
 �Child Care
 �Cooking
 �Getting Groceries/Shopping

 �Housekeeping
 �Housing
 �Insurance/Financial
 �Manage Finances

 �Transportation
 �Work

Family Problems

Dealing with:  �Children
 �Family Support

 �Friends
 �Partner 

Information Concerns

 �Ability to use Phone
 �Diagnosis/Disease
 �Diagnostic Results
 �Diet/Nutrition
 �End of Life Issues
 �Hospice

 �Home Health
 �Legal Issues
 �Maintaining Fitness/Excercise
 �Performing Medical Procedures
 �Prognosis
 �Scheduling

 �Survivorship
 �Side-Effects/Treatments
 �Side-Effects/Medications)
 �Supportive Care
 �Treatment(s)
 �Treatment Decisions

Cognitive Problems

 �Feeling Confused
 �Forgetfulness
 �Poor Thinking

 �Memory/Concentration
 �Seeing Things/Hearing Things

 �Understanding Verbal 
or Written Words

Other

 �Ability to Read/Write
 �Cultural/Religious Needs

 �Citizenship
 �Lack of Social Support

 �Language Barrier
 �Post-op Care

Breaking Barriers Toolkit | Appendix/Supplemental Documents
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Patient Distress Thermometer Continued

Date Administered: 	 	 By: 	

Patient Name: 	 		 MR# 	

Do you wish to get help for any of the problems listed below? 	   Yes	   No

If yes, which of these is/are most distressing? 	

If we cannot follow-up with you in clinic today, what is the best way to contact you? 	

	

Emotional Problems

 �Adjusting to Changes 
in Appearance
 �Adjusting to my Illness
 �Boredom
 �Concentration
 �Coping with Grief and Loss
 �Emotional Control
 �Fear(s)

 �Feeling Depressed or "Blue"
 �Feeling Hopeless
 �Guilt
 �Intrusions (thoughts that 
appear suddenly and repeatedly 
that are not welcome)

 �Isolation/Feeling Alone
 �Loss of Interest in 
Usual Activities

 �Managing Stress
 �Nervous/Anxiety 
 �Role Changes ("Caring 
for Family") 
 �Sadness
 �Self-esteem
 �Worry

Check the causes of your distress (all that apply): 

Physical Problems

 �Balance/Walking & 
Mobility Difficulty
 �Bathing/Dressing
 �Body Sores
 �Breathing
 �Changes in Urination
 �Constipation
 �Controlling Bowel Movement
 �Controlling Urination
 �Diarrhea
 �Dizziness
 �Eating
 �Fatigue

 �Feeding Self
 �Fever
 �Getting Around Inside Home
 �Getting Around Outside Home
 �Hearing
 �Indigestion
 �Mouth Sores
 �Loss of Appetite
 �Moving In/Out of Chair or Bed
 �Nausea/Vomiting
 �Nose Dry/Congested
 �Opening Medication Bottles
 �Pain

 �Sexual Problems
 �Skin Dry/Itchy
 �Sleep/Insomnia
 �Substance Abuse
 �Swallowing
 �Swollen Arms/Legs
 �Talking
 �Tingling Hands/Feet
 �Toileting
 �Vision
 �Weight Change
 �Writing

Spiritual Problems

 �Lack of Comfort, Strength or 
Hope from Spiritual Beliefs	  
 �Facing my Mortality

 �Lack of Support from 
Spiritual/Religious Group

 �Loss of Faith
 �Trust in God	  

 �Loss of Sense of Purpose
 �Meaning of Life
 �Relating to God

Breaking Barriers Toolkit | Appendix/Supplemental Documents
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Nomogram for Barriers: Points

Distress Score at Intake (RT) (9-10 = 5; 6 or more =2, 5 = 1, <5 =0)

Lives Alone: (Yes = 2, No = 0)

Married (No = 1, Yes = 0)

Un/inderinsured: (No insurance 3, Medicaid 1, other = 0)

Age: (≥≥80 = 1, <80 = 0)

History of Mental Disorder: (depression, anxiety any meds = 1,  
BPD or schizo = 2, none/other =0)

Primary site being treated: (HNC = 2; GI or GYN site =1, other = 0)

Expected CHEMORT concurrently (Yes = 2, No = 0)

Transportation Concerns (distance, or other barriers) (yes =1, No = 0)

Housing concerns: (Yes = 2, No = 0)

Financial Concerns: (Yes = 1, No =0)

Workplace concerns (Yes = 1, No = 0)

Communication concerns/barriers (internet or cp) (Yes = 1, No = 0)

Family Concerns (caretaker or children concerns, daycare, etc.) (Yes = 1, No = 0)

Total (0-25 points possible)

Any patient with a score of 7 or higher on this modified tool is at risk and 
needs support from Social Worker and Nurse Navigator (in addition to 
the normal distress trigger score from NCCN that you use)

Appendix 2 Alternative option to the Modified Distress Tool in identifying Barriers to Care. 

Breaking Barriers Toolkit | Appendix/Supplemental Documents



American College of Surgeons Cancer Programs 

Site/organ treated Number 
RT tx

Technique Schedule Comments/reference

Breast(whole) 15-16 3D or IMRT 2.67Gy qd x 3 weeks Category I recommendation post BCT. NCCN v4.2023 

Breast (CW and 
nodes post MRM)

15-16 3D or IMRT 2.67Gy qd x 3 weeks Use caution in reconstructed breasts. NCCN v4.2023

Breast(partial) 15 3D or IMRT 2.67Gy qd x 3 weeks UK IMPORT LOW trial. NCCN v4.2023

Breast(partial) 5 IMRT 6.0Gy qod x 5 (1.5 weeks) Florence IMRT trial. NCCN v4.2023

Breast(partial) 10 3D or IMRT 3.85Gy bid x 5 days (1 week) RAPID trial. NCCN v4.2023

Breast(partial, brachy) 10 brachy(balloon catheter) 3.4Gy bid x 5 days (1 week) Catheter must be placed at time of Sgy. NCCN v4.2023

Breast (whole) 5 3D or IMRT 5.7Gy once weekly x 5 weeks UK FAST trial noninferior to 50Gy in 25 (not yet in NCCN)-
attractive option for patients with access barries to RT daily

Prostate 20 IMRT 2.75Gy qd x 4 weeks STAMPEDE regimen (for low volume M1 disease), NCCN v4.2023

Prostate 28 IMRT 2.5Gy qd x 5.5 weeks NCCN v4.2023 preferred intact prostate (or fossa), can include 
nodes as well at 1.8Gy per day with this regimen simultaneous

Prostate 26 IMRT 2.7Gy x 5.2 weeks NCCN v4.2023 preferred localized PC

Prostate 20 IMRT 3.0Gy qd x 4 weeks NCCN v4.2023 preferred localized low or intermediate risk PC

Prostate 
(with brachy)

15 IMRT or 3D 2.5Gy qd x 3 weeks NCCN v4.2023 following or prior to brachytx as supplement

Prostate (brachy only) 1-2 brachy various NCCN v4.2023

Skin 10 electrons 4.40Gy twice per week x 5 wks NCCN v1.2023 BED10 of 56-88Gy for BCC and SCC, executive summary ASRO

Skin 15 electrons, photons 3.0Gy qd x 15 (3 weeks) NCCN v1.2023 BED10 of 56-88Gy for BCC and SCC, executive summary ASRO

Skin 20 electrons, photons 2.5-2.75Gy qd x 20 (4 weeks) NCCN v1.2023 BED10 of 56-88Gy for BCC and SCC, executive summary ASRO

Skin 18 electrons, photons 3.0Gy 4d/wk x 18 (4.5 weeks) NCCN v1.2023 BED10 of 56-88Gy for BCC and SCC, executive summary ASRO

Melanoma 5 electrons, photons 6.0Gy twice per week x 2.5 wks NCCN v3.2023 Melanoma regional nodes also included

Melanoma 20 3D or IMRT 2.4Gy qd x 20 (4 weeks) NCCN v3.2023 Melanoma regional nodes also included

Lung 1 Stereotactic RT 25-34Gy x 1 NCCN v4.2023, peripheral tumor and small(early 
stage) done by centers with proficiency

Lung 3 Stereotactic RT 15-20Gy x 3 qod NCCN v4.2023, peripheral tumor, early stage 
cancer, done by centers with expertise

Lung 5 Stereotactic RT 10-11Gy x 5 qod usually NCCN v4.2023, central or peripheral, centers with experience; 
60 Gy in 5 tx also an option when not centrally located

Lung 8 Stereotactic RT 7.5Gy x 8 qd to qd to qod NCCN v4.2.23, central tumors close to vascular strux, 
etc, done by centers with experience

Lung 15 IMRT(SIB technique) 4.0Gy x 15 (3 weeks) HYPORT is for patients not candidates for SBRT or 
suitable for surgery or conventional CRT. 

Lung 15 IMRT 2.67-3.0Gy x 15(3 weeks) This noninferior regimen used with Small Cell and concurrent 
chemo in UK and elsewhere; not popular in US. 

Lung 20 IMRT 2.75Gy -3.0Gy x 20 ( 4 weeks) Common in Europe as well but has possible higher failure rate 
than conventional, so only use when no other options

Lung 12 IMRT 4.0Gyqd x 12 (2.5 weeks) Dutch trials and Canadian results promising when 
conventional treatments not possible

Larynx(glottis) 28 IMRT or 3D 2.25Gy qd x 28 (5.5 weeks) NCCN v1.2024 early T1 true cord (and 1 more tx for T2), RT only

Larynx(glottis) 16 IMRT or 3D 3.12Gy x 16 (3.1 weeks) NCCN v1.2024 early T1 true cord-Christie and Royal Marsden results RT only

Head and Neck(other) 20 IMRT 2.5Gy qd x 20 (4 weeks) Altered fx in HNC with concurrent chemo is not used. If barriers,  
and no CMT, then consider hypofx

Head and Neck(other) 28-33 IMRT SIB 2.12Gy qd x 33 high, 
1.8Gy moderate

Simultaneous integrate boost technique can shorten 
course by 1 week and minimize breaks

Head and Neck(other) 20 IMRT 2.75Gy qd x 4 weeks Current trial (NCT0765503)standard vs hypofx is looking at this 
but this is typically reserved for COVID, access concerns

Rectal Preop 5 IMRT or 3D 5.0Gy qd x 5 NCCN. RAPIDO trial 5 yr fu shows slight higher LRF with this regimen 
for High Risk subset. Chemo is sequential (STELLAR trial also)

Bladder 20 IMRT or 3D 2.75Gy qd x 4 weeks BCON and BC2001 trials in UK show non-inferiority of this to standard dose per fx

Pancreas 15 IMRT 2.4Gy qd x 23 weeks NCCN v 2.2023

Appendix 3 Cheat sheet for selected patients who meet criteria to consider 1–2 week 
courses of partial breast radiation external beam or brachytherapy, 
or 1 week of whole breast RT using appropriate techniques.
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Comments 
for use of 
this table Disclaimer

This is meant to be a "cheat sheet" as part 
of QI discussion/collaborative and by no 
means endorses any particular regimen

It represents commonly 
accepted strategies but it 
is not meant to be used 
to guide treatments. 
Consult your RT physician 
for appropriate regimens 
at your institution

HypoFx is now the norm in breast when nodes 
and large volumes are NOT being treated 
(along with no reconstruction), but will likely 
expand to include these situations as well 
in the near future. This is a new metric for 
NAPBC as well. Prostate is more commonly 
being treated with HypoFx as well (40% of 
patients now being offered it in large studies). 
These two sites account for a majority of 
cases receiving RT in America. The other 
sites listed here I would consider when it is 
included in NCCN guidelines which I listed 
here as well. ALWAYS consider technique, 
potential overlapping toxicity with systemic 
therapy and expertise when treating with 
unconventional fractionation regimens. 
And always reference current guidelines. 
Standard dose limits to organs at risk vary 
depending on the dosing schedule being 
used and the number of treatments as well
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Appendix 4 Patient education graphic on missing multiple treatments that can be included in the  
After Visit Summary.

Developed by the Breaking Barriers National Quality Improvement Project 
through the American College of Surgeons Cancer Programs

Missing multiple 
radiation treatments 

can negatively impact 
your long-term 

cancer outcomes.

If you have concerns 
about completing your 
radiation treatments…

…talk to your doctor to  
learn about ways 

they can help!

RESOURCES INCLUDE:

Among many others!

Help with 
transportation

Alternative  
radiation schedules

Navigating  
conflicting 

appointments

Completing Radiation Treatment and Resources to Help
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COST—FACIT (Version 2)

Below is a list of statements that other people with your illness have said are important. Please 
circle or mark one number per line to indicate your response as it applies to the past 7 days.

Nor at all A little bit Somewhat Quite a bit Very much

0 1 2 3 4

FT1 I know that I have enough money in savings, retirement, or assets to cover the costs  
of my treatment

FT2 My out-of-pocket medical expenses are more than I thought they would be

FT3 I worry about the financial problems I will have in the future as a result  
of my illness or treatment

FT4 I feel I have no choice about the amount of money I spend on care

FT5 I am frustrated that I cannot work or contribute as much as I usually do

FT6 I am satisfied with my current financial situation

FT7 I am able to meet my monthly expenses

FT8 I feel financially stressed

FT9 I am concerned about keeping my job and income, including paid work at home

FT10 My cancer or treatment has reduced my satisfaction with my present financial situation

FT11 I feel in control of my financial situation

FT12 My illness has been a financial hardship to my family and me

Appendix 5 COST (Comprehensive Score for financial Toxicity) questionnaire.
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