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To survey clinical practice in SCC on the anus in Italy

3. Results Staging examinations (multiple answers allowed) N(%)
. Rigid anal-rectal endoscopy 49 (84.5)
Among the 165 RT departments documented in Italy by AIRO (as per 2018), a total Colonoscopy 30(51.7)
of 71 centres (43%) participated in the present survey. Among them, 58 participants (82%) GYN evaluation + colposcopy 13 (22.4)
fully completed the questionnaires and their answers were considered for the current C""lm’l'“"h““s e?;l; :;:',;flhum'abdumm) gg ggg
analysis. Detailed characteristics of the participants and centres can be found in Table 1. Whole-Body "“FDG-PET 39(67.2)
Most of the respondents work in public and/or university hospitals (75.8%), in the north- . Endoscopic ultrasound 19(32.8)
ern part of the country (65.5%). The clinical experi f the ticipant al t Attitude towards petyic MT at dlagnosis
P ry .D70). perience o: € paticipants was mos Mandatory 50 (86.2)
equally split between below (48.3%) and above (51.7) 10 years. The vast majority of the Optional but useful 6(10.3)
centres (88.0%) treats less than 20 anal cancer patients per year. S°°°“d"[°J‘s'°e|l:s"sm'"""°“ 20(3(')5))
Attitude towards "*FDG-PET at diagnosis
Mandatory 22(379)
Py — - = Optional but useful 20 (34.5)
Table 1. Characteristics of the participants and centres. Seardietel brarts 16 27.6)
Useless 0(0)
Radiotherapy facility N(%) Inguinal biopsy/fine needle aspiration of suspicious node
Public 30(51.7) Always 3(52)
Accredited private hospital 7(12.1) Only if clinically palpable lymph node d d on CT (size >1 cm) and *FDG- 17
University Hospital 14(24.1) PET avidity ’
Accredited cancer center (IRCCS) 7(12.1) Only in case of clinically palpable lymph node detected on CT (size >1 cm) and 30(51.7)
Operating region in Italy borderline "FDG-PET avidity &
Northern Italy 38(65.5) Only in case of clinically palpable lymph node d 1on CT (size >1 cm) 5(8.6)
Center Italy 13 (22.4) without "*FDG-PET avidity g
Southern Italy 7(12.1) . Never ) 19(32.8)
Years of experience in RT HIV screening (on blood or saliva)
<5 10(17.2) AIW§ys 29 (50.0)
5-10 18 (31.1) ) Somcum_cs 16 (27.6)
11-15 9(15.5) Only in case of risk factors 7(12.1)
>15 21(36.2) Nc_vcr . . 6(10.3)
Anal cancer patients treated/year (HPV) p16 IHC detection on biopsy specimen
<10 23(39.7) AIW§ys 34 (58.6)
11220 28 (48.3) .Somcumcs ) 21(36.2)
2130 6(10.3) Only in young patients 0(0)
%30 1 '7) Only in clinical trials 3(5.2)
. 5 Never 0(0)
MDT dedicated to anal cancer Role of the multidisciplinary team
Yes 54(93.1) Standard approach for all patients 51(87.9)
No 4(6.9) Necessary only in selected cases 5(8.6)
Legend: N:. qumhgr; TRCCS: Istituto di Ricovero e Cura a carattere scientifico; RT: radiotherapy: Not applicable to my clinical practice 2(3.5)
MDT:Muktidisciplinary Tesmn. Legend: N: number; GYN: gynaecological; CT: computed tomography; MRI: magnetic resonance
imaging; FDG-PET: fluorodeoxy-glucose-positron emission tomography; HIV: human immunode-
ficiency virus; HPV: human papilloma virus; [HC: immunohistochemistry.
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T Tor GTV definition (both primary tumor and lymphnodes) (multiple answers allowed) N (%) Table.4 Combined modality tr
"::;'::':8( fr"' I’;‘"}-‘z-“;) CHT regimens concurrent to RT N(%) o T©9)
L et SFU-MMC 41(70.6) None 4(69)
y CHT regimen for consolidation CHT
SFDG-PET 45(77.6) SFU-CDDP 3(52)
RT delivery technique (multiple answers allowed) Cape-MMC 11 (19.0) i;‘d'_i{’h?c" ; ‘(g;}
sy s Cape-CDDP 1(17) Other 3(69)
Volumetric IMRT 52(89.7) Others 2(3.5) ; ... X 41019
% Type of definitive RT-CHT in HIV bmitted to HAART
Tomotherapy ATy Number of MMC cycles in case of SFU-MMC or Cape-MMC e e R T a0
i 1 cycle (week 1 of RT) 9(15.5) Standard CHT-RT in patient with normal CD4+ve count
Faay, "'“é‘gk".;"_”s'c(q":::g’a',‘;‘uﬁ"‘ allowed) L 2 eycles (week 5-6 of RT) 47(81.0) Standard CHT-RT in paient with normal C14+ve count nd undetectable viral RNA Boon
RTSIE 9@ CHT dose reduction 4(69)
R o Other 239 Use of alternative CHT regimens (i.c. CDDP over MMC) 7(12.1)
i o Ll MMC dose in case of SFU-MMC or Cape-MMC (1 MMC cycle) Standard first-line disease
locavitary or Contact BRT 3(52) A 3 36 (620)
Interstitial BRT 4(69) 10 mg/m 21(80.7) el 19(32.8)
Treatment after local excision for TINO tumor with risk factors 12 mg/m? 2(7.8) (Modified) Docetaxel - CDDP + SFU 3(52)
RE"‘"“‘"‘.RT“"'""T’“"“" dose 21 (362) 10-12 mg/m® 3(11.5) Legend: N: number; CHT: RT: SFU: 5. M ;
T-CHT with RT dose de-escalation 13(22.4) . y g e < .
RT-CHT with definitive RT dose 17(293 MMC dose in case of SFU-MMC or Cape-MMC (2 MMC cycle) CDDP: cisplatin; Mg: milligrams; M?: square meters; DPYD: d:hvdmpvnmudme dzhvdmgemsz CVC: central venous
(29.3) & e
2 catheter; HIV: human immunodeficiency virus; +ve: p\»lll\n HAART: highly active antiretroviral therapy; CD4: duster
RT with dose de-escalation 2(3.5) 10 mg/m? 31(91.2) of di fation 4; RNA: ri ic acid; CBDCA:
Others 5(8.6) 2
RT dose to primary tumor GTV for T1-T2 tumors (dose range) (multiple answers allowed) 12 me/m 2 129
45-45.9 Gy 2(3.5) 10-12 mg/m* 2(5.9)
50-50.4 Gy 27(46.5) Screening for DPYD genotype
54.55 Gy 34(58.6) Yes 46(79.3)
56-59.4 Gy 7(12.1)
% No 12(20.7)
> 60 Gy 4(69)
RT dose to primary tumor GTV for T3-T4 tumors (dose range) (multiple answers allowed) Use of Cape concurrent to MMC or CDDP and RT
uSSJS(;yr ] (l ( ;.27: Standard of care (daily practice) 20(34.4)
'5(;59:4 (3 I9:32:s: Investigational (within clinical trial only) 4(6.9)
=60 13(224) Upon patient's pi or in case of chall for CVC pl 32(55.2)
Dose to elective volumes (multiple answers allowed) Other 2(3.5)
32_2'3_;%), ;:;g Use of CDDP as alternative to MMC concurrent to SFU or Cape and RT
2425Gy 5(8.6) Equivalent to MMC 8(13.8)
45-45.9 Gy 55(94.8) Inferior to MMC 8(13.8)
40.5}(.;;5((]); Gy '; :;Xi‘)" Only in case of clinical contraindication to MMC 41(70.7)
Dose to involved nodes (sized < 3 em) (multiple answers allowed) Other 1(1.7)
40 Gy 1(LT) Use of induction chemotherapy
45 Gy 1(1.7) Standard 1(1.7)
0-51 G 4 (58.6
e o _ Nt standard 19 (32.8)
54-56 Gy 19(32.8) Only in case of extensive pelvic involvement or extra-pelvic disease 38 (65.5)
59-59.4 Gy 2(35) Other 0(0)
>60 Gy 4(69) S,
Dose to involved nodes (sized > 3 em) (multiple answers allowed) Use of consolidation f:dT after RT-CHT L
456G 1(L.T) Stang 0)
Sos04oy 469 Not standard 44(75.9)
54-56 ny 50 :8.6,;) In case of high-risk disease (locally advanced tumors with nodal involvement) 11(18.9)
59-59.4 Gy 3(52) Other 3(52)
— - ’R? Gy = - - 5(86) CHT regimen for induction CHT
BN N: number; gross tumor volume; P compute phy magnetic resonance
imaging; "FDG-PET: it 3DCRT: 3. ional conformal radiother- SFU-CDDP 33 (56.9)
apy; IMRT: intensity modulated radiotherapy; ngk'l‘ magneh( resonance guided radiotherapy; EBRT: external beam SFU-MMC 17(29.3)
radiotherapy; SIB: simultaneous integrated boost; BRT: brachytherapy; CHT: chemotherapy.
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Table 5. Resp salvage therapies and follow up.
Optimal timing for restaging after the end RT-CHT N(%)
8 weeks 6(10.3)
3 months 10(17.2)
6 months 20 (34.6)
> 6 months 5(8.6)
26 weeks 17(29.3)
Tmaging ination for ging after RT-CHT (multiplc answers allowed)
Abd pelvic contrast-enk d CT scan 26(44.8)
Pelvic contrast-cnhanced MRT 53(91.4)
"FDG PET-CT 34(58.6)
Abdominal US 20 (34.5)
Bioptic ion for response
Always 2(3.5)
Only if persistent disease is suspected or a residual scar is present 16 (27.6)
Only if persistent discase is suspected 31(53.4)
I decide according to tumor clearance during RT-CHT 9(15.5)
Never 0(0)
Opinion about salvage surgery for recurrent/persistent disease
Always curative 14(24.1)
Curative in about half of patients 7(12.1)
Never curative 0(0)
My opinion is normally validated by tumor board 36 (62.1)
Other 1(1.7)
Treatment for local relapse
Exclusive surgery when feasible 54 (93.0)
Medicina 2021, 57, x FOR PEER REVIEW Bof 13
Re-irradiation + CHT with palliative intent 0(0)
Exclusive CHT 2(3.5)
Re-irradiation + pre-operative CHT + | surgery 2(3.5)
Management of late toxicity in long-term survivors
Done by the radiation oncologist 35(60.3)
Done by other specialists (medical oncologist, surgeon) 2(3.5)
Based on tumor board management 21(36.2)
Follow up timing
Every 3 months for the first 5 years 1(L7)
Every 6 months for the first 5 years 2(3.5)
Every 3 months for the first year then every 6 months for the next 4 years 18 (31.0)
Every 3 months for the first 2 years then every 6 months for the next 3 years 35(60.3)
Other 2(3.5)
Legend: N: number; RT: radiotherapy; CHT: ch therapy; CT: puted graphy; MRI: magneti imag-
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