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Shifting Paradigms in Radiation Therapy
for Breast Cancer inNorth Carolina
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4 Jean Wright joined the University of North Carolina as Professor and Chair of
«  Radiation Oncology in August of 2024
3 She prewiously served as the Director of the Breast Radiation Oncology Program,
' aswellasthe Vice Chalr for Safety and Quality for the Department of Radiation
Oncology at Johns Hoplins University.
4 Jean Wright joined the University of North Carolina 3s Profiessor and Chalr of
«  Radiation Oncology in August of 2024
3 She previously served as the Director of the Breast Radkation Oncology Program,
»  aswell 35 1he Vice Chalr for Safety and Quality for the Department of Radiation
Oncology at Johns Hoplins University.
2 Or Wrights for breast cancer,
»  Withresearch interestin s for f early
cancer, In low-risk
breast cancer, and toxicity reiated to breast radiation
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»  aswell s 1he Vice Chalr for Safety and Quality for the Department of Radiation
Oncology at Johns Hopiins Unhversity.
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s Withresearch interest in s for f early
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‘ She currently sesves on the Board of the American Society of Radiation Oncology
(ASTRO) as the Vice Chair of the Clinical Aftairs 2nd Quaity Council
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Learning Objectives @

Describe approaches to radiation de-escalation in early stage, low
risk breast cancer

Identify strategies for treatment of higher risk breast cancer

Discuss the impact of radiation technology in the management of
breast cancer

Discuss the statewide implications of these shifts in treatment

paradigms
17
Role of Radiation In Breast Cancer @
Breast Conservation Post-Mastectomy
18
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Outcomes Have Improved Over Time £

Analysis of Breast Cancer Mortality in the US—1975 to 2019

Pigare 2
Time

- (RHAAA

Caswell et al JAMA 2024

19

Treatment De-Intensification in Early P
Breast Cancer =

Surgery Radiation Endocrine

Dose

Breast
Surgery

Fractions Modality

Axillary
Surgery

Duration

20

Traditional Radiation Course:

5-7 Weeks for All...

« Standardized dose/fractionation and fields: “One Size Fits All”
Dose:
* 45-50 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy, 5+ wks
Fields:
= Whole breast +/- “3 " field” for nodal treatment
* Post-mastectomy radiation: chest wall + comprehensive nodes

» Lack of data regarding variability in breast cancer subtypes
= Technology limited ability to investigate new techniques

21
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» Standardized dose/fractionation and fields: “One Size Fits All”
« Conventlonal Dose:

Traditional Radiation Course:

5-7 Weeks for All...

+ 4550 Gy +/-10-16 Gy boost, fractlon size 1.8-2 Gy, 5+ wks

22

F m|
u =
Compared to traditional courses, "hypofractionated” courses have:
L]
!l - - poten com e ul
F a|
3
Compared to traditional courses, shorter radiation courses "hypofractionated" courses for breast
cancer are designed to be:
L]
L= = = potencomoe ul
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Introduction ot Hypofractionation:

Radiobiologic Principles

Early understanding: small fraction size, many fractions optimizes
therapeutic ratio

1990'’s: breast cancer biology is unique, larger fraction size with fewer
fractions and lower cumulative dose (hypofractionation) may achieve
same results

Research goal: Achieve same effectiveness, same side effect profile as
a standard 25-fraction schedule, in as few fractions as possible.

25

Developments From 1990’s to 2010+:

Evolution of Hypofractionation @
Early Stage, Whole Breast, No Nodal RT:

Conventional Dose:
« 45-50 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy, 5+ wks

1970’s to 1990’s/Early 2000’s

26

Developments From 1990's to 2010+: —
Evolution of Hypofractionation i

Early Stage, Whole Breast, No Nodal RT:
Conventional Dose:
+ 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy, 5+ wks
« Studies of “moderate hypofractionation” begin:
= Ontario Study (Canada) (1993 to 1996)
* 50 Gy/2Gy over 5 weeks vs. 42.5 Gy/2.65Gy over 3 wks
UK Start B (UK) (1999-2001)
= 50 Gy/2Gy over 5 weeks vs 40 Gy/2.7 Gy over 3 wks

! }

1970’s to 1990’s/Early 2000’s

27
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Hypofractionation: 10 Year Results

Ontario

(

UK START B

0

Local Recurrence

Whelan NEIM 2011

Survival

Haviland Lancet Oncol 2013

Local Recurrence

No difference in recurrences between groups

28

Hypofractionation: 10 Year Results

Michigan Consortium

m

MDACC Randomized Trial

)

Jagsi MROQC JAMA Oncol 2015

0 o

Shaitelman JAMA Oncol
2015

Acute Toxicity: | pain, pruritis, dermatitis, moist desquamation

29

Hypofractionation: 10 Year Results

UK START B

Hazard ratio (95% C1)

aaaaaaa d Lancet Oncol 2013

Late Toxicity: | breast shrinkage, induration, edema

30
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Hypofractionation: Guidelines

* 2011 ASTRO Whole Breast Irradiation Guideline:

« Evidence supports the equivalence of hypofractionated WBI with
conventionally fractionated whole breast irradiation for patients
who satisfy all of these criteria*

* 2018 ASTRO Whole Breast Irradiation Guideline:

* For women with invasive breast cancer receiving WBI +/- low axilla,

the preferred dose-fractionation scheme is hypofractionated WBI

Table 1 Patients for whom consenses supports use of HF-WB1: A comparison of the 201 | and 2018 ASTRO Gidelines «

2018 ¢

A
A
As

it
b

Smith etal PRO 2018

31

Developments From 1990’s to 2010+: =
Evolution of Hypofractionation L

Early Stage, Whole Breast, No Nodal RT:
Conventional Dose:
« 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
« Studies of “moderate hypofractionation” begin, fraction size 2.6- 2.7 Gy, 3+ wks

! }

1970’s to 1990’s/Early 2000’s

32

Developments From 1990's to 2010+: —
Evolution of Hypofractionation i

Early Stage, Whole Breast, No Nodal RT:
Conventional Dose:
* 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

! b

1970's to 1990’s/Early 2000s ~ 2010-
2015

33
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Developments From 2010-2025:
HF for Nodal or Post-Mastectomy RT

9 Primary Outcome:

ﬂ - change in physical well
being 6 months after
RT

First randomized trial of HF in patients undergoing mastectomy and
implant reconstruction

Similar primary outcome and toxicity profile

Improvement in some quality-of-life domains with HF

Fewer treatment interruptions with HF

Presented on 11/19/25

Wong et al, JAMA Oncol 2024

34

Hypofractionation: 2025 PMRT Guideline

Clinical Practice Guideline \Dlatec agmemom 14

Postmastectomy Radiation Therapy: An ASTRO/
ASCO/SSO Clinical Practice Guideline
For patients without breast reconstruction receiving PMRT,
moderate hypofractionation is recommended.
Moderate hypofractionation is preferred given equivalent oncological outcomes
and lower toxicity.
Conventional fractionation may be an option in rare circumstances.
For patients with breast reconstruction receiving PMRT,
moderate hypofractionation (preferred) or conventional
fractionation is recommended.

m

35

Developments From 1990's to 2010+:
Evolution of Hypofractionation

Early Stage, Whole Breast, No Nodal RT:

Conventional Dose:
+ 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks

! b

1970's to 1990’s/Early 2000s ~ 2010-
2015

Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

36
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Developments From 2010-2025

Evolution of Hypofractionation

Early Stage, Whole Breast, No Nodal RT:
« Conventional Dose:
« 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Nodal RT, Post Mastectomy RT:
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

bbb

1970's to 1990's/Early 2000’ 2010- 2025
2015
37
Developments From 2010-2025: -~
Evolution of “Ultra-Hypofractionation” ik
[“UK FAST FORWARD” ]
Whole breast — ultra hypofractionation I F‘STW ]
N = 4096
S % = T | ot
e ot | ™ o --0 Photos at 2, 5 and 10 years
T1-3 pNO-1 MO M =
p:u-:mi 4 -" ek oy
E
:.?“oom - bom&&%ﬁﬁ 0Gy/5H)
38

Whole Breast Ultra-Hypofractionation: @
5 Year Results :
(“UK FAST FORWARD” |

Local Recurrence Normal Tissue Effects

No difference in recurrence, worse toxicity after 27 Gy/5 but not 26 Gy/5

Bruntetal Lancet 2020

39
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Developments From 2010-2025:

)

(

Ultra-Hypofractionation for Nodal RT
Nodal Sub-Study: Fast Forward 5 Yr Outcomes

——— * Moderate or marked swelling
‘of the breast ! ] in the arm or hand
A years .
ST1-3 pNI-2a MO N prrerrys * 10% with 40 Gy/15
K reqired o level ™ O -- L rhoos2asymn + 11% with 26 Gy/5
L |m 266yin’5 br + DIff. of 1% p = 0.49.
| NOIMC RT 4 "-J ety + Other symptoms in the arm
x T . L ] and shoulder were similar
vy o Soont (0N 300w ooy Ho440 between the groups, with no
Primary endpoint: cases of brachial plexopathy.

- Patient-reported arm/hand swelling (EORTC QLQ-BR23)

Presented on 11/19/25

Brunt Radiother Oncol 2025

40

Developments From 2010-2025

=

Evolution of Hypofractionation ik
Early Stage, Whole Breast, No Nodal RT:

Conventional Dose:

« 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks

Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Nodal RT, Post Mastectomy RT:

Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

b b

1970’s to 1990's/Early 2000’s 2010~ 2025
2015

41

Developments From 2010-2025 P
Evolution of Hypofractionation il

Early Stage, Whole Breast, No Nodal RT:
Conventional Dose:
* 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Studies of ultra-hypofractionation emerge, fraction size 5+Gy, 1+ wks

Nodal RT, Post Mastectomy RT:
Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Studies of ultra-hypofractionation begin, fraction size 5+Gy, 1+ wks

oo

1970's to 1990’s/Early 2000’ ;gio’ 2025

42
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Traditional Radiation Course:

5-7 Weeks for All...

« Standardized dose/fractionation and fields: “One Size Fits All”
Conventlonal Dose:
+ 4550 Gy +/- 10-16 Gy boost, fractlon size 1.8-2 Gy, 5+ wks
Flelds:
- Whole breast +/- “3 ™ fleld” for nodal treatment
« Post-mastectomy radlatlon: chest wall + comprehensive nodes

Lack of data regarding variability in breast cancer subtypes
» Technology limited ability to investigate new techniques

Presented on 11/19/25

43

Traditional Radiation Course:

5-7 Weeks for All...

* Flelds:
- Whole breast +/- “3 M fleld” for nodal treatment
- Post-mastectomy radlatlon: chest wall + comprehensive nodes

44

Treatment De-Intensification:

A Multidisciplinary Approach
Surgery Radiation Endocrine

Breast Dose Dose

Surger
= Fractions Modality

Axillary
Surgery

Duration

45
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Audience Poll Question

recommend for her treatment?

”I

Case: A 60 year old woman presents with a pTANO invasive ductal cancer of the right
breast. It is grade 2 and ER+/PR+/HER2-, and she would like to minimize radiation
exposure to her surrounding normal breast. She lives 60 miles from your center and
would like to miss as little work as possible. Which is the regimen that you would

46

I St e vt B v b B $6 i 1omn s i, Wi (1 et e ot oty o poliom ComvPY:

Which is the regimen that you would recommend for her treatment?

47

Developments From 2010-2025:

Evolution of Partial Breast Irradiation (PBI) @

Partial Breast Irradiation for Patients With
Early-Stage Invasive Breast Cancer or Ductal
Carcinoma In Situ: An ASTRO Clinical Practice
Guideline

arty-Stage Lavasive Bresat
Cancer or DCIS

Shaiteiman et al PRO 2024

48
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Partial Breast Irradiation for Patients With -~
Early-Stage Invasive Breast Cancer or Ductal m
Carcinoma In Situ: An ASTRO Clinical Practice 1
Guideline

1. PBE s recomencnded for paticets with carly-stage invasive beeast cances with all

Serang

TableS Appropriate PBI dose-fractionation regimens
KQ3 Recommendations g

KQI Recommendations Steength of Quality of
Recommendation Fvidence (refs)
Early stage invasive breast cancer”
High (foe grade,

Recommendation  Evidence (refs)

histobony, & age 250

vesn)

Maoderate (for age 40-
49 years & size)

of Quality of

1 ts 'y oIS rece PBI,
3000 <Gy in 5 once daily fractions defivered on days within 2 ﬁ- Strong
ommended.

reco

Moderate

Shaiteiman et al PRO 2024

Presented on 11/19/25
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Developments From 2010-2025:

Talloring of use of Regional Nodal RT (RNI) ik

EORTC 22922 MA.20 22922

- D Dhaues Desam

Poortmans ef al NEJM 2015 Whelan ef al NEJM 2015

RNI Improves Disease-Free Surviva
Node+ Breast Cancer

lin

50

MA.39: Role of Biologically-Driven RNI f

Node-positive BC in the SLNB Era

»  Ongoing MA.39 study
evaluates impact of RNI in low-

1. Mastectomy or BCS
2. Axillary dissection — yes/no
3. Adjuvant chemo — yes/no

or

MA.39 Tailor RT
N = 2140

* Mastectomy — no RT

volume N+ disease =
. 1-3LN+ N

* Hypothesis that RNI does not ER+ g/

i i igi Oncotypes< 25 jl1

impact out.comes in eligible pts ETx5years JRAN No Regional RT
* Those not included would Gl . 5cs-wal

generally be considered for

RNI:

. > .

>4 nodes, ER-, HER2+ Stratification

https://clinicaltrials.gov/study/NCT03488693 4. Oncotype DX recurrence score (o-10, 11-17, 18-25)

51
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NSABP B-51: Tailoring RNI Based on
Response to Systemic Therapy =

Neoadjuvant Chemo (+ At HERZ Thavapy for HERZ neu + P1s)
Path Negative Axillary Nodes st Surpery ALND or SLNS « ALNO)
. 3.

Swannicaton
Type of Sergery (Mastectomy. Lumpectomy); MR-statss (o5}
MERZ statis (o6-}; Adpevart Chams (yesinc); Breast pCR (yesno)

Randomization_|

No Reglonal Nodal imadiation (o AN | | Regional Nodal irradiation (-RNI")
‘with Broast XRT f 8CS ce with Braast XRT ¥ BCS o
No Chast Wall XRT # Mastoctomy | | Chest Wall XRT if Mastectoeny

Can RNI be omitted in cases of complete
response to preoperative systemic therapy?

Mamoun as of al. NEJM 2025

Presented on 11/19/25

52

NSABP B-51: 5-year Results

=]

No Improvement in Outcome with RNI

Mamounas et al. NEJM 2025

53

B-51 Results: Subset Analysis [l

Variable HR(3S% CI)  Puinteractie

(O/N)  syest(®) (D/N)  Syest(%)

Allpatients  59/784 o18 sor772 927 —— 0.88 (060,1.28)
<49 18/311 0258 241312 920 ——— 1.37 074250) 0.08
e
he 50-59 25/257 0.4 12254 ea4 ' - d 051 (0:25,1.03)
>=60 16/216 024 147208 917 i m— 0.96 (0.15,1.99)
Black 1135 026 /140 934 ' * 070027.1.77) 069
Race White 401543 916 /533 921 — 1.00 ©.83,1.57)
Other /106 o158 /99 5.3 + * d 0.84 026.252)
Triple-negative  8/169 5.0 191188 8.4 007
Tumor  ER/PRe/HER2-  17/173 %05 71155 sa0 ' . .
' 1
Subtype  ER/PR/HER2+  20/198 888 127183 924 0.630:31.1.28]
ER/PR+/HER2  14/244 033 12/248 957 0.98 045214
—
Axiltary  Adl+/-SINB  27/357 020 25338 918 . 1.02 0.59.1.75) 042
Surgery  SINBalone 320427 o15 25434 935 1 ' 1 075 (0.40,1.26)
0125 025 05 1 2 a s

Favors RNl Favors No RNI
R e

Mamounas of al NEJM 2025

54
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RNI After pCR to Preop Treatment:

2025 PMRT Guideline

TABLE 4. iecicanions for PART Wih Neosduvast Systemic Theragy

Sy of Oualey of
K02 Recomemendation Recommeraston Everce (refs)
wrorg [rs—

55
RNI After pCR to Preop Treatment: I
2025 PMRT Guideline il

56

Recent “SUPREMO” Trial Results @

e NEW ENGLAND What the SUPREMO trial means for patients considering
radiation therapy after mastectomy

JOURNAL o MEDICINE

Ten-Year Survival after Postmastectomy Chest-Wall lrradiation
in Breast Cancer

iraditon a ot el ek Shes byt
survival than no chestwall irradiation
among patients with intermediate-risk,
early breast cancer treated with
mastectomy and contemporary adjuvant
systemic therapy.

https://www.astro.org/news-and-publications/news-and-media-

Kunkler et al. NEJM 2025 considering-radiation-therapy-after-mastectomy

57
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Developments From 2010-2025:

Evolution of Partial Breast Irradiation (PBI) il

Early Stage, Whole Breast, No Nodal RT:
« Conventional Dose:
« 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Studies of ultra-h; ionation ge, fraction size 5+Gy, 1+ wks

bbb

1970’s to 1990's/Early 2000’s 2010~ 2025
2015

58

Developments From 2010-2025:

Evolution of Partial Breast Irradiation (PBI) ik

Early Stage, Whole Breast, No Nodal RT:
« Conventional Dose:
« 4550 Gy +/- 10-16 Gy boost, fraction size 1.8-2 Gy. 5+ wks
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks
Studies of ultra-hyp ionation ge, fraction size 5+Gy, 1+ wks

Early Stage, Partial Breast-Available for Many

Fraction size >5 Gy, 1+ weeks

b b

1970’s to 1990's/Early 2000’s 2010~ 2025
2015

59

Developments From 2010-2025: P
Talloring of use of Regional Nodal RT (RNI) 11

Nodal RT, Post Mastectomy RT:
« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

oo

1970's to 1990’s/Early 2000’ ;gio’ 2025

60
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)

Developments From 2010-2025: i
Tailoring of use of Regional Nodal RT (RNI) =
Nodal RT, Post Mastectomy RT:

« Studies of “moderate hypofractionation” mature, fraction size 2.6- 2.7 Gy, 3+ wks

« Tailored use after preop systemic treatment
Less use in lower-risk cases, ongoing study (MA.39)

=

bbb

1970’s to 1990's/Early 2000’s 2010~ 2025
2015

61

Treatment De-Intensification:

A Multidisciplinary Approach

Surgery Radiation Endocrine

Breast Dose Dose

Surgery

Fractions Modality

Axillary
Surgery

Volume Duration

62

Randomized Trials of RT Omission:
Age 2 65-70

CALGB 9343 PRIME II

A Locs Mucurmnce- Soe Sarviet

[EEUR Py —
LG

Time Since Study Entry {years)

Hughes etal., JCO, 2013 Kunkler et al., Lancet Oncol, 2015, NEJM, 2023

| Local recurrence, no survival difference, hormone therapy needed

63
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“Single-modality endocrine therapy versus radiotherapy after
breast-conserving surgery in women aged 70 years and older
with luminal A-like early breast cancer (EUROPA) Trial”

International prospective, phase Il trial evaluating radiation and
endocrine therapy as single modality treatment for low risk, early stage
disease

2021-2024 enroliment: >70yo, stage 1 luminal A-like breast cancer,
ECOG 0-1, s/p BCS

1:1 randomization to radiation (n=365) vs. endocrine therapy (n=366)

Primary endpoints: 5y IBTR and health-related quality of life (HRQOL)

Planned interim analysis of n=152 who completed 24mo HRQOL

Presented on 11/19/25

Meattini et al. Lancet Oncol 2024

64

EUROPA Trial: HT vs RT (270)

Treatment-related adverse events

*67% RT vs. 85% ET

* 15% rate of serious adverse events in both groups

Additional details of interest

* Majority of patients in RT arm underwent PBI
* Higher percentage of patients in ET arm withdrew e indind

consent at time of randomization, and did not HT group with steeper decline in global
complete all trial visits/assessments health status (GHS) score

Meattini et al. Lancet Oncol 2024

Trials of RT Omission Age 50-70

PROSPECT: 1.0% LRR at 5 LUMINA:
S 2.3% LRR at 5 yrs

IDEA:
LRR Age 50-59: 3.35%
LRR Age 60-69: 3.6%
at5 years

PRECISION:
0.3% LRR at 2 years

Promising results in biologically low-risk ER+ tumors,
randomized trial data awaited (DEBRA, EXPERT)

66
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UNC Studies in Early Stage/Low Risk [

MA.39 Tailor RT
N =2140

H-ASSIST Study Schema

e e ———
whtar i T wndfor T1-T) ivanien vt concr
Sotemng hempactomy

( N
[ TAST formact wtn 11

Wt b gy 30.CHY o T
530y 13 000 0

v - 209 vy

St sompurien ey vt 13 s e ot
ittt Moy ey (OB medeaimaned sbvae o 5 e bt
Pt

C

Ultra-Hypofractionated Whole
Breast with Boost in 5 Sessions

Presented on 11/19/25

67

Higher Risk: Outcomes Still Suboptimal

» Pathologic Complete Response:

Pembrolizumab for Early

Triple-Negative Breast Cancer © 64.8% pembrolizumab-
chemotherapy
= 51.2% placebo-chemotherapy
i \-‘?_‘A,
l; -
I » Event-Free Survival at 18 months:
3 renioeetnaay * 91.3% pembrolizumab-
I L chemotherapy
i RN +  85.3% placebo-chemotherapy
Schmid et al NEJM 2020
How can we translate radi i
immunotherapy synergy to the clinic? E
Breast Cancer Current Standard Im;\e:;ir%aat‘i;nal
Ny
A
Immune cells Immune cells
+
Chemotherapy Potentially more effective
Effective but at immune “boosting™?
toxic And better tolerated?

69
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Reconfiguring breast radiotherapy to
synergize with immunotherapy

’
'
\_ BoostRT

Neoad) g o0

\# ; \  Cuaman
.\ Chemotx ‘N f - &

Pembro (aPD1) Pembro (aPD1)

Immune
Priming RT

70

TBCRC-053: P-RAD Multicenter

Randomized Phase Il Clinical Trial

Peembrolizumab Assess response in -
e non-irradiated LN tgore
Breast /1 -
N A BCRE
o anti-PD1 }
3 (\ susnnc,ﬂ“!‘
(M R Komen.
or N, Neosdpvart o \ + 0Gy
High Risk | /" 30rx3 Chenchenwy . b5 \ 3Gyx3
MR+MER2. ' S 8G 3
) s | o X MRES
0yx3 Targeted S MERCK
M Breast -
wow 1 3w n e Radiotherap: ®natera
| TNBC
s gy
Key Objectives: Does RT enhance aPD1 responses in breast cancer? i?‘
What is the optimal dose for synergy?
. -~
Breast Cancer Radiotherapy Today IL]
l Dose
| Fractions
ﬁ Dose

1

Fractions
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Breast Cancer Radiotherapy Today

l
l

| Partial breast
l Nodal RT

(_=

Presented on 11/19/25

l
1
73
Breast Cancer Radiotherapy Today i
l
l
|
l
l RTin low risk
I Novel RT uses in
higher risk
74

Treatment De-Intensification:

A Multidisciplinary Approach
Surgery Radiation Endocrine
Dose

Surger
= Fractions Modality

Axillary
Surgery

Volume Duration

Use
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Case: In a patient with a left sided breast cancer, which technique(s) may be considered for
protection of the heart?

76

nology Improvements for Breast Cancer RT | ==
mulation (late 1990/early 2000)

RadComp Contouring Atlas

p wp.
Breast-Atlas-v.3-bigreduced.pdf

Technology Improvements for Breast Cancer RT: -~
Deep Inspiration Breath Hold, Prone, Proton ﬂ

Bergom et al., JACC-CardioOnc 2021
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Technology Improveme or Breast Cancer RT: P

Deep Inspiration Breath Hold, Prone, Proton I;L

Heart Dose

1990s 2000s 2010s 2020s
Free breathing JOCRT DIgH Cardiac substructures
Mean heart dose undefined  Froe breathing More heart-sparing  Continued heart-sparing

Marked Reductions in Heart Exposure Over Time

Image courtesy of Carmen Bergom

79

Why Protons for Breast Cancer?

=]

“Mutter ROBP 2021 **Bergom et al., JACC-CardioOnc 2021
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=N
RadComp Study Schema E.ﬂ
Age
(<65 vs 265)
Cardiovascular risk Both arms:
(0-2 vs > 2 risk factors) Arm 1: Bhoton Therapy Breast/chest wall
and nodal
Surgery radiation with
(mastectomy vs Arm 2: Proton Therapy internal mammary.
lumpectomy) node treatment.
Treatment Laterality
(right versus left)
Primary Objective: To assess the effectiveness of proton vs. photon therapy in reducing
major cardiovascular events (MCE)
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Statewide implications of these shifts In

treatment paradigms

UNC SOM Vision:

Carolina's vision is to make ours the
nation's leading public School of
Medicine.

UNC SOM Mission:

We are dedicated to improving the
health and well-being of North
Carolinians and others we serve.

UNC Rad Onc Mission:
Together, we work toward the
common goals of providing the
best and safest care for our
patients today, and developing
better cancer treatments for
the future.

'\] UNC\ SCHOOL OF
LLL +  MEDICINE

82

Serving North Carolina, every day...

URC URNC

Statewide implications of these shifts In @

treatment paradigm

FANTASTIC
* Fewer side effects (suprising)
* No loss of efficacy
* Greater access
Shorter courses

Less travel time
Less lost work or personal time

LESS FANTASTIC

» Greater dependence on
access to modern technology

» Negative financial impact

84
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Most common cancer treatments continue to
trend toward fewer fractions...

Breast Ephodes

UNC Trends

slide courtesy of Constantine Mantz, MD

85

National implications of these shifts in

treatment paradigm

The Threat to Radiation Oncology Clinics

86

Why do we need the Radiation Oncology

=N
Case Rate (ROCR) Act? 11
FREEDOM TO BLUNT THE FINANCIAL BUILD PATHWAY TO HELP UNIFY PAYMENTS
CHOOSE HOW BEST IMPACT OF ELIMINATE PRIOR UNDERSERVED ACROSS DIFFERENT
TO TREAT HYPOFRACTIONATION, AUTHORIZATION PATIENTS ACCESS CARE SETTINGS
FURTHER CUTS CARE

87
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ROCR Act Bipartisan Leads and Cosponsors | =

51031

88

How ROCR
Works

Applies annual inflation update and savings
adjustment

Incentive payment for practice accreditation to
ensure quality
for

Additional ment
transport s
rural/

89

How ROCR
Works

Applies annual inflation update and savings
adjustment

-l
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How ROCR
Works

Applies annual inflation update and savings
adjustment

Incentive payment for practice accreditation to
ensure quality

Additional HEART ent to cover
tr ion

91

Accreditation: A Vehicle For Alighment of
Clinical Practice and Quality

« Chapel Hill/Hillsboro/Lenoir/Rockingham
preparing for APEx Re-Accreditation

= Goal: All sites will become accredited in
next several years

92

Conclusions [l

* Modern radiotherapy is markedly more convenient, less toxic, and
even avoidable without loss of efficacy in many cases

= Clinical trials are needed to improve outcomes for higher risk
cases

* Technology is essential to optimal outcomes

* New payment models are needed to allow continued access in US
and in NC

93
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=N THE UNIVERSITY

I I of NORTH CAROLINA
1 at CHAPEL HILL

o d

Thank You!
Jean Wright
Jean_wright@med.unc.edu

[F= |

== Questions/Comments?

Nobody has responded yet.

Hang tight! Responses are coming in.

95

Thank You...

University Cancer
Research Fund

BUNC «
UNC Lingberger Cancer Network

T 1 Rack Mo 3t et y Oum o
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Upcoming Live Webinars

— Pexctice

j:\} v Provider

= 2

- Psyche Oncaingy: Supp Menlalk
Melissa Holt, b i

— Patist

B -

= ‘| -

;‘, » ) Practics

Iearn.unclen.org

Decemder 3
2N

December 10
2N

20N

Presented on 11/19/25
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Self-Paced, Online Courses

Resery
= »
b 3] et
CART i Gl
Natalle Grover, 0
&

learn.uneicn.org/spoc
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Sign up for our monthly e-newsletter
Emaikuncicn@unc.edu
Phone: (919) 445-1000

Checkus outat
unclen.org andlearn.unclen.org

Look for us on these social media platforms

m Iinkedin.com/in/snclen

We Thank You for Participating Today!
UNC Lineberger Cancer Network

B nevoccomincien (@) sctisesergorcancernetmors
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