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Introduction: Retrospective and prospective cohort studies indicate SBRT treatment of 
oligometastatic disease is associated with higher rates of local control with acceptably toxicity. 
A lack of randomised data limits interpretation preventing evaluation of 
the true benefit of adding SBRT to systemic therapy. The potential therapeutic benefit of 
adding SBRT to standard therapy may vary between tumour sites and there is insufficient 
evidence currently to predict which cancers may benefit most from such an approach. 
CORE will investigate whether the addition of SBRT to standard therapy improves survival 
outcomes, focusing on common primary tumour sites where oligometastatic disease is 
encountered (Breast, prostate and NSCLC). CORE will aim to demonstrate: Feasibility of 
recruitment; Deliverability of the study in a multi-centre setting; Activity of SBRT based on 
progression free survival across three tumour types. 
 
Methods: CORE is a CRUK funded, phase II/III multi-centre, nonblinded, 
randomised controlled trial in patients with breast, prostate or NSCLC primary cancer 
comparing standard of care (SOC) with or without SBRT for extra-cranial metastases. Eligible 
patients will have either primary breast, prostate or NSCLC presenting with ≤ 3 extra-cranial, 
metachronous, oligometastases all suitable for SBRT. Patients randomised 1:1 to either SOC 
or SOC + SBRT. Choice of SOC at local clinician’s discretion, defined prior to randomisation. 
 
Conclusion: Since the introduction of IMRT, there has been a steady increase in the 
proportion of patients treated with curative-intent across all PS groups and stages of disease. 
This may be attributed to IMRT, as it enables us to treat large volumes and tumours in 
proximity to organs at risk that historically would have been treated palliatively. However 
other factors such as stereotactic radiotherapy, satellite radiotherapy centres, improved 
staging and a change in staging classification may also have contributed. Work is on-going 
to examine the impact of IMRT on survival in this heterogeneous patient population. 
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