Additional file 5: STROBE checklist
Checklist items follow the STROBE statement for cross-sectional studies [34]. Locations are given as section and paragraph anchors rather than page numbers, since pagination changes with typesetting; table, figure and additional-file numbers follow the main manuscript. Reference numbers in square brackets correspond to the reference list of the main manuscript. Table numbers prefixed S refer to the complete set of tables (Additional file 4); Tables 1 to 6 refer to the main text.
Legend: Addressed = reported and adequate. Not applicable = the item does not apply to this design.
	No.
	STROBE recommendation
	Location in the manuscript and how the item is met
	Status

	1a
	Indicate the study's design with a commonly used term in the title or the abstract.
	Title; Abstract > Methods, first sentence.
The title names “a national cross-sectional survey” and the abstract Methods sentence repeats the design term.
	Addressed

	1b
	Provide in the abstract an informative and balanced summary of what was done and what was found.
	Abstract (structured: Background, Methods, Results, Conclusions).
Aim, design, analysis approach, the three key findings with their supporting proportions, and a conclusion carrying the hypothesis-generating caveat.
	Addressed

	2
	Explain the scientific background and rationale for the investigation being reported.
	Background, paras 1–3.
Establishes the evidence-to-practice gap in structured reporting, the national rectal cancer template introduced in 2014, the reported difference in guideline-aligned content between reports written in 2010 and template-based reports written in 2016, the international position on limited adoption, and the absence of any prior Swedish national implementation evaluation. Refs [1–13].
	Addressed

	3
	State specific objectives, including any prespecified hypotheses.
	Background, aim paragraph and research questions 1–4; Methods > Data preparation and analysis, para 13.
The aim and four numbered research questions are stated. The analysis is declared exclusively descriptive and exploratory, with no inferential testing, so the absence of prespecified hypotheses is explicit rather than implied.
	Addressed

	4
	Present key elements of study design early in the paper.
	Methods > Study design and setting, para 1.
Opens the Methods by naming the exploratory, national, retrospective, cross-sectional, web-based survey design, the fielding window (August to November 2025) and the ethics approval (2025-00754-02).
	Addressed

	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection.
	Methods > Study design and setting, paras 1–2; Methods > Participants, para 2; Additional file 1, section 1.
Setting described as the Swedish publicly funded system across 21 regions [17], with hospital types and standardised cancer care pathways [18]. Survey active August to November 2025; three sequential mailings on 3 August, 19 August and 24 October 2025; study presented at Röntgenveckan in September 2025.
	Addressed

	6a
	Give the eligibility criteria, and the sources and methods of selection of participants.
	Methods > Participants, paras 1–2; Additional file 1, section 1.
Population defined as clinically active radiologists and radiology department heads with a focus on oncological imaging. Purposive criterion sampling through the SFMR department-head network with onward cascade within departments. No national registry identifies the population, so there is no sampling frame.
	Addressed

	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers.
	Methods > Frameworks and causal pathway approach, paras 1–2; Methods > Data preparation and analysis, paras 8–9; Additional file 1, sections 5–6.
Determinants are CFIR 2022 constructs [23]; outcomes are Proctor service and implementation outcomes [27]; professional role is the effect modifier and hospital type a collinear covariate handled by variable selection at design level.
	Addressed

	8
	For each variable of interest, give sources of data and details of methods of assessment. Describe comparability of assessment methods if there is more than one group.
	Methods > Survey instrument, paras 1–4; Additional file 1, sections 2–4; Additional files 2 and 3.
A single study-specific survey instrument of 29 questions with four response formats, internally reviewed for clarity and face validity, was administered to all respondents and differed only in the branch-specific batteries. Items were mapped to CFIR constructs and Proctor outcomes after data collection; the mapping is documented in the analytical audit trail.
	Addressed

	9
	Describe any efforts to address potential sources of bias.
	Methods > Participants, para 3; Methods > Data preparation and analysis, paras 1, 3, 5 and 10; Discussion > Strengths and limitations, paras 2–4.
Analysed responses contained no identifying information (the optional final interview-contact item was excluded from all analyses); exclusion of the one respondent who reported entering fictitious answers; an analytical audit trail guarding against post hoc construct selection; scale collapse for sparse cells and Wilson intervals for imprecision; self-selection acknowledged with its direction stated (positive skew), alongside the self-report nature of all data.
	Addressed

	10
	Explain how the study size was arrived at.
	Methods > Participants, para 2; Methods > Data preparation and analysis, para 13; Discussion > Strengths and limitations, para 2.
n=50 is the achieved non-probability sample. The size of the target population cannot be determined because colorectal cancer imaging is not performed by a registry-defined group, so no response rate is reported. The study is declared not powered for predefined inferential comparisons.
	Addressed

	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why.
	Methods > Data preparation and analysis, paras 5, 6 and 9; Additional file 1, sections 8 and 10.
Five-point Likert scales collapsed to three ordinal categories [19]; top-box scoring as the primary summary statistic for determinants [20, 21]; bipolar retention for Service Outcomes with the rationale stated. Role groupings defined, with ‘Other subspecialty’ (n=3) retained in the total column only and Department head (n=4) kept as a comparison group. The analytical terms facilitator and barrier are distinguished from the response wording of each block in para 6.
	Addressed

	12a
	Describe all statistical methods, including those used to control for confounding.
	Methods > Data preparation and analysis, paras 10 and 13.
Exclusively descriptive: proportions with Wilson score 95% confidence intervals [22]; no inferential hypothesis tests and no multiple-comparison correction. Confounding by hospital type is handled by variable selection rather than statistical adjustment, so all estimates are unadjusted by design.
	Addressed

	12b
	Describe any methods used to examine subgroups and interactions.
	Methods > Data preparation and analysis, para 9; Results, paired overview and role-split tables (Tables 2, 4, 5 and 6, with role-split outcome tables in Additional file 4, Tables S14 and S16).
Subgroup analysis by professional role throughout, with role framed as a cross-cutting moderator rather than as a tested interaction.
	Addressed

	12c
	Explain how missing data were addressed.
	Methods > Data preparation and analysis, para 4; Additional file 3, decisions A3 and A5.
All Likert matrix items were mandatory in the survey tool, so the analysed dataset contains no item-level missing data, every denominator equals the full branch or subgroup population, and no imputation was required or performed.
	Addressed

	12d
	If applicable, describe analytical methods taking account of sampling strategy.
	Methods > Participants, para 2; Additional file 1, section 1.
Non-probability purposive and cascade sample with no sampling frame; no design weights are available, and none were applied.
	Addressed

	12e
	Describe any sensitivity analyses.
	Methods > Data preparation and analysis, para 13; Additional file 1, section 10; Additional file 3, decision C4.
The main text declares that no sensitivity analyses were performed. The one analysis considered and rejected, a merge of ‘Other subspecialty’ with abdominal radiologists into a combined subspecialist group (n=11), is documented in the additional files with the reasoning for rejecting it.
	Addressed

	13a
	Report the numbers of individuals at each stage of the study.
	Results > Respondent characteristics and implementation status, para 1; Table 1; Fig. 2.
n=50 responded; Branch 1 active users n=34 (1a=30, 1b=4) and Branch 2 non-users n=16 (2a=4, 2b=12); analytical population n=33 after the exclusion of one respondent.
	Addressed

	13b
	Give reasons for non-participation at each stage.
	Methods > Participants, para 2; Discussion > Strengths and limitations, para 2.
Upstream non-participation cannot be quantified, because the cascaded distribution leaves the number of radiologists reached unknown. The single documented post-entry exclusion is reported with its reason.
	Addressed

	13c
	Consider use of a flow diagram.
	Fig. 2, cited in Results > Respondent characteristics and implementation status.
Traces respondents from the full sample through the branching logic to the analytical population, with the exclusion shown on a dashed path. Numbers correspond to Table 1 and the Results text.
	Addressed

	14a
	Give characteristics of study participants and information on exposures and potential confounders.
	Results > Respondent characteristics and implementation status; Table 1; Additional file 4, Tables S1–S3.
Professional role and hospital type reported across both branches and all four subgroups. The collinearity between role and hospital type is tabulated in Tables S1 and S2.
	Addressed

	14b
	Indicate the number of participants with missing data for each variable of interest.
	Methods > Data preparation and analysis, para 4; denominators stated in every table and table footnote.
No item-level missing data arose in the analysed variables, so per-variable missingness is zero and the denominators state it directly.
	Addressed

	15
	Report numbers of outcome events or summary measures.
	Results > Perceived service outcomes and Table 5 (with Additional file 4, Table S14); Results > Perceived implementation outcomes and Table 6 (with Additional file 4, Table S16).
Counts and proportions with Wilson 95% confidence intervals throughout; Service Outcomes with bold category-level aggregates, Implementation Outcomes reported one-to-one without aggregation.
	Addressed

	16a
	Give unadjusted estimates and, if applicable, confounder-adjusted estimates and their precision.
	Results, throughout; Methods > Data preparation and analysis, para 10.
All estimates are unadjusted descriptive proportions reported with Wilson 95% confidence intervals [22]. No adjusted estimates are presented, consistent with the descriptive design.
	Addressed

	16b
	Report category boundaries when continuous variables were categorized.
	Methods > Data preparation and analysis, para 5; Additional file 1, section 8.
Collapse boundaries are defined for both scale types (Little/None, Moderate, Strong/Very strong; Improved, Unchanged, Worsened), and the top box is defined as the strongest collapsed category.
	Addressed

	16c
	If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period.
	Not applicable.
No relative-risk estimates are produced; the study reports descriptive proportions only.
	Not applicable

	17
	Report other analyses done, e.g. analyses of subgroups and interactions, and sensitivity analyses.
	Results, role-split tables; Additional file 4, Tables S1–S20.
Role-stratified subgroup analyses are reported throughout, and the complete set of tables includes analyses not reproduced in the main text, among them the conditional barrier battery (Tables S4–S5) whose exclusion from the main text is documented in Additional file 3, decision A6.
	Addressed. See item 12e for the sensitivity declaration.

	18
	Summarise key results with reference to study objectives.
	Discussion, opening paragraph.
Summarises the three named findings (Champion-Driven Diffusion, Standardisation–Complexity Mismatch, Adoption–Sustainment Gap) and professional role as a moderator of the latter two, mapped back to the aim.
	Addressed

	19
	Discuss limitations of the study, taking into account sources of potential bias or imprecision. Discuss both direction and magnitude of any potential bias.
	Discussion > Strengths and limitations, paras 2–6.
Covers the small sample and wide intervals, the small subgroups (n=8 and n=4), department-head heterogeneity, the absent response rate, the cross-sectional design with sustainment not measured longitudinally, self-report, self-selection with its direction stated, the asymmetry between the two branch batteries, unmeasured downstream effects, the impossibility of accounting for clustering by department, and role–hospital collinearity.
	Addressed

	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence.
	Discussion, the three finding sections and Implications for practice.
Interpretation is explicitly hypothesis-generating and is related to diffusion theory [36], the distinction between the function of a complex intervention and the form it takes locally [39], the champion literature [40–42], the financial-incentive literature [37, 38] and the documented thinness of existing strategy compilations for sustainment [43]. The descriptive, uncorrected nature of the analysis is acknowledged and superlatives are tied to point estimates.
	Addressed

	21
	Discuss the generalisability (external validity) of the study results.
	Discussion > Strengths and limitations, final paragraph; Discussion > Champion-Driven Diffusion, para 2.
Results are positioned within the Swedish publicly financed context and framed as hypothesis-generating rather than generalisable. Limited transferability is additionally treated as a substantive finding, in the question of whether strategies developed in market-based systems transfer to a tax-financed one.
	Addressed

	22
	Give the source of funding and the role of the funders for the present study and, if applicable, for the original study on which the present article is based.
	Declarations > Funding.
States that the research received no specific grant from any funding agency in the public, commercial or not-for-profit sectors. Competing interests, ethics approval and consent, availability of data and materials, authors' contributions and the declaration on generative artificial intelligence are given in adjacent subsections.
	Addressed


Abbreviations: CFIR, Consolidated Framework for Implementation Research; SFMR, Swedish Society of Medical Radiology; STROBE, Strengthening the Reporting of Observational Studies in Epidemiology.
