Supplementary Table S1. Distribution of professional titles and education levels among categories of partticipants
	
	Orthopedics 
(n=158)
	Radiotherapy 
(n=111)
	Bone and soft tissue sarcoma specialty
(n=175)
	Other 
(n=23)
	P

	Professional title
	
	
	
	
	0.004

	  No title
	5 (3.16%)
	1 (0.90%)
	7 (4.00%)
	1 (4.35%)
	

	  Junior
	15 (9.49%)
	2 (1.80%)
	14 (8.00%)
	2 (8.70%)
	

	  Intermediate
	47 (29.75%)
	39 (35.14%)
	47 (26.86%)
	15 (65.22%)
	

	  Associate senior/senior 
	91 (57.59%)
	69 (62.16%)
	107 (61.14%)
	5 (21.74%)
	

	Education levels
	
	
	
	
	0.004

	  Bachelor’s degree and below 
	51 (32.28%)
	30 (27.03%)
	32 (18.29%)
	4 (17.39%)
	

	  Master’s degree 
	66 (41.77%)
	51 (45.95%)
	65 (37.14%)
	15 (65.22%)
	

	  Medical doctor
	21 (13.29%)
	14 (12.61%)
	42 (24.00%)
	2 (8.70%)
	

	  Doctorate and above 
	20 (12.66%)
	16 (14.41%)
	36 (20.57%)
	2 (8.70%)
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Supplementary Table S2. Distribution of knowledge responses
	Knowledge
	N (%)

	
	Correct 
	Incorrect
	Uncertain 

	1. Soft tissue sarcomas are commonly treated with a comprehensive strategy, primarily focusing on surgery. Surgical principles aim to achieve a safe surgical margin, involving both limb-sparing and amputation surgeries.
	449 (96.15)
	7 (1.5)
	11 (2.36)

	2. For surgical treatment of soft tissue sarcomas, the MSTS Surgical Margin Evaluation System (en bloc resection, marginal resection, wide resection, and radical resection) is commonly utilized.
	431 (92.29)
	6 (1.28)
	30 (6.42)

	3. Excision of soft tissue sarcomas should be planned preoperatively. Unplanned excisions, often due to misdiagnosing the tumor as benign, may result in inappropriate surgical procedures, leading to positive margins or residual tumors. Unplanned excision is one of the factors contributing to an increased recurrence rate.
	440 (94.22)
	11 (2.36)
	16 (3.43)

	4. The purpose of radiation therapy is to enhance local control and prolong the overall survival of the tumor. Limb-sparing surgery combined with radiation therapy can achieve similar local control and overall survival rates as amputation.
	396 (84.8)
	20 (4.28)
	51 (10.92)

	5. Preoperative radiation therapy (neoadjuvant radiotherapy) is mainly suitable for Stage II/III tumors that are unresectable, difficult to achieve ideal surgical margins, or may cause limb function impairment. Neoadjuvant radiotherapy helps improve the rate of R0 resection.
	427 (91.43)
	10 (2.14)
	30 (6.42)

	6. For resectable Stage II/III patients, preoperative radiation therapy aids in surgical treatment and enhances local control.
	407 (87.15)
	16 (3.43)
	44 (9.42)

	7. Compared to postoperative radiation therapy, preoperative radiation therapy offers advantages such as clearer tumor margins, smaller radiation treatment volumes, lower radiation doses, and a lower occurrence of long-term complications.
	393 (84.15)
	20 (4.28)
	54 (11.56)

	8. In comparison to postoperative radiation therapy, preoperative radiation therapy may pose a higher risk of wound complications.
	310 (66.38)
	81 (17.34)
	76 (16.27)

	9. The interval between preoperative radiation therapy and surgery should be at least 3-6 weeks. Evaluation of treatment efficacy is recommended 4-8 weeks after radiation therapy.
	388 (83.08)
	17 (3.64)
	62 (13.28)

	10. For local recurrent lesions that have not undergone radiation therapy and are surgically resectable, preoperative radiation therapy is recommended.
	297 (63.6)
	73 (15.63)
	97 (20.77)

	11. The tumor target area (Gross Tumor Volume - GTV) for preoperative radiation therapy includes the visibly tumor-affected region on imaging. The clinical target area (Clinical Target Volume - CTV) extends 1.5 cm around the GTV and 3 cm longitudinally, including the edematous region visible on imaging while avoiding joints. If expansion exceeds muscle origins and insertions, it is reduced to these points; if expansion exceeds anatomical barriers (such as skin, muscle fascia, and bone), it is reduced to these barriers.
	405 (86.72)
	7 (1.5)
	55 (11.78)

	12. The recommended dose for preoperative radiation therapy is 95% PTV 50 Gy/(25F 25d). Positioning during radiation therapy should prioritize stability and good repeatability.
	378 (80.94)
	14 (3)
	75 (16.06)

	13. Preoperative chemotherapy (neoadjuvant chemotherapy) is mainly recommended for advanced soft tissue sarcoma patients with large tumors or involvement of vital organs where surgery cannot achieve surgical margins or resection would result in significant physical disability. The decision to undergo chemotherapy depends on the chemotherapy sensitivity of the disease.
	428 (91.65)
	16 (3.43)
	23 (4.93)

	14. Informed consent related to residual function should be obtained from all patients before undergoing radiation/chemotherapy.
	451 (96.57)
	6 (1.28)
	10 (2.14)

	15. Concurrent radiochemotherapy can increase the killing effect of radiation on tumor cells in IIA/IIIA or IIB/IIIB stage patients but may increase the risk of bone marrow suppression and affect postoperative wound healing.
	424 (90.79)
	11 (2.36)
	32 (6.85)

	16. Targeted therapy is usually reserved for second-line treatment of advanced or unresectable soft tissue sarcomas and is not used for adjuvant therapy after surgery.
	316 (67.67)
	99 (21.2)
	52 (11.13)

	17. Common drug treatment complications for soft tissue sarcomas include vomiting, bone marrow suppression, cardiac toxicity, hemorrhagic cystitis, and immunotherapy toxicity.
	453 (97)
	1 (0.21)
	13 (2.78)

	18. Long-term follow-up is necessary for detecting recurrence and metastasis in soft tissue sarcoma patients.
	457 (97.86)
	1 (0.21)
	9 (1.93)





Supplementary Table S3. Distribution of attitude responses
	Attitude
	Strongly agree
	Agree 
	Neutral 
	Disagree 
	Strongly disagree 

	1. For STS patients undergoing planned resection, preoperative radiotherapy contributes to achieving better clinical outcomes.
	220 (47.11)
	134 (28.69)
	95 (20.34)
	17 (3.64)
	1 (0.21)

	2. Conducting a comprehensive assessment before surgery is crucial for obtaining a favorable prognosis.
	387 (82.87)
	66 (14.13)
	13 (2.78)
	1 (0.21)
	

	3. Many aspects of STS treatment remain uncertain and require further research for confirmation.
	282 (60.39)
	143 (30.62)
	35 (7.49)
	7 (1.5)
	

	4. Staying informed about the latest clinical research developments and adapting one's treatment strategies based on them is beneficial for patients.
	333 (71.31)
	108 (23.13)
	25 (5.35)
	1 (0.21)
	

	5. Do you find it challenging to change your treatment strategy for patients based on the latest guidelines/consensus/research findings?
	98 (20.99)
	112 (23.98)
	102 (21.84)
	124 (26.55)
	31 (6.64)

	6. In practical clinical work, it is unrealistic to strictly adhere to guidelines when formulating treatment strategies for patients.
	110 (23.55)
	209 (44.75)
	94 (20.13)
	46 (9.85)
	8 (1.71)

	7. The treatment strategy for STS patients should be formulated through multidisciplinary evaluation.
	323 (69.16)
	126 (26.98)
	15 (3.21)
	3 (0.64)
	

	8. Regular postoperative follow-up is crucial for the prognosis of STS patients.
	346 (74.09)
	104 (22.27)
	14 (3)
	3 (0.64)
	

	9. Who do you believe should make the final decision on treatment strategy?
	
	
	
	
	

	a. Physician
	342 (73.23)
	
	
	
	

	b. Patient
	115 (24.63)
	
	
	
	

	c. Family member
	10 (2.14)
	
	
	
	





Supplementary Table S4. Distribution of attitude responses
	Factors in terms of their impact on your treatment strategy, based on their perceived importance:
	Mean±SD

	
	

	Patient condition (including pathological staging, surgical staging, etc.)
	8.9±0.37

	Patient preferences
	6.81±1.69

	Patient financial capability
	5.62±1.77

	Treatment implementation conditions
	6.47±1.26

	Your familiarity with the treatment
	5.34±1.80

	Doctor-patient relationship
	3.78±1.64

	Concerns about patient attrition
	1.51±0.93

	Concerns about the timing of treatment
	4.02±1.76

	Concerns about adverse reactions
	3.32±1.81




Supplementary Table S5. Distribution of practice responses
	Practice
	Strongly agree
	Agree 
	Neutral 
	Disagree 
	Strongly disagree 

	1. Do you pay attention to research developments in the treatment of Soft Tissue Sarcomas (STS)?
	205 (43.9)
	220 (47.11)
	38 (8.14)
	4 (0.86)
	/

	2. Do you try to formulate patient treatment strategies based on guidelines as much as possible?
	200 (42.83)
	227 (48.61)
	36 (7.71)
	2 (0.43)
	2 (0.43)

	3. When formulating patient treatment strategies, do you focus more on disease-related factors?
	191 (40.9)
	247 (52.89)
	28 (6)
	1 (0.21)
	/

	4. When formulating patient treatment strategies, do you focus more on patient non-disease-related factors?
	85 (18.2)
	149 (31.91)
	147 (31.48)
	82 (17.56)
	4 (0.86)

	5. When formulating patient treatment strategies, do you discuss the risks and benefits of various treatments with the patient, respecting the decisions of the patient (or family)?
	210 (44.97)
	231 (49.46)
	25 (5.35)
	1 (0.21)
	/

	6. When formulating patient treatment strategies, do you collaborate with doctors from other departments to make decisions?
	153 (32.76)
	258 (55.25)
	50 (10.71)
	6 (1.28)
	/

	7. Do you conduct thorough examinations of patients before treatment?
	248 (53.1)
	203 (43.47)
	13 (2.78)
	3 (0.64)
	/

	8. Do you provide detailed information to patients about post-treatment follow-up and review requirements?
	235 (50.32)
	212 (45.4)
	16 (3.43)
	3 (0.64)
	1 (0.21)

	9. What do you think STS patients need? (Multiple choices)
	
	
	
	
	

	a. Psychological counseling
	422 (90.36)
	
	
	
	

	b. Improvement of quality of life
	432 (92.51)
	
	
	
	

	c. Alleviation of economic burden
	402 (86.08)
	
	
	
	

	d. Increased early diagnosis rate
	426 (91.22)
	
	
	
	

	10. How would you prefer to stay informed about research progress in STS? (Multiple choices)
	
	
	
	
	

	a. Academic conferences
	434 (92.93)
	
	
	
	

	b. Journal articles
	418 (89.51)
	
	
	
	

	c. Video lectures on professional websites
	379 (81.16)
	
	
	
	

	d. Learning from official policies
	266 (56.96)
	
	
	
	


Items 3, 4, 9, and 10 were analyzed descriptively.
Supplementary Table S6. Model fit of structural equation model
	
	Ref.
	Measured results

	CMIN/DF
	1-3 excellent, 3-5 good
	2.701

	IFI
	>0.8 good
	0.834

	TLI
	>0.8 good
	0.819

	CFI
	>0.8 good
	0.833


[bookmark: _Hlk212298160]CMIN/DF: chi-square value divided by its degrees of freedom; IFI: incremental fit index; TLI: Tucker-Lewis index; CFI: comparative fit index

