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Pre-operative biopsy

 The Panel did not reach perfect consensus as to whether a patient 

with a small (<1cm) highly suspicious breast lesion could move to 

primary surgery without a diagnostic biopsy in situations for which 

non-neoadjuvant systemic treatment options exist:

 A majority (72%) insisted on a pre-operative biopsy,

 a minority (25%) stated that primary surgery would be appropriate in 

such a situation



For a 35-year-old patient with triple-negative breast cancer cT2cN0 and a 

pathogenic BRCA mutation, the majority recommended bilateral mastectomy with 

or without reconstruction

Some panelists voted to separate the risk-reducing aspect from the cancer surgery, 

thus also keeping breast conservation plus radiotherapy an option.



For the post-neoadjuvant surgery of a triple-negative 

breast cancer and complete radiological response

 lumpectomy with no ink on tumor was the treatment of choice for 

two thirds of panelists,

 A  larger margin was preferred by 25% of panelists (split 1:1 between 

1 and 2 mm between ink and tumor). 



whether a preoperative mammography should be standard 

after the neoadjuvant treatment of a triple-negative breast 

cancer with initial baseline microcalcifications

 The panel remained 

uncertain, 

 but some endorsed the use 

of intraoperative specimen 

radiography instead.



breast conservation for multicentric disease: 

In a postmenopausal patient with ER+/HER2- clinically node-negative breast 

cancer with two ipsilateral tumors in two neighboring quadrants amenable to 

double tumorectomy with two separate incisions: 68% of Panelists preferred 

“Double tumorectomy” 

Biology matters, thus in the same situation with two triple-negative breast 

cancers (TNBC), only 42% preferred a double tumorectomy, whereas 30% 

voted for mastectomy (27% abstention)



 In addition, a majority of the Panel endorsed oncoplastic high-

volume resections or ”extreme oncoplasty” as an alternative 

for large primary tumors as long as margins are clear, and post-

surgical radiation can be performed (67% Yes, 27% Abstain)



Impact of BCS on local recurrence in patients with 

multiple ipsilateral breast cancer: results from the 

ACOSOG Z11102(Alliance) Trial
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Contralateral Mastectomy





 There was no consensus on whether any axillary surgery can be 

omitted in patients with favorable prognostic factors (strong ER 

and PR, Grade 1, endocrine therapy compliant)

A majority of panelists would consider such omission from the 

ages of 70 (47%) or 80 (12%) onwards.

18% of Panelists insisted on SLN surgery regardless of age.



In Postmenopausal patients with clinically node- negative ER+ 

HER2-undergoing mastectomy and showing one positive SN:

a majority suggested radiation therapy (56%),

but some still favored axillary dissection or observation



palpable nodes at time of diagnosis of ER+HER2-

disease

 Postmenopausal: 52% of panelists voted for primary surgery, a 

minority endorsed neoadjuvant chemotherapy (12%) or 

neoadjuvant antihormonal therapy (5%)

 For a similar situation in Premenopausal situation, voting results 

shifted towards more neoadjuvant chemotherapy (28%), but the 

majority still favoured primary surgery (42%).



After neoadjuvant systemic surgery and residual disease in the axilla

 axillary dissection or axillary radiotherapy should be undertaken: 

 There was some variation of majorities with respect to the extent of residual disease and molecular 

tumor subtype:

 For TNBC and residual ITCs micrometastasis , 34% favored ALND, 40% ART.

 For macrometastasis 1-3 LN after PST for TNBC, 43% preferred ALND over ART (28%). 

 For situations of a negative post-treamtent sentinel node, a relative majority of panelists (44%) 

voted for no further therapy, whereas 39% would still irradiate the axilla





Omitting Axillary staging



Sound Trial



Loco- regional Recurrence
 A 63-year-old woman with breast-conserving therapy and adjuvant systemic therapy for node-

negative stage 2 breast cancer 9 years ago and now presenting with an ER positive and HER2 

negative ipsilateral tumor recurrence (<2cm, 3 cm distance to the nipple). No distant metastases 

and only very localized grade 2 side effects at the level of the skin and soft tissues.

 Clinically it would be amenable to breast-conserving surgery with acceptable aesthetic results. 

 A majority of the panelists would recommend performing breast-conserving surgery again



Loco- regional Recurrence

 The case was then modified by assuming a rather shorter disease-free interval of 3 years 

and endocrine therapy stopped after the first year. Lower than grade 2 side effects in skin 

or soft tissue, ER+, HER2-, non- Metastatic, T<2 cm, 3 cm from nipple, amenable to BCS.

 Now, the majority favored the mastectomy (74 %) and only a few still voted for a breast 

conserving procedure (18 % with re-irradiation and 6 % without).



Miscellaneous



Pregnancy:

Interrupting endocrine therapy

 Pregnancy After Breast Cancer

 With regard to counselling premenopausal women about the safety 

of being pregnant after breast cancer and the recently presented 
data of the IBCSG / BIG / Alliance POSITIVE trial(35), a case was 

constructed. It showed a 28-year- old patient receiving ovarian 

function suppression and tamoxifen as treatment for breast cancer 

with 4 or more involved axillary lymph nodes, and the question was 

whether one would recommend interrupting endocrine therapy 

after 2 years therapy. 

 Only 14 % voted in favor, but the overwhelming majority (79 %) 

would not encourage the patient to get pregnant in that situation



Pregnancy outcome and safety of interrupting 

therapy for women with endocrine responseive

breast cancer: initial results from the POSITIVE trial
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Oligometastatic disease

 A case was presented with a patient who has been diagnosed with 

ER negative HER2 positive breast cancer, and staging scans disclose 

a 4 cm tumor in the breast, positive axillary LN, and an isolated 

pulmonary nodule. With primary docetaxel-trastuzumab-
pertuzumab combination therapy, a complete clinical response 

was achieved. 

 The majority of the panelists would proceed with local therapy (in 

total 86 %), however, 10 % would perform surgery only, 8 % 

radiotherapy only, and 68 % would consequently do both surgery 

and radiotherapy



Breast Reconstruction



Fat Injection



Survivors



Telehealth

 the Panel discussed telehealth and virtual visits for the follow-up of 

breast cancer survivors: the majority use these tools only exceptionally 

(<10%: 60%), but a sizeable proportion has implemented them in their 

care routines (10-25%: 12%; >25%: 7%).

 In any case, the majority approved these methods “in addition to in-

person follow-up” (69% Yes



 The Panel did not recommend LYMPHA surgery as routine, but 

considered lymphatic surgery in general promising (64% Yes) for the 

treatment of clinically relevant lymphedema




