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ABSTRACT

Objective: The algorithms that define most of the application of oncoplastic breast conserving surgery (OBCS) in breast cancer patients are not clearly
defined. Therefore, a consensus survey was conducted between the leading and experienced breast surgeons and oncoplastic breast surgeons in Tur-
key on the controversial areas of oncoplastic breast surgery.

Material and Methods: This consensus survey was carried out on-line through the Consensus software program (www.consensuss.com) under the
roof of Turkish Federation of National Societies for Breast Diseases (TFNSBD). After finalizing each proposition, web-based remote access consensus
process was performed on the Likert scale using Delphi method with the Consensus (www.consensuss.com) software program. Through the related
software, an invitation was sent to 111 people who had at least 5 years of general surgery expertise in Turkey, and who devoted more than 50% of their
daily clinical practice to the treatment and surgery of breast diseases.

Results: Sixty-two out of 111 people accepted to participate in the panel and made an on-line evaluation. According to the consensus results; Lumpecto-
my area should be done by placing the clips on at least four walls of the cavity, if the margin of the tumor is clear in central tumors, the distance between the
tumor and the nipple is not significantly important, oncoplastic techniques may be used in patients with locally advanced breast cancer after neoadjuvant
chemotherapy, in patients who have macromastia with ductal carcinoma in situ or breast cancer, OBCS techniques can be performed, and OBCS should be
evaluated in terms of breast aesthetics. After OBCS, re-excision can be performed at a re-do setting in cases with involved surgical margins.

Conclusion: Our consensus results may provide a basis for the development of some standards in OBCS.
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INTRODUCTION

Oncoplastic breast conserving surgery (OBCS) is one of the significant procedural
innovations in the surgical treatment of breast cancer. This recent change in surgi-
cal practice is the result of a patient-centered trend of treatment (1).

Clinical guidelines are written documents to which physicians and other care
providers frequently refer for better health care. Guidelines are required to be ev-
idence-based (2). However, when considering patient care pathway in a certain
health problem or practice such as surgical treatment of breast cancer, it is unfortu-
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nate that not every time the evidence is straightforward. For those instances, con-
sensus procedure is recommended in which expert opinion is collected to guide
the care. Consensus is advised to be sought when there is no satisfactory evidence
for the aforementioned issue. This happens when there is no reported data on the
issue or there are more than one but contradictory to each other or when the col-
lected data is not applicable for the respective population (3).

So far, no regional or global comprehensive OBCS practice guideline or consensus
has been released. Therefore, today, surgeons empirically shape their practice in
line with their own knowledge and experience (1,4,5). Standards of practice related
to OBCS are not explicitly defined. Neither national nor international consensus has
been reached on all aspects of surgical practice on this field yet.
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Therefore, currently there is a pressing need for a contemporary
OBCS guideline. Here in this position paper, we report the re-
sults of a consensus procedure on OBCS by collecting opinions
from eminent Turkish breast surgeons who have considerable
amount of experience on the field. All recommendation state-
ments for voting were formulized from those issues with no sat-
isfactory evidence, hence regarded as gap-of-knowledge.

MATERIAL and METHODS

Consensus procedure was structured according to the Delphi
method (6). We used a commercially available consensus soft-
ware program (www.consensuss.com; Pleksus, Istanbul, Turkey)
to run the whole procedure on-line.

Turkish Federation of the National Societies for Breast Diseases
(TENSBD) fully endorsed and sponsored the consensus process.

As the initial step, a consensus development committee (CDC)
was constituted. Twelve breast surgeons who were among the
executive members of TENSBD at the time were assigned as
CDC members. CDC initially drafted 14 statements as clinical
recommendations in areas where they regarded there is gap of
knowledge. After rigorous review of these statements, they were
lowered to 10.

All regulatory preferences of the consensus procedure were de-
cided a priori and necessary instructions were given accordingly
to the user interface of the programme.

Candidate panelists were chosen from Turkish Society of Sur-
gery's Members Registry according to the criteria as described
below:

a. Surgical oncologists who have experience on breast surgery
for at least 10 years.

b. Having experience on OBCS (those currently performing
OBCS or ad previous certification on OBCS).

c. Currently working or recently worked at a surgical oncology
unit in tertiary hospitals for minimum 5 years.

d. Currently practicing breast surgery at minimum 50% of his/
her clinical time.

E-mail invitation was sent to those surgeons who fulfilled the
above criteria in which the aim, scope and the structure of the
procedure was explained. Those who accepted to attend the on-
line sessions were assigned as “Panelist”.

Structurally, consensus voting was performed by using a 9-item
Likert scale where 1, 2, 3 represented “l agree”, 7, 8, 9 represented
“| disagree”and 4, 5, 6 represented “abstained” for the asked rec-
ommendation.

Criteria for decisions on recommendations were as follow:

“Quorum”: Threshold of overall voting (attendance) rate for
reaching a decision on any recommendation was determined to
be 80%, regardless of the voting result.
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“Consensus Reached-Endorsed as a Recommendation”: If 70%
or more panelists voted for ‘I agree’, that recommendation was
regarded as “endorsed” by the consensus panel.

“Consensus Reached-Rejected as a Recommendation” In case
of having less than 70% “l agree”voting, if 25% or more panelists
voted for "l disagree’, that recommendation was regarded as “re-
jected” by the consensus panel. If votes for both “I agree” and ‘|
disagree”exceeded the thresholds of 70% and 25%, respectively,
the decision was regarded according to the one whichever has
the majority.

“Consensus Not Reached-Inconclusive” In those recommen-
dations where less than 80% of the panelists sent their opinion
after overall 2 rounds, the decision was regarded as “consensus
not reached-inconclusive”. Also, if both votes for “I agree” and
“| disagree” did not exceed the thresholds of 70% and 25%, re-
spectively, the decision was again regarded as “consensus not
reached-inconclusive”.

In each round, the set of recommendations was sent by e-mail
to all panelists who accepted to attend the on-line consensus.
In each round, one week duration was given to the panelists to
complete their voting. In those recommendations where a de-
cision was not reached according to the criteria, next round of
voting was done. Total rounds of voting were determined to be
2.1fany of the a priori determined thresholds was reached in any
round, the consensus process was regarded to be completed
for that particular recommendation. On the other hand, if any
decision was not reached at the end of second round, result was
regarded as “consensus not reached-inconclusive” for that rec-
ommendation. No statistical analysis was done. Only descriptive
voting results were given as raw data.

RESULTS

The invitation for on-line consensus procedure was sent to 111
surgeons who fulfilled the selection criteria. Sixty-two (56%)
agreed to participate in the consensus voting (Table 1). Consen-
sus panel was commenced on 4 July 2016 100 and finished on
12 August 2016.

The panelists reached a consensus on 7 recommendations af-
ter the first round, 2 after the second. Only for one recommen-
dation, the panelists did not reach a consensus due to under
threshold voting counts for both “l agree”and | disagree” options
despite having the quorum until the final second round.

Voting Results

Recommendation no 1: “For breast boost irradiation following
OBCS, marking the lumpectomy cavity should be done by plac-
ing clips on at least four walls of the cavity."

First round: 62 (100%) panelists attended the voting and 37
(60%) of them favored the recommendation, whereas 10 (16%)
disagreed and 15 (24%) remained abstain.
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Table 1. The panelists participating in the panel are listed below in 346 alphabetical order

Abut Kebudi

Ali Ugur Emre

Ali Uzunkoy
Alper Akcan
Arzu Akan

Ayfer Kamali Polat
Baha Zengel

B. Bulent Glingor
Bahadir M. Gulltoglu
Bekir Kuru

Belma Kocer
Betdl Bozkurt
Beyza Oz¢inar
Bulent Alig

Can Basaran
Cem Karaali
Ceyhun irgil
Cihan Uras

Erol Aksaz
Ertugrul Gazioglu
Fatih Agalar

Fatih Altintoprak
Fatih Aydogan
Goktirk Maralcan
Guldeniz Karadeniz
Ginay Grleyik
Gursel Soybir
H. Ozglir Aytac
Hakan Mersin
Hande Koksal
Hasan Karanlik
Hedef Ozgiin
Julide Sagiroglu
Kemal Atahan
Levhi Akin
Lutfi Dogan
Mehmet Ali Gulgelik
Mehmet Ali Kogdor
Mehmet Eser
Metehan GUmus
Munire N. Akcay
Murat Calikapan

Mustafa Emiroglu
Necati Ozen
N. Zafer Cantirk
Omer Bender
Omer Cengiz
Omer Harmancioglu
Oner Mentes
Orhan Veli Ozkan
Orhan Yalgin
S. Turay Yazici
Sadullah Girgin
Semih Gorgulu
Semra GUnay
Serap Erel
Serdar Ozbas
Serdar Saydam
Sibel Ozkan Guirdal
Tamer Colakoglu
Teoman Coskun
Vahit Ozmen

Second round: 57 (92%) panelists attended the voting and 45
(79%) of them favored the recommendation, whereas 3 (5%) dis-
agreed and 9 (16%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 2: “For centrally located tumors, the dis-
tance between the tumor and nipple-areola complex (NAC)
should not be considered as a selection criterion for OBCS as
long as the surgical margin is tumor-free after intraoperative fro-
zen section histological assessment”

First round: 62 (100%) panelists attended the voting and 43
(70%) of them favored the recommendation, whereas 16 (26%)
disagreed and 3 (4%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 3: “OBCS can be performed in patients
with locally advanced breast cancer (LABC) when they are down-
staged after receiving neoadjuvant systemic treatment (NST).

First round: 62 (100%) panelists attended the voting and 51
(82%) of them favored the recommendation, whereas 2 (3%) dis-
agreed and 9 (15%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 4: “Performing concomitant breast reduc-
tion is appropriate in breast cancer patients with macromastia.”

First round: 62 (100%) panelists attended the voting and 55
(89%) of them favored the recommendation, whereas 4 (6%) dis-
agreed and 3 (5%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 5:“OBCS techniques can be performed in
patients with ductal carcinoma in-situ (DCIS) when safe margins
are provided!

First round: 62 (100%) panelists attended the voting and 61
(98%) of them favored the recommendation, whereas only 1
(2%) disagreed and no panelist remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 6: “Outcome of OBCS should be assessed
routinely for cosmetic outcome.”

First round: 62 (100%) panelists attended the voting and 52
(84%) of them favored the recommendation, whereas 2 (3%) dis-
agreed and 8 (13%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 7:"Aesthetic assessment of the breasts af-
ter OBCS should be done earliest at 6 months after completing
all adjuvant treatments except hormonal treatment”

First round: 62 (100%) panelists attended the voting and 51
(82%) of them favored the recommendation, whereas only 1
(2%) disagreed and 10 (16%) remained abstain.
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Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 8: “After OBCS, re-excision can be per-
formed at a re-do setting in cases with involved surgical mar-
gins.

First round: 62 (100%) panelists attended the voting and 47
(76%) of them favored the recommendation, whereas 2 (3%)
disagreed and 13 (21%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 9: “For surveillance of young breast can-
cer patients with dense tissue who have undergone volume
displacement and/or replacement surgery, breast magnetic
resonance imaging (MRI) should be supplemented to standard
mammography (+ breast ultrasonography) for routine imaging
of the breasts!

First round: 62 (100%) panelists attended the voting and 33
(53%) of them favored the recommendation, whereas 14 (23%)
disagreed and 15 (24%) remained abstain.

Second round: 57 (92%) panelists attended the voting and 46
(81%) of them favored the recommendation, whereas 6 (11%)
disagreed and 5 (9%) remained abstain.

Result: Consensus Reached-Endorsed as a Recommendation.

Recommendation no 10: “In those breast cancer patients
planned to undergo OBCS, breast volume should be measured
before surgery!”

First round: 62 (100%) panelists attended the voting and 34
(55%) of them favored the recommendation, whereas 6 (10%)
disagreed and 22 (35%) remained abstain.

Second round: 57 (92%) panelists attended the voting and 32
(56%) of them favored the recommendation, whereas 5 (9%)
disagreed and 20 (35%) remained abstain.

Result: Consensus Not Reached-Inconclusive.
DISCUSSION

In this first consensus from Turkey on OBCS, ten statements
were voted. All statements were formulized from controversial
issues chosen from breast cancer patients’care pathway by the
CDC assigned by the National Federation (TFNSBD). As a result,
nine statements were favored by the majority of 62 opinion
leaders who are dedicated and experienced breast surgeons
authenticated by their case load and academic level. Only in
one statement the voters did not reach a consensus.

This is the first consensus on OBCS in Turkey and as far we know,
one of the few in the world. We used a contemporary meth-
odology for the whole process, as described previously (3). We
established strict criteria for panelist nominations, and all atten-
dants were expert surgical oncologists with adequate expertise
on this particular field and whose names were in agreement
overall. Due to the practicability of the software package, the
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consensus went uneventful and fast. All of the terms of the
consensus procedure were decided a priori and due to techni-
cal aspect of the on-line voting system, all the results were ob-
tained automatically therefore, decreasing human error. Almost
all decisions were reached at the end of the first round. Only
one recommendation was needed to be voted in two rounds
but could not reach a consensus at the end.

In this consensus procedure, we had certain limitations. We
could not discuss all controversial issues for OBCS and put them
for voting. Furthermore, although they are also the part of the
team, plastic and reconstructive surgeons were not invited for
the voting process. Another potential limitation was the low
acceptance rate after sending the initial invitation to all breast
cancer-related surgical oncologists. Although more than half of
the invited surgeons attended the voting, the overall represen-
tation rate may be considered low.

Since its first conceptual description in the early 1990s, many
different OBCS techniques have been described and classified
in different terminology (1,4,7,8). Currently, variations in surgi-
cal practice do not get any widely accepted standardization.
This still causes nonuniform practice among surgeons and lack
of common language (7,9,10). One of the gaps-in knowledge
for OBCS is the adequate marking of the resection cavity since
local recurrences after lumpectomy are usually in the field of
lumpectomy.

Furthermore, boost irradiation of the tumor bed in addition to
whole breast has been found to decrease local recurrence (11).
However, tumor area is significantly being displaced with OBCS.
Marking the cavity may become a challenging issue especially
during OBCS, such as wise pattern reductions. Discussions still
continue on how many walls should be clipped after lumpec-
tomy before reshaping (9,10,12). Despite different practice pat-
terns, some surgeons find adequate to place only one clip on
the base of the cavity (13). Here in our panel, opinion leaders
reached a consensus with the majority favoring the recommen-
dation for marking the cavity by placing clips on minimum 4
walls.

Preservation of the NAC during breast cancer surgery is still a
matter of debate. There are surgeons who advocate NAC-spar-
ing surgery if intraoperative frozen section assessment does not
reveal tumor involvement at the retro-areolar resection margin
without taking the distance between the tumor and the NAC
complex under consideration (10). On the other hand, some
suggest that NAC sparing surgery should not be attempted if
the distance is less than a certain length (14). In this consensus,
the surgeons were in agreement for the feasibility of perform-
ing NAC-sparing surgery where the distance between the tu-
mor and NAC should not be considered as a selection criterion
as long as the surgical 241 margin is tumor-free after intraoper-
ative histologic evaluation.



Again, another controversial issue is the safety of BCS in those
patients with tumors down-staged after NST. Previous reports
have shown that up-front OBCS techniques can safely be per-
formed to resect large tumors which are not feasible for con-
ventional BCS (15,16). Therefore, OBCS also seems to be a rele-
vant choice for patients who receive NST for locally advanced
cancer. It has been shown that OBCS can be performed safely
in patients after NAC without an increased complication risk or
adjuvant treatment delays (17). Furthermore, OBCS has been
found to provide satisfactory breast cosmetic outcome in these
patients (18). Along with these individual findings, also in our
consensus panel, most surgeons supported the statement in
which OBCS is recommended as one of the valid options in
patients with locally advanced cancer who received NST and
downstaged.

Apart from its association with shoulder and neck pain in pa-
tients (19), dose distribution problems during whole breast
irradiation make macromastia to be regarded as one of the
relative contraindications for BCS (20). Therefore, OBCS such as
tumor resection with a reduction mammoplasty technique in
patients with macromastia would obviate such limitations. One
of the gaps-in-knowledge in this context is the essentiality of
performing concomitant bilateral reduction at both sides in-
cluding contralateral healthy breast. It is reasonable to expect
that macromastia-related symptoms may be corrected as a
whole by such intervention on both sides. It has been previous-
ly shown that unilateral wise-pattern reduction mammoplasty
improves patient-related outcomes such as patient satisfaction
and quality-of-life measures in breast cancer patients (12,21).
However, it is not clear yet if bilateral reduction mammoplasty
provides any better patient-related outcome in patients with
unilateral breast cancer. In this consensus panel, the panelists
voted overwhelmingly favoring concurrent contralateral breast
reduction in patients with unilateral breast cancer and bilateral
macromastia.

There are controversial findings of the clinical outcome of OBCS
techniques in DCIS patients. Findings of some studies do not
support implementing oncoplastic surgery in these patients
(22,23), whereas in others it has been found that OBCS tech-
niques with larger resections can be safely performed without
compromising oncological outcome (4,10,24). In our panel, the
recommendation which advocates performing OBCS in DCIS
patients as long as the margin clearance is provided was en-
dorsed with consensus.

It has been suggested that the outcome of OBCS should also be
assessed from aesthetic perspective. Breasts are gender-specific
organs which represent feminity and provide the integrity of
sexual well-being in women. Most think that along with survival,
aesthetic outcome after breast cancer surgery has paramount
importance (9,10). Also, some authors think that the assessment
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should be done when edema and swellings are minimum after
surgery (25,26). However, there is still a controversy regarding
the necessity of routine aesthetic evaluation and its timing af-
ter OBCS (9,10,25,26). Therefore, in this current consensus, we
also asked breast surgeons for their opinions whether making
aesthetic evaluation a standard component of outcome after
OBCS is necessary. The panel overwhelmingly agreed that aes-
thetic assessment should be done after surgery as one of the
treatment outcome indicators. In further voting, the panelists
agreed that this assessment should not be done until all adju-
vant radiotherapy and chemotherapy are completed and not
before postoperative 6 month.

Margin positivity is one of the most significant determinants
of local recurrence after lumpectomy in breast cancer patients
(27). However, despite every effort to obtain clear margins, per-
manent pathology assessment may reveal tumor involvement
at surgical margins. In this circumstance, some advocate per-
forming total mastectomy (5,9,28). On the other hand, in order
to maintain the integrity of the breast, re-resection of cavity
walls was also recommended in suitable cases (10,19,29). There-
fore, in order to clarify this issue in OBCS patients, we asked
the panel their opinion on this issue. As a result, the majority
endorsed re-resection of the involved margins where it seems
appropriate and feasible.

Young patients commonly have breast tissue with high-densi-
ty. This is particularly important when assessing the breasts in
patients after partial mastectomy for in-breast local recurrence
screening (30). Since OBCS includes breast re-modelling with
volume replacement and displacement which are more com-
plex and extensive techniques than conventional BCS, fibrosis
and fat necrosis have been found to occur more commonly es-
pecially when those patients receive irradiation (31). Therefore,
ruling out cancer recurrence has upmost importance in these
patients. Interpretations of mammography and ultrasonogra-
phy have been reported to be challenging after OBCS as well
(32). Therefore, the role of breast MRI'in young patients under-
going OBCS is not clear (21,32). However, in this consensus, the
majority of the panelists agreed to advocate using breast MRI
in young breast cancer patients for surveillance after treatment.

In the current panel, there was only one recommendation that
did not attain an agreement amongst the panelists. It is be-
lieved that tumor size to breast volume ratio is important for
determining the type of surgery. In those patients, when the
resection volume is expected to be greater than 20%, OBCS,
instead of conventional BCS, seems to be a valid option to
avoid mastectomy (10,33). Also, associated macromastia may
affect the surgeon’s choice for oncoplastic technique (10,12).
However, there is no generally accepted practice for measuring
the breast volume before the surgery. Most surgeons perform
breast surgery by estimation of the breast volume and its ratio
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to the tumor size either empirically or by various non-uniform
methods (34). After two rounds of voting, the consensus pan-
el did not reach a majority either for endorsement or rejection
of performing routine measurement of breast volume at both
sides before the surgery. So, this issue remained inconclusive in
the current panel.

CONCLUSION

According to the current consensus results, Turkish surgeons
were in agreement for almost all of the chosen controversial is-
sues in OBCS. The simplicity and speed of the consensus meth-
odology and its results showed that many controversial issues
may be discussed and solved by collecting expert opinions with
electronic tools such as ours. The current panel which gathered
significant amount of experts' opinions on-line provided tem-
porary solutions to some of the controversial issues on OBCS
until having satisfactory further evidence from clinical studies.
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Tiirkiye'deki onkoplastik meme koruyucu cerrahi uygulamalari hakkinda ulusal
konsensiis: cerrahi pratik uygulamalarin standardizasyonu icin oneriler
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OZET

Giris ve Amag: Meme kanseri hastalarinda onkoplastik meme koruyucu cerrahi (OMKC) uygulamalarinin cogunu tanimlayan algoritmalar net
degildir. Bu nedenle tilkemizin 6nde gelen ve konularinda deneyimli meme cerrahlari ve onkoplastik meme cerrahlari arasinda onkoplastik meme
cerrahisindeki tartismali alanlar hakkinda bir konsensis diizenlenmistir.

Gereg ve Yontem: Bu konsensus Turkiye Meme Hastaliklari Dernekleri Federasyonu (TMHDF) ¢atisi altinda on-line Consensuss (www.consensuss.
com) yazilimi araciligi ile gerceklestirildi. Her bir 6nermeye son seklinin verilmesinden sonra Consensuss (www.consensuss.com) yazilim programi
ile web tabanl uzaktan erisimli konsensus islemi Delphi metodu kullanilarak Likert skalasi Gzerinden gerceklestirildi. Turkiye'de calisan en az 5
yillik genel cerrahi uzmani olup gtinliik klinik uygulamalarinin %50’sinden fazlasini meme hastaliklarinin tedavisine ayiran 111 kisiye ilgili yazim
araciligi ile davet yollandi.

Bulgular: Davet edilen 111 kisiden 62'si panele katiimayi kabul etmis ve on-line degerlendirme yapmistir. Konsensus sonuclarina gore; lumpek-
tomi kavitesine en az dort klps konulmalidir, santral timdrlerde temiz cerrahi sinir elde edilmesi yeterlidir, neoadjuvan kemoterapi sonrasi OMKC
uygulanabilir, OMKC kanserli veya duktal karsinoma in-situ hastaligina sahip makromastili hastalara uygulanabilir, OMKC estetik sonuglari acisin-
dan degerlendirilmelidir. OMKC sonrasi pozitif sinir gelmesi durumunda re-eksizyon yapilabilir.

Sonug: Konsensis sonuclarimiz OMKC'de bazi standartlarin gelismesine temel olusturabilir.
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