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ABSTRACT
Objective: Cancer care is excessively influenced by the COVID-19 outbreak for various reasons. One of the major concerns is the tendency for delayed
surgical treatment of breast cancer patients. The outbreak has urged clinicians to find alternative treatments until surgery is deemed to be feasible
and safe. Here in this paper, we report the results of a consensus procedure which aimed to provide an expert opinion-led guideline for breast cancer
management during the COVID-19 outbreak in Turkey.
Material and Methods: We used the Delphi method with a 9-scale Likert scale on two rounds of voting from 51 experienced surgeons and medical
oncologists who had the necessary skills and experience in breast cancer management. Voting was done electronically in which a questionnaireformatted form was used.
Results: Overall, 46 statements on 28 different case scenarios were voted. In the first round, 37 statements reached a consensus as either endorsement or
rejection, nine were put into voting in the second round since they did not reach the necessary decision threshold. At the end of two rounds, for 14 cases
scenarios, a statement was endorsed as a recommendation for each. Thirty-two statements for the remaining 14 were rejected.
Conclusion: There was a general consensus for administering neoadjuvant systemic therapy in patients with node-negative, small-size triple negative,
HER2-positive and luminal A-like tumors until conditions are improved for due surgical treatment. Panelists also reached a consensus to extend the
systemic treatment for patients with HER2-positive and luminal B-like tumors who had clinical complete response after neoadjuvant systemic therapy.
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We are going through an exceptional period in which the Coronavirus Disease-2019
(COVID-19) outbreak has dramatically affected all aspects of human life worldwide
including Turkey (1). As the number of COVID-19 cases is increasing, its burden on
health care system becomes more demanding. In many parts of the world, routine
health care for non-COVID 19 disorders are either being restricted or interrupted
due to COVID-19 patient overload (2). Daily practice involving surgical treatment
is also influenced by this unprecedented situation as well. Recently, many surgical
societies have released statements recommending that elective surgeries other
than those for cancer should be cancelled or postponed due to current restrictions
on standard health care provision (3,4). However, none of these recommendations
provide guidance for circumstances in which surgery would not be feasible even
in the context of cancer treatment. Operation room schedules for cancer patients
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are becoming more tightened as the demand for specific care
of COVID-19 patients is increasing. With the escalation of the
outbreak, surgical wards are also increasingly being reserved for
COVID-19 patients when necessary. Therefore, imbalanced bed
allocations for those patients further decreases the chance of
timely surgery (5-7). Another concern is the likelihood of viral
transmission even during day-case procedures in cancer who
have a high risk for COVID-19-related mortality due to impaired
immune function (8,9).
Management of breast cancer (BC) patients whose surgery is
inadvertently delayed due to the restrictions is also an ongoing
matter of uncertainty (10,11). Valid alternatives include starting
or extending systemic treatments comprising of chemotherapy (CT), endocrine treatment (ET) and/or HER2-blokade with
or without radiotherapy (RT). Nevertheless, CT may predispose
patients to severe infection or contribute to the higher mortality risk in patients who have already acquired COVID-19 during
their treatment course (12,13). Thus, due to the aforementioned
factors, current COVID-19 outbreak may potentially influence
the outcome of BC patients by jeopardizing standard practice.
Therefore, BC specialists urgently need a guideline on how to
manage those BC patients in whom surgery is deferred until the
outbreak subsides.
Categorically, there are two groups of BC patients anticipated
to be managed separately under the current pandemic circumstances: those who are already eligible for up-front surgery and
those who recently completed their neoadjuvant systemic treatment (NST) and are waiting to be scheduled for surgery as their
next step of treatment.
In order to provide guidance for BC specialists in routine daily practice for BC management during outbreaks such as
COVID-19, we designed a consensus procedure with the Delphi method. The consensus design consists of statements on
different case scenarios provided to panel members for their
voting on a 9-point Likert scale. In all cases, patients were assumed to be otherwise healthy, COVID-19-free, physically fit and
without any comorbidity that may interfere with the treatment.
We asked the panelists to vote for their preferred management
among the given options considering that a surgical approach is
not a suitable option until the outbreak subsides.
MATERIAL and METHODS
Delphi method with Likert scale was used for the current consensus procedure (14). Consensus development committee (CDC)
consisted of four breast surgeons (AS, GKC, SOG, BMG) and four
medical oncologists (IC, GB, BOU, YE). As the first step, CDC generated the statements, decided the voting system, number of
rounds, turn-around time for each round, quorum requirement,
voting score thresholds for endorsement and rejection as well as
panelist nomination criteria.
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Nine-point Likert scale was used for each voting: selecting 1, 2, 3
meant “I disagree”, 7, 8, 9 “I agree” and 4, 5, 6 “abstained” for each
statement (Supplement). If the panel could not reach a consensus on any statement at the first round, a second round of voting
was held. For each round, the panelists were given 72 hours to return their voting results. “Quorum” was regarded to be attained if
overall voting (attendance) rate for any statement was minimum
51%. As decision thresholds, “endorsed as a recommendation”
was regarded if minimum 75% of the panelists voted for “1, 2, 3:
agree”, whereas “rejected as a recommendation” was regarded if
minimum 25% of the panelists voted for “7, 8, 9: disagree”.
For any decision to be reached, voting on statements had to pass
through 2 steps. First, quorum had to be attained and second,
at least one of the endorsement or rejection thresholds had to
be crossed at any of the rounds. If voting on a statement did not
attain the quorum or pass the threshold for any of decision, the
result was regarded as “consensus not reached” for that particular
statement. If the quorum was attained but votes did not cross
the thresholds, then a second round of voting was held for that
particular statement. During the second round, the same requirements for decision was sought. If any of the decision thresholds
was attained at any round, consensus procedure was regarded to
be completed for that particular statement. On the other hand,
if any decision was not reached for a particular statement at the
end of the second round, the result was regarded as “consensus
not reached” accordingly.
Requirements of being a member of the consensus panel for voting included: having at least 10 years of BC surgical or oncological
treatment experience, dealing with BC patients during minimum
%50 of his/her daily clinic time, working at a tertiary reference
hospital with comprehensive BC treatment facilities for minimum
5 years and attending regular multidisciplinary tumor boards at
least every week for minimum 5 years. All correspondences with
the panelists were done by e-mail.
No statistical analysis was used. Results of each voting at rounds
were given as descriptive variable (n= %).
RESULTS
Totally, 46 statements on 28 different case scenarios were drafted and sent to the panelists for voting. Seventy-six physicians
were nominated as panelists according to the eligibility criteria.
Forty-eight of them were breast surgeons and 28 were medical
oncologists. Informed consent was obtained from all individual
panelists.
The first round of voting started on March 25th, 2020 and finished
on March 27th, 2020. At this round, fifty-one panelists returned
with their voting, and therefore, the quorum (67%) was attained.
Of those who voted, 40 were breast surgeons and 11 were medical oncologists. According to the voting results of the first round,
five statements were endorsed as recommendation for 5 case
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
Condition: In patients who are physically fit and without any co-morbidity, under exceptional circumstances like the COVID-19 outbreak in which
routine surgical management of breast cancer is suspended for a temporary period of time.
Abbreviations (HR: Hormone receptor, NST: Neoadjuvant systemic treatment, RT: Radiation treatment)
Definition (Relevant regimen: Single or combined systemic treatments previously recommended for similar subgroup of patients in neoadjuvant
and/or adjuvant settings)
In newly admitted patients with invasive breast cancer diagnosis:
1. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal patient with stage T1N0M0, grade 3, triple negative (HER2-negative/HR-negative) tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
________________________________________________
2. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal patient
with stage T1N0M0, grade 3, triple negative (HER2-negative/HR-negative) tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
________________________________________________
3. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal
patient with stage T1N0M0, grade 3, HER2-positive/HR-negative tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
_______________________________________________
4. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal
patient with stage T1N0M0, grade 3, HER2-positive/HR-negative tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
________________________________________________
5. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal
patient with stage T1N0M0, grade 3, HER2-positive/HR-positive tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
________________________________________________
6. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal
patient with stage T1N0M0, grade 3, HER2-positive/HR-positive tumor, giving NST (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
________________________________________________
7. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal
patient with stage T1N0M0, grade 1, luminal A-like (HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: _________________________________________________________________________________________________________
____________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
8. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal patient with stage T1N0M0, grade 1, luminal A-like (HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment
alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
9. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal patient with stage T1-2N1M0, grade 2, luminal A-like (HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment
alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
10. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal
patient with stage T1-2N1M0, grade 2, luminal A-like (HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
11. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal
patient with stage T1N0M0, grade 2, luminal B-like (HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant endocrine treatment
alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
12. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new premenopausal
patient with stage T1N0M0, grade 2, luminal B-like (HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant chemotherapy alone
(4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
13. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal
patient with stage T1N0M0, grade 2, luminal B-like (HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant endocrine treatment
alone (4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
_____________________________________________
14. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a new postmenopausal
patient with stage T1N0M0, grade 2, luminal B-like (HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant chemotherapy alone
(4-6 months) with any relevant regimen is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
_______________________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
In patients with triple negative tumor who had complete clinical response following neoadjuvant chemotherapy:
15. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with triple negative tumor who had “complete” clinical response after NST, giving extended systemic treatment with any relevant regimen (with
or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
______________________________________________________________________________________
16. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with triple negative tumor who had “complete” clinical response after NST, giving loco-regional RT without any further systemic treatment is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
17. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with triple negative tumor who had “complete” clinical response after NST, giving extended systemic treatment with any relevant regimen (with
or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
18. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient with triple negative tumor who had “complete” clinical response after NST, giving loco-regional RT without any further systemic treatment is
suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
____________________________________
In patients with triple negative tumor who had partial clinical response following neoadjuvant chemotherapy:
19. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with triple negative tumor who had “partial” clinical response after NST, giving extended systemic treatment with any relevant regimen (with or
without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
20. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with triple negative tumor who had “partial” clinical response after NST, giving loco-regional RT without any further systemic treatment is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: __________________________________________________________________________________________________________
___________________________________

21. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with triple negative tumor who had “partial” clinical response after NST, giving extended systemic treatment with any relevant regimen (with or
without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
22. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with triple negative tumor who had “partial” clinical response after NST, giving loco-regional RT without any further systemic treatment is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: __________________________________________________________________________________________________________
____________________________________
In patients with HER2-positive/HR-negative tumor who had complete clinical response following neoadjuvant chemotherapy:
23. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-negative tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
______________________________________________________________________________________
24. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-negative tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment and extended chemotherapy with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
25. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-negative tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
26. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-negative tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment and extended chemotherapy with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): ________________________________________________________
______________________________________________________________________________________
In patients with HER2-positive/HR-negative tumor who had partial clinical response following neoadjuvant chemotherapy:
27. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-negative tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
28. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-negative tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment and extended chemotherapy with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
29. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-negative tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: Comment (if applicable, please state your preferred regimen): _________________________________________________________
______________________________________________
30. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-negative tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment and extended chemotherapy with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
In patients with HER2-positive/HR-positive tumor who had complete clinical response following neoadjuvant chemotherapy:
31. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-positive tumor who had “complete” clinical response after NST, continuing with anti-HER2 and endocrine treatments with
any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
32. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-positive tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
33. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-positive tumor who had “complete” clinical response after NST, continuing with anti-HER2 and endocrine treatments with
any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
34. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-positive tumor who had “complete” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
In patients with HER2-positive/HR-positive tumor who had partial clinical response following neoadjuvant chemotherapy:
35. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-positive tumor who had “partial” clinical response after NST, continuing with anti-HER2 and endocrine treatments with any
relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree		
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
36. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with HER2-positive/HR-positive tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
37. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-positive tumor who had “partial” clinical response after NST, continuing with anti-HER2 and endocrine treatments with any
relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
38. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with HER2-positive/HR-positive tumor who had “partial” clinical response after NST, continuing with anti-HER2 treatment alone with any relevant
regimen (with or without RT) is suitable
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
In patients with luminal B-like (HER2-negative) tumor with complete clinical response following neoadjuvant chemotherapy:
39. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with luminal B-like (HER2-negative) tumor who had “complete” clinical response after NST, giving endocrine treatment only with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
40. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with luminal B-like (HER2-negative) tumor who had “complete” clinical response after NST, giving extended chemotherapy with any relevant regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
41. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with luminal B-like (HER2-negative) tumor who had “complete” clinical response after NST, giving endocrine treatment only with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
42. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with luminal B-like (HER2-negative) tumor who had “complete” clinical response after NST, giving extended chemotherapy only with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
______________________________________________
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SUPPLEMENT. National Consensus on Breast Cancer Management During Temporary State of Emergency Due to COVID-19 Outbreak in Turkey
(continue)
In patients with luminal B-like (HER2-negative) tumor with partial clinical response following neoadjuvant chemotherapy:
43. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal l patient
with luminal B-like (HER2-negative) tumor who had “partial” clinical response after NST, giving endocrine treatment only with any relevant regimen
(with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
44. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a premenopausal patient
with luminal B-like (HER2-negative) tumor who had “partial” clinical response after NST, giving extended chemotherapy only with any relevant
regimen (with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
45. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with luminal B-like (HER2-negative) tumor who had “partial” clinical response after NST, giving endocrine treatment only with relevant regimen
(with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________
46. Under exceptional circumstances like the COVID-19 outbreak in which routine surgical management is unlikely; For a postmenopausal patient
with luminal B-like (HER2-negative) tumor who had “partial” clinical response after NST, giving extended chemotherapy with relevant regimen
(with or without RT) is suitable.
1
2
3
4
5
6
7
8
9
Strongly Disagree 						
Strongly agree
Comment: (if applicable, please state your preferred regimen): _________________________________________________________________
_______________________________________________

scenarios (one for each). Overall, thirty-two statements were
rejected, and the remaining nine received votes which did not
exceed any required threshold for a decision.
After considering comments obtained from the first round, the
remaining inconclusive statements (Statement no: 2, 5, 6, 7, 25,
31, 33, 39 and 41) for 9 case scenarios were sent to the panelists
for re-voting at a second round. The new round started on April
5th, 2020 and finished on April 7th, 2020. At this round, 45 panelists voted, and therefore the quorum (59%) was attained. Of
those who voted at this round, 35 were breast surgeons and 10
were medical oncologists. All statements at the second round
were endorsed as recommendation by the panel. Therefore,
overall 14 statements were endorsed as recommendation for
14 case scenarios (one for each). Whereas, the panel did not
endorse any statement for the remaining 14 case scenarios as
recommendation after two rounds of consensus.
Briefly, the panel endorsed statements for replacing surgery
with minimum one alternative treatment in patients with
node-negative triple negative, HER2-positive and luminal A-like
tumors. The panel endorsed giving NST with relevant regimen
accordingly for 4-6 months to all patients with node-negative,

stage I, triple negative and HER2-positive [both hormone receptor (HR) positive and negative] tumors until the surgical procedure was deemed to be feasible in situations where there was
no clear indication for NST. The panel also endorsed giving neoadjuvant ET for 4-6 months until due surgery to all patients with
low-risk luminal A-like (node-negative, early stage, high HR-positivity, low grade, low Ki67) tumor as well as to postmenopausal
patients with limited node-positive luminal A-like tumor.
For patients with HER2-positive/HR-negative tumor who had
clinical complete response (cCR) after NST, the panelists overwhelmingly agreed on giving antiHER2 treatment (with or without RT) for a temporary period in postmenopausal patients if
surgery was not feasible. Furthermore, provided with the same
circumstances, for those patients with HER2-positive/HR-positive tumors who had cCR after NST, the panelists endorsed giving both antiHER2 and ET (with or without RT) in all patients.
Finally, for patients with luminal B-like (HER2-negative/HR-low
positive) tumor who had cCR after NST, panelists endorsed the
alternative treatment with ET only (with or without RT) in all
patients if surgery could not be performed (Table 1).
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Table 1. Statements and voting results accordingly
Condition: In patients who are physically fit and without any co-morbidity and under exceptional circumstances like the COVID-19 outbreak
in which routine surgical management of breast cancer is suspended for a temporary period of time.
Recommendation

Voting counts

Result

Disagree

Abstain

Agree

1. For a new premenopausal patient with stage T1N0M0, grade 3, triple negative
(HER2-negative/HR-negative) tumor, giving NST (4-6 months) with any relevant regimen* is suitable.

14%

10%

76%

Endorsed

2. For a new postmenopausal patient with stage T1N0M0, grade 3, triple negative
(HER2-negative/HR-negative) tumor, giving NST (4-6 months) with any relevant regimen is suitable.

4%

3%

93%

Endorsed

3. For a new premenopausal patient with stage T1N0M0, grade 3,
HER2-positive/HR-negative tumor, giving NST (4-6 months) with any relevant regimen is suitable.

10%

14%

76%

Endorsed

4. For a new postmenopausal patient with stage T1N0M0, grade 3,
HER2-positive/HR-negative tumor, giving NST (4-6 months) with any relevant regimen is suitable.

10%

15%

75%

Endorsed

5. For a new premenopausal patient with stage T1N0M0, grade 3,
HER2-positive/HR-positive tumor, giving NST (4-6 months) with any relevant regimen is suitable.

2%

9%

89%

Endorsed

6. For a new postmenopausal patient with stage T1N0M0, grade 3,
HER2-positive/HR-positive tumor, giving NST (4-6 months) with any relevant regimen is suitable.

1%

0%

99%

Endorsed

7. For a new premenopausal patient with stage T1N0M0, grade 1, luminal A-like
(HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.

4%

9%

87%

Endorsed

8. For a new postmenopausal patient with stage T1N0M0, grade 1, luminal A-like
(HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.

10%

4%

86%

Endorsed

9. For a new premenopausal patient with stage T1-2N1M0, grade 2, luminal A-like
(HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.

27%

18%

55%

Rejected

10. For a new postmenopausal patient with stage T1-2N1M0, grade 2, luminal A-like
(HER2-negative/HR-highly positive/Ki67 < 15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.

10%

12%

78%

Endorsed

11. For a new premenopausal patient with stage T1N0M0, grade 2, luminal B-like
(HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant endocrine
treatment alone (4-6 months) with any relevant regimen is suitable.

50%

23%

27%

Rejected

12. For a new premenopausal patient with stage T1N0M0, grade 2, luminal B-like
(HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant chemotherapy alone (4-6 months) with any relevant regimen is suitable.

25%

26%

49%

Rejected

13. For a new postmenopausal patient with stage T1N0M0, grade 2, luminal B-like
(HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant endocrine
treatment alone (4-6 months) with any relevant regimen is suitable.

29%

32%

39%

Rejected

14. For a new postmenopausal patient with stage T1N0M0, grade 2, luminal B-like
(HER2-negative/HR-low positive/Ki67 > 15%) tumor, giving neoadjuvant chemotherapy alone (4-6 months) with any relevant regimen is suitable.

25%

18%

57%

Rejected

In newly admitted patients with invasive breast cancer diagnosis:
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Table 1. Statements and voting results accordingly (continue)
Condition: In patients who are physically fit and without any co-morbidity and under exceptional circumstances like the COVID-19 outbreak
in which routine surgical management of breast cancer is suspended for a temporary period of time.
Recommendation

Voting counts

Result

Disagree

Abstain

Agree

15. For a premenopausal patient with triple negative tumor who had cCR after NST,
giving extended systemic treatment with any relevant regimen (with or without RT)
is suitable.

53%

16%

31%

Rejected

16. For a premenopausal patient with triple negative tumor who had cCR after NST,
giving loco-regional RT without any further systemic treatment is suitable.

57%

19%

24%

Rejected

17. For a postmenopausal patient with triple negative tumor who had cCR after NST,
giving extended systemic treatment with any relevant regimen (with or without RT)
is suitable.

49%

24%

27%

Rejected

18. For a postmenopausal patient with triple negative tumor who had cCR after NST,
giving loco-regional RT without any further systemic treatment is suitable.

47%

20%

33%

Rejected

19. For a premenopausal patient with triple negative tumor who had cPR after NST,
giving extended systemic treatment with any relevant regimen (with or without RT)
is suitable.

49%

27%

24%

Rejected

20. For a premenopausal patient with triple negative tumor who had cPR after NST,
giving loco-regional RT without any further systemic treatment is suitable.

82%

10%

8%

Rejected

21. For a postmenopausal patient with triple negative tumor who had cPR after NST,
giving extended systemic treatment with any relevant regimen (with or without RT)
is suitable.

53%

20%

27%

Rejected

22. For a postmenopausal patient with triple negative tumor who had cPR after NST,
giving loco-regional RT without any further systemic treatment is suitable.

67%

21%

12%

Rejected

After completion of NST in triple negative tumor:

Disagree

Abstain

Agree

23. For a premenopausal patient with HER2-positive/HR-negative tumor who had
cCR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

25%

20%

55%

Rejected

24. For a premenopausal patient with HER2-positive/HR-negative tumor who had
cCR after NST, continuing with anti-HER2 treatment and extended chemotherapy
with any relevant regimen (with or without RT) is suitable.

33%

20%

47%

Rejected

25. For a postmenopausal patient with HER2-positive/HR-negative tumor who had
cCR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

11%

2%

87%

Endorsed

26. For a postmenopausal patient with HER2-positive/HR-negative tumor who had
cCR after NST, continuing with anti-HER2 treatment and extended chemotherapy
with any relevant regimen (with or without RT) is suitable.

33%

26%

41%

Rejected

27. For a premenopausal patient with HER2-positive/HR-negative tumor who had
cPR clinical response after NST, continuing with anti-HER2 treatment alone with any
relevant regimen (with or without RT) is suitable.

53%

22%

25%

Rejected

28. For a premenopausal patient with HER2-positive/HR-negative tumor who had
cPR after NST, continuing with anti-HER2 treatment and extended chemotherapy
with any relevant regimen (with or without RT) is suitable.

43%

30%

27%

Rejected

29. For a postmenopausal patient with HER2-positive/HR-negative tumor who had
cPR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

39%

24%

37%

Rejected

After completion of NST in HER2-positive/HR-negative tumor:
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Table 1. Statements and voting results accordingly (continue)
Condition: In patients who are physically fit and without any co-morbidity and under exceptional circumstances like the COVID-19 outbreak
in which routine surgical management of breast cancer is suspended for a temporary period of time.
Recommendation

Voting counts

Result

Disagree

Abstain

Agree

31%

40%

29%

Disagree

Abstain

Agree

31. For a premenopausal patient with HER2-positive/HR-positive tumor who had
cCR after NST, continuing with anti-HER2 and endocrine treatments with any relevant regimen (with or without RT) is suitable.

9%

7%

84%

Endorsed

32. For a premenopausal patient with HER2-positive/HR-positive tumor who had
cCR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

45%

30%

25%

Rejected

33. For a postmenopausal patient with HER2-positive/HR-positive tumor who had
cCR after NST, continuing with anti-HER2 and endocrine treatments with any relevant regimen (with or without RT) is suitable.

9%

2%

89%

Endorsed

34. For a postmenopausal patient with HER2-positive/HR-positive tumor who had
cCR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

55%

16%

29%

Rejected

35. For a premenopausal patient with HER2-positive/HR-positive tumor who had
cPR after NST, continuing with anti-HER2 and endocrine treatments with any relevant regimen (with or without RT) is suitable.

49%

12%

39%

Rejected

36. For a premenopausal patient with HER2-positive/HR-positive tumor who had
cPR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

63%

6%

31%

Rejected

37. For a postmenopausal patient with HER2-positive/HR-positive tumor who had
cPR after NST, continuing with anti-HER2 and endocrine treatments with any relevant regimen (with or without RT) is suitable.

41%

10%

49%

Rejected

38. For a postmenopausal patient with HER2-positive/HR-positive tumor who had
cPR after NST, continuing with anti-HER2 treatment alone with any relevant regimen
(with or without RT) is suitable.

61%

15%

24%

Rejected

30. For a postmenopausal patient with HER2-positive/HR-negative tumor who had
cPR after NST, continuing with anti-HER2 treatment and extended chemotherapy
with any relevant regimen (with or without RT) is suitable.
After completion of NST in HER2-positive/HR-positive tumor:

Rejected

Disagree

Abstain

Agree

39. For a premenopausal patient with luminal B-like (HER2-negative) tumor
who had cCR after NST, giving endocrine treatment only with any relevant regimen
(with or without RT) is suitable.

11%

11%

78%

Endorsed

40. For a premenopausal patient with luminal B-like (HER2-negative) tumor
who had cCR after NST, giving extended chemotherapy with any relevant regimen
(with or without RT) is suitable.

53%

23%

24%

Rejected

41. For a postmenopausal patient with luminal B-like (HER2-negative) tumor who
had cCR after NST, giving endocrine treatment only with any relevant regimen (with
or without RT) is suitable.

9%

4%

87%

Endorsed

42. For a postmenopausal patient with luminal B-like (HER2-negative) tumor who
had cCR after NST, giving extended chemotherapy only with any relevant regimen
(with or without RT) is suitable.

59%

17%

24%

Rejected

After completion of NST in luminal B-like (HER2-negative) tumor:
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Table 1. Statements and voting results accordingly (continue)
Condition: In patients who are physically fit and without any co-morbidity and under exceptional circumstances like the COVID-19 outbreak
in which routine surgical management of breast cancer is suspended for a temporary period of time.
Recommendation

Voting counts

Result

Disagree

Abstain

Agree

43. For a premenopausal patient with luminal B-like (HER2-negative) tumor who had
cPR after NST, giving endocrine treatment only with any relevant regimen (with or
without RT) is suitable.

49%

16%

37%

Rejected

44. For a premenopausal patient with luminal B-like (HER2-negative) tumor who had
cPR after NST, giving extended chemotherapy only with any relevant regimen (with
or without RT) is suitable.

55%

14%

31%

Rejected

45. For a postmenopausal patient with luminal B-like (HER2-negative) tumor who
had cPR after NST, giving endocrine treatment only with relevant regimen (with or
without RT) is suitable.

25%

30%

45%

Rejected

46. For a postmenopausal patient with luminal B-like (HER2-negative) tumor who
had cPR after NST, giving extended chemotherapy with relevant regimen (with or
without RT) is suitable.

50%

28%

22%

Rejected

HR: Hormone receptor, NST: Neoadjuvant systemic treatment, cCR: Clinical complete response, cPR: Clinical partial response, RT: Radiation treatment.
* Relevant regimen: Single or combined systemic treatments previously recommended for similar subgroup of patients in neoadjuvant and/or adjuvant settings.

DISCUSSION
Current national/regional consensus has provided that NST
may be given to most of those node-negative early stage BC
patients, regardless of age, if up-front surgical therapy is not
feasible. All recommendations were based on the assumption
that a surgical procedure would not be performed temporarily
due to restrictions under the COVID-19 pandemic conditions.
Options included CT for patients with triple negative tumor,
combination of anti-HER2 treatment and CT for those with
HER2-positive tumor and ET for those with luminal A-like tumor.
Moreover, there was an agreement among the panelists to administer neoadjuvant ET to patients with luminal A-like tumor
with limited nodal involvement. All options were recommended temporarily for a period of 4 to 6 months until the outbreak
subsided.
The panel also endorsed extension of systemic treatments in
certain subgroups of patients who received and responded
well to NST. Continuation of anti-HER2 treatment for postmenopausal patients with HER2-positive/HR-negative tumor, add-on
ET with continued antiHER2 treatment for all patients with
HER2-positive/HR-positive tumor and ET alone for all patients
with luminal B-like tumor were regarded as acceptable alternatives to surgery under the COVID-19 outbreak circumstances,
provided that there was cCR to the given NST.
Severity of the symptoms related to COVID-19 infection depends mainly on the immune condition of the host. There is
clinical data suggesting that surgery may exacerbate infectious
complications in critically ill patients due to impaired immune
functions or augmented cytokine response, limiting surgical

procedures in recently diagnosed patients (15). Although, cancer inherently creates an immune compromised environment
and CT may render a patient more vulnerable to infection due
to a temporary decrease in lymphocyte and neutrophil counts,
decision of administering systemic therapy requires a personalized approach with a detailed risk-to-benefit evaluation (16).
Until this date, there was no recommendation to forgo curative
CT for patients who are otherwise in good health without any
comorbid conditions that may place the patient at high risk for
COVID-19-related complications. Despite statements issued by
numerous oncology societies and health authorities, clear-cut
recommendations cannot be made given the lack of high-quality evidence-based guidelines valid for circumstances such as
the COVID-19 outbreak that we currently face (17,18). Therefore,
we planned to perform a consensus which would provide guidance on the management of BC patients when standard surgical practice options are suspended.
We used the Delphi method with Likert scale to implement the
procedure electronically in order to expedite data retrieval. Although the Delphi method has been previously described as
a practical, easy and user-friendly technique, there exists some
limitations such as relative inaccuracy of the drafted statements
and inability to integrate panelists’ comments into the procedure. Furthermore, grading with 9-point in Likert scale was also
criticized as it may be found confusing by the panelists (19-21).
We designated panelists through strict criteria in order to maintain a high profile of experts for the consensus. Only those breast
surgeons and medical oncologists who have a special interest
in breast oncology with better knowledge, skills, judgements

Turk J Surg 2020; 36

13

14

Breast cancer management during COVID-19 outbreak

and a wider range of experience were nominated as panelists.
Experts were chosen from different regions of Turkey to ensure
nation-wide coverage. We invited only surgeons and medical
oncologists since RT was included as an optional choice in the
queries to prevent confusion among panelists. Despite the
seemingly high proportion of surgeons among the panelists,
the actual number of both group of physicians in Turkey reflects a similar distribution (1 to 5). One of the limitations of the
consensus was the low voting rates at both rounds. Although,
quorum was attained at both rounds, attendance rates were
not satisfactorily high. However, the clinical experience of each
panelist who attended the consensus was above satisfactory.
We chose case scenarios which we believed to have reflected the real world. Case scenarios included patients in whom
surgery was regarded to be the standard-of-care treatment according to evidence-based guidelines. We identified early stage
patients who were normally candidates for up-front surgery or
those with early or locally-advanced disease who completed
their NST to be considered for this consensus. We stratified cases according to their menopausal state, molecular cancer subtype and level of response to NST, where appropriate.
Due to the common instructions of the Delphi method, some
recommendations were rejected although absolute majority
revealed otherwise, which was because the votes exceeded a
priori decided threshold for rejection (25%) (22). Ten statements
were rejected because the number of votes exceeded the rejection threshold even though the majority held a decision favoring the endorsement but did not reach the threshold for it
(75%). Although we limited the scenarios in strict condition of
which surgery could not be performed, in half of the scenarios,
the panel did not provide a non-surgical alternative. Therefore,
there are certain conditions which remained uncertain for a given patient. For these cases, the absolute voting percentage result would provide clinicians guidance on management in less
than ideal conditions. For these scenarios, crude results with
agreement exceeding half of the votes may assist clinicians
to make informed decisions. Therefore, even so, some would
prefer to consider absolute majority when choosing a management modality for patients with those scenarios. For example,
despite rejection by a quarter of the voters, the continuation of
HER2 blockade in premenopausal patients with HER2-positive/
HR-negative tumor who had cCR after NST would be the preferred treatment approach as absolute majority with 55% of the
votes favored this type of option.
There are also some statements, which at the first round
seemed to be rejected. However, when considering the comments written and provided by the majority of the panelists, an
alternative non-surgical treatment would be supported if the
statement was re-written accordingly. This was observed in patients with node-positive luminal A-like tumor for whom panel-
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ists made comments favoring neoadjuvant CT. In addition, for
patients with node-negative luminal B-like tumor, the majority
expressed their concern for a single type of treatment instead of
up-front surgery. Comments revealed that a combination of ET
and CT should be preferred. Therefore, although all given statements seemed to be rejected, the panel agreed to provide a
non-surgical option for these particular patients (Table 2).
However, after the voting of two rounds, there were scenarios
left with no alternative option to replace surgery. All recommendations for patients with triple negative tumor, regardless of
menopausal status, after NST were rejected. The panel rejected
both options including extended CT or no systemic treatment
with or without RT for these patients. Furthermore, for all patients with HER2-positive tumor, regardless of the menopausal
status, who did not have cCR after NST, the panelists rejected all
non-surgical recommendations including continuation of HER2
blockade with or without extended CT. Again, for all patients
with luminal B-like tumor with clinical partial response (cPR)
to NST, panelists did not endorse any of the non-surgical alternative treatment options limited to ET or extended CT alone.
However, due to the missing treatment alternatives for cases
with HER2-positive/HR-positive as well as with luminal B-like tumors who had cPR after NST, voting might have resulted inconclusive. For both pre and postmenopausal patients, we missed
to integrate combination treatments in the statements, such
as extended CT along with both antiHER2 blockade and ET for
patients with HER2-positive/HR-positive tumor and combination of extended CT and ET for those with luminal-B like tumor.
However, the panelist comments on these scenarios were not
significant enough to raise a necessity for any revision accordingly.
Although our consensus results provided some guidance for
daily practice during the outbreak, it should be highlighted
that the results discussed here are not supported by high-level
evidence, but should be acknowledged within the context of
expert opinion. We did not name any specific agents regarding CT, ET and HER2 blockade as options to be voted. Therefore, the final decision on how to manage those patents is left
at the physicians’ discretion in daily practice. Furthermore, we
did not ask the panelists’ opinion on RT choices for any of the
given scenarios. Nevertheless, recently an international guideline was published for RT in breast cancer patients during the
COVID-19 outbreak (23). Therefore, recommendations regarding RT should be individualized for each scenario discussed in
this consensus report. A multidisciplinary approach is crucial to
determine practical and relevant solutions for each given patient.
Conceptually, the results yielded by the current consensus can
be considered to have validity as the intended inferences or
interpretations remain generally consistent with an inherent
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Table 2. Recommendation box (Summary of the endorsed statements)
“Below recommendations are endorsed only under the temporary conditions where surgical treatment is not feasible due to extraordinary circumstances and are valid until due surgical treatment is available.”
Strong endorsement (with over-threshold agreement ≥ 75%)
•
•
•
•
•
•
•

For a new patient (regardless of menopausal stage) with stage T1N0M0, grade 3, triple negative tumor (HER2-negative/HR-negative), giving
NST (4-6 months) with any relevant regimen* is suitable.
For a new patient (regardless of menopausal stage) with stage T1N0M0, grade 3, HER2-positive (regardless of HR expression level) tumor,
giving NST (4-6 months) with any relevant regimen (including anti HER2 treatment) is suitable.
For a new patient (regardless of menopausal stage) with stage T1N0M0, grade 1, luminal A-like (HER2-negative/HR-highly positive/ Ki67 <
15%) tumor, giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.
For a new postmenopausal patient with stage T1-2N1M0, grade 2, luminal A-like (HER2-negative/HR-highly positive/Ki67 < 15%) tumor,
giving neoadjuvant endocrine treatment alone (4-6 months) with any relevant regimen is suitable.
For a postmenopausal patient with HER2-positive/HR-negative tumor who had clinical complete response after NST, continuing with antiHER2 treatment alone with any relevant regimen (with/without RT) is suitable.
For a patient (regardless of menopausal stage) with HER2-positive/HR-positive tumor who had clinical complete response after NST, continuing with combined anti-HER2 and endocrine treatments (with/without RT) with any relevant regimen is suitable.
For a patient (regardless of menopausal stage) with luminal B-like (HER2-negative/HR-low positive) tumor who had clinical complete response after NST, continuing with endocrine treatment only (with/without RT) with any relevant regimen is suitable.

Endorsed (after statement revision with panelists’ comments)
•
For a new pre-menopausal patient with stage T1-2N1M0, grade 2, luminal A-like (HER2-negative/HR-highly positive/ Ki67 < 15%) tumor,
giving neoadjuvant chemotherapy alone (4-6 months) with any relevant regimen is suitable.
•
For a new patient (regardless of menopausal stage) with stage T1N0M0, grade 2, luminal B-like (HER2-negative/HR-low positive/Ki67 > 15%)
tumor, giving combined neoadjuvant chemotherapy and endocrine treatment (4-6 months) with any relevant regimen is suitable.
Weak endorsement (only by absolute majority >50% with rejection rate ≥ 25%)
•

For a pre-menopausal patient with HER2-positive/HR-negative tumor who had clinical complete response after NST, continuing with antiHER2 treatment alone (with/without RT) with any relevant regimen is suitable.

HR: Hormone receptor, NST: Neoadjuvant systemic treatment, RT: Radiation treatment.
* Relevant regimen: Single or combined systemic treatments previously recommended for similar subgroup of patients in neoadjuvant or adjuvant settings.

logical perspective. We think that the results of this consensus
would provide guidance for clinicians dealing with BC patients
under compelling conditions such as the COVID-19 outbreak,
when surgery is not deemed to be feasible. It should be noted
that the results discussed herein should not be used to refute
surgery in an appropriate clinical setting under normal conditions where no potential contraindication exists.
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ÖZET
Giriş ve Amaç: Kanser tedavisi çeşitli nedenlerden ötürü COVID-19 salgınından büyük ölçüde etkilenmiştir. Bu noktada en büyük endişelerden
biri meme kanseri hastalarının cerrahi tedavilerinin gecikmesine eğilimdir. Salgın klinisyenleri cerrahinin uygun ve güvenli olduğu düşünülene
kadar alternatif tedaviler bulmaya yönlendirmektedir. Bu çalışmada, Türkiye’de COVID-19 salgını sırasında meme kanseri tedavisi için uzman görüşü temelli bir rehber sunmayı amaçlayan konsensüs prosedürünün sonuçlarını bildiriyoruz.
Gereç ve Yöntem: Meme kanseri tedavisinde gerekli bilgi ve tecrübeye sahip 51 cerrah ve tıbbi onkoloğun iki turda oyladığı dokuz ölçekli Likert
Skalalı Delphi metodunu kullandık. Oylama elektronik ortamda anket formatlı form ile gerçekleştirildi.
Bulgular: Yirmi sekiz farklı olgu senaryosuna ait toplamda 46 öneri oylandı. İlk turda 37 öneri üzerinde onay veya ret şeklinde konsensüs sağlandı.
Dokuz öneri konsensüs için yeterli karar eşiğini geçemediğinden ikinci tura aktarıldı. İki turun sonunda 14 olgu senaryosu için bir öneri kabul
edilerek onaylandı. Geriye kalan 14 olgu senaryosuna ait 32 öneri ise reddedildi.
Sonuç: Gereken cerrahi tedavi için uygun şartlar sağlanıncaya kadar nod negatif küçük çaplı üçlü negatif, HER-2 pozitif ve Luminal-A tümörlerde
neoadjuvan sistemik tedavinin uygulanması konusunda genel konsensüs sağlandı. Panelistler ayrıca neoadjuvan sistemik tedavi sonrası klinik
tam yanıt veren HER-2 pozitif ve Luminal B tümörlerde de sistemik tedavinin uzatılması konusunda konsensüse ulaştı.
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