	Topic
(Question no.)

	Egyptian Consensus
	S-panel recommendation
	Consensus between E-panel and S-panel

	
	Recommend*
	Strongly recommend*
	
	

	General Practice

	In my day to day practice, I regularly have situations where the cost of drugs prevents some of my patients from receiving important therapies (Q1).
	
	Yes (94%)
	No (52%)
Yes (43%)
	No consensus among members of S-panel

	Burnout is a commonly reported symptom amongst clinicians around the world (Q2).
Projected is the summation of the different descriptions of burnout.
	
	Yes (74 %) 
	Yes (94%)
	consensus between both panels

	Patients who are obese (BMI>30) should be encouraged to lose weight due to different reasons (Q5)
	
	Yes (81%)
	Yes (83%)
	consensus between both panels

	Acupuncture should be considered a standard treatment option for breast cancer survivors (and should be appropriately covered by insurance or national governments) to alleviate symptoms of arthralgia related to Aromatase inhibitors (AI) based therapy and/or neuropathy related to chemotherapy (Q6).
	Don’t recommend (63%)
	
	Yes (70%) 
	No consensus between both panels


	You are counseling a premenopausal woman who has a history of breast cancer on the safety of pregnancy after treatment. Currently, she is receiving ovarian function suppression (OFS) and tamoxifen for a history of node-positive breast cancer and is at the end of her second year of endocrine treatment. 
Would you recommend interrupting endocrine therapy now if she has 4 or more involved axillary lymph nodes? (Q7).
	Don’t recommend (56%)
	
	No (97%)
	consensus between both panels

	Postmenopausal women on AI therapy for ER+ breast cancer should not be offered intravaginal estrogens because of concerns over systemic estrogen exposure and impact of adjuvant treatment efficacy (Q9).
	Yes (56%)
	
	No (58%)
	No consensus between both panels


	Patho- Biologic and genetic aspects

	43 old women has undergone lumpectomy for a 1.6 cm, node-negative, grade3, triple negative breast cancer (TNBC). The stromal tumor-infiltrating lymphocytes (sTIL) is 75%. Would you recommend adjuvant chemotherapy? (Q10)

	
	Yes (90%)
	Yes (88%)
	consensus between both panels

	Breast cancer patients should have access to genetic counselors ( Q12).
	
	Yes (93%)
	Yes (98%)
	consensus between both panels

	As part of routine care, all patients with breast cancer should ordinarily undergo germline genetic counseling and testing with a gene panel testing (8 or 9 genes, including high penetrance and intermediate penetrance genes such as BRCA1, BRCA2, PALB2, ATM and CHEK2), regardless of family history or age (Q13).
	No (63%)
	
	No (62%)
	consensus between both panels

	As part of routine care, all patients with breast cancer should ordinarily undergo germline genetic counseling and may undergo testing for a limited panel of actionable, high-penetrance genes, namely, BRCA1, BRCA2 and PALB2 (Q14).
	Yes (60%)
	
	Yes (47%)
No (45%)
	No consensus among members of S-panel

	As part of routine care, all patients younger than age 70 with breast cancer should ordinarily undergone germline genetic counseling and may undergo testing with a gene panel testing (8 or 9 genes, minimum) regardless of family history (Q15).
	No (70%)
	
	No (49%)
Yes (45%)
	No consensus among members of S-panel

	Male breast cancer

	The preferred local-regional therapy option for male breast cancer in non-BRCA1/2 mutation carriers is (Q43):
	Conversional mastectomy (55%)
	
	Conversional mastectomy (42%)
Lumpectomy and RTH (36%)
	No consensus among members of S-panel

	The preferred adjuvant endocrine therapy option for men with breast cancer (Stage 1 excluding minimal risk), ER+ HER2 – breast cancer is: (Q44)
	Tamoxifen (63%)
	
	Tamoxifen (80%)
	consensus between both panels

	Radiation therapy

	The preferred radiation schedule for Chest wall irradiation irrespective of nodal irradiation after mastectomy (Q46):
	Moderate hypofractionation       (15-16 fractions over 3 weeks) (69%)
	
	Moderate hypofractionation       (15-16 fractions over 3 weeks) 649%)
	consensus between both panels

	The preferred radiation schedule for whole breast irradiation, irrespective of nodal irradiation, after breast conserving  (Q47)  surgery for invasive cancer
	Moderate hypofractionation (71%)      
	
	Moderate hypofractionation (61%)      
	consensus between both panels

	The preferred radiation schedule for whole breast irradiation after breast conserving surgy for DCIS (Q48):
	Moderate hypofractionation (61%)      
	
	Moderate hypofractionation (56%)      
	consensus between both panels

	For routine radiation therapy for early breast cancer, there is at present no clinical advantage to proton therapy over photon therapy (Q49):
	Yes (64%)
	
	Yes (73%)
	consensus between both panels

	A boost dose of radiation therapy to the primary tumour bed after breast conserving surgery is indicated in (Q50):
	Patients with at least 1 of the 4 following prognostic factors: high grade cancers, extensive intraductal component,TNBC or HER2- positive subtypes, age below 50 years (50%)
	
	
	No consensus among members of S-panel

	The most important clinical observation from the PRIME-II trial is that (Q53)::
	Radiation lowers in-breast recurrence and therefore is effective (54%)
	
	Radiation lowers in-breast recurrence and
therefore is effective (63%)
	consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 breast cancer. The tumor is ER positive, and there is cancer in 1 lymph node. Would you recommend postmastectomy radiation therapy (Q55):?
	Yes (68%)
	
	No (72%)
	No consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 breast cancer. The tumor is ER positive, and there is cancer in 2 lymph nodes. Would you recommend postmastectomy radiation therapy (Q56):?
	
	Yes (77%)
	Yes (53%)
	consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 breast cancer. The tumor is ER positive, and there is cancer in 3 lymph nodes. Would you recommend postmastectomy radiation therapy (Q57):?
	
	Yes (84%)
	Yes (94%)
	consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T3 BC. The tumor is ER positive, and the lymph nodes are negative. Would you recommend postmastectomy radiation therapy? (Q58%)
	
	Yes (82%)
	Yes (49%)
No (46%)
	No consensus among members of S-panel

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 BC. The tumor is HER2 positive, and there is micrometastatic cancer in 1 lymph node. Would you recommend postmastectomy radiation therapy  (Q59):
	Yes (63%)
	
	No (77%)
	No consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 breast cancer. The tumor is HER2 positive, and there is cancer in 1 lymph node. Would you recommend postmastectomy radiation therapy? (Q60)
	
	Yes (75%)
	No (60%)
	No consensus between both panels

	A postmenopausal woman has undergone mastectomy and axillary surgery for a T2 breast cancer. The tumor is TBC, and there is micrometastatic cancer in 1 lymph node. Would you recommend postmastectomy radiation therapy? (Q61)
	Yes (61%)
	
	No (71%)
	No consensus between both panels

	Breast and Axillary surgery

	A patient has undergone neoadjuvant treatment AC/T chemotherapy, with a significant clinical response. At surgery, there is residual disease in the axilla. The tumor is triple-negative. Would you recommend completion axillary dissection or axillary radiation, if nodal burden macrometastasis in 1 of 3 SLN? (Q63)
	Axillary LND (55%)
	
	Axillary LND (47%)
	consensus between both panels

	A 63 year old woman was treated for a stage 2 node-negative breast cancer with lumpectomy and radiation therapy, as well as adjuvant systemic treatment, endocrine therapy stopped 2 years ago. Now she has had ipsilateral tumor recurrence. The tumor is ER+/Her2-. Staging scans are negative. The lesion is less than 2 cm in size, 3 cm from nipple, and would be amenable to breast conserving surgery with acceptable aesthetic results. You would recommend (Q66)
	Mastectomy (59%)
	
	Mastectomy (74%)
	consensus between both panels

	A patient has developed isolated local regional recurrence while on adjuvant aromatase inhibitor therapy. The recurrence is fully excised and receives definitive local therapy. The tumor is strongly ER+ and Her2-. When originally diagnosed, she had not received adjuvant chemotherapy. Would you recommend adjuvant chemotherapy? (Q68)
	No (54%)
	
	No (63%)
	consensus between both panels

	Adjuvant endocrine therapy in premenopausal patients

	Recommend tamoxifen and OFS for IDC G2 (T1 N0), luminal subtype, with low recurrence score (Q70)
	Yes (50%)
	
	Yes (25%%)
OFS and AI (31%)
	No consensus among members of S-panel

	Give monthly GnRH agonist in any premenopausal patient that has had breakthrough menstrual bleeding while receiving GnRH every 12 weeks (Q79)
	Yes (63%)
	
	Yes (65%)
	consensus between both panels

	Adjuvant endocrine therapy in postmenopausal patients

	Ask for a genomic signature assay for a patient with luminal breast cancer grade 2 T1b N0 (Q71)
	Yes (54%)
	
	No (74%)
	No consensus between both panels

	Neo/adjuvant chemotherapy

	Recommend adjuvant chemotherapy for a postmenopausal patient having grade 2, luminal breast cancer (T1b N0), and high genomic risk by MammaPrint (Q72).
	
	Yes (75%) 
	No (69%)
	No consensus between both panels

	Recommend adjuvant chemotherapy for a postmenopausal patient having grade 2, luminal breast cancer (T2N0), and high genomic risk by MammaPrint (Q73).
	

	Yes (86%)
	Yes (79%)
	consensus between both panels

	Recommend adjuvant chemotherapy for a postmenopausal patient having grade 2, luminal breast cancer, and high genomic risk, regardless of tumor size (Q75).
	Yes, I would give chemotherapy regardless of size (55%)
	
	
	No consensus among members of S-panel

	Therapy of Triple Negative 

	Carboplatin should be included in the chemotherapy regimen for patients receiving neoadjuvant therapy for stage 2 or 3 TBC even when pembrolizumab is being administered (Q81)
	

	Yes (79%)
	Yes (78%)
	consensus between both panels

	In case of a TNBC premenopausal woman that has received Chemotherapy, with concurrent pembrolizumab, as neoadjuvant treatment, and achieved a pCR , should she also receive adjuvant pembrolizumab? (Q83)
	Yes (66%)
	  
	Yes (59%)
	consensus between both panels

	
	Therapy of Her2 Positive 

	For patients who present with clinically node-negative breast cancer, and who receive neoadjuvant TCHP, and achieve a pCR, the appropriate adjuvant regimen is trastuzumab (Q88).
	Trastuzumab (57%)
	
	Trastuzumab (63%)
	consensus between both panels

	A patient with HER positive breast cancer receives neoadjuvant TCHP. At surgery there is residual disease that is HER2 negative by FISH and by IHC. Her adjuvant therapy should be Trastuzumab emtansine (Q89).
	Trastuzumab emtansine (57%)
	
	Trastuzumab emtansine (57%)
	consensus between both panels

	In addition to other standard treatments, all patients with BRCA1 or BRCA2 mutations who receives neo/adjuvant chemotherapy should receive platinum-based treatment (Q92).
	Yes (64%)
	
	No (50%)
	No consensus between both panels

	Oligometastatic Disease

	A patient has been diagnosed with ER-/Her2+ breast cancer, and staging scans disclose a 4 cm tumor in the breast, positive axillary LN, and an isolated pulmonary nodule. The patient receives induction therapy and has a complete clinical response. Would you recommend definitive breast surgery and radiation therapy? (Q94)
	Both breast surgery and radiation therapy (70%)
	
	Both breast surgery and radiation therapy (68%)
	consensus between both panels

	A patient has stage 2 breast cancer on one side and is found to have an isolated contralateral axillary LN. This patient should receive definitive therapy with curative intent including contralateral axillary surgery and radiation therapy, and adjuvant treatment as standard (Q95)
	
	Yes (84%)
	Yes (75%)
	consensus between both panels

	ctDNA testing

	A patient has received neoadjuvant therapy as part of a clinical trial. At the end of the trial she undergoes breast surgery, and as part of the trial, has a sample sent to test for presence of ctDNA. 
 Should this result be shared with the clinician? (Q97)
	Yes (62%)
	
	No (49%)
Yes (44%)
	No consensus among members of S-panel



Suggested Guidelines according to the E-panel consensus
*Recommend: ≥ 50%, strongly recommend ≥75% of voting.

