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Zusammenfassung
Beim ersten österreichischen interdisziplinären Exper-
tenpanel zum Thema «Kontroversen bei der Lokalthera-
pie des Mammakarzinoms» diskutierten 22 Experten aus 
allen relevanten Disziplinen Themen aus aktuellen Span-
nungsfeldern (Chirurgie der Brust, Chirurgie und Patho-
logie der Axilla, rekonstruktive Chirurgie, Strahlenthera-
pie und Bildgebung). Das am kontroversesten diskutierte 
Thema war die Chirurgie der Axilla. Das Panel war der 
Meinung, dass eine komplettierende Axilladissektion bei 
Mikrometastasen im Wächterlymphknoten (Sentinel 
Node) nicht mehr notwendig ist. Die einzige prospektive 
Studie, die bei Patientinnen mit Makrometastasen im 
Sentinel Node die Axilladissektion randomisiert unter-
suchte, musste aufgrund unzureichender Rekrutierung 
frühzeitig geschlossen werden. Bis die häufig diskutier-
ten Probleme in dieser Studie geklärt sind und in Erman-
gelung von klarer Level-1-Evidenz hat sich das Panel 
dazu entschieden, den Verzicht auf die Axilladissektion 
bei Patientinnen mit 1–2 Makrometastasen, die den Ein-
schlusskriterien von ACOSOG Z0011 entsprechen, nicht 
zu empfehlen. Ebensowenig wurde der Verzicht auf Axil-
ladissektion bei Patientinnen mit Makrometastasen und 
biologischem Low-risk-Karzinom im Allgemeinen emp-
fohlen, was die zunehmende Skepsis der wissenschaftli-
chen Gemeinschaft gegenüber einem allzu schnellem 
Paradigmenwechsel ohne ausreichende und klare Evi-
denz widerspiegelt.
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Summary
At the first Austrian multidisciplinary expert panel on 
controversies in local treatment of breast cancer, 22 ex-
perts of all relevant disciplines discussed current areas 
of debate (surgery of the breast, surgery and pathology 
of the axilla, reconstructive surgery, radiotherapy, and 
imaging) in local therapy. The most controversial area of 
debate was the area of axillary surgery. The panel 
agreed that it was no longer necessary to perform com-
pletion axillary lymph node dissection (ALND) when mi-
crometastases are diagnosed in the sentinel lymph node. 
The only prospective trial comparing patients with senti-
nel node macrometastases with or without completion 
ALND had to be terminated early due to failure in suffi-
cient patient recruitment. As long as the frequently dis-
cussed issues have not been solved and in light of the 
lack of any clear level 1 evidence, the panel decided not 
to recommend omitting axillary dissection in patients 
with 1 or 2 macrometastases meeting the inclusion crite-
ria of the ACOSOG Z0011 trial. The Austrian panel simi-
larly decided not to recommend omitting axillary dissec-
tion in patients with macrometastases and low-risk 
breast cancer in general. These decisions reflect the in-
creasing skepticism of the scientific community against 
rapidly shifting paradigms without sufficient and clear 
evidence.
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(ÖGS), surgery (ÖGC), radiooncology (ÖGRO), plastic and 
reconstructive surgery (ÖGPAR), pathology (ÖGP), and 
 surgical oncology (ACO ASSO). At least one member of 
each society was elected into the panel.

Surgery of the Breast

A strong majority considered a 1 mm tumor free margin as 
sufficient surgical treatment. Furthermore, still the majority 
of the panel even accepted a resection margin ‘not touching 
the ink’ without additional risk factors in breast conserving 
surgery to be sufficient to omit further re-excisions. This rec-
ommendation is in concordance with a recent meta-analysis 
by Houssami et al. [6], that evaluated 1,026 cases of local re-
currence in 14,571 patients. In contrast, the panel was critical 
about the acceptance of a 2 mm margin in ductal carcinoma in 
situ (DCIS), which is not in concordance with the 2009 meta-
analysis of 4,660 patients by Dunne et al. [7], when a 2 mm 
margin seemed to be as sufficient as a 5 mm margin regarding 
in-breast local recurrences. 

Oncoplastic surgery represents the integration of recon-
structive surgery techniques into cancer surgery for improve-
ment of cosmetic outcomes without compromising local con-
trol. In recent years, several oncoplastic techniques have been 
widely adopted in many Austrian breast centers. The panel 
strongly supported the view that for patients with a planned 
resection of 25% or more of the breast tissue, as clinically esti-
mated by the treating surgeon, the use of oncoplastic tech-
niques should be recommended. However, there is no level 1 
evidence for this approach.

Neoadjuvant chemotherapy (nCT) is increasingly being 
used not only for improvement of breast conservation rates, 
but also aiming at preoperative evaluation of tumor biology in 
order to assess prognostic and predictive markers of cytotoxic 

Introduction

Within the last few years, some important and potentially 
practice changing clinical trials in the field of local therapy of 
early breast cancer have been reported. The American Col-
lege of Surgeons Oncology Group (ACOSOG) Z0011 trial 
suggested that in patients with a clinically negative axilla and 
1 or 2 macrometastases in the pathological workup, a comple-
tion axillary dissection can safely be omitted without ad-
versely affecting prognosis [1]. Also, the impact of micro-
metastases on outcomes and treatment decisions has been 
challenged [2]. Furthermore, new trials of partial breast 
 irradiation and hypofractionated whole breast irradiation 
showed similar results compared with conventional whole 
breast radiotherapy [3–5]. 

These results prompted the organizers of the joint annual 
meeting of the Austrian Society of Surgical Oncology (ACO 
ASSO) and the Austrian Society of Senology (ÖGS) to orga-
nize a panel discussion on current areas of debate regarding 
local treatment of breast cancer. The meeting took place in  
St. Wolfgang, October 6–8, 2011. The multidisciplinary panel 
consisted of 22 Austrian experts from all relevant disciplines 
treating breast cancer, i.e. surgeons, gynecologists, radiation 
and medical oncologists, pathologists, reconstructive sur-
geons, and radiologists in accordance with their affiliated soci-
eties. After evidence on various issues regarding local therapy 
was presented throughout the meeting, the panel had to ad-
dress 22 questions that had emerged from previous discus-
sions and had been submitted to the panelists before the 
meeting. The aim was to give daily practice oriented clinical 
decision-making advice for physicians treating breast cancer 
by assessing the evidence and by providing expert opinion on 
the most controversial topics in local treatment. The panel 
was supported by the following Austrian societies: radiology 
(ÖGR), gynecology and obstetrics (ÖGGG), senology 

Table 1. Main results of the multidisciplinary panel

Surgery of the breast acceptable resection margin: ‘not touching the ink’ for invasive cancer

recommendation for oncoplastic surgical techniques in case of resection of >25% of breast tissue

acceptance of resection within new tumor extent after nCT 

Axilla surgery and pathology axillary dissection not recommended in case of isolated tumor cells or micrometastasis in the sentinel node

no clear recommendation supporting omission of ALND in the presence of macrometastases in the sentinel node

acceptance of SNB after nCT in the event of partial or complete clinical remission of the main cancer

Reconstructive surgery nipple-sparing mastectomy accepted as safe and valid option

no recommendation for immediate breast reconstruction with implants for patients with postmastectomy 
radiotherapy

Radiotherapy recommendation of postmastectomy radiotherapy in patients with 1–3 positive lymph node and an additional  
risk factor

option of avoiding radiotherapy for low risk patients above the age of 70 in certain cases

intraoperative radiotherapy is an option for replacement of external boost

no recommendation for hypofractionated or partial breast radiotherapy as clinical routine standard

Imaging breast MRI as staging tool not recommended for all cases of breast cancer

nCT = neoadjuvant chemotherapy; ALND = axillary lymph node dissection; SNB = sentinel node biopsy; MRI = magnetic resonance imaging.
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several issues regarding patient accrual, data quality regarding 
follow-up and loss of patients as well as the fact that 41% of 
included patients had only micrometastases, comprising a sub-
group that would not be scheduled for completion ALND 
anymore, which is mainly an effect of the results of Z0011 
study.

The panel unanimously discouraged the general omission 
of ALND for all sentinel macrometastases and did neither 
support the routine use of nomograms to predict for the status 
of non-SN with the aim of omitting ALND.

Since clear evidence is lacking about the timing of sentinel 
node biopsy (SNB) around neoadjuvant chemotherapy, the 
panel accepted the possibility of performing SNB after nCT in 
the event of partial or complete clinical remission of the main 
cancer within the breast and the absence of clinically positive 
axillary lymph nodes before ALND after nCT. Data support-
ing this approach is limited to several large retrospective 
 series and meta-analyses, while SNB before nCT is consid-
ered to be standard of care [12].

Reconstructive Surgery

A vast majority of the panelists accepted the technique of 
 nipple-sparing mastectomy as a safe and valid option, if 
 subareolar frozen sections do not show tumor involvement or 
preoperative imaging shows a distance of more than 2 cm 
 between the tumor and the nipple-areola-complex. However, 
frozen section should be recommended as standard while 
 preoperative imaging should only be seen as preoperative 
 decision guidance.

Since more patients are being scheduled for postmastec-
tomy radiotherapy in recent years, after the results of the  
2005 Early Breast Cancer Trialists’ Collaborative Group 
(EBCTCG) overview have been published [13], and radio-
therapy to prosthetic implants causes a high number of cap-
sule contractions and postsurgery infections, the panel did not 
recommend immediate breast reconstruction with implants as 
a suitable option for these patients. On the other hand, the 
panel was almost exactly split on whether any reconstructive 
operation should be avoided if the SN is positive. A positive 
SN is increasingly leading to postmastectomy radiotherapy, 
that would compromise cosmetic outcome of implant recon-
struction and in some cases also after autologous reconstruc-
tion. However, in case of a positive SNB the reconstructive 
material should be primarily autologous.

Radiotherapy

In clear view of the ongoing controversy regarding post-
mastectomy radiation in patients with 1–3 positive axillary 
nodes [13], the panel strongly supported postmastectomy 
 radiotherapy in these patients, if one of the following risk fac-

therapy. The panel strongly supported the possibility of re-
secting according to the radiologically assessed post-neo-
adjuvant tumor extent in case of treatment response and sub-
sequent possibility of breast conserving therapy. On the other 
hand, the panel did not support the recommendation for a 
mastectomy en principe for the (rare) cases of tumor progres-
sion during neoadjuvant treatment due to lack of substantial 
data, except from one retrospective study [8].

Surgery and Pathology of the Axilla

A large retrospective study on the topic of micrometastasis 
from the Netherlands Cancer Registry showed that isolated 
tumor cells and micrometastases were associated with a worse 
outcome at 5 years in patients who did not receive adjuvant 
therapy [9]. The randomized NSABP B-32 study also demon-
strated a significant overall survival difference between pa-
tients with and without occult metastases. However, the abso-
lute difference was only 1.2% [10]. In an era where most pa-
tients receive some kind of adjuvant therapy, the diagnosis of 
isolated tumor cells in the sentinel node (SN) does not influ-
ence surgical or adjuvant treatment anymore. Therefore the 
panel agreed that it was no longer necessary to look for iso-
lated tumor cells. The panel, however, accepted the patholo-
gists’ recommendation for using immunohistochemistry 
(IHC) to improve the detection of metastases, e.g. from lobu-
lar cancer. In concordance with the 2011 consensus recom-
mendations from the St. Gallen panel, the panel generally 
 accepted that micrometastases in the SN (up to 2 mm) were 
not an indication for completion axillary lymph node dissec-
tion (ALND) [11].

The recently published ACOSOG Z0011 trial is one of the 
most controversial, yet possibly practice changing trials for 
breast surgeons in the last decade [1]. The study showed that 
in selected postmenopausal patients with clinically node 
 negative T1/2 tumors treated with breast conserving surgery, 
adjuvant whole-breast radiotherapy and adequate systemic 
therapy, the omission of axillary dissection for patients with  
1 or 2 macrometastases in the SN did not adversely affect 
prognosis at a follow-up of 6.3 years.

However, in contrast to the St. Gallen recommendations, 
the panel provided no clear recommendation supporting the 
omission of ALND in the presence of macrometastases in the 
SN, as reported from the Z0011 study: only half of the panel 
members supported this option for patients meeting the 
Z0011 inclusion criteria and even fewer members voted for 
this option in all low risk patients, i.e. postmenopausal status, 
positive hormone receptors, negative Her2 status, histological 
grade 1/2, low Ki-67. It is worth mentioning that almost one 
third of the panel members abstained from voting, reflecting 
the controversial issues of a single study that did not meet tar-
get accrual and where the exact extensions of radiation fields 
have not been reported yet. Furthermore the Z0011 study has 
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tors are present: lymphovascular invasion, premenopausal 
status, Her2-positive, or triple-negative tumors. This recom-
mendation also reflects the ongoing paradigm shift from 
mainly stage based risk assessment to biology driven risk eval-
uation for individual patients.

In elderly patients above the age of 70 with endocrine re-
sponsive tumors up to 1 cm in diameter receiving adequate 
endocrine therapy, a majority of the panel supported the op-
tion of avoiding adjuvant radiotherapy after breast conserving 
surgery in certain cases. It is worth mentioning that the panel 
did not recommend avoiding radiotherapy in these patients in 
general, as prospective trials clearly demonstrated a signifi-
cant improvement with regard to local recurrence even in 
low-risk patients [14].

Several studies have highlighted new radiotherapy modali-
ties such as intraoperative or partial breast irradiation (PBI) 
or hypofractionated whole breast radiotherapy as alternative 
to conventionally fractioned treatment [3–5, 15]. The panel 
clearly supported the use of intraoperative radiotherapy as an 
alternative to an external boost to the tumor bed, whereas it 
did not support hypofractionated radiotherapy or PBI as ac-
ceptable standard for routine clinical use. However, the facts 
that more than a third of the panel abstained from voting and 
that only a few panel members were radiooncologists might 
have influenced this vote, since in some guidelines this tech-
nique is considered a reasonable standard approach. 

Imaging

Since many centers and radiologists in private practice are 
 increasingly using magnetic resonance (MR) mammography 
for staging in breast cancer and prospective studies showed a 
detrimental effect of MR imaging (MRI) on breast conserving 
therapy rates without given benefit [16, 17], it was strongly 
discouraged by the expert panel that this imaging method 
should be used for every type of breast cancer. This statement 
is in accordance to the German 2008 multidisciplinary S3 
guidelines for diagnosis, treatment and follow-up care of 
breast cancer [18] (http://www.senologie.org/download/pdf/
s3_ll_mammaca_11_02_2008.pdf). 

Summary and Discussion

At the first Austrian multidisciplinary expert panel on contro-
versies in local treatment of breast cancer, 22 experts of all 
relevant disciplines (surgical oncology, gynecology, radiation 
oncology, radiology, medical oncology, and pathology) dis-
cussed current areas of debate (surgery of the breast, surgery 
and pathology of the axilla, reconstructive surgery, radiother-
apy and imaging) in local therapy. All relevant Austrian 
 societies sent at least one delegate to this panel (ÖGS, ÖGC, 
ÖGGG, ÖGR, ÖGP, ÖGRO, ÖGPAER, ACO ASSO).  

The panel consisted of 5 surgical oncologists, 3 gynecologists, 
3 radiation oncologists, 4 medical oncologists, 3 reconstructive 
surgeons, 2 pathologists and 2 radiologists. 

The panel accepted a resection margin ‘not touching the 
ink’ without additional risk factors in breast conserving sur-
gery to be sufficient to omit re-excisions for invasive cancers. 
Oncoplastic techniques should be included in decision making 
if more than 25% of breast tissue has to be resected. After 
neoadjuvant therapy surgical resection may be planned within 
the new radiologically defined tumor border. For reconstruc-
tive surgery, the panel agreed that nipple sparing mastectomy 
was a safe option and in case of a positive SN, surgeons should 
be cautious about the use of reconstructive operations. 
 Regarding radiotherapy, the panelists supported the use of 
postmastectomy radiotherapy in 1–3 positive nodes when an 
additional risk factor is present. Hypofractionated therapy 
might not be used for clinical routine cases at the moment, 
whereas intraoperative radiotherapy could be given as alter-
native to the external boost to the tumor bed. The panel voted 
against the routine use of breast MRI for staging in general 
for every type of breast cancer.

The most controversial area of debate, however, was the 
area of axillary surgery. The panel agreed that it was no lon-
ger necessary to perform completion ALND when micro-
metastases are diagnosed in the SN. This is in line with the 
recommendations from the St. Gallen consensus panel. Fur-
thermore recent studies suggest that tumor biology as as-
sessed by multigene assays such as the 70-gene profile (Mam-
maPrint®) or the 21-gene recurrence score (Oncotype Dx®) 
has a higher prognostic impact than nodal status in multivari-
ate retrospective analyses, which will very likely further 
 reduce the clinical usefulness of micrometastases [19, 20].

Macrometastases may be a sign of higher cancer burden 
due to a longer time period between the onset and the diagno-
sis of cancer rather than a sign of high recurrence risk in many 
cases. Martelli et al. [21] showed that omitting axillary dissec-
tion in clinically node-negative low-risk patients above the 
age of 70 yields similar oncologic outcome without an increase 
in local recurrence rates. The IBCSC 10-93 study showed sim-
ilar results [22]. The only prospective trial comparing patients 
with SN macrometastases with or without completion ALND 
had to be terminated early due to failure insufficient patient 
recruitment [1]. Some centers even included only 1 patient 
per year. Only 60% of all patients had macrometastases, while 
the others had only micrometastases in their SN. The final 
analysis demonstrated a non-significant difference in  axillary, 
in-breast and distant relapse free survival as well as in overall 
survival. However, it should be mentioned that axillary failure 
was almost doubled in patients without axillary complete dis-
section (0.5 vs. 0.9%). In breast recurrences were more than 
two times higher in patients after axillary dis section (3.1 vs. 
1.4%), suggesting significant differences in  biology between 
the two groups. One of these factors might be the 10% abso-
lute increased incidence of lymphovascular invasion in the 
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gested this possibility in some patients fulfilling the ACOSOG 
Z0011 criteria. This was the first time in St. Gallen history 
that such a strong recommendation was based on one pro-
spective trial without sufficient statistical power and early trial 
stopping due to recruitment failure.
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ALND group. L1-status is known to be one of the strongest 
prognostic factors for oncologic outcome and may thus have 
led to a severe selection bias [23]. Another  important finding 
is that 27% of all patients with ALND had additional macro-
metastases in non-sentinel nodes. The low axillary recurrence 
rate in patients without ALND, however, suggests that adju-
vant radiotherapy and systemic therapy may have killed some 
of the non-removed macrometastases. In contrast, Fisher et 
al. [24] were able to demonstrate that AD did not improve 
oncologic outcome after mastectomy even in the absence of 
radiotherapy in the NSABP-B04 trial, suggesting an impor-
tant host effect in treating un-removed lymph node 
macrometastases.

As long as these issues have not been solved and in light of 
the lack of any clear level 1 evidence, the panel decided not to 
recommend omitting AD in patients with 1 or 2 macrometas-
tases meeting the inclusion criteria of the ACOSOG Z0011 
trial. The Austrian panel similarly decided not to recommend 
omitting axillary dissection in patients with macrometastases 
and low-risk breast cancer in general, i.e. postmenopausal 
 status, positive hormone receptors, negative Her2 status, 
 histological grade 1/2, low Ki-67, due to lack of any kind of 
prospective evidence for this special subgroup of patients. 
These decisions reflect the increasing skepticism of the scien-
tific community against rapidly shifting paradigms without 
sufficient and clear evidence.

This decision stands to some extent in contrast to the final 
St. Gallen recommendations. Although the St. Gallen panel 
voted strongly against omitting axillary complete dissection in 
patients with macrometastases in general, the authors sug-
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