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ABSTRACT
Introduction Neoadjuvant systemic anticancer therapy 
(neoSACT) is increasingly used in the treatment of early 
breast cancer. Response to therapy is prognostic and 
allows locoregional and adjuvant systemic treatments to 
be tailored to minimise morbidity and optimise oncological 
outcomes and quality of life. Accurate information about 
locoregional treatments following neoSACT is vital to 
allow the translation of downstaging benefits into practice 
and facilitate meaningful interpretation of oncological 
outcomes, particularly locoregional recurrence. Reporting 
of locoregional treatments in neoSACT studies, however, 
is currently poor. The development of a core outcome set 
(COS) and reporting guidelines is one strategy by which 
this may be improved.
Methods and analysis A COS for reporting locoregional 
treatment (surgery and radiotherapy) in neoSACT trials will 
be developed in accordance with Core Outcome Measures 
in Effectiveness Trials (COMET) and Core Outcome Set- 
Standards for Development guidelines. Reporting guidance 
will be developed concurrently.
The project will have three phases: (1) generation of a 
long list of relevant outcome domains and reporting items 
from a systematic review of published neoSACT studies 
and interviews with key stakeholders. Identified items and 
domains will be categorised and formatted into Delphi 
consensus questionnaire items. (2) At least two rounds 
of an international online Delphi survey in which at least 
250 key stakeholders (surgeons/oncologists/radiologists/
pathologists/trialists/methodologists) will score the 
importance of reporting each outcome. (3) A consensus 
meeting with key stakeholders to discuss and agree the 
final COS and reporting guidance.
Ethics and dissemination Ethical approval for the 
consensus process will be obtained from the Queen’s 
University Belfast Faculty Ethics Committee. The COS/
reporting guidelines will be presented at international 
meetings and published in peer- reviewed journals. 
Dissemination materials will be produced in collaboration 

with our steering group and patient advocates so the 
results can be shared widely.
Registration The study has been prospectively registered 
on the COMET website (https://www.comet-initiative.org/ 
Studies/Details/2854).

INTRODUCTION
Treatment for breast cancer is multimodal 
and involves a combination of surgery, 
radiotherapy and systemic anticancer ther-
apies, including cytotoxic chemotherapies, 
anti- HER2 therapies, immune checkpoint 
inhibitors and endocrine therapy. Neoadju-
vant systemic anticancer therapy (neoSACT), 
given prior to surgery, is increasingly used 
in the treatment of early breast cancer and 
is becoming the standard of care for specific 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Multiple data sources and robust consensus meth-
ods will be used to develop a core outcome set 
(COS) and reporting guidance for locoregional treat-
ments in neoadjuvant breast cancer trials.

 ⇒ COS and reporting guidance will be developed with 
international multidisciplinary stakeholders includ-
ing surgeons, clinical and radiation oncologists, 
radiologists, pathologists, patients, trialists and 
methodologists.

 ⇒ Engagement of international breast cancer trial 
networks will promote engagement with and imple-
mentation of the final COS/guidance in future neo-
adjuvant breast cancer studies.

 ⇒ Future work will be needed to monitor the use of 
the guidance and COS in neoadjuvant breast cancer 
studies.
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disease subtypes, namely, triple- negative and HER2- 
positive diseases.1–3

Neoadjuvant treatment has several advantages. Patho-
logical response to neoSACT provides valuable prognostic 
information at an individual patient level, and response 
to treatment can be used to tailor adjuvant systemic ther-
apies, for example, escalating treatment for patients with 
residual HER2+ and triple- negative diseases to improve 
survival4 5 and increasingly, de- escalating therapy to 
reduce morbidity. By downstaging disease, neoSACT can 
also potentially allow de- escalation of locoregional treat-
ments to the breast and axilla, allowing patients to avoid 
mastectomy or axillary node clearance,6 7 respectively. 
Reducing the extent of surgery can improve outcomes for 
patients by reducing complications and improving quality 
of life and psychological well- being.8 9

Despite these potential benefits, many patients who 
respond well to neoSACT are currently not offered 
response- adjusted surgery after neoSACT, even if they 
achieve a complete pathological response.6 7 10 Reasons for 
this are unclear and likely to be multifactorial. However, 
the inconsistent and often limited reporting of locore-
gional therapies in neoSACT trials makes the interpreta-
tion of surgical downstaging challenging and may prevent 
the effective translation of downstaging benefits into prac-
tice. Furthermore, inadequate reporting of surgery and 
radiotherapy following neoSACT prevents meaningful 
interpretation of key oncological outcomes, in particular 
locoregional recurrence (LRR). This was highlighted in a 
recent Early Breast Cancer Trialists Collaborative Group 
(EBCTCG) meta- analysis, which reported higher rates of 
LRR in patients receiving neoSACT compared with those 
having adjuvant SACT following surgery. The authors, 
however, concluded that the lack of robust consistent 
reporting of locoregional treatments within the included 
neoSACT trials hampered the interpretation of the 
results.11

There is, therefore, an urgent need to improve 
reporting of locoregional therapies in neoSACT trials 
not only to support more informed surgical decision- 
making following the completion of neoadjuvant treat-
ment but also to allow meaningful interpretation of 
LRR in these studies. Previous attempts to standardise 
outcome reporting in neoSACT studies have not specif-
ically focused on locoregional treatment.12 13 Further-
more, as they were largely based on expert opinion, they 
have not to date been widely adopted. An international 
consensus- based approach with the engagement of the 
global breast cancer community is therefore needed, and 
the development of a core outcome set (COS), ‘an agreed 
standardised set of outcomes that should be measured 
and reported, as a minimum, in all clinical trials’14 for 
locoregional treatment following neoSACT using these 
methods is likely to be a more effective strategy.

Aim
The overall aim of the imProving REporting of loCore-
gional therapies in nEoaDjuvant brEast caNcer Trials 

(PRECEDENT) project is to develop a COS and reporting 
guidelines for locoregional treatments in neoSACT trials 
to improve the quality and value of future research in this 
area.

METHODS AND ANALYSIS
Overview
The COS will be developed according to the Core Outcome 
Measures in Effectiveness Trials (COMET) Handbook15 and 
the Core Outcome Set- STAndards for Development 
guidelines,16 with input from an international steering 
group of key stakeholders nominated by the Breast Inter-
national Group (BIG) and the North American National 
Cancer Institute National Clinical Trials Network (NCI- 
NCTN) (BIG- NCTN). Reporting guidelines will be devel-
oped concurrently. The project has been prospectively 
registered on the COMET website (https://www.comet- 
initiative.org/Studies/Details/2854).
The PRECEDENT project will have three phases:
1. Generation of a comprehensive list of possible out-

comes/reporting items.
2. Prioritisation of identified items using an international 

online Delphi survey of stakeholders.
3. An international stakeholder consensus meeting to 

agree and ratify the final COS and reporting guidelines.

Scope of the guidance and COS
The reporting guidance and COS will support stan-
dardised locoregional treatment outcome reporting in 
neoSACT studies. The COS will be developed specifically 
for use in the context of neoSACT effectiveness trials, 
but it will be applicable to any research and audit setting 
where the outcomes of neoadjuvant systematic anticancer 
therapy are being evaluated.

The reporting guidance will be developed using 
established methodologies,17 which will include the 
involvement of an expert international multidisciplinary 
steering group comprising breast cancer surgeons, oncol-
ogists, pathologists, radiologists, trialists, methodologists 
and patients; Delphi consensus methods and a face- to- 
face meeting to agree and ratify the proposed guide-
lines. Guideline development will be registered on the 
EQUATOR network website to promote visibility and 
optimise implementation.

Definition of neoSACT
neoSACT will be defined as any systemic therapy given 
with curative intent prior to breast cancer surgery. It 
will include but not be limited to cytotoxic chemothera-
pies, targeted agents such anti- HER2 therapies, immune 
checkpoint inhibitors and endocrine therapy. Neoadju-
vant radiotherapy will not be included as this is consid-
ered a locoregional rather than systemic treatment.

Definition of locoregional treatments and outcomes
Locoregional treatments will be defined as surgery and 
radiotherapy only to the breast and/or regional nodal 
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areas. A key aim of developing the COS and reporting 
guidelines is to allow standardised reporting and there-
fore improved interpretation of oncological outcomes, 
specifically LRR, in future studies. Locoregional treat-
ment outcomes and accompanying reporting guidelines 
will therefore include factors that may impact the inter-
pretation of LRR, including how locoregional treatments 
are selected and planned (eg, using clinical assessment 
and/or imaging post neoSACT, radiotherapy treatment 
planning and delivery methods such as 3D conformal, 
intensity modulated radiation therapy, volumetric modu-
lated arc therapy or protons); specific details of the treat-
ments themselves and their timing (eg, type of breast and 
axillary surgery performed, radiotherapy target volumes, 
dose and fractionation) and more traditional outcomes 
such as completeness of excision following breast- 
conserving surgery.

Stakeholder involvement
This is an international project delivered in conjunc-
tion with the BIG and the NCI- NCTN (BIG- NCTN 
collaborative group). This international collaborative 
approach will promote the engagement of the breast 
cancer research community worldwide, ensure that the 
COS/reporting guidelines are broadly applicable to all 
healthcare settings and can be widely adopted and imple-
mented within future trials. Our stakeholder group will 
include representatives from all geographical areas with 
expertise in managing patients receiving neoSACT and 
conducting neoSACT trials. This will include surgeons, 
oncologists, radiation oncologists, radiologists, pathol-
ogists, trialists and methodologists with international 
patient and public involvement through the BIG- NCTN 
network and patient advocacy groups worldwide. A study 
steering group with international multidisciplinary 
representation will be convened to provide overall over-
sight of the project.

Patient and public involvement and engagement
Patient advocates with global representation will be 
recruited via the BIG- NCTN network and patient advo-
cacy groups. Patient advocates will sit on the study steering 
group and provide the patient perspective on all aspects 
of the study to ensure it retains a patient focus.

As the project aims to produce a COS and reporting 
guidelines focusing on technical aspects of breast cancer 
surgery and radiotherapy, the involvement of patients in 
the Delphi survey would not be appropriate. However, 
the shortlist of outcomes generated from the Delphi to 
be discussed at the consensus meeting will be reviewed 
by a wider group of patients from the BIG- NCTN 
network and patient advocacy groups. The views of this 
wider patient advisory group will be presented at the 
consensus meeting which will also have patient/public 
representation. This will ensure the project remains 
patient focused and includes outcomes that patients feel 
are important.

Phase 1: generation of a comprehensive list of reporting items and 
outcomes domains
Standard methods15 will be used to identify potential 
outcomes for inclusion in the long list for the COS and 
reporting guidelines.

Systematic review
The review was prospectively registered on the PROS-
PERO International Prospective Register of Systematic 
Reviews (CRD42023470891) on 10 October 2023.

https://www.crd.york.ac.uk/prospero/display_record. 
php?ID=CRD42023470891.

Search strategy and data sources
A comprehensive literature search will be undertaken in 
PUBMED using a search strategy adapted from an existing 
meta- analysis18 to identify all primary research studies 
published in full reporting the outcomes of patients with 
breast cancer undergoing neoSACT followed by locore-
gional therapy with surgery and/or radiotherapy with 
curative intent. The full search strategy is summarised 
in online supplemental appendix 1. The search will be 
limited to human studies, published in English between 1 
January 2018 and 8 September 2023 to focus the review on 
current outcome reporting and reflect the date of publi-
cation of the EBCTCG meta- analysis9 that highlighted the 
need for this work.

Inclusion and exclusion criteria
All randomised controlled trials and large cohort studies 
including >250 participants, published in full, in English, 
reporting at least one outcome specifically relating to 
locoregional therapy (surgery and/or radiotherapy) 
will be eligible for inclusion. Excluded will be cohorts 
including <250 participants as these are unlikely to 
impact clinical practice; non- breast cancer studies; studies 
including metastatic or locally advanced/unresectable 
breast cancer; those evaluating chemotherapy given for 
non- curative (palliative) intent, and those not reporting 
at least one locoregional outcome in patients receiving 
neoSACT. Also, excluded will be abstracts and confer-
ence proceedings due to difficulties interpreting incom-
plete information, editorials, opinion pieces, reviews and 
letters. Snowball searching of reference lists of reviews 
and relevant papers will be used to identify any additional 
potentially relevant publications.

Abstracts will be imported into EndNote reference 
management software and screened for inclusion using 
prespecified inclusion criteria (table 1). Where uncer-
tainty exists, the full text will be obtained for review. Any 
continued uncertainties will be resolved by discussion 
with the wider review team.

Data extraction
Data will be extracted using a data collection proforma 
iteratively developed and refined in Microsoft Excel by 
the review team. Approximately 25% of studies will be 
double data extracted to ensure consistency and method-
ological rigour. Data extracted will include study details, 

copyright.
 on A

pril 22, 2024 at Q
ueen's U

niversity B
elfast. P

rotected by
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2024-084488 on 19 A

pril 2024. D
ow

nloaded from
 

https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023470891
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42023470891
https://dx.doi.org/10.1136/bmjopen-2024-084488
http://bmjopen.bmj.com/


4 Potter S, et al. BMJ Open 2024;14:e084488. doi:10.1136/bmjopen-2024-084488

Open access 

specifically author and year of publication, study design, 
geographical location of study, number of participants 
and type of neoSACT used. Any locoregional outcomes 
together with any definitions of the outcome reported in 
each study will be extracted verbatim. Uncertainties will 
be discussed and resolved by discussion with the wider 
review team.

Analysis
Outcomes will be reviewed and categorised using a 
content analysis approach.19 The final list of outcomes 
and definitions will be reviewed and discussed with the 
project Steering Group prior to undertaking the quali-
tative interviews. This will ensure the proposed termi-
nology is appropriate and comprehensible to a broad 
group of international stakeholders and allow any addi-
tional outcomes that may not have been identified from 
the review to be highlighted so that these can be further 
explored.

Interviews with key stakeholders
Semi- structured qualitative interviews with key stake-
holders (surgeons, oncologists, radiologists, pathologists, 
trialists and patient advocates) will be used to review the 
outcomes generated from the literature and any identi-
fied definitions. This will ensure the list of outcomes is 
comprehensive and allow stakeholders to provide feed-
back on the way the outcomes are described prior to 
the Delphi survey. Stakeholders will be identified by the 
Steering Group, and interviews will be conducted, either 
online or in person by the study team. Participants will 
be sent the list of outcomes from the systematic review by 
e- mail so they can be reviewed prior to the interview.

Targeted content analysis will be used to identify and 
summarise any additional outcomes and views regarding 
definitions and proposed terminology for the Delphi 
survey. No outcomes identified by the systematic review 
will be removed at this stage, although outcomes may be 
merged if appropriate following interviews. Interviews 
will be conducted until no new outcomes are identified 
and saturation has been achieved.

The findings from the systematic review and interviews 
will be combined to create a final long list for inclusion in 
the Delphi survey (Phase 2).

Phase 2: prioritisation of outcomes and reporting items using an 
international multi-stakeholder Delphi survey
A consensus process comprising two sequential rounds of 
an online international multi- stakeholder Delphi survey 
followed by a face- to- face consensus meeting will be used 
to prioritise the long list of outcomes and agree the final 
COS and reporting guidelines. The Delphi process will 
allow diverse stakeholders from a broad geographic area 
to participate anonymously, avoiding the impact of any 
dominant groups or individuals.15

Development of the Delphi survey questionnaire
Each outcome and reporting item from the long list 
described above will be operationalised and formatted into 
a survey item. Each item will be scored on a Likert scale 
ranging from 1 (not essential) to 9 (extremely important) 
based on the Grading of Recommendations Assessment, 
Development and Evaluation scale for including items in 
the final COS and reporting guidelines.20 The question-
naire will be reviewed by the international steering group 
prior to survey launch. Surgeon and radiation/clinical 
oncologist steering group members will provide specialist 
review of the proposed terminology for the surgical and 
radiotherapy items. All steering group members will 
ensure the language used is appropriate and comprehen-
sible to participants from broad geographical regions and 
clinical specialities. The draft survey will be piloted with 
a small number of professionals (surgeons and oncolo-
gists) from various geographical regions (eg, UK, Europe, 
Asia, North and South America) to ensure face validity 
prior to survey launch.

Participant sampling and invitations
Representatives from all broad stakeholder groups will 
be invited to participate. The steering group will iden-
tify relevant international professional associations (eg, 
surgical and oncological bodies) across all geographical 
regions and contacts within each of these groups. Each 
group will be contacted and asked to circulate the invi-
tation to their membership. Steering group members 
with links to specific international professional associ-
ations will be responsible for liaising with their groups 
and promoting the Delphi to their professional networks. 
This inclusive international multidisciplinary approach 

Table 1 Inclusion and exclusion criteria for the systematic review

Inclusion criteria Exclusion criteria

 ► All randomised controlled trials and cohort studies with 
>250 participants

 ► Including patients with breast cancer receiving neoadjuvant 
systematic anticancer therapy of any regimen/modality 
followed by loco- regional therapy (surgery and/or 
radiotherapy)

 ► Published in English between 1 January 2018 and 8 
September 2023

 ► Reporting at least one locoregional outcome relating to 
surgery and/or radiotherapy

 ► Not primary research studies
 ► Studies published prior to 1 January 2018
 ► Studies including any neoplasm other than breast cancer
 ► Studies including metastatic or locally advanced/
unresectable breast cancer or evaluating palliative 
chemotherapy

 ► Cohort studies with <250 patients
 ► Studies not published in English
 ► Studies not reporting at least one locoregional outcome
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using existing professional networks in conjunction with 
BIG- NCTN project endorsement will optimise engage-
ment and participation. The project will also be widely 
promoted to professionals through appropriate social 
media channels.

Delphi survey rounds
Participants will complete two sequential question-
naire rounds over a 6- month period. In both rounds, 
each participant will be asked to rate the importance of 
including each item in the COS and reporting guide-
lines on a 9- point Likert scale from 1 (not essential) to 9 
(extremely important). All survey questionnaires will be 
administered using online software to optimise interna-
tional participation.

All participants who complete round 1 of the survey 
will be sent the round two questionnaire. The round two 
survey will include all items from round 1 (see below) 
together with anonymised feedback in the form of 
summary scores (eg, medians or means) for the respon-
dents overall and by professional subgroup (eg, surgeons, 
oncologists, radiation oncologists, etc). Respondents will 
then be asked to re- prioritise items in light of the feed-
back received. This method has been shown to improve 
the degree of consensus achieved.15 21

Items retained after the round 2 Delphi survey will be 
carried forward for discussion at the consensus meeting.

Attrition between rounds
Participant attrition between rounds will be monitored 
and differences in scores between those who do and do 
not complete all survey rounds explored.

Phase 3: international consensus meeting of key stakeholders to 
discuss and agree the final reporting guidelines and COS
A face- to- face international consensus meeting attended 
by key stakeholders and facilitated by an independent 
chair with global representation and patient advocates 
will be held to discuss and agree the final COS and 
reporting guidelines.

A purposive sample of between 20 and 25 professionals 
who completed at least one round of the Delphi survey 
will be invited to participate in the consensus meeting 
together with four to five experienced patient advocates 
from the BIG- NCTN and/or other patient advocacy 
groups. Sampling will be based on professional expertise 
and geographical representation to ensure that consensus 

meeting participants are broadly representative of the 
global breast cancer research community.

The consensus meeting will include a presentation of the 
survey results with input from patient advocates to ensure 
the patient’s voice is heard. Participants will be asked to 
ratify the items scored ‘consensus in’ and ‘consensus out’ 
from the Delphi survey and to anonymously rescore items 
for which consensus was not reached in the Delphi survey. 
Facilitated rounds of discussion and re- voting will take 
place until consensus is achieved.

Sample size
There is no standard sample size for consensus processes 
so the aim will be to ensure good representation from key 
stakeholders across all geographical regions and all rele-
vant professional groups. It is anticipated that 250–300 
professionals will be involved in the Delphi survey and 
20–25 will participate in the consensus meeting.

Data analysis
Survey analysis and provision of feedback
Data will be captured and stored using online software 
and downloaded into statistical software for cleaning and 
analysis.

Respondent demographics for each round will be 
summarised using descriptive statistics and tabulated. 
Summary statistics will be calculated for each item and 
the proportion of participants scoring each item as ‘not 
important’ (score 1–3), ‘equivocal’ (score 4–6) and 
‘very important’ (score 7–9) calculated. All items will be 
retained between rounds 1 and 2 so that respondents 
are able to re- prioritise each item based on the feedback 
received. Each stakeholder group will be analysed sepa-
rately and feedback between rounds 1 and 2 provided for 
respondents overall and by professional group.

At the end of round 2, items will be categorised as 
‘consensus in’, ‘consensus out’ or ‘equivocal’ as described 
in table 2. Items will be scored overall and by each respon-
dent group separately so that all views are considered. This 
will ensure that no outcomes are excluded prematurely 
and that the outcomes of importance to the majority of 
participants are included in the final COS.15

Consensus meeting
After the first round of voting, items will be categorised 
as ‘consensus in’ or ‘consensus out’ based on the criteria 
outlined in table 2. Items voted ‘consensus in’ will be 

Table 2 Definitions of consensus (following survey round 2)

Category Score Outcome

‘Consensus in’ Scored as very important (7–9) by ≥70% and not important (1–3) by 
<15% of any stakeholder group (surgeons and/or oncologists)

Discussed/ratified at consensus 
meeting

‘Consensus out’ Scored as not important (1–3) by ≥70% and very important (7–9) by 
<15% of any stakeholder group (surgeons and/or oncologists)

Discussed/ratified at consensus 
meeting

‘No consensus’ None of the criteria above are met Discussed and voted on at 
consensus meeting
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included in the final COS/reporting guidelines; those 
voted ‘consensus out’ will be discarded. Further rounds 
of discussion and voting will take place for the items for 
which consensus is not reached. These will continue until 
consensus is achieved. A final vote will be used to ratify 
the COS and reporting guidelines.

Implementation of the COS and reporting guidelines
The COS and reporting guidelines will be developed in 
conjunction with the BIG- NCTN group with the involve-
ment of the breast cancer research community globally 
through an international multidisciplinary steering group 
of trialists and opinion leaders, international professional 
associations and patient advocates. It is anticipated that 
this inclusive, global approach will promote widespread 
professional engagement, ensure that the COS/reporting 
guidelines are applicable across all settings and optimise 
future implementation into neoSACT trials. In addition, 
we will engage with regulators including the US Food and 
Drug Administration and the UK MHRA to highlight the 
need to embed robust locoregional outcome reporting in 
all future studies of drugs used in the neoadjuvant setting. 
The project will be registered on the EQUATOR website 
and we will work with breast cancer trialists worldwide 
through the PRECEDENT network to promote routine 
inclusion of the locoregional reporting COS in all future 
neoSACT studies. This will ensure standardised reporting 
of locoregional outcomes, facilitate data pooling for eval-
uation of long- term oncological outcomes and optimise 
the value of future studies for surgical decision- making.

ETHICS AND DISSEMINATION
Ethical approval for the project has been obtained from 
the Queen’s University Belfast Faculty of Medicine, 
Health and Life Sciences Ethics committee (reference 
MHLS 23_167). Participation in the Delphi survey by 
professional participants will be taken as implied consent. 
Written consent will be obtained prior to the consensus 
meeting.

The COS/reporting guidelines will be presented at 
international meetings and published in peer- reviewed 
journals. Dissemination materials will be produced in 
collaboration with our steering group and patient advo-
cates so the results can be shared widely.

Author affiliations
1Bristol Surgical and Perioperative Care Complex Intervention Collaboration, Bristol 
Medical School, University of Bristol, Bristol, UK
2Bristol Breast Care Centre, North Bristol NHS Trust, Bristol, UK
3Centre for Surgical Research, Bristol Medical School, University of Bristol, Bristol, 
UK
4NIHR Bristol Biomedical Research Centre, Bristol, UK
5Tata Medical Center, Kolkata, West Bengal, India
6Breast Unit, Capio St. Göran’s Hospital, Stockholm, Sweden
7Department of Molecular Medicine and Surgery, Karolinska Instituet, Stockholm, 
Sweden
8University of Oxford, Oxford, UK
9Hirslanden Klinik St Anna, Lucerne, Switzerland
10University of Lucerne, Luzern, Switzerland

11Aichi Cancer Center, Nagoya, Japan
12Breast Care Centre, Dept. of Surgery, Seoul National University Hospital, Seoul, 
South Korea
13Cancer Research Institute, Seoul National University, Seoul, South Korea
14Independent Cancer Patients' Voice, London, UK
15Breast Surgery Department, Athens Medical Centre, Athens, Greece
16Europa Donna The European Breast Cancer Coalition, Milan, Italy
17Johns Hopkins University, Baltimore, Maryland, USA
18Baylor College of Medicine, Houston, Texas, USA
19University of Sydney, Sydney, New South Wales, Australia
20Department of Surgical Oncology, Dan L Duncan Comprehensive Cancer Center, 
Baylor College of Medicine, Houston, Texas, USA
21Latin American Cooperative Oncology Group, Porto Alegre, Brazil
22Johns Hopkins Medicine, Baltimore, Maryland, USA
23The University of Newcastle, Newcastle, New South Wales, Australia
24Katherine Cowan Consulting Limited, St. Leonards- on- Sea, UK
25Patrick G Johnston Centre for Cancer Research, Queen's University Belfast, 
Belfast, UK

X Shelley Potter @drshelleypotter, Kerry Avery @KnlAvery and Stuart McIntosh @
StuartAMcI

Contributors SP and SM conceived and initiated the study, designed the protocol 
and wrote the first draft of the manuscript. KA, RA, JdB, SC, DD, PD HI, MJ, H- BL, 
MM, FP, ALR, KS, AJS, AMT, GW, JLW, NZ and KC provided expert advice into 
protocol development, critically revised the protocol and manuscript and approved 
it prior to submission.

Funding This study is funded by a grant from the Association of Breast Surgery of 
Great Britain and Ireland.

Competing interests SM reports speaker honoraria from MSD, Roche, BD and 
Astra Zeneca; advisory boards for Lilly, Novartis, MSD, Roche and Astra Zeneca; 
conference travel and support from Roche, Lilly and MSD; and institutional research 
funding from Novartis. HI reports consulting fees from Daiichi Sankyo, Chugai, Astra 
Zeneca, Lilly, MSD, Pfizer and Gilead; honoraria from Daiichi Sankyo, Chugai, Astra 
Zeneca, Lilly, MSD, Pfizer, Taiho and Kyowa Kirin; and institutional research funding 
from Chugai, Daiichi Sankyo and Astra Zeneca. PD reports institutional research 
funding from Cepheid and Roche; consulting fees from Roche, and honoraria from 
Astra Zeneca and Oncoviews; and conference and travel support from Roche. H- BL 
reports research funding from Devicor Medical Product Inc. and is a co- founder 
and director of DCGen Co. Ltd. ALR reports consulting fees from Astra Zeneca and 
royalties from Myriad Genetics. GW reports consulting fees from Astra Zeneca, 
MSD, Novartis, Daiichi Sankyo and Roche; honoraria from Astra Zeneca, MSD, 
Novartis, Roche, Pfizer and Daiichi- Sankyo; and institutional research funding from 
Astra Zeneca/Medimmune, Roche/Genentech, GlaxoSmithKline, Novartis, Pfizer, 
Roche, MSD, Merck, Bayer, Janssen, Astellas Pharma, Libbs and Takeda. NZ reports 
consulting fees from Lilly, Eisai, Astra Zeneca, MSD, Novartis and Gilead; honoraria 
from Roche, Pfizer, Eisai, Amgen, Gilead, Novartis, Lilly and Astra Zeneca; and 
conference travel and support from Novartis, Astra Zeneca and Lilly. The remaining 
authors have no conflicts of interest to declare.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

copyright.
 on A

pril 22, 2024 at Q
ueen's U

niversity B
elfast. P

rotected by
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2024-084488 on 19 A

pril 2024. D
ow

nloaded from
 

https://x.com/drshelleypotter
https://x.com/KnlAvery
https://x.com/StuartAMcI
https://x.com/StuartAMcI
http://creativecommons.org/licenses/by-nc/4.0/
http://bmjopen.bmj.com/


7Potter S, et al. BMJ Open 2024;14:e084488. doi:10.1136/bmjopen-2024-084488

Open access

ORCID iDs
Shelley Potter http://orcid.org/0000-0002-6977-312X
Kerry Avery http://orcid.org/0000-0001-5477-2418
Stuart McIntosh http://orcid.org/0000-0002-4123-9611

REFERENCES
 1 Bhattacharya I, Coles CE, Doughty J, et al. Neoadjuvant 

chemotherapy: multidisciplinary guidance. 2023. Available: https:// 
associationofbreastsurgery.org.uk/media/515633/neaoadjuvant- 
chemotherapy-manual-v1.pdf

 2 Burstein HJ, Curigliano G, Thürlimann B, et al. Customizing local and 
systemic therapies for women with early breast cancer: the St. Gallen 
international consensus guidelines for treatment of early breast 
cancer 2021. Ann Oncol 2021;32:1216–35. 

 3 Gradishar WJ, Moran MS, Abraham J, et al. NCCN guidelines(R) 
insights: breast cancer, version 4.2023. J Natl Compr Canc Netw 
2023;21:594–608. 

 4 von Minckwitz G, Huang C- S, Mano MS, et al. Trastuzumab 
emtansine for residual invasive HER2- positive breast cancer. N Engl 
J Med 2019;380:617–28. 

 5 Masuda N, Lee S- J, Ohtani S, et al. Adjuvant capecitabine for 
breast cancer after preoperative chemotherapy. N Engl J Med 
2017;376:2147–59. 

 6 Fatayer H, O’Connell RL, Bannon F, et al. Current practice and 
surgical outcomes of neoadjuvant chemotherapy for early breast 
cancer: UK nest study. Br J Surg 2022;109:800–3. 

 7 Petruolo O, Sevilimedu V, Montagna G, et al. How often does modern 
neoadjuvant chemotherapy downstage patients to breast- conserving 
surgery? Ann Surg Oncol 2021;28:287–94. 

 8 Potter S, Trickey A, Rattay T, et al. Therapeutic mammaplasty is 
a safe and effective alternative to mastectomy with or without 
immediate breast reconstruction. Br J Surg 2020;107:832–44. 

 9 Chand ND, Browne V, Paramanathan N, et al. Patient- reported 
outcomes are better after oncoplastic breast conservation than after 

mastectomy and autologous reconstruction. Plast Reconstr Surg 
Glob Open 2017;5:e1419. 

 10 Golshan M, Loibl S, Wong SM, et al. Breast conservation after 
neoadjuvant chemotherapy for triple- negative breast cancer: surgical 
results from the brightness randomized clinical trial. JAMA Surg 
2020;155:e195410. 

 11 Asselain B, Barlow W, Bartlett J. Long- term outcomes for 
neoadjuvant versus adjuvant chemotherapy in early breast cancer: 
meta- analysis of individual patient data from ten randomised trials. 
Lancet Oncol 2018;19:27–39. 

 12 Fumagalli D, Bedard PL, Nahleh Z, et al. A common language in 
neoadjuvant breast cancer clinical trials: proposals for standard 
definitions and endpoints. Lancet Oncol 2012;13:e240–8. 

 13 Litton JK, Regan MM, Pusztai L, et al. Standardized definitions 
for efficacy end points in neoadjuvant breast cancer clinical trials: 
NeoSTEEP. J Clin Oncol 2023;41:4433–42. 

 14 The COMET initiative. n.d. Available: http://www.liv.ac.uk/nwhtmr/ 
comet/comet.htm

 15 Williamson PR, Altman DG, Bagley H, et al. The COMET handbook: 
version 1.0. Trials 2017;18:280. 

 16 Kirkham JJ, Davis K, Altman DG, et al. Core outcome set- standards 
for development: the COS- STAD recommendations. PLOS Med 
2017;14:e1002447. 

 17 Moher D, Schulz KF, Simera I, et al. Guidance for developers of 
health research reporting guidelines. PLOS Med 2010;7:e1000217. 

 18 Spring LM, Fell G, Arfe A, et al. Pathologic complete response after 
neoadjuvant chemotherapy and impact on breast cancer recurrence 
and survival: a comprehensive meta- analysis. Clin Cancer Res 
2020;26:2838–48. 

 19 Hsieh HF, Shannon SE. Three approaches to qualitative content 
analysis. Qual Health Res 2005;15:1277–88. 

 20 Guyatt GH, Oxman AD, Kunz R, et al. GRADE guidelines: 2. Framing 
the question and deciding on important outcomes. J Clin Epidemiol 
2011;64:395–400. 

 21 Brookes ST, Macefield RC, Williamson PR, et al. Three nested 
randomized controlled trials of peer- only or multiple stakeholder 
group feedback within Delphi surveys during core outcome and 
information set development. Trials 2016;17:409. 

copyright.
 on A

pril 22, 2024 at Q
ueen's U

niversity B
elfast. P

rotected by
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2024-084488 on 19 A

pril 2024. D
ow

nloaded from
 

http://orcid.org/0000-0002-6977-312X
http://orcid.org/0000-0001-5477-2418
http://orcid.org/0000-0002-4123-9611
https://associationofbreastsurgery.org.uk/media/515633/neaoadjuvant-chemotherapy-manual-v1.pdf
https://associationofbreastsurgery.org.uk/media/515633/neaoadjuvant-chemotherapy-manual-v1.pdf
https://associationofbreastsurgery.org.uk/media/515633/neaoadjuvant-chemotherapy-manual-v1.pdf
http://dx.doi.org/10.1016/j.annonc.2021.06.023
http://dx.doi.org/10.6004/jnccn.2023.0031
http://dx.doi.org/10.1056/NEJMoa1814017
http://dx.doi.org/10.1056/NEJMoa1814017
http://dx.doi.org/10.1056/NEJMoa1612645
http://dx.doi.org/10.1093/bjs/znac131
http://dx.doi.org/10.1245/s10434-020-08593-5
http://dx.doi.org/10.1002/bjs.11468
http://dx.doi.org/10.1097/GOX.0000000000001419
http://dx.doi.org/10.1097/GOX.0000000000001419
http://dx.doi.org/10.1001/jamasurg.2019.5410
http://dx.doi.org/10.1016/S1470-2045(17)30777-5
http://dx.doi.org/10.1016/S1470-2045(11)70378-3
http://dx.doi.org/10.1200/JCO.23.00435
http://www.liv.ac.uk/nwhtmr/comet/comet.htm
http://www.liv.ac.uk/nwhtmr/comet/comet.htm
http://dx.doi.org/10.1186/s13063-017-1978-4
http://dx.doi.org/10.1371/journal.pmed.1002447
http://dx.doi.org/10.1371/journal.pmed.1000217
http://dx.doi.org/10.1158/1078-0432.CCR-19-3492
http://dx.doi.org/10.1177/1049732305276687
http://dx.doi.org/10.1016/j.jclinepi.2010.09.012
http://dx.doi.org/10.1186/s13063-016-1479-x
http://bmjopen.bmj.com/

	Protocol for the development of a core outcome set and reporting guidelines for locoregional treatment in neoadjuvant systemic breast cancer treatment trials: the PRECEDENT project
	ABSTRACT
	Introduction
	Aim

	Methods and analysis
	Overview
	Scope of the guidance and COS
	Definition of neoSACT
	Definition of locoregional treatments and outcomes
	Stakeholder involvement
	Patient and public involvement and engagement
	Phase 1: generation of a comprehensive list of reporting items and outcomes domains
	Systematic review
	Interviews with key stakeholders

	Phase 2: prioritisation of outcomes and reporting items using an international multi-stakeholder Delphi survey
	Development of the Delphi survey questionnaire
	Participant sampling and invitations
	Delphi survey rounds
	Attrition between rounds

	Phase 3: international consensus meeting of key stakeholders to discuss and agree the final reporting guidelines and COS
	Sample size
	Data analysis
	Consensus meeting
	Implementation of the COS and reporting guidelines



	Ethics and dissemination
	References


