Dear Dr Newburger

We read with interest the PBC letter from Dr Murrey et al. 

Firstly, we would like to thank the authors for their keen interest in our manuscript and the largely positive comments. We are reassured to learn that the authors acknowledge the key importance of the topic and the usefulness thereof of what we collaboratively believe as a network MDT team of health care professionals are much needed therapy guidelines. Appropriate risk-stratification of female patients harbouring  benign ovarian mass lesions  is essential in order to preserve fertility wherever possible. 
We provide reflective responses herein to the commentary.

1. Queries regarding methodology and involvement of other non-surgical specialties

We thank the authors for their comments. We aimed to keep the manuscript brief and concise in order to focus on important practical points and therefore elected to limit the description of the methodology in the full publication. The study was designed as an ‘ Expert Delphi Panel ‘ consisting of some 15 clinicians with wide expertise in management of paediatric ovarian tumours, oncology, adolescent and childhood gynaecology and fertility preservation. This type of Delphi stakeholder process is well-accepted and has been successfully deployed in many previous consensus studies. [1] As the study aimed to mainly provide much needed ‘ surgical guidance ‘ the majority of participants were notably surgeons. 

We achieved a participant response rate of 100% in the two Delphi rounds. We wholly appreciate that patient involvement is an important consideration in certain types of Delphi processes depending on the unique study questions and the authors will be well aware that not all Delphi panels include patient representative members. [2], [3] Patient involvement will be duly considered during future update processes of the workstream guidelines. 
Our main aims as stated were to generate ‘ practical guidance for paediatric surgeons’  treating female patients with tumour-marker negative ovarian mass lesions, consequently the majority of Delphi participants were surgeons.  Our manuscript ,  it is hoped , should therefore be regarded as supplementary information to the current UK CCLG Germ Cell Tumour guidelines. Ovarian neoplasms present to a wide range of health care specialties, most notably adult general surgeons in District General Hospitals. Unfortunately, for many years, oophorectomy castration was the default response to the emergent management of an ovarian mass or torsion. Over the last decade we have learnt much more about the long-term health-implications of unilateral oophorectomy, as well as the risks of metachronous disease in benign ovarian teratoma. [4] We therefore aimed to provide a clearer management algorithm, which would be ‘ oncologically and emergency safe ‘ without resulting in oophorectomy as a default action.

2. Queries with regards to follow-up recommendations and referral to adolescent gynaecology. 

We thank and appreciate the authors’ astute observations. We agree that there is a significant lack of evidence with regards to after care follow-up and management of female children following resection of benign ovarian neoplasms. This has previously resulted in significant variation(s) in patient care, with some surgeons chosing to follow these children in clinics  vigilantly every year, and others electing not to undertake any structured follow-up. [5] Our recommendations for after care follow-up therefore aimed at standardising management in order to improve patient care. 
The authors have questioned why the review by Kiely and Hall was not included in the guideline, however this study was published some time after the actual Delphi process was completed. [6] We completely agree with the authors of this useful study that “routine surveillance… should certainly be considered”. The evidence base for recommending yearly (instead of every 2 years) follow-up ultrasound scans is poor though. Adult literature herein suggests that ovarian teratomas are ‘slow-growing masses’, with an estimated annual growth rate of some 1.67 to1.8mm/year. [7] 
Adolescent gynaecologists frequently manage female children with small benign ovarian lesions (including potential benign teratomas) with a conservative approach.[8], [9] Our consensus suggestion from the Delphi study of at least 2-yearly surveillance ultrasounds is the minimum frequency we recommend and clinicians are of course at liberty to follow their patients up more frequently if so desired. 

We are unsure what exactly the authors mean in their letter comments on fertility assessment. A pelvic ultrasound scan that visualizes two ovaries on imaging does not allow one to comment proactively on ovarian reserve. Questions around future fertility frequently generate a significant degree of anxiety amongst patients and parents: We therefore strongly felt that the best placed professionals to engage here with the patient and famly are adolescent gynaecologists. The recommendations in our Delphi led publication therefore state that referral to adolescent gynaecology for fertility assessment should be “offered” to index patients following resection of an ovarian tumour. Patients who have undergone total oophorectomy or more extensive resection(s) are at the highest risk for impaired ovarian reserve and referral subsequently of this patient group is therefore considered most important.  Whilst it is correct to likely assume that a single ‘ ovarian-sparing ‘ resection operation for an ovarian teratoma does not seem to have immediate implications for future fertility, such patients we believe are still at risk of developing recurrent or metachronous disease and may well benefit from a working discussion with a specialist and information sharing on fertility assessment ( which is not the same as undergoing fertility preservation ).   

In closing , we wholly appreciate the positive commentary and criticism by Murray et al. With our Delphi Study we aimed to provide a clear, emergency-safe, and oncologically robust approach to female children with benign ovarian mass lesions. We believe this is the first Delphi guidance publication work of its kind. Greater standardisation of care as we recommend in our PBC publication will hopefully generate new data. This will , in turn, subsequently allow us to refine this working guidance it is hoped in a collaborative manner with an international unifying approach. 

With best wishes

Sarah Braungart, Adam Glaser, Kate Cross, Alistair Dick, Paul D Losty and Mark Powis on behalf of the Delphi Author Writing Group.
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