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Why Do We Need To Talk About Cancer?

Å Cancer is one of the Leading 
cause of dead in the 
population :

ï Cancer Kills more than 
Heart Disease and 
Stroke.

ï Cancer Kills more than 
the total cause of dead 
from TBC + Malaria + HIV

Å This number is continue to 
increase until more than two 
times in twenty years! 70% 
occurred in Developing 
Countries.

Updated projections of global mortality and burden of disease, 2002-2030 (WHO 2005)
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Catastrophic
2014

Cases Cost $

Heart Disease 3.417.806 330.826.016

Renal Failure 1.151.501 122.031.377

Cancer 702.207 115.375.831

Stroke 435.528 55.672.650

Thalassemia 60.929 16.140.230

Cirrhosis Hepatis 76.376 13.488.335

Leukemia 32.321 9.487.226

Haemophilia 14.536 3.593.482

Catastrophic
2015

Cases Cost $

Heart Disease 6.158.157 495.841.536

Renal Failure 2.164.058 201.558.976

Cancer 1.325.776 172.171.861

Stroke 839.373 83.257.885

Thalassemia 108.451 31.203.008

Cirrhosis Hepatis 124.118 18.128.932

Leukemia 62.712 12.987.315

Haemophilia 26.665 7.005.453

Catastrophic
2016

Cases Cost $

Heart Disease 5.814.600 487.155.127

Renal Failure 1.881.625 170.027.170

Cancer 1.100.136 146.143.388

Stroke 768.385 87.867.193

Thalassemia 105.316 30.522.289

Cirrhosis Hepatis 104.072 14.769.056

Leukemia 55.681 11.419.555

Haemophilia 31.563 9.452.116

Catastrophic
to September 2017

Cases Cost $

Heart Disease 7.027.165 482.891.661

Cancer 1.292.195 157.440.930

Stroke 955.575 102.696.644

Renal Failure 1.098.307 96.748.634

Thalassemia 117.984 27.811.582

Leukemia 66.892 15.726.252

Cirrhosis Hepatis 106.653 15.127.401

Haemophilia 30.020 12.263.858
Source : BPJS ; Rate 1$ = Rp.13.320 

HIGHER COST

Source : BPJS 2018



Empowering 
Primary 
healthcare for 
early 
detection, 
palliative, and 
rehabilitation 
care.

Establishmen
t of health 
seeking 
behaviour.

Monitoring the 
implementation 
of cancer 
treatment based 
on national 
guidelines, 
patient safety, 
and quality 
standard.

Effective and 
efficient 
referral sysem
for 
multidisciplin
e cancer care..

Empowering 
hospice and 
home care 
system.

Establishmen
t of effective 
education for 
healty
lifestyle and 
cancer 
awareness

Effective partnership and 
advocationwith national and 
international bodies

Establishment of 
research unit and 
HTA for cancer.

Availability and 
implementatio
n of IT system 
and cancer 
registry.

Increased 
quantity and 
quality of 
human 
resources in 
Oncology.

Improvement of 
oncology module in 
medical curriculum

Establishment 
of national 
cancer 
treatment 
guidelines

Fulfillment 
and 
distribution 
of cancer 
facility as 
standard.



Cancer Care Workflow
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Prostate 

cancer

PSA TRUS core biopsy DôAmico Surgery; 
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Rectal 

cancer
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biopsy
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Cervical 
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Lung 

Cancer

Low dose CT TT biopsy TNM Surgery



Cancer Prevention



Early Detection



Biopsy



Staging and risk stratification

ñ Triple Diagnosisò



What roledo these modality 

have in the management of 

cancer?

Medical Treatments

Novel & Promising
Still accumulating Evidence

Medical Treatments

Well-established standard

Evidence-based

RadioimmunotherapyHIFU

CryoNanoparticles

TCM, CAM

Surgery Radiotherapy

Chemotherapy

Few of targeted 

Non-medical treatments

Unclear evidence

Unclear efficacy
?

Immunotherapy



Follow-up & rehabilitation
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PEMBEDAHAN

RADIASIKEMOTERAPI

Multi
Disciplinary



Cancer Management Really  Evolution? 

Or survival of the fittest !! éé.

Tumor Control Toxicity

Good QoLSurvival



Robotic Surgery

SURGERY EVOLUTION

Mutilating/Radic

al surgery 

Organ preservation 

surgery 

Oncoplasty

surgery 





1. Br. J. Surg. 1982; 69: 613-616.



RADIOTHERAPY
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Å Reduced Toxicity

Å Improved Efficacy



Stereotactic ablative body radiotherapy (SABR)



CHEMOTHERAPY DEVELOPMENT



CHEMOTHERAPY DEVELOPMENT



¢ƛƳŜΣ ŜŦŦƻǊǘ Σ ŦƛƴŀƴŎƛŀƭ ǎǳǇǇƻǊǘ ΧΧΧΧΧΦΦ

CHEMOTHERAPY DEVELOPMENT



.

1. HanahanD, Weinberg RA. The hallmarks of cancer. Cell 2000; 100(1): 57-70.

BIO-THERAPY/TARGETED THERAPY



1. ClinCancer Res 2001



Blockade of PD-1 or CTLA-4 Signaling in Tumor Immunotherapy.

TUMOR IMMUNOTHERAPY

1. RibasA. NEJM 2012.



Future therapeutics targets in the 

immunoglobulin receptor family

1. https://www.astro.org/Patient-Care/Research/Research-Primers/Immune-Checkpoint-Inhibitors/



1. J ClinOncol2014; 32: 2940 ï2950. 



Å The 3-year PFS probabilities were 61.2% (95% CI, 56.7% to 65.8%) for arm A 
and 58.9% (95% CI, 54.2% to 63.6%) for arm B (P  .76). 

Å The 3-year probabilities for OS were 72.9% (95% CI, 68.7% to 77.1%) for arm A 
and 75.8% (95% CI, 71.7% to 79.9%) for arm B (P  .32).

Cetuximabplus cisplatin-radiation, versus cisplatin-radiation alone, resulted in 

more frequent interruptions in radiation therapy (26.9% v 15.1%), and and more 

grade 3 to 4 radiation mucositis(43.2% v 33.3%)

Adding cetuximabto radiation-cisplatindid not improve outcome 



1. J ClinOncol2014; 32: 2940 ï2950. 

Patients with p16-positive OPCs, compared with patients with p16-negative 
OPCs, had significantly better 
ÅPFS (3-year probability, 72.8% v 49.2%, respectively; P< .001) and 
ÅOS (3-year probability, 85.6% v 60.1%, respectively; P <.001)

PFS and OS were higher in patients with p16-positive OPC.

New biomarker in cancer ??



ÅNovelcancertreatmenttoinhibitcancertreatmentresistance.

ÅTowardspersonalizedmedicine: new conceptof tumor biology,new

biomarker,newbiotherapy,genetherapy



So, ééééé

Cancer management IS an evolution !!
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Comprehensive Cancer Care/ Multidisciplinary tumor board



ÅAn MDTis definedas ñagroupof peopleof differenthealthcare

disciplines,whichmeetstogetherata giventime(whetherphysically

in oneplace,or by videoor teleconferencing) to discussa given

patientandwhoare eachableto contributeindependentlyto the

diagnosticandtreatmentdecisionsaboutthepatientò.

ÅThecompositionofanMDTforcancercareincludesspecialistsfrom

medicaloncology,surgicaloncology, radiationoncology,pathology,

diagnosticand interventionalradiology,palliativecare, nursing

professionals, nutritionists, andsocialworkers.

1. FormosJ Surg2015; 48: 145 ï150.



A 6-stage process for the management of rectal cancer after establishing its diagnosis 
and excluding systemic disease

1. Aphased-array-coil, fine slice, pelvic MRI is performed, which provides the 
essential elements for the preoperative decision making for rectal cancer. 

2. The MDT discusses the patientôs case and the overall treatment plan is formed. 

3. Preoperative CRT is administered when indicated. Selection for preoperative CRT 
principally is according to preoperative MRI. 

4. Adetailed precise surgical procedure is performed according to TME concept. 

5. Pathologic audit of the specimen based on the Quirke protocol is performed 
postoperatively. 

6. The case is evaluated thoroughly within the MDT and decisions regarding 
postoperative treatment are made along with surgical audit and feedback from the 
pathologists.

1. Am J Surg 2010; 200(3): 426-32.

2. Br J Radiol 2005; 78:S128 ï30.



1. Am J Surg2016; 211: 46-52.

Weexaminedthedatafromrectalcancerpatientsfrom2 yearsbefore

theadoptionofMDTandthe2 yearsafterMDTadoption. Inaddition, we

examinedthe evolutionovertimefromthe beginningof MDTuseby

examiningthese2yearsseparately.



1. Am J Surg2016; 211: 46-52.



1. Am J Surg2016; 211: 46-52.



1. Oral Oncology 59 (2016) 73ï79.

Whathasbeenthemainbenefittopatients?
Å A full teamof alliedhealthcareprofessionalswithaccessto appropriate

diagnosticand therapeuticequipmentprovidesa holistictreatmentplan
basedonscientificevidenceandadaptedtotheindividualpatient

Å Thetimefromfirstvisitto diagnosisandto treatmentcanbe shorterfor
patientswhoareseenbyawell-organizedMDT

Å Patientandfamilysatisfactionincreasewhentheyareimmersedin a good
organization

Å Patientsreceiveincreaseddiscussionof treatmentoptionsandaccessto
innovativeclinicaltrials

Å Patientsmay trust a proposedtreatmentbased on the collective
recommendationoftheMDTwithouttheneedtorequestasecondopinion



1. OralOncology59(2016) 73ï79.

Whathasbeenthemainbenefittoclinicians?

Å Informationis sharedquicklyandeasily,andcommunicationbetweenspecialistsis
improved. Clinicianscanfocuson theirspecialtiesandnothaveto manageissues
outsideoftheircompetence,resultinginincreasedprofessionalsatisfaction

Å MDTmeetingsprovidea continuouslearningenvironmentthatimprovesthetraining
offellowsandtheoverallcompetenceoftheteam; sharingofexperienceisespecially
helpfulfordifficultcaseswherebyteammemberscanlearnfromtheircolleagues

Å Theexperienceofsharedresponsibility,knowledge,andskillsforthecareofpatients
witha difficult-to-treatdiseasegivesreassuranceto theclinician; sharingof thefinal
treatmentoutcomeforinterestingcasesaidslearning

Å Thenewesttreatmentsandprotocolscanbediscussedandproposedtoourpatients

Å Theorganizationdecreasestheinappropriateconsumptionofhealthresources

Å TheimplementationofanMDTapproachmayimprovepatientrecruitmenttotrials



1. Health policy 2015; 119(4): 464-74.



Summary of empirical evidence on the effectiveness of cancer MDT meetings
1. International Journal of Breast Cancer 2011.
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Take home messages

Å Cancer workflow: from prevention to rehabilitation

Å Cancer treatment is an evolution

Å An MDT is defined as ña group of people of different healthcare disciplines, 

which meets together at a given time (whether physically in one place, or by 

video or teleconferencing) to discuss a given patient and who are each able 

to contribute independently to the diagnostic and treatment decisions about 

the patientò.

Å Benefit of MDT approach

ï improved staging accuracy

ï increased adherence to clinical practice guidelines

ïmore cost-effective care 

ïBetter patient experience and increase patient satisfaction

ï reduce time to treatment

ï improve outcomes





National cancer Guidelines (PNPK)
http://www . kanker.kemkes.go.id/guidelines.php?id=2

Waiting For Confirmation from
άKonsorsiumPelayananKedokteranέ

Source : NCCC 2017

http://www/


Practical Cancer Guidelines (PPK)
http://www . kanker.kemkes.go.id/guidelines.php?id=2

Colorectal Cancer Non-Hodgkin Lymphoma Nasopharynx Cancer

Breast Cancer Cervix Cancer Lung Cancer

Prostate Cancer Brain TumorsOsteosarcoma

Guidelines for 
different type of 
cancer 

Source : NCCC 2017

http://www/


OUR (HOSPITAL)  CANCER GUIDELINES

Breast 
Cancer

Lung 
Cancer

Osteo-
sarcoma

Colorectal 
Cancer

Cervix 
Cancer

Nasopharynx 
Cancer

Non Hodgkin 
Lymphoma



All must join hand in hand...

To provide best and safe treatment for the patientsé

In Summaryé


