RSCM'

INDOMNESIA
Viritar, Firbilar, Tasdilia

y/

Foteration & e

CURRICULUM VITAE
SoehartatGondhowiardjoMD. -PhD

Born . Jakarta, September 1955

Education

1. GP . Faculty of Medicuheivof Indonesia, 1980

2. Radiologist . Faculty of Medicihaivof Indonesia, 1987

3. Radiation Oncologist . Faculty of Mediciheivof Indonesia,
Muenstddniversiteil 990

4. PhD : FKUI, 1998

(EBV LMP1 and Proliferation in NPC)

Current Positions :
Chairperson of Indonesian National Cancer Control Committee (KPKN), Ministry of Health Re
President of Indonesian Radiation Oncology Society (PORI)
President of Federation of Asian Organizations on Radiation Oncology (FARO)
National Project Coordinator for IAEA
Past President of South East Asia Radiation Oncology Groyp (SEAROG
SenioMedical Staff, Radiotherapy Depa@ipgMangunkusudwspitak-acof Medicingniversitasf Indones



Soehartaondhowiardj®iD, PhD

Henry Kodrat, MD L
Presented at: Manado Cancer Update Symposium RS CM
aturday,




Disclosure

| have no conflict of interest to disclose.



Overview

A Cancer care workflow

A Cancer treatment modalities

A Multidisciplinary tumor board (MDT)
A Take home messages



KEMENTERIAN @ 1 4

KESEHATAN GERMAS

.~ REPUBLIK ok b

INDOWES!

Why Do We Need To Talk About Canc_i

Predicted global cancer cases

Cases (millions) Cancer is one of the Leading
cause of dead in the
25 World
population :
20 Less I Cancer Kills moréhan
developed Heart Disease and
15 — = countries Stroke
i - kil i Cancer Kills more than
— More the total cause of dead
g developed from TBC + Malaria + HIV
countries ) ) i
This number is continue to
0 ' increase until more than two
2012 2015 2020 2025 2030 2035

times in twenty years! 70%

. G A th : :
Source: WHO GloboCan BBC, Feb 4, 2014 occurred inDeveloping

International Agency for Research on Cancer Countries.

(7B World Health GLOBOCAN 2012: Estimated Cancer Incidence,

\}4 ¢ Organization

Mortality and Prevalence Worldwide in 2012

Updated projections of global mortality and burden of disease, 220320 (WHO 2005)



. 2014 . 2015

Catastrophic Cases Costs Catastrophic Cases Costs
HeartDisease 3.417.80¢ 330.826.01 HeartDisease 6.158.15] 495.841.53
RenalFailure 1.151.50] 122.031.37 RenalFailure 2.164.05§ 201.558.97
Cancer _94 1.325.77¢ 172.171.86
Stroke Localized E 839.377 83.257.88]
Thalassemia 9 108.451 31.203.00
CirrhosisHepatis " 124.11§ 18.128.93]
Leukemia Regional % 62.714 12.987.31}
Haemophilia r&l 26.66  7.005.45]

16

. Distant [ 55 to September2017

Catastrophic ( " mS_ " Costs
HeartDisease 5. 13 o 167 482.891.66
RenalFailure 1. Unstaged 48 1.292.194 157.440.93
Cancer . N | 955574 102.696.64
Stroke 0 5 30 & 001 1.098.30] 96.748.63
Thalassemia 105.31¢ 30.522.28 Thalassemia 117.984 27.811.58]
CirrhosisHepatis|  104.074 14.769.05( Leukemia 66.894 15.726.25]
Leukemia 55.68] 11.419.55! CirrhosisHepatis|  106.653 15.127.40]
Haemophilia 31563 9.452.11¢ Haemophilia 30.02(0 12.263.85{

Source:'BPJS ; Rate 1$ = Rp.13.320 Source : BPJ:
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Cancer Care Workflow

Screening & Biopsy Staging Treatment
Early Detectic and Risk (definitive)
Stratification
Breast Mammograph Core biopsy TNM Surgery
Cancer
Prostate PSA TRUS core biopsy DO AmMi co Surgery;
cancer Radiotherapy Rehabilit:
Rectal Colonoscopy Percolonoscopy TNM TME tion
cancer biopsy ollowup  (palliatior
Cervical Pap smear Biopsy FIGO Surgery;
cancer Radiotherapy
Lung Low dose CT TT biopsy TNM Surgery
Cancer
Radiology Oncologist Oncologist
Gastroenterology Surgeon Surgeon PM&R
Laboratory ~ Pathology Internal Med Oncologist |nternal Med Palliative care
Pathology Obgyn Obgyn
etc ENT ENT
etc

etc



CancePrevention

“How much longer do | have before |
5Y have to change to a healthy lifestyle?”



EarlyDetection

| can’t get
rid of this

I've got cough
a lump

in my Get
breast checked

N\




Blopsy

Cervical biopsy ("punch™

small tissue samples are taken
from the cervix and examined
| for disease or other problems

Cervix viewed
through speculun
with patient in
lithotomy positiol

bladder
’ rectum

CORE BIOPSY

prostate

EXCISIONAL BIOPSY ENTIRE LUMP



POORMD.COM

J. C)
And when I push this
-
X M R I button, with our new
technology called X-MRL,

we'll be able o see into

your husband's dreams!

AND JUST LIKE THAT, JASON SOLVED THE MYSTERY OF NOCTURNAL
ERECTIONS WHILE DESTROYING A ONCE HAPPY MARRIAGE.




Whatoledo these modality

have in the management of
cancer?

Medical Treatments
Welestablishestandard

Evidencebased

.\ 4
Chemotherapy " 28
Few of targeteq .

\\ Radiotherapy ‘

Nonmedical treatmentg
Unclear evidence )
Unclear efficacy

Medical Treatments
Novel & Promising
Still accumulating Evidence
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Followup & rehabilitat

A Follow—up appointment?
Let's see... we’ve 901’ an
opening oa the...ochwait,
the doctor will be (etired

DOCTOR OF
MEDICINE

. %\;‘NoaJ.‘,L(:id?
v\ Lo

— D ;‘ ~A R \ 74
/ [ _ . f%}a-“i [CON ﬁ‘;;;é%i
ANS

Seaich IDAbstn 244

"Removing the phone is easy. Getting your head
4 & and arms to their original positions will take
weeks of physical therapy.”




Active Minimal No

Diagnosis  disease disease disease
directed directed  directed  D€ath
treatment treatment treatment
Bereavement

Screening * & &

Curative Care

Course of illness
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Disciplinary




CanceManagement Reaﬂlyolution?
survival.

«&fﬁ*ﬁ 1‘

Toxicity

Tumor Contr

1 1

. Survival | <4 | GoodDol]



SURGERY EVOLUT

Mutilating/Radic » Organ preservatign » Oncoplasty
al surgery surgery surgery

WM CLOSING UP Now . CAN YoU 60 T0 THE THEATRE
AND WAKe -THE PATIEUT UP u\;r:w minuTes 2 7

: “FUTURE REMOTE ROBOTIC SURGERY.



Tissue containing
lymph nodes
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The mesorectum in rectal cancer
surgery—the clue to pelvic
recurrence?

Five cases are described where minute foci of adenocarcinoma have
been demonstrated in the mesorectum several centimetres distal to the
apparent lower edge of a rectal cancer. In 2 of these there was no
other evidence of lymphatic spread of the tumour. In orthodox
antoriny vocortion wuch of this tissue remains in the pelvis, and it is
Line of excision includes mesorectum  fioj wmight lead to suture-line or pelvic
ision of the mesorectum has, therefore, been
of over 100 consecutive anterior resections.
were classified as ‘curative’ or ‘conceivably
have now been followed for over 2 years with no
ecurrence.

Site of tumour deposits in Case 6
1. Br. J. Surd.982; 69: 63&16.
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MILESTONHS RADIOTHERA

MARTH+
2D 3D Theranosuc

Conventional Conformal |MRT Imaging IGRT
N F A

: %

A Reduced Toxicity
A Improved Efficacy



Stereotactic ablative body radiotherapy (S




CHEMOTHERAPY DEVELOPI

Advances in drug screening . -
Events with national impact e e = ~ O
Advances in cancer therapeutics v . Concept of cure
_ o) [ 1960s
L2 ‘ 1., Methotrexate in choriocarcinoma
o Mg
o L 'L 1958
' . 1 5-Fluorouracil (26)
.:'] . 1957
Cancer Chemotherapy National Service Center
1955
L1210 as primary screen (27-30) o
A 1949
Arsenicals (1,2) [ Thiopurines [24]::'-]} L
1908 - - 5 ‘ e
Transplantable Nitrogen mustard in lymphomas (15-18) , .. . LI T
Animal models (1-4) tumors (5-11) Model development (7) (22) (23)
1900 1912 1935 1948 1959

| | | [ [ | | T 1T 1T 1T T

1900 1905 1910 1915 1920 1925 1930 1935 1940 1945 1950 1955 1960

AACR Centennial Series

Cancer Res 2008: 68: (21). November 1, 2008 8644 www.aacrjournals.org



CHEMOTHERAPY DEVELOPI

Special Virus Cancer Program ‘ ®
1964
“‘?e ofALL & Bodghin's diseasd (b1-56, 65-66) First monoclonal antibody approved ——
1963-70 s
Vinca alkaloids (50) .
1963 Imatinib (Gleevec) (95-98)
_ > 1996
Xenografts in nude mice
1975 Cancer mortality
Adjuvant chemotherapy (79-83) begins to decline
1968-75 1990 Tyrosine kinase inhibitors (94-101)
2005
sl o2 s Cell culture systems p .
Cure of testicular cancer (86] 98?() ysl -~ Molecular profiling { g(r)get specific screens
(0 > 5 2 £
National NClinvestment in VS
Cancer Act molecular biology Genome sequenced Mortality decline accelerates
1971 1984 2001 2007
I | I | I | I | [ I |
1965 1970 1975 1980 1985 1990 1995 2000 2005 2010 2015

Cancer Research



CHEMOTHERAPY DEVELOPI

Special Virus Cancer Program Q =
Farnesyl
1964 transferase
inhibitors
Cure of ALL & Hodgkin's disease (51-56, 63-66 " ’ £ e
B _:) § el ) First monoclonal antibod 2 SRE—TME
o N L

tar s -
\ / inhibitors
: (s MEK
Vinca alkaloids (50) . Rapamyoin—mTOR ~, inhibitors — MEK
1963 Imatinib (Gleevec) v e
q 3 x ECM BN Actvated
Xenografts in nude mice ntogm |, Crlosaeion ranscripion
1975 Cancer mortality TRCEN FAK< t
£iL % ¢St Actvated
Adjuvant chemotherapy (79-83) begins to decline
1968-75 1990 Ty JAQ’STATW Call cycle
PLCy PKC— Multiple
Cure of testicular cancer (86-88) Cell culture systems / ey
1976 1990 o t Tasggx':‘f;n Ny
National NClinvestment in g e
Cancer Act molecular biology
1971 1984
1965 1970 1975 1980 1985 19 1995 2000 2005 2010 2015

Cancer Research
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BIOTHERAPY/TARGETED THEI

EGFR Cyclin-dependent
inhibitors kinase inhibitors

| 4

. 2 Sustaining Evading —
Aerobic glycolysis proliferative growth Immune activating
inhibitors signaling suppressors anti-CTLA4 mAb

( Proapoptotic Hecs:ias'tling
BH3 mimetics >’ =

Genome

En?blitpg Telomerase
replicative ibi
irnsalt, Inhibitors

promoting

instability & A 3
mutation inflammation
PARP Inducing Activating Selective anti-
inhibitors angiogenesis invasion & inflammatory drugs
metastasis

£ a

Inhibitors of Inhibitors of
VEGF signaling HGF/c-Met

1. Hanahab, Weinberg RA. The hallmarks of cancer. Cell 2000:7@(




Review

A Novel Approach in the Treatment of Cancer: Targeting the

Epidermal Growth Factor Receptor’

Fortunato Ciardiello® and Giampaolo Tortora

Cattedra di Oncologia Medica, Dipartimento di Endocrinologia e
Oncologia Molecolare e Clinica, Universita di Napoli “Federico II,”
80131 Napoli, Italy

Ligand
eg EGF, TGFu,

Ligand-genistein
conjugates

@
EGFR o

Ligand/toxin
conjugate

Anti-receptor
monoclonal
antibodies

p16iNKea —| DICDK4 F— p15iNKas
Nucleus E/CDK2 |__ p27K'371 }_ Myc
¥

AR pRb

LY > E——

Ligand

@ <0 EGF, TGFo,

Small molecule
inhibitors of
tyrosine kinase

Intracellular
scFvs

Antisense

1.

ClinCancer Res 20(



TUMOR IMMUNOTHER

Tumor Immunotherapy Directed at PD-1
Antoni Ribas, M.D., Ph.D.

Priming phase Effector phase
/' -
4 05
e ’ < .
Dendriticcell ‘ Tcell ( ’ Tcel | (Can;:er I
" 4 e
) ) R~
‘ Lymph Peripheral
node tissue
( ™ s ~
. MHC TCR
| , o i ‘ TC\R
| 'l:_ ‘7 & =
| 1 T
| b -
. Activation signals |
B7 CD23
. — Q\g/ £
by N lation
Inhl @ L
y \
y An"bOdY ) Antlbody Antlbody
 — / \.

Blockade of PDor CTLA Signaling in Tumor Immunotherapy.

1. RibaA. NEJM 201:



Future therapeutics targets in the
Immunoglobulin receptor family

Activating Inhibitory
receptors receptors ¥

N\  CD28 . CTLA 4 ﬂ

PD-1 >
OX40 Sy | ’ ,&

23 GIR el T cell [ED TIM-3 =
CD137 é‘ ._‘_‘,"-"' Cb BTLA
4 N
co2r &7 8 A VISTA

2& HVEM LAG-3

Agohistic Blocking
antibodies T-cell antibodies
stimulation

1. https:bww.astro.dRptienCare/Research/Reseddmers/Immu@eckpoitnhibitors



Randomized Phase III Trial of Concurrent Accelerated
Radiation Plus Cisplatin With or Without Cetuximab for
Stage III to IV Head and Neck Carcinoma: RTOG 0522

K. Kian Ang, 1 Qiang Zhang, David I. Rosenthal, Phuc Felix Nguyen-Tan, Eric J. Sherman, Randal S. Weber,
James M. Galvin, James A. Bonner, Jonathan Harris, Adel K. El-Naggar, Maura L. Gillison, Richard C. Jordan,

Andre A. Konski, Wade L. Thorstad, Andy Trotti, Jonathan ]. Beitler, Adam S. Garden, William ]. Spanos, {
Sue S. Yom, and Rita S. Axelrod

Randomly assigned

(N = 940]
I

| I
Assigned to RT + cisplatin (n =470) Assigned to RT + cisplatin + cetuximab (n=470)
Excluded (n=23) Excluded {n = 26)
Did not meet inclusion criteria {n=22) Did not meet inclusion criteria {n =25}
Mo data after random assignment in=1) Mo data after random assignment n=1)

| I
Analyzed in=447) Analyzed {n = 444)
Excluded from analysis (n=23) Excluded from analysis {n = 26)
Did not meet inclusion criteria (n=22) Did not meet inclusion criteria {n =25}
Mo data after random assignment (n=1) Mo data after random assignment n=1)

1. JClinOncoRk014; 32: 294®950.



Randomized Phase III Trial of Concurrent Accelerated
Radiation Plus Cisplatin With or Without Cetuximab for
Stage III to IV Head and Neck Carcinoma: RTOG 0522

K. Kian Ang, 1 Qiang Zhang, David I. Rosenthal, Phuc Felix Nguyen-Tan, Eric J. Sherman, Randal S. Weber,
James M. Galvin, James A. Bonner, Jonathan Harris, Adel K. El-Naggar, Maura L. Gillison, Richard C. Jordan,
Andre A. Konski, Wade L. Thorstad, Andy Trotti, Jonathan ]. Beitler, Adam S. Garden, William ]. Spanos, {

Sue S. Yom, and Rita S. Axelrod

@ 80 ==
- g— p—
L = oo
e
= = 604 = 60 |
- — oo L=
o = =
o [ ]
@ ; A0 HR (95% CI) [Armn B/Arm Al — A0 HR (9525 CI) [Armn B/Armm A
g‘-‘w 1.08 (0.88 to 1.32) e 0.95 (0.74 to 1.21)
ot 1-sided log-rank P = .76 @ ded log-rank P= 32
e- 20 S 20-
RT + cisplatin (Arm A) RT + cisplatin {(Arm A)
= RT + cisplatin + cetuximab {(Arm B} = RT + cisplatin + cetuximab (LArm B)
T T T T T T T T T T
0 1 2 2 . | 5 0] 1 2 3 4 5

Time Since Random Assignment (years) Time Since Random Assignment (years)

A The 3year PFS probabilities were 61.2863056.7% to 65.8%) for arm A
and 58.9% (95% ClI, 542%3.%0) for arm B (P .76).

A The3year probabilities forvase 72% (95% Cl, 68.7% to 77.1%) for arr
and 75.8% (95% .26 to 79.9%) for arm B (B. .32

Cetuximapluscisplatinadiation, versasplatinadiation alone, resulted in
more frequeimterruptions nadiation therapy (26.9% Wd)5 dnénd more
grade 3 to 4 radiatmucositifd3.2% 33.3%)

Addingetuximato radiatieaisplatilid not improve outcome



Randomized Phase III Trial of Concurrent Accelerated
Radiation Plus Cisplatin With or Without Cetuximab for
Stage III to IV Head and Neck Carcinoma: RTOG 0522

K. Kian Ang, 1 Qiang Zhang, David I. Rosenthal, Phuc Felix Nguyen-Tan, Eric J. Sherman, Randal S. Weber,
James M. Galvin, James A. Bonner, Jonathan Harris, Adel K. El-Naggar, Maura L. Gillison, Richard C. Jordan,
Andre A. Konski, Wade L. Thorstad, Andy Trotti, Jonathan ]. Beitler, Adam S. Garden, William ]. Spanos, {
Sue S. Yom, and Rita S. Axelrod

A 100 B 100
80 = 80 -
S =
= ©
wr t [ ]
@ ; A0 4 HR (95% CIl) [p16 positive/p16 negative] — A HR (95% Cl} [p16 positive/p16 negative]
=77 0.49 (0.33 to 0.71) © 0.32 (0.2 to 0.51)
E Z-sided log-rank P < .001 g 2-sided log-rank P < .001
20 - N S 204 N
p16 positive P16 positive
- 16 negative = p16 negative
0 1 2 3 a 5 0 1 2 3 a 5
Time Since Random Assignment (years) Time Since Random Assignment (years)

Patientsvith plfositive OPGCxpmpared wigiatients with phégative
OPCs, hasignificantly better

A PFS(3year probability, 72.8% v 49.2%, respdttiveds) and

A OS(3year probability, 85.6% v 60.1%, respdttdely)

PFS and OS were higher in patients withspii/@OPC.

New biomarker in cancer ??; JClinOncoR014; 32: 294950,
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Cancemanagement IS avolution !
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Comprehensive Cancer Care/ Multidisciplinary tut
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MINI-REVIEW

—

Effects of a multidisciplinary team on () coosvn
colorectal cancer treatment

Yuan-Tzu Lan *°, Jen-Kou Lin *°, Jeng-Kai Jiang *°*

A An MDTis definedas fi @roupof peopleof differentealthcare
disciplinesyhichmeetdogetheat a giventime(whethephysically
In one place,or by videoor teleconferencintp discussa given
patientandwhoare eachableto contributendependenttp the
diagnostiandtreatmerdecisionabouthep at.i ent o

A Thecompositioof anMDTforcancercareincludespecialistBom
medicabncologysurgicabncologyradiatioroncologypathology,
diagnosticand interventionaladiology,palliativecare, nursing
professionalsutritionistandsocialvorkers

1. Formog Surg2015; 48: 145150.



Review

Preoperative decision making for rectal cancer

Panagiotis Taflampas, M.D.**, Manousos Christodoulakis, M.D.",
Eelco de Bree, M.D.?, John Melissas, Ph.D.?, Dimitris D.A. Tsiftsis, Ph.D."

A6-stage process for the management afarecéalafteéstablishing its diagnosis
and excluding systedmsease

1. Aphasedrraycoilfine slice, pe\MRI is performa&diich provides the
essential elemefds the preoperative decision makiagtébicancer.

2. TheMDT discusses thea t | e rand the@vemalltreatment plan is formed.

3. PreoperativERT is administered when indi€stledtion fpreoperative CRT
principally is accordingrémperative MRI

4. Adetailed precisargical procedusgerformeatcording to TME concept.

5. Pathologiaudiof the specimen based oQtheke protoaslperformed
postoperatively.

6. Thecasds evaluatatioroughly within the MDT and decegianding

postoperatiteeatmerdre made along vatiigical audind feedback from the
pathologists.

1. Am J Surg 2010; 200(3):322¢
2. BrJ Radid@200578S128 30.



The effect of multidisciplinary teams for rectal j}mmm
cancer on delivery of care and patient outcome:

has the use of multidisciplinary teams for rectal

cancer affected the utilization of available

resources, proportion of patients meeting the

standard of care, and does this translate into

changes in patient outcome?

Bradford Richardson, M.D., M.P.H.?, John Preskitt, M.D.°,
Warren Lichliter, M.D.?, Stephanie Peschka, R.N.7,
Susanne Carmack, M.D.”, Gregory de Prisco, M.D.,
James Fleshman, M.D.**

Weexaminethe datafromrectalcancepatientdrom?2 yearsbefore
theadoptionfMDTandthe2 yearsaftetMD Tadoptionin additionwe
examinedhe evolutiorovertimefromthe beginningf MDTuse by
examininthese? yearsseparately

1. Am BSurg2016; 211: 42.



Table 2 Staging

Pre-MDT MDT 2013 MDT 2014
n= 42 (%) n = 41 (%) n = 47 (%) P value

MDT before surgery n/a 17 (41) 25 (53) .2719
CEA measured preop 29 (69) 30 (73) 37 (79) L5800
Imaging

ERUS or MRI 11 (26) 33 (80) 38 (81) .0001*

ERUS 5 7 7
MRI b 35 38

Rigid proctoscope 14 (33) 21 (51) 24 (51) .1624

Chest 17 (40) 26 (63) 37 (79) .0010*

Colonoscopy 40 (95) 41 (100) 45 (96) .3828

All 41 3 (7) 12 (29) 11 (23) .0320*
Distance from anal verge evaluated .0096*

By rigid proctoscope 11 (26) 18 (44) 20 (43)

By other modality 20 (48) 19 (46) 26 (55)

Not documented 11 (26) 4 (10) 1(2)
Operation type .0018*

Local (TAE or TAMIS) 9 (22) 7 (18) 4(9)

LAR 29 (69) 25 (63) 17 (40)

TATA 0 (0) 1(3) 3(7)

APR 4 (10) 7 (18) 18 (43)
Appropriate APR 2 (50) 5 (71) 14 (78) .1912
Appropriate local excision 2 (22) 2 (29) 3 (75) .1664
Proper neoadjuvant 35 (83) 40 (98) 45 (96) .0282*
Restaging after neo 7 (29) 22 (65) 31 (78) .0005*
Complete pathology report 33 (79) 36 (92) 37 (90) .1381
Proper adjuvant 35 (84) 32 (82) 29 (71) 4342

*P o< 05,

APR = abdominoperineal resection; CEA = carotid endarterectomy; (T = computed tomography; DRE = Digital rectal exam; ERUS = endorectal

ultrasound;

LAR = low anterior resection; MDT = multidisciplinary team; MRI = magnetic resonance imaging; TAE = transanal excision; TAMIS = transanal
minimally invasive surgery; TATA = transanal transabdominal low anterior resection.
'for example, MRI, CT, DRE, and flexible sigmoidoscopy.

Am JSurg2016; 211: 4.




Table 3 Quality of surgery

Pre-MDT MDT 2013 MDT 2014
n = 42 (%) n = 39 (%) n = 41 (%) P value
TME <.0001*
Complete/nearly 2 (6) 20 (61) 29 (76)
Incomplete 0 (0) 10 (30) 8 (21)
Not stated 31 (94) 3(9) 1(3)
Negative distal margin 32 (97) 30 (91) 37 (97) 3784
Negative CRM 29 (88) 28 (85) 33 (87) .9348
>12 RLNs 24 (71) 27 (82) 36 (95) 6534
*P < 05.

(RM = drcumferential resection margins; MDT = multidiscplinary team; RLM = regional lymph node; TME = total mesorectal excision.

Table 4 Qutcomes

Pre-MDT MDT 2013 MDT 2014
n =42 (%) n = 39 (%) n = 41 (%)
Persistent local tumor 2 (5) 2 (5) 0 (0)
Persistent distant tumor 7 (17) 1(3) 0 (0)
Recurrence, local only 4 (10) 0 (0) 0 (0)
Recurrence, distant only Z21(5) 0 (0) 1(2)
Recumrence, local and distant 2 (5) 0 (0) 0 (0)
Mean time to recurrence (months) 27.0 3.0
Mean time from resection (months) 30.7 14.5 6.5

MDT = multidisciplinary team.

1.

Am JSurg2016; 211: 4.




Review

Evaluation of the benefit and use of multidisciplinary teams @ CooseMark
in the treatment of head and neck cancer

Lisa Licitra®, Ulrich Keilholz ®, Makoto Tahara€, Jin-Ching Lin ¢, Pauline Chomette ¢, Philippe Ceruse’,
Kevin Harrington®, Ricard Mesm hx

Whathasbeenhemairbenefito patients?

A A fullteamof alliedhealthcarg@rofessionalwith accessto appropriate
diagnostiand therapeutiequipmenprovidesa holistictreatmenplan
basednscientifievidencandadaptedotheindividuglatient

A Thetimefromfirstvisitto diagnosigndto treatmentanbe shorterfor
patientsvhoareseerbyawelorganizetDT

A Patienandfamilysatisfactioimcreasevhertheyareimmerseéh a good
organization

A Patientseceivancreasediscussioof treatmenbptionsandaccesso
iInnovativelinicatrials

A Patientsmay trust a proposedtreatmentbased on the collective
recommendatioftheMDTwithoutheneedorequesa seconapinion

1. Oral Oncology 59 (2016Y93



Review

Evaluation of the benefit and use of multidisciplinary teams @ CooseMark
in the treatment of head and neck cancer

Lisa Licitra®, Ulrich Keilholz ®, Makoto Tahara€, Jin-Ching Lin ¢, Pauline Chomette ¢, Philippe Ceruse’,
Kevin Harrington®, Ricard Mesia ™*

Whathasbeerthemairbenefitocliniciars?

A Informatiois sharedquicklyandeasilyandcommunicatidetweerspecialistis
improvedCliniciansanfocuson theirspecialtieandnothaveto managéassues
outsideftheicompetencegsultinghincreasegdrofessionahtisfaction

A MDTmeetingprovidea continuoukearningnvironmenhatimproveshetraining
offellowsandtheoveraltompetenag theteamsharingfexperiencis especially
helpfutordifficultasesvherebyeanmembersanlearnfromtheircolleagues

A Theexperiencefsharedesponsibilitynowledgendskillsforthecareof patients
witha difficuitotreatdiseasayivesreassurand® thecliniciansharingf thefinal
treatmerdutcoméorinterestingasesaidslearning

Thenewestreatmeni@ndprotocolsanbediscussedndproposetb ourpatients
Theorganizatiatecreasetheinappropriatmnsumptiasfhealthresources
TheimplementatiohanMD Tapproacmayimprov@atientecruitmendtrials

Too oo o

1. OralOncolog§9(201673 79



[s it worth reorganising cancer services on the basis of
multidisciplinary teams (MDTs)? A systematic review of the
objectives and organisation of MDTs and their impact on
patient outcomes

Joan Prades®*, Eline Remue?, Elke van Hoof*, Josep M. Borras®¢

ABSTRACT

Multidisciplinary teams (MDTs) are considered the gold standard of cancer care in many
healthcare systems, but a clear definition of their format, scope of practice and opera-
tional criteria is still lacking. The aims of this review were to assess the impact of MDTs
on patient outcomes in cancer care and identify their objectives, organisation and ability
to engage patients in their care. We conducted a systematic review of the literature in the
Medline database. Fifty-one peer-reviewed papers were selected from November 2005 to
June 2012. MDTs resulted in better clinical and process outcomes for cancer patients, with
evidence of improved survival among colorectal, head and neck, breast, oesophageal and
lung cancer patients in the study period. Also, it was observed that MDTs have been asso-
ciated with changes in clinical diagnostic and treatment decision-making with respect to
urological, pancreatic, gastro-oesophageal, breast, melanoma, bladder, colorectal, prostate,
head and neck and gynaecological cancer. Evidence is consistent in showing positive con-
sequences for patients’ management in multiple dimensions, which should encourage the
development of structured multidisciplinary care, minimum standards and exchange of
best practices.

1. Health policy 2015; 119(4)746



Review Article

Cancer Multidisciplinary Team Meetings: Evidence, Challenges,
and the Role of Clinical Decision Support Technology

Vivek Patkar,' 2 Dionisio Acosta,? Tim Davidson,'
Alison Jones,' John Fox,® and Mohammad Keshtgar"?

Difference in MDT meeting arm and control arm

Outcomes assessed Study E* Total cases Cancer type with respect to the outcomne
[15] 4 269 Breast Time to treatment (29.6 versus 42.2 days)®
Time to intervention [16] 4 112 Lung MNSD
[8] b 67 Glioma NSD
Staging accuracy [18] 3b 118 Upper G MDT improved staging accuracy™
Costs per patients [19] 4 208 Melanoma MDT saved $1600 per patient
D::u:i*lsialn quality as 201 4 50 Lung NSJJ!, Team di_.scl:ussiun {?id not improve the
prediction of accuracy ' quality of decision making overall.
Psychological . .
Egij}_l‘ ifr of teart [21] 5 7 Breast i\:scss F;g?;;?i cr[i; ﬁgﬁhmlnc morbidity (15.7%

Summary of empirical evidence on the effectivenesdid Taneetings
1. International Journal of B@aster 2011



Overview

A Cancer care workflow

A Cancer treatment modalities

A Multidisciplinary tumor board (MDT)
A Take home messages



To Do o

Take home messages

Cancer workflow: from prevention to rehabilitation
Cancer treatment is an evolution

AnMDT | s dagdup of peookdaferentinaalthcatisciplines,
whiclmeets together at a given(twhether physically in one place, or |
video or teleconferencing) to discuss a given patient and who are e
to contribute independently thabrostic and treatnuEaisions about
the patiento

Beneflt of MDT approach

Improved stagiagcuracy

Increaseddherence tinical practice guidelines
morecosteffectiveare

Better patient experience and increase patient satisfaction
reducdime to treatment

Improveutcomes
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PENYELENGGARAAN PELA

Menetagkan . PERATURA]
PENYELEN!
FASILITAS |

(1) Pelayanan kanker di fasi
secara Derienjang berds

lesehatan, yang mencaky

paliatif / rehabilitatif.

Pengaturan Penyelengoara:

Pasal 6

MANAJEMEN PEL

(1) Dalam rangka menjamin mutu pelayanan kanker, tim multidisiplin

melaksanakan forum diskusi “rgw% atau &gmvkwmm - waktu RQE

diperlukan,

(1] Setiap rumah sakit

menerapkan manaj

(2) Forum diskusi rutin sebagaimana yang dimaksud paa ayat (1]

antara lain membahas:

CANCE®

a. seluruh pasien baru v>-

b. kasne - G\S“"\( “0‘

P\“DRE g (clto) misal vena kava

MW% nyeri hebat, 9\1353\ lain lain;

e yang memerlukan multi modalitas pengobatan misal

kemoradiasi, m lain lain;

e. kasus dengan respons terapi yang buruk/tidak sesuai:|

f. kasus yang akan dirujuk atau dirjuk balik: dan/atau

ghoms  kaker  yag  maswk  lrera  home
care/hospice/ paliatif paliatif.

h. Kasus yang membutuhkan pembahasan beberapa tim multidisiplin,

i, Kasus sulit

[3) Hasil keputusan / rekomendasi terapi dari fim multidsiplin harus

dipenuhi oleh dokter penangeune jawab pasien yang terkait.

DENGAN RAH  meliputi (2] Pelayanan kanker di fa (2] Manajemen pelay:
dimaksud ayat (1) terdiri d idisiplin, i
a. ferselengoaranya pelayar M%{ ]M“ multidisiplin, int
MENTER] KESE terjangkay, merata, terst O pelayanan kankerting|  berorientasi pada’
di fasilitas pelayanan ket b. pelayanan kankerting (31 » -‘\\'E
Menimbang : a bahwa j — o | . L P\
elayanan =~
penyakit |b. terselensearanva pelava REAIE 01 ?p\ a\‘“\
e \—\e
dan mer | kesehatan yang berm “ Sv ‘-‘ 0
il I peW \st
sehingoa multidie’ G\) N\ \Q
kompreh CREE “0‘ db\l "“ el Kanker ya
D‘a“ DE X0 be S\% e | Pelayanan kanker tinokat | (1) Rumah Sakit dal
\Na\‘\“% . nesmambungan‘,ang (1) huruf b merupakan terpadu harus me
\ cnwad  kesehatan dan piha  pesialistik di bidang ka kanker yang ditang:
kanker penangeulangan  kan  yang terlibat dalam bidang (2 Tim multidisiplin <
penatala penagoulansan kanker (5) Pelayanan kanker tingkat kurangnya terdiri |
berdaza i
et huruf ¢ merupakan peme agatomti, day patole
pada T (3) Tim multidisplin se
. . dan sub spesialistik di bic PR
manajer (1) Pelayanan kanker di fa o " dokter spesialis atz
d. Bahwa d secara berjenjang  ber (6] Dalam melakukan pelaya yaitu. rehabiliasi 1
Kesehata kesehatan, yang mencal ayat (3], dan ayat (4) day jiwa, psikolog, farm
penyakit

paliatif / rehabilitatif, lainnya.

atay ilmy lain yang

Pasal 7

(1) Rumah Sait yang memiti i der 2 (dua) tim mltidisiplin dapet

membentuk Tumor Board / Tim Onkologi Terpadu,
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