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Listening to the views and responding to the 
interests of its members throughout Europe and 
beyond, ESMO is all too aware that the practice 
of medical oncology differs tremendously from 
country to country, as do the perceptions as 
to what constitutes ‘the best’ approaches to 
practice. The articles specially selected to feature 
in this edition shine a spotlight on such diversity: 
differences in practice models across Europe as 
well as clinical settings, and varying experiences 
and challenges that we face in our daily clinic.

One major strength of our Society is that it offers 
a platform for the discussion and debate of 
these important issues. By providing a hub for 
our members to air their views, exchange ideas 
and engage with the wider oncology community 
globally, we can act together and better coordinate 
our efforts aimed at solving these disparities 
towards advancing the practice of our profession 
across borders.  

As I stated in my first letter as ESMO President, 
while the profession and practice of medical 
oncology naturally remains our core business and 
leading area of expertise, in the current era of 

precision medicine we can only hope to provide 
optimal care for our patients by connecting 
and working closely with other specialties and 
stakeholders in oncology. In so doing, we will 
increasingly succeed in delivering good science, 
better medicine, and best practice. As such, 
ESMO strongly supports actions and initiatives that 
promote multidisciplinarity in oncology.

This issue of ESMO Perspectives provides 
insights into the workings of multidisciplinary 
teams, the role and relevance of the medical 
oncologist within them, across different 
European countries. Fostering and nurturing our 
collaboration with other specialties and target 
groups is key to ensuring we meet the treatment 
needs of our patients. As is widely documented 
in the literature, certain populations of patients 
do not unfortunately have the same access to 
currently available anti-cancer therapies as 
others, nor do all have equal opportunities when 
it comes to enrolment in clinical studies matched 
to their particular disease specificities.

As outlined in ESMO’s 2020 Vision, one of our 
three major focus areas is sustainable care: 

A Word From  
Our Guest Editor

Welcome to the first 2018 edition of our digital magazine, ESMO 
Perspectives, with the practice of our profession firmly under the lens.

advocating for equal access to quality treatment 
and for cancer prevention. And this means all 
individuals with cancer or at risk of having it.

Read about how the Society has joined forces 
with the European Society for Paediatric Oncology 
(SIOPE) to form a working group addressing the 
needs of adolescents and young adults with 
cancer, and with the European Cancer Patient 
Coalition (ECPC) and International Psycho-
Oncology Society (IPOS) to produce the Patient 
Guide on Survivorship.

Other articles in this edition, of particular interest 
to our younger readers, report on the value of 
ESMO Fellowships in enhancing career prospects 
and the importance of specialised education in the 
present age of molecular characterisation and the 
targeted treatment of cancer.

As an avid reader myself, I am continuously 
motivated and inspired by its feature stories  
on some of our internationally renowned experts. 
In this issue, we catch up with key opinion 
leaders Elisabeth de Vries, Miguel Martín  
and Antoni Ribas.

Remember, this is YOUR journal. You can make 
it even more so by sending us any amusing or 
inspirational stories that you might like to share 
with ESMO members.

Tell us your story by contacting us today at: 
perspectives@esmo.org. We look forward to 
hearing from you!
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The ESMO Clinical Practice Guidelines (CPGs) are used by clinicians around the world and reflect the 
Society’s commitment to integrated and sustainable cancer care. ESMO recently made the decision 
to enhance the practice element of the CPGs in order to ensure that they remain useful for clinicians 
who are facing increasingly demanding work schedules. Has this change been successful? Read  
on to find out what those creating the guidelines and those using them in clinical practice think.

Emphasising The Practice In  
The ESMO Clinical Practice Guidelines

Optimising patient 
management and outcomes

Why did ESMO decide to enhance the practice element of the CPGs? 
The ESMO CPGs are high-quality, evidence-based, multidisciplinary, peer-
reviewed guidelines, developed to facilitate the optimal treatment of the 
patient with cancer. Although they can assist in policy decision-making or 
reimbursement decisions, this is not their primary purpose. Addressing a 
pan-European (and, more recently, global) audience, the CPGs target cancer 
health professionals practising oncology across different settings. The decision 
to enhance the practice element of the guidelines was a logical consequence of 
this goal and was intended to optimise the management and health outcomes of 
the patient with cancer in a time of limited resources and competing policies.

How has the practice element of the CPGs been improved?
Basically, we’ve tried to make it easier for practising clinicians to access the 
information they want more quickly and to guide them through the various 
management options. All ESMO CPGs now feature standardised tables and 
algorithms that describe the diagnostic work-up and staging procedures, the 
use of validated biomarkers and risk- or stage-adapted management strategies. 
The pivotal management flow charts are an integral element of all ESMO 
guidelines and are colour-coded for ease of interpretation: red for surgery, green 
for radiotherapy and blue for systemic therapy. Each guideline also contains a 
bullet-pointed summary table of the recommendations. We are also coordinating 
guidelines from Consensus Conferences, based on the expert consensus 
synthesis model, in order to tackle specific, important questions or ‘grey areas’. 
These Consensus Guidelines, which may be prepared jointly with other scientific 
societies, are intended to supplement the CPGs.

How does the incorporation of the ESMO-MCBS facilitate use of the CPGs?
The ESMO-Magnitude of Clinical Benefit Scale (ESMO-MCBS) is an objective, easy-
to-use tool that quantitates and classifies the clinical benefit patients with solid 
tumours can expect to derive from a new treatment. Using overall and progression-
free survival, quality of life and response rates as endpoints, the ESMO-MCBS 

Ioannina University Hospital, Greece; 
ESMO Executive Board Member; 
ESMO Guidelines Committee Chair 

George 
Pentheroudakis

grades the benefit of curative as well as palliative therapies.  
The scale can provide an answer to a question that preoccupies every physician 
(and patient) in their daily clinical practice, “What is the clinical significance and 
magnitude of the benefit of a new therapy?” – a question often not answered by 
statistical tests or regulatory approval of cancer therapies.

“ESMO believes the MCBS has  
a place in every CPG.”

MCBS scores have been calculated for all new cancer treatments approved 
since 1 January 2016. Within a CPG, MCBS scores appear with every 
recommendation relevant to the new therapy and again in a summary MCBS 
score table along with comparators, survival gains and toxicity profiles.

Do the changes make the guidelines easier to use in clinical practice?
Absolutely! The clinician, in addition to reading the guideline text, can now look 
up the management flow chart, the biomarker table, the recommended staging 
and work-up procedures, and the MCBS scores of all new approved therapies. 
The information can be accessed in a variety of different ways: the CPGs can 
be downloaded from the ESMO website and from Annals of Oncology and 
abridged versions of the guidelines—the ESMO Pocket Guidelines—are 
available in print at congresses and as a Library App for smartphones. 
We’ve also developed the eUpdate, a fast, flexible tool to communicate 
important breakthroughs or new MCBS scores. Summarising new evidence 
and formulating a new recommendation, eUpdates are produced whenever 
needed and are circulated in digital newsletters, and also appear on the ESMO 
Clinical Practice Guidelines news webpage. In the future, we may consider 
developing an electronic platform allowing us to integrate eUpdates into the 
parent CPG in real-time, providing practising clinicians with a ‘living’ document.

Have you had any feedback from CPG users about the improved 
practice element?
I’m happy to say that feedback has been extremely positive and the 
changes have enhanced the uptake and visibility of the CPGs. For example, 
we have seen a substantial increase in requests from around the world for 
local adaptations of the guidelines and we are encouraged by the fantastic 
response to the Pan-Asian adaptation of the metastatic colorectal 
cancer CPG. We are also receiving a huge number of webpage views of 
the CPGs, up from 90,000 five years ago to over one million per year. We 
are extremely happy with how the new practice-focused guidelines have 
been received and promise to keep looking to deliver guidelines in ways 
that help oncologists in their everyday work.

A more practical tool

Medical School, National and Kapodistrian 
University of Athens, Greece

Michalis V. 
Karamouzis 

Do you think that the ESMO CPGs are used widely in clinical practice?
The result of a collaborative effort of experts in each of the tumour types, 
the ESMO CPGs are relevant to all practising clinicians, whether they be 
in a large specialist centre or a general hospital. In fact, the majority of 
oncologists worldwide are not specialists but will be treating patients across 
a variety of tumour types. This means they must try to assimilate the rapidly 
changing data becoming available across all of these areas and use it to make 
optimal treatment decisions on a daily basis, an almost impossible task. The 
popularity of the ESMO CPGs among clinicians reflects the way they combine 
a user-friendly, easy-to-read style with in-depth knowledge, providing a quick 
reference guide to evidence-based treatment and follow-up decisions. Their 
appeal is further enhanced by the fact that they’re continually being updated 
to reflect the latest findings in oncology. This means that all oncologists are 
able to have an up-to-the-minute guide for daily clinical practice.

“The CPGs have definitely evolved 
into more of a practical tool.”

Do the changes to the CPGs make it easier for doctors  
to apply them in clinical practice?
The increased practical usefulness of the CPGs is due mainly to the 
inclusion of more treatment algorithms and management suggestions that 
are needed in everyday clinical practice. Some of the currently available 
alternative guidelines provide scientific information but without management 
suggestions, and this can serve to confuse rather than to help oncologists. 
The new elements of the CPGs give all oncologists, irrespective of the 
country in which they practise, clear guidance about a number of different 
management alternatives and this helps them to be more secure in their 
treatment decisions.

As a member of the ESMO Practising Oncologists Working  
Group, how do you think the enhanced guidelines support 
best practice at the point of care?
Oncologists usually face treatment dilemmas for many of their patients 
due to the overwhelming amount of data published and/or presented  
in many journals and congresses. ESMO is a very trusted organisation  
and oncologists already feel confident about the scientific content of the 
ESMO CPGs, which is based on latest knowledge and expert opinion.  
The new CPG features, particularly the treatment recommendation 
summaries and algorithms, give the busy practising oncologist fast  
access to the latest information, either in printed form, through the  
ESMO website or via the App. I think that the re-structuring of the  
content has increased the usefulness of the CPGs and will encourage  
more doctors worldwide to use them in their daily worklife.

https://www.esmo.org/guidelines
https://oncologypro.esmo.org/guidelines
https://www.esmo.org/guidelines
https://www.journals.elsevier.com/annals-of-oncology
https://oncologypro.esmo.org/guidelines
https://oncologypro.esmo.org/guidelines
https://www.esmo.org/guidelines/guidelines-news
https://www.esmo.org/guidelines/guidelines-news
https://www.esmo.org/guidelines/gastrointestinal-cancers/metastatic-colorectal-cancer/pan-asian-adapted-esmo-consensus-guidelines-for-the-management-of-patients-with-metastatic-colorectal-cancer
https://www.esmo.org/guidelines/gastrointestinal-cancers/metastatic-colorectal-cancer/pan-asian-adapted-esmo-consensus-guidelines-for-the-management-of-patients-with-metastatic-colorectal-cancer
https://www.esmo.org/guidelines
https://www.esmo.org/guidelines/pocket-guidelines-mobile-app
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Management options
at a glance

University Hospital of Zurich, Switzerland

Alessandra Curioni 
Fontecedro

Do you routinely use the ESMO CPGs when  
managing patients?
I think that for most practising oncologists, the ESMO CPGs are an  
essential part of clinical practice. This doesn’t mean that we always  
refer to them on a daily basis. When you’re regularly managing many 
patients a day with lung cancer, you’re combining your medical  
experience over all these different cases with your knowledge of the 
guidelines. However, the CPGs are the first place I go when I come across 
a more unusual tumour type, or when I’m facing particular side effects, 
such as those associated with immunotherapies, which need specific 
management approaches.

Do you think the enhanced practice element  
of the guidelines has made them easier to use?
Without a doubt, yes. The new features of the guidelines, namely the 
algorithms and the incorporation of the ESMO-MCBS scores, have  
increased the relevance of the CPGs for each particular treatment to be 
used or action to be taken. We know that the CPGs can be relied on to 
provide us with up-to-date, unbiased information.

“The new elements mean that  
it is now easier for clinicians 
to see at a glance the various 
management options that are 
available to them.”

I especially like the revised layout of the CPGs. They are much less  
wordy and instead present information in algorithms and tables. This  
means that clinicians don’t have to wade through a lot of text to find  
the section they’re interested in but can always go back to the text for  
the reference.

Will the enhanced practice elements change  
your use of the guidelines?
I discussed this question with various colleagues. Almost 
all the oncologists I work with already use the guidelines 
anyway. But we all came to the same conclusion, that 
because we can more quickly and easily find answers 
to management questions we may have, we are 
likely to consult the new CPGs more, even in less 
complex cases.

Spotlight: ESMO Clinical Practice Guidelines

Multidisciplinary teams (MDTs) are commonly acknowledged as the gold standard of care for 
patients with cancer. To find out what role the medical oncologist plays within the MDT, we asked 
specialists from across Europe to explain how they see the situation in their own country.

The Medical Oncologist’s Role 
In The Multidisciplinary Team - 
Observations From Around Europe

Observations from France

Institut Gustave Roussy, Villejuif, France; 
ESMO Faculty Member (Lung and Other 
Thoracic Tumours)

Benjamin 
Besse

What is the role of the MDT in the treatment of cancer patients in France?  
Fifteen years ago, the Plan Cancer initiative was launched by the French 
government and one of its directives was that all patients with cancer 
should have their treatment discussed in a tumour board, according to 
specified guidelines. Since this time, MDTs have been a mandatory part of 
cancer management. Following their cancer diagnosis, every patient’s case 

is considered by the board to determine the global management strategy. 
Additional MDT discussions at different stages of treatment are optional. 
Whatever the decision of the MDT, it is only a recommendation. The final 
decision is the responsibility of the main treating physician.

Can you describe the role of the medical oncologist  
within the MDT? 
The role of the medical oncologist within the MDT in France may be a bit 
different to that in some other countries. This is because in addition  
to general medical oncologists and oncologists with expertise in a  
particular tumour type, we also have organ specialists who have undertaken 
additional training that allows them to be able to administer systemic 
chemotherapy. In France, an MDT must comprise at least three different 
specialists, often a medical oncologist/organ specialist, a radiotherapist and 
a surgeon, with input from other experts, such as a pathologist or 
radiologist, when they are required.

Great support for
daily patient care

First 2018 ESMO Clinical Practice Guidelines now online

University Medical Centre Eppendorf, 
Hamburg, Germany; ESMO Young 
Oncologists Committee Member

Christoph Oing

You are involved in guideline development for testicular cancer. How 
important do you think the practice element is?
The practice element of the ESMO guidelines is crucial to achieving  
their goal of aiding decision making and guiding the treatment of cancer 
patients in daily practice across Europe and the rest of the world. The  
new structure makes the guidelines much easier to read and more convenient 
to use and the fact that the layout, including the consistent use of colouring 
to represent different treatment modalities in management flow charts, is 
standardised over CPGs really helps you to know where to look when you are 
searching for information across different tumour types. I first became involved 
with ESMO guideline activites when I took part in the ESMO Expert Consensus 
Conference on Testicular Cancer in November 2016 and it was a great 
experience. For challenging and rare clinical tumours, where there is generally 
little high-level evidence, consensus recommendations based on expert 
discussion are valuable complementary tools to evidence-based CPGs.  

Is there more focus or less focus on practice 
in the ESMO CPGs compared with other guidelines?
There is a mixture of guideline types available for oncologists, ranging from 
extensive to more practice-focused, concise recommendations. And there is 
a place for all the different types, depending on the question you are asking. 
Personally, I think that the ESMO CPGs are unique in managing to be both 
comprehensive and concise at the same time, making them particularly 
suitable for use in clinical practice.

“The enhanced ESMO CPGs are  
a great support for daily routine 
patient care.”
Do you think the improved practice element  
will make them more attractive to young oncologists? 
In the practice setting, it all comes down to time. While guidelines are an 
important source of knowledge, when you need an answer quickly, you often just 
don’t have enough time to read a lot of information. This is where the concisely 
formulated ESMO CPGs, with their easily understandable charts, may be more 
attractive to young oncologists. In Germany, we also have guidelines provided by 
the German Society for Haematology and Medical Oncology (DGHO) and I know 
that some of my colleagues will use these too. Me, I am a committed, regular 
user of the ESMO CPGs. The ESMO Pocket Guidelines, the App, the flow 
charts and the rapidly communicated electronic updates of practice-changing 
trial results provide an easy way of getting all the information I need to help me 
give patients the most up-to-date, professional care possible.

Management of anaemia and iron deficiency in patients with cancer: ESMO Clinical Practice Guidelines - online here

https://www.e-cancer.fr/Plan-cancer/Les-Plans-cancer-de-2003-a-2013/Le-Plan-cancer-2003-2007
https://www.esmo.org/guidelines/pocket-guidelines-mobile-app
https://www.esmo.org/guidelines/pocket-guidelines-mobile-app
https://www.esmo.org/guidelines/supportive-and-palliative-care/anaemia-and-iron-deficiency-in-patients-with-cancer
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How would you like to see the role of the medical oncologist develop? 
While the medical oncologist/organ specialist is generally involved in 
tumour board meetings, it doesn’t happen in all cases. My view is that 
given their extensive knowledge not only of treatment options but also of 
associated toxicities, the medical oncologist’s/organ specialist’s role should 
be compulsory. Another area that is becoming more and more common in 
the era of targeted therapy is the molecular tumour board. In France, these 
take place if, following the initial MDT tumour board meeting, a decision to 
proceed with systemic therapy is made. We need to create other new MDTs 
that are related to the new specificities of oncology, that is immunotoxicity 
MDTs and elderly patient MDTs. 
 

Observations from  
Germany

University Medical Center of Hamburg-Eppendorf, 
Germany; ESMO Faculty Member (Genitourinary 
Cancer, and Supportive and Palliative Care)

Carsten 
Bokemeyer

What is the role of the MDT in the treatment of cancer  
patients in Germany?  
In large university hospitals in Germany, there is usually a tumour board 
for each patient—this is generally routine in oncology care. Indeed, to 
become an officially accredited cancer centre, for example a centre for lung 
cancer or breast cancer, an institute must provide documented evidence 
that sufficient, good-quality tumour board discussions form part of patient 
care. Once accreditation is received, the centre is audited yearly to ensure 
that the standards remain high. In an ideal world, MDT discussions at 
tumour boards should be mandatory, but for this to be feasible we really 
need to define when these discussions should take place. Let me use my 
own centre as an example. One of Germany’s leading cancer centres, my 
institute deals with 10,000 discussions per year for patients and each week 
we have around 16 tumour boards. Clearly, this entails a huge workforce. 
Part of the problem is that we can end up having multiple discussions 
for some patients. This doesn’t generally happen with cases that are 
relatively straightforward and that can be managed according to established 
treatment guidelines. It is with the more complex cases, or those without 
existing treatment guidelines, that this can happen. Although this involves a 
lot of work, it is part of optimal patient management, particularly when the 
treatment situation changes throughout the course of the disease.

Can you describe the role of the medical oncologist within the MDT? 
Within accredited cancer centres, the medical oncologist is one of the 
group sometimes called the big five of the MDT and comprising the medical 
oncologist, pathologist, radiologist, radiotherapist and surgeon. With an 
in-depth knowledge of systemic anticancer therapy and other aspects of 
treatment, for example pain relief, the medical oncologist is likely to have 
more contact with the patient than other MDT members. However, while in 

the past the medical oncologist would probably have led the team, his or her 
role is now more of a core partner.

How would you like to see the role of the medical oncologist develop? 
In some countries there has been a move towards systemic therapy being 
delivered by an organ specialist rather than by the medical oncologist. 
I think we need to be very careful about this. A real advantage of the 
medical oncologist’s training is that he or she can work across tumour 
types and so can apply knowledge from one tumour type to another. 
We are seeing this particularly with the molecular tumour boards, which 
are based around treating tumours according to molecular aberrations 
rather than by primary site. More often than not, these boards are led by 
the observations oncologist who generally has a greater knowledge than 
other team members of the effects of molecularly targeted treatments and 
immunotherapies across tumour types.

Observations from Italy

Fondazione IRCCS, Istituto Nazionale dei Tumori, 
Milan, Italy; ESMO Faculty Member (Head and 
Neck Cancer); ESMO Guidelines Committee 
Subject Editor (Head & Neck Cancers)

Lisa Licitra

What is the role of the MDT in the treatment of cancer patients in Italy?  
At the moment in Italy, there are really only vague recommendations 
for the use of MDTs. While just about everyone involved in cancer 
recognises that this is the optimum management approach, these teams 
have yet to become a requirement. Within my own area of expertise, head 
and neck cancers, we have come close to a mandate, but only in one 
particular circumstance; the use of an MDT is a criterion for those  
centres wishing to be endorsed by the Italian Ministry of Health for  
inclusion within the European Reference Network for rare solid tumours  
in adults (EURACAN).

Can you describe the role of the medical oncologist within the MDT? 
I can really only speak here about head and neck cancers and this is an 
area of oncology in which the medical oncologist has a valuable role to 
play in supporting other MDT members but—unlike with palliative care—
is not usually at the centre of the team. Instead, because surgery and 
radiotherapy are often the primary treatment approaches, it is the surgeons 
and radiotherapy oncologists who have the greater experience and so will 
tend to lead the MDT. One of the problems is that the term ‘head and neck 
cancer’ hides the reality that this is actually a range of rare cancer subtypes, 
each with its own unique management issues, and so it is difficult to acquire 
sufficient clinical experience. Although the medical oncologist arguably has 
the greatest knowledge regarding chemotherapy drugs, his or her role is 
often restricted by a more limited level of understanding of this complex 
disease area. We need to remember that chemotherapy toxicity may not 
merely compromise radiotherapy administration it can lead to a patient 
losing his or her chance of cure.

How would you like to see the role of the medical oncologist develop? 
If medical oncologists are to play a greater part within head and neck 
cancer MDTs there will have to be significant efforts to improve education, 
for example using preceptorships, management guidelines and practical 
exercises. In November last year, the Italian Head and Neck Oncologic 
Society (AIOCC) published a guide for healthcare providers outlining the 
diagnosis and therapy pathway for patients with head and neck cancers. 
The document recommends that clinicians need to be exposed to at least 
20 patients/year to become experienced in this area. You can see that this is 
quite a challenge!

Observations from Poland

Medical University of Gdańsk, Poland; ESMO 
Faculty Member (Breast); ESMO Guidelines 
Committee Subject Editor (Breast)

Elżbieta Senkus

What is the role of the MDT in the treatment of cancer  
patients in Poland?  
MDTs were introduced in 2015 as a requirement necessary to obtain 
preferential financing of treatment within so-called ‘oncological packages’. 
Of course, it’s a huge step forward, as before that MDTs were more the 
exception than the rule. However, the system is not perfect, because there 
are no regulations on quality requirements for specialists forming the MDT, 
which means that in some institutes MDT meetings are organised only 
to obtain the preferential financing and are being attended by physicians 
who are not experts in the particular field. Also, many patients are still 
treated outside of the ‘oncological package’, which means that there is no 
requirement for MDT-based decisions in these cases.

A major problem is that the treatment of cancer in Poland (in particular 
surgery) is being carried out in almost all hospitals and many doctors 
are reluctant to refer patients to specialised cancer centres, where 
multidisciplinary care is available.

Can you describe the role of the medical oncologist within the MDT? 
The medical oncologist is crucial for the MDT in much the same way as are 
surgeons, radiation oncologists and ‘diagnostic’ specialists. In some ways, 
however, medical oncologists probably have the most comprehensive view of 
cancer as both a localised and a systemic disease, which naturally assigns 
to them the coordinating role in cancer treatment. It needs to be stressed 
that it shouldn’t be just ‘any’ medical oncologist (or ‘any’ surgeon, radiation 
oncologist, radiologist or pathologist), but a specialist with experience in 
particular tumours. This is facilitated by treating patients within specialised 
comprehensive units. As a breast cancer specialist, I represent the field that 
pioneered the development of specialised units and MDTs.

How would you like to see the role of the medical oncologist develop? 
The role of systemic treatments in the management of cancers is 

growing and so is the role of medical oncologists. It is, however, crucial 
that all specialists involved in management have basic knowledge of the 
principles and possibilities related to treatments provided by other involved 
specialties. I’m also trained and working as a radiation oncologist and good 
understanding of the principles of both of these treatment modalities makes 
my treatment decisions easier and more comprehensive.

Another important issue is that, for the time being, in most places MDTs are 
limited to the management of patients treated for early disease and patients 
with advanced cancers are managed principally by medical oncologists. 
Their role is of course essential, but the benefit of MDT-based decisions 
should also be available for patients with advanced disease.

Observations from Slovenia

Institute of Oncology Ljubljana (IOL), Slovenia; 
ESMO Examination & Accreditation Working 
Group Member

Bostjan Seruga

What is the role of the MDT in the treatment of cancer patients  
in Slovenia?  
At the IOL, which is the only comprehensive cancer centre in Slovenia, a 
multidisciplinary approach to cancer patient care is obligatory and members of 
different MDTs usually meet weekly at tumour boards. However, this approach 
does vary depending on the primary tumour type and location. For example, 
while it is mandatory for all women with early breast cancer to be discussed at 
a tumour board, this is not the case for patients with early prostate or bladder 
cancer. This is to some extent due to the availability of MDT specialists: the IOL 
has all MDT specialties for breast cancer onsite, whereas urologists and some 
other surgical oncologists practise in hospitals throughout the country.

I think that major obstacles for the evolution of MDTs are a rigid mindset 
among health professionals, ineffective health policies and poor leadership. 
Unfortunately, there have been no major developments in the ways MDTs 
function since they were first conceived. Other challenges to optimal MDT 
operation include the ever-increasing number of patients with cancer, 
shortages of relevant personnel and the establishment of secondary cancer 
centres within some regional hospitals.

Can you describe the role of the medical oncologist within the MDT? 
There is a generally accepted rule that the medical oncologist should 
have at least five years’ experience of working in the field before he/she 
becomes a member of the MDT. Within the MDT, the oncologist’s role is to 
give advice on systemic anticancer therapy and corresponding supportive 
and palliative care. At my own institute, staff shortages and conflicting 
work schedules mean that treatment recommendations are 
frequently made solely by the medical oncologist. Only rarely 
is there the opportunity for the evidence and opinions of 
other MDT specialists to be discussed.    

https://euracan.ern-net.eu/
http://www.aiocc.it/media/filer_public/c6/c9/c6c9c815-b99c-481a-91b7-fe80334a1f9f/pdta2017.pdf
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How would you like to see the role of the medical  
oncologist develop? 
There is still a lot of room for improvement. Work schedules should 
be coordinated to allow all members of an MDT, including the medical 
oncologist, to be present at the tumour board. Furthermore, tumour boards 
themselves have to be based around the available evidence provided by 
all the healthcare professionals involved. We must also take care to ensure 
that we make equality of medical care a priority across the country, and I’m 
thinking here particularly of the newly developed secondary cancer centres 
we have here in Slovenia. It is paramount that medical oncologists within 
these centres have a pivotal role in the organisation and development of  
the MDT.

Observations from Spain

Vall d’Hebron Institute of Oncology (VHIO),  
Vall d’Hebron University Hospital, Barcelona, 
Spain; ESMO Faculty Member (Lung and Other 
Thoracic Tumours)

Enriqueta Felip

What is the role of the MDT in the treatment of cancer  
patients in Spain? 
In Spain, the use of an MDT is considered essential to ensuring the best 
management approach for each patient. The vast majority of cancer 
patients are discussed in MDT meetings, in which decisions are made 
regarding optimal staging and treatment. In addition to the main team, 
we also have a large number of very active cooperative groups dealing 
with different cancer types, which incorporate different oncology-related 
specialties and so further encourage a multidisciplinary approach.

Can you describe the role of the medical oncologist within the MDT? 
The medical oncologist works very closely with the other professionals 
on the team. The oncologist must have a good understanding of current 
standard practices and be able to contribute information about not only the 
best therapeutic strategies but also other aspects of management, such 
as screening and prevention strategies, staging options and any molecular 
analyses required. In our centre, the medical oncologist is responsible 
for informing team members about any changes in the health status of 
patients who were previously discussed by the MDT. He or she is also 
expected to keep other MDT members up to date with any advances in 
medical oncology relevant to the patient’s case.

How would you like to see the role of the medical oncologist develop? 
We are now seeing the medical oncologist becoming involved in  
molecular tumour boards, in which the results of tumour molecular 
alterations and their potential clinical implications are discussed.  
This is becoming an increasingly important area and in my opinion, 
medical oncologists should work towards developing a closer  
relationship between the MDT and the biologists/pathologists  
involved in translational research.

Observations from the UK

UCL Cancer Institute and CR-UK & UCL Cancer 
Trials Centre, London, UK; ESMO Faculty Member 
(Gynaecologic Cancer)

Jonathan 
Ledermann

What is the role of the MDT in the treatment of cancer  
patients in the UK?  
In the UK, the role of the MDT is very clearly set out: all patients must 
have their treatment discussed in a multidisciplinary meeting by a board 
comprising key members of the clinical management team. The aim is to 
encourage evidence-based care, discourage or prevent treatments that 
cannot be clinically or scientifically justified, and ensure that the pathway of 
care that often involves different health professionals runs smoothly. While 
this is an admirable aim, it is in reality very expensive and not altogether 
practical to try to bring these healthcare practitioners together once or twice 
a week for a tumour board meeting. There is also a need to distinguish 
between patients with newly diagnosed cancer and those with recurrent 
disease, for whom management is often not so clear and may not require 
input from all members of the MDT. Frequently, the treatment approach for 
these patients is at the discretion of the individual team or institute. In our 
centre, it is often the medical or clinical oncologists who will discuss the 
options for patients with recurrent disease, only referring patients for a fuller 
discussion if required.

Can you describe the role of the oncologist within the MDT? 
One of the great things MDTs have done is to encourage adherence to 
agreed protocols; clinical oncologists—who are trained in radiotherapy 
and drug administration—and medical oncologists, both of whom 
generally have a broad knowledge of current management strategies, 
have been key in helping to achieve this. Also, in our centre, a high 
proportion of patients are entered into clinical trials, and this tends to fall 
under the remit of the oncologist. However, while the oncologist’s role is 
important, he or she is by no means the lynchpin. In fact, the MDT in the 
UK has a rather flat structure—compared with more pyramidal systems 
operated in some other countries—and this has been really helpful in 
aiding collaboration between members. One of the MDT members is 
generally appointed the team leader, but this is more of a managerial/
logistical position rather than one of directing treatment decisions. In my 
area of gynaecology, the team leader is often the surgeon, simply because 
surgery or biopsy is often the first port of call for the patients we see.

How would you like to see the role of the oncologist develop? 
There is no doubt that MDTs have improved patient care. However, in 
my opinion, there are still quite a few issues to be addressed about the 
most effective and cost-efficient way to use them. Oncologists need to 
be trained both in being a part of the team and in critically evaluating the 
model if we are to find the most efficient ways to run these teams. This 
is particularly important for the new generation of oncologists who are 
responsible for shaping care strategies for the future.

Spotlight: Multidisciplinary Teams

Education is the lifeblood of ESMO and the Society prides itself on delivering the type 
of education that will benefit patients and doctors at the level of daily practice. To this 
end, ESMO made the decision several years ago to change the focus of its education to 
target oncologists by tumour type and specialisation. We spoke to the Chair of ESMO’s 
Educational Committee and to several ESMO Faculty Coordinators about some of the key 
aspects of the change and why a more specialised education is important.

How Specialised Education Can 
Improve Clinical Practice

Bringing the bench to the 
bedside more quickly

University of Valencia, Spain; ESMO Executive 
Board Member and ESMO Educational  
Committee Chair

Andrés 
Cervantes

Globally in medicine, and particularly in oncology, there are now numerous 
new basic, translational and clinical concepts, many of which will become 
important for clinical practice. And progress is faster than it’s ever been. 
Because of this, it is vital that practising oncology professionals have a good 
grasp of the main developments in basic science and how these will be 
applied in a clinical setting. To address this, ESMO is committed to providing 
unbiased materials for the ongoing specialised education of its members. In 
addition to being recognised as the standard of care for cancer patients, a 
multidisciplinary approach is also the key to providing effective educational 
resources. To achieve this, ESMO has enlarged its faculty to include 
representatives not only from what may have been regarded as the core 
areas of care but also from a variety of other disciplines, including molecular 
biology, imaging and pathology. This brings a greater depth to our resources. 
For example, we can draw on the broad expertise of the team members 
when deciding which topics to feature in the multidisciplinary tracks at our 
annual congress.

ESMO recognises that it has to provide doctors with a choice of different 
educational approaches and in this respect we are giving our members 
many diverse opportunities, from face-to-face meetings, to online activities 
and printed materials. As an example, ESMO Pocket Guidelines provide 

an easy-to-use link between knowledge and clinical practice. For me, 
ESMO’s home for education, OncologyPRO, gives members a well-
structured, comprehensive source of all our materials. These resources 
really make a difference at the level of care, In trying to ensure that the 
information ESMO provides is readily accessible, OncologyPRO is structured 
to allow members to search for information by tumour type, making the site 
easier for oncology specialists to navigate. Keeping OncologyPRO up to date 
is a continuous challenge—what was relevant four or five years ago may 
not be so today—and our dedicated and expert communications and web 
teams are continually striving to find new ways to present information in an 
appealing way. ESMO is certain that specialised education will help doctors 
to bring the bench to the bedside more quickly and so allow patients to 
benefit from the latest treatment approaches.

Maximising the benefits of 
tumour sequencing 

Vall d´Hebron Institute of Oncology, 
Barcelona, Spain; ESMO Cancer 
Genetics Faculty Coordinator

Judith  
Balmaña

Cancer genetics today is almost unrecognisable from the field it was 
just a decade ago. Advances in technology, for example next-generation 
sequencing, have brought with them the capability to obtain huge amounts 
of information quickly and the costs of sophisticated equipment, which 
in the past were prohibitive, are now increasingly within the reach of 
many institutes. Breakthroughs in cancer genetics have enhanced what 
we know about the evolution of different tumour types and 
have allowed a greater potential to more 

https://www.esmo.org/guidelines/pocket-guidelines-mobile-app
https://oncologypro.esmo.org
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specifically target therapies to cancer cells. All these factors come together 
to bring the impact of cancer genetics ever closer to the day-to-day world 
of the oncology physician. It is fantastic to see all this progress being made 
at such a rapid rate, but it does mean that practising oncologists require 
specialised education to help them to understand and keep up with all the 
changes that are taking place, and this will be an ongoing commitment.

The ESMO Cancer Genetics Faculty is pulling together the expertise of a 
multidisciplinary group to address the challenges of implementing genetic 
sequencing technologies in the diagnosis and treatment of patients with 
cancer. As tumour sequencing is being progressively implemented, we 
should educate oncologists in the different techniques being used and how 
they can effectively interpret genetic variants, identify their actionability and 
feel comfortable about recognising the ones that might require ruling out a 
germline origin.

I have been invited by the ESMO Translational Research and Personalised 
Medicine Working Group to author a V-Learning module about BRCA 
mutations across tumour types and I want to continue this educational 
process with other common cancer susceptibility genes. A specialised 
education in this field is mandatory to promote confidence among the 
oncology community and widen the benefits of performing tumour 
sequencing for targeted cancer therapeutics.

Capitalising on collaboration

National and Kapodistrian University of Athens, 
Alexandra Hospital, Athens, Greece; ESMO 
Genitourinary Cancer Faculty Coordinator

Aristotelis 
Bamias

In recent years, much has changed for the better in the way we both understand 
and manage cancer. And much will continue to change in the future. We need to 
make sure that oncologists are prepared for these developments. Let’s be clear. 
Focusing on specialised education does not mean creating new specialities or 
sub-specialties, but experts in specific fields of medical oncology. This education 
should be received by oncologists who have progressed beyond their initial 
stage of learning, and who have probably completed their residency. Progress 
in personalised medicine and translational research has provided a greater 
number of opportunities for individual clinicians to become more aware of the 
role of other specialities in cancer management, and this can only be good. 
For example, non-muscle invasive bladder cancer used to be managed almost 
exclusively by urologists. There are now many studies looking at the use of 
systemic therapies in its management, including immunotherapies, and this will 
require more of a multidisciplinary team approach.   

The Genitourinary Cancer Faculty incorporates experts from across 
disciplines, such as pathology and radiotherapy. By calling on the expertise 
of the wide range of specialists involved in cancer care for our educational 
materials we are, in effect, reflecting the multidisciplinary management 
approach, which is critical for the optimal management of patients with 

genitourinary malignancies. In this context, our faculty collaborates closely 
with societies from other disciplines, such as the European Society for 
Radiotherapy & Oncology (ESTRO) and the European Association of 
Urology (EAU), in order to create activities that will enhance interaction. 
In fact, a joint EAU-ESMO consensus conference on urothelial cancer is 
planned in November 2018. It is worth noting that while ESMO and EAU 
have very similar guidelines for the management of genitourinary tumours, 
certain important deviations (i.e. neoadjuvant chemotherapy for bladder 
cancer) are noted in everyday practice. I think that bringing specialists 
together will underline the significant contributions made by the different 
disciplines and will eventually increase adherence to clinical guidelines.

Looking ahead, the creation of ESMO Designated Centres, such as 
those already in existence for supportive care, may be a way forward for 
specialised education. Such centres would provide a multidisciplinary 
environment and necessitate close collaboration on a daily basis. Individuals 
attending could then implement the lessons learned in their own centres, 
thereby extending the reach of this education.

No second chances

University Cancer Center Leipzig,  
Germany; ESMO Gastro-Intestinal Tumours 
Faculty Coordinator

Florian Lordick

Our greater understanding of the molecular changes underlying tumour 
growth and progression has led to the availability of many new molecularly 
targeted therapies and multimodal treatment strategies with the potential to 
improve patient outcome. We know that it is absolutely necessary to provide 
the right treatment at the right time because often there are no second 
chances. This is why it is vital that we understand what can and should be 
done at any particular timepoint in the disease trajectory, something that 
requires in-depth, specialist training. And this training is just as important to 
avoid overtreating patients, for example with inappropriate drug regimens, 
which can subject patients to unnecessary suffering and also place a 
financial burden on healthcare systems.

The ESMO Educational Committee is very active in providing excellent 
learning opportunities in gastrointestinal cancers, including at its 
meetings—such as the annual ESMO Congress and the ESMO World 
Congress on Gastrointestinal Cancer —and its preceptorships. Aware 
that these events reach a very wide audience, the ESMO Gastro-Intestinal 
Tumours Faculty strives to send its best speakers and educators. A relatively 
large group of around 40 core members, the faculty combines oncologists 
with colleagues from other areas, including radiotherapy, radiology and 
surgery, and is looking to broaden its reach even further by incorporating 
specialists from additional disciplines, such as palliative care. You might 
think it would be difficult to coordinate such a large group of people, but our 
now electronic way of life makes it fairly easy and I think that having such a 
wealth of knowledge across areas really enhances our output.

Judging by the overwhelming interest we get in our preceptorships—which 
are often oversubscribed—and the fantastic feedback, I am confident that 
the specialised education we are providing will have a positive impact on 
clinical practice.

Translating change into 
clinical practice

Centre Hospitalier Universitaire Vaudois, 
Lausanne, Switzerland; ESMO Melanoma 
Faculty Coordinator

Olivier 
Michielin

There are, and will always be, many features common between tumour 
types and their management and in this respect some aspects of education 
will continue to be applicable across cancers. However, specialisation and 
differentiation are becoming more and more important. For example, the 
anti-PD-1 and anti-PD-L1 checkpoint inhibitors have had a huge impact on 
the treatment of patients with melanoma, but this has not been replicated 
in all solid tumour types. And we still need to maximise their benefit in 
melanoma: to do this we have to explore optimal combinations, and more 

effectively understand why some patients fail to respond and why resistance 
occurs and how to overcome it. It is well recognised that different tumour 
types have different escape mechanisms. So that we can effectively 
manage cancers, we must have a really good understanding of the natural 
progression of a particular tumour type, to know at what point we treat the 
patient, with which treatment sequences and at what point we have to wait 
and see. This requires extensive education at a tumour-specific level.

This type of education calls for close cooperation between all those involved in 
managing the disease. With the development of molecular profiling, we have 
seen the role of the pathologist grow and their input is now pivotal. Surgery 
is also playing an important role in melanoma and we have to work with 
surgeons to be certain that we are basing treatment on the very latest data. As 
an illustration, it has recently been shown that radical lymphadenectomy 
does not improve disease-specific survival for the treatment of sentinel lymph 
node-positive melanoma. The implications for management are obvious but 
only if you have fully integrated the data—it is up to us to make sure that 
practitioners are aware of findings that impact practice.

We need to equip medical oncologists with the tools to guide us 
through this new era of oncology. Specialised, focused education 
will create clinicians with an in-depth knowledge of individual 
tumour types, who will be able to interpret the enormous 
amount of data flooding in at a faster and faster 
pace and translate it into clinical practice.

https://www.estro.org
https://www.estro.org
https://uroweb.org
https://uroweb.org
https://www.esmo.org/for-patients/apply-to-become-an-esmo-designated-centre
https://www.esmo.org/meetings/preceptorship-courses
https://www.nejm.org/doi/full/10.1056/NEJMoa1613210
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How does the day-to-day management of oncology vary across the different types of practice settings and 
what does it mean for the average medical oncologist? We asked oncologists from a general hospital, an 
academic centre and private practice what they considered to be the main challenges and advantages of 
their particular workplace environment and what the different settings could learn from each other.

Learning From Different  
Oncology Practice Settings

Thoughts of a private practice 
oncologist

Moenchengladbach, Germany; ESMO 
Examination & Accreditation Working 
Group Committee Member

Ulrike 
Burkhard-Meier

The main challenge of private practice is that you are very much a 
generalist, treating many different cancers, and this means that you need 
to have a good understanding of all cancer types and also to keep up with 
current knowledge across the board. This is particularly important now, 
at a time of increased rates of progress in the understanding of cancer 
development and the generation of new treatment approaches. Added to 
this is the fact that the private practitioner’s responsibility extends beyond 
the medical arena into the business side of the practice. This involves 
being able to manage a diverse range of issues—including IT, personnel 
and medical equipment—being aware and up-to-date with medical 
policy, and keeping the business competitive. You can see that there is 
a lot for the private practitioner to do that would be managed by several 
departments in a hospital setting.

We can address some of these problems in several ways. In terms 
of business and political issues, there are a number of professional 
organisations in Germany that are involved with government and policy 
and which support and promote the views of private practitioners. When 
it comes to medical matters, ESMO is a great resource for information 
and is incredibly useful for providing the latest information and practical 
guidelines in areas in which private practitioners have comparatively less 
experience than a specialist.

I think that a real advantage of the hospital setting over private practice 
is the ability to work in teams and to be able to call on multidisciplinary 
input. This is not always possible in private practice. In Germany, tumour 
boards are mandatory for many cases, particularly those being managed 
by multiple disciplines. As a privately practising medical oncologist, I 
am able to present patient cases to a tumour board at a designated 

hospital and to base management decisions on the consensus. This is a 
useful alternative to having an in-house team and can help to determine 
optimum treatment approaches. However, I’m not aware if this is the 
situation in all countries.

“For me, the greatest benefit private 
practice has over the hospital setting 
is flexibility.”
It is easier to respond more quickly to changes to standard treatment 
approaches and policy in private practice than it is in hospital. It can also 
provide faster access to certain drugs, particularly novel compounds. These 
advantages are largely due to the lower burden of administration in private 
practice compared with large hospital settings. Another important lesson for 
larger organisations is to try to ensure continuity of care. In private practice, 
the same doctor will look after the same patient throughout the course of 
their disease and its treatment. In hospitals, the patient may fall under the 
care of several different doctors along their management pathway and this 
can result in a lack of joined-up care. I think that patients really benefit from 
the personal doctor–patient relationship that can be built more easily in 
private practice.

Thoughts of a general
hospital oncologist

Egyesített Szent István és Szent 
László Hospital, Budapest, Hungary; 
ESMO Practising Oncologists 
Working Group Member

Gábor Lakatos

I should say first that here in Hungary, cancer patients are treated either 
in high-volume academic institutions or in the oncology department of a 
general hospital; we don’t have a community-based private practice setting. 
My experience is as an oncologist working in a large general hospital, 
which, I would say, lies somewhere between an academic and a non-
academic centre.

In my opinion, one of the biggest challenges of the general hospital 
setting is the fact that the doctors are not specialists but are instead 
working across the whole spectrum of tumour types. For many doctors, 
cancer treatment is only one aspect of their job. In general hospitals, 
doctors don’t see as many cancer patients with a particular tumour 
type as in academic centres and so don’t gain the extent of specialised 
experience. General hospitals also have fewer doctors and so are 
unable to create the teams of tumour type-specific specialists available 
in academic institutes. They also struggle with multidisciplinary boards. 
Compared with the specialised boards available in academic centres—
for instance, the National Institute of Oncology in Budapest, Hungary’s 
largest academic institution, has separate tumour boards for different 
types of malignancy, with multidisciplinary team (MDT) members 
coming from a variety of specialist disciplines — in a general hospital 
you will often find the same doctors making decisions across a range of 
tumour types. And it’s not unusual to find only a surgeon and a clinical 
oncologist being present during the decision-making process because 
other members of the tumour board don’t have time to attend.

Education is another problem area. For doctors in a general hospital,  
staying abreast of the current literature in all tumour types is 
virtually impossible, whereas doctors in academic settings have 
more opportunity—and in fact an obligation, because of teaching 
responsibilities—to keep up with the latest data and clinical trial results 
in their specific area.

Doctors in general hospitals, at least here in Hungary, also do not  
have access to the types of resources available in many academic 
institutions, including: on-site access to most laboratory and imaging 
facilities; being able to offer patients experimental treatment because of 
on-site availability of more clinical trials; a higher degree of accuracy in 
the conduct of clinical trials due to the greater numbers of study nurses 
and coordinators available; on-site access to radiotherapy, which is only 
rarely available in general hospitals; better access to support services, 
such as physiotherapy, psycho-oncology, rehabilitation; and a greater 
number of research opportunities.

The challenges of working in a general hospital are really an inevitable 
consequence of the environment and the resources available. However, 
despite the disadvantages I have outlined, I believe that general 
hospitals perform well in the treatment of commonly occurring tumours.

“General hospitals offer patients 
some important advantages over 
academic institutions, especially 
from a quality-of-life perspective.”

Probably the greatest benefit for patients is that they don’t need to 
travel long distances to get their care. This is particularly important 
for those patients receiving extended courses of chemotherapy with 
significant side effects. Being able to receive treatment closer to home 
is more convenient for the patient and for their friends and family. I also 
think there is a friendlier atmosphere in smaller hospitals, with people 
knowing each other better.

Thoughts of an academic 
centre oncologist

Tampere University Hospital and University 
of Tampere, Finland; ESMO Global 
Curriculum Working Group Member;  
ESMO Nominating Committee Member

Pia Österlund

Working in an academic setting does have some drawbacks. The volume of 
cases a practitioner sees influences their general clinical expertise. Hospital 
doctors will often see a good deal more patients during the course of their work 
than those in academic centres, and, as a consequence, many are splendid 
clinicians. Also, specialisation is crucial to effective treatment of individual 
tumour types, but it is not without its challenges; while you have an in-depth 
understanding of a particular tumour type, your knowledge across different 
cancers may be more limited than, say, that of a general hospital doctor. 

In an academic setting, it may also be easier to lose sight of the fact that, at 
the end of the day, we are there for the patients. This is something we can 
learn from general hospital oncologists and, possibly even more so, from 
private practitioners. When I work in private practice, we are able to spend 
around twice the amount of time with patients than we do in the academic 
setting. This gives you the opportunity to help the patient understand more 
about his or her disease and its treatment. The high degree of patient 
satisfaction this creates is also very motivating for the clinician.

But there are many benefits of working in an academic centre. You have 
specialists there and, in the MDT setting, they are all working together, 
supporting each other. Aspects of a case that you, as an individual, may miss 
often come to light during MDT meetings. In a smaller, general hospital, MDTs 
may not always be feasible, due to a lack of relevant specialists or limited time. 
Patient contact may be more difficult to maintain in academia, particularly as you 
ascend the hierarchy, but this is largely a personal choice. I’ve elected to stay 
in a position that allows me to keep in touch with patients because this is an 
aspect of work I particularly enjoy.

“One of the main benefits for me of 
working in the academic setting is 
the access it allows to clinical trials.”

Investigating ways to improve treatment and reduce toxicity is one of my main 
interests and the scale and scope of the trials conducted would not be possible 
in most general hospital settings. It almost goes without saying that education in 
the academic centre setting is excellent. I teach a lot of medical students and am 
responsible for the education of those in training. And I am learning all the time 
from my more experienced colleagues. I think that continuing medical education 
is very important for oncologists, especially at this time, when what we 
learn this year may be old next year. We need to find ways to share 
this knowledge, this advantage of the academic setting, 
with oncologists in other settings. ESMO really helps in 
this way, providing general and tumour-specific 
education across the spectrum of cancer care.
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Levelling The Playing Field:  
Women For Oncology Italy
Marina Garassino Fondazione IRCCS - Istituto Nazionale dei Tumori, Milan, Italy; ESMO EU Policy 
Extended Committee Member; ESMO Press and Media Affairs Extended Committee Member; ESMO 
Publishing Working Group Member; ESMO Women for Oncology Committee Member

An Italian medical oncologist, with a research specialty in thoracic oncology, 
Marina Garassino is a founding member and now President of the recently 
established Women for Oncology Italy association. Created two years 
ago, the initiative aims to help female Italian oncologists optimise their skills 
and so improve their chances of landing a top oncology leadership position. 
She explains why she wanted to start the initiative and how female peer 
support is vital to success.

The Women for Oncology Italy initiative was prompted by the creation in 
2013 of the ESMO Women for Oncology initiative. “I was the ESMO 
National Representative for Italy when Martine Piccart founded Women for 
Oncology. It struck me immediately that this would be a really useful project 
to have in Italy, where gender differences in oncology opportunities are 
truly striking. Top oncology positions in Italy are dominated by men, with 
very few being held by women.” Finding similar experiences among her 
peers, she and a group of like-minded female colleagues decided to form 
the Women for Oncology Italy initiative to tackle these inequalities and level 
the playing field. “We chose to create something that has a slightly different 
focus to that of some other countries’ groups. We wanted to concentrate 
on developing the careers of women like us, women aged 35 to 55 years 
who already have the necessary qualifications—and I want to stress that 
we believe strongly that merit, in terms of qualifications, is key to furthering 
your career—but possibly don’t know how to market themselves.”

“The goal of Women for Oncology 
Italy is to have more women in a 
position of power in Italian oncology.”

The group identified two major issues. “Firstly, it is harder for a woman 
in Italy to actually get into a top oncology position, one of power, than it 
is for a man. Secondly, possibly because of a lack of experience, women 
may find a managerial role holds unexpected challenges. We all agree 
that men and women have different, but equally valid, skills. Women are 
fantastic at interacting, at being flexible and at multitasking. However, while 
women are generally good communicators, feedback suggests that giving 
direct instructions and being explicit about expected goals can sometimes 
be difficult. We want to empower women by enhancing their existing skills 
and helping them to develop new ones.” The initiative provides a variety of 
support activities. “We hold courses and workshops that show women how 
they can accentuate their positive points and develop leadership skills, with 
suitable candidates being selected on the basis of their CV. We also provide 
mentorship, particularly for younger women, to help them further improve their 
professional profiles.“ A post-ESMO Congress highlights meeting provided 
evidence for the growing appeal of the initiative. “At this meeting, which 
was conducted in Italian, predominantly Italian female oncologists provided 
high-quality summaries of some of the most important data presented at 
ESMO 2017. We invited sixty women to the event but on the day more than 

150 turned up! We will definitely repeat this type of event.” A masterclass on 
communication, held earlier in the year, was also a big success.

“Women need to learn how to work 
together and support each other. To 
help one another achieve our goals.”

“We have noticed that the women participating in our programmes over 
the past two years have improved their ability to work in this way and they 
tell us that this has really helped them in their working lives.” In January 
2018, the initiative added its voice to that of 60 patient associations to put 
its views to the Italian parliament in a meeting funded mainly by the Italian 
government, with valued contributions from pharma and other private 
industry. “Under the title of ‘Caring women’ (Italian ‘Donne che curano’), the 
event demonstrated that all stakeholders—including oncologists, politicians, 
patients and the media—are keen to work together to combine efforts that 
will ensure the doctor–patient relationship is based on solid foundations.” 
A great deal of work went into making the event possible and this positive 
outcome was the perfect reward. And it won’t stop there. “Forging stronger 
links with patient associations is something we want to work on more.” As 
for the future, “Having addressed communication and career development, 
the initiative’s plans include looking at drug registration and at burnout.” 
Burnout is a significant problem and can compromise the careers of 
all oncologists. “The initiative is collaborating with the non-profit Italian 
association ‘We will care’ to send a group of female oncologists on a sailing 
workshop in July this year with the aim of reducing burnout. We will also 
be launching a survey to assess the level of burnout among Italian female 
oncologists and to decide on what actions can be taken to avoid it.”

The initiative works hard at advertising itself. “Our nine-strong scientific 
committee, comprising women—including me!—with a background in 
a range of different tumour types, pooled contacts to compile a mailing 
list of influential experts. We also asked the Italian Association of Medical 
Oncology (AIOM) to spread the word and we use social media to reach 
out to women. And, of course, ESMO has been great in helping to draw 
attention to the initiative.” Feedback has been incredibly positive. “When 
we first started, around 50 women registered an interest in taking part 
in our activities. This has since tripled, with around 150 women regularly 
wanting to be included in events. In Women for Oncology Italy, we have 
created something very important for Italy, something for which there is a 
great need. As we move forward, we want to extend the influence of this 
type of initiative across Europe by building more relationships with oncology 
societies for women in other countries.”

Find out more about the ESMO  
Women for Oncology initiative here

https://www.facebook.com/W4Oitaly/
https://www.esmo.org/career-development/women-for-oncology
http://magazine.esmo.org/perspectives-3/#!/feature-burnout
https://www.esmo.org/career-development/women-for-oncology
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Fellowships are invaluable in helping you to develop your career. I can confidently 
say that the fellowship I embarked on as a newly qualified medical oncologist 
transformed my career prospects. Having completed my training in my home 
country of Brazil, I secured a fellowship with Martine Piccart at the Jules 
Bordet Institute. An initial two-year study duration was extended to three years; 
fourteen years later, I am still here, at the forefront of breast cancer research in 
a large, internationally renowned cancer centre. I would not have been in such a 
privileged position had I not made the decision to study abroad and to learn from 
experienced individuals at the cutting edge of research. This is what a fellowship 
enables you to do. Not only does it give you the opportunity to work with experts 
in their field, it also helps you to start forming networks that will be crucial to 
future projects, and, ultimately, your career.

As the recently appointed Chair of the ESMO Fellowship & Award Committee 
I would like to acknowledge the excellent progress made by previous Chairs 
and committees in ensuring ESMO fellowships are accessible to a wide range 
of individuals. I want to build on the achievements of my predecessors. One of 
my main goals is for the committee to get a better understanding of the extent 
to which fellowships influence career development. Ideally, we would like to 
quantify the benefit in some way. To do this, we need to get detailed feedback 
from past fellowship awardees. Some fellowships already require a written report 
to be provided by the individual at the end of his or her term of study. My aim 
would be to get feedback for most of the completed fellowships. And not just 
immediately after completion of the fellowship, but three or four years down 
the line, when its impact on an individual’s career is likely to be more apparent. 
We are currently exploring different ways of doing this, including compiling a 
questionnaire to capture the relevant information.

Boosting Career Prospects: The ESMO 
Oncology Fellowship Programme

ESMO Fellowship & Award Committee Chair
I also want to make sure that we continue to spread the message 
about fellowships as widely as possible. Information about them can be 
found on the ESMO website, as well as on social media—including 
Facebook, Twitter and LinkedIn —and we are making every effort to 
raise awareness among young oncologists via ESMO Young Oncologists 
Committee activities during ESMO congresses.

When you consider how beneficial fellowships can be to your career, it will 
come as no surprise to hear that there is strong competition for them. But 
do not give up because of this competition. I had very little experience when 
I applied for, and got, my fellowship at the Jules Bordet Institute in 2003.

You have to do everything you can to 
maximise your chance of success.

I would say that one of the most important elements—in addition to making sure 
that your CV and motivation letter clearly emphasise any relevant expertise and 
highlight your enthusiasm—is to ensure that the project you want to undertake is 
achievable within the time limit of the fellowship. One needs to be realistic. Also, for 
those fellowships not tied to a specific centre, such as the ESMO Translational 
Research Fellowship, you need to do your homework regarding the most 
appropriate host institution for your project and you must choose your mentor wisely. 
These factors can make a successful research experience. ESMO offers suggestions 
for host institutes for some fellowships on its website. As I have already said, ESMO 
fellowships are understandably popular, so don’t be disheartened if you don’t get 
accepted immediately. Apply again and again, if necessary.

Finally, don’t forget about the ESMO Leaders Generation Programme. Now 
in its third year, this programme is aimed at equipping our most promising young 
oncologists with the skills to influence the future of oncology and ESMO.

So, for all you young oncologists wanting to boost your career prospects, the 
opportunity is there for the taking. What are you waiting for?

ESMO regards its Oncology Fellowship Programme,  which is due to celebrate its 30th birthday next year, as 
a vital way of supporting its members and nurturing future generations of oncologists. A number of fellowship 
opportunities in different cancer areas and with varying durations are currently available. But why should you apply 
for one? Can an ESMO fellowship really make a difference to your career? Read here to find out why the response 
of ESMO Fellowship & Award Committee Chair and two fellowship recipients to this question is a resounding “Yes!”. 
Also, check out this issue’s Member Focus article, featuring an interview with Matteo Lambertini, who credits ESMO 
and its Oncology Fellowship Programme with playing a significant part in his career development.

Jules Bordet Institute, Brussels, Belgium;  
ESMO Executive Board Member

Evandro de 
Azambuja

What impact did receiving the ESMO Translational Research 
Fellowship have on your career? 
The time I spent doing my ESMO fellowship at Hôpital Bichat - Claude Bernard, 
Paris, France, had a profound effect on my career. It was truly an intense and 
inspirational professional experience. I learned several laboratory techniques, 
participated in translational research meetings and saw how laboratory research 
was translated into early phase clinical trials. It even helped me to improve my 
writing skills. All this increased my interest in translational medicine and made it 
clear to me that this was exactly what I wanted to do for my future professional 
development. An added bonus was that the fellowship helped me to gain some 
international recognition. I co-authored several publications in peer-reviewed 
journals and was appointed to an advisory committee for medical oncology 
for the 6th International Conference on Innovative Approaches in Head & Neck 
Oncology held in Barcelona in 2017, where I also chaired a session. Last but not 
least, I made progress in mastering the French language and gained many new 
professional and personal contacts.

ESMO Translational Research Fellowship Awardee 2015
What were the highlights? 
There were certainly many moments I enjoyed, but if I were to choose one or two 
highlights, I would have to mention the paper we had published in the Journal of 
Clinical Oncology, which I co-authored. The article was not directly related to the 
fellowship project, but I was working on it during my stay in Paris and there were 
several overlaps. The second highlight was actually my participation in an ESMO 
Young Oncologist session during the 2017 congress. As a Best Fellowship 
Project winner, I was given the opportunity to present my project with its 
results and to meet other fellows and learn about their fellowships. It’s always 
very motivating to see colleagues from abroad being interested in similar topics.

Would you recommend an ESMO fellowship? 
Definitely. Thanks to ESMO, I met people who were ready to help me with my 
career and to teach me how to conduct clinical and translational research.

I also had the incredible opportunity to find my mentor, Jan Vermorken from 
Belgium. I think that every motivated young oncologist should get a similar 
chance. Above all, I would recommend the ESMO fellowship to those who have 
limited possibilities to conduct research at their host institutions. I believe the 
ESMO Fellowship & Award Committee understands that not every candidate has 
a rich research background and that what counts is determination and willpower. 
And I know what I’m talking about as most of my achievements in solid tumours 
can be attributed to the ESMO career development programme.

University Hospital Brno, Czech Republic

Petr Szturz

What impact did receiving the ESMO Clinical Research Fellowship 
have on your career? 
The ESMO fellowship totally changed my life. I trained in medical oncology in 
Spain and probably would have continued my career there as a clinician had I 
not developed a taste for cancer genetics during a research visit to the Royal 
Marsden Hospital, London, UK. At the end of the 3-month stay, I knew this 
was what I wanted to do as a career and my mentor, the inspirational Rosalind 
Eeles, urged me to get a grant that would enable me to continue working 
within the group. Having applied, unsuccessfully, to several Spanish sources, 
someone suggested that I approach ESMO, which I did. I subsequently spent 
a year studying prostate cancer genetics with a team of leaders in the field 
thanks to this ESMO fellowship. The initial year expanded into four, during the 
course of which the group’s work changed the landscape of clinical practice for 
prostate cancer patients. At the end of my time there, I was able to bring all the 
experience I gained back to Spain and to the CNIO, where I currently work in the 
Prostate Cancer and Genitourinary Tumours Group.

What were the highlights? 
The whole experience was amazing, so it’s quite difficult to pinpoint particular 
highlights. Having ground-breaking research published in leading medical 

ESMO Clinical Research Fellowship Awardee 2010
journals has to be a high point. As does meeting my mentor, whose passion 
for the project and whose patience and support has played a large part in 
getting me where I am today. In fact, many of the fellows I met during my 
fellowship are now leading players in their fields and my current work uses 
a lot of the connections I made throughout that time. The work I conducted 
during my fellowship led to my becoming an ESMO Best Fellowship Project 
winner in 2016. It also contributed to a large extent to my receiving a 
Prostate Cancer Foundation Young Investigator Award in 2017.

Would you recommend an ESMO fellowship? 
All the ESMO fellows I know have been full of praise for the ESMO Oncology 
Fellowship Programme and I would definitely recommend it to anyone. In fact, 
just this year I have put two potential candidates in contact with the process.

“I think one of the most amazing things about the ESMO 
fellowships is that they are awarded purely on merit.”

It’s not a case of who you know, or who your boss knows, the decision rests 
on the quality of the proposed research project and the candidate’s ability and 
motivation. This was a real confidence booster for me. And you don’t have to 
demonstrate a strong background in research. When I applied for the ESMO 
fellowship, my CV was only about one page long! Also, ESMO doesn’t forget 
you once the fellowship is over. I have benefited from continued exposure to 
international groups and committees and have been involved in a number of 
ESMO activities, including being on the 
faculty of the 2016 ESMO Preceptorship 
Programme for prostate cancer.

Spanish National Cancer Centre (CNIO),  
Madrid, Spain

Elena Castro 
Marcos

https://www.esmo.org/career-development/oncology-fellowships
https://www.facebook.com/esmo.org/
https://twitter.com/myESMO?lang=en
https://www.linkedin.com/authwall?trk=gf&trkInfo=AQErw-n6jkselAAAAXPndDM4UTishBqVkNOQ2IB1WU2VPr02L5Meg1wbwu1fzI2x6rQP2T0oA26zErUqOZV30FnzkBUbIhsf15ZNQlVTzOWeQA1l7sra79r-AUy36Yht0pQvBIY=&originalReferer=&sessionRedirect=https%3A%2F%2Fwww.linkedin.com%2Fcompany%2Feuropean-society-for-medical-oncology
https://www.esmo.org/login
https://www.esmo.org/login
https://www.esmo.org/career-development/oncology-fellowships/host-institutes
https://www.esmo.org/career-development/leaders-generation-programme
https://www.esmo.org/career-development/oncology-fellowships
https://www.esmo.org/career-development/oncology-fellowships/fellowship-offers
https://www.esmo.org/career-development/oncology-fellowships/fellowship-offers
https://oncologypro.esmo.org/meeting-resources/esmo-2017-congress/Best-fellowship-project-2
https://oncologypro.esmo.org/meeting-resources/esmo-2017-congress/Best-fellowship-project-2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3641696/
https://www.esmo.org/meetings/past-meetings/esmo-2016-congress/programme/young-oncologists-track
https://www.esmo.org/meetings/past-meetings/esmo-2016-congress/programme/young-oncologists-track
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The Patient Guide On Survivorship: 
Helping Doctors Help Survivors

Cancer patients and their needs are at the centre of all that ESMO does, and they are the main reason behind the 
Patient Guide series. Created by ESMO with the contribution of the European Cancer Patient Coalition (ECPC) and 
reviewed by the International Psycho-Oncology Society (IPOS), the Patient Guide on Survivorship was launched at 
ESMO 2017 in Madrid, Spain. Key ESMO, ECPC and IPOS players explain why there is such a need for this type of 
guide and how it will help doctors to help survivors regain as many aspects of normal life as possible.

ESMO’s involvement

Agios Savvas Hospital Athens, Greece; Co-author 
of the Patient Guide on Survivorship

Nikolaos 
Mitsimponas

University Federico II Naples, Italy; Co-founder 
and President of the European Cancer Patient 
Coalition (ECPC)

Francesco de 
Lorenzo

Psycho-oncology Service, Clinical Centre of 
the Champalimaud Centre for the Unknown, 
Champalimaud Foundation, Lisbon, Portugal; 
Past-President of the International Psycho-
Oncology Society (IPOS)

Luzia Travado

Cancer, together with its treatment and associated side effects, can alter many 
aspects of normal life. Self-confidence is frequently affected and patients often 
struggle to cope with issues regarding family life and personal relationships. 
Survivorship focuses on health and on physical, psychological, social and 
financial issues following the treatment of people with cancer. It includes 
individuals with no post-treatment disease, those receiving treatment to reduce 
the risk of recurrence and those receiving treatment to manage cancer as a 
chronic disease. The guide is intended to help individuals achieve a satisfactory 
return to normal life.

Survivorship is a relatively new concept for Europe and many survivors and 
healthcare givers may not be aware of its importance. Developments in oncology 
care mean that the number of survivors is increasing and the need to create 
a standard of care for these individuals is now greater than ever. Public health 
initiatives are essential in optimising survivorship, for example by the prevention 
of secondary diseases or recurrence of cancer, by the promotion of healthy 
lifestyles, such as avoiding tobacco and being physically active, and by the use of 
screening and assessment tools to manage the late effects of cancer treatment. 
We also need to support cancer survivors in accessing the resources and 
the family, peer and community support they need to cope with their disease. 
However, despite increasing awareness of survivorship issues, many gaps and 
challenges remain, including a fractured healthcare system, poor integration of 
survivorship care between oncology and primary care settings, lack of strong 
evidence-based guidelines for post-treatment care, and barriers to quality care. 
Efforts to identify best practices for the delivery of quality post-treatment cancer 
care are desperately needed.

The Patient Guide on Survivorship is intended to help individuals find a way 
forward. Our primary aim for the guide is to highlight the awareness of the issue 
and to create a survivorship culture at the level of the patient and healthcare 
provider. Incredibly, there is no other such guide currently available in Europe. 

Cancer survivorship is a ticking time bomb. Since the 1970s, survival rates for 
many tumour types have improved dramatically. It was estimated that there were 
approximately 8.7 million cancer survivors in Europe in 2007; today, that 
number could be around 14.8 million.

This is amazing and it is good news for patients. But we have little idea about 
how these patients are living, what challenges they face and what help they need. 
According to Macmillan Cancer Support (pdf), around one-quarter of cancer 
survivors in the UK have poor health and disability, including treatment-associated 
problems such as second primary tumours and cardiovascular disease. But who is 
taking care of this vulnerable population? Who is helping them to get back to living 
normal and productive lives? They are not included in any policies or national plans.

The Joint Action on Cancer Control (CanCon) was a collaboration between civil 
societies and 17 member states for patient-centred cancer plans. CanCon Work 
Package 8 developed a European framework for high-quality cancer survivorship 
care and rehabilitation that could be promoted at the EU level. It produced several 
recommendations on rehabilitation and survivorship, recommended recognising 
the need to support cancer survivors and ensured that psychosocial and vocational 
rehabilitation should take a person-centred approach. This approach should be 
based on the profile of each individual and should take into account diagnosis and 
prognosis, as well as aspects such as medical and non-medical treatments, intra- 
and interpersonal factors, personal values, aspirations and priorities, the attitude of 
colleagues and family, and the demands of work. 

On the basis of the recommendations, the largest umbrella cancer patients’ 
association, ECPC, approached ESMO with a proposal to find ways to implement the 
recommendations in clinical practice, bridging policy theory and practice. And so the 
Patient Guide on Survivorship was born. We now have a tool that patients can 
use to aid their discussions with health professionals. The exciting thing about it is that 
it empowers the patient. The checklist can be used as a tool to connect the patient, the 
medical oncologist and the general practitioner. Using the survivorship checklist, the 
patient can use the survivorship guide to learn how their healthcare provider can help 
them to tackle problems they may have, to minimise late effects and to facilitate return 
to a normal life.

In creating this guide, we really wanted to draw attention to the neglected area of 
survivorship. At the end of cancer treatment, you might expect that survivors would 
just pick up their lives where they left off when the cancer was diagnosed. But it’s not 
so simple and many survivors find themselves falling into a black hole. On average, it 
takes around six months for survivors to approach an acceptable level of functionality 
and another six months before they feel back to normal. During this time, individuals 
encounter a whole range of problems that can impair their lives. As well as the 
physical side effects of the disease and its treatment, such as tiredness, patients 
can experience a host of professional, family, social and psychological issues. Many 
will suffer depression, or anxiety about the future and fear of disease recurrence, 
and most will have trouble sleeping. Survivors often have to learn how to adjust to a 
different level of functioning and to alter their mindset so that they can focus on what 
they are still capable of doing rather than what they can no longer do, what their 
assets and skills are and how they can enhance them. The guide focuses mainly on 
those who receive primary treatment. After months of therapy and guidance by the 
medical management team, at the end of treatment these individuals are often left 
to deal with the aftermath by themselves. While they know they are cured, they often 
still don’t feel well and commonly have difficulties fitting back into ‘normal’ life. 

We need to help survivors realise they are entitled to care that will help them 
regain normal functionality. In order to better help survivors we need to properly 
understand any issues that affect them. Psychological problems are often kept 
hidden. Survivors will discuss medical issues with their doctor but, unless asked 
directly, they will tend not to reveal how they are feeling or adjusting. And doctors 
may have difficulty asking these questions. This is the involvement of IPOS in the 
Patient Guide on Survivorship was so important in validating this psychosocial 
area of care as a significant one for patients’ rehabilitation and care. And I am 
delighted that IPOS was able to collaborate with ESMO and ECPC on this project. 
We tried to make sure that as many of the issues encountered by survivors, 
including cognitive, social and sexual problems, were covered.

Now we want to spread the word. The guide will be distributed to every EU 
member state, ESMO is sending copies out to its members, ECPC is sharing it with 
the members of the European Parliament and it will be presented during a special 
session for patient advocates at the next ECPC Annual Congress on 8 and 9 June 
2018 in Brussels, Belgium. ESMO is already rolling out a series of translations 
and ECPC will provide translations in additional languages. However, since the 
Survivorship Guide is the only one of its kind available today, we must work hard 
to deliver it to patients and medical oncologists of all EU member states. Together, 
ECPC and ESMO must take on the challenge of disseminating it and making sure 
the guide is updated annually. By making doctors aware of the needs of survivors, 

We knew that individuals whose cancer has been cured and those who live 
with it as a chronic disease wanted a tool to help them deal with everyday 
cancer-related problems. We tried to anticipate the challenges individuals face 
regarding changes affecting family relations, sexual life, fertility and parenting, 
employment or managing finances, and also medically related aspects, including 
late side effects and the possibility of disease recurrence. Going back to work is 
a hot topic for many survivors and we need to help individuals plan and prepare 
for their return and to deal with new challenges, and even discrimination, in their 
working environment.

I want to stress that the guide is intended to support not only the survivors. 
Family often provide uncompensated care and assistance to cancer sufferers, 
which continues beyond the end of active treatment into survivorship. As such, 
structured care-giver support is crucial to optimising survivorship. The guide has 
also been designed to be attractive to healthcare providers, who play a central 
role in supporting its proposals and who will benefit from its ease of use.

One of the guide’s most useful tools 
is the checklist, which enables every 
patient to have clear and updated 
details of his or her disease history.

By helping them to both recognise problems and 
to be aware of the support available, the guide 
will really help the relationship between the 
patient and their doctor.

The checklist encourages a structured approach to the follow-up of survivors 
and is designed to be simple for doctors to complete and easy for patients to 
understand. As you can imagine, this type of document will provide a useful 
summary for healthcare providers and survivors alike.

Following its launch at ESMO 2017, we began the process of translating the 
guide into many European languages. I am happy to say that in my home coun-
try of Greece, the guide has been translated and dissemination has started - I 
look forward to seeing the results of its use.

As the evidence base for survivorship initiatives grows, efforts at individual, pro-
vider, system and policy levels will help cancer survivors live longer and healthier 
lives. Indeed, I believe that there will be an increasing focus on survivorship 
issues and that it will not be long before it holds a substantial place in oncology 
care. We hope that the survivorship guide will help people to achieve a happy 
and productive life going forward beyond their cancer.

ESMO’s involvement

IPOS’s involvement

and by encouraging survivors to push for the care they need, this guide will 
really help to influence clinical practice. It allows us to hope that the changes 
to survivorship care we are fighting for will be realised.

Using the guide, survivors can see that problems they 
are experiencing are not peculiar to them but are a very 
common feature of survivorship.

And it goes both ways. Healthcare professionals can use the guide as an educational 
tool on survivorship issues, which can help them not only to respond more effectively 
to survivors’ difficulties but also to be more proactive in their management. Education 
regarding survivorship management is also essential for those involved in determining 
health policies. Rehabilitation and survivorship should become an integral part of 
a patient’s treatment plan. After all, it’s in society’s best interest to have survivors 
functioning and contributing as fully as possible. We need to change the culture and 
to really drive home the fact that whole patient care, including psychological aspects, 
should be recognised internationally as the standard approach to the management 
of individuals. I think that the survivorship guide will go a long way towards 
highlighting these issues.

Click to watch &  
find out more.

https://www.esmo.org/for-patients/patient-guides/survivorship
https://pubmed.ncbi.nlm.nih.gov/26421815/
https://www.macmillan.org.uk/documents/aboutus/newsroom/consequences_of_treatment_june2013.pdf
https://www.esmo.org/for-patients/patient-guides/survivorship
https://www.esmo.org/for-patients/patient-guides/survivorship
https://www.esmo.org/for-patients/patient-guides/survivorship
https://www.youtube.com/watch?v=caEzWEH0faI&feature=emb_title
https://www.youtube.com/watch?v=caEzWEH0faI&feature=emb_title
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Past-President of the Spanish Society of Medical Oncology (SEOM), co-founder of the 
Spanish Breast Cancer Group (GEICAM), Professor of Medicine at the Complutense 
University and Head of the Medical Oncology Service at the Hospital General Universitario 
Gregorio Marañon, Madrid, Spain, Miguel Martin’s contributions to optimising breast 
cancer treatment are immense. Read more about 2017’s ESMO Award winner here.

In Conversation With 2017’s ESMO 
Award Winner, Miguel Martín

Tell us what receiving the ESMO Award 
means to you.
It is an incredible honour. ESMO describes the 
Award, established in 1985, as recognising an ESMO 
member who has made outstanding contributions to 
the development of medical oncology. To receive this 
award then, to be regarded in this respect, is a great 
privilege. As Past-President of SEOM and someone 
who has been intimately involved in the creation and 
development of GEICAM, I think that the focus of my 
efforts—promoting medical oncology and cancer 
research—are closely allied with key ambitions 
of ESMO. However, progress in oncology relies on 
teamwork and I know that everything I’ve achieved has 
been with the help of many other people. And I look 
upon the Award as recognising not only my personal 
contribution but also the continuous work of many 
Spanish oncologists—working under the umbrella of 
SEOM and its oncology cooperative groups—who are 
often involved in collaborative research projects with 
other European and American groups.

What are you currently working on and 
what are your future plans?
Since the end of my SEOM presidency, I have 
dedicated my time to improving my institute’s 
standing in the field of cancer care and research. 
Appointed Head of the Medical Oncology Service 
eight years ago, I have been putting in place 
structures—many of which did not exist or were in 
need of revising—necessary to enhance patient care 
and cancer research. I am particularly proud of the 
development of a competitive clinical research unit, 
with particular emphasis on phase I trials, a cancer 
genetic counselling unit and a translational laboratory. 
In terms of research, we are currently working 
on patient-derived xenografts (particularly those 
from patients with triple-negative breast cancer), 
liquid biopsy, cancer cell cultures, isolation and 
characterisation of circulating tumour cells (CTCs) 
in breast and liver cancers and genomic predictors 
of response to cancer drugs. All this is thanks to the 
work of an enthusiastic team, comprising medical 
oncologists, biologists, bioinformaticists, pathologists, 

research nurses, clinical research associates and 
laboratory technicians.

What motivates you in your work?
To answer this, we need to go back more than 
three decades, to when I was an internal medicine 
resident. Then, as now, I relished a challenge! With a 
mortality rate of more than 50% and a relatively short 
survival for most patients from the time of disease 
spread, I realised that cancer was one of the greatest 
challenges in healthcare. I decided there and then that 
I would work full-time in medical oncology and cancer 
research in an effort to improve patient outcomes. 
Today, the situation for treatment is quite different, 
and there have been many therapeutic advances in 
most tumour types. I still remember the limited options 
we had for metastatic breast cancer in the 1980s, 
with only a few cytotoxic drugs (cyclophosphamide, 
5-FU, methotrexate, doxorubicin, mitomycin C and 
vinblastine) and one endocrine agent (tamoxifen). We 
should be proud of the wide range of treatment options 
we now have, not just in breast cancer but also in 
melanoma, lung cancer and other tumours. However, 
some types of cancer, such as those of the pancreas 
and liver, continue to be very challenging; in my 
laboratory, we are focusing on triple-negative breast 
cancer, which is notoriously difficult to treat.

What professional achievements are you 
most proud of?
The creation and development of GEICAM has to be at 
the top of my list. I am also very proud of my academic 
career. Along with research, teaching is a professional 
passion of mine and I think that the education of 
students, residents and young fellows is crucial to 
improving the quality of healthcare in any country. 
Finally, I am very proud of the clinical research unit and 
the cancer translational research laboratory we are 
building at my centre, which are essentially devoted to 
research into triple-negative breast cancer.

Tell us a bit more about your involvement 
with GEICAM. 
 GEICAM was created in 1995, following my return 

“From the outset, we believed 
that GEICAM would help to further 
breast cancer research. It has not 
disappointed! But we feel that the 
best is yet to come.”

to Spain from the US, where I had been given 
the opportunity to see at first hand how cancer 
cooperative groups are organised and managed. 
We wanted to form a group that would incorporate 
the positive aspects of those I saw in the US, but 
that would avoid some of the negative facets, such 
as the delays in discussing, approving and initiating 
new trials. Starting from scratch, with a small rented 
office and one secretary, our staff and facilities grew 
in line with the number of projects we took on. Spain 
was not renowned for its prowess in running clinical 
trials at that time so, knowing that this was an area 
in which we would need to demonstrate excellence, 
we adopted strict criteria for data acquisition and 
data quality. GEICAM’s headquarters now operates 
out of a huge, modern office, close to the Madrid 
airport, and employs more than 110 staff. Our 
informatics facilities ensure safe storage of data from 
over 47,000 breast cancer patients. I am also very 
proud of the GEICAM biobank, which houses more 
than 30,000 biological samples from 24,000 breast 
cancer patients.

In your opinion, what is currently the most 
exciting research in breast cancer?  
I think there are several areas of research that are 
particularly exciting. For early disease, we need to 
focus on studies aimed at tailoring adjuvant treatment 
to the individual patient. With a better understanding 
of an individual’s risk—based on tumour molecular 
characteristics, CTCs, circulating tumour DNA (ctDNA) 
and other factors—individualised management 
should eventually become a reality. Other interesting 
areas include therapy de-escalation, to avoid 
overtreating, and therapy switching, that is the 
introduction of non-cross-resistant salvage therapies 
in cases of persistent CTCs or ctDNA mutations 
after standard adjuvant therapy. In the metastatic 
setting, although targeted drugs have improved 
survival in HER2-positive and luminal breast cancers, 
these diseases are still far from becoming chronic 
conditions. We need more drugs that lack cross-
resistance with the existing ones. The main challenge 
in metastatic breast cancer is the triple-negative 

subtype. Only a fraction of patients with this disease 
respond to immune checkpoint inhibitors and so 
require alternative approaches.  
 
What are the benefits of SEOM’s  
affiliation with ESMO? 
ESMO and SEOM share many values and our 

collaboration makes a lot of sense. ESMO’s support 
of the medical oncologist’s central role in treat-
ing patients with cancer, particularly those with 
metastatic disease, mirrors SEOM’s view. This is 
especially relevant for Spain at the moment, where 
there is a move for non-oncology organ specialists 
to administer anti-cancer drugs. Favouring a multi-

disciplinary management approach, SEOM believes 
that the medical oncology framework, based on the 
expertise of its specialists, offers the best option for 
the comprehensive management of cancer patients 
with advanced disease.

https://seom.org/
https://www.geicam.org/en/
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Trying To Meet The Needs Of Adolescents And 
Young Adults (AYA) With Cancer: The ESMO/
SIOPE Working Group On Cancer In AYA

Feature: ESMO/SIOPE AYA Working Group

Patients at the interface of childhood and adulthood—namely adolescents and young adults (AYA)—require 
specific cancer management approaches. Presented at the ESMO 2017 Congress, the results of the  
ESMO/European Society for Paediatric Oncology (SIOPE) European Landscape project revealed 
inadequacies across Europe in physician education and in resources available to meet the needs of these 
patients with cancer. In this article, we hear from the Co-Chairs of the ESMO/SIOPE Adolescents and Young 
Adults Working Group, who discuss the Working Group’s (WG) efforts to improve outcomes for these 
patients, and from a survivor of childhood cancer who is still struggling to get her health needs recognised.

AYA-focused care resources 
are lacking across Europe

Physicians aren’t aware of 
AYA resources available

University of Athens School of Medicine, 
Greece; ESMO/SIOPE Working Group on 
Cancer in Adolescents and Young Adults 
Co-Chair; ESMO Educational Committee 
Steering Committee Member

Giannis Mountzios

The idea of a young person, someone in the most productive and energetic phase 
of his or her life, being diagnosed with cancer has always been shocking for me. 
Sadly, as a military doctor, I’ve seen many young people being devastated by this 
diagnosis and this is why I decided to devote a large part of my work to the care of 
these individuals, whom I consider to be the ‘heroes of life.’

Why was SIOPE interested in creating a working group to focus specifically on 
AYA? We in SIOPE know that AYA have specific medical and psychosocial needs. 
Often, the same type of cancer is associated with a poorer outcome in AYA than in 
paediatric patients. Other AYA have cancers in common with adult patients. While 
we are aware of these, and many other, differences between AYA and paediatric 
patients, no one discipline alone has the specific experience to tailor treatment 
most effectively. It is clear that we need to get medical oncologists and paediatric 
oncologists working together to improve the management of these patients. This 
was in fact one of the objectives in SIOPE’s strategic plan, which was launched in 
the EU Parliament in 2015 —to address the specific needs of AYA in collaboration 
with medical oncology. From this it was a small step to link SIOPE with ESMO, the 
leading European cancer society for medical oncologists.

The ESMO/SIOPE European Landscape project was hugely important in 
highlighting problems across Europe. Three things in particular struck me. Firstly, 
the large heterogeneity in AYA definition between different European regions. 
Secondly, the lack of services that specifically address AYA—patients are often 

When I was young, I was diagnosed with leukaemia. Despite several relapses, the 
disease was eventually cured. At the time of my cancer, I wasn’t aware that medical and 
psychological late effects may manifest in the future. Now, as an adult, 30 years later, I 
am trying to deal with different types of late effects of chemotherapy and radiation and 
I am acutely aware that there is a huge communication problem between healthcare 
providers and survivors. I am increasingly frustrated that doctors and nurses, even 
those who have experience with AYA cancers, do not appear to be taking my concerns 
seriously. There is very much a culture of ‘be happy that you survived’, which, of course, 
I am, but that doesn’t give me practical ways to deal with my current health problems.

“From my own experience, and that of others like me that I have 
spoken to, physicians listen but they don’t hear.”

It’s not that doctors don’t want to help, it’s more that they seem to have their own ideas 
of what we want or need rather than taking on board what we tell them. In an effort to 
raise awareness of this problem, I co-founded KRANICH, a north Germany self-help 
group for adults who have had cancer in childhood/adolescence. In addition to holding 
survivor meetings, we present information at medical congresses in Germany, such as 
the German Society for Paediatric Oncology and Haematology (GPOH), to try to draw 
attention to the issues we face. Doctors need to look beyond their preconceptions to 
the patient and focus on his or her experience of how the disease and its treatment 
affects them.

People diagnosed with cancer between the ages of 15 and 39 years have 
particular characteristics and needs, including early diagnosis, treatment in 
specialised centres—often with expertise in rare cancer types—and close 
follow-up, to achieve the best possible quality of life for survivors. ESMO’s 
Educational Committee has long been aware of a gap in oncologists’ 
understanding of the specialised nature of treating AYA with cancer and 
has been working hard to close it. In this respect, it made perfect sense to 
combine forces with SIOPE to create a working group dedicated to raising 
awareness among clinicians and caregivers of this unique group of patients.

The WG’s ESMO/SIOPE European Landscape project set out to record the 
current status of AYA cancer care in Europe and to increase professional 
awareness of AYA with cancer. An online survey was sent to ESMO and 
SIOPE members and also—via ESMO National Representatives—to 
other European oncology groups. Questions covered the demographics 
and clinical training of respondents, their definition of AYA, education in 
AYA cancers and their access to specialised clinical and supportive care, 
research and further education.

We received responses from 266 European healthcare professionals. There 
was considerable variation in the definition of AYA, not just between but also 
within countries. Two-thirds of respondents did not have access to specialised 
AYA centres, were unaware of AYA-focused cancer research initiatives and had 
no specialised service for managing late treatment effects. Although most were 
able to refer AYA patients for professional psychological and/or specialised social 
worker support, over half had neither specialised AYA education themselves nor 
access to an age-specialised nurse. This was particularly evident in Eastern and 
South-Eastern Europe.

The survey, which was given high profile coverage at ESMO 2017—including a 
press conference—has undoubtedly been pivotal in increasing the visibility of 
the issue among physicians and the general public. Such is its impact that it is 
now being expanded into Asia.

The project’s results led directly to the improvement of education and AYA  
cancer care research becoming a WG priority. To this end, a number of 
E-learning modules focusing on ‘hot topics’ for AYA with cancer, including  
breast cancer in young women, hereditary colorectal cancer syndromes 
and fertility preservation, have been created. We are also organising special 
sessions in many major oncology congresses around the globe and are involved 
in oncology masterclasses for residents and young specialists. Last but not least, 
we are working closely with the ESMO Publishing Working Group on the 2019 
ESMO Handbook of Cancer in Adolescents and Young Adults (in association with 
the ESMO/SIOPE WG). For me this latter project is the ‘spiritual child’ of the WG: 
I am really enthusiastic about it and feel sure that it will have a major impact on 
the practice of clinicians and caregivers.

“Put simply, the ESMO/SIOPE European Landscape project 
uncovered an unacceptable level of underprovision of, and 
inequality in, AYA cancer care across Europe.”

Department of Pediatric Oncology, Hematology, 
Immunology, Stuttgart Cancer Center, Klinikum 
Stuttgart – Olgahospital, Stuttgart, Germany; ESMO/
SIOPE Working Group on Cancer in Adolescents and 
Young Adults Co-Chair; SIOPE Board Member

Stefan Bielack

treated as children or as adults by paediatricians or medical oncologists who do not 
have the knowledge to adapt treatment practices accordingly. Thirdly, and possibly 
the most surprising and disappointing finding, was a lack of awareness among 
healthcare staff of opportunities for accessing AYA-specific materials and support: 
many doctors just did not know that these facilities existed in their country.

For me, the most important next steps are to raise awareness and to educate 
medical personnel about AYA needs and available support. This is particularly 
important for those doctors in the early stages of their careers who will be laying 
the foundations for future generations. Building and consolidating bonds between 
the paediatric and medical oncology worlds is crucial.

“We need to take on board what adolescents and young 
adults, and those experts who understand their psychosocial 
needs, are telling us.”

Often, the oncologist focuses on treatment and on trying to improve the chances of 
curing the disease and can overlook these issues, which are very different to those 
experienced by either paediatric or older adult patients. We need to emphasise the 
importance of including psychosocial support in the care of AYA.

The ESMO/SIOPE WG is a really important tool in helping to improve the care of 
AYA with cancer. Having thought long and hard about what I think is the WG’s 
biggest achievement, I would have to say that rather than one particular action, it is 
the ongoing and productive collaboration of ESMO and SIOPE, which I feel sure will 
change clinical practice for the better for these patients.

Physicians aren’t hearing
patients’ needs

Cancer survivor and co-founder of KRANICH, 
Germany

Julia Feldner

Click to watch &  
find out more.

https://www.journals.elsevier.com/annals-of-oncology
https://www.esmo.org/about-esmo/organisational-structure/educational-committee/adolescents-and-young-adults-working-group
https://www.esmo.org/about-esmo/organisational-structure/educational-committee/adolescents-and-young-adults-working-group
https://www.journals.elsevier.com/annals-of-oncology
https://www.shg-kranich.de
https://www.journals.elsevier.com/annals-of-oncology
https://www.esmo.org/meetings/past-meetings/esmo-2017-congress/Press-Media/Press-Releases/Adolescent-Young-Adult-Cancer-Alert
https://oncologypro.esmo.org/education-library/esmo-e-learning-and-v-learning/colorectal-cancer-in-young-adults-the-focus-on-hereditary-cancer-syndromes
https://oncologypro.esmo.org/education-library/esmo-e-learning-and-v-learning/fertility-preservation-in-girls-and-women-with-cancer
https://www.youtube.com/watch?v=BG3HcSRP_9I&feature=emb_title
https://www.youtube.com/watch?v=BG3HcSRP_9I&feature=emb_title
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Tracing Cancer Treatment
Elisabeth de Vries University Medical Centre Groningen, Netherlands; ESMO Executive 
Board Member; ESMO Cancer Medicines Committee Chair; ESMO-Magnitude of Clinical 
Benefit Scale Working Group Chair; ESMO Guidelines Steering Committee Member

Professor of Medical Oncology at the University Medical Centre Groningen, 
Elisabeth de Vries has an enviable CV. Involved in patient care, teaching and 
ground-breaking research, she is as enthusiastic about oncology today as 
she was when she decided to set out on this path, much against the advice 
of her peers. Here she shares how she has seen oncology change over the 
years, why she thinks tracers can inform effective treatment choices and 
how she derives her inspiration from her patients.

de Vries started out in internal medicine. “If I was 
being generous I would say that I took this approach 
because it gave me a broad canvass on which to 
paint my future career. Looking back, however, I 
have to admit that it was probably more a way of 
postponing the decision about what I really wanted 
to do.” Which, as we now know, was oncology. “Back 
in the 1980s, oncology wasn’t the huge discipline it 
is today and many people thought I was mad to go 
in that direction. But I wanted to do something that 
interested me. At that time, people’s expectations for 
a woman in medicine were relatively low. In some 
ways this removed the pressure to succeed and gave 
me enormous liberty to do what I wanted to.” Her 
curiosity was sparked by a period of time she spent in 
the US. “I got a feel for what was going on in cancer 
treatment and knew I had to be involved.” Coming 
back to the Netherlands, she started to work on drug 
resistance and, shortly thereafter, on haematopoietic 
stem cell-supported high-dose chemotherapy. ”We 
had a very limited choice of anti-cancer drugs and 
a narrow range of tumours we could treat well. 
High-dose chemotherapy was a strategy intended 
to try to make the most of the drugs we had. In 
the 1990s, I was involved in a randomised trial, 
conducted by the Netherlands Working Party on 
Autologous Transplantation in Solid Tumors, looking 
at the impact of high-dose adjuvant chemotherapy 
on relapse in patients with high-risk resected 
breast cancer. Subsequently published in The New 
England Journal of Medicine, this investigator-led 
trial, which had no pharma backing, suggested that 
high-dose chemotherapy might be useful in certain 
subgroups of patients. In retrospect, possibly too 
much was expected from it as a general treatment 
approach, particularly in the US, and when it failed 
to deliver spectacular results in light of considerable 
toxicity, high-dose chemotherapy rather fell out of 
fashion.” But improvements in the understanding of 
tumour biology may resurrect interest. “When we 
started our trial, HER2 had not yet been identified as 
a relevant tumour characteristic. Once we became 
aware of it, an unplanned subgroup analysis revealed 
that—in addition to the improved relapse-free 
survival we had seen among patients with stage II 
or III breast cancer and 10 or more positive axillary 
lymph nodes—patients with HER2-negative breast 
cancer were the ones benefiting from high-dose 

chemotherapy. Now, almost 20 years since it was 
initiated, the long-term outcome of the patients in this 
study is being analysed. This is incredibly exciting for 
me and, depending on the outcome, might support 
an already existing idea that an ‘old approach in a 
new coat’ may still be a valuable treatment option 
when used in the right patients.”

Her current research builds on this experience in 
high-dose chemotherapy and extends her interest 
in identifying particular subgroups. “At the moment 
I’m working on molecular imaging and the use of 
tracers to label, among other things, drugs and also 
tumour cells and their microenvironment. What 
fascinates me is that we know there is heterogeneity 
in specific characteristics and in drug uptake within 
and between tumours. This means that when we’re 
collecting circulating tumour DNA or tumour cells, we 
don’t actually know the precise location of tumour 
characteristics in the body.”

“A clear understanding of 
tumour heterogeneity might 
be crucial in the future for 
making decisions regarding 
optimal treatment, for 
example choosing between 
radiotherapy for certain 
lesions and systemic 
chemotherapy for others.”

“The use of tracers and positron emission 
tomography (PET) scanning clarifies the picture 
and so may really help doctors to make the most 
appropriate management choices. To give you an 
idea of my work, we are now conducting studies 
in around 200 patients in the Netherlands, using 
imaging of glucose consumption and HER2 and 
oestrogen receptors to get a whole-body impression 
of these characteristics of breast cancer and to study 
how this influences treatment decisions.”

The combination of her experience, reputation and 
oncology and laboratory training makes her ideally 
suited to this type of research. “We have an excellent 

facility here at our centre. Although I have no formal 
imaging training, as an oncologist I know the types of 
tracers I want. And as an established researcher in early 
drug development, I am able to get grants and also to 
recruit team members with diverse backgrounds who 
bring their expertise to the group.” While there is no 
shortage of interest in the use of tracers, more needs to 
be done to improve research efficiency. “Small studies 
have suggested the usefulness of different tracers 
but, as yet, we have to prove the impact they have 
for patients.” As with high-dose chemotherapy, tracer 
research receives little pharma support for large trials 
and new approaches need to be adopted if the area 
is to evolve. “If we are to make significant progress in 
molecular imaging research, teams need to join forces 
to share resources and ideas.”

The ESMO-Magnitude of Clinical Benefit Scale (ESMO-
MCBS) version 1.0 was published in May 2015 and 
was the first version of a validated and reproducible 
tool to assess the magnitude of clinical benefit from 
new cancer therapies. “As Chair of the ESMO-MCBS 
Working Group, I am well aware of the importance 
of teamwork. This is what you’re doing with a group; 
working together, revising and coming up with proposals 
and then always checking them with field testing. 
And this is a dynamic process because insight and 
knowledge are increasing and the world of oncology is 
changing constantly.” Version 1.1 of the ESMO-MCBS, 
which incorporates 10 revisions, was recently published 
and will also allow the scoring of single-arm studies.

At the root of all her work is the patient. “Patients are 
the ones who keep me inspired and make me want 
to carry on with my research. Today’s patients are 
much more aware of what is going on than when I first 
started in oncology. They’re involved and interested and 
many are coming to us to request new approaches 
they’ve read about, rather than us going to them.” She 
also loves teaching and mentoring. “It’s exhilarating 
to see these young people come into the field, which 
has grown enormously since I entered it. It can be an 
exciting time for them but it is also confusing because 
they have many more choices than I did.” And she gets 
back from students as much as she gives. “You’re able 
to access their way of thinking, the different approaches 
they use to problem solve, and it’s very energising.” 
But she worries about the pressure on them. “I see the 
high numbers of oncologists suffering burnout and 
I know from my own experience that it’s not an easy 
profession. Individuals need to take time and make 
time to plan future research projects so that they have 
something to aim for. If there’s one thing I’ve learned in 
my career, it’s that it is very motivating to be involved in 
driving progress.”

KOL: Elisabeth de Vries

Click to watch &  
find out more.

https://www.nejm.org/doi/full/10.1056/NEJMoa022794
https://www.nejm.org/doi/full/10.1056/NEJMoa022794
https://www.journals.elsevier.com/annals-of-oncology
https://www.youtube.com/watch?v=qEN4x4-6D9E&feature=emb_title
https://www.youtube.com/watch?v=qEN4x4-6D9E&feature=emb_title
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Pushing Concepts Further
Antoni Ribas University of California, Los Angeles, CA, USA

Professor of Medicine, Professor of Surgery, and Professor 
of Molecular and Medical Pharmacology at the University 
of California, Los Angeles (UCLA) and Director of the Tumor 
Immunology Program at the Jonsson Comprehensive 
Cancer Center, Antoni Ribas is a physician-scientist with 
a passion for understanding the biology of metastatic 
melanoma and exploiting basic research findings to 
improve patient care. Among his many achievements in this 
field is a central role in the clinical development of the PD-1 
inhibitor, pembrolizumab.

Looking back, what are you most proud of in your career?
I am extremely proud to be working in a field—metastatic melanoma—
where there has been a remarkable increase in the benefits of therapy for 
patients. When I started in this area 15 years ago, maybe one in 20 of my 
patients had a response to any treatment we gave them and occasion-
ally one of them would be lucky enough to have long-term survival. We 
suspected that the immune system was involved in triggering these good 
responses but it’s taken quite some time to confirm this. Nowadays, one 
in three or even one in two of my patients live long term. And the progress 
that’s been made has not been by chance. It is the result of applying 
scientific knowledge, knowledge gained from pre-clinical models, to the 
treatment of patients in the clinical setting.  

Is there anything you would go back to change in your career?
In terms of the direction of my career, no. I’m very happy with the way things 

have turned out. Particularly as I didn’t start with any 
defined goals! When I finished my medical oncology 
training in Spain, I was faced with two options. To 
stay in my home country, where I was confident of 
carving out a good career, or to go to the USA to learn 
a completely different field, that of tumour immunology. 
I was, and still am, driven by a scientific interest in 
our complex immune system and so I headed off to 
UCLA to pursue research in this area. I never planned 
to study melanoma. The laboratory I joined was run by 
a surgeon; no medical oncologist in their right mind 
wanted to treat melanoma then because there were no 
effective agents. But the fact that we had nothing that 
worked in melanoma was what drove the community 
to try to develop new treatments. That’s ultimately 
how targeted therapy with BRAF inhibitors and 
immune checkpoint inhibitors came about. For quite 
a few years, many of my colleagues were sceptical, 
wondering why I persisted in an area that just didn’t 
appear to show any clinical usefulness. Now we can 
look back and see how understanding the science and 
learning how best to turn the immune system against 
cancer has translated into clinical benefit. In addition 
to being involved in many clinical trials, our laboratory 

uses disease modelling to give us an insight into 
the types of approach that may improve response 
to treatment. I find this concept of using basic and 
translational research to inform our next steps in the 
clinic incredibly motivating.

If I could change one thing about my career, it would 
be that we had discovered effective strategies sooner. 
There are so many of my patients to whom I wish I 
had been able to offer today’s treatments, patients 
for whom these drugs came too late or who weren’t 
eligible to receive them. This still hits me hard.

What is the most rewarding part of your job?
The process of understanding the mechanism 
behind a response. I’m always happy to see a patient 
responding to treatment. But I’m even happier when 
I understand why that patient is responding because 
it allows me to think about what is happening in 
the patient who isn’t responding. Response is not a 
matter of luck but of different biology. Once we can 
understand these processes, we can try to intervene 
and change them.

Tell us a bit about your involvement in the 
development of pembrolizumab
I joined the pembrolizumab programme in around 
2011 when it was in the phase I stage and there was 
the opportunity to include a cohort of patients with 
melanoma. We were probably the first melanoma aca-
demic site to open access to the study and, amazingly, 
six of our seven first patients had a response! While 
we were aware that we were dealing with a population 
enriched with patients more likely to respond to 
immunotherapy, this was still a remarkable finding and 
we knew we were witnessing something really unique. 
Our initial results led to my being involved in the largest 
phase I trial ever conducted in oncology, with me 
as the Chair of the Melanoma Steering Committee. 
Originally intended to include around 30 to 40 patients, 
like most phase I trials, this trial eventually enrolled 
around 1200 patients. Responses in firstly melanoma 
and then lung cancer led to the inclusion of a variety 
of large expansion cohorts in both tumour types, de-
signed to address a whole host of questions, including 
dose and dosing frequency. With such a promising 
agent, we felt that there was no time to follow the usual 
route of progressing through the various different study 
phases. We knew we had to get this product into the 
clinic as quickly, but as safely, as possible.

What did it mean to you to win the AACR Rich-
ard and Hinda Rosenthal Memorial  
Award in 2016?
This award is a great acknowledgement of the efforts 
of relatively young investigators to advance patient care 
through the application of scientific research. When 
you look at the people who have previously received 
the award, it really is an A list of cancer researchers. 
So I was very proud that I should be considered to be 
in the same league. The award has since been discon-

tinued and I was, in fact, the last person ever to receive 
it. I should say here that most of us doing research 
are not in it for the awards, although it is undoubtedly 
an honour, and a personal pleasure, to receive such 
recognition for our work when they come our way.

Can you describe what it was like to be a 
Keynote Speaker at ESMO 2016, ESMO 2017 and 
ESMO Asia 2017?
The Keynote and Plenary sessions at congresses are 
really important because they are where people from 
different disciplines get together to hear up-to-the-min-
ute science. And it’s always an honour to be a speaker 
in one of these sessions, addressing a large audience 
of people interested in your work. It can also be quite 
a challenge speaking to a mixed audience—rather 
than to specialists in melanoma or immunology—and 
pitching your presentation so that it is accessible to 
non-specialists but remains cutting edge. It still amazes 
me how interest in melanoma has exploded. In the 
early days at congresses, melanoma would often be 
consigned to a session at the end of the meeting and 
in a room housing a couple of hundred people. Back 
then, I would know a large proportion of the audience! 
Now, melanoma is a central topic at congresses and 
commands audiences in their thousands. And this is 
because the treatments we have developed work and 
we are able to make sense of how they work.

At the ESMO congresses, I was talking about the 
molecular mechanisms involved in responses, and 
resistance, to PD-1 blockade. Over the last three or 
four years, while working on clinical programmes we 
have also been studying biopsies from responding 
and non-responding patients. We know that tumours 
have developed strategies to evade immune responses 
mediated by T cell tumour recognition-derived inter-
feron-gamma. Understanding the ways in which this 
is achieved is crucial in helping us to determine why 
some patients respond to immunotherapies and why 
some don’t, or why some develop resistance, and how 
we can go about changing the molecular environment 
to improve the chances of response.

What are your future plans? 
We have come a very long way in a relatively short 
time in the treatment of melanoma. But this should be 
just the start, it should not be the end. We have to be 
able to take these concepts further and understand 
the reasons behind why treatment doesn’t always 
work. I’m not pretending that this will be easy. It is 
possible that the next hurdles we encounter will be 
higher than the previous ones. Conversely, because 
we now understand more about the mechanisms 
involved, perhaps they will be lower. But having a 
more in-depth understanding of the working biology 
puts us in the best possible position to develop new 
strategies that will provide benefit  
to a greater number of patients.

Portrait: Antoni Ribas

https://pubmed.ncbi.nlm.nih.gov/27092830/
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ESMO & Me
Matteo Lambertini Institut Jules Bordet, Brussels, Belgium; ESMO Young Oncologists Committee 
Member; ESMO Press and Media Affairs Committee Member; ESMO Faculty Member (Breast Cancer)

Meet Matteo Lambertini, a 32-year old oncologist who is really going places. Trained at the San Martino-IST Hospital 
in Genova, Italy, he is currently working at the Institut Jules Bordet, Brussels, Belgium, supported by an ESMO 
Translational Research Fellowship. A member of the ESMO Young Oncologists Committee (YOC), the ESMO Press and 
Media Affairs Committee and the ESMO Breast Cancer Faculty, Lambertini tells us how his relationship with ESMO 
has underpinned his career and why he wants to help other oncologists, and particularly young oncologists, make the 
most of the type of support he has enjoyed from the Society.

“ESMO has been absolutely crucial to my professional 
development in oncology. I joined the Society in 2011 
at a very early stage of my career—in the first year 
of my oncology training, to be precise. I was attending 
my first annual Italian Association of Medical Oncology 
(AIOM) meeting and among all the Society booths 
there, I saw the ESMO stand. I was a bit shy back then 
and I wasn’t sure if I would be eligible to join. But the 
ESMO staff really got me interested. They were very 
welcoming and described the sorts of opportunities 
that ESMO had to offer people like me who were 
just setting out on their careers. They described 
the educational initiatives and the fellowships, and 
explained how they were ideal for exposing young 
oncologists to leading European oncology experts and 
cancer centres. In 2012, I successfully applied for a 
3-day ESMO Translational Research Unit Visit at 
the Christie Hospital in Manchester. This was my first 
time at a major cancer institute outside my country and 
I found it amazing. From then on, I didn’t look back. 
My second ESMO Fellowship was a 6-week Clinical 
Unit Visit at the Institut Jules Bordet in Brussels. The 
chance this gave me, a trainee medical oncologist, to 
network with potential European collaborating partners 
was particularly important, not least because it really 
helps when you are applying for long-term fellowships. 
At the end of my training, in 2016, I was awarded a 
2-year ESMO Translational Research Fellowship 
at the Institut Jules Bordet-Université Libre de Bruxelles 
(U.L.B.) and I am now working with a great team in an 
area I love, trying to improve the management of young 
women with breast cancer, including the possibility 

to have a family after their treatments. This led to me 
presenting results of our research on the world stage in 
2017, at the ASCO, ESMO and ESMO Asia congresses 
and the San Antonio Breast Cancer Symposium, which 
was a fantastic opportunity for me.

I also consider myself extremely lucky to have been 
selected to attend the second ESMO Leaders 
Generation Programme in 2017. For me, this 
Programme is further evidence of ESMO’s belief in 
education and support for young oncologists beyond 
scientific learning. The Society has the resources to 
help you develop leadership skills, to learn to present, 
to respond well in interviews and to communicate 
effectively, all incredibly important elements in building 
a successful career but ones you don’t usually get the 
chance to learn in your regular oncology training.

One of the ways I’m trying to do that is by becoming 
a member of the ESMO YOC so that I can pass on the 
lessons I’ve learned to other young oncologists. There 
really is no reason for a young oncologist not to be an 
ESMO member. As a young oncologist you get access 
to all ESMO’s opportunities and, because ESMO knows 
how important it is to nurture younger members,  

the fee is remarkably low, easily within the reach of 
even the most junior trainee.

Having benefited so much from ESMO educational 
events and fellowships myself, I am on a mission to 
recommend to all young oncologists that they apply 
for one! There is no better way to experience working 
outside your country, to network and to conduct 
research that will improve patient care. And it will be a 
great advantage in helping to develop your career. You 
may think that because you don’t have any relevant 
experience when you’re starting out, your application 
won’t even be considered. Let me offer you a piece 
of advice—motivation is key. You need to make sure 
that you communicate this motivation in your letter of 
application, because a passion for our important job 
together with the desire to work hard and participate 
will go a long way towards your submission being 
successful. This is probably also a good time to 
mention that there will be rejections along the way—I 
certainly had my fair share—but if you really want to 
take advantage of these valuable opportunities, you 
need to be proactive and you need to persevere. Don’t 
give up. ESMO has helped me to get where I am today. 
It could do the same for you.”

“Now it’s time for me to give something 
back as a way of saying ‘thank you’ for all 
the support I’ve received from ESMO.”

magazine.esmo.org
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https://www.esmo.org/career-development/oncology-fellowships/fellowship-offers/translational-unit-visits
https://www.esmo.org/career-development/oncology-fellowships/fellowship-offers/clinical-unit-visits
https://www.esmo.org/career-development/oncology-fellowships/fellowship-offers/clinical-unit-visits
https://www.esmo.org/login
https://www.esmo.org/career-development/leaders-generation-programme
https://www.esmo.org/career-development/leaders-generation-programme
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Movers & Shakers
ESMO Committees and Working Groups: changes and additions

ESMO Executive Board

ESMO Global Policy Committee

ESMO Membership Committee

ESMO Press and Media Affairs Committee

ESMO Fellowship & Award Committee

New members – From left to right: Evandro de Azambuja, 
Jules Bordet Institute, Brussels, Belgium; Pilar Garrido, 
Hospital Universitario Ramon y Cajal, Spain; Elisabeth de Vries, 
University Medical Centre Groningen, Netherlands

New Chair – 
Evandro de Azambuja 
Jules Bordet Institute, Brussels, Belgium; 

New Member – 
Jose M Martin Moreno  
Hospital Clinico Universitario de Valencia

ESMO Executive Board - other members: Solange Peters, Fortunato Ciardiello, 
Emile Voest, Andrés Cervantes, George Pentheroudakis, Paolo Casali,  
Alexandru Eniu, Fatima Cardoso, Susana Banerjee, Sumitra Thongprasert

ESMO Fellowship & Award Committee members: Pilar Garrido Lopez, 
Valentina Guarneri, Martin Reck, Vladimir Moiseyenko,  
Matthias Preusser, Angela Lamarca, Jürgen Wolf

ESMO Global Policy Committee - Chair: Alexandru Eniu. Deputy 
Chair: Eduardo Cazap. Other Committee members: Sana Al Sukhun, 
Soe Aung, Gouri Shankar Bhattacharyya, James Cleary,  
Giuseppe Curigliano, Nagi El Saghir, Ahmed Elzawawy, André Ilbawi, 
David Kerr, United Kingdom, Sumitra Thongprasert

New Chair – 
Pilar Garrido 
Hospital Universitario Ramon y Cajal, Spain

New Co-Chair – 
Stefan Zimmermann 
Lausanne University Hospital, Switzerland

New Chair – 
Fortunato Ciardiello 
Università degli Studi della Campania 
Luigi Vanvitelli, Naples

ESMO Membership Committee members: Pamela Biondani, Giuseppe Curigliano, 
Hampig Raphael Kourie, Ulrik Lassen, Gil Morgan, Demetris Papamichael, Christian Rolfo

New Members – Clockwise from top left: Benjamin Besse, Institut Gustave 
Roussy, France, Anna Maria Frezza, Fondazione IRCCS - Istituto Nazionale dei 
Tumori, Italy, Marina Garassino, Fondazione IRCCS - Istituto Nazionale dei Tumori, 
Italy, John Haanen, The Netherlands Cancer Institute, Netherlands, Nadia Harbeck, 
University of Munich, Germany, Tony SK Mok, The Chinese University of Hong Kong, 
Hong Kong, David Spigel, Sarah Cannon Research Institute-Cancer Centre, USA, 
Branislav Bystrický, Faculty Hospital Trencin, Slovakia, Carmen Criscitiello, Istituto 
Europeo di Oncologia, Italy, Alessandra Curioni Fontecedro, University Hospital 
Zurich, Switzerland, Rodrigo Dienstmann, Vall d'Hebron University Hospital, Spain, 
Ignacio Duran, Hospital Universitario Virgen del Rocio, Spain, Angela Lamarca, The 
Christie NHS Foundation Trust, UK, Matteo Lambertini, Institut Jules Bordet, Belgium, 
Jon Zugazagoitia, University Hospital 12 De Octubre, Spain

ESMO Press and Media Affairs Committee Core Committee - other member: Markus Joerger.  
Extendend Committee - other members: Giuseppe Curigliano, Solange Peters, Eric Van Cutsem

Movers & Shakers

ESMO Fellowship & Award Committee

ESMO OncologyPRO Working Group

ESMO Designated Centres Working Group

From left to right: New Chair – Guillem Argilés, Vall d´Hebron 
Institute of Oncology and Vall d´Hebron University Hospital, = 
Barcelona, Spain;  New Member – Jonathan Lim, The Christie 
NHS Foundation Trust, Manchester, UK; New Member – Kevin 
Punie, University Hospitals Leuven, Belgium  

New Chair – Stein Kaasa  
Oslo University Hospital and University of Oslo, Norway

ESMO Young Oncologists Committee - other members: Teresa Amaral,  
Anna Berghoff, Claudia Cardone, Jesus Corral, Leticia De Mattos-Arruda,  
Matteo Lambertini, Ioannis Litos, Christoph Oing, Akif Öztürk, Mila Petrova, 
Laurids Poulsen, Alexandra Tyulyandina, Radu Vidra

ESMO Designated Centres Working Group - Deputy Chair:  
Gudrun Marie Ilse Kreye. Members: Rita Canario, Raphael Catane,  
Nathan Cherny, Alexandru-Calin Grigorescu, Azza Adel Hassan,  
David Hui, Marianne Kloke, Masanori Mori, Ozgur Ozyilkan,  
Carla Ripamonti, Maryna Rubach, Tamari Rukhadze, Dirk Schrijvers, 
Anna-Marie Stevens, Florian Strasser

ESMO OncologyPRO Working Group - members: Evangelos Bournakis, Ana Catarina Da Costa Pereira Pinto, Rocio García-Carbonero, Valentina Guarneri,  
Eva Regina Haspinger, Riccardo Marconcini, Andrea Necchi, Maurice Pérol, Timothy Anthony Yap, Henk van Halteren

New Chair – 
Konstantinos Kamposioras, 
The Mid Yorkshire Hospitals NHS Trust-
Pinderfields General Hospital, UK

New Deputy – 
Elizabeth Smyth, 
Royal Marsden Hospital NHS Foundation 
Trust, UK

ESMO Publishing Working Group ESMO Patient Advocacy Working Group
ESMO Translational Research and 
Personalised Medicine Working Group

New Deputy Chair – 
Marcia Hall 
Mount Vernon Cancer Centre, UK

New Chair Elect –  
Vlad Vasile Voiculescu 
Romanian Health Observatory

New Member – Rowan Miller 
University College London and St 
Bartholomew’s Hospitals, UK

ESMO Publishing Working Group: Chair -  
Raffaele Califano. Members: Veronika Ballova,  
Sofia Braga, Marina Garassino, Michalis Karamouzis, 
Vesa Kataja, Iwona Lugowska, Niven Mehra, 
Mariano Provencio Pulla, Michiel Strijbos

ESMO Patient Advocates Working Group - Chair: 
Bettina Ryll. Members: Ananda Plate,  
Charlotte Roffiaen, Fredrik Johansson,  
Isabelle Lebrocquy, Jan Geissler, Kathy Oliver, 
Nicolas Philippou, Tanja Spanic 

ESMO Translational Research and Personalised 
Medicine Working Group - Chair: Fabrice André. 
Other members: Frédéric Bibeau, Fabien Calvo, 
Joaquin Mateo, Rowan Miller, Nicola Normanno, 
Jorge Reis-Filho, Aldo Scarpa, Joan Seoane,  
Cristiana Sessa, Charles Swanton, 
Giampaolo Tortora,  
Teresa Troiani, Lucy Yates
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News From ESMO 
Communities

Making life easier for oncologists with young children, ESMO has listened to its members and now provides 
childcare facilities at its annual congress. Piloted at ESMO 2017, the scheme, which was organised by the 
ESMO Women for Oncology (W4O) Committee and the ESMO Young Oncologists Committee (YOC), was a 
runaway success; so much so that you’ll be seeing it this year at ESMO 2018.

ESMO provides childcare facilities at its annual congress

ESMO W4O Committee Chair and 
ESMO President-Elect

Solange Peters

According to Solange Peters, ESMO W4O Committee Chair and ESMO 
President-Elect, this is progress indeed. “As a mother myself, having childcare 
facilities at the ESMO Congress has long been a dream for me. When a large 
group of ESMO members responding to a W4O survey recently included this 
type of service among the top suggestions for facilitating the difficult interface 
between professional development and family life, it became clear that ESMO 
could no longer delay its introduction. It hasn’t been easy to implement; but 
operational problems and legal issues have not prevented us from moving 
ahead. Thanks to the collaboration between the W4O Committee and the YOC, 
the support from the Executive Board and the coordination of the ESMO staff, 
the dream is now a reality.”

myESMO

Her enthusiasm is echoed by ESMO YOC Chair 2016-2017, Matthias Preusser. 
"The idea of the ESMO childcare facilities is to enable parents to attend ESMO 
congresses, confident that their children are taken care of onsite. I was very 
impressed by the professionalism of the childcare provider and all the activities 
they offered for children of a wide age range. I am very proud of the collaboration 
of the ESMO YOC and W4O Committees, which made this successful initiative 
possible. So, for all parents wishing to attend ESMO congresses: bring your 
children along, they will enjoy the warm welcome and, more especially, the fun at 
our childcare facilities!"

“It makes me feel so proud, to 
see men and women, mothers 
and fathers supported by ESMO 
in their quest for knowledge 
to become better oncologists 
without having to compromise on 
being good parents.”

What about feedback from those 
using the childcare facilities?
Susana Banerjee, ESMO Executive Board and W4O Committee Member. “I am 
so pleased that ESMO recognises the challenges parents with young children 
have attending congresses and that it set up the childcare services at ESMO 
2017 in Madrid. My 2-year old daughter, Juliana, loved the facility and it was 
difficult to persuade her to leave the tea party! The nannies were so caring, 
professional and experienced and I felt reassured that I could visit my daughter 
in between sessions. We will definitely be using the childcare facilities in the 
future. Thank you ESMO.”

“It gave me the chance to 
develop my career while 
still juggling my time as a 
mum and it gave my (non-
medical) husband a break 
from childcare.”

"I think it’s a fantastic idea to have such fabulous facilities  available, especially 
for young oncologists. I am definitely looking  forward to going to future ESMO 
meetings where my tiny  oncologist-in-training can join me and have fun!”
Sotiraq Senjo, ESMO 2017 participant. "Dealing with children while going to 
conferences is always a problem, especially when both parents are attending. So 
offering childcare onsite was really helpful for me.

“Having my child somewhere safe, 
close to me, gave me the opportunity 
to concentrate fully on the sessions.”

“I really hope to see this at future events because this type of support actually en-
courages us to go on with our careers and to be successful and more confident.”

Victoria Galvis, ESMO 2017 participant. “I found out about the childcare 
services through the thriving ESMO Young Oncologists Facebook group. When 
we got there, the staff were so organised and caring and my baby had a great 
time. Between talks, I was able to visit him and I could see that he was happy.

ESMO Asia 2017: Free registration winners
Congratulations to the lucky ESMO members who entered the prize draw at 
ESMO 2017 and each won free registration to ESMO Asia 2017.

Ramu Kandula 
Hyderabad, India 
“ESMO is the best platform to upgrade 
my knowledge about recent changes in 
medical oncology.”

Jaime Enrique Hilado 
Paranaque, Philippines 
“I am very thankful to ESMO for helping me stay 
on top of all the advances we’ve been having, 
especially in the world of immuno-oncology.”

Hiyasmin Alejandro 
Quezon City, Philippines
“Bringing ESMO closer to home and being 
given the chance to attend is an opportunity 
to learn, network and bridge the 
differences in oncology practice in 
the West and in our region.”

https://www.esmo.org/meetings/past-meetings/esmo-congress-2019/childcare-service
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