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The role of MDTs in optimizing NSCLC 
management: From early disease  
and beyond

Solange Peters: My name is Solange Peters and I’m a 
medical oncologist working at the Lausanne University 
Hospital in Switzerland. It is my pleasure to welcome 
you to this discussion of multidisciplinary management 
of patients with non-small cell lung cancer (NSCLC), 
looking across the spectrum of disease from early 
stage, stage I to stage IV. I am not here alone. It’s my 
great pleasure to be able to introduce my friends 
and colleagues who will discuss this very important 
topic with me. Professor Walter Weder, a thoracic 
surgeon who is working in Zurich at the Clinic Bethanien. 
Professor Françoise Mornex, who is working in Lyon at 
the University Claude Bernard. She is a specialist who 
is working as a radiation oncologist.  And Professor 
Albrecht Stenzinger, who is working at the Institute 
of Pathology at the University Hospital of Heidelberg 
in Germany. So, as you can see, the idea is to try to 
represent all the spectrum of opinions across disciplines 
in an interprofessional manner to help support the 
conduct of MDTs (multidisciplinary teams/tumour 
boards) in routine practice.

After watching this touchPANEL DISCUSSION,  
you should be better able to: 

• Appraise optimal working practices for a 
successful multidisciplinary team (MDT) 
approach to the management of patients 
with non-small cell lung cancer (NSCLC)

• Describe communication strategies for MDT 
members when assessing patient needs and 
making treatment decisions in patients with 
NSCLC

• Discuss how the MDT can support patient 
care by identifying potential barriers to 
MDT working practices and by actively 
incorporating new research findings into 
NSCLC managementNSCLC management

LEARNING OBJECTIVES

• How can MDTs work together to provide 
optimal care for patients with NSCLC?

• What does successful MDT communication 
look like? 

• What strategies are needed to overcome 
barriers to implementing MDT decisions 
and improving uptake of research?
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How can MDTs work together to provide 
optimal care for patients with NSCLC? 

Solange Peters: We will start with the agenda. The 
agenda has three chapters, which overlap a little bit, 
but this is what we’d like to cover. So, probably we can 
start with the first chapter: How can MDTs work together 
to provide optimal care for patients with non-small cell 
lung cancer (NSCLC)?

The first slide is a summary of what we know today 
about the role of the multidisciplinary team, which looks 
to be, and has been shown to be critical in managing 
people with NSCLC. We all keep in mind that lung cancer 
is a leading cause of cancer-related deaths worldwide. 
And that very accurate clinical staging will determine 
the best treatment strategy for each individual patient.

The next slide is a very nice article showing how 
multidisciplinary team discussions might result in 
a change in patient outcomes. And this one is nice 
because it is focusing on one of the chapters we 

will probably speak about, stage III disease where 
multimodality treatment might lead to cure. But the 
nature of this multimodality treatment is always a 
matter of debate.

If I go to the next side, it’s not only about stage III, 
because in stage III there is currently a very fragile 
equilibrium between radiation and surgery as a local 
treatment. We have seen the PACIFIC data, which 
is about one year of durvalumab after definitive 
chemoradiation, which has shown a statistically 
significant and, a clinically meaningful improved 
overall survival, including three-year survival rates.

So, it’s really a changing paradigm for stage III. But, 
not only stage III, because we have seen that, this 
is more for our pathologists, that there might be a 
reason why we should assess and look for drivers 
and actionable mutations in lung cancer, even in 
early disease. Because we have seen in the ADAURA 
trial, which is about surgery, adjuvant chemotherapy 
if needed, but also the addition of adjuvant 
osimertinib in EGFR-mutant NSCLC, showing a 
dramatic improvement in disease-free survival from 
stage IB to stage IIIA. 

And last but not least, at a small meeting, we were 
able to discuss this never ending debate about 
the patient who did benefit from surgery in stage 
III disease with an N2 status and did benefit from a 
complete resection. Is adjuvant resection, a good or 
a wrong option?

And we were able to see the final result of 
LungART study, which was unable to show that 
in a microscopically, completely resected stage 
IIIA N2 disease, it was unable to show a statistical 
difference in disease-free survival or overall 
survival, kind of ruining the role of, or limiting the 
role of radiation in stage III. So really something 
to discuss together because it’s about oncology, 
surgery and radiation. So here we come to my 
colleagues and the first question for the panel. 
The first question is to ask my colleagues after 
having covered these three points of debate, 
stage III, radiation, chemotherapy, also molecular 
assessment: What do you think is the role of the 
multidisciplinary tumour board in controlling and 
defining quality?
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Françoise Mornex: I think that the MDT is really 
important because we bring with it our expertise 
and the potential for the best treatment for an 
individual patient. And I agree that we learn from 
each other. It’s a good way to teach the juniors. 
But, at the same time, at each MDT I learn from 
surgeons, from medical oncologists and from other 
specialties.

It’s an important point to have other points of view 
and to be able to discuss the best treatment for 
the patient. I think being from different specialties, 
we accurately diagnose and manage the patient 
because we can see on a CT scan something 
which has not been seen by others. And we can 
recall something in terms of comorbidities for 
this patient, for example. We can argue that the 
treatment presented or proposed by one of us is 
not the optimal one because the patient has this 
comorbidity or this preference or does not want 
that or that.

So, I think altogether, we are increasing the level 
of knowledge and we are increasing the quality 
of what we can propose to the patient, in terms of 
diagnosis and management.

Solange Peters: Albrecht, what do you think? Could 
the pathologist be out of the MDT and just give us a 
report, or do you think that pathology is an essential 
part of the MDT?

Albrecht Stenzinger: Yeah, that’s a good question. 
So, I think in these times it’s really critically 
important that the pathologist to not only know 
histology, but also has in-depth knowledge of 
clinical trials, molecular pathology, drug approvals, 
and so on. And so, I think it’s absolutely critical to 
have a pathologist on board in two ways.

One is that the pathologist, him or herself, has full 
exposure to the clinical scenario of each individual 
patient. And secondly, also to bring in all the 
knowledge and the experience that a pathologist 
can contribute.

Solange Peters: As I said, it’s a moving field and 
always fluctuating between radiation oncology 
as being the local treatment and surgery. And I 
would say, even in the guidelines, we’ll see on the 
next slides, we always allow room for some local 
consideration and make the final decision based 
on local guidelines in terms of surgery versus 
radiation.

So, one of the questions to all of you is, what will 
be the next steps for you, or how do you make a 
decision in stage III in your centres? Do you think 
that you now have a very clear definition of what 
is resectable, what is not? Do you always perform 
molecular characterization in locally invasive 
disease? In my centre, we started doing this 

because of the ADAURA trial, but before I must say it 
was not useful to me. 

And do you think that we should do more molecular 
characterization? For example, the MERMAID trial 
is looking at minimal residual disease and to only 
give adjuvant immunotherapy (IO) in patients who 
have a minimal residual disease. Do you feel like 
you have good standards of care for stage III? And 
what will be for you the next way to decide in stage 
III and potentially move the debate because it’s a 
never-ending debate.

So maybe let’s start this time with Françoise. Where 
do you stand with stage III in your centre? Are 
you clear about it? Do you have very clear-cut 
decision-making processes in place?

Françoise Mornex:  I think it’s a very important 
point. Because it’s very difficult and is varying from 
centre to centre. Which reflects the fact that there 
is no real truth, but truths from experience, from the 
environment and from risk factors as well.

So far, if we look at the percentage of survival, I think 
that we have many reasons to think that surgery 
could be reserved for very specific patients. Because 
if you look at the recent results of PACIFIC, for 
example, for unresectable patients, we have three 
and four-year survival, which is better than what we 
can observe with surgery with the older inter-group 
trial, ESPAC-2 for example. And even with LungART, 
for less advanced patients. So, with more advanced 
patients, we have better results than what we can 
observe with less advanced patients.

So, the question for me is: When should we 
prescribe or choose surgery in this context? And I 
think that, in some specific situations, surgery has 
a role but probably is less than before. And I would 
suggest surgery for one single involved station 
node after induction chemotherapy with a good 
response to chemotherapy. If this surgery does 
not require pneumonectomy, and if we have a fit 
patient and if the patient, and this is very important, 
because it is very rarely performed, if the patient 
is able to make the choice between a surgical 
treatment and conservative treatment, knowing 
the results of these two treatments. And this is a 
very difficult point because we must speak with the 
patient, but we have to go into details to explain to 
them the results. I think that in 2020 in Europe, and 
maybe outside from Europe as well, patients must 
participate in the decision.

Solange Peters: Walter, do you think that there are 
limitations because Françoise is speaking about 
this sometimes adopted-behaviour of only one 
lymph node, mediastinal station. In Switzerland, 
in Germany also, we tend to go beyond that 
provided that you have a good response to 
initial chemotherapy. And we have this wonderful 
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Spanish lung group data published recently, the 
NADIM trial telling us that maybe neoadjuvant 
chemoimmunotherapy or even IO alone, might 
completely change the game again. What do you 
think will be the future of stage III? And what is your 
standard today?

Walter Weder:  Thank you very much. I’ll try to 
be brief despite there is so much to say. This 
scheme was published in a very respectable, very 
good journal, the European Respiratory Review. 
And it reflected the guidelines until last year. 
But now, we have the LungART trial for adjuvant 
radiotherapy, which I expected differently. So 
now we will certainly change this. We have the 
ADAURA trial where adjuvant treatment is not 
just chemotherapy, instead maybe in a mutated 
patient it will be osimertinib. And then, we have all 
kinds of neoadjuvant trials, not only for N2 disease, 
but also for other disease. So, in this very short 
period, within one year, we treat a lot of these 
patients differently.

Solange Peters: We’re writing about the 
standards of molecular assessment in lung 
cancer. And, is it the time because of ADAURA, 
because of the European limitations for PACIFIC 
to only treat PD-L1 positive patients and maybe 
beyond that for ALK and other alterations, do you 
think that all the tumour boards should envisage, 
at least to molecularly characterize stage III and 
maybe even stage I and II? Do you think that for 
stage III there is a potential need to know about 
the molecular characteristics? Do you push for 
that in your centre?

Albrecht Stenzinger: Yeah, the data are very exciting, 
and I think, I can well envision that we will see a lot of 
molecular profiling in earlier stages. So, we started 
with stage IV metastatic disease. But to me, the 
burning question is really, how do patients behave 
in earlier stages? And the data that we have seen 
encourage that view, I guess. Currently, we are just 
talking about EGFR, but it’s very likely that other 
molecular drug targets will eventually play a role. 
Also, at our centre, we are not doing this yet. So, we 
have a small research programme where we do this 
for individual patients. But it’s not a standard of care 
yet. But I definitely see that coming. And the other 

point is also, how could the detection of minimal 
residual disease influence treatment decisions in the 
future and whether this should be taken up by liquid 
biopsy? So, I see molecular diagnostics moving to 
earlier stages of disease.

Solange Peters:  So, in summary, I think we all 
agree that the MDT is a way to standardize and to 
give a frame for, I would say, how to conduct care 
across centres. Of course, there is still a margin for 
centre decisions because there are some debates. 
But at least, it qualifies, it defines a frame for 
treatment decisions. And it also helps us in creating 
individualized decisions for patients who would be 
at the margin of a very clear-cut decision and to 
do it together. And of course, innovation must be 
part: from molecular pathology and pathologists 
in every MDT because it’s defined in the changes in 
this slide that we are now on, over time and month 
after month. Right? And it’s amazing. I agree, to see 
that in a one-year timeframe, the whole scheme 
looks like being already obsolete.

What does successful MDT  
communication involve? 

Solange Peters:  So let’s move to the second part, 
which is about how can we communicate in our 
multidiscplinary teams (MDTs), because we can 
see that you’re very polite Françoise and Walter, 
but sometimes it’s not so easy to have the optimal 
communication in an MDT. So, let’s go back again about 
the important prognostic role of MDT, really stressing 
how it is important to override or to go beyond the 
difficulties at having it implemented systematically. 

And there’s this nice publication, you have the 
reference there in the slide. This is a single-centre 
post-hoc analysis. And based on the bias and these 
numbers they could show a one year, two year, five 
year survival probability that was higher in the MDT 
group, with a multivariate analysis that took into 
account the stage and the various clinical factors 
of the patient, showing a better survival from the 
MDT group. So regardless of the stage, regardless of 
the age, so really in a massively adjusted manner 
So, telling us here that probably not presenting old 
patients might not be a correct idea. 



www.touchoncology.com/cme-education/ 6

So, of course, the communication of decisions is crucial 
to ensure a smooth transition across services and to be 
sure that you consider all the aspects of care. 

So, we will discuss it, right? What is an MDT? In my 
institution for example, we at least have a metric 
which is the first decision for every single patient 
has to be done at the MDT. The subsequent decision 
should be ideally done through the MDT, but it’s not 
mandatory. But it’s not a parameter which is strictly 
measured, because it would be a lot of patients 
across many lines of treatment. So how important 
is the timing of MDT decisions? Should the MDT 
involvement always be done at the start? Are all 
team members really crucial in late stage disease in 
the third line? So how can you manage the volume 
of presentations at the MDT and how do you fix 
rules in your institution? So, whoever wants to start is 
welcome. Walter or Françoise or Albrecht, how can 
you manage this flow?

Françoise Mornex:  I can answer. In our institution 
we have a long MDT, which is time consuming and 
sometimes tiring. And we present every single case 
at the start of the disease and for relapse or for 
evolution of the disease. If it’s a very easy case and 
a very easy decision we only list the patient and we 
register the decision without discussing it. If there is 
no discussion, if we have guidelines, if it is an easy 
decision, we follow the decision and we just list the 
patients. So, the patient has not been discussed, but 
has been listed. And if it’s a difficult discussion we 
discuss the patient and we discuss the case.

And I think this is extremely important, because 
being all together as a team we can increase the 
level of diagnosis. For example, in an MDT there is 
more to discuss in mediastinal staging procedures 
and it’s sometimes difficult if you don’t have the 
surgeon with you to ask for this procedure. If you 
have the surgeon with you, it’s much easier. If you 
want to propose a very sophisticated technique, for 
example in radiotherapy, it’s really important to have 
a radiation oncologist with you. And with that we can 
improve the level and the quality of our MDT.

And it serves as the same in the palliative 
intent, because sometimes we can propose 

quite aggressive procedures; these are surgical 
procedures or radiotherapy procedures, which have 
not been mentioned by the medical oncologist 
and which can be done for this patient. And I think 
with this collaboration we can improve the level of 
the results, and this is what we observe with better 
quality. So, I think that even if it’s a longer procedure, 
we have to discuss as much as possible with the 
patient. Not only at the beginning, but during the 
course of treatment to enrich the management.

Solange Peters:  Walter, you agree that MDT is 
not only for frontline surgical decisions? I know it’s 
sometimes worrying for a surgeon to hear a lot about 
stage IV first line, second line, third line. Do you think 
that it’s still important because sometimes surgery 
might be also an intervention to propose there?

Walter Weder:  I fully agree with you. I like to see all 
the cases and we can also go relatively straight to 
the point. It’s good for transparency, it’s good to see 
the whole spectrum. And as I said in the beginning, 
we learn from each other and we learn a lot from 
what other specialties are doing: oncology, radiation 
oncology, and what they do. And as you said, there is 
always also room for local treatment. Either adding 
radiation oncology or surgery for local control, or 
also for getting more tissue for re-analyzing the 
tumour for further treatment. So, for me as a surgeon 
I am never bored to listen to other cases as well.

Solange Peters: My next question to all of you is 
about the team. So, of course, we are all seated at 
the tumour board, very often representing your three 
specialties, but also nuclear medicine, radiology and 
sometimes pulmonology of course for our patients. 
But what is the need for communication to extend 
beyond the oncology team I just spoke about, to 
potentially inform the environment beyond our small 
cancer professional team. It might of course be the 
family doctor versus a general practitioner (GP), or 
maybe even the hospital in which you work in case 
of emergency, right?

How should we or how do you inform a broader 
range of people who might suddenly have to treat 
your patients? And how do you think this might 
potentially create security and safety around 
good follow-up of guidelines, to be sure that the 
management of your patient is desirable. So, what 
is the spectrum of professionals you put in the loop 
around the tumour board, beyond your small team 
that you see every week?

Françoise Mornex:  Yes. In many situations I think 
it’s important. We have the radiologist with us 
and it’s very important in terms of diagnosis and 
intervention. We have the nuclear medicine people 
as well and they help us a lot with looking at the 
PET scan, for example. And we inform the GP of 
course, we inform all the specialists involved in the 
management of the patient and we can involve the 
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patient as well. Speaking about patients, I just would 
like to say one word regarding the MDT, it’s extremely 
important for them to know that we are discussing 
their case between us, because it gives confidence 
and comfort and improves the quality of their life when 
they know that we are speaking together and that the 
decision is made by all of us. So, they feel the fact that 
we are a team around them and if it’s possible to send 
them the result of our discussion in a specific situation. 
I think it’s an important point for them. Especially during 
recent advances with molecular biology and the very 
complex choice with new molecules.

Solange Peters:  Yeah. Very interesting. We don’t 
do that usually. Albrecht, do you do that? Do you 
send the reports to patients? We don’t, but I fully 
agree with you Françoise. It gives a glimpse into 
quality and guidance adherence rather than the 
other way around. It is probably a very strong way 
to communicate about a common joint decision, 
right? Albrecht, do you send the pathology reports or 
tumour board reports to patients?

Albrecht Stenzinger:  No, so for patients who have 
private insurance, that’s being done, but for the 
classic insurance patients, that’s not being done so 
far. And I very much like the idea of directly involving 
patients. What we also have, adding to what has 
been said, we have quite a huge local network of 
smaller hospitals, private practices, and so on. And we 
thought about how we can get them on board. And 
we created a virtual platform so that whoever feels 
that he wants to access the tumour board, he or she 
can do so and present patients.

Solange Peters:  Thanks a lot. So as a summary of 
the second part (and we’ll move to the third one) I 
invite you to go through this interesting publication 
by Soukup and colleagues, who are telling us that 
basically it’s not trivial to have an effective MDT in 
place, in cancer of course. When you think about 
first of all creating a team, we all know that needs 
some leadership, right? At the tumour board it 
might be natural or it might be defined, you need 
leadership, you need training and you need personal 
development of each member of the team, who 
have to be experts and who are specialists in their 
discipline. You need an appropriate infrastructure, 
from the technique to the meeting room. Importantly, 

you need well-organized logistics, because it needs 
to be pre-prepared; you cannot come in and 
improvize: cases must be announced.

It has to be patient-centred because you need 
somebody being able, like Françoise was saying 
in the beginning, to make decisions based on how 
the patient presents with potential comorbidities. 
You need a good mechanism in place to be 
sure that there’s a real description of what you’re 
discussing. And last but not least, you need a 
long-term maintenance and a governance of the 
team, allowing for data connection, data mining, 
and having some statistics and some, I would say, 
metrics measuring the benefit of the tumour board. 
So, you need real governance. And this paper is very 
interesting. I went through it before this discussion, 
helping with the understanding and maybe the little 
improvements you can put in place based on what 
you have heard today.

What strategies are needed to overcome 
barriers to implementing MDT decisions 
and improve uptake of research? 

Solange Peters: And the third part is to try to 
understand what strategies might be needed to 
overcome the barriers for the implementation of MDT 
decisions. And also with this concept, the improvement 
of the uptake of research within the tumour board 
and reaching the patients because, Françoise, Walter, 
Albrecht, if we have tumour boards in our hospital, this 
implementation is still a matter of debate and it’s still 
a problem and a concern for many smaller hospitals, 
right? And many countries also.

So basically we know what can be the barriers, and 
probably there are a lot missing in this publication, 
but first speaking about the adequate coordination of 
care, which can be difficult when you think about the 
roles, the time and the responsibility of each member 
in a tumour board 

We are in academic settings, but it might be 
slightly more difficult when you have, for example, 
a pathologist doing all types of pathology and one 
surgeon not being specialized in lung cancer. So, 
who are the leaders? Is it the oncologist at that 
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time? So, a very difficult decision to make. And, of 
course, you need, and we shouldn’t be blind here, 
we need financial compensation for the time of all 
the attending MDT physicians. And in Switzerland, 
for example, I don’t know how it is in France or 
in Germany, the value of the MDT is very poorly 
recognized and there is a need to be billed for the 
number of doctors sitting in the same room. And 
that’s very difficult: to have a real value being given 
to MDTs.

So basically when you think about the current, I 
would say, very important situation with COVID 
unfortunately coming back again, we have been 
writing many guidelines with ESMO, for each 
disease, each disease entity, and we have been 
adapting our guidelines into COVID-adapted 
recommendations.

And it means that according to where you are 
and the timing of the pandemic, you have the 
guidance being suddenly prioritized into high 
priority, medium priority, or low priority. High priority 
is about what you are not able to negotiate. 
Medium priority is telling you that you might wait 
six to eight weeks without really changing the 
prognosis of your patient and low priority is what 
can wait until the end of the pandemic. You can 
really postpone until the end of the pandemic.

And when I say it’s important, it is because the 
tumour board, today, tomorrow, in two weeks, 
and in four months, we need to decide if we only 
have to discuss high priority and implement high 
priority, or maybe hide in medium, or maybe all of 
the decision, which we usually do. So, I mean, the 
tumour board has even more of a granular role 
at the time of crisis when suddenly you cannot 
do everything, but you can only do a third, two 
thirds or potentially everything you were supposed 
to do in the normal timings, right? So, the panel 
discussion here is to discuss how does the use, 
for example, of technology, improve access to the 
MDT beyond the large MDT centres?

Albrecht Stenzinger:  So, I would say that a virtual 
tumour board is feasible. It very much depends on 
the infrastructure that needs to be in place, and it 
must work well technically, and you have to have 

the right people who know their business. But apart 
from these two points, I think it’s very feasible. 
So, we’ve, for example, established a molecular 
tumour board on a nationwide scale seven years 
ago that’s been up and running since, and it works 
well. And for the conventional organ-specific 
tumour board, like a lung tumour board, we have 
at least this regional outreach concept, where we 
are using a specific virtual platform where people 
can access and, in a secure environment, present 
patient data and discuss radiological images. So, 
that’s at least a kind of a starter.

Solange Peters: Yeah. Cost-wise here in 
Switzerland, for example, I try to connect small 
hospitals to our tumour board to make sure that 
all the specialists are there. Do you do the same 
in France? Do you have all the oncology practices 
being somehow connected to your MDTs or not?

Françoise Mornex:  Yes. For example, for the lung 
cancer MDT, since probably 10 years ago, we have 
a connection with our colleagues from outside 
and they send the images before and they are 
participating by WebEx to the conference and it 
works very well. And I do the same because as a 
radiation oncologist, we are supposed to attend all 
the MDTs. And for example, in Lyon, we have more 
than 80 MDTs per week in which we are supposed 
to attend. So, we are using video conference 
systems or WebEx system, and it’s a huge city. We 
have a lot of traffic jams.
 
So, in many situations I am present, but it’s a virtual 
presence with a WebEx. And it works very well. We 
see the CT scan. We know who is who. We can see 
our colleagues in some situations, and we can 
participate very efficiently to make the decision.

Solange Peters: But if you were to do MDTs with 
all the smaller hospitals, smaller practices in the 
region, isn’t it a way to also potentially make sure 
that these complex surgical cases are directed 
to the right place? Then at least you propose the 
right hospital for the right patient? So, it might 
be a way to improve the referral and the correct 
addressing of patients to the right structures. Don’t 
you think so?

Walter Weder:  Yeah. You speak directly out of my 
heart. I always was a believer that this complex 
treatment must be done in specialized centres, 
where the quality is as good as it can get. And the 
risk is as minimized as it can be. And yes, when the 
collaboration is done well, then this also directs the 
patient to the right place.

Solange Peters:  Yeah. The second question, 
which is very important and I’m sure we are all 
quite convinced about it. What do you think is 
the educational purpose of the MDT? Because 
of course, I’m not speaking only about young 
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oncologists. I think the MDT is a place where you 
learn more, because you see many cases, you see 
the debates, you understand what the challenges 
are and you hear about research. But not only 
for us, I think you potentially can improve the 
knowledge of professionals at every stage of their 
careers, right, through the MDT.

It’s about refresh. It’s about being always on top of 
current knowledge in disciplines that you are not 
so close to. Right? I’m not sure I would have known 
anything about surgery without MDTs. So, to me it’s 
very obvious that there is a primary educational 
purpose from MDTs. And I force my doctors to 
sit there. What’s your opinion about it across all 
disciplines? It might be the most educational point 
in what we have created. Do you agree with that?

Françoise Mornex: Sure. I think it’s very important to 
build the skills for the juniors and also to maintain 
the skills of the seniors and to learn from other 
disciplines. And I think that it’s important to have 
a leader for the MDT and to avoid what we call 
the ‘group think’, which means the unique way of 
discussing a treatment and deciding a treatment 
without individual expertise. And I think the role 
of the leader is extremely important in order to 
make sure that every specialty can speak and that 
everybody who knows something can express what 
he feels,  what he thinks, and what’s he knows. So, 
the educational purpose is this part also.

Solange Peters: Albrecht, can you use MDT to be 
a place where you can try to make us understand 
what molecular characterization means for lung 
cancer? Do you think it’s a good platform to try to 
make us understand the complexity?

Albrecht Stenzinger: To me, this treatment is 
interdisciplinary. And as we all know, many errors 
occur due to miscommunication. People don’t 
communicate properly. And I think the tumour 
board, with its many stakeholders, is just the right 
place to communicate in the right way and to find 
some common language that people understand 
each other well, and also know the edges and 
challenges of the various disciplines. So yes, 
definitely it is the right place.

Solange Peters:  So, the last question as a 
summary because we close the loop here. Do 
our MDT practices help us to translate new data 
earlier into practice? So maybe I will answer this 
one and close there. I think we are discussing in 
the beginning, the ADAURA, the PACIFIC trial and 
with Walter, all the neoadjuvant and adjuvant, 
chemo-IO trials in the surgical setting. So I was 
quite amazed as a medical oncologist, to see how 
much the MDT has established as a routine, the 
appreciation for example, of PD-L1, actual label 
alterations, and the constant preoccupation of 
every single specialist looking into the discipline 
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of the other one. And this moves very fast. It’s 
enormous. As I said, there is a trial, the LungART 
trial that tells us there is no need for radiation in 
the completely resected patient, and that the 
whole group of the tumour board will adopt it.

So, I think it’s the only place to rapidly move from 
a meeting presentation into an adoption of high 
evidence, new data. And we are waiting for all 
these new trials in the era of chemo-radiation 
in stage III, the era of immunochemotherapy 
in the surgical setting, as well as of course, the 
early disease oncogene-addicted tumours in 
NSCLC follow-up trials. And for sure, by coming 
to the tumour board and telling you about what 
you have been seeing in meetings or reading in 
journals ahead of print, you just bring into your 
institution the next guidelines before it is written 
in the guidelines. So, I’m quite convinced that MDT 
practices always lead to an early translation of 
new data into practice and reaching thereafter 
the patients. So, with this last question, I think it’s 
time to thank you all for watching and thank you 
Walter, Françoise and Albrecht for discussing these 
topics with me.

      


