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Editorial

Social and economic progress over
the course of the last century has
helped people in many countries

enjoy longer, healthier lives. Public health, by
and large, has improved and health inter-
ventions are now available to prevent or treat
most conditions, including cancer.

Yet cancer continues to kill millions of
people worldwide every year and the death toll
is projected to rise dramatically.A full 70% of
these deaths occur in low- and middle-
income countries.

According to the WHO, up to one third of
the cancer burden could be cured if detected
early and treated adequately, and another
third could be reduced through cancer pre-
vention strategies aimed at reducing the expo-
sure to cancer risk. These include changes
in tobacco use, immunisation against HPV
infection and control of occupational hazards.

Cervical cancer is just one example.
Although we have the tools to prevent this ter-
rible disease, it affects an estimated 500,000
women each year and leads to more than
250,000 deaths – the vast majority in devel-
oping countries. Most women affected do not
have access to local health systems or routine
gynaecological care, including regular screen-
ing, which plays a critical role in preventing
cancer in industrialised countries.

Much more must be done to encourage
the international support necessary to make

� Mary Robinson � GUEST EDITOR

life-saving tools such as HPV vaccines avail-
able to those who need them most and to
ensure that robust health systems are in place
to support their delivery.

The World Cancer Declaration, which
will be launched at the UICC World Cancer
Congress in Geneva this August, outlines
the critical steps needed to build the basis for
sustainable delivery of effective cancer pre-
vention, early detection, treatment and pal-
liative care worldwide. The Congress provides
a critical forum for health professionals, pol-
icy makers and advocates to galvanise the
global health community behind the goals of
the Declaration.

These and other steps to advance global
health are not just matters of moral concern:
they are issues of fundamental human rights.

Article 25 of the Universal Declaration of
Human Rights declares that “everyone has
the right to a standard of living adequate for
the health and well-being of himself and his
family, including medical care.”

As members of The Elders, we have
highlighted the right to health as part of
the Every Human Has Rights Campaign
(www.everyhumanhasrights.org) to mark the
60th anniversary of the Universal Declaration.

The message that health is a fundamen-
tal human right must be heard again
today. We all have a role to play in moving the
cancer control agenda forward.

A question of
human dignity

Mary Robinson, former UN High Commissioner for Human Rights, is the President of Realizing Rights (www.realizingrights.org) and a
member of The Elders – a group of public figures noted as elder statesmen, peace activists, and human rights advocates
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Mike Richards:
the man with the plan

� Marc Beishon

“Congratulations, you are now in charge of sorting out England’s failing cancer services, what

are your plans and can you start on Monday?” The job offer took Mike Richards by surprise but,

mindful of the fickle nature of political support, he accepted the post, got straight down to work,

and within six months he not only had a plan, but was ready to put it into action.

T
hereare twowaysof lookingat the jobof
a country’s cancer ‘czar’ – the person
charged with masterminding a national
cancer control plan. Many will see it as
an impossible task, trying to keep every-

one from politicians to doctors and patient groups in
line with a programme that could never be compre-
hensive and chasing targets that are constantly out of
reach, thanks to an ageing population, unhealthy
lifestyles and lack of treatment progress, not to men-
tion continual changes in healthcare bureaucracy.
Others, however, will point to countries where a
cancer plan and its leader have made clear progress
despite these odds, and on the international stage
arguably themostprominentexample isEnglandand
its national cancer director, Mike Richards.

England stands out because, when it embarked
on its cancer plan in 2000, it was the first large
country in recent years to take this step. Denmark
started its plan around the same time, but it was not
until 2003, with the launch of the French cancer
plan, that another large country followed suit. Eng-
land also stands out as a country that was in desper-
ate need of playing ‘catch up’ with comparable
countries in the West (and this also applied to the

other countries in the UK, to which responsibility for
health has now been devolved). The NHS Cancer
Plan for England as drawn up in 2000 was, as
Richards says, a long overdue necessity.

“Nocountryhasaperfect system,butourswas far
behindmany,”hesays. “WhenIbecamenational can-
cer director I visited Sweden and talked to people in
charge of service delivery – they told me we were
beginning to do the right things but they’d started 20
years earlier, with systems such as regional care net-
works and service guidelines. The UK had great
fragmentation in its cancer workforce and too few
people and facilities – we were not looking at cancer
in the round, from prevention to screening, diagno-
sis, treatment and care. It was a system failure.”

The plan in 2000 set out to address these short-
comings. It has now been revised as a new reform
strategy, targeting in more sophisticated ways areas
that are proving most problematic, such as early
diagnosis.After several years of spending a lot more
oncancer–althoughstill lessperhead thanGermany
or France – the emphasis is shifting to effectiveness,
and Richards is now looking to establish England’s
cancer care among the world’s best.

For his own part, Richards – who was a professor



CoverStory

CANCER WORLD � JULY/AUGUST 2008 � 5

JA
SO

N
H

A
R

R
IS



of palliative medicine in his last clinical post – does
not preside over an expensive bricks-and-mortar
institute to direct the strategy. He has kept his office
at St Thomas’hospital, London, with a view over the
River Thames to the Houses of Parliament, and has
a small team to call on. Networks, and networking,
he feels, are far more effective than central diktat.

A snapshot of just a few days in Richards’ diary
reveals just how varied his own networking is – and
provides an insight into what a cancer czar does.
“I had meetings and workshops on England’s End of
Life Care Programme [which Richards leads]; gave
a briefing to England’s health minister preparing for
a European summit; madea presentation on theeco-
nomicsofcareat theBerlinbreast cancerconference;
chaired a meeting with other national clinical direc-
tors; attendedameetingon fundinghospices;met the
chief executive of Cancer Research UK on initiatives
for early diagnosis; attended a session on ‘e-learning’
for oncologists; and attended meetings on initiatives
suchas theUK’sNationalCancerResearch Institute,
radiotherapy standards, laparoscopic surgery and
multidisciplinary teamworking.”

All this activitypoints toanotherkey factor in run-
ning a national cancer programme – leadership.
While a string of health ministers – and now one
Prime Minister – have come and gone under
Richards’tenure,hehasbeen inpost for all eight years
of the initial plan, and has every intention of seeing
through the latest reform strategy during the next five
years. Finding a director for a national plan is no easy
task for a government – there are very few senior cli-
nicians in any country who possess the necessary
managerial and diplomatic skills, and who are pre-
pared to step away from successful jobs in front-line
oncology.But an oncologybackground is surely a pre-
requisite for gaining the confidence of a diverse and
complex healthcare workforce.

Richards thoroughlyenjoyedhis timeasanoncol-
ogist and researcher andhadneverenvisagedbecom-
ing a manager. “Fifteen years ago I wouldn’t have
believed anyone who told me I’d leave my clinical
work to take on a role like this.

“I come from a medical family – my father was a GP,
and both my sister and brother had gone into medi-
cine–but I hadn’t seriously considered it myself until
I switched from a natural science degree at the end
of my first year at university. I found it combined sci-
ence with humanity and I’ve never regretted making
the change,” he says.

Richards did the usual training in general medi-
cine, and found his way into medical oncology. “It
wasn’t any one factor – but an influence was meeting
Gordon Hamilton-Fairley when I was a student at
St Bartholomew’s [‘Barts’] in London. He was a very
charismatic leader in this newfield, but was tragically
the victim of an IRA bomb. I also got involved with
one of the first randomised controlled trials for
chemotherapy, in small-cell lung cancer, while work-
ing in Nottingham.”

At Barts, a specialist centre for haemo-oncology,
hegainedexposure to lymphoma and leukaemia, and
saw the potential of one of the first MRI machines in
detecting lymphomas. “That’s given me insight into
how you evaluate diagnostic technologies, which is
not an easy area,” he notes.

He then moved to Guy’s hospital in London to
become a breast cancer specialist, although he’d
had little experience with the disease. “I’ve demon-
strated throughout my career that I can take jobs for
which I’m not qualified,” he says, adding more seri-
ously that oncologists should be prepared to be
adventurous in the way their careers evolve. Guy’s
was (and is, with its merger with St Thomas’ hospi-
tal) one of the UK’s leading teaching hospitals, and
Richards was able to practise high-quality breast
cancer care with some of the latest equipment and
multidisciplinary working. But in the early 1990s he
tooka seminalphonecall fromanoncologist inahos-
pital outside London.

“This colleague was based in a city just 50 miles
from London, and he asked my opinion about
whether a 32-year-old woman with breast cancer
should receive adjuvant chemotherapy. I asked three
questions. Has the cancer spread to the axillary
lymph nodes? Answer: ‘The surgeons here do not

“Oncologists should be prepared to be

adventurous in the way their careers evolve”
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included patients diagnosed from 1980 to 1984,
cameout in1989, andshowed theUKwell downthe
ranking for survival. The subsequent Eurocare-2
and 3 studies showed, he says, “that although out-
comeswere improving in theUK, thecountrywasnot
closing thegapwithothers.”While it is easy todismiss
someof the findings– there is forexample incomplete
cancer registration in Germany and regional bias in
Italy – Richards says it became quite clear that data
fromNorwayandSweden,whichhavecomplete reg-
istration, were indicative of a higher quality cancer
control system.

Eurocare-3 covered survival up to 1999, the year
before the NHS Cancer Plan, but Eurocare-4, pub-
lished last year, covered theearly yearsof theplanand
led to press reports that it is failing, as the UK figures
werestillnotgood.Richardsnotes,however, inanarti-
cle on the Eurocare approach, that the time lag from
diagnosis to analysis (from five to seven years) needs
to be narrowed, and better information, such as on
staging and symptom duration, needs to be added
(see Lancet Oncology, online 21August 2007). He is
confident thatEngland’s cancermortality andsurvival
rateswill showaclosingof thegapwithothernations.

Richards made another career switch that was to
prove prescient, given his current leadership role in
England’s End of Life Care Programme, becoming
professor of palliative medicine at Guy’s and

remove lymph nodes.’Second – what grade is it? ‘The
pathologists here don’t measure the grade.’Finally, I
asked how large the tumour was – and was told it was
not recorded in that case. I was horrified by this stan-
dard of care, and thought then I could either sit in my
ivory tower and practise on relatively few patients or
try to do things on a wider scale.”

Working with colleagues in his regional cancer
registry he found that this was not an isolated exam-
ple, and there were wide variations in care. “That led
me to work with the British Breast Group, which
comprised researchers fromavarietyofbackgrounds,
wherewewanted toproduceguidanceonbreast can-
cer services. We were told it would be impossible to
get consensus, but in six months we wrote a docu-
ment on multidisciplinary teamworking in breast
cancer, and that led to national guidance for all sorts
of cancers. It was a very influential programme –
these were not clinical treatment guidelines, but
how services should be organised, as it became
apparent that the problem in the UK was more
about the system than anything else.”

Alongwithunderinvestment in theworkforceand
facilities, Richards says there was far too much frag-
mentation among the tiers of the health service –
primary, secondary and tertiary – and also among dis-
ciplines within the acute sector. “People working in
oncology were of high quality, but many were not
looking sufficiently broadly at the care pathway.”

Some other countries still suffer from very simi-
lar fragmentation and underinvestment in their can-
cer services, so an important question is how such a
situationarisesand isallowedtocontinue.Losingsev-
eral cancerchampions, suchasHamilton-Fairley, and
in the early 1990s, the pioneering medical oncologist
Timothy McElwain, certainly did not help, reckons
Richards, but generally cancer did not have a high
enough profile in the UK – in the media, among the
public or in medicine. “And there was a fatalistic atti-
tude, such thatwhenIwasa juniordoctoraneminent
gastroenterologist told me he couldn’t understand
why I wanted to be an oncologist. Equally, as a coun-
try, we were slow to believe we had fallen behind in
care. We had a passionate belief in the NHS and it
was hard to think our outcomes were worse than
comparable countries.”

It was the Eurocare comparative studies of Euro-
pean cancer registries that triggered a change in
British thinking, says Richards. Eurocare-1, which
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Celebrating success.
Earlier this year
Richards marked
20 years of the
NHS breast
screening programme
together with the
Health Minister
Alan Johnson
(wielding the knife),
Maureen Lubert
from the charity
Breakthrough Breast
Cancer and Jeremy
Hughes MP from the
Parliamentary Group
on Breast Cancer.
The cancer reform
strategy will extend
the programme to
women aged 47–73
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St Thomas’. “It made a big impact on me,” he says.At
the same time, he was working with the Department
of Health on reducing waiting times and improving
standards in the cancer service, but it came as a big
surprise when he was selected as the national cancer
director in1999. “ThePrimeMinister,TonyBlair, had
held a cancer summit earlier that year, where about
25 people including myself set out the problems.
Later, I was asked to attend what I thought was an
interview with the health minister – but she said,
‘It is great that you are going to do the job. What

are your plans and can you start on Monday?’”
This was the first salaried post of its type in gov-

ernment–notanadvisorypositionbuta full-timepro-
gramme leader. “I then had a meeting with Tony Blair
and put forward the idea of a national plan. He
asked, ‘Is cancer in this country as bad as made out,
why is it so, what can you do about it, how long will
it take and what will it cost?’ The plan came out of
that meeting – and it was clear to me that when you
havepolitical support youshouldact fast, andwepub-
lished it six months later.”

Richards worked mainly with a small, informal
groupof advisers from across thecancer spectrum, as
it was clear what the main priorities should be, espe-
cially on the treatment side. But he emphasises that
a cancer control plan should be a very broad pro-
gramme, fromprevention to screening, treatmentand
indeed end of life care, informed by existing evidence
and new research as needed. “But there won’t always
becontrolled trials that showyouhowservices should
be – I cannot envisage doing an RCT on multidisci-
plinary teamworking, forexample, as it isunthinkable
we’d randomise patients to be managed by profes-
sionals who don’t work closely together. Sometimes
youhave toworkwithcommonsenseandconsensus.”

Indeed, he says the single biggest change so far
has been in creating multidisciplinary teams (more
than 1,500 are in place), aligned with reconfiguring
services so that complex procedures are carried out
in larger centres where there is evidence that this
improves outcomes. “We’ve moved a lot further here
than some countries have been able to – such as for
oesophagealcancer,whereyoushouldbedealingwith
populations of a million or more, and pancreatic
cancers, for 2 million and over. And now the vast
majority of men who undergo a prostatectomy are
treated at centres with at least 40 procedures. Each
year progress is in the right direction.” He adds that
units that do not measure up have been closed. For
example the number of hospitals carrying out major
oesophageal/gastric procedures has halved from 160
toabout80.Buthe isnot anadvocateofmigrating too
far in the direction of a few comprehensive cancer
centres – England now has regional networks and he
is keen to see as much appropriate care as possible
locatedclose tohome,with involvement fromprimary
care and district hospitals, and increasing use of
tools such as videoconferencing.

The earlier service documents for cancer types

CoverStory
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access to new drugs such as Herceptin, often pre-
sented using highly emotive stories about young
cancer sufferers. “We have acknowledged that the
interval between a drug being licensed by the Euro-
pean MedicinesAgencyandapproval byNICEis too
long,” he says, adding that there are moves to speed
up appraisal and to monitor the variation of provision
around the country. It is not a uniquely British prob-
lem though. “Variations in the use of drugs and sur-
gical procedures feature in most countries,” he notes.

Waiting times fromreferral byaprimarycaredoc-
tor (GP) to being seen by a specialist are now much
shorter – there is a two-week target set by govern-
ment. But there can still be lengthy delays in access-
ing treatment such as radiotherapy. Latepresentation
by patients and late onward referral by GPs have
remained tough nuts to crack, and are major planks
of the reformstrategy.However, acancerczarcaneas-
ily find himself at the centre of a dispute which is not
of his making. A recent front page newspaper story
suggested thatRichardshad issueda ‘warning’toGPs
about ‘botched diagnoses’. “I was scurrilously mis-
represented,” says Richards. “I did say it is hard for
GPswhoseeonlyabouteightnewcancercasesayear
todistinguish these fromthehundredsofpeople they
see with similar symptoms. I had not issued a ‘warn-
ing’, norhadImentioned ‘botcheddiagnoses’. InEng-
land we ask GPs to be gatekeepers and we need to
equip them with decision-making aids and better
access to diagnostic tests like ultrasound. What we
don’t need are more guidelines – GPs are already
flooded with these.”

An important point he stresses is that, while
many of the issues facing England are common to
other countries, what needs to be done has to fit with
the existing healthcare system. While he can see
some changes, which might include increasing
recourse toprivatemedical facilities, theNHSand its
primary/acute system is not likely to change radically.

“The NHS has changed over the past eight years.
In the year 2000 plans were all about expansion –
now it’s about driving change through better infor-
mationandcommissioning, andyes,wecannowlook

that Richards helped to draw up have now evolved
into guidance produced by England’s National Insti-
tute for Health and Clinical Excellence (NICE).
“Each report says what the shape of services should
be and who is needed in a multidisciplinary team for
the relevant cancer type. We also have a system of
peer review in place to assess whether services meet
the recommended stance.” For the most common
cancers and also for supporting services such as
radiotherapy and pathology, Richards says more than
2,000 reviews by outside colleagues have been con-
ducted so far – these are mainly appraisals of proce-
dures but may include sitting in on team meetings.

A report on the peer review findings is in prepa-
ration, and should also be of interest to international
colleagues. “We have identified much good practice,
but there are still places where the workforce is not
sufficient to hold, say, weeklymultidisciplinarymeet-
ings. They may be missing certain specialists such as
pathologists and, in somecases,nursespecialists,who
we think are a very important part of the team.

“Administrative support is also a challenge. We
have spent ten years building up these teams – now
we need to make sure they work effectively.”

Prevention has made headway – smoking rates
among adults have now dropped to 22%, and should
fall further following the recent smoking ban in pub-
lic places in England. Richards reports “major suc-
cess” in screening, with women aged 50–70 now
screened for breast cancer with two-view mammog-
raphy, andcolorectal cancer screeningbeing rolledout
to people in their 60s. Limiting factors, such as the
availability of high-quality endoscopy services, are
being mitigated by expanding the range of practi-
tionerswhocancarry themout– includingnurse spe-
cialists – and insisting that units must improve
quality andcutwaiting times tobepart of thenational
screening programme.

Probably thepartsof the2000plan thathavebeen
– and continue to be – most controversial, certainly
in the public eye, concern waiting times and drug
availability. Richards regularly appears in newspaper
items on subjects including the wide variability of

CoverStory
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increasing the move towards carrying out more com-
plex procedures in major centres, while doing more
ambulatory care closer to home. “We need to free up
resources: we spend a lot more on inpatient services
for cancer than they do in the US,” says Richards.
Collecting and applying better information is also a
major plank of the strategy. “We already have com-
prehensive cancer registration and extensive infor-
mation on patients attending NHS hospitals in
England, but we are not making the best use of this.”
A national cancer intelligence network is now being
established to provide comparative data on cancer
activity and outcomes. “My aim is to have the best
cancer information system of any large-population
country by 2012.”

Until recently, Richards was also the chair of the
National Cancer Research Institute (NCRI), the vir-
tual coordination body for research centres and
funding bodies in the UK. The cancer plan has trig-
gered much more research, says Richards – and cer-
tainly the various networking initiatives now running
are among the more visible success stories on the
international stage.Among the achievements are the
National Cancer Research Network, designed to
boost clinical trial rates in NHS hospitals (the enrol-
ment rate has now reached 12%). A recent initiative
has been to establish 19 experimental cancer med-
icine centres to fast-track phase I/II trials.

The NCRI, adds Richards, also maintains the
same database structure of ongoing research as
the US and Canada. “I would very much like to
make this a Europe-wide initiative, so we can bet-
ter identify gaps in research.” Analysis of the
database showed low levels of funding on research
into prevention and into supportive and palliative
care. As a result, new initiatives have been estab-
lished in both areas.

Richards’ involvement with England’s End of
Life Care Programme goes beyond cancer to all
illnesses – as he says, the majority of the 500,000
deaths in England each year are from a chronic
condition. But, as with cancer care a decade ago, end
of life experience can vary greatly in quality, and

“It is partly the media’s fault that many think that

cancer is a disease of younger people”
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to the indepen-
dent sector if we want.”

The cancer reform strategy
includes actions to diagnose cancer ear-

lier through extensions to screening and helping
primary care, and it also has a new equality initiative
to tackle disparities among populations that have
worse incidence, access to services and outcomes.
“We need to push relentlessly on the smoking agenda
– should cigarette displays now be banned in shops,
for example – and develop community awareness.
We have a number of pilot programmes running in
deprived areas that are trying to inform older people
about the major cancers – it is partly the media’s fault
that many think that cancer is a disease of younger
people and not primarily of people in their 60s, 70s
and 80s. The media always tend to focus on younger
cancer patients.”

Other elements of the new strategy include

Critical
coverage.
Richards
has had to
learn to deal
with the British
press, where
stories on
the NHS tend to
be driven by a
political agenda



Richards would like to see much more awareness –
and even anger – about poor care to help drive up
quality for a topic that tends not to be talked about.
“Doctors need to be trained to initiate discussion
with people about their preferences regarding end of
life care – much of the problem starts at the begin-
ning of the end of life pathway.”

For palliative care, he notes the huge range of
professionals who are involved in helping people
towards the end of their lives – but relatively few
who are specifically trained in the discipline. “We
need to skill up the wider professional community
and improve coordination, for example, so that
people do not end up in hospital unnecessarily.”
Survivorship care, as more and more people live
with after-effects of treatment, also now needs
greater attention, he adds.

Richards recognises that there will be continu-
ing controversies, adding to the string of problems
that have already landed on his desk, such as short-
comings in radiotherapy and drug availability. On
the latter, the NHS is now in the bizarre but under-
standable situation of not allowing patients to pay
for their own drugs and have them administered by
the NHS, as this would promote inequalities. Such
‘co-payments’ are commonplace in many Euro-
pean countries.

One of Richards’ biggest critics – and simulta-
neously one of his friends – is probably the best
known British oncologist, Karol Sikora, who is agi-
tating for much more and faster reform, such as a
network of dedicated privately-run clinics, to drive
efficiency, and wider drug availability. “There are ten
cancer drugs you can get in Calais that you can’t get
in Canterbury,” he comments. But Sikora recognises
the tightrope that Richards walks, despite labelling
him a ‘political servant’. As Richards says: “I can’t
keep everyone happy – the way I work is to keep
what’s right for the patient clearly in mind in the way
I respond, and that does make me unpopular with
some groups.” No doubt sometimes the politicians
feel he is the patients’– or the oncologists’– servant.

CoverStory
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Richards would like to see much more awareness,

and even anger, about poor end of life care

Walking a tightrope.
Richards spoke of the
need to maximise the
value cancer patients
get from a limited
health budget at a
panel debating the
case for rationing
expensive drugs that
was organised to
mark the 25th
anniversary of the
European School of
Oncology last year
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There is little disagreement – apart from the odd
map-reading dispute – with Sikora when they are out
hill walking, Richards’ great passion outside work.
“My aim is to climb all the Munros in Scotland –
these are mountains over 3,000 feet (914 metres) –
there are 284, and I have done 232 so far.”

It’s an apt analogy with England’s cancer con-
trol plan – opinions vary but no one can now
deny that a concerted ascent of the cancer moun-
tain has been made. “My ambition now is for
England to be among the best in Europe and the
world in cancer, and recognised as such, and also
to be a leader in end of life care. But of course it
is still a big challenge.”



The hopes and frustrations
of a career in cancer

The next generation speaks out

� Anna Wagstaff

Young oncologists want the chance to develop their skills, reach their full potential and give of

their best. But a Cancer World survey shows many are frustrated by too heavy clinical

workloads, too few chances to lead research and get published, and too little recognition for their

clinical skills. Are potential leaders of oncology in Europe having their careers derailed?

F
or young medics setting out
on their careers, oncology
offers almost unparalleled
richness. You can be part of
the march of science, work-

ing with labandclinical researchers on an
international stage. You can build up
expertise in particular cancers, working in
a teamtoapply it toeachnewpatient.You
canmakeaworldofdifference to the lives
of patients and their families.

Science, medicine and humanity:
oncologyoffers all three. Inan idealworld,
medical students choosing oncology will
taste all these aspects, find out where
their talents lie, and develop their careers
accordingly. Such a world would also be
ideal forpatientsand formedicalprogress.
But how far does it match reality?

A survey conducted by Cancer World
has revealed a variety of barriers to devel-
oping a career as a cancer specialist. Top

among them is the weight of the clinical
workload – rated the first or second most
important barrier in every region of
Europe. InwesternandsouthernEurope,
this is coupledwithastrongsense that the
quantity and quality of clinical work
counts for little when deciding who
should be promoted. In central and east-
ern European (CEE) countries, pay and
lack of job openings and training posts are
seen as major barriers.

To throw some light on these and
other issues, Cancer World talked to a
number of oncologists in their 30s or
early40s, who havecompleted theirbasic
training and are building their careers.

QUALITY OF TEACHING
One interesting finding is the variety of
experiences. In a profession that relies
heavily on ‘learning by doing’, the qual-
ity of the teaching and mentoring is crit-

ical. But even hospitals with a good gen-
eral reputation for training can turn out
to be poor when it comes to oncology.

There were comments about very
good practice: “I said to [my supervisor]
that I wanted to do something in the
lab, and he found me funds to do it. I said
I was keen to gain some more experience
in breast, and he found me somewhere to
train in breast. I said I had just heard
about the Flims course [on methods in
clinical research] and asked, ‘Would you
help me to go there?’, and yes he did.”

And comments about very bad prac-
tice: “They use their students as menial
workers, getting them to write down
patients’ clinical records, prepare their
charts and fetch the films from radiology.
But they never give them the chance to
discuss that film for 15 minutes with a
senior specialist in radiology.”

Frustration at being denied oppor-
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tunities to assume greater responsibility
seems widespread. One interviewee
described how even good people can get
trapped. “One of my colleagues, a bril-
liant radiotherapist, suffered for almost
10 years under a boss who wouldn’t
let him move and didn’t give him free-
dom to develop.”

The problem seems to get worse
as you reach the end
of your residency
and try to break into
the higher ranks.
“Those who are still
in training have many
more opportunities
than a few years ago.
The problem is when
you are in the middle,”
said one senior
oncologist. “People
who have been in
a backstage posi-
tion for a long
time and who
have learned
how to do
it should
be given
the opportu-
nity to lead
projects.”

Often a head of
department seems to pro-
tect their own patch.
“Maybe they know we are
the generation who are
going to replace them.
There are very few people who say: ‘I am
going to prepare things for when I leave.’
I guess it’s only human.”

Another commented, “There are
places where you feel a ceiling, not even
a glass ceiling, just one centimetre above
your head and you can’t move. Actually
they are trying to push the ceiling down.”

Big differences in the quality and
evaluation of training programmes is also
an issue. In Germany, where responsi-

RESEARCH BARRIERS
The Cancer World survey revealed that

many young oncologists are finding it
hard to build up experience in

research – with few opportu-
nities to do lab work, design
protocols or lead trials, and
many obstacles to getting
published. This is a parti-

cular problem in countries
or institutions with a low
commitment to medical
research (for a comparison
of per capita spending on
cancer research across
Europe, see figure 6 of the
Second Cancer Research

Funding Survey, ECRM
2007, www.ecrmforum.org).

A survey respondent
from Austria called for ‘our

own national cancer institute’.
Comments from Spain and

Turkey called for ‘collab-
orative research groups’;
from Ukraine, ‘good
labs with high-tech
facilities’; and from
Bulgaria, the Czech Re-
public, Italy, Turkey
and Romania, ‘more
research grants’, ‘more
sponsors to run trials’,
and ‘greater emphasis
on research and giv-
ing it time’.

But good transla-
tional research requires
more than just the right

facilities. A strong working relationship
between lab scientists and clinicians is
essential, yet this seems more of an ideal
thana reality. “Thepeople in the labarenot
really interested in care and the people in
the clinic don’t have interaction with peo-
ple in the lab. It is so difficult that in the
end people do just straightforward clinical
research – not the translational stuff.”

Clinical research is itself highly
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bility for training lies with each of the 52
länder, there is no national accreditation
of training programmes for any specialty.
Some of the German respondents to the
Cancer World survey are calling for a
national curriculum – consistently taught
and rigorously evaluated.

Moves towards devolving healthcare
to the regions in Spain are prompting
similar calls. IL
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Bordet. “I published an original article,
but it was only theAmerican journals who
were interested. Europe is extremely prej-
udiced. They feel southern Europe is the
end of the world. I always tell my fellows
to send papers toAmerican meetings and
journals, because they respect us.”

THE CHANCE TO TRAVEL
Travel is one answer – it is notable how
many specialists who make the cover of
Cancer World mention an opportunity
to spend time in a different country as key
to their subsequent careers. Many pro-
fessional and educational organisations
offer fellowships where people can get
experience in research in different envi-
ronments (see box).

However, demand is always greater
than supply, and while some supervisors
encourage their trainees to seek experi-
ence abroad, others resent losing an extra
pair of hands. Language is a barrier to
travel from countries which don’t have a
tradition of English as a second language.
It is also harder to move when you have a
young family, or a partner tied to a job.
Women are at a particular disadvantage
here (indeed, Braga cut short her term at
the Bordet and returned to Portugal
because of childcare problems).

ESMO (the European Society for
Medical Oncology) now offers research
fellowships that can be carried out at the
fellow’s own institution of origin, because
of the difficulty some people find in trav-
elling. Martine Piccart, head of the med-
ical oncology department at the Jules
Bordet institute in Brussels, who sits on
ESMO’s fellowships and awards commit-
tee says, “That’s good I think, but this
model should not be favoured too much.
I really believe that the most productive
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“We’d love to publish more, but it’s very hard.

We don’t have a Baselga, a Piccart or an Armand”

WANT CAREER – MUST TRAVEL

ESSO, the society for surgical oncology in
Europe (www.esso-surgeonline.org), offers
fellowships to give young surgeons the
chance to expand their experience and learn
new techniques. They also support surgeons
whowant toattend the Flims courseonmeth-
ods in clinical research.
ESTRO, the society for radiation oncologists
(www.estro.be), offers grants and fellowships
for courses, and advertises other fellowship
andgrant opportunities for radiotherapists on
its website.
ESMO, the society for medical oncology
(www.esmo.org), recently beefed up its fel-
lowship opportunities. Young oncologists can
apply for a ‘taster visit’ to a translational
research unit to see how this research is
organised. A one-year clinically oriented fel-
lowship offers young oncologists an oppor-
tunity to visit an institution, participate in
multidisciplinary rounds, and see inpatients
and outpatients. A two-year translational

research fellowship offers oncologists with
some experience in research the chance to
work in a lab.
ESMO recently introduced a ‘teach the
teacher’ fellowship, which supports a group
of young oncologists from onecentre to travel
to a host institution for six weeks to learn dif-
ferent ways of organising clinical work and
research – the aim is to maintain those links
once the group has returned, and support
them in sharing what they learned.
ESO, the European School of Oncology
(www.eso.net) offers, in addition to its own
courses, senior scholarships for young oncol-
ogists to visit specialist centres for three
months toa year for practical training in a vari-
ety of specialties.
Other bodies offering fellowships include the
UICC (www.uicc.org), the European Organi-
sation for Research and Treatment of Cancer
(www.eortc.be) and many major cancer cen-
tres and charities in Europe and the US.

demanding. It takes money, time and an
immense amount of administrative and
clerical work. Unless a centre has well-
oiled procedures, clinical trial nurses,
admin staff, software and other back-up,
the burden on the trial leaders can be
enormous. Sofia Braga, a young Por-
tugueseoncologist,worked for ayear at the
JulesBordet inBrussels and isnowback in
Lisbon, at one of Portugal’s three large
oncology institutes, fighting for thechance
to lead a trial of sunitinib as a neoadjuvant
in breast cancer. She contrasts the two
settings: “They get protected time. And
they don’t have to fill in CRFs [case
report forms]. I spend my day filling

in these forms. It’s desperate – it’s a
humungous amount of work.”

Even when an oncologist overcomes
these barriers, it is difficult to get pub-
lished in a prestigious journal. Braga com-
ments, “My institution has not broken
into that kind of group, where your name
is known. We’re still in a place where
some of us have had international expe-
rience and we’d love to publish more,
but it’s very hard. We don’t have a Baselga,
a Piccart or an Armand.”

She feels thatmanyEuropean journals
are biased against places like Portugal,
even though her centre treats more breast
cancers than, for instance, the Jules



welcome – increase in clinical posts,
there was no accompanying agenda to
promote research, despite the excellent
potential offered by these new centres.

Martine Piccart mentions the UK as
a positive example, where a national ini-
tiative to promote involvement in clinical
trials in 2001 helped boost cancer patient
inclusion to 12% and opened up new
opportunities for young oncologists. The
National Cancer Research Network
(www.ncrn.org.uk) is a collaborative effort
between clinicians, the Department of
Health and funding bodies – both state
and charitable – sustained by a significant
number of ‘clinician researcher’posts dis-
tributed across the UK’s cancer hospitals.

In France, the Nat-
ional Cancer Plan
offers a further
positive example.
The Plan pro-
vided significant

funding for research,
introduced a regional network
of seven ‘cancero-poles’ (net-
works) to coordinate and pro-
mote research, and provided a

back-up team to assist hospi-
tals inbuilding their clinical researchcapac-
ity. These measures undoubtedly opened
new opportunities for young oncologists,
though there are growing calls for the
decentralisation of research funding – cur-
rently concentrated in the hands of the
French National Cancer Institute INCa.

Both the UK and France have specific
trainingpathways for ‘academicclinicians’,
which integrate research into the resi-
dency programme. This decreases the ele-
ment of luck about who gets opportunities
to develop their research capacity. Indeed,

experience for these young people is to go
elsewhere for a certain period.”

Romanian-born Razvan Popescu, who
is now based in Switzerland and also sits
on the ESMO awards committee, has led
efforts to promote opportunities for young
oncologists from CEE countries to visit
other institutions to gain experience in
research and different models of clinical
practice. But he says it is also important
to focus on what happens when (and if)
they return.

Popescu would like to see
greater support for the
work of organisations
like CECOG, the Cen-
tral and East European
Oncology Group, which
are beginning to expand
the opportunities for
young oncologists to
design and conduct clin-
ical trials. He stresses the
value such ‘home-
grown’trials could
have for patient
care, given that
research into the
best allocation of
resources and optimising treatments that
are both good and affordable may be more
relevant than some of the research led by
the west.

Lack of support for medical research
is not just a feature of the less wealthy
countries of central and eastern Europe.
Miguel Piris, leader of the Lymphoma
Group at the prestigious CNIO in
Madrid, complains that Spain missed a
great opportunity during recent heavy
investment in state-of-the-art hospitals.
Though there was a significant – and

many respondents to the Cancer World
survey asked for just such training path-
ways in their own countries. However,
there seems to be a feeling among young
French and British oncologists that this
system forces them to choose between
being a clinician or an academic very early,
making it harder to change direction as
their careers develop.

Lack of opportunity for continuing
medical education is also heavily flagged
up in the Cancer World survey. Though all
areas of oncology are heading rapidly
towards subspecialisation, there are few
opportunities to attend high-quality
courses. It is this gap, above all, that the
European School of Oncology has sought
to fill. It offers a one-week full-immer-
sion masterclass for oncologists in their
early 30s to give them a good overview of
the field and help them decide which sub-
specialism to follow. Courses are free, and
students continue to receive mentoring
from faculty members for several years;
however, only 50–60 places are available
each year. There is also a pressing need for
continuing medical education courses in
oncology subspecialties.Currently,ESOis
almost the sole non-industry provider,
offering short courses in a variety of lan-
guages, also free of charge.

ACADEMIC-CLINICAL TENSION
The uneasy relationship between aca-
demic and clinical structures seems a
major barrier. In France the best treat-
ment and research in solid tumours is
done in 20 cancer centres outside the
university hospital system. But a young
doctor aiming for the prize position of
‘professor’ has to build a career in one of
the university hospitals. “You need to

GrandRound
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“If it doesn’t change, good people won’t be recognised

as leaders, where they can influence what is going on”



clone yourself,” said one young oncologist,
“It can be very hard to know how to
organise your career.”

The situation in Italy is not dissimilar.
Riccardo Vigneri, who has sat on Italy’s
nationalCMEaccreditationcommittee for
thepast10years, says thatmanyuniversity
hospitals are so poor at treating cancer
that they don’t have enough patients to be
able to teach, and have to farm students
out to other hospitals for their clinical
training. There they tend to be taught by
the head or assistant head of oncology,
who is not trained to teach and gets noth-
ing back for teaching. “They often use the
trainee oncologists as menial workers. If
they do research, it is second class, doing
protocols directed by the industry. Their
critical faculties are not being engaged to
really understand what is going on.”

Italyhas someexcellentcancercentres
which offer superb training opportunities
for the minority of students who are lucky
enough to be recruited. But a doctor who
wants to build an academic career must

stay at the university, often going from
one short-term contract to the next, hop-
ing tobechosenassuccessor to the incum-
bent professor.

The system is unfair and deeply
unpopular, as many of the Italian respon-
dents to the Cancer World survey indi-
cated. Vigneri says, “If it doesn’t change,
good people won’t be recognised as lead-
ers, they won’t get into positions of power
where they can influence what is going on
around them.”

The tension between the clinical and
academic sides, common to all medical
fields, is exacerbated by the way oncology
is often fragmented across departments.
This is a particular problem for cancer
surgeons, who not only have to split their
training across a number of units – neu-
rology, gastro-intestinal, pneumonology –
but also have to compete with non-cancer
surgeons for senior departmental posts.

Financialpressuresarenowprompting
many governments to demand greater
value for money, and they are introducing

performance-based incentives and penal-
ties. Funding for both hospitals and uni-
versities is increasinglybasedonevaluation
and competition.

The plus side is that it forces poor
institutions to raise their game, and
reduces the abuse of personal power and
lack of accountability in ‘Mandarin’ type
systems, by introducing transparent and
objective measures of quality and merit.
Some people, however, think the compe-
tition has gone a bit too far. Michael Bau-
mann, professor of radiation oncology and
head of the Cancer Centre at the Carl
GustavCarusUniversityHospital inDres-
den, comments, “Sometimes you would
simply love some time off from writing
grant applications and doing research – at
the moment it is too competitive and too
little money.” He would like to see basic
personnel and lab resources guaranteed,
with additional grant money available on a
competitive basis, more along the lines
operating in the UK. “A good mixture of
the two would be perfect.At the moment,
at least in the poorer places, you have to
really fight for grants or you have nothing.”

DEVALUING CLINICAL WORK
This heavy emphasis on competition is a
growing trendacrossEurope, andseems to
be adding a new dysfunctional twist to the
relation between academic and medical
worlds. Being an excellent doctor, who
keeps abreast of developments, spends
time with patients, works well in a multi-
disciplinary team and enters patients into
clinical trials may no longer be enough.

This is one of the key messages of the
Cancer World survey, in which the second
most mentioned barrier to an oncology
career was the lack of value attributed to
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“When they evaluate you for promotion, what

counts is research and publication – not patient care”

TOP BARRIERS TO CAREERS IN ONCOLOGY ACROSS EUROPE

Respondents were asked to rate the top
threebarriers toprogressing their careers out
of apossible10options. Thechart shows the
top fivebarriers,with theproportionof respon-

dents from each region who identified each
barrier among their top three.
Source: Cancer World survey. For further
details see www.cancerworld.org/magazine



much lighter,
thepay isbetter, and

clinical work is not under-
valued. “We have lost three sen-

ior oncologists in the last two years,” says
Cardoso, “The workload increases and
the workforce decreases.”

Andrew Wardley, consultant medical
oncologist at the Christie Hospital NHS
Trust in Manchester, UK, agrees there is a
problem with clinicians being treated as
second class within university hospitals.
“University hierarchies are only interested
in science. In the past few years there has
been a big culling of academic clinicians
from senior lecturer posts in top UK uni-
versities. A lot of people feel the effort to
keep up their RAE [research rating based
on publications and grants] is not worth it,
and they’d rather stay with the NHS.”

NATIONAL POLICIES
At the Jules Bordet institute, Martine Pic-
cart is very aware of the tensions between
the clinical and research roles in an aca-
demic hospital. “It is the responsibility of
the director to recognise the value of very
good clinical work,” she says, “You cannot
function with a team of doctors that do
only research, nor with a team that do no
research at all. To find this balance is not
easy, and to avoid frustrations and jeal-
ousies is quite a challenge.”

She tries to meet each oncologist indi-
vidually to agree on their mission. “They
may be 100% clinical, 70/30 clinical/res-

clinicalworkwhendecidingonpromotion.
Since thenumberone issue is that theclin-
ical workload leaves no time for research,
these two barriers create a vicious spiral.

Fatima Cardoso is a senior oncologist
at the Jules Bordet institute in Brussels.
She has always enjoyed being involved in
research, andused tocoordinate the trans-
lational research unit at the Bordet. But
she ended up pulling out of the latter role
because she feels very committed to car-
ing for her patients and was finding it
impossible to do both.

She warns, however, that choosing to
concentrate on patient care is a bad career
move for any doctor, and for oncologists in
particular. “When they evaluate you for
promotion, what counts is your CV –
research and publication – nothing to do
with patient care. I can understand that if
you are applying for a research post, but if
you are applying for a position in a hospi-
tal, I don’t understand why people don’t
rate your value as a clinician.”

Fine ideas about ‘translational
researchers’in academicpostswhichallow
both clinical care and research work are
simply not reflected in reality, says Car-
doso. “We are completely overstretched by
our full-time work in the clinic. We are
going back to having to do the research in
our free time.”

Cardoso says her generation, now in
their early 40s, is suffering because the
next generationarenotchoosingcareers in
oncology. “They look at my generation,
and the way we work, and they tell us: ‘I
don’t want to live the life you lead’. They
value their quality of life, so they don’t
choose this specialty.”

At the same time, experienced and
committed oncologists are leaving – often
to the private sector where the workload is

earch, or 20/80 clinical/research. Once
their profile is agreed, we evaluate them
yearly in accordance with that profile,
because you won’t expect someone fully
involved in the clinic to publish three
papers a year, but you will expect that
from someone doing research 80%.”

There is a limit, however, to what
heads of departments can do in the
absence of a joined up approach to
healthcare and medical research. Pic-
cart deplores the short-sighted lack of
interest shown by many European gov-
ernments in supporting medical research,
and singles out the UK’s National Cancer
Research Network, for praise. “This is
something I consider very impressive.”

There is alsoa limit, she says, as tohow
much departmental heads can do within a
climate that increasingly devalues doc-
tors, and health structures that hugely
underestimate the skill and effort required
in oncology.

“Governmentsneed to re-evaluatehow
they support oncology clinics. When I see
the time we need as oncologists to explain
to patients their diagnosis, what is going to
be done, the different treatment options,
theside-effectsof the treatment…Youcan
easily spend one hour.And when you look
at what the hospital gets for that, it is
peanuts.” The same applies to surgical
oncology: “These people often do opera-
tions that last hours, and there is a ridicu-
lously small amount of money in place for
that kind of surgery.”

Even the battle to get recognition for
medical oncology as a specialty has not yet
been won in many countries. “That’s the
first stepandwearenot thereyet.Howcan
you be attracted to a profession that is
not even recognised, and where the things
you do are permanently underpaid?

“How can you be attracted to a profession where

the things you do are permanently underpaid?”

GrandRound
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and yet he did develop melanoma).
There has been a lot of hype about

the value of both genetic variance and
tumour profiling. Helping to bring us
down to Earth is a professor who is
expert in research methodologies with
a special interest in genomics and can-
cer, and is helping to navigate what is
becoming an exponentially complicated
field. John Ioannidis, head of the
department of hygiene and epidemi-
ology at the University of Ioannina,
Greece, made waves with a paper, ‘Why
most published research findings are
false’ (PLoS Medicine, 2005). He sug-
gested that the hottest scientific fields
– with many research teams involved –
are less likely to come up with true
findings, and there is ‘ping pong’
between extreme positive and negative
results – and no topic illustrates this
better than molecular genetics.

MARKERS OF RISK
Bearing this ‘reality check’ in mind,
Ioannidis is by no means pessimistic
about progress, and has an overview of
where we currently are in both genetic

Personalised medicine:
the dream and the reality

� Marc Beishon

The lay public must be a bit con-
fused about the term ‘person-
alised medicine’, which has

become one of the hottest health topics
at present, judging by the sheer number
of mentions it is getting in the mass
media. On face value, it seems to imply
that we have arrived at a promised land
of individual treatment, certainly where
the genetic make-up of people and
disease is concerned. After all, the one
concept that everyone knows is that
we are all – bar identical twins – genet-
ically different from each other. But in
fact we are far away from applying many
different, individual treatment regi-
mens based on genetic characteristics.

What personalised medicine cur-
rently means in practice is treatments
or procedures that apply to groups of
people, although those groups could be
quite small parts of the population. In
general medicine, a transfusion of a
certain blood type is a ‘personalised’
approach. In cancer there are many
that can be mentioned, such as the
Herceptin (trastuzumab) monoclonal
antibody for Her2-positive tumours

and screening for the BRCA1 and 2
breast cancer genes. A recent tech-
nique showing promise allows person-
alised levels of chemotherapy dosing
for colorectal cancer patients based
on a blood test, rather than the ‘gold
standard’ of calculating drug dose by
body surface area.

It is genomics – and all the other
molecular sciences such as proteomics
– that are making the running in the
personalised medicine debate. One
person’s tumour is as different from
another’s as a fingerprint or iris, so it is
no wonder that cancer is a prime target
for personalisation. There is now a mas-
sive body of published papers – more
than 50,000 alone on molecular signa-
tures for cancer, for example.

Interest and publications are also
growing fast in complex genetic variance
that may confer risk (or protection) –
hardly surprising as the human genome
has now been sequenced. Luminaries
such as Craig Venter and James Watson
have had their own DNA analysed
(in Venter’s case this showed he had
no known indication for skin cancer –
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Recent years have seen a scramble to identify the genetic variance that predisposes or protects

against certain cancers and the tumour gene signatures that could indicate which therapies will

work and which won’t. A picture is now emerging of an infinitely complex field that is unlikely

ever to live up to the high hopes of some scientists, but is certainly confounding the sceptics.



variance and tumour profiling. “For
genetic variance that confers risk or
protects people from cancer, we have
now seen identifiable progress for the
first time in long while,” he says. “Until
recently, we had only found syndromes
with a high penetrance – meaning there
are few genetic factors that could con-
tribute an enormous level of risk, but
were very uncommon – but they do
not explain why most people get can-
cer.” Well-known syndromes include
hereditary non-polyposis colorectal
cancer, Li-Fraumeni syndrome, the
BRCA1 and BRCA2 genes and so on.

Now, he adds, there are more rep-
roducible findings about genetic
variance carried by 10%–30% of people
that increase or decrease risk of spe-
cific cancers. “We have had most luck
with breast and prostate cancer, and
found half a dozen common variants,
each of which increase or decrease the
relative risk of getting these cancers by
about a fifth, e.g. from 5% to 6% or 4%
in terms of absolute life-time risk.”
The variants, he says, are single
nucleotide polymorphisms (SNPs, also
known as ‘snips’). “Someone has, say,
an A instead of a T in a sequence – but
we don’t know whether these are the
real culprits and are directly increasing
risk. They could be mirroring some
other genetic site they are linked to.All
we really know is we have found mark-
ers for some genes – and that’s about
it.” SNPs are found in both coding
regions for genes (and so could alter
proteins) and non-coding regions
(where proximity to a gene can act as a
marker). There can be millions of
SNPs in each human genome.
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“We have found half a dozen common variants, each of

which could alter your relative risk by about one fifth”




