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In the last 20 years the surgical panorama has deeply changed,
especially in the oncologic field. In the past the oncologic surgeon had
at his disposal few weapons in addition to his surgical capability. Yearby-year the scientific progress has registered remarkable improvements
in all the disciplines and the cancer treatment potential has been
increased.
Moreover adjuvant and neo-adjuvant chemotherapy has been
implemented up to be less harmful but more effective in fighting cancer.
Different ways of its administration have been applied to different
primary neoplasm; from the nebulized chemotherapies for lung cancer
to the hyperthermic intra-peritoneal chemotherapy (HIPEC), which
has demonstrated very good results not only in uncommon tumors
like pseudomixoma peritonei, but also in gynecologic, colon and gastric
cancer. Actually HIPEC allows reaching good survival results with
acceptable morbidity rate; at the same time it reduces the systemic
toxicity due to chemo-therapics [1]. The employment of neo-adjuvant
chemotherapy regimens has demonstrated to reduce the surgical effort
and the morbidity rate [2,3].
The introduction of radiotherapy has radically changed prostate and
rectal cancer prognosis. Neo-adjuvant chemo-radio therapy combined
regimens reduce the recurrence rate and the complications due to
extended surgery [4,5,6,7]. In prostate cancer, as in breast, rectal and
anal verge cancer brachytherapy has demonstrated its usefulness also in
the management of advanced disease [8,9]. Moreover in breast cancer
the intraoperative radiotherapy [IORT] and the electron intraoperative
radiotherapy (ELIOT) allow the treatment of locally advanced stages
with tissue sparing techniques and immediate reconstructive plastic
surgery [10,11].
New prospects have been also opened with the discovery of
immunotherapy. Now monoclonal antibodies are commonly used,
besides palliative chemotherapy, to treat advanced tumors.
Lastly new interest has been concentrated on rare tumors, such as
some forms of sarcomas or gastrointestinal stromal tumors (GISTs).
For these uncommon neoplasms the role and the time of surgery are
complex and not always well established. Surgery can be used more
than once during the course of cancer management: for diagnosis, for
treatment and also for palliation. In the meantime the target therapy
has become the cornerstone of treatment for such unusual diseases and
debulking procedures can support its action in advanced staged cancer
[12,13].
For all the above-mentioned reasons cancer represents an area of
multidisciplinary expertise. On one hand it is expected that modern
surgical oncologists possess an understanding of the biology of
cancer, methods of diagnosis and staging and the variety of treatment
options available beyond surgical approaches. On the other hand
decision making should be shared by a dedicated team of specialists.
Multidisciplinary and/or interdisciplinary work has proven to be
most effective when team members have professional and personal
commitment to care and common goals for healthcare outcomes.
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The conditions necessary to achieve a profitable activity are the
clarification of the rule of the team, the support and respect of other
team members for their contribution, good communication among the
team members and the right environment that promotes these factors
[14]. Unfortunately multidisciplinary team could be very expensive
if each member brings only his own perspective by suggesting tests,
consultations and treatments that are not evidence-based and are
of little benefit to patient’s condition. The resultant quality and cost
benefit to the patient and the system depend on the way in which the
team is managed and led [15].
The widespread of the concept of multidisciplinary teams has
strongly reduced the invasiveness of oncologic surgery, resulting also in
lowered morbidity rate. In the meantime all the complementary tools
have refined their impact and chemotherapy has reduced its collateral
effects. The final effect of this process has led to better clinical outcomes,
in terms of quality of life, oncological results and patient satisfaction.
Furthermore an increasing number of older and complicated patients
can be recruited with therapeutic intent.
However it should be kept in mind as quality and safety in medical
care has historically suffered from having poor quality science. Lamb
et al. reported that the scientific quality of studies on multidisciplinary
teams is “low to medium”. Better methods are needed to establish the
benefit and the rules of such a common-sense team approach [16].
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