So, what is a clinical oncologist?

Sir?The recent paper 'So, what is a clinical oncolo-
gist?' by Professor Kaye (July 1992, pages 314-5) was 2
ray °f hope lighting the way t° improving the care of
patients with cancer. The principal task of clinical
oncologists and medical oncologists * t° give opti-
mum care to their patients, They are all cancer doctors
and there can be no place for professional rivalries.
Doctors from both disciplines see and treat similar
patients, @nd it is important that the training of the
cancer doctor enables a decision on management to
be made with the full knowledge ©f the benefits and
drawbacks of all treatment gptions.

The answer must be injoint training in all the non-
surgical treatments to a standard yet to be agreed. Spe-
cialisation and more advanced training in anti-cancer
drugs a@nd radiotherapy can take place after the coxre
has been established.

There are too feW cancer doctors and the rate of
increase remains slow, especially at = time of financial
constraint. The best use of available manpower Must
be made and duplicating work by having more than
one gpeciglist camcer doctor caring for = patient i
clearly not efficient. If medical oncologists and clinical
oncologists can Work from the same dJepartment 379
feel themselves to be colleagues, genuine consultation

and co-operative management ©Ff patients Will take

place and the joint development ©Ff protocols and
treatment policies become easier.

There is already = network of radiotherapy centres
throughout the country and the need to deyelop these

into cancer centres with an increase in the number of

clinical gnecologists Bas already Peen emphasised in

the document: A report ©°f the Board of the Faculty of

Clinical Oncology ©f the Royal College ©f Radiologists.
Medical manpower and workload in clinical oncology in the

United Kingdom. London: Royal College of Radiolo-
gists, 1991. Medical teams in cancer centres would not

be complete without medical oncologists and even

small centres should have ready access to their exper-
tise. The minimum size of a cancer centre and the

number of clinicians needed to staff it needs to be

recognised by purchasing authorities and indeed by

the Department of Health.
The needs of district general hospitals would not be

well served by a proliferation of mini cancer centres
complete with a Single clinical Ol’lCOlOgiSt with a linear
accelerator and a Single medical Ol’lCOlOgiSt with a bat-
tery of drugs. To receive the best of modern cancer
treatment, both curative and palliative, patients must
have access to a modern, fully equipped cancer centre.
If a cancer centre is properly staffed, the local needs of
the district general hospitals it serves can be met with

regular @nd frequent clinics by yigiting oncologists, the
number being determined by the workload. These reg-

ular clinics, integrated with the local palliative care
team, and with the local clinical haematologist, can
provide all the needs of the service.

The creation of a Jgipnt Council by the Royal Colleges
of physicians @nd Radiologists with the aim of develop-
ing a common core programme for training in oncolo-
gy is surely the way forward and will lead to a greater
number of better trained cancer doctors, so improving
the care of cancer patients throughout ®Pe country.
From this basis, research and development both in
National Health hogpitals 2nd university departments
will be encouraged and Supported to the eventual ben-
efit of our patients.

It is to be hoped that the joint Council will act as =
catalyst to develop and cement a future good relation-

ship between all gncologists.
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