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Editorial

The prescription of oral anticancer drugs: Another

perspective

Arecent editorial in this journal argued against restricting the
right of non-medical oncologists to prescribe oral anticancer
drugs.? As representatives of the Latin American Association
of Radiation Oncology (ALATRO), we fully support the posi-
tion expressed by the Spanish Society of Radiation Oncologists
(SEOR) in that editorial. We believe the outcome of this ongo-
ing debate in Europe®? has the potential to shape the future
of cancer care around the world. For these reasons, we feel
compelled to make our own views of this issue known.

Some—though we presume not all—medical oncologists
believe that only they should control the prescription of oral
cancer medications. However, most other cancer care special-
ists strongly disagree.*®> The authors of the aforementioned
editorial argue that the campaign being carried out by medical
oncologists is largely a defensive manoeuvre. The diminish-
ing use of intravenously delivered anti-cancer drugs—long the
domain of medical oncology—coupled with the rise of newer,
orally administered drugs and targeted molecular agents,
could pose a threat to the very existence of the speciality of
medical oncology. This threat may be real, but we believe that
such an aggressive response to this perceived danger is mis-
guided. The field of oncology needs greater collaboration, not
less.

Radiotherapy is increasingly used in combination—either
adjuvantly or concurrently—with chemotherapy and it is not
possible to separate the two. What would happen to our
speciality if we were no longer able to prescribe the radiosen-
sitizing and radio-potentiating oral drugs used in most current
radiochemotherapy regimens?®-® The clear message we wish
to send to our colleagues in medical oncology is that aggres-
sive tactics to preserve their speciality are neither constructive
nor necessary. In our opinion, the world will not end if several
different, but related, specialities continue to maintain their
long-established practice of prescribing oral cancer drugs.

The complex nature of cancer care requires the inter-
vention of numerous specialists. While great strides have
been made in recent years towards greater collaboration,
some resistance to the multidisciplinary approach to can-
cer care still remains. This less-than-complete willingness to
join in a fully collaborative approach to care is problematic.

However, this is not the only impediment to developing a
stronger multidisciplinary model: another obstacle is the lack
of clearly defined roles. Many of the functions of cancer care
specialists can—and do—overlap, and while this is not a major
problem, it can sometimes cause confusion with regards to the
responsibilities of each specialist.

In this editorial, we wish to make two important points.
First of all, a greater effort needs to be made to promote an
authentic multidisciplinary approach to cancer care, in which
specialists fully embrace the spirit of positive collaboration
and teamwork. We believe that we should view each other
as colleagues, not competitors. Secondly—and this point is
closely related to the first—we believe that the roles of the var-
ious cancer care specialists need to be more precisely defined,
so that our individual responsibilities are clear.

1. The need to strengthen the
multidisciplinary approach

Medical care has become increasingly specialised in recent
years, and oncology is no exception. Cancer is a complex,
multifactorial disease with diverse treatment options and
advances in our understanding of this disease and in new
treatments (e.g., robotic surgery, radiosurgery, drugs, genet-
ics, and advanced radiotherapy techniques) mean that input
from diverse specialists with unique knowledge is increas-
ingly necessary. The response to this increasing complexity
has been the widespread adoption of the multidisciplinary
approach.>10

From the perspective of the radiation oncologist, the need
for a multidisciplinary approach to cancer is obvious.'%1? In
many countries our specialty relies almost entirely on referrals
from other professionals, and for this reason radiation oncol-
ogy has a long tradition of good communication with other
physicians. Moreover, because radiotherapy can be either a
primary or adjuvant treatment, specialists is this field are
accustomed to collaborating closely with other specialists.

Several approaches could be taken to increase collabora-
tion. For example, the multidisciplinary approach to cancer
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should be the standard model of care taught to medical stu-
dents and residents. In addition, countries that have yet to
adopt this model, which includes interdisciplinary tumour
boards and treatment units, should be encouraged to do so.
Much of these efforts need to come from the top through
closer collaboration among the relevant medical societies who
must work together to improve the model and to resolve any
conflicts.

2. The need to better define the role of
cancer care specialists: the case of Radiation
Oncology

Some of the controversy surrounding proposals to limit the
right to prescribe oral drugs arise from confusion about the
role of the various specialities in a comprehensive cancer
care model. It sometimes seems that the role of the radiation
oncologist is misunderstood, even within the field of oncology.
We are not simply technicians skilled at delivering radiation
to the tumour site; rather we are clinical oncologists with a
strong background in medicine that includes training in inter-
nal medicine. We are not RADIATION oncologists, but rather
radiation ONCOLOGISTS, as Zietman so astutely observed.?

Let us consider the historical perspective. Radiation itself
has been used as a cancer treatment practically from its
discovery at the end of the 19th century.'* In addition, Radio-
therapy was the first oncological specialty to be recognized (in
1922, at the Congress of Oncology in Paris).!> The academic
field of radiation oncology grew out of radiology, as a distinc-
tion was made between radiation for imaging and therapeutic
radiation. This separation from radiology occurred only 30-40
years ago, and radiation oncology as a medical specialty is
still a relatively young field. In fact, for decades the only truly
effective cancer treatments available were surgery and radio-
therapy. As a result, from its very beginning, the practice of
radiation oncology was eminently clinical and the role of the
radiation oncologist extended from the moment of diagnosis
through terminal care. When it was discovered that certain
chemotherapeutic agents potentiate the effects of radiothe-
rapy, these new agents were administered in combination
with radiotherapy. Logically, it was the radiation oncologist
who was responsible for managing the administration of these
agents. Indeed, in many parts of the world (e.g., the United
Kingdom) the same physician, called a “clinical oncologist”,
is still responsible for the non-surgical treatment of cancer,
and prescribes chemotherapy as well as radiotherapy. This
is important since having only one specialist in charge of
treatment reduces costs and, most importantly, saves time
between diagnosis and initiation of treatment.

Regardless of whether we are known as clinical or radia-
tion oncologists, our main function continues to be clinical. As
clinicians, we require a strong foundation in general medicine,
including a solid understanding of the histology and pathol-
ogy of cancer. Not only must the radiation oncologist be
skilled at performing physical examinations and in inter-
preting diagnostic and planning images, but he/she must
know how to combine all of this information into planning
the appropriate treatment. Fortunately, we are well-prepared
for clinical work by our medical education and rotations

in relevant specialities—including internal medicine—during
residency. A large part of our speciality involves the study and
understanding of radiobiology because it is essential that we
understand the impact of both older drugs and more modern
targeted therapies on tissues, particularly in conjunction with
radiotherapy.

Our speciality has, without a doubt, a large technical com-
ponent. Perhaps for this reason, non-oncologists sometimes
associate us with the high-tech tools of our trade: linear accel-
erators and other advanced machines. However, what they fail
to see is the large clinical component of our work involving
patient care from diagnosis to long-term follow-up. Clearly,
we have an obligation not only to keep abreast of the lat-
est technologies, but also the latest advances in molecular
and systemic therapies. This all requires constant effort on
our part, and for this reason we have learned to delegate to
other professionals (medical physicists, and radiation oncol-
ogy nurses and technologists). Our focus is and will continue
to be on the clinical aspects of our specialty. In this sense,
we believe that there are some parallels with surgical oncol-
ogy: the practice of surgery is not mutually exclusive with the
practice of medicine, and the same is true for radiotherapy.

3. Conclusion

As we have argued in this editorial, attempts to restrict the
prescription of oral drugs to medical oncologists are simply
ill-advised. Medical and radiotherapeutic treatment of cancer
are virtually inseparable these days, and in most cases, clinical
guidelines indicate concomitant radiochemotherapy.

Letus be clear. In this complex field of oncology, we strongly
believe thatitis essential that all specialists work together as a
team to deliver the best patient care. We also believe that this
model will work only if all participants believe in the value of
the model and in each other. We must always keep foremost
in our minds that regardless of our specialty, we are all physi-
cians, and our primary responsibility is the well-being of the
patient, not the survival or predominance of our specialty.

Acknowledgement

We wish to thank Bradley Londres for his assistance in improv-
ing the English text.

REFERENCES

1. Ramos A, Torrecilla JL, Lara P, et al. Should the prescription of
oral anticancer drugs be restricted? Rep Pract Oncol Radiother
2012;17 (July (4)):187-9.

2. Colomer R, Alba E, Gonzalez-Martin A, et al. Treatment of
cancer with oral drugs: a position statement by the Spanish
Society of Medical Oncology (SEOM). Ann Oncol
2010;21(February (2)):195-8.

3. Guedea F, Macia M, Sanchez Calzado JA, et al. Treatment of
cancer with drugs: a controversy. Ann Oncol 2011;22(March
(3)):747-8.

4. Guedea F. The role of the radiation oncologist in oncology
today. Clin Transl Oncol 2010;12(December (12)):779-80.


dx.doi.org/

REPORTS OF PRACTICAL ONCOLOGY AND RADIOTHERAPY 17 (2012) 295-297 297

10.

11.

12.

13.

14.

15.

. Galofré JC, Gbmez-Saez JM, Escola CA, et al. Treatment of

thyroid cancer with the new oral agents. Ann Oncol
2011;22(October (10)):2343.

. Velenik V, Ocvirk ], Oblak I, Anderluh F. Cetuximab in

preoperative treatment of rectal cancer—term outcome of
the XERT trial. Radiol Oncol 2012;46(September (3)):
252-7.

. Oblak I, Petric P, Anderluh F, Velenik V, Fras P. Long term

outcome after combined modality treatment for anal cancer.
Radiol Oncol 2012;46(June (2)):145-52.

. Tezcan Y, Koc M. 3-D conformal radiotherapy with

concomitant and adjuvant temozolomide for patients with
glioblastoma multiforme and evaluation of prognostic
factors. Radiol Oncol 2011;45(September (3)):213-9.

. Bernad D, Zysnarska M, Adamek R. Social support for

cancer—selected problems. Rep Pract Oncol Radiother
2010;15(March (2)):47-50.

Boyle FM, Robinson E, Dunn SM, Heinrich PC.
Multidisciplinary care in cancer: the fellowship of the ring.
JCO 2005;23(February (4)):916-20.

Herruzo I, Romero J, Palacios A. The white book of radiation
oncology in Spain. Clin Transl Oncol 2011;13(June (6)):
385-95.

Guedea F, Ramos A. The importance of the White Book of
Radiation Oncology. Clin Trans Oncol 2011;13(6):355-6.
Zietman A. The future of radiation oncology: the evolution,
diversification, and survival of the specialty. Semin Radiat
Oncol 2008;18(July (3)):207-13.

Connell PP, Hellman S. Advances in radiotherapy and
implications for the next century: a historical perspective.
Cancer Res 2009;69(January (2)):383-92.

Sanchez-Santos ME. Therapeutic applications of ionizing
radiations. In: Garcia Gémez-Tejedor G, Fuss MC, editors.
Radiation damage in biomolecular systems. Netherlands:
Springer; 2012. p. 397-409. Available from: http:/www.
springerlink.com/content/16g800811346v353/abstract/ [cited
16.10.12; Internet].

Luis Linares
HOPE International Radiation Center, Guatemala, Guatemala

Adela Poitevin *

Department of Radiation Oncology, Médica Sur, Mexico City, Mexico

Cuauhtemoc De la Pena

Servicio de Oncologia Radioterdpica, Christus Hospital, Monterrey,

Mexico

Keith R. Britton
Centro Internacional de Radiocirugia y Radioterapia Oncolégica
(CIRRO), Panamad, Panama

Rosalba Ospino
Instituto Nacional de Cancerologia, Bogotd, Colombia

Raul Lara
Centro Salvadoreiio de Radioterapia, San Salvador, El Salvador

Gustavo Sarria
Department of Radiation Oncology, National Institute for
Neoplastic Diseases (INEN), Lima, Peru

Neiro Motta
Radioterapia, ISCMPA/UFCSPA, Porto Alegre, Brazil

Nicholas Rene
Centro de Radioterapia, Rosario, Argentina

Luis Pinillos
RADIONCOLOGIA, Auna, Lima, Peru

Paulo Novaes
Radioterapia - ISO Hospital Dia Santos, Sdo Paulo, Brazil,

on behalf of the Latin Association of Radiation Oncology
(ALATRO)

* Corresponding author. Tel.: +52 55 54246838;
fax: +52 55 54247210.
E-mail address: adepoite@yahoo.com.mx (A. Poitevin)

1507-1367/$ - see front matter

© 2012 Greater Poland Cancer Centre. Published by Elsevier
Urban & Partner Sp. z o.o. All rights reserved.
http://dx.doi.org/10.1016/j.rpor.2012.10.005

Available online 8 November 2012


dx.doi.org/
http://www.springerlink.com/content/l6g800811346v353/abstract/
http://www.springerlink.com/content/l6g800811346v353/abstract/
mailto:adepoite@yahoo.com.mx
dx.doi.org/10.1016/j.rpor.2012.10.005

