
Position Paper (4 August 2017)

Updating the Role of Medical Oncologists in Training and as Consultants 
in Providing Acute Unscheduled Care and Continuity for Cancer Patients in the NHS
Strategic Context

Cancer care is a major national priority and subject to a major national strategic initiative.  Medical Oncologists are absolutely committed to make their best contribution to this.  However, Medical Oncologists are also committed to improving outcomes for all patients in the NHS and wish to commit to effective and sensible training and service developments.  This was stated in the ACP Strategy which has as one of its three goals “A substantial contribution to the overall development of NHS services and help to cope with the challenge the NHS faces in dealing with acute cases and the medical problems of the aging population.”  
http://ecancer.org/journal/10/full/608-an-association-of-cancer-physicians-strategy-for-improving-services-and-outcomes-for-cancer-patients.php 

This Strategy sets out our vision for Medical Oncology in the coming decades and clearly indicates how we see our work contributing to improved outcomes for patients.  The detailed background and references to this Position paper are included in the Strategy.    

Progress in Medical Oncology.  Our increased contribution to Acute Unscheduled Care, strengthened generic skills and improved continuity of care for cancer patients.
Medical Oncology is increasing its contribution to acute unscheduled care by becoming more generic in its training and practice.  The new training programme which underpins this has been recently approved by the General Medical Council.  In order to deliver Acute Oncology, Medical Oncologists have revised their training and Continuing Professional Development and practice, to develop their broad oncology skillsets so that they can care for all cancer patients in the acute oncology setting.  This is a substantial and ongoing change from the cancer site-specialised emphasis of the previous training programmes – although site-specialisation in elective care will always remain essential to best cancer outcomes.  The emphasis on Acute Oncology has been incorporated into the new 2+4 training programme.  It reflects our discipline’s strategic commitment to addressing the pressures in the NHS for acute care particularly for older patients with complex medical problems who also have cancer to ensure access to continuous and excellent care.  We will make our contributions through Acute Oncology not through the practice of General Internal Medicine and the removal of the option for dual training in Medical Oncology and General Internal Medicine has been approved by the GMC.  
Medical Oncology is driving forward the implementation of Acute Oncology widely in the United Kingdom and seeks support to complete this process across the UK in order to provide this service in all NHS hospitals admitting acute emergencies. This will improve outcomes for our patients and avoid unnecessary deaths.  Thus, medical oncologists will be making substantial contributions to the unscheduled care of patients in hospitals and contributing to the care of patients with cancer and multiple comorbidities that frequently determine their outcomes.  We have been working strategically and operationally across a wide range of interfaces with primary care and have been at the forefront of promoting links between healthcare institutions in the form of cancer networks.  

Acute Oncology was developed as a National policy for cancer services to ensure prompt access to appropriate acute cancer care to avoid deaths from acute complications of cancer and its treatment documented in the National Confidential Enquiry into Patient Outcome and Death (NCEPOD) 2008 report.  The comprehensive delivery of Acute Oncology, involving Acute Selected Take for cancer patients, has been shown to improve patient outcomes, not only for patients with complications of treatment but for those presenting with complications of disease which represents a huge burden to the NHS, particularly towards the end of life, where cancer care takes up to 9.2 million bed days/year.  
Acute oncology is having a significant impact across the country especially in locations where comprehensive services have been established.  For example, referrals in Merseyside and Cheshire have increased from 2252/year pre-2009 to 5241/year in 2015 and continue to do so.  AO has reduced length of stay by 3 days per episode equating to several million pounds savings.  The 2015 survey of AO teams across England showed 91% have a functioning service despite challenges identified with the peer review in some cases.  Acute Oncology, delivered fully, has been shown to reduce pressure on Acute Unselected Take services with a reduction in 5% - 10% of the total intake of patients in hospitals.  Commissioners have shown their support for this model by funding AOS initiatives with consultant time widely across the UK.  In all 19 Medical Oncology consultant posts advertised in Nov/Dec 2016 the mean number of AOS programmed activities commissioned was 1.32 (range 0 – 3.26).  In all 20 Clinical Oncology consultant posts the mean number commissioned was 0.25 (range 0 – 1).
The numbers of Medical Oncologists will have to expand in the next 10 – 20 years to meet the demands of cancer incidence, prevalence and survivorship irrespective of development of AOS.  Much of this expansion will be delivered in District General Hospitals.  Therefore the inevitable and essential, cancer prevalence-dictated, expansion will support development of AOS in all District General Hospitals and make it possible to increase comprehensive national delivery of AO.
Savings of a Fully Developed Acute Oncology Service for the NHS

Experience in Cancer Networks (for example Merseyside) has shown that a strategic investment in Acute Oncology Services leads to significant savings through more efficient and effective patient management including the streamlining of investigations.  In AOS, patients have direct access to consultant oncologists and the oncology team.  This reduces admission rates and length of stay.  It ensures prompt consultant oncology decision taking and enhanced continuity with their own oncology team.  Business cases based on these findings have been accepted by Commissioners across the country and documented all the AO allocations in our most recent new consultant posts.
The New Medical Oncology Curriculum Approved by the GMC

In the newly approved curriculum, training in medical oncology has been kept to the essential minimum time in a tightly defined curriculum delivered in a 2+4 model in which there are four years of specialist training (ST).  Those four years of specialist training are the minimum requirement to achieve the standards required.  Medical oncologists developed a four year ST rather than the longer time enjoyed by many physician specialties, recognising that more than 80% of our trainees also undertake two or three years training in research and write research doctorates, funded not through training budgets but by research organisations.  During that time they acquire further clinical experience and they are able to mature and develop their skills in oncology further.  
We feel there is a real risk that having ensured a very tightly defined curriculum to deliver excellent specialised training in four years, that we are vulnerable to being asked to add further service contributions into the curriculum.  The curriculum is already under massive pressures as a consequence of the increasing complexity of oncology management strategies arising from new knowledge in genetics, immunology, cancer biology, biomarkers, precision oncology, targeted therapies and patient support strategies.
Key features of the new approved curriculum (31 July 2017) are given by the GMC:

· “the loss of six months’ flexibility in training time due to additional competences being added to the curriculum

· the removal of dual CCTs in Medical oncology and both Clinical pharmacology and therapeutics and General (internal) medicine from the approved list

We agree that patient need is a primary concern when developing a curriculum.  It is now clear that this principle and consequent reduction in flexible training time is accepted by the trainee representatives.

Thank you for confirming that there are no trainees in Medical oncology dual CCT programmes and for providing a rationale from the SAC for their removal, ie that the pairings will not contribute to the current or future medical workforce.  This view is supported by the lead deans for each specialty.”
In the Implementation guidance for the curriculum is it noted:

“In the revised curriculum, Acute Oncology contains; carcinoma of unknown primary, management of oncological emergencies, complications of therapy, infections and managing co-morbidity and complications of disease. All of these components were in the 2010 version but not as well signposted. This aligns the structure of the curriculum with clinical activities and makes more sense to trainees and trainers and specifically aligns with ARCP requirements and assessment evidence. This change therefore delivers better curriculum congruence. 

A number of Medical Oncology competencies have been revised to ensure that trainees are explicitly aware of and respond to the needs of the older patient. Although this was included in the 2010 version it was very generalised. There are specific references to identifying patients at risk of geriatric syndromes such as falls, incontinence and cognitive impairment. This group of patients were not explicitly referenced in the 2010 curriculum.” 

Concerns about the Shape of Training (SHoT) Steering Group Report

There is tremendous concern among Medical Oncologists that the recent report of the Shape of Training (SHoT) Steering Group (SG) might be taken to imply that medical oncology trainees should undertake Acute Unselected Take throughout their four ST years.  It is not possible for Medical Oncologists to train to deliver appropriate patient-centred, specialised cancer care and Acute Oncology and at the same time undertake Acute Unselected Take in the ST years of training.  The introduction of Acute Unselected Take into our existing 2+4 training programme cannot be done without reducing training in specialised and Acute Oncology to below a standard acceptable to the GMC and that which we must deliver for UK cancer patients.  Attempting to introduce Acute Unselected Take into ST years will result not only in damage to cancer care and put patients lives at risk but also significantly reduce research and innovation in cancer.  82% of trials on new systemic cancer treatments are led from Medical Oncology.   

Trainees in Medical Oncology are unanimously against the introduction of Acute Unselected Take into their specialist training years because efforts to deliver this will result in deterioration of care for cancer patients.  An inevitable result of trainees’ views will be reduced recruitment and retention of trainees into Medical Oncology which will then have further damaging effects on cancer care.  Medical Oncology trainees who wish to work in oncology have choices.  They have the option to train in Clinical Oncology within the Royal College of Radiologists.  There is currently no plan to introduce Acute Unselected Take in Clinical Oncology.  Clinical Oncologists cannot substitute for Medical Oncologists in the delivery of Acute Oncology, nor adequately address the pressure to deliver more and more systemic therapies.  There is welcome involvement in AOS of Clinical Oncologists, but they face huge pressures to deliver specialised cancer care and radiotherapy in the face of demographic pressures and technical advances.  There are clear signals that Medical Oncology will fail to recruit trainees in future if AUT is introduced to ST years.  The consequences of this would be a rapid decline in the quality of cancer services and cancer outcomes.  

We emphasise that we recognise the pressing need for strengthening General Internal Medicine and Acute Unselected Take.  Medical Oncologists can help by delivering what they are good at – specialised and Acute Oncology – which will give high quality care to cancer patients and reduce pressure on Acute Unselected Take by removing those patients from that workload.  

We recognise that the SHoT SG indicates that it feels we have the skills and can contribute to unscheduled care usefully.  We have set out how we can do so – with some discussions to come on the detail.  We do, however, need to be able to reassure our trainees and our patients that the SHoT Steering Group recommendations do NOT imply that our trainees should do AUT during their four ST years which is impossible to do without degrading training standards, care quality and recruitment.  The letter from the SG is brief and rather general in its content and may have been over-interpreted.  We need reassurance on this point urgently to provide the necessary reassurance to trainees, potential trainees and patients.  

Clinical and Medical Oncology Links and Joint Training

Ever closer working with Clinical Oncologists and the Royal College of Radiologists will be a feature of future cancer practice.  We all share a commitment to improve cancer outcomes through multi-disciplinary work.  We also all share the pressures that arise from the demographic changes and ever increasing complexity of cancer care.  In Clinical Oncology there is an especial and unique requirement to respond to the opportunities presented by high-tech radiotherapy developments.  In Medical Oncology there is a special engagement in clinical trials and the huge opportunities for patients presented by innovations in immunotherapy which are already producing long term survivorship for many cancer patients.  There is, however, common ground between the two specialties especially in the delivery of conventional cyclical chemotherapy regimens which show an annual increase of 10% in most centres.  We need to ensure we have the maximum synergy and efficiency in our approaches to both training and service development.  
The General Medical Council has highlighted the need for us to consider the common elements of training in its recent ‘Adapting for the Future’ report on flexibility within postgraduate training, and this is part of a broader picture of future collaboration to ensure the maximum benefits for our patients. We welcome the opportunity to respond to the GMC report and work with our Clinical Oncology colleagues to scope out and identify common components of training.  This is a complex issue and will require dialogue over many months before it is possible to characterise the best way forward with the interests of patients at the centre of the discussion.  It would be entirely inappropriate to make changes which involve Acute Unselected Take to one of the two non-surgical Oncology disciplines until we know the outcome of these discussions required by the GMC.

The International Context

We have sought advice from European Medical Oncologists to gather evidence about their experience of oncology training and Acute Unselected Take.  Professor Fatima Cardoso, the Chair of the Panel of the European Society of Medical Oncology (ESMO) national representatives, has spoken clearly.  She sees it as being impossible and unsafe to include Acute Unselected Take within the training of a Medical Oncologist and this is not happening elsewhere in Europe.  The UK has the lowest number of medical oncologists, per cancer patient, among 12 countries surveyed by ESMO (see Strategy document).   

Next Steps to Further Strengthen Medical Oncology Contributions to Acute Unscheduled Care in the NHS

Given reassurances that AUT will not be required in ST years, we can proceed to explore feasible and safe ways in which we can develop our training programme to improve its quality even further and help more with the challenges of acute medicine while not placing cancer care at risk.  
We noted above that our tightly constructed, 2+4 training programme is shorter than many major medical specialties.  An additional year – probably year 3, could be deployed as a general medical year with registrar level contributions to AUT.  Medical Oncology trainees could in effect fill existing vacancies of this kind – contributing to AUT and strengthening their own general skills.  They would be better placed to then complete their four years of ST including their AOS training.  
The consequences of this additional year would be:

· an enhanced contribution to acute general medicine in quality and quantity from medical oncology
· our trainees will contribute to AUT in their Year 3, “medical registrar”

· the Year 3 training in acute medicine (GIM) will enhance skills in preparation for the AOS training in ST Years 4 – 7 

· Year 3 would provide an enhanced opportunity for training in geriatric medicine (GM) and in Critical Care (CC) which are increasingly relevant to Medical Oncology

· increased training in GIM, GM and CC will enhance our ability to provide care for the medical complications of cancer and its treatment in our practices, reducing referral pressures on to other specialties 

This approach enhances acute general medicine and medical oncology training and, given the vacancy levels, should be feasible, largely or entirely within existing resources.  We propose to develop the additional year as a new curriculum proposal to GMC to reflect the inputs of the SHoT Steering Group.  

We are strongly supported in our view by Cancer Research UK and our Royal Colleges.  
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