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u  Safety and Compliance 
Issues Related to Oral 
Chemotherapies

u  A Model Ambulatory 
Intensity System for 
Oncology Nursing Ratios

u  Building a New Cancer 
Center

u  Clinical Trial Accrual at 
Community Cancer Centers

u  Best Practices for Clinical 
Trial Billing

u  Photodynamic Therapy: A 
“See and Treat” Approach

u  The Cancer Registry’s Role 
in the Collection of Quality 
Data

u  Cancer Vaccines—What’s 
Available and How Vaccines 
May Change Care at 
Community Cancer Centers

u  Plus, Quality Reporting 

  Georgia’s statewide effort to 
engage community cancer 
centers in gathering and 
reporting specific cancer 
quality indicators. 

  St. Joseph’s/Candler 
Hospital in Savannah, Ga.,  
a participant in NCI’s 
National Community Cancer 
Centers Program (NCCCP).

A s a general surgeon with 
oncologic surgical training, 
I have often been asked by 

my patients—either before or after 
care—whether I thought 
they should be seen by an 
“oncologist.” What they 
were asking, of course, was 
whether they should see a 
medical oncologist. And 
in many regards, my own 
surgical colleagues permit-
ted this type of character-
ization to persist, i.e., that 
surgeons are not oncolo-
gists in the true sense.

Yes, it has been a strug-
gle to bring all surgeons 
involved with cancer care to the multi-
disciplinary arena. Part of the explana-
tion may be historical. For example, 
when I left medical school, there was 
only one treatment recommended 
for breast cancer. In those days, there 
were very few chemotherapeutic 
agents available for any cancers, and 
these were often given by the more 
knowledgeable surgeons of the time. 
When I first went into practice, my 
partners and I gave our own chemo-
therapy for breast and colon cancer. 
It was in that era that hematologists 
began to assume the role of medical 
oncologists since many of the drugs 
being used are toxic to the bone mar-
row. We surgeons should have picked 
up the banner of multidisciplinary 
care and played an integral role in 
establishing this approach through 
our cancer conferences. Instead, we 
delegated that task to the medical and 
radiation oncologists, and often rel-
egated our own position to passive and 
less than enthusiastic participants.

Times have changed. We are in the 
era of “individualized” or “personal-
ized care.” No longer can we talk 
about breast cancer in a generic sense 
without recognizing that the disease 
is personal and rarely similar in any 
two patients. This fact needs to be 
recognized by surgeons in all special-

ties and, hopefully, is being taught 
in surgical residencies. Surgeons are 
often the first specialists to see most 
cancers. As a result, surgeons need 

to be cognizant of the 
full spectrum of care 
needed, and be ready to 
participate in a multidis-
ciplinary approach.

I have often noticed 
that other physicians 
and cancer care profes-
sionals are amazed to 
find that a surgeon has 
been appointed medical 
director of our cancer 
center. I suppose this 
response is not unreason-

able in view of the pattern of surgical 
involvement in cancer care in the latter 
half of the last century. But it is clear 
that surgery is a very important part 
of cancer care and the backbone of 
most cancer programs. And so, why 
shouldn’t a surgeon serve as a medical 
director? Frankly, I reverse the ques-
tion and ask: Why aren’t surgeons 
always involved? Even knowing that it 
might offend some of my colleagues, 
I have no hesitation in indicating that 
any oncologic specialist who does not 
actively participate in a comprehensive 
multidisciplinary program—and this 
includes smaller, rural hospitals and 
clinics—should not be involved in the 
care of a cancer patient. 

As only the second surgeon to 
serve as ACCC President, I hope to 
encourage and inspire my surgical 
colleagues to pick up the reigns of 
their cancer programs. I also hope 
and trust that those cancer pro-
grams that are struggling to develop 
multidisciplinary programs will get 
support from their surgeons. As we 
move forward in providing “person-
alized” multidisciplinary care to can-
cer patients, we hope for much more 
involvement of surgeons both locally 
and in our national organization. To 
borrow a slogan from the AMA—
Together We are Stronger! 
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