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as a consequence we have always been actively

involved in the medical treatment of our diseases.
Additionally, oncology, in some form or another, consti-
tutes a large part of urological practice and training. Over
the last decade, there has been an explosion in medical
advances in advanced urological malignancy, particularly
prostate and renal.™ While radiation and medical oncolo-
gists are undoubtedly the physicians most skilled at admin-
istering radiation and chemotherapy, respectively, patients
with advanced urological malignancy most often present
to a urologist first. Thus, it is the urologist who most often
provides the initial treatment recommendations and, as a
consequence, what a urologist recommends is most often
what the patient decides.* Based on these factors, it makes
“evolutionary” sense that a growing number of urologists
have added chemotherapy to their therapeutic repertoire. It
then seems logical to further enhance radiation and medical
oncology training in our urology residency programs.

In this edition of CUAJ, Taggar et al surveyed 32% (n=60)
of our current or recent urology residents regarding their
didactic and clinical training experiences in both radiation
and medical oncology.® The authors identified a potential
unmet need in radiation and medical oncology training in
urology. This finding, in turn, begs the question, “What is
the best way to incorporate radiation and medical oncology
principles into urological residency training?”

Some possible solutions include didactic teaching during
academic half-day (AHD), attendance at interprofessional
tumour rounds, multidisciplinary clinics, or mandatory clini-
cal rotations. The Royal College of Physicians and Surgeons
of Canada (RCPSC) broadly states that all urology training
programs must provide “instruction in interdisciplinary
oncology to provide residents with a clear understanding of
the respective roles of surgery, radiation therapy, chemother-
apy, hormonal, and immunotherapy.”® Specific participation

l , rology is both a surgical and medical discipline and

in radiation and medical oncology clinics remains optional.
Currently, the majority of urological teaching in radiation
and medical oncology is provided either during AHD or
informal instruction during urology clinics. Despite AHD
constituting the majority of radiation and medical oncology
exposure, only 61% and 51% of residents answered that
they had structured didactic teaching in radiotherapy and
chemotherapy, respectively. This is likely not sufficient to
prepare our trainees for future practice.

In addition to didactic instruction, participation in inter-
professional rounds, such as tumour boards, is a RCPSC-
recommended training experience in urology.® However,
no consensus exists on the required number of rounds a
resident should attend. Resident experience in this area
appears to be suboptimal, as 56% of respondents state that
they attended less than 10 tumour board conferences per
year. Thus, it seems tumour boards, despite being recom-
mended, may also fall short of adequately preparing our
residents for clinical practice.

While, 29% and 41% of urology residents had mandatory
rotations in radiation and medical oncology, respectively, it
is likely that urological experience is also lacking in radiation
and medical oncology training. Urology (or surgery) is not
required, recommended, or even optional in their respective
Royal College training documents. It appears that our deficits
in training might be a “two-way street,” as | would imagine
the majority of trainees in radiation or medical oncology
have not actively been involved with surgical care of patients
since medical school.

To address these shared deficits, implementation of mul-
tidisciplinary care clinics is certainly an option that would
provide cross-pollination of information between our dis-
ciplines. While a dedicated team of physicians is always
in the best interest of the patient, it can often be difficult
to incorporate this type of clinic into training. Thus, as the
medical treatment of urological disease continues to march
forward, it would behoove us to implement formal clinical
rotations in medical and radiation oncology into our resi-
dency programs. After all, 90% of our residents prefer this,
and I’'m sure our medical and radiation oncology colleagues
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We are proud to report that CUA member Dr. Martin Gleave was recently
appointed to the Order of Canada, one of our country’s highest civilian
honours. Dr. Gleave was recognized for his leadership role in developing
new treatments for prostate cancer and for his research on the mechanisms
involved in the development of treatment resistance in cancer.

A clinical surgeon and oncologist by training, Dr. Gleave is co-founder and the Executive
Director of the Vancouver Prostate Centre, a Vancouver Coastal Health Research Institute
researcher, a distinguished professor and head of the Department of Urologic Sciences at UBC,
and a British Columbia Leadership Chair.

Known the world over as a leader in prostate cancer research, his contributions to the field
include finding new treatments to combat therapy-resistant prostate cancer cells.

We congratulate him on this tremendous honour.
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