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Editorial
We have witnessed great progress in both Oncology (Onc) and

Palliative Care (PC) in the last twenty years. In Onc we have witnessed
the establishment of Multi-Disciplinary Teams and meetings,
centralization of care, new Radiotherapy (RT) techniques: Intensity
Modulated RT, Image Guided RT and stereotactic RT, to the revolution
of molecular biology, with the understanding of oncogenic addiction,
the emergence of targeted therapy and now immunotherapy with
checkpoint inhibitors. In PC, essentially a new specialty was set up in
many countries worldwide with major steps made in capacity building
leading up to integration in a few countries [1,2]. Furthermore, there
has been a recognition of the important role of PC in the palliation of
patients with advanced illness, whilst more recently evidence for the
earlier integration of PC in the disease trajectory has been produced
[3,4].

In many countries however PC services are so under-developed that
without outside help, capacity building and expansion of services may
be very difficult or may take too long to achieve. This is especially true
in developing or low resources countries, and in settings with very
limited PC services [5]. Oncology providers may be in a good position
to help and they need to consider ways of helping to develop PC
services both within their own organizations but also within the
community. We shall provide you with the example of Cyprus, where
PC teams were community and hospice based, with no link with the
Onc centre and hospital services, and the initiatives that have been
undertaken in the last few years, with the origin in the Onc centre
leading to better PC services overall for all cancer patients in Cyprus.

The set up in Cyprus was of two main PC teams, working
predominantly in the community and organized by two Non-
Governmental Organizations (NGOs), essentially independent non for
profit organizations (like Marie Curie in the UK), and one hospice
being run by one of the NGOs *Anticancer Society. There was little
communication or collaboration between the PC and Onc teams [6].
There were essentially only two PC physicians for a population of just
under one million, and they both worked for one of the NGOs, being
based at the hospice, with no presence in either the main hospitals or
the main oncology centre in Cyprus. Furthermore, in Cyprus the
predominant oncology practice used to be of disease directed therapy
very much until the end of life, and then referral to the hospice or in
fact patients would often die in hospital (as there was a stigma attached
to going to the hospice, as the place “where you go to die”) [6].

But things can change. About six years ago in 2010, following a
number of PC training courses organized by the Middle East Cancer
Consortium (MECC) [6] involving both PC and Onc staff, it was

realized that there was a need for more collaboration between the Onc
and PC providers and need for increased PC input within the Onc
centre [7]. As a result a number of initiatives were set up. Firstly a
weekly specialist PC clinic was set up at the Onc centre run by one of
the PC physicians, allowing for the referral of patients with difficult to
control symptoms [7]. On the same day of the clinic, the PC physician
would attend the daily ward-round in the Onc centre, helping both
with symptom control issues and also facilitating the referral of
patients to the hospice. Furthermore, joint training through lectures
for both Onc and PC staff was organized at the Onc Centre, including
a residential communication skills course [7,8]. Following the success
of these initiatives, encouraging earlier introduction of PC in patients
with advanced/metastatic cancer, in 2012 the Board of the Onc Centre
decided to fund the training of two staff grade physicians from the Onc
centre to receive post-graduate/specialist training in PC in the US. This
was followed by both NGOs, deciding to employ another physician
each, and train them within the same program in the US. Whilst one of
the physicians from one of the NGos subsequently dropped out of the
training, the trM tqԐR䀀e
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