











Click on ‘Save and new entry’ in the screen that appears and fill in the items for the improvement:

s |

Improvement point

Question

Tide
Description educational activities

Answer

Hon-compliance / Improvement point

£ planready | |_| il
- | ) | ]
L status [Fostat | Click here and a note box -l

£ Required state after change will appear to describe the

. non-compliance AMART formulated actions

£ Required actions

rort i
o priorty Make your SheCEl plick here to add who is in [
£ who charge for the improvement
g deadline actions | I X I

I Delete |I Save Il Close

e Check the level of quality the institute has achieved per standard

— Open the qualitative questionnaire
— Open the show tree

ﬁ: Chapter 1
C)Yf Domain: click on the domain to view the graphs/scores

4 5 Standards in domain

Mean scores for each of the 5
standards in the domain Policy and
Organisation in Chapter 1

Standard ‘Cooperation Standard ‘Oncology policy

with university’ needs plan and general report’

attention is >50% but also needs
attentions
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¢ Close the questionnaire if you will not change or add anything else

=1
Sart Questonnaines | Documients Esport Progress
. i ?
w Questionnaires

| These are the most recent questonnares

Close the book

- & CECI Qualitative D808 | 05:11- | FTTW [‘? r
— L Guestionnaire v 2009 2010 264 (100 %) B2 —
I ) t T r £
iy, | UECI Quantitative | 08-08- | 30-06- WMo esz [-? |
= L Questiannaire vi 2009 2010 (0% i =

e Other options

— Mark questions to discuss in project group meetings
— Make a note for other people working in the questionnaire
— Show only the marked or unanswered questions

Mark questions that
you want to discuss
with other people

Make a note for other

people working on
the questions
Surw ireweenw W bl F sk (entmunbpr - fewni)
Wiew h
51 Runighios Quastiaaavs e
= _I | Erzpswin, Eoratw
B 1y sag grganizeti
(Emening ent mobisy 1.1.1. Oncological palicy plan and general report
|Coea tizn math w
= h
e Does the cancer centre have a current oncological policy plan (general plan] and an annual gene| bl
Canumt dale regisk
Lomashicabzal rag
E Furres aad mater
W anr cantsl
i gled g thE Guili - applicahie
B @ and primay g ® u q The baand and/or the ® C L& L e a8
B3 {0 (@ mansgement of the cancer
i oy e S L centre has an official receat
s - plan (not older than five
B #ng taoticuing 4 vaarsh
H,': _I s mEa _
vou have identifie: a man-complanee. By clicking his link vou can defing or edil the act Bo bes lawsn and selacl B apgmopriate

Click on “all questions’ for E B ﬁ ;|

this list.
Choose one of the options | | &ll guestions
and the show tree will only

show the “marked” or Wandatory
“unanswered”
Warked
Unanswered
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3. Quantitative questionnaire

questionnaire

Mapnsgamet
Srver

Cancer cenbe Brodtore

Cis~tuticn wuae and Budge

" ¥ Infesnicharen

3 Wufisa MroUnas

& Pagnnics

| ¥ Coumsign

The show tree with all
chapters and domains

Shorer bl

1.1. Cancer centre

=1
Start Questionnaires | Decumients Eeport Progress
= ) .
=V Questionnaires
| These are the most recent questonnaires
& CECI Qualitathve o0 | O0%.av. |H2e4 s L? 3 o i .
r % E A #
- } Guestionnaire v3 2009 2010 264 (100 %) B2 = |9 {'-‘
£ ' F f r ’ ¥ ' r
™ DEC| Quantitative  08-08- 30-06- |HMo resz L? = ,M i -
@ 'k-\"" Questionnalre vi 2009 2010 0%) & = 4 <z
Open quantitative

(Cactw sk = lemikr |

Project: OECI Quality Improvement Project | Working Group Accreditation (WGA)

Hame of Lhe cancer cenltre

The quantitative questionnaire has
also an option for adding notes to
clarify an answer

4. Print the questions and/or the results in a report

=1
Sart Quesdonnaires | Documents Esport Progress
= - .
w Questionnaires
| Thess are The MosT recent questonnaires
D Ny | CECI Qualitative  08.08- | 05-11- B 264 [.? L i &y
L Guestionnaire v 2009 2010 264 (100 %) B2
' £ . f ¥ ¥ L
i OEC| Quantitative | 0%-08- 3005 (M0 s es2 L? i &g
= 'k-\"" Questionnalre v 2009 (2010 Y] :

The following screen appears with several options.
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[ retem || pene

Report [T - |

Print only the questions or
Format the full results
Fig format [ticrosatt wara =l
Faper format Iu 3 Print in Word or PDF
Drentatios [Portrait B Size: A4 or A3

View: Portrait or Landscape

F Show Page numbers

F Doutie sided
Foeter [oECI Quaiinative Questionnaire v3 08112010
Title page
F Show title page
Tite [oECt Quaitative Questicnnaire v
Sabride [
Questions
Shew

I Senrr anch chaptar af a new pags

I thow help
F ghow stancards

| ———— il'l Click for other options

r. Wpace lor noles

I~ space for recommen dadons
r Space for documants
r Baokmarkt
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Appendix VI. User manual e-tool for auditors

This user manual gives an explanation of how OECI auditors can use the OECI electronic tool. The great advantage of the tool
is that the auditors of a team can communicate with each other regardless of their physical location. An auditor can prepare
a peer review individually by analysing the questionnaires and documents, and an auditor can add notes to questions which
are unclear or which the auditor would like to discuss with the audit team.

1. Logon

T Tal=a) ereditati : xeionats
]:ﬂ D - G J OECI Acereditation and Designation

ey Programme
Eneortn Ecommne orerery Covorees

Home E-tool Accredration & Designation process

Towards guality, comphgensivensss and excellence:

Cne effort, o benefds!

2 Home ®S0UA 2010 and ESKO 2370
* Anout us prasentalicrs wnine

9 Background Accreditation ISQUA 2010 and ESMO 2010 B OEC present on [S0us 2010 Pans

| —— resentations online i S
Ol . P OECH present on ESMD 2040
Barkgruund Designabion G
o to the E-tool
o T 18 A ey o A L]
& Crpanizational sructure Dctabar 21, 2010 by Adminiatrats ian
L Intagrahon Desigaation and
P Descripton ASD process G0 0 'presentalions’in (he menu L rJn:umr 2
Accraddation

LR . hitp.icecissifassessment.nu'cms nodeT

Applied cancer inslitules ; ® July 2010 Acciediation #nc
¥ et standaras Adrnestraloe's Liks Dlansgyation Mirmulattar Vol 4 i
" How o apph? oning

Go to: http://oeci.selfassessment.nu/compass/user or through the website http://oeci.selfassessment.nu.

An Auditor's username has been supplied with a password, use this to log in to the application.

! ! o
Leg on Lost your passwd‘ Help About ‘ =
[ O d
o
Log on

Use your username and password to login

Username bart Koot |

Password Imuo t'o¢"0| |

| Logon [ |

When successfully logged in you will find the following screen:
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Hicarries N Dueshionnaires Show help Logout

femkea auditor

L
Home Instructions =

\I Workspace: Go to the questionnaires
of the institute that has been assigned
Home to you

Orcassmon o Eveopean Cancer Instmures
Evsorcan Econosse Intenest Gaovewe

You are an auditor. You have the following options

Internet connection (normal operation)

Mo internet connection

o Export audits to memory stick

& Memory stick application update (release 23 April 2008)
s Memory stick database update (release 23 April 2008)

Documents that can be
useful for the auditors during
the programme

Manu
Bc 05_Template_Project plan cancer centre.doc
Doc 09 _List requested documents self assessment centres.do
Doc 14 Confiden tiality agreement auditors.doc

T &

Doc 15_Conflict Of Interest form.doc
[oc 19_Template final peer review report.docx

Doc 21_Template reimbursement form auditors v «ls
Doc 32_0ECI Travel policy and coversge rules_revised 10-11-2010,
Doc 34 Accreditation Glossany.«ds

loc 34 Designation form auditors 16-08-2010.doc
FN Auditors user manual eTool_vi.doc

In the ‘Workspace’ you can go to the questionnaires of the institutes that have been assigned to you by the OECI Accreditation
Coordinator.
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Home Ouestipnnaires Show help Logout

femke auditor

Workspace = B8

aun &rE

Click on the institute of your choice, the table with the qualitative AND quantitative questionnaire of that institute will appear.

From this window there are several options for the auditor:

] —
Question Progress Documents
—— (3) Go to the document the institute |
has attached, including the documents (4) Go to the document
Question Progress requested by the OECI the institute has attached

to a specific question

Questionnaires

QEC| Qualitative Oeci Qualitative %
Questionnaire v questionnaire
QECI Quantitative Dedl Quantitative
Questionnalire v2 questionnaire
— (5) Print the report
(2) Open quantitative including result graphs of

questionnaire the self-assessment scqres
of the institute

(1) Open qualitative

115 / 264
(44 %)

W5 ez 2
%)

(5) Print the report including
auditor scores and findings
of the peer review

Options in the e-tool:

Go into qualitative questionnaire of the cancer institute
Go into quantitative questionnaire of the cancer institute
Go to the requested documents

Go to the documents attached to specific questions
Print the reports

ok wn
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2. Preparing a peer review

Open a questionnaire and use the treeview to navigate through the chapters / domains and standards.

B B X
JQJOEC! Qualitative Questionnaire v3
=+ 1 General Standards, Strategic Plan and Genaral Managemant
[+ 1 Pelicy and organization
@1 Oncological policy plan and generzl report
2 Cooperation with u
EB Cooperation with external partners
@4 Cancer data registration {institutional lavel)
: ES Complications registry
#-{] 3 Resources and materials
{14 Process control
[-{_] 5 Safegarding the quality systam
#{_] 2 Scramning and primary prevantion and health education
BE-{] 2 Care
#-_] 4 Research, innovation and development

ersities

& {_“_I 5 Teaching and continuing education
#-{ ] & Patient related

The first line shows the standard and the answer given by the centre, you can read the complete standard by clicking the text
of the question.

3.4.1. Pain service

Auto save in 130

T: Standard

comments on the

L your standard

Question related to
standards

Does the cancer centre have a protocol/guideline for pain contrel?

If the institute added a not the
text cloud will be dark grey.
Click the icon to read the note
of the institute.

1 If the institute added an
improvement point, click

r| If the institute added a
document (s), click here

li/ Yeas Mostly  Partially Ha Mot Delete Mar
5 applicable

The cancer centre applies / uses ® @ c & c o [ | -]
guidelines regarding pain
treatment for patients with
cancer

Auditor score femke auditor C C L r ‘8 8 r
Space for auditor to add your
assessment

Beneath the score of the centre, the space for the auditor can be found to add an assessment of the topic. You can score the
question by clicking on the appropriate answer. You can add notes notes in the same way as reviewing the institutes remark
and you can place items on the discussion list by ticking the box.
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If an institute added a note to the standard to support the answer you can read the first line of the note underneath the
standard. To view the full text, click the little text icon

l Add / review note

% L? Q The board and/or the

n @
policy plan revision planned in 2011 and 20M2...

The full text of the note will be shown but can not be changed. Clicking the little icon once more will close the note.
The second icon shows the (number of) improvement points that the institute descibes regarding to this standard.
The third icon showd the number of proof documents that the institute uploaded to support this standard.

3. Report findings and scores after peer review

After the peer review the auditors provide their notes and scores to the Accreditation Coordinator through the e-tool:

¢ Note: On standard level in the questionnaire: for each standard,

e Score: On Sub-question level: for each sub-question,

e Strengths and opportunities: if a standard is a strengths or an opportunity the auditor will also make a not on standard level
to explain.

The coordinator will make a draft report with the notes of the auditors.

3.4.1. Pain service Auto save in 150

“ Click to insert

Space for the auditor to provide
notes after the peer review

Does the cancer centre have a protocol/guideline for pain contrel?

This is the auditors function, changes to the auditor score will be saved

I\:J_i Yeas Mostly  Partially Mo Mot Delete Mar
: applicable
o L? Q The cancer centre appliss / uses ® ® - o o & ' fii
(0} (0] guidelings regarding pain
treatment for patients with
cancer
& Auditor score femke auditor "" (" - C C " | L
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To view the remarks and the score of the other auditors:

Questions Hoti | (Audiwr 1.<¢r¢> View graphs Feedback
Pain service Remnarks

Dowes the cancer centre have a protocol/guideline for pain control?

Auditor remarks

Auditor remarks
Fambs auditor

4. The final draft report

The Accreditation Coordinator makes a draft report of all the notes/ remarks, scores and strengths and opportunities.

The auditor will give his/her comments and feedback on the draft before it will be send to the institute as explained in the
procedures.
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Appendix I. Designation Decision Schedule

(Not for public release).

Designation Decision Schedule

Nr of beds: < 20,
Nr of specialists: 0 and If ves
Nr of patients: O and
Nr of scientific papers: > 40 and
Budget research: > 500 k€ and
Budget care: < 500 k€

Cancer unit or
clinical cancer
centre or CCC

Cancer research Centre

Nr of beds and ambulatory day
care beds: < 50; Or
Nr of patients: < 500; Or

Nr of specialists: < 30: Or

Nr of scientific publications < 10 Cancer unit

And
Centre covered radiotherapy and
medical oncology or surgical

oncology
o |

Clinical cancer
centre or CCC

A,

Budget for care: > 5000 k€
Budget for research: > 3000 k€

Nr of beds and ambulatory day
If yes
care beds: > 100 First selection
Active clinical trials: > 50 Comprehensive Cancer Centre

Nr of scientific papers > 30
Nr of scientific papers with impact

factor > 17

Clinical cancer centre or
Comprehensive Cancer Crnter
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Appendix II. OECI Quality standards

(This appendix contains a paper version of the OECI quality standards (not for public release).

In clinical cancer centres and Comprehensive Cancer Centres the full set of standards will be assessed during the
self-assessment and by the audit team during the peer review visit.

Cancer Unit are excluded for the standards in chapter 4: Research innovation and developments.

The sollowint table shows the chapters and domains with the number of standards and questions. The marked
standards are not assessed in Cancer Units.

Chapters Domains Nr of standards Sub
standards/ questions
Total 264
Chapter 1 General standards, strategic plan 26 121
and general management
1.1 Policy and organisation 5 22
1.3 Resources and materials 2 8
1.4 Process control 12 54
1.5 Safeguarding the quality system 7 37
Chapter 2 Screening and primary prevention 5 19
and health education

2.4 Process control 5 19
Chapter 3 Care 10 30
3.4 Process control 10 30
Chapter 4 Research innovation and developments 14 45
4.1 Policy and organisation 7 25
4.3 Resources and materials 3 12
4.4 Process control 3 4
4.5 Safeguarding the quality system 1 4
Chapter 5 Education and teaching 4 19
5.1 Policy and organisation 1 7
5.4 Process control 3 12
Chapter 6 Patient related 6 30
6.4 Process control 4 21
6.5 Safeguarding the quality system 2 9

All standards and questions are presented on the following pages. Additionally to giving a score to each question,
the e-tool gives the opportunity to add notes, proof documents and improvement points.
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Qualitative Questionnaire

1. General Standards, Strategic Plan and General Management
1.1. Policy and organisation
1.1.1. Oncological policy plan and general report
1.1.1.1.
Yes Mostly Partially No not applicable

1.1.1.1.1. The board and/or the management
of the cancer centre has an official
recent plan (not older than five years)

1.1.1.1.2. The vision on care in the field of oncology
care is explained in the plan

1.1.1.1.3. The policy and the goals to be achieved
are defined in the plan

1.1.1.1.4. The annual plan or multi-year plan contains
actions to achieve the goals

1.1.1.1.5. The cancer centre has concrete annual or
multi-year plans on the level of the main
services or clusters

1.1.1.1.6. The plan is evaluated in later annual reports

1.1.1.1.7. Improvement activities of the cancer centre
(logistics, research, education, multidisciplinary
teams) are part of the annual report

1.1.2. Cooperation with universities
1.1.2.1.

The cancer centre has formal cooperation or agreement with at least one university for:
Yes Mostly Partially \[\} not applicable

1.1.2.1.1. care activities

1.1.2.1.2. educational activities

1.1.2.1.3. research activities

1.1.3. Cooperation with external partners

Have agreements been reached, about the allocation of tasks, such as a hospital or radio therapeutic institute in the case of
referrals?

1.1.3.1.

Yes Mostly Partially No not applicable

1.1.3.1.1. Cooperation arrangements with other cancer
centres are clearly documented in (written)
agreements covering the goals of the cooperation,
tasks, responsibilities and competences of the
cancer centre and the cooperating partners

1.1.3.1.2. | There are (written) agreements with home care
organisations

1.1.3.1.3. | There are (written) defined and documented
cooperation arrangements with general
practitioners.

1.1.3.1.4. | There are (written) agreements with nursing
home, rest house, palliative care institutions, etc.

1.1.3.1.5. | There are (written) agreements with special
cancer care service providers such as
radiotherapy centre, pathology laboratory,
specialised surgery unit etc.
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1.1.4. Cancer data registration (institutional level)
Are the data on the patients’ types of cancers recorded in an institutional cancer database?
1.1.4.1.
Yes Mostly Partially No not applicable

1.1.4.1.1. | The number of new oncology patients
is known at an institutional level

1.1.4.1.2. | The number of new cases for each type
of cancer is known at an institutional level

1.1.4.1.3. There are diagnostic, treatment and outcome
data on patients with cancer available annually
at an institutional level

1.1.4.1.4. | The data are reported and analysed by a
multidisciplinary group with recommendations
for improvement of care

1.1.5. Complications registry
Have agreements been reached concerning keeping and discussing a complications registry?
1.15.1.
Yes Mostly Partially No not applicable
1.1.5.1.1. There are specific protocols for reporting
and recording of complications
1.1.5.1.2. | The data are analysed at an institutional level
1.1.5.1.3. After analysis, improvement measures are
developed and action plans implemented in
agreement with the departments concerned
1.3. Resources and materials
1.3.1. Cytostatic drugs, prescription, preparation and distribution

Have agreements been reached concerning the prescription, preparation and distribution of cytostatic drugs?
1.3.1.1.
Yes Mostly Partially No not applicable

1.3.1.1.1. A written procedure concerning prescription
of anti-cancer drugs is available

1.3.1.1.2. | Awritten procedure concerning preparation
of anti-cancer drugs is available

1.3.1.1.3. | A written procedure concerning distribution
of anti-cancer drugs is available

1.3.1.1.4. | The anti-cancer drugs are prepared in a
centralised unit

1.3.1.1.5. | The anti-cancer drugs are prepared under the
direct supervision of a pharmacist
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1.3.2. Administration of cytostatic drugs
Are there protocols for the administration of cytostatic drugs?
1.3.2.1.

Yes Mostly Partially No not applicable

1.3.2.1.1. The cancer centre has described procedures or
guidelines on the administration of anti-cancer drugs

1.3.2.1.2. | The anti-cancer drugs are as much as possible
administrated in specialised wards (e.g.,
administration of anti-cancer drugs takes place only
in some well-defined wards (medical oncology
ward...)

1.3.2.1.3. | Thereis a dedicated day-care unit for the
administration of anti-cancer drugs

1.4. Process control
1.4.1. Continuity of care within the cancer centre

Have agreements been reached concerning the continuity of care, and replacement of nursing, medical, paramedical, and
support staff associated with oncology? Is the care covered 7 days a week by specialised staff?

1.4.1.1.

Yes Mostly Partially \[\} not applicable
1.4.1.1.1. | Continuity of specialised care is warranted 24 hours
a day on the medical, paramedical, nursing and
supportive levels. This can, among other things,
be achieved by planning continuity of care during
nights, week-ends, holidays, illness, attendance at
conferences or other reasons for absence, within
each discipline

1.4.1.1.2. Patients are informed about all the aspects of the
continuity of care and eventually referred to another
hospital

1.4.1.1.3. The patient receives information about the contact
person for medical and nursing oncological matters

1.4.2. Waiting and throughput times

Have norms, standards been defined concerning the maximum waiting and throughput times for oncological patients with
regard to first outpatients’ visit, admission, and tests/treatment?

1.4.2.1.

There are guidelines (for different types of tumours) for the (maximum) waiting times between:

Yes Mostly Partially \[1} not applicable
1.4.2.1.1. referral by the general practitioner or referring
specialist and the first visit to the outpatient’s
clinic or the admission into the cancer centre

1.4.2.1.2. | firstvisit and the time of definitive diagnosis

1.4.2.1.3. definitive diagnosis and first treatment

1.4.2.1.4. | Thereis a record of those waiting times

1.4.2.1.5. | There is continuous measurement and analysis
of those waiting times leading to improvements
when needed

1.4.2.1.6. | There s a clear definition of the roles of each
category of staff on those issues
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1.4.3. Compliance with guidelines
Have agreements been reached concerning the use of guidelines relating to diagnosis, treatment, follow up and research?

1.4.3.1.

Yes Mostly Partially No not applicable

1.4.3.1.1. | The medical specialists and the employees of the
cancer centre apply the (local/regional/national/
international) guidelines on diagnostics, treatment,
follow up and research

1.4.3.1.2. | The guidelines are easily accessible

1.4.3.1.3. The guidelines are updated on a regular basis
depending on medical developments

1.4.3.1.4. Each decision that differs from the guidelines is
recorded in the file of the patient

1.4.4. Compliance with guidelines

Do you report the compliance with multidisciplinary guidelines?

1.44.1.
Yes Mostly Partially No not applicable
1.44.1.1. Compliance with guidelines is measured through
the registration of the patients’ cancer data
1.4.4.1.2. | Deviations from guidelines are analysed
1.4.4.1.3. Deviations from guidelines are discussed
1.4.4.1.4. | Deviations from guidelines are reported annually
1.4.5. Tasks and responsibilities of the (oncology) nurses

Have agreements been reached concerning the tasks and responsibilities of nurses working at the oncology department?

1.4.5.1.

Mostly Partially No not applicable

1.45.1.1. For each technical, clinical or outpatient’s
department where patients with cancer are treated,
there are nurses trained in oncology

1.45.1.2. | Anti-cancer drugs are administered by specially
educated (oncology) nurses

1.45.1.3. The cancer centre has nurses with expertise
with regard to the tumours treated (e.g.: breast,
colo-rectal, head and neck, gynaecological cancer)

1.4.5.1.4. | There are procedures describing the tasks and
responsibilities of (oncology) nurses

1.4.5.1.5. Roles and responsibilities of nurses with different
expertises (oncology, palliative care,...) are
described regarding special involvement in oncology
care

1.4.5.1.6. | The nursing discipline has one staff member as
contact person for oncology care
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1.4.6. Roles and tasks of the members of the supportive care staff

Have agreements been reached concerning the roles and tasks of the supportive care staff?

1.46.1.
Yes Mostly Partially \[\} not applicable
1.4.6.1.1. | Roles and responsibilities for each of the
paramedical disciplines are described regarding
the involvement in oncology care
1.4.6.1.2. Roles and responsibilities for each of the supportive
disciplines are described regarding the involvement
in oncology care
1.4.6.1.3. Each of the paramedical discipline has one
staff-member as contact person (referent)
for oncology care
1.4.6.1.4. Each of the supportive disciplines has one
staff-member as contact person (referent)
for oncology care
1.4.7. Communication between the members of the supportive care staff

What is the focus of the communication between nursing, paramedic and supportive disciplines?
1.4.7.1.

Communication amongst members of the supportive care staff (nursing, paramedical and supportive disciplines) occurs through:

Yes Mostly Partially No not applicable

1.4.7.1.1. Consultation

1.4.7.1.2. Data transmission

1.4.7.1.3. | Transfer of knowledge

1.4.7.1.4. Information and implementation of guidelines

Have agreements been reached within the cancer centre concerning who is authorised to refer patients to paramedical and/
or support disciplines, and under what circumstances?

1.48.1.
Yes Mostly Partially No not applicable
1.4.8.1.1. It is made clear for which problems related to

cancer and at which moment paramedical
disciplines should be consulted

1.4.8.1.2. It is made clear for which problems related to
cancer and at which moment supportive disciplines
should be consulted

1.4.8.1.3. There are written procedures on the circumstances
for calling on and referral to paramedical disciplines

1.4.8.1.4. | There are written procedures on the circumstances
for calling on and referral to supportive disciplines
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1.4.9.

Multidisciplinary harmonisation / integrated care

Have agreements been reached on the harmonisation of integrated care, between the various disciplines involved in the

diagnosis, treatment and counselling of oncology patients?

1.49.1.
Yes Mostly Partially No not applicable
1.4.9.1.1. | The responsibilities of the different disciplines
involved in the diagnosis of the patient in the cancer
centre are described
1.4.9.1.2. | The responsibilities of the different disciplines
involved in the treatment of the patient in the cancer
centre are described
1.4.9.1.3. | The responsibilities of the different disciplines
involved in the follow-up of the patient in the cancer
centre are described
1.4.9.1.4. | The multidisciplinary team advises on the inclusion
of patients in clinical trials
1.4.9.1.5. | The name of the physician responsible for the
coordination of the care of the patient is defined
and communicated to the patient
1.4.10. Selection criteria for the oncology team meeting
Are the selection criteria concerning which patient should be discussed in the multidisciplinary setting clear and
documented?
1.4.10.1.
Yes Mostly Partially No not applicable
1.4.10.1.1. | Criteria are defined for the selection of patients

to be discussed in the multidisciplinary team meetings

1.4.10.1.2. | These selection criteria are clear, documented and
based on a consensus between the different disciplines
1.4.11. Procedure for the oncological multidisciplinary team meetings

Is there a procedure for the oncological multidisciplinary team meetings?

1.4.11.1.

There are procedures describing how the regular multidisciplinary team meetings apply following criteria:

1.4.11.1.1.

One of the specialist in charge of the care of the
patient is present during the discussion of the patient

Yes

Mostly Partially No not applicable

1.4.11.1.2.

During the presentation of patients, diagnostic results
and examination results are available

1.4.11.1.3.

The necessary facilities to show diagnostic and
examination results are available

1.4.11.1.4.

Conclusions and advice resulting from the
multidisciplinary team meeting are documented in
the patient's medical record

1.4.11.1.5.

There is a clear description of the way to inform
all the members of the multidisciplinary team about
which patients will be discussed

1.4.11.1.6.

There is a clear description of the communication
of the advice resulting from the discussion to all the
physicians and other disciplines involved in the care
of the given patients

1.4.11.1.7.

There is a clear description of the communication
of the advice resulting from the discussion to the
concerned patients

1.4.11.1.8.

Each final decision about care of the patient that
differs from the advice and conclusions of the
multidisciplinary team is documented and recorded
in the patient's medical record

1.4.11.1.9.

There is a procedure describing how the conclusions
and advice from the multidisciplinary meeting will be
evaluated and by whom
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1.4.12. Registration and evaluation of the recommendations of the multidisciplinary team meeting

Have agreements been reached concerning the registration and evaluation of recommendations that emerge from the
multidisciplinary team meeting?

1.4.12.1.
Yes Mostly Partially No not applicable
1.4.12.1.1. | Conclusions and advice resulting from the
multidisciplinary team meeting are documented
in the patient's medical record
1.4.12.1.2. | Deviations from conclusions and advice are
documented and motivated in the patient’s medical
record
1.4.12.1.3. | Thereis a procedure described on how the
conclusions and advice from the multidisciplinary
meeting will be evaluated and by whom.
1.5. Safeguarding the quality system
1.5.1. Quality and risk management and safety requirements

Does the cancer centre have a global policy for quality and risk management and safety requirements?

1.5.1.1.

Yes Mostly Partially \[\} not applicable

1.5.1.1.1. | Thereis an identified Quality and Risk
Management Direction

1.5.1.1.2. The quality Director participates in the executive
direction of the cancer centre

1.5.1.1.3. There is a written global programme describing

the policy for: Quality management, including
continuous quality improvement (CQI) certification
processes and individual accreditation of physicians

1.5.1.1.4. | There is a written global programme describing
the policy for: Risk management, including a
programme for the centralised reporting of
undesirable events by health care workers

1.5.1.1.5. | Thereis a written global programme describing
the policy for: Safety management of the cancer
centre and its users

1.5.1.1.6. There is a written global programme describing

the policy for: Patient safety management, including
a systematic centralised reporting of side effects
of drugs (current practice)

1.5.1.1.7. | There is a programme for the systemic analysis
of major adverse or undesirable events

(e.g.: morbidity and mortality reviews), in each
clinical and technical department

1.5.1.1.8. Patients or patients’ relatives should be part of
these organisations
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1.5.2. Quality and risk management and safety requirements
1.5.2.1.

Mostly Partially No not applicable

1.5.2.1.1. | There is a patients committee (or association), for
consultative advice about quality of care and risk
management

1.5.2.1.2. There is a preventive maintenance programme for
equipment and access to accurate and reliable
diagnostic tests

1.5.2.1.3. | There is a monitoring system for the appropriate
use of diagnostic services

1.5.2.1.4. | There is a monitoring system for the appropriate
use of (radio)therapeutic services

1.5.2.1.5. | There is a regular internal audit system

1.5.2.1.6. | There is a quality and risk dashboard of the cancer
centre, with an annual evaluation of the results and,
if necessary, revision of its content

1.5.3. Accuracy of the diagnostic services

Are the diagnostic services safe, efficient and accurate for workers and patients?

1.5.3.1.
Yes Mostly Partially No not applicable
1.5.3.1.1. | Security checking of devices and technical equipment
used for diagnosis (biology, pathological anatomy,
imaging, functional tests) are part of the maintenance
contracts.
1.5.3.1.2. Latest security checks have been done on time
1.5.3.1.3. | Calibration of devices and technical equipment used
for diagnosis (biology, pathological anatomy, imaging,
functional tests) are part of the maintenance contracts
1.5.3.1.4. Latest calibrations have been done on time
1.5.3.1.5. Devices and technical equipment used for diagnosis
(biology, pathological anatomy, imaging, functional
tests) are periodically certified by an authorised
company. Expiration date is still valid.
1.5.3.1.6. | There is a reporting system for near miss accidents
during the use of the devices and equipment.
1.5.4. Quality and risk management of research and new techniques

Are there monitoring systems for quality and risk management associated with the introduction of new techniques / new
practice?

1.541.
Yes Mostly Partially No not applicable
1.54.1.1. |dentification of any risk associated with the

introduction of a new technology or new practice
is performed systematically

1.5.4.1.2. | There is a quality assurance programme for clinical
research

1.5.4.1.3. | Thereis a procedure for Serious Adverse Events
and Sudden Unexpected Serious Adverse Reaction
handling and reporting

1.5.4.1.4. | The SOP’s are regularly updated and are accessible
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1.5.5.

Quality assurance in all areas

Does the cancer centre promote and develop the practice of quality assurance in all areas?

1.5.5.1.

The quality assurance programmes are included in the global policy for quality and risk management

1.55.1.1.

There is one quality assurance programme

in each oncology healthcare area (chemotherapy,
surgery, radiotherapy) and at risk units
(anaesthesiology, critical care, etc)

Yes

Mostly

Partially

No

not applicable

1.5.5.1.2.

There is at least one quality assurance programme
in areas other than the oncology healthcare area

1.55.1.3.

All activities of cancer centre follow, when applicable,
the guidelines of Good clinical Practice, Good
laboratory Practice and Good manufacturing Practice

1.5.6.
1.5.6.1.

Quality assurance in all areas (HR)

Evaluation of the employees is a part of the human
resources(HR) management, from bottom to top,
including directors, Chief Officers (heads of
departments) and physicians.

Mostly

Partially

not applicable

1.5.6.1.2.

The results of evaluation are documented and used
for building future strategies of the institution, with
alignment of the departments

1.5.6.1.3.

Relevant training is provided to all staff according
to their level of responsibility

1.5.6.1.4.

HR policy includes a formal individual evaluation
at least once or twice a year

1.5.6.1.5.

Training records of all staff are available

1.5.6.1.6.

Skills, competences and expertises are assessed
in case of recruitment at managerial level

1.5.6.1.7.

Specific psychological support is available for the
cancer centre’s employees including physicians.

1.5.7.

Privacy, protection of personal data

Are there procedures for privacy, protection of personal data?

1.5.7.1.

1.5.7.1.1.

There is a Patient Charter: an official set of principles,
a document defining the commitments of both the
cancer centre AND the patient. In this Charter the
cancer centre commits itself to respect and to
guarantee the patient’s privacy

Mostly

Partially

No

not applicable

1.5.7.1.2.

There is a secure procedure for the storage,
preservation, consultation and transmission of
personal data according to the national/European
regulations

1.5.7.1.3.

Protocols for clinical trials guarantee the protection
of the patient’s personal data. This point is checked
and validated by an Ethical Committee
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2. Screening and primary prevention and health education

2.4. Process control

24.1. Availability of screening programmes

In the setting of private health policy, does the cancer centre organise or participate in screening programmes?
24.1.1.

Yes Mostly Partially No not applicable
2.4.1.1.1. | The cancer centre participates in structured regional
(province/county) screening programmes.
2.4.1.1.2. The cancer centre participates in structured national
screening programmes.
2.4.1.1.3. The cancer centre organises screening programmes.
2.4.2. Participation in prevention and health education initiatives

Does the cancer centre organise or participate in prevention and health education initiatives that meet the needs of the
population?

24.2.1.
Yes Mostly Partially No not applicable

2.4.2.1.1. The cancer centre organises prevention
programmes.

2.4.2.1.2. | The cancer centre organises health education
initiatives/programmes.

2.4.2.1.3. | The cancer centre participates in prevention

programmes
2.4.2.1.4. | The cancer centre participates in health education
initiatives/programmes.
2.4.3. Availability of primary prevention clinics

Does the institution have one or more specific primary prevention clinics?

2.4.3.1.

Mostly Partially No not applicable

2.4.3.1.1. | The cancer centre has a specific primary
prevention clinic or at least one specific primary
prevention programme

2.4.4. Oncogenetic clinic / outpatient department
Does the institution have an oncogenetic clinic?
24.4.1.

Yes Mostly Partially No not applicable

2.4.4.1.1. The cancer centre has an oncogenetic clinic for
identifying high-risk individuals by molecular genetics.
((e.g. breast cancer, ovarian cancer, colo-rectal
cancer, endocrine tumours)

2.4.4.1.2. Formal relationships exist between the cancer
centre and reference genetic laboratories
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2.4.5. Smoking control in the cancer centre
Is there a policy for non smoking in the cancer centre?
2.45.1.
Yes Mostly Partially \[\} not applicable
2.45.1.1. a non-smoking policy is clearly documented
2.4.5.1.2. support is provided to workers who decide to quit
smoking

2.4.5.1.3. any public part of the cancer centre is clearly
identified as a smoke-free area

2.45.1.4. explanations about smoking regulation in the
institution are available for patients

2.4.5.1.5. patients are encouraged to quit smoking

2.4.5.1.6. workers are encouraged to quit smoking

2.4.5.1.7. | appropriate and specific support is provided to
patients who want to quit smoking

2.4.5.1.8. smoking is prohibited to patients (possibly with
the exception of a restricted smoking-room
equipped with an appropriate aspiration device)

2.4.5.1.9. | the cancer centre is labialized “Smoke-Free”
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3. Care
3.4. Process control
3.4.1. Pain service
Does the cancer centre have a protocol/guideline for pain control?
3.4.1.1.
Yes Mostly Partially No not applicable

3.4.1.1.1. The cancer centre applies / uses guidelines
regarding pain treatment for patients with cancer

3.4.1.1.2. | There is regular staff education on pain management

3.4.1.1.3. Patients and their families receive oral and written
information about any pain management.

3.4.1.1.4. | Thereis a pain score card as part of the guidelines.

3.4.1.1.5. | The use of the pain score card is regularly assessed

3.4.2. Palliative/Supportive care team

Does the cancer centre have written agreements for composition and tasks of the palliative / supportive care team?
NB: palliative AND/OR supportive care

3.4.2.1.

The palliative/supportive care team

Yes Mostly Partially No not applicable

3.4.2.1.1. intervenes in a timely way to request from all

inpatients departments
3.4.2.1.2. replies to out-patient requests with a help line

service or consultation
3.4.2.1.3. provides education for different disciplinary

specialists, patients and families

3.4.3. Palliative/Supportive and terminal care (guideline)

Are there guidelines to palliative and terminal care? NB: palliative AND/OR supportive care
3.4.3.1.
Yes Mostly Partially No not applicable

3.4.3.1.1. The cancer centre uses guidelines on palliative,
supportive and terminal care

3.4.3.1.2. | Written procedures exist on referral of patients to
palliative/terminal care
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3.4.4. Palliative and terminal care

Is the management of the specific needs of patients at the end of their life considered within and outside the cancer centre.
NB: palliative AND/OR supportive care

3.4.4.1.

Yes Mostly Partially No not applicable

3.4.4.1.1. | All patient cases referred for palliative terminal care
are discussed during scheduled meetings with the
palliative care team

3.4.4.1.2. | Agreements exist with other cancer centre(s) for
transferring patients at the end of their life, if
necessary

3.4.4.1.3. Services provided by the cancer centre after
patients are discharged are clearly defined

3.4.4.1.4. | These services are known by terminal patients
and relevant workers

3.4.5. Psycho-oncology service
Does the cancer centre have a psycho-oncology team or department?
3.45.1.

Yes Mostly Partially No not applicable

3.4.5.1.1. | Thereis a psycho-oncology service with competence
in (oncological) psychiatry and psychology

3.4.5.1.2. | The staff are trained to detect patients with
psychological suffering or distress.

3.4.5.1.3. Structured screening methods are used to refer
patients to the psycho-oncology team

3.4.5.1.4. | Procedures about how to refer the patients to the
psycho-oncology service, including patients in
psychological distress, are clearly defined

3.4.6. Social Counselling
Does the cancer centre have a guideline or policy on the psychosocial counselling of oncology patients?
3.4.6.1.

Mostly Partially No not applicable

3.46.1.1. Social counselling, including social workers,
is available and accessible to all patients
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3.4.7.

Family involvement in care

Is care organised for the patient’s family during treatment, the end of life and the immediate bereavement period?

3.4.7.1.
Mostly Partially No not applicable
3.4.7.1.1. In agreement with the healthcare team, the family
can participate in some personal activities
(e.g. meals, washing).
3.4.7.1.2. Each ward offering palliative/terminal care has a
room for meeting the families.
3.4.7.1.3. | Visiting time restrictions are lifted and arrangements
for relatives to stay/sleep as well as for visiting by
children are facilitated
3.4.8. Family involvement in care (children)
Is there special attention paid to children with a parent who is dying?
3.4.8.1.
Mostly Partially No not applicable
3.4.8.1.1. Specific support exists for families with children
whose parent is dying (trained staff, guidelines...)
3.4.8.1.2. Families are proactively informed on the available
support
3.4.9. Rehabilitation

Is there access to a rehabilitation unit with mono- and multidisciplinary interventions?

3.4.9.1.

Mostly Partially not applicable

3.4.9.1.1. | Thereis access to a functional rehabilitation
department focused on cancer patients.
3.4.9.1.2. | The rehabilitation unit manages the psychosocial
and physical rehabilitation of the patient, starting
at an early stage of the treatment, and continuing
during the post therapeutic care period
3.4.10. Prosthetic surgery
Do patients receive information and advice about the possibilities of prosthetic surgery?
3.4.10.1.
Mostly Partially No not applicable
3.4.10.1.1. | The person/s in charge of providing information
on prosthetic surgery is/are clearly identified
3.4.10.1.2. | The patient is informed about how to get
information
3.4.10.1.3. | This information includes the potential risks
3.4.10.1.4. | Prosthetic and reconstructive surgery is available
and accessible to all appropriate patients
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4, Research, innovation and development

Note: Cancer Units are excluded for the questions in this chapter 4.
41. Policy and organisation
4.1.1. Organisational and hierarchical structure

Is there a description of the organisational and hierarchical structure of the RID organisation?
41.1.1.

Yes Mostly Partially No not applicable
41.1.1.1. There is an organisational and hierarchical structure
specifically for research, innovation and development
4.1.1.1.2. | A Scientific Advisory Board meets on a regular basis
and advice the board of the cancer centre on its
research activities
4.1.1.1.3. | The Scientific Advisory Board verifies the quality of
the research activities
4.1.1.1.4. | The Scientific Advisory Board verifies the coherence
of the objectives of the different research
programmes and the cancer centres’ objectives
and strategy at least annually
4.1.2. Research collaboration
4121
Yes Mostly Partially \[\} not applicable
4.1.2.1.1. | The cancer centre has a strategy on collaboration
and networking
4.1.2.1.2. The cancer centre participates in national and
international research projects
4.1.3. Organisation of clinical research
4.1.3.1.
Yes Mostly Partially \[\} not applicable

4.1.3.1.1. | Thereis a dedicated clinical research management
unit

4.1.3.1.2. | ltis the task of the unit to have a strategy for
promoting the conduct of clinical trials

4.1.3.1.3. It is the task of the unit to ensure the management
that the conduct of clinical trials is according to the
clinical trials protocols

4.1.3.1.4. It is the task of the unit to ensure administrative,
scientific and ethical/legal review and approval of
new clinical trials

4.1.3.1.5. It is the task of the unit to coordinate the clinical
research activities as well as their funding

4.1.3.1.6. It is the task of the unit centralise the collection of
the information about the trials and patients included

4.1.3.1.7. It is the task of the unit to provide and update
information about the trials to all departments and
external partners

4.1.3.1.8. It is the task of the unit to assist in the conduct and
monitoring of clinical trial activities

4.1.3.1.9. It is the task of the unit to provide an annual report
on clinical trial activities
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4.1.4. Periodical policy review
Is there a periodical research policy review?

4.1.4.1.

Yes Mostly Partially No not applicable

4.1.4.1.1. | There is a periodically defined research policy and
research strategy plan

4.1.4.1.2. | The research policy and research strategy plan
are integrated into the general activities of the
cancer centre

4.1.5. Scientific interaction and integration
Is there a structure for integrating and stimulating the scientific interaction?
4.15.1.

The cancer centre promotes co-operation between researchers and clinicians through:

Yes Mostly Partially No not applicable
4.1.5.1.1. Organised and formalised activities
4.1.5.1.2. Regular information and meetings about research
activities
4.15.1.3. Regular information and meetings about research
results
4.1.5.1.4. Promotion of integration of research activities into
clinical activities
4.1.5.1.5. Organisation of integration of research activities
into clinical activities
4.1.6. Internal review and evaluation of grant proposals

Is there a procedure in place for internal review of grant proposals before submissions?

4.1.6.1.

Yes Mostly Partially No not applicable

4.1.6.1.1. | Thereis an internal review of grant proposals
before submission to the funding organisation

4.1.6.1.2. | There is an internal evaluation of the success
of the grant proposals

4.1.7. (suspected) scientific misconduct
Is there a procedure in case of (suspected) scientific misconduct?
4.1.7.1.

Mostly Partially No not applicable

4.1.7.1.1. | Thereis a procedure for dealing with scientific
misconduct
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4.3. Resources and materials
4.3.1. Means for conducting research activities

Does the cancer centre have the means for conducting its research activities?

4.3.1.1.
Yes Mostly Partially No not applicable
4.3.1.1.1. | The budget for cancer research is clearly and yearly
defined
4.3.1.1.2. | The cancer centre provides access to facilities for
research activities
4.3.1.1.3. The cancer centre provides resources and means
for research activities
4.3.1.1.4. Funding of research activities follows clearly defined
procedures
4.3.1.1.5. | The use of financial resources and accounting of
research activities is controlled, monitored and
reported according to rules
4.3.2. Intellectual property and innovation
Is there a policy for the protection of intellectual property?
4.3.2.1.
Yes Mostly Partially No not applicable
4.3.2.1.1. | Thereis a strategy for innovation
4.3.2.1.2. | There is support for protection and exploitation of
intellectual property
4.3.2.1.3. | There is support for business development of
research projects
4.3.2.1.4. | Thereis atechnology transfer service available
4.3.3. Biobank
4.3.3.1.
Yes Mostly Partially \[1} not applicable

4.3.3.1.1. | The cancer centre has a policy for biobanking
patient related samples

43.3.1.2. There is a SOP defining the collection, the storage,
the registration and the use of the biological samples

4.3.3.1.3. | Thereis a centralised registration of the data related
to the biological material
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4.4. Process control
4.4.1. Structured scientific programme

Is there a structured scientific exchange programme in the cancer centre? (colloquia, seminars, theme-specific
conferences).

4.4.1.1.

Yes Mostly Partially No not applicable

44.1.1.1. There is a structured, documented and up to date
scientific programme in the cancer centre through
colloquia, seminars or theme-specific conferences.

4.4.1.1.2. Scientific programmes are used to guarantee that
results from research will be translated into daily
practice timely; (e.g.) diagnostic tools, treatment
or prevention

4.4.2. Teaching programme for PhD students
Is there a teaching programme for PhD students ?
4.42.1.

Mostly Partially not applicable

4.4.2.1.1. | Thereis a teaching programme for PhD students

4.4.3. Transfer of new scientific information to clinical practice
Is there a procedure for the transfer of new scientific information to clinical practice?
4.43.1.

Mostly Partially not applicable

4.4.3.1.1. | Thereis a procedure that guarantees that results
from research will be translated into daily practice
timely.(e.g.) diagnostic tools, treatment or
prevention)

4.5. Safeguarding the quality system
4.5.1. Periodical site visit/review. Is there a periodical site visit/review of the total research organisation?
45.1.1.

There is a periodical review and/or site visit, with external reviewers, of:

Mostly Partially not applicable

4.5.1.1.1. | the total research organisation

45.1.1.2. each research group/team activities

45.1.1.3. clinical/translational research

4.5.1.1.4. research support facilities
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5. Teaching and continuing education

5.1. Policy and organisation

Does the cancer centre analyse the training needs to define an annual or multi-annual programme?
5.1.1. Analyse training needs

5.1.1.1.

Yes Mostly Partially No not applicable

5.1.1.1.1. The cancer centre analyses the training needs
regularly

5.1.1.1.2. Based on the analysis, the institution defines an
annual or multi-annual training / educational
programme for physicians

5.1.1.1.3. Based on the analysis, the cancer centre defines an
annual or multi-annual training / educational
programme for researchers

5.1.1.1.4. Based on the analysis, the cancer centre defines an
annual or multi-annual training / educational
programme for nurses

5.1.1.1.5. Based on the analysis, the cancer centre defines an
annual or multi-annual training / educational
programme for paramedics

5.1.1.1.6. Based on the analysis, the cancer centre defines

an annual or multi-annual training / educational
programme for supportive disciplines (psychologists
etc.)

5.1.1.1.7. Based on the analysis, the cancer centre defines an
annual or multi-annual training / educational
programme for other disciplines (please specify in

the note)
5.4. Process control
5.4.1. Participation in teaching oncology

Do the physicians, researchers, nurses and psychologists in the cancer centre participate in the teaching of undergraduate
theoretical courses in oncology?
5.4.1.1.

Does the cancer centre provide teaching to:

Yes Mostly Partially No not applicable
5.4.1.1.1. physicians

5.4.1.1.2. researchers

5.4.1.1.3. nurses

5.4.1.1.4. psychologists

5.4.1.1.5. supportive disciplines (psychologists etc.)

5.4.1.1.6. other disciplines (please specify in the note)
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5.4.2. Types of teaching programmes provided
Does the cancer centre participate in teaching for PhD/BSc/MSc degree(s) in oncology nursing?
5.4.2.1.
Does the cancer centre provide
Yes Mostly Partially No not applicable

5.4.2.1.1. academic teaching in oncology

5.4.2.1.2. | continuous medical education (CME)

5.4.2.1.3. BSc, MSc and PhD programmes related to cancer
research

5.4.3. Types of teaching programmes organised
Does the cancer centre participate in organising for PhD/BSc/MSc degree(s) in oncology nursing?
5.4.3.1.

Does the cancer centre organise/coordinate:

Mostly Partially No not applicable

5.4.3.1.1. academic teaching in oncology

5.4.3.1.2. | continuous medical education (CME)

5.4.3.1.3. BSc, MSc and PhD programmes related to cancer
research
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6. Patient related
6.4. Process control
6.4.1. Educational material

Has policy been defined concerning the production, distribution and administration of educational material relating to
oncology?

6.4.1.1.

The cancer centre delivers:

Yes Mostly Partially \[\} not applicable

6.4.1.1.1. | written information on relevant aspects of oncology
to the patients

6.4.1.1.2. | written information on relevant aspects of oncology
to general practitioners

6.4.1.1.3. | The written information includes information about
diagnostic examinations and methods of treatment

6.4.1.1.4. | The written information includes information about
clinical trials

6.4.1.1.5. | The written information includes information about
supportive care, complementary care and palliative
care

6.4.2. Inform patients on admission
Have procedures been established on informing cancer patients about cancer centre admission procedures?
6.4.2.1.

Yes Mostly Partially No not applicable

6.4.2.1.1. | There is detailed information about the admission
procedure

6.4.2.1.2. | This information is available and communicated to
the patient

6.4.2.1.3. | The admission procedure is regularly assessed for
efficiency

6.4.2.1.4. | The cancer centre can accept patients during day
and night in the event of an emergency, admit them
if necessary, or refer them to another institute
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6.4.3.

Informing patients about results, treatment and counselling

Have agreements been reached on informing oncology patients about the results of diagnostic tests, about treatment (and
follow up treatment), and about counselling (in terms of how it is done and what it means)?

6.4.3.1.
Mostly Partially No not applicable
6.4.3.1.1. | The cancer centre has procedures or guidelines
regarding information transfer on diagnostics,
treatment, follow-up and supervision of the patient.
6.4.3.1.2. | Policies are defined about who is informing the
patient, relatives and close friends about the result
of an examination, further treatment or supervision
6.4.3.1.3. Policies are defined about when this information is
delivered
6.4.3.1.4. Policies are defined about how the transmission
of information to the people involved in treatment
and patient care is organised
6.4.3.1.5. Policies are defined about how the relevant
information transferred to the patient is described
in the patient’s file, such as information about the
further treatment that can be expected, the plan of
treatment, about requesting a consultation of another
medical specialist, the consequence of potential side
effects
6.4.4. Discharge procedure
Does the cancer centre have a discharge procedure?
6.4.4.1.
Mostly Partially not applicable
6.4.4.1.1. There is a written discharge procedure
6.4.4.1.2. | This procedure is regularly assessed
6.4.4.1.3. | Atdischarge, information is provided to the patients
about patients’ associations
6.4.4.1.4. At discharge, information is provided to the patients
about self-helping groups
6.4.4.1.5. | Atdischarge, information is provided to the patients
about home care
6.4.4.1.6. | Atdischarge, information is provided to the patients
about treatment and follow-up plans
6.4.4.1.7. At discharge, information is provided to the patients
about contact details with cancer centre

Appendix Il / OECI Accreditation and Designation / 25



6.5. Safeguarding the quality system

6.5.1. Patient satisfaction / experiences

Does the cancer centre evaluate the patient’s satisfaction / experiences related to cancer care?
6.5.1.1.

Yes Mostly Partially No not applicable

6.5.1.1.1. | The cancer centre has a survey method for obtaining
the patients’ opinion about their experiences during
consultation

6.5.1.1.2. | The cancer centre has a survey method for obtaining
the patients’ opinion about their experiences during
day care

6.5.1.1.3. | The cancer centre has a survey method for obtaining
the patients’ opinion about their experiences during
hospitalisation

6.5.1.1.4. | The survey is regularly analysed and corrective
measures are planned

6.5.1.1.5. | There is a group of patients representing patients
and serving as a link between the cancer centre and
the patients for advisory and consultation

6.5.2. Conciliatory commission for complaints
Does the cancer centre have an identified conciliator (or a conciliatory commission), for complaints related to cancer care?
6.5.2.1.
Yes Mostly Partially No not applicable
6.5.2.1.1. | The cancer centre has a clearly identified conciliator
or a conciliatory commission (sometimes known as

a mediator or mediation service, or as the
complaints officer or complaints department)

6.5.2.1.2. | The role of the conciliator or the conciliatory
commission is to reply to any request for information
or complaints from the patients or their families.

6.5.2.1.3. | The actions undertaken by the conciliator are
recorded in a file that is used to produce an annual
report

6.5.2.1.4. | The conciliator gives feedback on his/her findings to
the professional who is the subject of the complaint.
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Appendix III. OECI Quantitative questionnaire

Please fill in the following OECI quantitative questionnaire (not for public release). The italic items are already filled out in the
application form. And the underlined items are filled out for the designation screening. Chapter 4 ‘Research’ outside the scope
of the OECI Accreditation of Cancer Units.

1. General Questions
1.1. Cancer centre
1.1.1. Project: OECI Quality Improvement Project/Working Group Accreditation (WGA)

1.1.2. Name of the cancer centre
1.1.3. Address

1.1.4. Telephone

1.1.5. Fax

1.1.6. Internet site

1.2. Management

1.2.1. Administrative Director

1.2.2. E-mail Administrative Director
1.2.3. Medical Director

1.2.4. E-mail Medical Director
1.2.5. Scientific Director

1.2.6. E-mail Scientific Director

1.3. Survey

1.3.1. Name of the Contact person for the
survey at the cancer centre

1.3.2. Position of the Contact person for
the survey

1.3.3. E-mail address of the Contact person
for the survey

1.4. Cancer centre structure
1.4.1.

Cancer Unit Clinical Cancer CcccC Cancer research
Centre (Comprehensive Centre

cancer centre)

1.4.1.1. In which category would you classify
your cancer centre

1.4.6.

academic public/non profit private

1.4.6.1. What is the administrative status of
your cancer centre.
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1.4.7.

at national level

1.4.7.1. Is your cancer centre part of a

formalised network of institutions

at regional level

Presence of
European or
International
Affairs
Collaboration

General
accreditation

by National
Accreditation
Organisation or
other organisation

1.4.8.

1.5.

1.5.1.

1.5.2.

1.5.3.

1.54.

1.5.5.

Year of accreditation

Distribution areas and budget

% of patients regional

% of patients national

% of patients international

Planned annual budget for health care X
(in € last year available)

Planned annual budget for research X
(in € last year available)
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2. Infrastructures
2.1. Infrastructures with a focus on cancer care (1 of 7)
2.1.1. peryear =x

surgery medical radiation paediatric Haematology Total

oncology oncology therapy oncology (oncology)

Number of newly X X X X X X X
registered/diagnosed cancer

patients (any type)

Number of inpatient beds for X X X X X X X
overnight stays

Number inpatient visits for
overnight stays

Mean duration of stay for
inpatients

Number of outpatient visits in
consultation

Waiting time before 1st visit
(mean)

Waiting time treatment
decision-irst treatment{mean)

Number of ambulatory day care X
beds/chairs

Number of ambulatory/day
hospital patient visits

FTE physicians dedicated to X
oncology( into human resources)

% FTE vacant positions

FTE board certified nurses
dedicated to oncology

% FTE vacant positions

2.2. Infrastructures with a focus on cancer care (2 of 7)
2.2.1. peryear =Xx

New patients Number of Number of Total number Working with ~ Multidisciplinary = Clinical Number of
(total number surgical Chemotherapy of sessions guidelines meeting pathways  patients
of newly procedures  (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

admitted and patients)
referred)

breast cancer C50

lung cancer C34

urological cancer: bladder C67

urological cancer: kidney C64H

urological cancer: Others

Male genital organs cancer:
prostate C61H

Male genital organs cancer:
testis C62

Male genital organs cancer:
Others
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2.3. Infrastructures with a focus on cancer care (3 of 7)
2.3.1. peryear =x

New patients Number of Number of Total number Working with ~Multidisciplinary = Clinical Number of
(newly surgical Chemotherapy of sessions guidelines meeting pathways  patients
admitted and procedures = (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

referred) (numbers/ patients)
patients)

gastrointestinal cancer:
oesophagus C15

gastrointestinal cancer:
stomach C16

gastrointestinal cancer:
colon C18

gastrointestinal cancer:
rectum C20H

gastrointestinal cancer:
liver C22

gastrointestinal cancer:
pancreas C25

gastrointestinal cancer:
Others

2.4. Infrastructures with a focus on cancer care (4 of 7)
2.4.1. peryear =x
New patients Number of Number of Total number Working with ~Multidisciplinary = Clinical Number of

(newly surgical Chemotherapy of sessions guidelines meeting pathways  patients
admitted and procedures = (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

referred) (numbers/ patients)
patients)

gynaecological cancer:
ovary C56H

gynaecological cancer:
cervix C53

gynaecological cancer:
endometrial C54

gynaecological cancer:
Others

2.5. Infrastructures with a focus on cancer care (5 of 7)
2.5.1. peryear =x

New patients Number of Number of Total number Working with Multidisciplinary = Clinical Number of
(newly surgical Chemotherapy of sessions guidelines meeting pathways  patients
admitted and procedures = (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

referred) (numbers/ patients)
patients)

head and neck cancer:
larynx C32

head and neck cancer:
hypopharynx C13

head and neck cancer:
oropharynx C10

head and neck cancer:
nasapharynx C11

head and neck cancer:
thyreoid C73H

head and neck cancer:
others
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2.6. Infrastructures with a focus on cancer care (6 of 7)
2.6.1. peryear =x

New patients Number of Number of Total number Working with ~Multidisciplinary = Clinical Number of
(newly surgical Chemotherapy of sessions guidelines meeting pathways  patients
admitted and procedures = (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

referred) (numbers/ patients)
patients)

haematological malignancies:
Hodgkin Lymphoma C81

haematological malignancies:
Non Hodgkin Lymphoma C82

haematological malignancies:
Myeloma C90

haematological malignancies:
All leukaemia

neuro-oncological:
Central nervous system C71-C72

neuro-oncological:
others

2.7. Infrastructures with a focus on cancer care (7 of 7)
2.7.1. peryear =x

New patients Number of Number of Total number Working with Multidisciplinary = Clinical Number of
(newly surgical Chemotherapy of sessions guidelines meeting pathways  patients
admitted and procedures = (numbers/ (RT) (Y/N) (Y/N) (Y/N) (RT)

referred) (numbers/ patients)
patients)

paediatric malignancies:
all cancers (age 0<15)

bone and soft tissue tumours:
primary bone C40

bone and soft tissue tumours:
Soft tissue C49

bone and soft tissue tumours:
melanoma of the skin C43

skin cancer:
Others C44

2.8. Radiotherapy

2.8.1. Number of accelerators
for radiation therapy

2.8.2.  Number of cobolt units

2.8.3. Resources for proton therapy

2.8.3.1. Do you have resources for proton therapy?

2.8.4. Number of conventional RT
(patients per year)

2.8.5. Number of bracytherapy
(patients per year)

2.8.6. Number of IMRT
(patients per year)

2.8.7. Number of IORT
(patients per year)

2.8.8. Number of stereo tactic RT (single
and fractionated) (patients per year)
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2.9. Radiology

2.9.1. Number of CT scanners X
2.9.2. Number of facilities for MRI X
2.9.3. Number of MRI spectroscopy X
2.9.4. Number of mammography X

2.9.5. Waiting time for CT scanners

2.9.6. Waiting time for MRI

2.9.7. Waiting time for mammography

2.9.8. Do you have digitalised imaging (PACS)?

2.9.8.1.

2.9.9. Do you have resources for interventional techniques?

On site Access to Not Available

2.9.9.1.

2.10. Nuclear medicine unit

2.10.1. Number of cameras

2.10.2.
On site Access to Not available not applicable
2.10.2.1. Pet scan facilities
2.10.2.2. pet CT facilities
2.10.2.3. Radio nucleotide treatment facilities
2.11. Laboratory
2.11.1.
On site Access to Not available
2.11.1.1. Do you have a cytology laboratory?
2.11.1.2. Do you have a histopathology laboratory?
2.11.2. If on site
Yes No

2.11.2.1. immunofluorescence techniques

2.11.2.2. Histochemistry

2.11.2.3. flow cytomitry

2.11.2.4. Techniques for molecular biology and genetics

by cytology by biopsyon large pieces of excision

Please specify the number of samples for tumour
pathological diagnosis per year at your cancer centre

32 / OECI Accreditation and Designation / Appendix Il



2.12. Haematology unit

2.12.1.
On site Access to Not available
2.12.1.1. Do you have a transfusion centre?
2.12.1.2. Do you have a bone marrow bank?

2.12.2. Number of laminar flow rooms

2.12.3.

Allogenic stem cell Autologous bone marrow  Autologous stem cell

Please specify the number of bone marrow/stem
cell transplants per year

2.13. Oncology Multidisciplinary team:
2.13.1. Members are:

Yes No
2.13.1.1. Medical oncologist (or equivalent)
2.13.1.2. Surgical Oncologist
2.13.1.3. Radiotherapist
2.13.1.4. Radiologist
2.13.1.5. Pathologist
2.13.1.6. Nurses
2.13.1.7. Others
2.14. Palliative care team:
2.14.1. Members are:
Yes No not applicable

2.14.1.1. Anaesthetist/Physician specialising in pain
treatment

2.14.1.2. Medical specialists (including psychiatrist and
medical oncologist)

2.14.1.3. Nurses

2.14.1.4. Psychologist

2.14.1.5. Anaesthesist

2.14.1.6. Physiotherapist

2.14.1.7. General practitioner

2.14.1.8. Social worker

2.14.1.9. Dietician
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2.15. Facilities
2.15.1.
On site Access to Not available

2.15.1.1. Do you have a tumour bank facility?

2.15.1.2. Do you have a central pharmacy?

2.15.2. Number of operating rooms excluding
ambulatory services
(specific to oncology):

2.15.3. Number of IC beds
(specific to oncology):

2.15.4.

On site Access to Not available

2.15.4.1. Do you have other specialised techniques on site

2.15.5. Do you have other specialised techniques on site?
Yes No
2.15.5.1. laser therapy

2.15.5.2. Laparoscopy

2.15.5.3. sentinel node?

2.15.5.4. Intra Operative Chemo Therapy

2.15.5.5. hyperthermia?

2.15.5.6. isolated limb perfusion?

2.15.5.7. radio frequency ablation

2.15.5.8. Others
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3. Human resources
3.1. Human resources (1)
3.1.1.

Per doctor Per nurse day Per nurse night

Legal number of hours for 1
Full-Time Equivalent (FTE) X X X

3.1.2. Total FTE of employees in the cancer
centre

3.1.3. Total FTE of employees dedicated
to cancer patients

3.2. Human resources (2)
3.2.1.

breast urologic thoracic digestive neurosurgery gynaecological head and soft tissue orthopaedic  plastic and

surgery surgery surgery surgery surgery neck surgery = surgery surgery econstructive
surgery

Please specify the number X X X X X X X X X X
of FTE surgeons

3.3. Human resources (3)
3.3.1.

Please specify the number of FTE

gastro enterologists

pneumonologists/respiratory
physicians

gynaecologists

haematologists

paediatricians

psychiatrists

anaesthesiologists

infectious disease specialists

geneticians

dermatologists

pharmacist

pharmacologists

geriatricians

neurologists

intensive care specialists

medical oncologists X

cardiologists

endocrinologists

urologists

plastic surgeons
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3.4. Human resources (4)
3.4.1. Pathology

Technicians Pathologists

Please specify the number
of FTE

3.4.2. Nuclear medicine

technicians in physicians in physicists/engineers nurses in

nuclear medicine nuclear medicine nuclear medicine

Please specify the number
of FTE

3.4.3. Radiology

Radiologists technicians in radiology nurses in radiology

Please specify the number
of FTE

3.4.4. Radiotherapy

radiation therapists dosimetrists radiation technicians in radiotherapy

Please specify the number
of FTE

3.4.5. Supportive care

Dieticians psychologists nutricians speech physiotherapists stoma social

therapists therapists workers

Please specify the number
of FTE
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4. Research (Outside scope of Cancer Units)
4.1. Research domains
4.1.1.

Present FTE dedicated Phd students Number of
researcher (Phd, MD) and fellows technicians

carcinogenesis

immunology

cell biology

drug development

Bioinformatics

Biostatistics

Tumour progression

Angiogenesis

Epidemiology

Psycho-oncology

Nursing

Radiobiology

Public health

Health economy

Clincal trials

4.1.2.

Present FTE dedicated Phd students Number of

researcher (Phd, MD) and fellows technicians

Pharmacogenomic

pharmacokinetics/dynamics

gene therapy

(onco)genomics

(onco)proteomics

Functional imaging

Toxicology

Others

4.2. Structures

4.2.1. Research facilities

3 Animal House

Transgenic facility

Micro-array facility

Biochemical analysis

Radio labelling (cyclotron)

High Throughput screening

(Bio)Statistics

Cytogenetics

Massaspectrometry

Electon microscopy or electron?

Animal pathology/histology

Proteomics facility

DNA sequence facility

Protein analyses facility

a
]
]
a
a
]
]
1 Flowcytometry
a
]
]
a
a
]
]

Others namely
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4.3. Structures
4.3.1.

Yes No not applicable

4.3.1.1. Do you have a private partnership

with companies related to research
and innovation

4.3.1.2. Do you have a Unit of epidemiology?

4.3.1.3. Do you have a biostatistic unit?

4.3.1.4. Do you have a Unit of health economy?

4.3.1.5. Do you have a data management
unit/trial bureau?

4.3.1.6. Do you have a local cancer registry?

4.3.2. Number of studies active (that is open
to patient accrual) during year x: X

4.3.3. Number of studies activated in year x:

Phase | Phase Il Phase lll Phase IV

4.3.4. Number of new investigator initiated local trials

(Percentage of new investigator initiated
local trials %)

4.3.5. Number of new investigator initiated national trials

(Percentage)

4.3.6. Number of new investigator initiated international trials

(Percentage)

4.3.7. Number of new clinical trials with external industrial sponsor

(Percentage)

4.3.8. Number of new patients in clinical trials

(indicator: number of new patients included in clinical
trials /Number of new patients in the institute)

4.3.9.
Does your cancer centre have research collaboration with other cancer centres
Yes \[i}

4.3.9.1. | atnational level

4.3.9.2. | atinternational level
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4.4. Research budget including basic/clinical/translational

4.4.1. Total research budget cancer centre X

4.4.2.

Nr of EU grants Nr of EU grants Public funding Charities/unrestricted  Industrial

running in year x coordinated in year x grants partnership funding

Research funding sources/total| X X X X X
amounts received (2008)

4.4.3. Number of patents over the last 5 years:

4.4.4, Number of peer-reviewed publications X
per year (year x) national

4.4.5. Number of peer-reviewed publications X
per year (year x) international

4.4.6. Impactfactor cumulative

4.4.7. Number of publications with X

impactfactor > 10
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5. Education
5.1. Education

5.1.1. Planned annual budget for education year x (Euros)

5.1.2.
On site Access to Not available not applicable
5.1.2.1. An information centre for cancer patients
5.1.2.2. Medical library
5.1.2.3. Online access via internet
5.1.3.
Yes No not applicable
5.1.3.1. Educationall courses organised by the cancer
centre on site
5.1.3.2. with local audience
5.1.3.3. with national audience
5.1.3.4. with international audience
5.1.4. Number of medical students per year
5.1.5. Number of graduate/postgraduate students
5.1.6. Number of physicians under specialist training
per year
5.1.7. Number of nurses under specialist training per year
5.1.8. Number of nurses students per year
5.1.9. Number PhD students
5.1.10. Number of PhD theses per year
(average last 5 years)
5.1.11. Number of University - Faculty associate Professors
5.1.12.
Yes No
5.1.12.1. Do you have formalised exchange programmes
5.1.12.2. national
5.1.12.3. international
5.1.12.4. Do you have formalised patient education
programmes
5.1.12.5. Do you have formalised education programmes
for decision makers
5.1.12.6. Do you have formalised continuous medical
education (CME) programme
5.2.  Analysis
5.2.1.
Based on the analysis, do you have an annual or multi-annual training / educational programmes for:
Yes No
5.2.1.1. physicians
5.2.1.2. researchers
5.2.1.3. nurses
5.2.1.4. paramedics
5.2.1.5. supportive disciplines (psychologists etc.)
5.2.1.6. other disciplines (please specify in the note)
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Appendix IV: Project plan

Project plan (doc. 5) for cancer institute to organise self-assessment

General

Name of the project

“OECI Accreditation Programme”

Institute name

Name of the (cancer) institute

Place and country

Place and country of residence

Division/department

Part of the hospital that is involved or whole hospital

Owner of the project

Board of Directors of the institute: name person in specific

Project leader in the institute

Name of OECI contact person in the institute and position/function

in the institute

OECI Accreditation Coordinator

Femke Boomsma

Start date OECI accreditation Date

What is (are) the motive(s) Motives/ Arguments
for starting the project?

Which goal(s) would you To achieve a.......

like to achieve?

(Try to define according to the
SMART-method:

Specific, Measurable, Achievable,
Realistic, Time-related)

Steering committee

Is there a steering committee
present?

Names of participants and functions

Composition of the project team

One/two persons from each sub project group.

The sub project groups are small teams of people who are together responsible for a part of the
questionnaires. One/two of the group also participate in the project team.

Name Position/function Responsibilities
Project leader in the institute Name + e-mail Position/function
Secretary: Name + e-mail Position function
Member: Name Position/function
Member: Name Position/function
Member: Name Position/function
Member: Name Position/function
Member: Name Position/function
Member: Name Position/function
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Planning of the project

Start

Explanatory visit

29 June 2010

Number of planned internal meetings

When periodically meetings?

Self-assessment period

September 2010 (as proposed)

February 2011

15t evaluation with OECI Coordinator

Date and with whom?

20d evaluation with OECI Coordinator

Date and with whom?

3"d evaluation with OECI Coordinator

Date and with whom?

Go/ no-go decision

Early March 2011

Planned peer review Early May 2011

Planned end date

Communication: reporting method

To: When/time Method
Owner

Board of the institute

e-mail/written form/ meeting

Steering committee

e-mail/written form/ meeting

Project team

e-mail/written form/ meeting

Quality committee

e-mail/written form/ meeting

Others:
- Staff

— Patients

Intranet

Institutional information media

Communication of the final self-assessment results

To: When/time Method
Participants? Date; at end of self How?
assessment period

Which extra means are necessary? Time considered needed

Project leader (in the institute)

OECI Accreditation Coordinator

Time project members
(for each person)

Time blanks exercise for
participants

Pending further assessment, according to identified needs

Financial means

Pending further assessment, according to identified needs
Planning payment of fee stage 1 and 2

Other resources (e.g.
(training) education,
meeting costs

Pending further assessment, according to identified needs
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Appendix V. Self-assessment user manual for institutes

1. Login

Go to: http://oeci.selfassessment.nu

Eﬂ .@ E“C] OECI Accpmppyipn and Designation
Oucasesaron of Eemortan Cuncex bemirs
Fomgoran Ecompmc birpney Gaows

Contact

Towards quality, comprehensiveness and sxcellence: “

Cne effort. two benefis!

® Home " S0UA 2010 and ESH0 2070
™ Ahou us pragertationg onlina

» | mackanound Accreckalion ISQUA 2010 and ESMO 2010 & (ED peasant on ES0uA 2010 Fans

i ) resentations online = , %
" Background Designaton P B DEC! presant on ESMO 2000
= grganizational sinucture Dctoter 21,2610 by Adminiaicy gt
= Intagratisn Designaban and

¥ Descphon ASD process S0 o "resemalions’n M me Feciaatanen
 anpied cances isilules hitpligeclEellassesementnuicmeinodeT e A W
L CIECT slandards Aadministralonrs b .'ms.n.]r.u i s latbar Vol 4 i
-

How o appiy? anina

You can also go directly to the e-tool log-in screen, as it is illustrated underneath, via
http://oeci.selfassessment.nu/compass/user

In the log in screen you can use your username and password to enter the e-tool application.

[==|
Log on Lost your passwd‘ Help About ‘ =

T k¥
Eai

Log on

Use your username and password to login

Username Ferl: Koot |

Password Ionm .ﬂmtiol |

| Logon [ |

When logged in you can enter the e-tool in the following screen.
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Home

g tructions

Go to the qualitative and
quantitative questionnaire

Ovcriance o Eseorean Cancin hemimes
Fonorrin Fopaaenc Irrnery Casorms:

the same

Or use this link for

Useful documents

Laoec) N &

Announcements

| Mowe Foar mouss ower the messege to view the contents

Currer 3¢ 0o masssges

If you go to the questionnaires the following screen appears.

Workspace |

L. l-.- - : '] o \. o
I':II i P e

How' to start

INTRODUCTION

Socuments

Pagert Frogiess

Questionnaires

The CEC! Accraditation Project

A Process o Evaluate and Improwe Qualify in Europaan Cancer Cantres

Tha OECI halps haakh cars professionals and Cancer Cantras o improve the onganisation of «
care. To ihis and, the OECH Accradifation working group has devsond nonms, cnéena and hi
them in an slecironic self-evaluation guide By wsing this guide, cancer centres can find out w

Click to open the
questionnaire

=1
Start Questonnaires | Documents Eeport Progress
ot . =
"5"\)' Questionnaires
| These are the most recent questonnalres
€y, OECIQualitative  08-08. 0S51. |Hl264 % 4 : ,M F &
L Questionnaire 3 2009 | 2010 264 (100 %) | RE = J= T
£ £ f f r ¢ I L L
Ly OEC| Quantitative  09-08- |30-06- |H0 s es2 ["? ] ,M i e
- \‘ Hannaire vi 2009 2010 {0 %) : = = {-‘
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2. Three steps to fill out the qualitative questionnaire
e Step 1: Give a score to all items in the questionnaire

The quality questionnaire consists of:

Chapter 1 General standards, strategic plan and 26 121 (47%)
general management

1.1 Policy and organisation 5 22

1.3 Resources and materials 2 8

1.4 Process control 12 54

1.5 Safeguarding the quality system 7 37

Chapter 2 Screening and primary prevention and 5 19 (7%)
health education

2.4 Process control 5 19

Chapter 3 Care 10 30(11%)

3.4 Process control 10 30

Chapter 4 Research innovation and developments 14 45 (17%)

4.1 Policy and organisation 7 25

4.3 Resources and materials 3 12

4.4 Process control 3 4

45 Safeguarding the quality system 1 4

Chapter 5 Education and teaching 4 19 (7%)

5.1 Policy and organisation 1 7

5.4 Process control 3 12

Chapter 6 Patient related 6 30 (11%)

6.4 Process control 4 21

6.5 Safeguarding the quality system 2 9

Standard

— Standard translated
in a question

6.4.3. Informing patients about results, treatment and counseling

Have agreements been reached on informing oncology patients about the results of diagnostic tests, about treatment (and follow up
treatment), and about counseling (in terms of how it s done and what it means)?

|\'_'| 5 Va5 Mastly Partially Ho Mot Delete Markeer
applicable
|_=,.? Q The cancer centre has procedures or guidelines ® . s C o € | O
o ;

0 regarding information transier on diagnostics,

treatment, follew-up and supervision of the
patient. \
Sub standard
Possible scores

The score is an indicator for the stage of implementation of each item of the standard. The scoring system is based on

the Plan-Do-Check-Act-circle or Deming-circle. These four stages of implementation are translated in the following possible

answers:

¢ Yes means that the indicator of the standard has been implemented on a wide scale in the cancer institute and the
Deming-cycle is completed at least twice (> in third cycle),

e Mostly means that the indicator has been implemented in most of the critical places in the cancer institute and the
Deming-cycle is completed at least once (> in second cycle),

e Partially means that the indicator is implemented on project bases or on a modest scale in the cancer institute or the
Deming-cycle has not been completed,

¢ No means that the indicator does not get attention or there are plans to start working on the indicator,

Not applicable means that the indicator is not applicable in the cancer institute.
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6.4, 3, Informing patients about results, treatment and counseling

Have agreements been reached on informing oncolegy patients about the results of diagnostic tests, about treatment (and follow up
treatment), and about counseling (in terms of how it s done and what it means)?

(=] " Tes Mastly Partislly Mo Mot Delete mMarkeer
- applicable
L1 ['; The cancer centre has procedures or guidelines * . C o o e "] =
[0} (0] regarding information transfer on diagnostics, /\
treatment, follow-up and supervision of the
patient. 1. Select a score for each

L 2. Depending on the selepted substandard, it will turn black ‘
3. Before moving to the next score the bullet appears in green
item provide evidence for your (yes), partly green, or in red (no)

score

e Step 2: Provide evidence for the given score, through:
e Attaching a document to a specific question in the e-tool that provides the evidence @ OR
¢ Referring to a document that is already attached in an earlier item %I OR
¢ Adding a note to justify the score if there is no document available 1 AND
¢ Adding the requested documents.
How to attach a document to a specific question?

Click on the globe &l icon and the following screen appears:

Becumens [T H The question where you are
attaching a document at

Documents

The cancer centre has procedures or guidelings regarding information transfer on diagnestics, treatment, follow-up and supervision of the patient.

[ There aré o doasments

Upload new file

[a:\m &en nisuw document B8 18 voegen gaat u mat de knop Toeken naar de kokatls waar bt document staat. klik vervilgang cp Tosvoegen.

L Domment: I EBlscaran. . I\

Fl.Browse for the document in

l j Lo ||__Betun \I\ the institute’s document
2. Click to add the document | | 3. Return to the questions. Under the Q

has appeared nr (1) between brackets
for one attached document

To get an overview of the specific questions that contain a document you can close the questionnaire and click on the
icon in the table under evidence.

=1
Sart Quesdonnaires | Documents Esport Progress
= - .
w Questionnaires
| These are the most recent questonnalres
e ¢ L% CEC| Qualitathve o0 | O0%.av. |H2e4 s [,? r _ ,M &
L Guestionnaire v 2009 2010 264 (100 %) B2 ——
¢ ) 7 r r ¢ £ £ L
i OEC| Quantitative | 0%-08- 3005 (M0 s es2 L? = IM i &g
= 1\"‘ Questiannaire v2 2008 2010 {0 %) i = =
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How to refer to a document that is already attached?
Click on the note box = icon. A note box appears under the specific question.
To close the box: just click with your mouse somewhere on the page.

Now there is a note in the note box the icon will be changed with bold lines: &

= w g The cancer centre has procedures or L ® c c c C
0) 0) guidstines regarding information transfer
on diagnostics, treatment, follow-up and
supervision of the patient.

Refer to the question where
the document is already
attached

How to add a note to justify the score?
If there is no document that can provide evidence for the given score or the document/policy/procedure is not available,
please justify the given score by putting a note in the note box (as explained above).
It is also possible that the institute cannot answer the question literally, for example because the institute is not responsible
for the standard questioned, please also use the note box to explain this issue.

How to add the documents requested by the OECI?
When you log in to the e-tool you will see the following screen with some tabs above the two questionnaires. In the underneath
figure the tab that is blue: ‘Questionnaires’ is open.
Go to the tab documents.

Tab ‘documents’

=1
Questonnaines Eeport Progress
=k - .
w Questionnaires
| Thess are the MostT recent questonnaires
. & GEC | Gualitathe pa-08- | O0%.av. |H2e4 s [‘? '3 : "M F &
= = Guestionnaire v 2009 2010 264 (100 %) B2 —
. ] 7 t r ¢ I L L
dy, | UECI Quantitative 0808 3u-e- MU /esl L? y ,M ? Loy
— L3 Questiannaire vi 2009 2010 {0%) i = =

Appendix V / OECI Accreditation and Designation / 47



The following screen will appear. Follow step 1, 2 and 3.

E
Start Questionnaires Documents Repart Progress

Documents

These are the documents that are of vaue to you a5 a user and to the auditors. They are only visible to you as user and to th
auditors that have bean assigned
You can add documents to the list by selecting them, select a folder and press Upload

Large documents may take a while to be uploaded, please be patient in that case. 1: Click to choose the kind
of document you are going
to add
Map : 38 j
Map: T .
P ‘-- uidelines . z[ These are the options: the
Document: system will arrange the
documents
L
| _ Upload | Guidelines EI
/i
/ Feedback ﬁ |
!_/L 2: Search for "
3: Upload the the document | | Audit reports
document in your system | | Action lists

Requested documents
Risk related documents
Quality documents
Other documents

¢ Step 3: Add a non-compliance/improvement point

If you have scored a question with ‘partially’ or ‘no’ a red sentence appears under the question that a non-compliance point has
been identified. This means that (quality) improvement can be made regarding this substandard by the institute.

The institute is required to describe an improvement point by: Clicking on the red fine

1.1.2. Cooperation with universities

The cancer céntre has formal cooperation or agréeement with at least one university for:

(=] £ Yims, Haastly, Partisily Ho Hot
appllcable
2 [#F & core actries L “ - e
(] 0]

N oo awisn mpliarsce, By clickine this link yoas con define or it e sction to be taken and sebect e ageaogerinta o aloga

Or by clicking on the [:#

improvement point icon
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Click on ‘Save and new entry’ in the screen that appears and fill in the items for the improvement:

e |

Improvement point

Question

Title
Description educationsl activities

Answer

Hon-compliance / Improvement point

£ planready | |_| il
- : || x|
L status ITML Click here and a note box :I

£ Required state after change will appear to describe the

f non-compliance AMART formulated actions

£ Required actions

£ priority Y - _ —
[ ake your ehoice Click here to add who is in =

., who charge for the improvement
g, deadline |§ actions |_J iI

I Delete |I Save Il Close

e Check the level of quality the institute has achieved per standard

— Open the qualitative questionnaire
— Open the show tree

[[JoECt Qualitative Questionnaire v3 ﬁ: Chapter 1

EI- *j 1 General Standards, Strategic Plan and General Management

=-+—€1 Policy and organization Domain: click on the domain to view the graphs/scores

El Oncological policy plan and genearal report

L%z Cooperation with universities 4’_] 5 Standards in domain

EB Cooperation with axternal partnars

= : ; F Mean scores for each of the 5
Lﬂdi Cancer data registration (institutional level) standards in the domain Policy and
ﬁs Complications registry Organisation in Chapter 1

Policy and organization 4

Oncologkcal policy plan and generl epo
Cooperalkon with universities
Coopemtion with extemal partners
Cancer data registration (institutional

Complications registny

Standard ‘Cooperation Standard ‘Oncology policy

with university’ needs plan and general report’

attention is >50% but also needs
attentions
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¢ Close the questionnaire if you will not change or add anything else

=1
Sart Questonnaines | Documients Esport Progress
. i ?
w Questionnaires

| These are the most recent questonnares

Close the book

- & CECI Qualitative D808 | 05:11- | FTTW [‘? r
— L Guestionnaire v 2009 2010 264 (100 %) B2 —
I ) t T r £
iy, | UECI Quantitative | 08-08- | 30-06- WMo esz [-? |
= L Questiannaire vi 2009 2010 (0% i =

e Other options

— Mark questions to discuss in project group meetings
— Make a note for other people working in the questionnaire
— Show only the marked or unanswered questions

Mark questions that
you want to discuss
with other people

Make a note for other

people working on
the questions
Surw ireweenw W bl F sk (entmunbpr - fewni)
Wiew h
51 Runighios Quastiaaavs e
= _I | Erzpswin, Eoratw
B 1y sag grganizeti
(Emening ent mobisy 1.1.1. Oncological palicy plan and general report
|Coea tizn math w
= h
e Does the cancer centre have a current oncological policy plan (general plan] and an annual gene| bl
Canumt dale regisk
Lomashicabzal rag
E Furres aad mater
W anr cantsl
i gled g thE Guili - applicahie
B @ and primay g ® u q The baand and/or the ® C L& L e a8
B3 {0 (@ mansgement of the cancer
i oy e S L centre has an official receat
s - plan (not older than five
B #ng taoticuing 4 vaarsh
H,': _I s mEa _
vou have identifie: a man-complanee. By clicking his link vou can defing or edil the act Bo bes lawsn and selacl B apgmopriate

Click on “all questions’ for E B ﬁ ;|

this list.
Choose one of the options | | &ll guestions
and the show tree will only

show the “marked” or Wandatory
“unanswered”
Warked
Unanswered

50 / OECI Accreditation and Designation / Appendix V



3. Quantitative questionnaire

questionnaire

Mapnsgamet
Srver

Cancer cenbe Brodtore

Cis~tuticn wuae and Budge

" ¥ Infesnicharen

3 Wufisa MroUnas

& Pagnnics

| ¥ Coumsign

The show tree with all
chapters and domains

Shorer bl

1.1. Cancer centre

=1
Start Questionnaires | Decumients Eeport Progress
= ) .
=V Questionnaires
| These are the most recent questonnaires
& CECI Qualitathve o0 | O0%.av. |H2e4 s L? 3 o i .
r % E A #
- } Guestionnaire v3 2009 2010 264 (100 %) B2 = |9 {'-‘
£ ' F f r ’ ¥ ' r
™ DEC| Quantitative  08-08- 30-06- |HMo resz L? = ,M i -
@ 'k-\"" Questionnalre vi 2009 2010 0%) & = 4 <z
Open quantitative

(Cactw sk = lemikr |

Project: OECI Quality Improvement Project | Working Group Accreditation (WGA)

Hame of Lhe cancer cenltre

The quantitative questionnaire has
also an option for adding notes to
clarify an answer

4. Print the questions and/or the results in a report

=1
Sart Quesdonnaires | Documents Esport Progress
= - .
w Questionnaires
| Thess are The MosT recent questonnaires
D Ny | CECI Qualitative  08.08- | 05-11- B 264 [.? L i &y
L Guestionnaire v 2009 2010 264 (100 %) B2
' £ . f ¥ ¥ L
i OEC| Quantitative | 0%-08- 3005 (M0 s es2 L? i &g
= 'k-\"" Questionnalre v 2009 (2010 Y] :

The following screen appears with several options.
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[ retem || pene

Report [T - |

Print only the questions or
Format the full results
Fig format [ticrosatt wara =l
Faper format Iu 3 Print in Word or PDF
Drentatios [Portrait B Size: A4 or A3

View: Portrait or Landscape

F Show Page numbers

F Doutie sided
Foeter [oECI Quaiinative Questionnaire v3 08112010
Title page
F Show title page
Tite [oECt Quaitative Questicnnaire v
Sabride [
Questions
Shew

I Senrr anch chaptar af a new pags

I thow help
F ghow stancards

| ———— il'l Click for other options

r. Wpace lor noles

I~ space for recommen dadons
r Space for documants
r Baokmarkt
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Appendix VI. User manual e-tool for auditors

This user manual gives an explanation of how OECI auditors can use the OECI electronic tool. The great advantage of the tool
is that the auditors of a team can communicate with each other regardless of their physical location. An auditor can prepare
a peer review individually by analysing the questionnaires and documents, and an auditor can add notes to questions which
are unclear or which the auditor would like to discuss with the audit team.

1. Logon

T Tal=a) ereditati : xeionats
]:ﬂ D - G J OECI Acereditation and Designation

ey Programme
Eneortn Ecommne orerery Covorees

Home E-tool Accredration & Designation process

Towards guality, comphgensivensss and excellence:

Cne effort, o benefds!

2 Home ®S0UA 2010 and ESKO 2370
* Anout us prasentalicrs wnine

9 Background Accreditation ISQUA 2010 and ESMO 2010 B OEC present on [S0us 2010 Pans

| —— resentations online i S
Ol . P OECH present on ESMD 2040
Barkgruund Designabion G
o to the E-tool
o T 18 A ey o A L]
& Crpanizational sructure Dctabar 21, 2010 by Adminiatrats ian
L Intagrahon Desigaation and
P Descripton ASD process G0 0 'presentalions’in (he menu L rJn:umr 2
Accraddation

LR . hitp.icecissifassessment.nu'cms nodeT

Applied cancer inslitules ; ® July 2010 Acciediation #nc
¥ et standaras Adrnestraloe's Liks Dlansgyation Mirmulattar Vol 4 i
" How o apph? oning

Go to: http://oeci.selfassessment.nu/compass/user or through the website http://oeci.selfassessment.nu.

An Auditor's username has been supplied with a password, use this to log in to the application.

! ! o
Leg on Lost your passwd‘ Help About ‘ =
[ O d
o
Log on

Use your username and password to login

Username bart Koot |

Password Imuo t'o¢"0| |

| Logon [ |

When successfully logged in you will find the following screen:
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Hicarries N Dueshionnaires Show help Logout

femkea auditor

L
Home Instructions =

\I Workspace: Go to the questionnaires
of the institute that has been assigned
Home to you

Orcassmon o Eveopean Cancer Instmures
Evsorcan Econosse Intenest Gaovewe

You are an auditor. You have the following options

Internet connection (normal operation)

Mo internet connection

o Export audits to memory stick

& Memory stick application update (release 23 April 2008)
s Memory stick database update (release 23 April 2008)

Documents that can be
useful for the auditors during
the programme

Manu
Bc 05_Template_Project plan cancer centre.doc
Doc 09 _List requested documents self assessment centres.do
Doc 14 Confiden tiality agreement auditors.doc

T &

Doc 15_Conflict Of Interest form.doc
[oc 19_Template final peer review report.docx

Doc 21_Template reimbursement form auditors v «ls
Doc 32_0ECI Travel policy and coversge rules_revised 10-11-2010,
Doc 34 Accreditation Glossany.«ds

loc 34 Designation form auditors 16-08-2010.doc
FN Auditors user manual eTool_vi.doc

In the ‘Workspace’ you can go to the questionnaires of the institutes that have been assigned to you by the OECI Accreditation
Coordinator.
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Home Ouestipnnaires Show help Logout

femke auditor

Workspace = B8

aun &rE

Click on the institute of your choice, the table with the qualitative AND quantitative questionnaire of that institute will appear.

From this window there are several options for the auditor:

] —
Question Progress Documents
—— (3) Go to the document the institute |
has attached, including the documents (4) Go to the document
Question Progress requested by the OECI the institute has attached

to a specific question

Questionnaires

QEC| Qualitative Oeci Qualitative %
Questionnaire v questionnaire
QECI Quantitative Dedl Quantitative
Questionnalire v2 questionnaire
— (5) Print the report
(2) Open quantitative including result graphs of

questionnaire the self-assessment scqres
of the institute

(1) Open qualitative

115 / 264
(44 %)

W5 ez 2
%)

(5) Print the report including
auditor scores and findings
of the peer review

Options in the e-tool:

Go into qualitative questionnaire of the cancer institute
Go into quantitative questionnaire of the cancer institute
Go to the requested documents

Go to the documents attached to specific questions
Print the reports

ok wn
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2. Preparing a peer review

Open a questionnaire and use the treeview to navigate through the chapters / domains and standards.

B B X
JQJOEC! Qualitative Questionnaire v3
=+ 1 General Standards, Strategic Plan and Genaral Managemant
[+ 1 Pelicy and organization
@1 Oncological policy plan and generzl report
2 Cooperation with u
EB Cooperation with external partners
@4 Cancer data registration {institutional lavel)
: ES Complications registry
#-{] 3 Resources and materials
{14 Process control
[-{_] 5 Safegarding the quality systam
#{_] 2 Scramning and primary prevantion and health education
BE-{] 2 Care
#-_] 4 Research, innovation and development

ersities

& {_“_I 5 Teaching and continuing education
#-{ ] & Patient related

The first line shows the standard and the answer given by the centre, you can read the complete standard by clicking the text
of the question.

3.4.1. Pain service

Auto save in 130

T: Standard

comments on the

L your standard

Question related to
standards

Does the cancer centre have a protocol/guideline for pain contrel?

If the institute added a not the
text cloud will be dark grey.
Click the icon to read the note
of the institute.

1 If the institute added an
improvement point, click

r| If the institute added a
document (s), click here

li/ Yeas Mostly  Partially Ha Mot Delete Mar
5 applicable

The cancer centre applies / uses ® @ c & c o [ | -]
guidelines regarding pain
treatment for patients with
cancer

Auditor score femke auditor C C L r ‘8 8 r
Space for auditor to add your
assessment

Beneath the score of the centre, the space for the auditor can be found to add an assessment of the topic. You can score the
question by clicking on the appropriate answer. You can add notes notes in the same way as reviewing the institutes remark
and you can place items on the discussion list by ticking the box.
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If an institute added a note to the standard to support the answer you can read the first line of the note underneath the
standard. To view the full text, click the little text icon

l Add / review note

% L? Q The board and/or the

n @
policy plan revision planned in 2011 and 20M2...

The full text of the note will be shown but can not be changed. Clicking the little icon once more will close the note.
The second icon shows the (number of) improvement points that the institute descibes regarding to this standard.
The third icon showd the number of proof documents that the institute uploaded to support this standard.

3. Report findings and scores after peer review

After the peer review the auditors provide their notes and scores to the Accreditation Coordinator through the e-tool:

¢ Note: On standard level in the questionnaire: for each standard,

e Score: On Sub-question level: for each sub-question,

e Strengths and opportunities: if a standard is a strengths or an opportunity the auditor will also make a not on standard level
to explain.

The coordinator will make a draft report with the notes of the auditors.

3.4.1. Pain service Auto save in 150

“ Click to insert

Space for the auditor to provide
notes after the peer review

Does the cancer centre have a protocol/guideline for pain contrel?

This is the auditors function, changes to the auditor score will be saved

I\:J_i Yeas Mostly  Partially Mo Mot Delete Mar
: applicable
o L? Q The cancer centre appliss / uses ® ® - o o & ' fii
(0} (0] guidelings regarding pain
treatment for patients with
cancer
& Auditor score femke auditor "" (" - C C " | L
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To view the remarks and the score of the other auditors:

Questions Hoti | (Audiwr 1.<¢r¢> View graphs Feedback
Pain service Remnarks

Dowes the cancer centre have a protocol/guideline for pain control?

Auditor remarks

Auditor remarks
Fambs auditor

4. The final draft report

The Accreditation Coordinator makes a draft report of all the notes/ remarks, scores and strengths and opportunities.

The auditor will give his/her comments and feedback on the draft before it will be send to the institute as explained in the
procedures.
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