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BC Cancer Agency

Communities Oncology Network 

Guide to a Site Visit

Purpose:

1. To identify specific community needs as they are related to the full range of cancer services. 

2. To obtain a detailed understanding of process used for delivery of systemic treatment for cancer patients.

3. To reinforce the Agencies interest and commitment to the community cancer service and to identify ways in which the Agency might assist the community service.

4. To identify professional staff needs and to collaborate with the community to support the staff of the cancer service. 

5. To promote “Continuous Quality Improvement” in the communities cancer service delivery.

6. To promote a shared provincial vision for cancer services (promote consistency and eliminate variability in clinical care and practice).

7.  To promote interdisciplinary team care in the delivery of cancer services.

Assessment categories:

1. Structure:

2. Process:

3. Outcome:

1. Structure:

· Cancer services coordinating team

                  -     Interdisciplinary membership – Names, role (title), e-mail address

-     Mission, Vision, goals statement

-     Regular meetings and minutes

· Cancer Care Team

-     Names, role (title) e-mail address

· Site

-     Waiting room

-      Treatment couches, number

-      Enclosed (private) treatment room

-      Doctors examining room

-      Charge nurse room

-      Patient education area

-      Nurses station (work area)

-      Chart storage & compilation area

-      Patient chart 

-      Drug storage and pharmacy access

-      Reception & clerical area

-      Nurse /Physician access to computer & internet

-      Patient information storage – print, video, tape, wigs

-      Patient access re. parking & clear directions to clinic site.

· laboratory access

2. Process:

1. Reception & clerical

2. Chart preparation - BC Cancer Agency standard

3. Nursing

4. Physician 

5. Pharmacy

6. Treatment delivery 

7. Community linkages

· Referring Surgeon

· Most responsible family physician

· Home care

· BCCA Regional Cancer Centre

· Rehabilitation

· Spiritual

· Palliative care

8. BCCA Systemic therapy program guidelines & preprinted orders

9. BCCA patient information material

3. Outcome:

· Professional practice outcome:

· Case-based outcome

· Population-based outcome:

Professional practice: 

In the communities, the role of the professional care team including the physician can be regarded within the context of the whole team activity. Health care professionals are responsible to their patients and to the professional staff association of their host hospital, not to the Communities Oncology Network.  Many of the most highly valued aspects of a health care professionals practice are not easily measured.  For example, time spent taking a thorough history or complete exam, communicating with colleagues and referring physicians, counselling the patient and family. 

Case-based outcomes * (as distinct from population-based)

· Process

· Patient satisfaction

* Case-based outcome measures must be performed in a sensitive fashion designed to assist and support the health care team rather than to imply criticism. The team in most communities is not  accountable to the BC Cancer Agency and might have reason to resent attempts to monitor, appraise or otherwise judge any aspect of the quality of their work. 

Case-based process outcome:

· 3 Chart review. Three charts representing different tumour sites. Documentation specifically noting:

1. Accuracy of diagnosis

2. Details of staging

3. The full treatment protocol

4. Concordance of the prescription with the protocol 

5. The accuracy of the dose and its adjustment related to the performance status and laboratory results.

6. Documentation of treatment adverse event outcome and /or quality of life.

7. Communication and follow-up arrangements with the referring, responsible physician and home support.

Case-based patient outcome:

1. Patient satisfaction survey with regard to access to information, care map and navigator assistance.

Population–based outcome:

1. % of risk population having cervical cytology.

2. % of risk population having screening mammography

3. % of pathology slides referred for 2nd opinion..
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Rationale and Characteristics of the Site 

Communities Consensus Statement, October 17, 1998
Rationale: 

An ambulatory oncology facility is available as the focal point for outpatient cancer care. This is a dedicated and specialized area for patient care that is developed to enable qualified staff to adequately and competently intervene in the complex and unique needs of cancer patients. The identifiable location provides a site for coordinating the many activities required for optimal care of the patient with cancer. The site provides easy access for patients and their families to specialized in-patient and community services..

Characteristics:

· Adequate parking facilities.

· Comfortable waiting area for patients and families  

· Adequate examining room facilities. 

· Adequate facilities for drug preparation and administration of cytotoxic agents according to national and provincial regulations, policies and guidelines. 

· Protocols and facilities for the management of complications such as anaphylaxis, cardiac arrest, extravasation and others. 

· Resources for patient, family and staff education.

· Patient information service including a computer centre.

· Area for a clerical process including chart preparation and storage.

· Treatment areas should be able to offer privacy when needed yet maintain nurse/physician access. 

·  Access to clinical diagnostic services.

·  24 hour a day access to medical care 

· Interdisciplinary cancer care team approach to patient care.

· Appropriately trained and competent oncology staff to administer and manage cytotoxic agents. 

· Facilitates access to Radiation Oncology opinion and treatment.

· Resources for clinical research.

Interdisciplinary Cancer Service Coordinating Team

The composition of this team will vary with the size of the hospital and the commitment of the community.  The largest teams meet monthly and have the following members:

            Team Members

Role –Developing goals, objectives and strategic plans for the community. Monitoring the quality of patient care.*

Surgeon (oncology special interest)

Representative from and for the department of Surgery

Medical Staff Designated Physician Leader (Oncology qualified)

Ensure Quality Performance Medical Care and Continuum of Cancer Services

General Medical Practitioner

Representative from and link to all General Medical Community, Early Diagnosis, Support, Palliation

Pediatrician

Represents the community pediatric cancer services and links with the Pediatric Oncology Group at the BC Children’s  Hospital

Oncology Primary Nurse

Representative for and of the Nursing Cancer Patient Care Service

Pharmacist (oncology Qualified)

Representative of and for Department Responsible for all Drug Preparation

Medical Social Worker (oncology special interest)

Representative of and for Psychosocial Oncology, Cancer Patient Rehabilitation

Pathologist

Representative for and of Diagnostic Services     

Nutritionist

 Representative of Nutrition Consultation Services

Hospice / Palliative Care

Representative of Palliative Care     

Community Home Care Nurse

Representative of and for the Home Care Services 

Community Volunteer

Representative of and for the CCS and other Volunteer Support Services

Hospital Administration

Representative of and for the Host Hospital

Patient Representation

Representative of and for Patients

Chaplain

Representative of community spiritual services

*The Cancer Services Coordinating Team leader role includes team development, linking with the BCCA Communities Oncology Network and the Regional Cancer Centre. 

 **Treatment refers to the full range of activities from screening to rehabilitation and palliation.

Interdisciplinary Cancer Care Team*

                          Team

                         Role 

Surgical Service

Diagnosis, Definitive Treatment, Referral to Multimodal Cancer Service

Medical Oncology Service

Broad Range of Systemic Therapy from Diagnosis to Palliation including Systemic Intervention

Primary Care Physician (General Medical Practitioner)

Diagnosis, Referral to Multimodal Care, follow up, Rehabilitation, Palliation

Oncology Primary Nurse

Counseling, Care, Support, Systemic Intervention

Pharmacist (Oncology Qualified)

Drug Preparation, Information & Counselling

Medical Social Worker (Oncology Instructed)

Patient Support, Rehabilitation, Psychosocial Oncology Issues, Counselling.

Pathologist

Diagnostic Services

Nutritionist

Patient Support

Hospital/Palliative Care

Patient Care and Support

Community Home Care

Home Care Support

Community Volunteer

Aid, Focus Groups, Information, Links 

Patient & Family

Participate in Decisions, informed and



involved throughout the treatment journey

* Treatment refers to the full range of patient care activities from screening and early diagnosis, administration of systemic therapy to psychosocial rehabilitation and palliation. Cancer information is an essential component of patient care. 

 Community Cancer Services Process

The goal of a cancer services coordinating process is to set, develop and monitor the community continuum of cancer control.  It identifies the community needs and is able to act on its findings.
The goal of a cancer care process is to perform a right and good healing action for a patient

Cancer Care Process
Cancer Service Coordinating Process

(coordinating cancer services)

Patient chart - preparation and  maintenance
   Setting community cancer control vision

Oncology consultation
   Setting community cancer control goals

Information resource
   Developing cancer care team

Disease and treatment counseling
   Monitoring the quality of care 

Treatment  preparation
   Nurturing the care team and ensures that site specific treatment guidelines are available and used.

Treatment administration
   Linking care team to BCCA Regional Centre     and  Communities Oncology – organizational support

Cancer rehabilitation process
   Strengthening and coordinating the community/care team link

Community support process
   Striving for performance improvement

Palliative care process
   Acknowledging that the system is Information driven

Counseling
   Developing the sense of purpose

Information
   Communities needs assessment – identifying the issues, gathering the data, setting the priorities, generating solutions

Interdisciplinary Team Composition in Community Cancer Services 

Personnel
Constituency Represented

Cancer Care Team

Cancer Service Coordinating Team

Patient

Patient

Family Physician

Family Practice Services

Surgeon

Surgical Services

Medical Oncologist

Internal Medicine  & Medical Oncology Services

Oncology qualified Nurse

Nursing Services

Medical Social Services

Patient Rehabilitation, Counselling and Coordination

Pediatrician

Pediatric Oncology Services

Clerk/HRT

Admission. Chart, Coordination, Linkages

Home Care Nurse

Community Nursing Services

Pharmacist

Pharmacy Services 

Nutrition

Nutrition



Hospital Administration 



Pathology Services



Community Volunteer 



Community Based Chaplain – Spiritual Services

Interdisciplinary Care Team Activities

The care team activities follow:

Identify the team. 

1. The roles of the people in the team are identified and overlap is accepted.  

2. The care and support resources within the community are identified and the care team is aware of those resources.  

3. The special needs of cancer patients are identified by the team.

4. Introduce the team to the patient. 

5. Identify the patient’s communication links with their care team.
Most cancer care teams have the following members: 

· General medical practitioner 

· Clerk \ receptionist

· Cancer nursing service

· Home care services

· Social work services

· Nutritional services

· Consultant medical services including the physician responsible.

· Hospital emergency room

· Clinic phone number with 24 hour message recording

· Crisis support group

· Other support groups (i.e. coping with cancer, cancer education, Hope, etc).

· Pharmacy services

· Volunteer services

2. Provide the patient information (education) package including:

· The patient’s “question diary”

· Counseling information written or taped for the patient

· The treatment plan (care map) and how it is adapted for their “unique circumstance.”

· The care passport (the patient’s record of their treatment)

3. Develop a comprehensive patient chart. i.e. a print or electronic chart specific for this patient, distinct from the hospital and the attending doctor’s chart and designed for ease of data retrieval.  A sample chart has the following sections:


3.1
patient identification 


3.2
treatment protocol or clinical practice guideline (what to do)


3.3
care map (how to do it)


3.4
doctor's orders


3.5
patient’s progress notes 

· consultations medical oncology

· surgical oncology and OR report

· other consultant reports


3.6
patient performance status \ quality of life assessment


3.7
treatment flow sheet with site performance data


3.8
laboratory flow sheet


3.9
pathology information


3.10
nursing assessment


3.11
nurses notes


3.12
laboratory flimsies


3.13
cardio \ pulmonary

4. Physician assessment

· Initial full medical consultation

· clinical practice guideline

· care map

· treatment dose calculation and  prescription  

· patient and family counseling

· with each repeat treatment and visit:

· systems reassessment 

· performance status \ quality of life

· patient’s list of questions review

5. Nursing assessment (the first and each repeat visit)

patient support system needs

hospital 

· community

· home

· family

· assessment of the patient performance status \ quality of life

· review of the treatment and dose 

· review of the care map with the patient 

· what is going to happen

· where it is going to happen

· when it is going to happen

· review of the patient’s question list 

6. Treatment and Counseling: a coordinated team effort.   It is helpful to see the same team members at each visit.

· MD

· RN

· Pharmacy

· Medical Social Worker

7. Interval follow up is usually shared between the family doctor, other community consultants and the cancer care team.  Both the need for follow up, the team members responsible and the intervals should be clarified.

8. Involve the patient in the appropriate:  

· community support groups

· clinic support groups

· survivor support groups

· hospice \ palliative care organizations

All communities are different and their cancer care services will evolve differently to support their own specific needs.   This cancer care team model is adapted from the team activities developed by several BC communities. 








