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Abstract

Background and Aim.It is becoming a standard practice worldwide for cancesesto be
discused by multidisciplinary team cancer committee members (MDTs or MDCM ) in order to
formulate an expertlerived management plan with international patients safety lines on the level

of medical responsibility and accountability by better efficient and aféecancercare. The MDTs

cancer committepist was newly established in-8hifa Medical Complex five years ago. That was

the first experience and only one at all MOH hospitals in Palestine. The study explores the
performance evaluation of the MDT Candéembers Committee for Cancer ManagemersHhifa

Medical Complex in the Gaza Strip, to improve outcomes of cancer patient care and to provide
supportive elements, mechanisms of process that enhanced formal environment and sharing the
best practices.

Design and methods.The methodology of study employed a descriptive, acalyéind cross
sectional designl developed interview and questionnaire that used for data collection. A
systematic sample was selected from three hospitals-8hifd Medical ComplexOf the 16
specialists were selected from all doctors specialties from 47 departments, 115 responded and
completed the questionnaires, with a response rate of 998 most majority of managerial
positions were head of departments (41.7%). The ovesladhility was0.982CronbachAlpha

Key measures for performance evaluatioMlDTs cancer performance indicators, included:
attendance rate, cancer waiting time management CWTM, dynamics of case presentation process,
preparation process, structure leadeis, administration, organization, communication,
coordination, case management and clinical decision making, barriers and challenges that effected
MDTs cancer committee work.

Result findings revealed that the overall status of performance of MDTs carmamittee
members work for cancer management was good, with an average score of 67% reflecting
perceptions of specialists towards the current status of performance of MDTs cancer committee.
The results preparation of MDT cancer committee in {feeting stge) was the poorest domain

and lowest result (60.2%), in (duringeeting stage) result was 67.6%,piostmeeting stagavas

69.4%, the structure found 61.6%, organization, administration and leadership was 69.4%,
communication and coordination was 68.8%)W cancer case management and clinical decision
making was the first domain and highest percentage 71.8%. On the other hand, availability and
shortage of diagnostic and treatment resources became more limited, there was a greater urgency
for technologicalsolutions to be identified that would enable the MDTs cancer services to be
delivered more effectivelyhere islimited training and research opportunities in cancer care for
specialists as 75% had not received training courses related to cancer ¢aeelast 5 years. M &

E of performance indicators regularly had been lacking 90%of participants stated there were poor
except attendance rate that was 2.3 times per month. In otherwise, the dynamics of cases
presentation process shown as; the average gaesentation by the member himself in your
department was 3 cases, the average case presentation in MDTs cancer committee monthly was
10.73, the average leakage of cases without presentation in monthly was 7.55, the average delayed
case presentation aftéhe end of diagnosis monthly was around 4 cases, the total average delay of
intervention more than two weeks after presentation monthly was 3 cases, the average expected
time implementation of decisions after case discussion was very well around 9 dajastath
average of time preparation case was 26 minutes, the average of time for weekly MDTs cancer
meeting was 2.30 hours and the average of each case discussion during meeting was 15.5 minutes.

Conclusion.This studydeveloped and validated an evideit@sed to support the quality of MDTs
cancer committee members work. They felt positively about the evaluation that may help work
effectively, improve inclusively, patient care and outcomes. There were major obstacles and
barriers that threatened the sustability and effectiveness of this model, improving the
availability of resources and that could give them an opportunity to develop the required additional
skills and contribute to improved MDTs cancer performance and ultimately cancer care.

v
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Chapter 1

1. Introduction
1.1Researchbackground

Cancer is an important disease in the global burden of diseases. It is a leading cause of
death worldwide, deaths from cancer worldwide are projected to conising and it
affects people at all ages (WHO, 2013).

Multidisciplinary team was an integrated team approach to health care in which medical
and allied health care professionals considered all relevant treatment options and develop

collaboratively an indivdual treatment plan for each patient (Melbourne, 2010).

Multidisciplinary team work in patient management, especially cancer patient management
was advocated in clinical practice guidelines in many countries. As part of that process, it
was common practicéo hold MDTs to agree with patients disease stage and plan

appropriate treatment (Alberts et, &003).

The rationale for MDT work was that as the management of patients with cancer became
more complex, it was important to involve all key professionaligs in making clinical
decisions. MDTs, therefore, consisted of surgeons, physicians, clinical and medical
oncologists, radiologists, pathologists, and clinical nurse specialists as a minimum (Taylor
and Ramirez, 2012).

The use of MDTs in cancer care wasdorsed internationally, however, uptake varies.
MDT practice was quite entrenched in the United Kingdom (UK), Europe, Australia and
Canada, as well as in parts of the United States (US); however, it was a less common

model of care in Asia (June, 2012).

The MDTs cancer committee or called MDCT such as MIbmmittee members in King
Hussein Cancer Center (KHCC) in Jordan which was established in 2004 o:CeliXer
committee in England which was established in 1999 as a national MDTs cancer
committee (CiaraD. UK, 2014), but the same work committee meetings in other name
which were the same functioning such as in Israel Hospitals likesviamcein Hadassah
hospital which was established4602 and & Al-Motala,a Hospital in AQuds city which

was establisheein 2007 as called Tumor Board Committee (FEBES, 2009).



The MDTscancercommittee facilitated begiractice management and enabled the most
appropriate care plan to be developed. It also allowed an identified team member to convey
the team recommendatis to ensure the patient was able to effectively participate in
forward treatment and planning (Nkrumah and Mensah, 2014).

An MDT made recommendations rather than decisions. These recommendations could
only be as good as the information available to thelMiDthe meeting. The final decision

on the way forward needed to be made by the patient in discussion with their clinician.
MDTs should be alerted if there were significant changes to their recommendations and the
reason for this so they had the opportyitd review and learn from these cases (Rligt

al.,, 2013).

The benefits of MDT work were thought to include improved communication, coordination
and decision making between health care professionals when weighing up treatment
options. Indeed, multidciplinary discussion could help health care professionals tailor
holistic treatment plans to patients tumor type, biological markers as well as their co
morbidities and social circumstances. However, research examining changes to clinical
outcomes sincéhe implementation of MDTsancer had led to inconclusive results since
other factors including novel treatments, technology and service changes had evolved in
parallel (Chad et 312008).

The MDTs cancer committeecould provide comprehensive cancer cared support
mediccelegal implications and responsibility of group decisions, but doctors remained
individually liable responsibility and accountability (NHS National Cancer Action Team
2012).

1.2 Research problem

Cancer care in Palestinian was facing ynahallenges in the provision of its services,
Internal and external access blocks such as Sustainable and maintenance of services levels
especially in the presence of economic crisis, shortage of resources, poor data and
information and political instabil that lead to fragmented and weak monitoring care
system of this disease in GS .The cancer management joined with the increase of the
burden of the disease itself as well as the increase in the number of oncology cases and still
representing the secowrduse of death and high morbidity charge, also cancer departments
as a part of the Palestinian health care system were affected by the general problem of this

system and suffering from limited number of centers, scarcity of equipment and facilities.



The atual experience of the MDT cancer care committee provided Hyh#a Medical
Complex in the GS is new started work in 2012, but still was unclear about effectiveness of
performance and measuring outcomes so there was a need of more attention and
investigations whereas most of the local past studies focused on cancer epidemiology.
Some cancer care services were introduced by MDT cancer managementShiféL
Medical Complex, but not sure whether these were effective and adequate or not. In
otherwise, we id not know where we were and what were the achievements and the

ongoing action plan on ground. This study would fill these gaps in information.

1.3 Justification

Cancer patients often had complex needs that cannot be addressed by a single specialty or
discipline. Many types of cancer were relatively uncommon tumors and there were some
risk characteristics of depth, size ,pattern invasion and extent of tumors, and may be lack of
expertise in managing the complex diagnostic, surgical, oncological andiyaissues of

patients in general hospital setting, so we needed an effectives lglhtemorking.

The researcher selected this study as he was working at the cancer MDT committee at AL
Shifa Medical Complex for three years. The researcher was in covithgpatients who

were suffering from cancer for long period as a coordinator member of thes i&nkcer
committee. Resents reports which studied the health status in the Palestinian Territories
presented by National or international institutions showatltttere was a marked increase

in the number of morbidities and mortalities related to cancer diseases (MOH, 2006). In
addition there was no accurate or reliable data that reflects the current quality of care
provided for cancer patients in GS (Abed, 200Mose facts raised the importance of

conducting this study.

From the researcher observation, the theme of providing cancer care by déDcer

committee work was not adequately conceptualized.

The characteristics of an effective MDT and the putative fiterad this approach in MOH
at GG had not systematically been evaluated until now, so the influences of factors and

performance of MDTcancercommittee on cancer care services needed more investigation.

The MDTscancerhad been identified as a key enalilerthe provision of highlguality

treatment and care for cancer patients (National Cancer Action Team NH8§).2012



Cancer care could be complex, due to the large number and range of healthcare providers
and increasing specialization and complexity of kremlge who may be involved, there

was potential for poor communication and poor coordination of care, so Marer

work should ensure a consistent and equitable approach to planning and managing care

they were working as a steering group for cancer care.

The MDTscancer committedacilitates bespractice management and enabled the most
appropriate care plan to be developed. It also allowed an identified team member to convey
the team recommendations to ensure the patient was able to effectively partcigate
regulate planning of cancer patients that lead to delay cancer services.

The MDTs cancer committeecan provided comprehensive cancer care and support
mediccelegal implications and responsibility of group decisions, but doctors remains

individually liable responsibility and accountability (Sodom and Poulsen, 2006).

The study also came on context that was characterized by high incidence rates of cancer
with increasing attention to needs of clients and including cancer care improvement in
MOH cancer carglan, therefore findings of this study might feed into the future planning
and policies process. In addition to provide tentative guidelines for other researchers to
conduct field and give suggestions or highlights about improving the quality of cancer

sewices.

The MOH as the main HCPs for cancer management was working hard and overcrowding
conditions to provide at least the minimum duties and requirement to keep continuously
cancer care as it could and as it was possible. However, MOH was needed foativior

to promote services provided. Few of the previous studies tackled in specific this type of

services; therefore, this was an important one.
1.4 Aim of the study

The purpose of this study is to improve outcomes of cancer patient care and to provide a
supportive elements, mechanisms of process that enhance formal environment and sharing
the best practices whereby a multidisciplineapcerteam can come together and improve

the quality of life for cancer patients with a life limiting illness through NZ&ncer
effective planning, coordination & management of the delivery of individualized evidence

based cancer care.



1.5 Objectivesof the study

1. To appraise the achievements/performance of the -ahsttiplinary team committee
for cancer management.

2. Toasess MDT s work approaches and mechani sn
practices and recognized benchmarks.

3. To identify the main challenges, obstacles and lessons teasnghout the work of the
MDTs.

4. To provide a set of recommendations that possibly coméisbto impreing the

performance of the MDT

1.6 Research Questions
1. What ar e t he relationship bet ween effec

performance?

2. What are the correlation between availability of MDTs resources and effectiveness of
cancer care?

3. What are the actual MDT s processes i mpler
cancer disease #l- Shifa Medical Complex?

4. What is the relationship between essential parameters that influences an effective
compliance of MDTs?

5. What are the main problems arriers facing the MDTs members to provide cancer
services for patients during all MDTs stages and pathways?

6. What is the relationship between roles & responsibilities of MDTs members and all
performance variation level for cancer care?

7. Did the MDTs cancecare achieve the goals of cancer care?

8. Did the MDTs committee achieve the standardize cancer care as a reference to the best
practices and recognized benchmarks?

9. What are the relationship between the effects of MDTs cancer committee working and
educatioml level with professional developing?

10. What are the recommendations concluded from the study that might promote the cancer

care services in Palestine?

1.7 Context of the study

The demographic, socioeconomic, and political situations greatly had an inmplaegith

and humanitarian organization which worked in GS and WB, this context influenced the



services by specific way to suit these situations and to overcome our permanents
emergency situation. The researcher presented general information about thethtadt
of GS with these situations that would be essential in understanding the context of

multidisciplinary team cancer care service in-8hifa Medical Complex at MOH.
1.7.1 Geographical context

Palestine constitutes the southwestern part of a huggaggocal unity in the eastern part

of the Arab world, which was Belad Sham. In addition to Palestine, Belad3Ham
contains Lebanon, Syria and Jordan. Palestine used to have common borders with these
countries, in addition to Egypt. The entire areaisforical Palestine is about 27,000 Km2,
Palestine stretching from Ras Mlakoura in the north to Rafah in the south. Palestine is
bordered by Lebanon in the north, the Gulf of Agaba in the south, ®ydiardan in the

east and by Egypt and the Meditarean Sea in the west. Palestine was placed under the
British mandate inl919 which had been terminated by Israel establishment in 1948 in
implementing the Balfour Declaration of 19thathad promised a homeland for Jews. The
result of implementation dhat promise was the uprooting of most of the Palestinians from
their cities, towns, and Villages and the migration to the West bank, Gaza strip, Jordan,
Lebanon, Syria, and many other countfipakkak I., Palestinian Academic Society for the
Study of Inernational AffairsPASSIA, 2009)

GS is a narrow piece of land lying on the coast of the Mediterranean Sea. Its position is on
the crossroad from Africa to Asia made it is a target for occupiers and conquerors over the
centuries. The last in the recenttbry of these was "Israel", which occupied GS from
Egyptians in 1967. GS is very crowded place with area 365 sq. km. and constitutes 6.1% of
the total area of Palestinian territory lands. GS compromises the following main five
Governorates: North of Gaz&aza City, Midzone, Kharyounis, and Rafah Palestine
comprises two areas separated geographically: the WB and GS. The total area of Palestine
is 6,020 Km2 (PCBS, 2013).

1.7.2 Demographic context

According to PCBS (2015), the total population of the PNAha end of 2014 is about
4,616,418 individuals 1,790,010 in GS and 2,826,408 in WB with population d&63ity
capita per Km2 (PCBS, 204b



Now Palestine is limited to two geographically separated areas, GS and WB, with a total
area 6020 km2, which regsents 22% of historical Palestine (PCBS, 2014).

According to the Population, Housing and Establishment Census of 2014, the total
population of the Palestinian territory at the end28fl4 was about 4,616,418; 2,345,453
males and 2,270,965 females. Théneated population of WB was 4,616,418 of which
1,436,014 males and 1,390,394 females, while the estimated population of GS totaled
1,790,010 of which 909,439 thousand males and 880,571 females (PCB§, 2015

Population density of the Palestinian territasy generally high at 767 persons/Kmz2,
particularly in GS is 4,904 persons/km2 compared to lower population density in WB at
500 persons /Km2 at the end of 2014 (PCBS, 3015

1.7.3 Gaza Strip

Gaza Strip is a narrow land, located on the southwest oftiPaeles the coast of the
Mediterranean Sea, the Strip borders Egypt on the southwest and the Israeli occupation
state on the east and north. It is about 41 kilometers long, and betwl&ehkilémeters

wide. It is divided into five districts; North, Gaza,iddzone, KhanYounis and Rafah.

There are four towns, eight refugaeamps and fourteen villages (PCBS, 2415

GS is a high crowded area, where approximately 1,790,010 million live in 378 km2, with
an estimated density of about 4904 people per square kilometer. The population is
concentrated in 7 towns, 10 villages adiccamps (PCBS, 20bp .The density has an
increases in refugee camps (UNRWA, 2014). GS is divided into five governorates, North
of Gaza, Gaza city, Mi@one, KharYounis and Rafah. The population is under 15 years
old in GS represents 43.1% and those of&&rs and more represent 2.5% (PCBS, Bp15

1.7 4 PalestinianNational Cancer registry in GS

Cancer registry is a functional unit for data collection and management which help to put
further plans for cancer services planning. National Palestinian caegestry was
established on 1998 by direct decision from the MOH in conjunction with the cancer
registries in Middle East countries and they become a member of middle east cancer
consortium (MECC).The Palestinian cancer registry was established in cdapera
between MOH and MECC in both Gaza and Bit Jala in West Bank, which play important
role in reporting and classifying the malignant diseases according to standard form of the



MECC. It has worked in data collection since 1998 and annual reports wherstamming

the burden of cancer in GS and WB, the first was on 2001 under the name of cancer 2000
which was founded by NGUSA. The second report done on 2008 funded by Italian
cooperation, the third report published in 2015 by PHIC in MOH becaus€ahee

registry in GSworking now as a #hospital based data collection (MOH, 2016).

Data collection and management used to be done by international computer software called
CanReg program designed and trained at IAR@nce. Three consider of medical centers

for data collection in GS AShifa Medical Complex, European Gaza Hospital and Al
Nasser pediatric Hospital. The main sources of data collection; the three medical centers
mansion above, the Histopathological Laboratories, local private sectors, anal refe
abroad (MOH,2008).

The cancer reports published depending on cancer registry data have explored the burden
of cancer in Gaza Strip, also the new trend of cancer subtypes incidence in GS.
Furthermore, these reports have alarmed the increasing the mohdases and changing

the incidence of some cancer types to be on the top of the list which has not seen through
ten years ago (MOH,2015)

Palestinian NationaCancer registry now is becoming operated as important department
under the PHIC in MOH and Btfunctioning on cancer data collection, managenasrut
publication ( MOH, 2016).

1.75 Cancer incidence in the GS

The most common cancers were; in males: colorectal, lung, lymphomas and leukemia, but

Females: Breast, colorectal, lymphomas and leukémesfinal report is pending).

According to cancer registry 2011, during the period between 1998 and 2008, there was a
total of 7412 invasive cancer cases and during 2009, there was a total 7069 invasive
cancer cases and they were registered in @G8c& Registry. The number of cases
increases by time until the maximum number of cancer cases (820 cases) had been reported
during the year 2008 and the crude cancer incidence rate for all the population was 49.2 per
100,000 persons (Abed et,&010).

In otherwise, according to cancer registry 2015, there was the distribution of cancer
patients during the past six years from 2@094. We noted the steady increase in the



number and crude incidence rate crude remarkably where it was in the year 2009 (945
cases) and incidence rate (65.6 /100,000). While, arrived in the year 2014 tc#5882

at the crude cancer incidence rate for all the population was (83.9/100,000) and comparing
it with the years 1992008 there was increase in the number of cancarlgleshere the
incidence rate was around 2008 (51/100,000) (MOH, 2016).

Interestingly, there was incidence compared to age during-2009, Age Adjusted
RatéASR) was 148.3 /100,000 persons record, while in the years 1998 to 2008 was
(105/100.000 personsThisresultconvergent average with some Arab countries where it
was ASR while in Jordan had reached (128/100.000), in Saudi Arabia (84/100,000) the
state of Oman had reached (91.4/100,000 ) and that was incongruent with UK that had
reached (668/100.000MOH, 2016).

The increase number of cancer cases was attributed to the increase in the number of the
population in GS during the years of investigation, the inclusion of more comprehensive
data sources, and improvement in detection rate of various tiypasaer due to the rise in

the number of diagnostic facilities. The increase could also be attributed to the changes in
life style and in the prevalence of risk factors coupled with an increase in life expectancy
(Abed et al, 2010).

There was variatiomiadult cancers occurrence by sex. During 1209@8 the total number

of cancers among males was 3531 cases and the total number of cancers among females
was 3877 cases. The specific cancer incidence rate among females was higher than the rate
among males52% and 46 per 100,000 persons respectively (Abed, &(dl0). Whereas,

in cancer registry report during 202914 still maintained the difference between sex until

now the specific cancer incidence rate among females waS4(5%) but the specific

caner incidence rate among males was (4%%0) (MOH, 2016).

There were variations between the five Gaza Governorates in cancer incidence. Gaza
Governorate reported the highest incidence rate among the localities in GS. Differences
between other Governorateere small. Further investigations revealed that the staff report
Gaza when the address was not recorded or not clear (Abed2614l). Furthermore, in

2014 during 20022014 still the Gaza Governorate reported the highest cancer incidence
rate (3130 cses) around 44.2% from all cancer cases in Gaza Strip, the crude cancer
incidence rate for all the population was 549.3 per 100,000 persons. While, the Khan
younis Governorate reported the second highest cancer incidence rate (1266 cases) around



17.9% of # cancer cases in the Gaza Strip, the crude cancer incidence rate for all the
population was 407.2 per 100,000 persons. Moreover, the Middle Zoon Governorate
reported the third cancer incidence rate around 13.3% from all cancer cases in the Gaza
Strip, the crude cancer incidence rate for all the population was 394.8 per 100,000 persons
(MOH, 20186).

The reported cases of cancer during the child hootl4(§ears) found 476 cases around

6.7% from total cancer incidence, it was higher than those reportetydba following

age period (1524 years). The number of cases gradually increased for both sexes until age
65 and then dropped again. The cancer incidence rate reached the peak in aged between
55-64 years old around 20.9% from total cancer incidener ttecline was in age group

more than 75 years old, but remarkably female incidence increase was more than males in

the same age group between3byears old and more (MOH, 2016).

The number of male cases was more in childhood and after 65. For médes, 2040 the

cancer registry reported the most common cancers were cancer lung with incidence rate 5.8
per 100,000 persons. Cancer lung formed 12.4% from all male cancers, but now in 2014
the second common cancers in males were lung cancer (370 cases) 4t06% with
incidence rate 44.9 per 100,000 male persons (MOH, 2016).

Previously before 2010 the colorectal cancer was the second common cancer among males
and that was the colorectal 14 cancer with incidence rate 4.6 per 100,000 persons.
Proportionallycolorectal cancer formed 10% of all male cancers (Abed.,e2@10). But

now in 2014 the most common cancers in males were colorectal cancer (378 cases) around
11.7% with incidence rate 45.3 per 100,000 males persons (MOHg)20lGse were
followed byleukemia (4.5), cancer prostate and bladder (3.3%) (Abed, &04l0). Now,

in 2014 the most common types of male cancers followed by prostate (8.3%), cancer
leukemia (7.9%), lymphoma (7.4%), brain (6.6%), urinary bladder (5.6%) stomach (4.5%),
bone (2.9% and kidney cancer the lowest (2.6%) (MOH, 2016).

Previously before 2010 there were the most common types of female cancers, the cancer of
breast was the most common cancer forming 30% of cancers among women with incidence

rate was 15.6 per 100,000 perso@olorectal cancer was reported with incidence rate of

4.9 to be the second common cancer among women (Abed 20&0). Now, in 2014

there was the most common types of female cancers and there was the breast cancer

forming 31.3% around 1207 cases agamomen with incidence rate 149.1 per 100,000
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persons followed by colorectal cancer (338 cases) around 9% with incidence rate among
women 42.7 per 100,000 persons, thyroid cancer (6.8%), cancer leukemia (6%), uterus
cancer (4.6%) lymphoma (4.4%), lung @&Pbrain (3.8%), ovary cancer (3.4%) and bone
cancer the lowest (2.2%WOH, 2016).

For all of the population, the four most common cancers were keeping the order breast,
colorectal, leukemia, and cancer lung. Leukemia was the fourth most common cancer
(8.4%) in GS and more reported among children and most frequently in the age grbup O
where 32.5% of cases are reported. Observing the incidence rate of Leukemia was 4.1 per
100,000 persons (4.5 for males and 3.8 for females).

The total number of cancer pattic in GS during the year198808 was 679 cases, but
during 20092014 was 476 cases that forming 6.6% from all cancer cases in the Gaza Strip.
Number of cases during 19@®08 among pediatric males was higher than pediatric
females (387 and 292 respeety) and still until now during 2062014 among pediatric
males cases was higher than pediatric females 264 (55.4%) and 212 (44.5%) respectively).
Now, during 20022014 the five most common childhood cancers were Leukemia (30.3%),
Lymphoma (19.4), and rignant tumors of the brain and spinal cord (13.9%),
Neuroblastomas (6.8%), and malignant bone tumors 6.2% (Abed @0&0). The five

most common childhood cancers during 2@094 were Leukemia (25.4%), Brain tumor
and spinal cord (16.5%), Lymphoma (%), Bone tumors (6.3%) and Neuroblastomas
(6.1%) (MOH, 2016).

1.76 Cancer management in GS

There were three MOH hospitals that provide cancer care for free in &hifal Medical
Complex, European Gaza Hospital (EGH), andRahtisi hospital. In eachne, patients
received the service in outpatient clinics or admitted gzatrent in the wards. In total,
66485 cancer visits were recorded in three hospitals in 2014, the total cancer visits were
distributed as 68 % in A$hifa hospital, 30 % in EGH and21% Al-Rantisi hospital
(MOH, 2015).

Al-Shifa Medical Complex is one of the main and the most important hospital in Palestine.
It is located in the west part of Gaza, was established on 1946 and developed over years
until it has reached to a higher intational level and has 742 beds. It has oncology
department with 33 beds and outpatients clinic for daily care with 16 beds that provides
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cancer care for only patients with 12 years old and more whom live in north of Gaza, Gaza
city and midzone of GS. A dtal of 232 specialists, 9 physicians in oncology and
hematology departments, 26 nurses, and 5 pharmacists provide the cancer care (MOH,
201%).

European Gaza Hospital is located in the southern governorate ofylibars with 216

beds. It has oncology degment with 17 beds and outpatients clinic for daily care with16
beds that provide cancer care for both adult and pediatric patients who live in south of GS.
A total of 4 physicians in oncology and hematology department, 13 nurses, and 2
pharmacists prode the cancer care (MOH, 2095

Al-Rantisi Hospital is a specialized hospital for pediatric care only; one of the main
provided services is the oncology and hematology department with 16 beds for admission
and outpatient clinic for daily care for patiemigh less than 12 years old. It has 49 beds.

About 4 physicians, 6 nurses and 3 pharmacists provide the cancer care (MQb), 2015

Available of cancer services in GS; cancer the rapy includes several modalities which
comprises surgical treatment, chemo#pgr and radiation therapy; in addition to the
auxiliary services such as radigagnostics, laboratory and nuclear medicine.

1) Surgery: about 85% of the surgical treatment of cancer patients can be done locally at
our side Referral abroad records MOHQ24).

2) Systemic treatment: 70% is available at our side (MOH, 2014).
3) Radiation therapy: Not available yet, no radiation services in Gaza (Abo Amer, 2013).
1.77 Cancer services in Al Shifa Medical Complex

Al-Shifa Medical Complex considered the kesgmedical institute in PNA that provides
secondary health care services for more than 480,430 populations and provides tertiary
services for all Gaza Governorate population-Shifa Medical Complex is educational
hospital for many of public health & miedl schools, universities and Palestinian medical
board consists of nine types of board specialties localized in western region of Gaza City
on 42,000 square meters, it was established in 1946, and passed many stages of
improvement. In 2015, the hospitaintained 742 beds distributed in many departments for
three hospitals surgical, medical, Obstetric & gynecological hospitals ,total number of

staff are 1742, surgical hospital departments are 17 contains 13 surgical subspecialty, the
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total numbers of ddors are 233, total numbers of specialties are 144, medical hospital
departments 14 contain 16 subspecialty, total numbers of doctors are 118, total mimbers

specialties are 51,0Obstetric & gynecological hospital departments 4, total
subspecialty3, totahumbers of doctors are 91, total numbers of specialties are 37,
Radiology departments 14 doctors ,12 radiologists, cytology &bgyaliepartment three
doctors, foumpathologist (MOH, 2014).

The Once hematology service was constructed since 1984.Theage number of cancer
cases in Oncology department 2300 per month ( new cas¥3 8 cases 221P215) the
average No. of cases being treated at the daily care unit of OPD were 800 monthly,

Hematology cases 1254 ( new case&@ild cases 1193), Occupey beds rate 145 %.

The diagnostic and treatment cancer services in AL Shifa Medical Complex; the average of
total laboratory tests for oncology and hematology per month10611 tests, number of
oncology and hematology inpatient beds are 33 beds, numbmabthemotherapy doses

per month 297 doses (oncology 227& hematology 70), pathological malignancy positive
reports are 89 per months, radiology cancer services around 262 per monsicaD81

MRI, 482 U/S related to cancer patients monthly, other ragiicdd procedures 13040;

(Final Aspiration Needle BiopsyNAB 65, true cut biopsf¥RCT 35, interior radiabgical
procedures 40) per month.

The Oncesurgery services surgical procedures related to all sub types of malignancy
tumors in all surgical subpedalties and Gynecological cancer surgery are668per
month (MOH, 2018).

The Referral abroad for cancer patients from-@tifa Medical Complex monthly about
441 cases (oncology cases 345, hematology 94 cases), 48% referral for chem@Beésapy,
for radidogical diagnosis, 7% for radiotherapy, 10% for P&EBnand PETFCT-scan
(MOH, 201%).

1.78 MDTs cancer committee in AtShifa Medical Complex

In Al-Shifa Medical Complex, trials aiming to robustly evaluate the effectiveness of MDTs
cancer committeecannd be carried out any longer as MBTcancerwork is now
ubiquitous having been mandated by the MOH from four year$N@é1, 2013).
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In AL-Shifa Medical Complex is establishing in October 2012, Now annually the MDTs
committee accepts 624 new cases and oW cases and most of them are cancer
services and are now delivered by multidisciplinary teams M&heer committee
(MOH, 2014).

The MDTs cancer committee in Ahifa Medical Complex constructed from core
members (total number of MDTs core memberS2drand norcore members consist of all
the different specialtiesand subspecialtiesn the three hospitals medical, surgical,
Obstetrics and Genecology hospitaisl who meet weeklfMOH, 2013).

The first policy established by MDTs cancer committee wagrtldical director ofAl-

Shifa Medical Complexvho responsible and accountable to operate this committee. The
second policy all of cancer cases that are discovered or diagnosed inside the hospitals are
mandating to discussed through MDTs cancer committeelbyant specialidgbefore any
planned management or further investigation to take appropriate clinical deeisimngt

was surgical, medical or diagnostic interventidvioreover, theCommittee appointethe
moderator member to manage this committewl &DTs coordinator member to
administrating and organized the committee workilghough they established new form

called MDTs cancer case form and put the policy to fill a complete data by relevant doctor

and how preparation the cancer case for discus¥>Ts cancer committe@OH, 2013).

After one year in 2013 the MDTs cancer commitesgendedthe membership of the
committee to include all the specialistsAh-Shifa Medical Complexave the new cancer
case or old case need follow tg support and drance the tracking systertiney called
nortcore membeand connecting the MDTs working and decisions with all medical care
procedures that introducing by all facilities and HCPs to reduce the cancer waiting time
management in all the timte improvethe oucomesthe main missionof MDTs cancer

committee in AlShifa Medical Complexrapid diagnostic rapid treatmefOH, 2014).
1.8 Operational definitions
1.8.1 Cancer Multidisciplinary team

A group of people with complementary skills who are committed ¢coramon purpose,
performancecancer careggoals and approach for which they hold themselves mutually
accountable (NMHC and Shalinte, 2006).
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Chapter 2
Literature Review

2.1 Conceptual Framework

The purpose of the conceptual framework was to provide a logichkrent structure
through which the phenomenon of concern can be understood and discussed. It provided a
frame of reference to guide thinking, observations and interpretations of the study that is
shown in Figure (2.1). Three major categories were dnatpin the research framework:
firstly the contexts of the organization characteristics, characteristics of the patients and
categorization of cancer MDT effective characteristics. The second category of the
framework was the mechanisms of MDT effectiuadtioning stages, which represented

the link between inputs and outcomes; it referred to what HCPs do for the patients and
how well they do it for both technical and interpersonal aspects including MDT domains
and subdomains that measured the imporehar MDT effective function which included
subdomains such as the team members characteristics,- MiDdcture characteristics,
MDT- processes, MDT organization and supporting logistics and team governance. The
last category of this framework was the s@@ng outcomes; they referred to the results of
the health care delivery process. There wime types ofmeasureshat will be evaluated
including capacity of carecompliance of patient's action plans, MDT performance
activities case presentation dymics and responsiveness,cancer waiting time
management that reflect the time factor #étctingonthe cancer care service which was
managed by MDTsancer committee

2.1.1 Organizational characteristics

The process oMDTs cancer committeis not an solated process; rather it forms part of,
and is usually consistent with different organizational characteristics which are important
to support effectiveMDTs cancer committee workingin this study, organizational
characteristics comprissith variables;MDTs structure,referral policies organizational
support cancer pathwayand circumstance®f MDTS working professional Factorand
membershipleadership with managerial support to measure the effectiveness MDTs work

structureof cancer MDTs cancerace and management
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2.1.2 Characteristics of the patients

All the cancer patients characteristics that effect on MDTs cancer working and comprise
with number of patients discussed in MDTsture of patientsnature of cancer case
discussed with clarifythe reason of cause that affected with thégiables Also, the
effective factors that may influence patients care that include; the type of cancer patients,
the health professionals that are involved in cancer care, the treatment services which

patientsneed, whether those services are provided
2.1.3The MDTs cancer Processes

This refers to all thenultidisciplinary team processdbat reflect the effective MDTs
cancer workingAlso we askdthe main questionby usedevaluation tooto know what
happes before, during, after the MDTs cancer meetings protedsclarified theMDTs
preparation process characteristic including three stages-rhgeeng process, during
meeting process and post meeting proces&rral processcancer case management and
clinical decisions making processpmmunication & coordinatiorincluding tacking

systemandadministrationjeadership & organizatioprocess
2.1.4 MDTs effective functioning stages

This refers to all domains that included subdomains and itemsdretatach process of
MDTs cancer committee workirtg evaluate the effective functioning level which include

the preparation stages ( pre, during and post) and structure stage.
2.1.5Categorization of effectivecancer MDTs characteristics

The Categorizatio of cancefMDTSs factors that effecting to MDTs working include the
team membership and formulatiazgre professionally skills,climate of work, physical
environment, control, conflict, barriéabstacles access of cancer blockseporting,
documentatin, information technologyresourcessupporting and logisticorganization

and preparedness
2.1.6 Patient centered care

All the factors affecting on cancer patients that facing the MDTs cancer committee
working during the cancer journey to continudly cancer care services including cancer

patients pathway, patients tracking, follow up with the time consuming, challenges of
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availability diagnostic and treatment resources with informing and involvement the cancer

patients choices
2.1.7 Capacity of cacer care

Thefactors thatbalanced position between demand and captxciyplore the good
practice principles in relation to modelling demand and capacity for cancer services
which include thepatient pathwaysfrequency of meeting, time daffon, availability of
resourcespatient treated and complete intervention by MDTs cancer comnpiéients

are treated in order by clinical priority; and against the two week patients are actively
managed against the pathway for their cond#itrat reflectwhen demand exceeds
capacitythen the number of patients waiting will groalong with the waiting time
standardfor an appointmento accomplished the MDTs cancer committee management

and recommendations.
2.1.8The compliance MDTs cancecommittee

The Compliance of attendance at meetings, professional group of respondents, membership
and coordination for each tumors type by each relevant MDTs cancer member need to be
discussed for each cancer patient to evaluate with appropriate catmepémn members
participation, the number of case presentation by each department amesddér and the
compliance level for achievements MDTs cancer recommendations. On other hand, the

compliance of polices and guidelines protocols of MDTs cancenttbe® working.
2.19 MDTs cancer performance activities

To identify MDTs training and development roleiscussion activities, number of meeting
attendance, time factor for MDTs implementation of intervention and recommendations,
participationswith scientific papers and researatesponsivenessievelopment protocols,
preparation time period for MDTs cancer cases, delay of diagnostic and intervention of
cancer cases, number of case are discussed, deferred cases, postpondifficakesase

to be tackingandregularity ofreporting and monitoring of MDTs performance indicators
such as attendance rate, survival rate, mortality and morbidity inaidence rate and

waiting time intervals
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2.1.10 Case presentation dynamics

All the factors comprisewith variables that reflect the cases that aresentedby
departments and by membsalf, the total cases that presented in every meeting, the total
cases that deferred from discussed, the time expected to presented each cancer case, the
time consumingfor MDTs cancer meeting weekly, the time for preparation each case
before presentedime consuming for presented each case duewgry meeting the

number of cases that are not presented monthly and number of leakage cases
2.111 Cancer waiting time management

The internationalstandards expected to comply with maximum waiting time periods set
centrally that determined how long a patient with suspected cancer should wait to be
diagnosed and or treated in each process. Cancer waiting times coveredjdhty of
patients and tumor types according to international waiting time guidelines for diagnosed
& operational standards or performance of cancer management that identified an expected
level of achievement based on case mix, clinical requiremertenti levels of patients

unfit for treatment and electing telay treatment patient choidering the cancer patient
journey before or after two weeks from discussed on MDTs cancer comnfiiteethe

CWT measured théme expected to implementation céise diagnosed or intervention

recommendations of MDTs cancer committee and calculate the delay of time.

Performance evaluation of MDT-cancer care management

Context Instability, Variabil ity, Complexity Mechanisms

. Charactenistics of the organization MDT- processes

— Characternstics of the patients MDT effective functioning stages

—— Cateaorization of cancer MDT seffective Characteristics Patient centered care

v

Measuring of effective MDT working & Team performance evaluation

Compliance Capacity Performance Case presentation Cancer Waiting
of care activities dynamics Time Management

Figure 2.1: Conceptual FrameworkSelf developed
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2.3 The MDTs cancer committeestructure

Most studies of team structure within both the camekted and general healthre
delivery literatures tended to conceptualize team structure as either team composition or

team size (Lamb et.alk013).

Between December 2009 and January 28Xfospectiveobservationakorrelationstudy
was done for mltidisciplinary cancerteammeetingstructure andreatmentdecisionsfor
all cases discussed Whipps Cross Universitidospitalat Londonbased MDTmeetingi
UK. The results of this studihe reatment decisions were reached in 254 of @B%)
cases.Caner @ses toward the end of meetings wessociated with lower rates of
decisionmaking, informatiorguality and team workingOn other handncreasng number
of cancercases per meeting and team memlerattendanceate were associated with
better infemation andeam working Moreover,more time pelcancercase wasssociated
with improved team workingFinally, a positive correlation was obtained between ability
to reachdecisions and improved information and team worksagthe oganizational
factorsrelated to the structuref the MDT meeting are associated with variatiorthe
likelihood of reaching a treatment decisidvamb et al., 2013).

It was also worth considering how the presence of-gp@tialty care MDTscancer
committeemight create morehallenges than added value to the M@&scer committee
process, particularly when team size approached ten or more members, when not all
members were relevant to a given discussion, and when team membership may not be

constant across the treatment predg@saylor, 2009).

Several articles had provided descriptive information on the process of organizing MDTs
cancer committee, sometimes including team structural issues emphasized the level of
structural complexity in describing teamniented practice typesnd how hierarchy

formally defined roles within the team (Boon et aD10).

The provincewide (Canadian cancer care Guidelines, 2010) described standards for MDTs
cancermodels, which mentioned a number of team structure issues, such as whether
statemerd of team mission, goals, and objectives existed; whether team protocols for
meeting schedules, agenda, and minutes had been developed; whether the team had access

to technical support for information technology, data needs, and coordinating staff; and
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whether the team had adopted statements of standards and/or medical guidelines (Saini et
al.,, 2012).

These descriptive pieces were helpful, but empirical data on team structure needed more
investigate. Moreover, little work had been done on leadership wteuetithin teams,
including leadership rotation, selection protocols, or length of term (Valdagni 2041).

2.4 Communication & Coordination of MDTs cancer committee

Communication between different disciplines should improve as a result of regular
meetings together. The discussions in the MDTs working assist communication and
information sharing. However, empirical data were absent. Some studies had documented
factors that help or hinder communication within the teAmd emphasized thactiverole

of the team leader in the promotion of good communication between team members.
Conflict over leadership and lack of clarity about leadership were both negative predictors
of effective internal communication. One of their responsibilities was to facilittdenal
communication. Good internal communication within the team should ensure consistency
of care to cancer patients. The effective communication between health professionals was
vital but may be difficult with an expanded team of professionals. Fotidisgiplinary

teams to be effective, all members must communicate effectively with one another.
Inadequate communication between members of cancer teams can lead to confusion for

patients about diagnosis, prognosis, and treatment plans. (Fleissj@@0@).

The national prospective electronic survey study was done in @Kpiore the role of the

MDTs coordinator in cancer MDTs nationabiydtheir views a®265core members on the

MDT efficacy and the procedbat covered their current practice anceydIDT chairing,
opinions on how to improve MDT meetings, a
of decision makingThe results of this study wasore than one third of the respondents

felt that the job plan does not reflect their actual dui&@&% of the respondents reported

that the MDTs are chaired by Surgeons. In the same context, the majority reported having
training on data management and IT skills but more than 50% reported that they felt further
training is needed in areas of Oncology, Amay and physiology, audit and research, peer
review, and leadership skillBhis studyalsofound MDT-Coor di nat or s6 r ol e
the care of cancer patientnd training requirements that remain unmet. Also, the
resources and training available to WHooordinators need to be improvement that can

give them an opportunity to develop the required additional skills and contribute to
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improved MDTs cancer committeperformance andiltimately cancer car@lalil et al.,
2012).

25 Cancer patient case managaentin MDTs cancer committee

At the time of each meeting, the prepaid specialized report on each case served as the
presentation material. Each case usually began with brief explanation of clinical findings
and medical historypy referring physician oris/her delegate in order to let participants
doctors toknow about the most up to date relevant data. Following this introduction, the
designated radiologists and pathologists (or their representafivetevant cancer cage

will present findings on thevailable radiology images and pathology slidkging
presentationOnce all casespecific information was presented, further required actions
would be discussed among the participants. The result, including additional investigations,
treatment recommeation, and required examinations, will then be recorded in accordance
with guidelines and in suitable formats. Following MD@ancerleader approval, an
official copy of the consensus recommendation on each case will be forwarded to the
referringdoctorto be discussed with patient (LarBh 201Lk).

26 The MDTs cancer committee making decisions & recommendations

All recommendations regardir@ancertreatment or palliative care services should be made

or supported by individuals who were qualified by appiate education and training. The
recommendations should also be supported by validated tools and assessment that provided
accepted objective measures for that profession,. Further, members of the MDTs cancer
committee should represent their particulaiofpssion and make recommendations
consistent with their education, training and or certificaflamb et al 2011).

BetweenOctober 2003 and Marc004 prospectivestudy was don& evaluate thelinical
decisionmaking multidisciplinary cancer teanfsr specificuppergastrointestinal cancer
that recorded 30@00 MDTs decisionsby examining hospital recordsere includedn
Frenchay and Southmead Hospiidlorth unitedBristol. The results of this studyhere
decisions were implemented it wascorded as concordant and discordant if the decision
changed Thereasons for changes in MDT decisions were identified. 273 decisions were
studied and 41 (15.1%) were discordant (not implemeriteelyeasons for discordance
were due to conorbid halth issuesto patient choiceand decisions changed when more

clinical information was availabl®iscordant decisions were more frequent for patients
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with pancreatic or gastric carcinoma as compared to esophageal. Garceonitoring
concordancéetween MDT decisions and final treatment implentema is useful to
inform team decisioimaking for upper gastrointestinal cancer, MDTsquire more
information about canorbid disease and patient choide truly optimize the

implementation of muklidisciplinary expertis¢Blazebyet al., 2005).

The goals should be measurable and the MDTs cancer committee recommendations and
include plans for the teamdés appropriate mw
reaching the stated goals/ using pefiormance indicatorsResolving disagreement on
recommendations to the court had evolved into very different practices in the various

jurisdictions. Some, decisions were made by votes and majority(Blezeby, 2005)

Otherspan controhad strong mandate€rom the court to continue working and exploring
options until consensus of all MDTs cancer members is reached. Best practices would tend
to support the consensus building approach except when consensus cannot be met in a
timely manner. If a unanimous @gment was not reached, all positions and rationale
should be included in the MDTs report for the court to review. Recommendations should
reflect cancer action planning and treatment choices in safety maviBdrs Cancer
committee members should also leeg the opportunity to provide a written explanation

of their dissenting position for inclusion in the MDTs report (Kidger .e28i09).

Recommendations and goals must fully address and balance three main areas. These are 1)
cancer patient action plarf) treatment needs and 3) education needs. Recommendations
should be carefully considered and should only be made the safety of the patient
reduce therisk factors(Stairmand, .J 2015).

2.7 The MDTs cancer tracking systems

All health organizationsospitals typically had a staradone cancer information system in
addition to the cordPatient Administration System (PASY.o manage a patient through

their cancer pathway it was necessary to understand the pathways that patients were
expected to takena, in order to monitor patient waiting times and experience, information
was needed for each pathway event for each pati&st.a minimum the information
system was used for cancer patients must allow staff to collect data on key milestones such

as: firg outpatient appointment; key diagnostic test or tests; diagnosis; decision to treat;
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multi-disciplinary team (MDT)cancer discussion; transfer to another provider; and

treatment itself (or decision not to treat) (Atwal et 2002).

For milestones whiclrelate to appointments the ability to record a request date, an
appointment/TCI date and a final attendance date was vital to enable prospective tracking
(Ruhstaller et al 2006).

The data required to track cancer patients will typically sit within a eunolb other

systems such as; demographics, referiaid,Not AttendanceNAs), cancellations and
attendances, Forthcoming outpatient appointments, new diagnoses (pathology), histological
staging information (pathology), report highlights/text (patholopgy)n ew di agnoses
flagsdé (radiology), report highlights/ text
(radiology); new diagnoses and o6red fl agsé
new treatment courses and subsequent treatmegisne details (chemotherapy); new
treatment courses and subsequent treatments (radiotherapy), details, fractions etc.
(radiotherapy), treatment TCIs and admitted waiting list and new/ subsequent treatments
theatres (Cancer Action Team NHS, 2012).

2.8 The MDTs cancer referral pathway

Locally agreed referral pathways were established with clear information as to whom they
can refer. How to refer and the timeframes within which referrals were expected (including
locally agreed processes for late referral®cdlly agreed referral pathways were aligned
with any nationally agreed referral pathways. Each MDTs cancer member had agreed
criteria for the patients that should be discussed. If the MDTs member terms of reference
allowed for referring but not formallyrpsenting some patients, there would be clear
criteria fa such casesThese patients were registered via the MDTs process so that
relevant data wasaptured Details of the processes were required prior to MDTs cancer
committee referral, such as requirerteewith regard to referral Performa, including any
prereferral work up and diagnostic processes should be outlined in the policy. The process
for managing inappropriate referrals must be referenced. Any triage which was performed
as part of the interndDTs cancerreferral management process should be included. The
expectations associated witthe content of patient lettergoutpatient, diagnostic,
preadmission and assessment) should be included (Blazehy2006)
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Details of the MDTs cancer patierdferral pathways and actions to be taken if these were
not adhered to should be linked to the pathway, including individuals to be contacted in the

case of inappropriate referrals (Fleissig et2006).
29 The MDTs cancer communicationpathway protocol

The MDTs cancer communication pathwiaywery important and active fundamental role

to. It is start from suspicion cancer tumor and early referral mechanisms appropriately from
GP. Doctors in primary care to hospital outpatient clinic and a crossed cocatram
process during cancer patient journey through each MDTs cancer committee working in
each cancer case in relevant cancer care during MDTs cancer committee mechanisms that
should be including; ( preparation, presentation, referral process, iatestgy diagnosis,

MDTs cancer meeting discussion, cancer care plan (treatment, palliativetocates )end

of life cancer patient care lnnex(5).

Thecommunication betweekDTs cancemembersvas studiedn Australiaby Rowlands

& Callen by usedquditative analysis of communication betwe@2 membersof a
hospitatbasedmultidisciplinary lung cancer teathatemployedusing semistructured in
depthinterviewsincludedmedical, nursing and allied health professiondlse results of

this study was th taditional influences of role delineation and the dominance of doctors
were found to impact onommunication within the multidisciplinary hospHahsed lung
cancer team. Existing guidelines on implementatibmultidisciplinary cancer care fail to
addess barriers to effective team communicatittoreover, he paperbased medical
record does not support team communications and alternative electronic solutiots need
be usedRowlandsandCallen 2013)

2.10 Discussionof cancercaseduring MDTs cancer committee

MDTs cancer committee dynamics were essential for effective discussion and decision
making. The team needed to agree on what was acceptable for team behavior including
mutual respect and trust, valuing different opinions, an absence of peesgmralas,
resolution of conflict between team members and encouragement of constructive
discussion. A team discussion environment needed to be one of the equality (National
Cancer Action Team NHS, 2012).
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Several UK studies had highlighted that nurses playucial role in coordinating care, as
well as representing the patient's views and psychological aspects of care. A survey of
Australian MDTs cancer committee members suggested that, in many cases, priority was
given to discussions about pathology, rémliy and medical history during MDTs cancer

meetings (Fleissig, 2006).

The nursing and allied health members commented that psychosocial concerns were often

neglected in favor of medical information (Devitt and Philip, 2010).

The important descriptive stydwas done for evaluation of teamwork and team
performance in multidisciplinary cancer teams by using systematic observational
assessment tool of MDT team performance in LoAd&n for 5 MDTs cancer meetings

112 cases were observed by one surgeon and syohglogists that called Scientific

MDTs performance assessment matrix which were general urology MDTs cancer
committee members. The main domains of this tool were the presentation of case history,
radi ol ogi cal and pat hol owpnessaand comribwionsnéot i o n
decision making of surgeons, oncologists, radiologists, pathologists and clinical nurse
specialists. The resul ts of t his study W
effectiveness, the presentation of case history andlogitial information were high, the
contributions of histopathologists and CNS were higher than others. The inter observer
agreement was high for presentation of radiological information, and contribution of
oncologists, radiologists, pathologists and CNfSigquate for case history presentation and
contribution of surgeons but moderate for chairperson and poor for pathological
information and poor for pathological information, the average differences were found only

for casehistory presentation (Lamb et a2011).

2.11 The MDTs cancer committeebarriers and Obstacles

An Australian national auditg studyof MDT cancer committee care conducted by the
National Breast and Ovarian Cancer Centre identified that the main barriers to
implementing MDTs cancerommittee working were a lack of time, workforce resources,
small caseloads, linking communication between core anddoa@MDT cancer members

and funding. In addition, the MDTs cancer committee was not adequate administrative

support to implement systens ensure that communication with GPs on treatment plans
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was timely and adequate, given that coordination of care between the hospital and

community sectors was essential for good patient care (Lamb et al., 2013).

When we were removing MDTs cancer comgettimembers communication barriers that
were regarded to be very important for implementing specific strategies to improve
linkages with norcore specialtiedarsh, J. et aNBOCC, 2008).

The following barriers to cancer care coordination were identifiedogrnizing health
professional rolestesponsibilities, poor transitioning of care, inadequate communication
between specialists and primary care, implementing comprehensive MDTs cancer
meetings, managing scarce resources; and inequitable access tlisspkeanlthcare
(Walsh et al., 2010).

If we want to have success of the MDTs cancer committee work we should identify poor
attendance by key staff, scarcity of administrative support, deficient record keeping,

communication problems and hierarchical baannes (Lamb et al., 20H).

The lack of information at meetings to support decision making to be a problem, unequal
participation in decision making was also an issue reporting that effect on {eatiteted
information ignored. The good leadership wascassary to foster inclusive case
discussion, also that identified the lack of a dedicated clerk or MDTs cancer committee

coordinator as an issue (National Cancer Action Team NHS, 2012).

Obstacles to Sustainir@ncercare multidisciplinaryteammeetings m Australiathe online
survey studyfor specialists by usingclosedended questionas quantitative methodhe
researcher foundround half of specialists were excessive amount of time lost in the MDTs
cancer meetings because of the lack of a clear gsofter discussd patientsalso the
workload was the main obstacles for sustaining MDTs workimdthe lack of supporin

time taken per patient in meeting follow up by increasing the amount of information

communication technology suppé8hulman et al2013).

The factors that can make an impact on decisiaking and decision implementation in
cancer multidisciplinary teams .nainterview study of the provider perspective was
clarified by the specific study carried out by Rozh Jalil and other resesrblgensed
gualitative approach througin in-depth interviewed study of the providgrerspective

were carried out with twenttvo participants expert MDT members of Urological and
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Gastrelntestinal cancer tumour of 3 Lond&K hospitals that are parti@ped in this
study. The results of this study were main barriers to clinical decisiaking included:
inadequate clinical informatignlack of investigation results; neattendance of key
members; teleconferencing failures. Barriers to implementation@®F commendations
included: noconsi der ati on of -morhiditiee diseasd progréssian@te s 0 |
the time of implementation. Proposed interventions included improving the information
available for the discussion through a standardized proforimgroving videe
conferencing; reducing the MDT caseload (e.g., via selective MDT revieeertdin
patients)and including patients more in the decision process. This study demonstrated the
main barriers that MDTs face in deciding on and, importantlyplementing a
management plaf\Jalil et al, 2013).

2.12 Measuring the quality of MDT working indicators and performance evaluation

To evaluate the status and performance of the MDTs cancer team at intervals. This should
be possible if a formal documentat process had been followed. MDTs should developed
performance indicators for MDTs cancer committee working in all cancer types and self
appraisal to ensure the MDTs effective work and assist in this process. Special
performance indicators for MDTs camammittee work should be followed up regularly

such as; survival rates, incidence rates, patients waiting time indicator for starting of
treatment intervention, patients waiting time intervals indicator for completion of the
diagnostic procedures, waigintime management indicator for completion of treatment
intervention, unexpected complications rate indicator, the number of old cancer cases rate
indicator that was followed up in MDTs cancer committee, number-db iwork up after

MDTs cancer discussignotal number of cases discussed in MDTs cancer meetings, total
MDTs cancer leakage rate of cancer cases, MDTs attendance rate for membership, cancer
patients did not attend rate, measuring the waiting time intervals for each step and process
of workingfor MDTs cancer care and compare with standards guidelines of cancer waiting

time management and MDTs cancer mortality rate indicator ( lamb et alg)2011

Measuring the quality of MDTs cancer working was carried out by used observational
study in UK for specific type of cancer that was bowel cancer eighteen of the 86
characteristics of effective MDTs®é were corl
collated to 15 aspects of MDT working covering four domains: the team (e.g. attendance,

chairing, tean working); infrastructure for meetings (venue, equipment); meeting
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organization and logistics; and pati@entred clinical decisiemaking (patient
centeredness, clarity of recommendations). Criteria were applied to 10 bowel cancer MDTs

to assess accepitity and measure variation between and within teams. Feasibility and
inter-rater reliability was assessed by comparing three obseeestesults of this study
wasacceptable to teams and feasible to implement. Total scores from 29 to 50 (out of 58)
highl i ghted wide diversity in quality betwec¢
good/ goodd or 6very poor/ pooré for at | e as
consistency. 6Very gooddé ratings were mos
preparation, and least likely for patiesgnteredness of decisiomaking and prioritization

of complex casefTayloret al., 2012)
2.130utline for operating an effective MDTs cancer committee

They were published in several countries, there was ameutficharacteristics including
infrastructure required for cancer meetings; details of meeting organization and logistics;
requirements for patierfgentered decision making; and team governance. The MDTs
cancer needed to bring together staff with the ssay knowledge, skills and experience

to ensure higiguality diagnosis, treatment and care, and that the MDT cancer meeting was
about considering the patient as a whole not just treating the cancer (National Cancer
Action Team NHS, 2010).

Evaluation ofsupport decisionmaking in cancermultidisciplinary team meetingscarried

out byLamb and other researchers to evaluated by checklisuip®rt decisioimaking in

cancer MDTs Meetings urological departments in Whipps Cross University Hospital,
London, WK. The checklist was evaluated by 175MDT members (surgeons = 38,
oncologists = 40, specialist nurses = 62, and MDT coordinators T B8)results of this

study waghe attitudes toward the checklist were generally positive, although nurses were
more posive than other groups regarding whether the checklist would improve their
contribution in MDT meetingsParticipants thought that the checklist could be used to
prepare cases for MDT meetings, to structure and guide case discussions, or as a record of
MDT discussion. Regarding who could use the checklist, 70% thought it should be used by
the MDT chair, 54% by the MDT coordinator, and 38% thought all MDT members should
use it(Lamb et al, 2012).
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2.14 Main staff roles of MDTs cancer committee members

Multidisciplinary team meetings were also known as tumor boards, multidisciplinary
cancer conferences, multidisciplinary case reviews, or multidisciplinary clinics, in different
health care systems. These different terms may represent the variations in the
organizational structure, membership, approach, focus, and the decision processes of these
meetings, however, they all provide a forum for multidisciplinary cancer teams to regularly
convene and discuss the diagnostic and treatment aspects of cancer patiant very

cancer patient should be discussed by a team of relevant specialists, to make sure that all
available of rapid diagnostic and rapid treatment options with evidence base practice
(National Cancer Action Team NHS, 2012).

Membership; the MDTs nmebers included: a radiologist; a pathologist; radiation and
medical oncologists; a general surgeon or physician; a specialist surgeon, or other surgical
representative; palliative care clinician; a nurder example, a clinical nurse specialist or
cancernurse and one or more allied health or psychosocial professionals (Rowlands S.,
2013).

Radiologists and pathologists participating in MDTs are provided time as part of their job

and position description to prepare as necessary for an MDTs members. The MDT
coordinator was a core member of the MDTs cancer committee where there was a
dedi cated MDTs. coordinator rol e. A patien
where their participation was agreed and provided for in the MDTs terms of reference
(Lamb B, 2012).

2.14.1 The ole of Surgeon in MDTscancer committee

The surgeon should meet the patient before the MDTs cancer meeting and carry out the
examinations, complete work up for diagnostic procedures and investigations. However
there was often insuffient time for this to take placeé making the notes even more
important for the MDT cancer meeting to prepare for discussion before the MDTs meeting.
It was up to the surgeon to decide what operation is most appropriate (surgery plan on site,
place and tira ) and whether this can be achieved successfully with or without neo
adjuvant chemotherapy therapy such as example and which the appropriate choices for the

cancer patient and draw the action plan before and after surgery (Lamb et al., 2011a).
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2.14.2 TheRole of Radiologistin MDTs cancer committee

Doctors who interpreted-says and scans to aid the final professional diagnosis and help to
analyses radiological scans, such as MRI, PEdan, PETCT-scan , Radigodine-scan

and all the visual imaging of @ancer. This was critical information for the MDTs cancer
members to be able and identify the most appropriate cancer treatment/s and surgery plan
for each individual patient. MRI and other radiological diagnosis CDs will be taken before
the MDTs cancer eeting and should be prepare before presented to everyone for
discussion. The radiologist prepares before the meeting projection, carefully considering
the position of the tumor from a number of different angles, margins and other measures of
tissue organghen whether there were involved margins or any metastatic (secondary)
tumor in the liver. Revolutionized the way that cancer was imaged, leading to far more
accurate information. However, radiologist remains concerned that these results were not
reprodudble across the country and additional radiology development was necessary so
that optimal images were made available at all MDTs members. This was not a question of
the best equipment, but rather good practice and allowing time to obtain the besthaews, t
radiologist in MDTs cancer committee responsible to operate and managed of the
radiological projection and radidiagnostic aspects or opinions during MDTs cancer

committee meeting discussion (Kane et al., 2010).
2.14.3The Role of Oncologisin MDTs cancer committee

An oncologist is a specialist in cancer treatments such as chemotherapy, radiotherapy,
hormonal therapy, Target therapy, biological therapy and palliative therapy. The oncologist
will advise on what neadjuvant therapy (radiotherapy witir without chemotherapy)

may be given and support what the time appropriate for interfere as a medical treatment,
depending on the patientds choice and the
clinical making decisions during MDTs cancer megtiliscussion and all cancer care plan
management, so the role of oncologists is a fundamental medical ébadence role

(Lamb et al., 2011Db).

The survey questionnaire stud§th operended questionwas done during the conference

to assess the role 6fL oncologists in multidisciplinary cancer teams. In this stuldya

were collected at the British Uxancology Group 6th Annual Meeting (Sef12 2009,

York, UK). Respondents completed various items related to their perceived contribution to

MDTs, aspectof current and potential MDT leadership, team decision making in these
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meetings, anatovered thequestions ofsurveyi n det ai | participants?©o
frequency of presentation of different types of information at MDT meetings, the
frequency of ontribution of different health care professionals to the MDT discussion,

| eadership of t he MDT, and decision makin
information was also capture@he results of this study were; the total response rate was
79% , 63% of participants were male and the median age range wia&4@ars old.
Regarding working practices, 39 respondents (67%) worked at a cancer center, 17
respondents (29%) worked at both a cancer center and a peripheral hospital and 2
respondents (3%) worklleonly at peripheral hospital85% of respondents reported linking

into other sites via telemedicine for their MDT meeting. Regarding patient referrals, 4% of
respondents had no other hospitals referring patients to theirsMBicer committe®%

had one 18% two, 26% three, 21% four and 23% five or more other hospitals referring
patients.Regarding their MDrelated work, 51 respondents (88%) attended one or more

MDT meetings per week and 7 (12%) less than once per week. 46 respondents (81%) had
protecte time to attend, but 11 (19%) did not. 54 (92%) respondents felt that the venue of
their MDTs cancer was fit for purpofleamb et al.,2010)

On other hand, theeasons for not being fit for purpose included being too small and lack
of teleconferencing falities. Participants whose venue was not fit for purpose were
significantly more likely to report less frequent presentation of information about patient
co-morbidities at MDTs cancer meetingst of 55 (25%) respondents reported that they
were at some @nt the chair of the specialist MDT that they attend&?of 56 (39%)
reported that the chairmanship of their MDT rotated. Of th@seeported that the
frequency of rotation was yearly or less, two reported rotation more than yearly but less
than monthy, and4 reported at least monthly rotatiof of 53 (83%) said they thought

the chairmanship of the MDT could rotate and 44/56 (83%) stated that when it does (e.g.,
when usual chair is away) MBTcancerare better or at least equally godhcologists
reported that their contribution to the MDT discussion carries equal weight to those of
surgeons, radiologists and pathologists. Whereas 83% of respondents reported that MDT
chairmanship could rotate, only 39% reported that it does in their own MDTs. Mare th
90% of respondents thought that oncologists (clinical or medical) could chair these
meetings, but only 25% of them had ever chaired their own MOHe oncologists
perceived leadership potential was similar to that of surgeons, but significantly thgher t

that of radiologists, pathologists or nonclinical team memfieisb et al.,2010)
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2.14.4The Role of Pathologisin MDTs cancer committee

A pathologist is a doctor specialist who specialize in examining tissues under a microscope
to assist diagnosier characterizes disease in living patientsdvising on the type and
extent of the cancer by examining biopsies for example, or by reviewing the removed
tissue after surgery and detected the grade , stage of tumor tissue .

Biopsies are not recommendfxst cancertypes punct uring the tumor c.
which | ead to dispersed disease, which i s |
is to inform the MDTs cancer before or after surgery what has been foandwering

guestions such afoes the specimen reflect the information provided by the radiologist?

Has the surgeon achieved clear margins? How many lymph nodes were involved?
Pathology reports can indicate whether a cancer has been successfully removed or not, this
can influence theeed for chemotherapy therapy or not. The pathologists are importance
fundamental role function of MDTs cancer working and projection it; because the tissue is

the issue (Saini et al., 2012).

2.14.5The Role of coordinatorin MDTs cancer committee

Someonewho coordinates and administrates the weekly MDT meeting increasing
capability and capacity for service | mprove
help facilitate and ceordinate the multipldunctions of the multidisciplinary team
meetings impre e ment cancer service with MDT6és who
can improve the experience and outcome of care for the cancer patient. Work with the
MDTO6s cancer commi ttee to develop their te
ensuring the pagnt and carers experience of care is central to every stage of cancer
journey. Ensuring the MDT cancer meetings ran effectively and were well structured and

all patients were treated and discussed according to evitbased protocols and check the

cancelpatients pathways and tracking systems are appropriate (Jalil et al., 2012).

Adequate administrative and clerical support during all MDTs cancer committee stages

(before, during, and after) meetings to ensure good organization and coordination were
important. All teams should have dedicated +otinical support to coordinate the team.

The main responsibilities of a MDT coordinator were to arrange meetings; agenda patients
lists ensure availability of all necessary patient information and documentatisue Hse

good preparation for cases before the meeting record decisions about cancer patient
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management, MDTs cancer members' attendance; facilitate communication and
coordination between the MDTs cancer members and other ‘oeaéthprofessionals
(refering and specialist); and ensure that the discussion date and decisions were recorded
in patients case notes. Accurate documentation should help implement the decisions made
in the MDM and also ensure that subsequent written reports do not differ frorongpini

given during the meeting (Fleissig et al., 2006).

The role of clinical nurse specialists is very important professional rolesttiy of
professional role of breast cancer nurses in rastiplinary breast cancer care teams
studycarried out by Anr, Scully and Borrill -University of Manchesten UK by in-depth
interviews with core team members, and observation of 16 -giattiplinary teams in
Englandbreast cancer teams wdteen selected foin-depth work from a sample &5

teams that had pagipated in the quantitativetage of the researchhis study explored the
foll owing themes: Nursesd unique infor mal
ordinati on, communication and planning of
making the bureaucracy respond to patients and their relative's needs; nurses supportive
role in the provision of expert advice and guidance to other members of the team; nurses
confidence and well performing teams; and the limitations of the piofedsole d the

breast cancerurse.

The results of this studypbserved the distinct presence of the BCNs in relation to the
clinical staff nurses that worked with the team. In particular BCNs are allowed to wear
their own clothes and not the standard nurse unifofnthe particular trust. All were
extremely smartly dressed, and presented an image of authority that was akin to the
management and higher medical structure. However, there was no evidence to show that
their management role was valued by the hierarchtheftrust that they worked for.
Rather, the themes identifiathoverelate to their role specifically within the team. The key
findings of ths paper presert three key themes that were common to all of the teams,
and one key theme that was common tovtkB-functioning teamgAmir et al., 2004).

2.15 Continuity of Cancer Care

The continuum set out descriptions of different types of care delivery teams functioning
and described how these changes were as multidisciplinary team work deepened and
extendedhroughout the team (NHS, 2010) .It had systematic assurance of uninterrupted,

integrated medical, Surgical and psychosocial care of the patient, in accordance with the
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patient's wishes, from assessment of symptoms in the pre diagnostic period, thréhghout
phase of active treatment for the duration of post treatment monitoring and/or palliative
care (Macaskill et al., 2010).

The continuity of care as a multifaceted process that required mutual patient, family,
professional planning, advocacy, coordioatand implementation to secure the range of
medical and psychosocial services necessary to achieve the goal of an optimal outcome for

an individual cancer patient and family (Harley, 2009).

The continuity of care was a concept that was elusive and difftcdefine. The central
element of continuity was defined as: the experience of -ardinate and smooth
progression of care from the patient's point of view (experienced continuity). It had been
proposed that, to achieve this, there should also bencamgtiof information, cross
boundary and team continuity, flexibility in response to patient need (flexible continuity),
care from as few professionals as possible (longitudinal continuity and a main contact
person so that patients can establish and maiatéherapeutic relationship (relational or
personal continuity). In addition to the necessary core elements of continuity, three types
of continuity that captured the essence of the concept: informational continuity; relational

continuity; and managemecontinuity (Bass lll, 2014).

2.16 The MDTs cancer committeeleadership

Good leadership is integral to the operation of an effective MDTs cancer committee and
chair needs to ensure all voices are heard; facilitate the meeting; keep to time; be well
respeted; well organized and be able to make a casting decision. The National Health

Service (NHS) National cancer action team document lists the following skills as necessary
for an MDTs cancer chair/leader; meeting management, listening and communication,
interpersonal relations, managing disruptive personalities and conflict, negotiating skills,

facilitating effective consensual clinical decision making, and time management. State that
effective leadership is necessary to encourage inclusiveness and opesidiscwhich

helps avoid both the marginalization of team members and poor decision making, also to
ensure the supporting of health organization leaders and key managers to all the MDTs

cancer committee policies , protocols, and recommendations (Larhp2&td c).
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2.17 The MDT s cancer committeeadministrative and organization support

MDTs cancer committee administrative support was a key component of good MDTs
cancer committee operation (before, during and after meetings) to ensure good
organization ana@oordination and reinforced the need for a dedicatedchinital support

person to coordinate the team. The MDTs cancer coordinator arranged meetings, ensured

the availability of all necessary information, records decisions about patient management

and MDT s cancer me mber s attendance, faci | it
between the MDT and other health professionals, and ensured the care decisions were

recorded in the patient's case notes (Walsh et al., 2010).

Documentation was an important aspettMDTs cancer meetings. Good documentation
facilitated communication of the treatment plan to all team members and to the patient's
GP and improves adherence to the plan. The MDTs cancer coordinator can assist in timely
and complete patient informationatrsfer between specialists and GPs (Fleissig et al.,
2006).

The organizational support for MDTs cancer meetings and membership demonstrated via:
recognition that MDTs were the accepted model by which to deliver safe and high quality
cancer care and adegedunding/resources in terms of people, time, equipment, treatment
and diagnostic resources and facilities for MDTs cancer meetings to operate effectively
(National cancer action NHS, 2013).

2.18 Collaborative practice in oncology

Collaborative practice ironcology is a dynamic process focused on interdisciplinary
support of patients and their caregivers with a broad range of health care providers. The AP
in oncology plays a critical role in the collaborative treatment of patients and their
caregivers. Ongog education, training, mentorship, networking, and communication are
necessary to cultivate and maintain a collaborative practice model. Integration of resources
from each practice setting, community organizatioAseath technologies, and advocacy
groups is essential. Human factors, health system factors, situational factors, and
socioeconomic factors are ewdranging within the continuum of care and must be
considered in designing tailored patient and caregiver support. Interestingly, AP advanced
prectice providers. Reprinted with permission from the Advanced Practitioner Society for

Hematology and Oncology. Collaborative, multidisciplinary tebased care is essential if
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patients are to receive the highest quality vddased oncology care. Achievinigis goal

will require effective integration of APPs into all aspects of patient care. Although barriers
remain, many are perceptual and relatively easy to overcome. Understanding the APP
workforce, pipeline, and current utilizati®ras well as the clinidaeconomic, and patient
impact of APPs in oncology practiésvill facilitate achieving the goal of optimal patient
centered cancer care. More information on the scope of practice of APPs, state regulations,
payer policy, and information on integrationamncology practices can be found on the
AAPA, Association of Physician Assistants in Oncology, AANP, and APSHO websites
(Michael et al., 2016)

Comprehensive MDTs cancer meetings were identified as integral to providing coordinated
and collaborative canecluding clarification of roles and responsibilities, communication,
lack of support for meetings, logistical issues, staff shortages and lack of administrative
support (Lamb et al., 2010).

Moreover, the cross sectional analytical descriptive study fuation of advanced breast

cancer multidisciplinary team meetings carried out Jacquie Chirgwin and other
researcherby developed the questionnamedasked about the performance of the MD

cancer committee membeasid their contribution to improvemein patient care in five
domainsmedical management, psychosocial care, palliative care, care in the community,

and benefits for team members. A final section covered the peragexiland importance

of the MDTsin cancerpatient managemer27 membersf ABC MDTs cancer committee

at two health services completed questionnaires in November 2007. The results of this
study was 73% of response rdtege MDTs performed best in medical management (mean
performance score out of\sas 3.78 and palliative carevas 3.77. These were also the

areas that were most improved through theTdBenefits to team members and care in

the community bothmeans were3.05 ranked lowest by both measures. The TdD

provided the most benefit for patient management in the areédsaovar eness of s
availablethe mean score wak32, but the mean score fgre f f i ci e n c ywaso f ref
4.27 andthe mean score fofi suppor ti ve owag feundft.27rThepredai ent s 0O
score fori Awar eness awfai babVvecad ngayehofloorgi pat i
Acontioarey wére consi deverefaindd.G4¢Chimwirset al.i mp o r t
2010)

36



Chapter 3

Methodology

This chapter illustrates the methodology used in conducting this study. It includes the study
design, periodof study, place of study, study population, study sampling and ethical
consideration; as well, materials and methods of sampling and measurements,
measurements description and processing. Furthermore, there are points of selection
criteria, study instrumenpiloting, response rate, data collection and analysis process and

finally the limitation of the study.
3.1 Study design

The design of this study was descriptive, analytical and <w®s$onal design. A cross
sectional design was selected as it wasgdd®g be the most appropriate method to fulfill
the aim of the study in a limited time.

1- Quantitativequestionnaire: was a descriptive interview questionnaire analytical design,
consists of international questionnaire developed by NHS, National MDT Cance
Action in England and modified by researcher to evaluate the MDTs committee work

and effective of cancer management irShKifa Medical Complex.

2- Open ended questions in interview questionnaire design were developed to evaluate the
main domains and suiomains related to effectiveness an MDTs work processes,
structures, team members and healthcare providers knowledge, percegsessed
effectively, practies,skills andatttude towards cancer managemself-development

by researcher.
3.2 Study Seting

The study was conducted as a systematic sample selected carried o&hifiaAledical
Complex including three main hospitals location (Medical, Surgical, Gynecological and
Obstetric) that provided cancer care services by MDTs cancer committeliggdoby all
specialties secondary and tertiary care that included 46 departmentsShif&IMedical

Complex.
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3.3 Study population

The study included two populations, the first population consisted of the MDTs cancer core
team members tad key membersThe secongbopulation consisted #lIDTs cancer non

core team member or called extended team members. The first group was all core members
in MDTs cancer committee including; senior surgeons, coordinator, managers, radiologist,
pathologists, oncologists,ematologists, gynecologists, medical specialists, that was of
(24) members. The second group was all fdores/ extends members of MDTs cancer
committee including all different specialists introduced cancer services in all departments
at Al Shifa Medical @mplex that were meeting the eligibility criteria, and work in all
departments in the three selected hospitals. A systematic sampéelectedo evaluated

and to be assessed relating to MDTs cancer work participated by all extended specialties
(select gery second person) in the list from the field in each hospital that w2&0oAll

selected sample for answered open ended questions with interview questionnaire consisted
of all participants from the entire core and ramre MDTs members of MDTs involdan

cancer committee, annex (2).

3.4 Sample size and sampling process

One sampling phase populations method was selected for study as a descriptive analysis

method (quantitative)Systematic sample; the second one)

Table 3.5 Sample size calculation& perentage from AlShifa Medical Complex

No. | HospitaiDirectorate | o2t Ch | e ecialis | percontage | SmPle

1. Surgical hospital 29 144 57.6. % 73

2. Medical hospital 14 51 20.4 % 23

3. OBS.Gynaehospital 4 37 148 % 11

4. Radiology 6 14 5.6 % 5

5. Pathology 2 4 1.6 % 4
Total 54 250 100% 116
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3.4.1 The sampling phase

It was (systematic sample/the second one) for the total number of theoremeam
member's specialists at the MDTs cancer committee whoS@rpe2sons (all of them are
specialists, distributed as 144 different ones with Surgeon specialist, 51 different ones with

medical specialists, 37 Gynecologists), annex (2).

However, regarding all of them, the second one will be selected to fulfill thevieve
guestionnaire concerning five persons working as head department staff. The total number
of the evaluation interview questionnaire specialists will be 116 persons on the three
hospitals of cancer work field that were meeting the eligibility critevisich were
distributed according to time of shifts (three times a day in interval timing scale). There
was an interview questionnaire for every one of the specialists in different shifts to obtain
14 filled questionnaire, which reflected the actual pract€ all specialists with MDTs
cancer committee according to large percentage of sample that had coverage of specialists
number in each hospital. Therefore, all staff that didn't work as specialists doctors will be
excluded from noitore members samplingrocess from phase two, but all specialists
doctors that did not have work as a permanent membership in the core member in MDTs

will be excluded also from sampling process in Phase one.
3.5 Study Period

The study had started after having the universigdamic approval of the proposal and
obtaining the ethical approval from the Helsinki committee in October 2015. Data
collection tools were prepared in December 2015 while in the same period official MOH
directorates were formally contacted to obtain tlaeiministrative approvals to start the
study. The pilot study was conducted in the first January 2016. Data collection activity
(quantitative part) was started till the mid of January 2016. Data entry, data cleaning, and
finally data analysis were conductedFebruary till the first of March 2016. Writing the
research report was performed in the next period till the end of March 2016. Finally,

writing the research report was completed at the mid of April 2016.
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3.6 Eligibility (selection criteria)
3.6.1Inclusion criteria
3.6.11 Sampling during phaseone (interview questionnaire method)

Sample included core and noare/ extended members of MDTs from all doctors'
specialties. Three hospitals in-8hifa Medical Complex were eligible for selection in this

study in phase according to distribution of this sampling, annex (2);
1. The first is surgical hospital (29 departments).
2. The second is Medical hospital (14 departments).

3. The third is Obstetrics & Gynecologihospital (4 departments).

On the other hand, there were all doctors who were classified as specialist doctors with
experience of more than six months in all hospitals departments and units (47dep.) which
were included in the study and they were selectddting to sample in phase one

according to large number of specialists as a percentage of coverage of total number of

specialists related to total departments in each hospital as;

1. Surgical with different specialists divided to 29 Subgroups (depadiehe total
number of specialties was 184$ercentage sample was 63% = 73 specialists.

2. Medical with different specialties were divided to 14 subgroups (departments), the total

number of medical specialists was percentage sample was 22 %. = 2écsqlists.

3. Obstetrics & Gynecological specialists were divided to 4 subgroups (departments), the

total number of Gynecologists was-$ercentage sample was 15 %. = 17 specialists.

So, according to inclusion and exclusion, criteria will be selected@sgecialists from all

doctors specialties in Abhifa Medical Complex, annex (2).
3.6.2 Exclusion Criteria
6.6.2.1 Exclusion Criteria for phase on®pen ended questions

The researcher collected data by means of open ended questions interviews-as semi
structured when they answered the open ended questions by selecting all senior specialists
core and noitore members from all study sample in MDTs cancer committee members

but excluded the administrative and other professional core members and the coeesmemb
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worked in the same specialty. Informed consent was obtained from all the participants for
datacollection and audio recordings, after which rapport was established through a round
of introductory remarks and by means of an ice breaker. The reseatatied sith
explained the aims of the in open ended questions interview. The open ended questions
data and the subsequent analysis should explain the results of quantitative method by
exploring the participants views on the factors influencing MDTs canoermittee

effective improvementvork and barriersvith real roles and responsibilities in more depth.
6.6.2.2 Exclusion Criteria for phase two (interview questionnaire method)

1. In phase one of sample selection interei@wuestionnairghe norcoremembers of
all doctors did not have specialty and who provided surgical, medical and
gynecological care services. They did not work as a permanent team member in three

hospitals at AlShifa Medical complex that should be excluded.
2. The head of departmewho worked as a core member in the same spatiality.

3. Inphase two sample selection, all the doctors working as general practitioners and did

not have medical or surgical specialty.

4. All the student doctors in Palestinian medical board prograntgae and

subspecialties such as R1, R2, R3).
5. All new specialists employment with experience of less than six months.
6. All senior or junior specialists worked as a volunteer or in training program.
3.7 Ethical and administrative considerations

After receiving the study approval from-AQuds University, an official letter of approval

from the Helsinki committee in Gaza was obtained (Annex 4). Additionally, the official
MOH directorates were formally contacted to obtain their approvals to condwsttthyeat
Al-Shifa Medical Complex.. Formal letters were sent through the university to official
MOH directorates mentioning the title of the research study and name of researcher
(Annex 5). Also, administrative approval was gained from the General @irettthe
General Directorate of Human Resource Department, then General Hospitals Administrator
and General director of Ahifa Medical Complex. (Annex 6).
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Finally every participant in the study full explanatory form was attached to each
guestionnairerad provided to the interviewee including the title of the study, purpose, and
other information needed for clarification of subjects. About the optional participation; the
right to participate or not, confidentiality, anonymity of collected data completely
maintained respect for people and human rights and respect for truth. Confidentiality and

privacy will be given and maintained (Annex 7).
3.8 Study instruments

The researcher used one data collection method in this study; the study tool was a grouped
interview-questionnairevas seldeveloped after reviewed relating to mangernational
resourcesand studiesuch as MDTs national surveys questionnaires form established by
the National MDTs Qacer Action questionnaire (NHS) su€haylor, C. et al, 2009 &

2012 ), (Jalil, R. et al, 2012 ), (Patkar, V. , 2012, 2013), (Shulman, T. et al, 2013), (Kane,
B., 2008), (Lamb, B. , 2011), (Hong, N.L. et al., 2009) aAtival, A., 2002).as a
guantitative part. The second part, open ended questions was used astveualgthod

for performance evaluation of multidisciplinary team members committee for cancer
management at Abhifa Medical Complex. The tools in two methods of research consisted

of 91 closed question$-5 point Likertscale with responses ranging frdm indicating

Astrongl y, aigmdckiewat itmg, AStrongly disagree "

The interview questionnaire (Ann&) was designed to be clear and free from complex and
leading questions. The questionnaire was validated by a group ofsapéd was subjected

to piloting to ensure credibility of answers
Construction of theinterviewed questionnaire
The study questionnaire was divided into three parts:

A The first part contained characteristic of Sed@nographic data about the
participans which was personal and work related data, including: age, sex,

marital status, address, income and educational level (6 questions).

A The second part contained characteristic of occupational and professional
data place of work, hospital name and type, depnt, subspecialty,
currently the high grade profession. level, current job position, educational
and training programs, (11 questions).
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A Third part included questions of addressed domains for evaluation of the
performance data that was related to rmdid@iplinary team cancer
committee members work which consisted of four domains (MDTs
performance factors that contain 37 questions, preparation for MDTs cancer
meeting stages containing 41 questidviBTs Organization, administration
and leadership whicltontains 14questions The Gmmunication and
Coordination which contains 12 questions and MDTs case management and

clinical decision making that contains 24 questions.
Construction of openendedquestions ininterviewed questionnaire

The Key Open endedugstions in interview questionnaire focused on the following

domains;

1. Domains that are important for effective MDT work including open ended questions
about the team members characteristics, leadership, team work, attendance and

participation.

2. Doman for MDTs structure characteristics included open ended questions about the
physical environment, MDTs place, technology management and administrative
aspects. The domain for MDTs meetings processes included open ended questions
about; preparations, commigation, coordination, MDTs cancer pathway, stages of

MDT meetings process and clinical decision making process.

3. The domain for MDTs organization or administration MDT characteristics included
open ended questions about measuring, reporting, devglogimpporting,

continuing, effective responsiveness and team of cancer care.

In addition we conducted the main open ended questions to immersion of draft pillars.
Make deep understanding and generate new ideas, and give more evidence towards their

percepion.

3.9 Pilot study

A pilot study was done before the actual data collection and after the evaluation of the
interview questionnaire and standardized the suitable way for data collection by experts.
Twelve patrticipants (10%) were included from /Shifa Medical Complex. This stage

aimed to examine the participants response to the questionnaire, to explore the
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appropriateness of the study instruments, and to allow the researcher for training in data
collection. This also was permitted for further improvemef the study validity and

reliability of the study. Participants of the pilot were excluded from the study sample.
3.10 Response rate

The response rate for this study was 99.1 %, where, the total number of the respondents
was 115 out of 116 specialistem Al-Shifa Medical Complex.

3.11 Data collection

The first part of data (quantitative) was collected by the researcher himself using interview
qguestionnaire that consumed about 2 months. The data was collected through 47
departments in three hospitads Al-Shifa Medical Complex. Participants were given
complete instructions about the purpose of the study and how they were included in the
sample after obtaining the consent to participate. Completing the interview questionnaires
were conducted during treaily work and the researcher gave the participant enough time

to answer the questions and encourage them to be open and virtuous in answering while
assuring them that information given will be remained confidential and just used for the
purpose of the stly. During data collection, any vague information was simplified by the
researcher himself to ensure exact and real answer by the responder. Completed
guestionnaires were revised by the researcher himself to ensure the completion of data
before data entryln average, questionnaire filling took aboB&-45 minutes to be

completed.

The open ended questions structured with interview questionnaire were conducted by the
researcher himself. The participants were contacted face to face, and the average period
time for the interviews was ranged frd@B-45 minutes. All of them were informed about

the purpose and the main features of this stiggeptions to this were:

a. Where respondents did not provide an answer to a question but instead used a symbol to

indicate that they wanted to miss out the question.

b. Where respondents used ftegt questionsa simply refer to the previouSuch
responses were removed due to the lack of context provided by including these in that
report but a total count of such resges was provided in the summary at the start of

each question.
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c. If respondents had given comments that were not relevant to the question. Such

comments had been removed from the response
3.12 Validity and Reliability
3.12.1 Face \alidity

The reseatwer organized the questionnaire in a way that enabled the readers to read it
easily. The layout of the questionnaire in addition to its structure and its shape was highly

professional.
3.12.2 Content validity

Content validity was a subjective estimate adasurement rather than having statistical
analysis, in order to validate the instrument used. It was done before data collection, by
sending the interview questionnaire with a cover letter to ten experts from different
backgrounds; MOH managers, acadenaiod health experts. They were asked to validate
the questionnaire in relation to study aim and objectives. Feedback was obtained from 14
experts Annex 11).All of the comments of the experts were taken into account after the
consultation of the supervisaDther general measures of validity were considered such as

standardization of implementation and being meticulous.
3.12.3 Reliability

Reliability is a condition for validity; it is about the consistency of the measurement. The
statistical test used fanternal consistency (reliability) was Cronbaétipha coefficient.
The overall value of the reliability coefficient (0.982) was considered as very good

reliability that was highly coefficient.
3.13 Data managementand analysis
3.13.1 Closed ended questins part

After data collection, the researcher reviseditherview questionnaires, coded them and
entered the data into the computer software Statistical Package of Social Science (SPSS)
program version 20. Data entry was done day by day to avoid ectexipproblems. Data
cleaning was done through checking the frequencies of all variables. The questionnaire was
analyzed by the quantitative analysis. General frequencies were done to figure the response

and missing data for each question. To examine ¢k#ionships between independent
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(categories) and dependent variables (numeric scores), inferential statistical tests were
made including independentdst and ongvay ANOVA test. The independentdst was

used to compare two means and the one way AN@/éompare more than two means.
Differences among variables were regarded as statistically significant when vh&i®

was lower than 0.05.
3.13.2 Open endedquestionspart

After completing the analysis of quantitative data, the collected qualitdat@ was
analyzed using the coding and thematic analysis approach. The data were transcribed
verbatim to facilitate analysis. All answers of open ended questions transcripts were read
many times to get a sense of the data and to review for emerging tiheowelng list was
developed and revised as data were reviewed. Data for each code were reviewed and
compared to data for other codes. Finally, the researcher identified key themes, grouped
responses by theme, then compared and resolved findings withafeslolsed questions in

interview questionnaire.

3.14 Limitations of the study

1. The crossectional design of the study had some weakness as it was liable to contextual

changes.
2. There was limited access to scientific resources as textboo&esagind journals.
3. Recurrent electricity outages limited the access hours into Internet.

4. There were difficulties of data collection because of work overload of most of

participants.
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Chapter 4

Results and Discussion

4.1 Descriptive analysis

In this chapter, the researcher certainly presented the results of the study, interpretation as
well as discussion of statistical analysis of the collected data and main findings including
descriptive analysis that presented the respondents charactémistias six domains that

were opposite of the performance evaluation of MDTs members committee for cancer
management and compares. These differences between the study variables and overall
performance scores were explored by using different analytidatist@ tests as shown
below. Moreover, the results of this study were consolidated from the responses of the
study participants and verified through interview questionnaire that consists of six
domains, whereas the last two domains were degbas opemterview questions.

Table 4.1: Distribution of participants by socicdemographicvariables (N=115)

Variables Respondents (n=115)

Categories Number %

Gend Male 111 96.5

enaer Female 4 3.5
Total 115 100%

(Mean. 44,23, +S.D.8.545)

<3040 years 33 277

Age 41-50 years 57 496
>50 years 25 21.7
Total 115 100%

_ Sing!e 2 56
Marital Status Married 112 97.4
Total 115 100%

Gaza 99 86

Address Qutside Gaza 16 14
Total 115 100%

Master degree & Highigloma 37 32.2

Qualification Board 56 48.7
PhD 22 191
Total 115 100%

(Mean 4850.26, S.D.,1726.913. Mode 6000)

< 3000 (NIS) 19 16.5

Monthly salary 30005000 (NIS) 49 42.6
>5000 (NIS) 47 40,9
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4.1.1 Characteristicsvariables

What is morethe total number of distributed interview questionnaires was 116 and the
number of respondents was 115 with a response rate of 99.1%. The distribution of
participants according to gender was as follow; 96.5% males and 3.5% females, the
percentage of femas working at AlShifa Medical Complex in three hospitals were very
small There were no any female specialist doctors in both surgical and medical hospitals
except one and three in the Obstetric and Gynecological hospital as shown in Table
4.1These findngs were inconsistent with the findings of results of the national survey
study in UK commissioned by the National Cancer Action Team (Taylor C. et al., 2009).
The latter study showed the percentage of male that was 66.8% and 33.2 for female. This
result ould refer to criteria of sampling methods and size that were selected as all HCPs (n
= 2054) in 300 hospitals in UK where the number of respondent doctors was 1093 (53%)
from total sample with a response rate of (73 %). Also these findings were inaunsiste
with the findings of results from Lamb, et al., (2010) who found the number of respondent
doctors of specialists was 61 (79%) from the total sample (77) of specialists (only the
study was for MDTs oncologists. But in my research | selected all theabgedoctors as

a systematic sample at-&hifa Medical Complex. This result could refer to changes at
MOH towards hiring female specialists and senior doctors. Such percentage of females
working at AFShifa Medical Complex in three hospitals could bieitaited to improve

work of MDTs cancer committees and enhance the cancer management characteristic that
necessitated the staffing of female senior doctors to manage female cancer patients
specially in some disciplines such as gynecological tumors, braaser care, palliative

care, thyroid cancer care, clinical oncologists, hematologists, radiologists. In addition,
these results incongruent with the findings of results from an online nationwide survey
applying a convenience sampling method in Australere caried out by Shulman,. et al.,
(2013) that found the gender balar{éé%) of respondents were female and (32%) were

male.

Regarding the age, the average age of participants w&38 4 ars, so the age of

specialists seemed to be middle age, theispet i st 6 s parti ci pad9t s aog
years old. Moreover 27.7% were less than 40 years old, 49.6 % from 41 to 50 years old,

and 21.7 % was more than 50 years old. These findings were consistent with results and
findings of Australian study wasdainly carried out by Shulman, et al., (2013) that found

the overall respondents 65% were in the more than 4ioj@age group.
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On the other hand, the older group of specialists could substantially provide the young
generation with the needed experieras this group often has the accumulated work
experiences. The highest proportion (49.6 %) was for the age group from 41 to 50 years
old, which was less than the percentage of this age group in the same study setting five
years ago, consciously, the sengpecialists were annually decreased relating to multi
factorial and issues specially the recruitment process without a new alternative one
according to the Ministry of Health report (2014). While, it was the lowest proportion of
(7%) and that was for aggroup less than 30 years old that means we asked a critical
guestion of what was about the output indicator for the post graduated medical board
programs, policy and the strategic educational plans for training and development of
medical board programs @nscholarships in MOH in GS. The results of age groups
opposed instabilityine for growth of seniority of specialists when comparing with

shortage of manpower in the same target group.

Regarding participants residency place, (86%) of participants livésara city, while it

was (7%) of those who lived in the northern Gaza Strip. In otherwise, the finding of
distribution by address were less than (1%) lived in Rafah and the same results were in
Khanyounis, while it was (5.2%) of those who lived in thedtedzone .In the other hand,

the majority of residency place were more than three quarters of participants that lived

inside Gaza and less than one quatrter lived outside Gaza

The table (4.1) also shows that the majority of participants of (97.4%) wer&dnand
(20.6%) were single.

Regarding the qualification level, the first majority of participants (48.7%) were board
specialists (having board degree), and the second majority of participants (28.7%) were
having master degree, followed by PhD which espnted (19.1%), the first minority of
participants (3.5%) were having high Diploma, consider the (Figure 4.3). This reflected an
increase in doctors specialists educational level and the positive attitudes of doctors
towards the development of their qéiaiktions and could be genuinely explained by the
different upgrading medical board programs which essentially enabled many GP doctors to
hold after bachelor degree. The high percentage of educated and qualified medical
specialists might provide opportues for the investment in cancer training programs
about the professional skills as well as performance of cancer care and more planned

human resources development.
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What is more, regarding personal monthly income for participants, (16.5%) of them earned
less than 3000 NIS, (42.6%) earned from 3000 to 5000 NIS and (40.9%) more than 5000
NIS, the average monthly income for specialist was 4850 MEglianwas (5000 NIS),

mode was 6000 NIS and SD was 1727 NIS with (5126.913).

Additionally, participants we categorized according to the place of work and by
discipline as follows; the distribution of participants was regarding to the place of work at
Shifa Medical Complex, the highest percentages of participants were working at place of
surgical hospital anthe first majority of working group wa$7.4%) the second majority

of working group was the medical hospital (22.6%), the percentages of participants
working at Obstetric and Gynecological hospital was (13.0%), the first minority working
group were bothradiological departments and pathological departments (3.5%, 3.5%)
respectively. These findings were inconsistent with the findings of results of the qualitative
study that was sensitructured (facao-face) interviews methods for twentyo MDTs
cancer rembers were carried out by Jalil, et al.,(2013) across three different hospitals in

the wider London (UK) region.

These findings were also inconsistent with the findings of results of the audit review study
and a questionnaire survey study methods famalinbers of the cancer MDTs that was an
emphasis on acknowledging the clinical needs and practical constraints of the MDTs and
fitting the system around the team workflow rather than the other way around that was
carried out by Patkar, et al., (2012) asrasthe Royal Free Hospital in London.

In otherwise, the distributed responses for each work discipline at the surgical hospital
according to specialty in the table (4.2) and Annex (3), general surgical departments were
(43.9%), chest surgery was (6.1%Q)rthopedic surgery was (7.6%d)eurosurgery was
(6.1%),Urological surgery was (12.2%)plorectal surgery was (4.5%), ENT surgery was
(9.1%), Maxillofacial surgery was (6.1%Burn and Plastic surgery, in the table (4.3) and

all surgical sukspecialties with were classified were (33.5%).
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Table 4.2: Distribution of work by multi -disciplines variables

Variables Respondents (n=115)
Categories Number %
Surgical hospital. 66 57.4%
Place of work | Medical hospital. 26 22.6 %
at Shifa Obstetric & Gynae. Hospital. 15 13.0 %
Medical Radiological departments. 4 3.5%
Complex Pathology departments. 4 3.5%
Total 115 100%
General surgery 31 46.94
Surgical Orthop.edic surgery 5 7.6
specialties Urological surgery 8 12.2
Subspeciality surgery 22 33.5
Total 66 100%
Internal medicine specialties 13 53.8
_ Hematology 5 19.2
Medical
specialties Chest 3 11.5
Oncology 4 154
Total 26 100%
Obs. & Gynae. | Opstetric & Gynecological surgery 15 100
specialties Total 15 100%
Specialist 26 22.6
Professional Senior specialist 34 29.6
levd Consultant 25 21.7
Senior consultant 30 26.1
Total 115 100.0
Head of unit 5 4.3
Head of division 2 1.7
Head of department 48 41.7
Current job Departments' director. 3 2.6
Hospital director 5 4.3
Professional practitioner 51 43.4
Total 115 100.0
(Mean 15.92 S.D.,7.566, Mode 10) years
Total years <10 vears 32 27.8
of experience 10-20 vears 59 51.3
>20 vears 24 20.9
Total 115 100.0
Years of Mean 11.03,Mode, 20, SD7.398
experience <10 vears 59 51.3
after 10-20 vears 44 38.3
specialization | >o0 years 12 10.4
Total 115 100.0
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4. 2Distribution of multi-disciplinesby professionalvariables

Theresponses for each discipline in the medical hospital according to spetitigytable
(4.2) Annex (3), were as follows: Endocrinology was (11.5%),Neurology Wa%o{GIT

and Liver was (3.8%)Dermatology was (7.7%), General medicine was (19.2%), Chest
department was (11.5%\)ephrology was (3.8%),Hematology was (19.2%) and (@aggo
was (15.4%). On the other hand, aiternal medicine specialties were (53.8%).The
responses of Obstetric ar@élynecologicalsurgery was (13%) of total discipline§his
percentageegarding theplace of work at Shifa Medical Complex was agreeableioes
extent with thediscipline of respondents findings from the national survey study in UK
commissioned by the Natial Cancer Action Team (Taylet al.,2009), anéhconsistent
with the disciplines represented by respondents findings fastralian stug that was
carried out by{ShulmanT. et al, 2013).

In addition to what was mentioned, participants were categorized according to four
professional levels as follows; the most majority regarding professional level was senior
specialist (29.6%), the seabnmajority was senior consultant (26.1%), the third
professional level was specialist (22.6%) and the last professional level was the consultant
(21.7%), These findings were inconsistent with the findings and outcofm@gstralian

study that was carriedubby Shulmanget al, (2013)thatfound that the81% (n96 of 118)

were at a consultant level. This was because the classification of these studies related to
national criteria and standards professional level (locally) from Palestinian General
Personnebnly.

Regarding the current job title, Table (4.2) shows the first majority of participants were
professional practitioners (43.4%), while the specialist MDTs members who occupied
managerial positions including (head of unit, head of division, head cdrtoegnt,
department s director, and hospital directc
of managerial position was head @pdrtment (41.7%).

According to the total years of experience, the average total work experience was for 15.92
years, ad the majority of participants (51.3%) had a total work experience ranged from 10
- 20 years, while 27.8 % of participants had a total work experience less than 10 years, and

other (20.9%) had a total workgerience of more than 20 years.
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According to he total years of experience after specialization, the average work experience
after specialization was for 11.03 years, and the majority of participants (51.3%) had a
work experience after specialization that was less than 10 years, while 38.3% of
participants had work experience after specialization ranged fron2@Q0sears, and other

(10.4%) had work experience after spdization of more than 20 years.

According to the total years of experience before working irShifa Medical Complex,

the averageotal work experience before working in-8hifa Medical Complex was 4.37
years, the first majority of participants (73.0%) had a work experience before working in
Al-Shifa MC that was less than 10 years, while (18.3%) of participants had work
experience dere working in AkShifa MC ranged from 10 to 20 years, and other (8.7%)
had work experience before working in-8hifa of more than 20 years. This might be
attributed to the benchmark and applied more other experience and skills efidoe|y

for can@r management.
4.3 Performance working related to MDTs cancer committee members

4.3.1 MDTs performance working related to variables (N=115)

Table 4.3.1: Distribution of participants according to their participation of scientific

committees as core membravhich are not-related to cancer care.

No | No. scientific c& technical committees Frequency | Percent %

1 | Non 43 37.4

2 | 1-2 committees 46 40.0

3 | 3-4 committees 17 14.8

4 | > 5 committees 9 7.9
Total 115 100.0

According to participation of scienitif committees as core member which were not related

to cancer caréTable 4.3.1) the first majority of participants (40.0%) had a participation in
scientific committees as a core member were ranged fr@ncdmmittees, while (37.4%)

of participants had rioparticipated in scientific committees, in addition (14.8%) had a
participation as a core member in scientific committees were ranged from 3 to 4
committees and other (7.9%) had a participation as a core member in more than 5
committees respectively. Catpuently, these interpretations that might be attributed and
positively supportive of the increase of the attendance rate and compliance of MDTs

cancer committee members to present and discuss the cancer cases, especially when
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showing the distribution ofgsticipants by current job title Figure 4.5, the most majority of

managerial positions were heads of departments (41.7%).

Table 4.3.2: Distribution of participants according to their participation scientific &

technical committees at the MOH that currenty participate in a month

but not-related to cancer (as a participant)(N=115).

No | No. scientific & technical committees Frequency | Percent %

1 | Non 46 40.0

2 | 1-2 committees 46 40.0

3 | 3-4 committees 12 10.4

4 | > 5 committees 11 9.5
Total 115 100.0

Regarding participation of scientific and technical committees ascammember which

were not related to cancer care (Table 4.3.2), the first majority of participants (40.0%) had
a participation as a netzore member were ranged from 1 to 2 committeedewh0.0%)

of participants did not participate as a ramre member in scientific committees. In
addition, (10.4%) had a participation as a+4tone member in scientific committees that
were ranged from 3 to 4 committees, and other (9.5%) had a partini@at a noftore
member in more than 5 committees, this interpretation that might be attributed and
positively supportive of the increase of the attendance rate and compliance of MDTs
cancer committee members to present and discuss the cancer casaallyesygesn
showing the distribution of participants by current job title. Figure 4.5 refers to the most

majority of managerial positions were heads of departments (41.7%).

4.3.2 Distribution of participants by education & training variables

Table 4.3.2.1:Distribution of participants by the number of cancer care education & training
programs that they received during the period of work (inside MOH) at the
last 5 years (N=115)

No | Educational & training programs Frequency | Percent %
at MOH
1 | Non 88 76.5
2 | 1-2 programs 22 19.1
3 | >3 programs 5 4.3
Total 115 100.0
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Distribution of participants is considered according to the number of education and training
programs that they received for cancer care during the period of work inside MOH at the
last 5 yess, the first majority was (76.5%) which illustrated participants that did not
receive any educational or training programs related to cancer management inside MOH
during the period of work at the last five years, while (19.1%) of participactived
ranged from 1-2 programs, followed by both (1.7%.,.7% ),the participants received
ranged from (34) and(5-6) programs respectivelAlso, the percentage of participants

received more than 6 training programs was less than one p@nceable 4.3.2.1

Table 4.3.2.2: Distribution of participants according to the number of cancer care education
& training programs that they received during the period of work (outside
MOH) at the last 5 years (N=115)

No | Educational & training programs Frequency | Percent %
outside the MOH
1 | Non 78 67.8
2 |1-2 programs 18 15.7
3 |34 programs 12 10.4
4 | > 5 programs 7 6
Total 115 100.0

Furthermore, regarding participants education and training programs that they received
relating to cancer care during the periddwork outside MOH at the last 5 years, the first
majority was (67.8%) that clarified that the participants did not receive any educational or
training programs related to cancer management inside MOH during the period of work at
the last five years, whilél9.1%) of the participants receiveeRl programs, followed by

both (L0.%%6, 4.3% ) respectively, the participants received Brograms and-b programs,

on the other hand, the percentage of participants received more than 6 training programs

was less tan one percenff@ble 4.3.2.p

Table 4.3.3: Distribution of participants by the research and scientific participated

previously related to oncology & cancer services (N=115)

No | No. of participated research | Frequency | Percent %
Mean = 1.52,Mode = 0, Median=0,SD=2.93
1 |Non 68 59.1
2 | 1research 11 9.5
3 | 2-3research 21 18.2
4 | >4 research 15 13
Total 115 100.0
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Moreover, regarding to distribution of participants by the number of research and scientific
participated previously related to the fietd Oncology and cancer services in Table
(4.3.3), the average of research was 1.52 papeins(SD: 2.93). Furthermore, this shows
these findings; most participants did not participate in research and scientific papers
previously, and the majority of pemtage was (59.1%), the second majority (18.2%)
participated ranging from-2 research, only (9.5%) of them participated in one paper,
while (5.2%) participated ranging from 4 to 5 research and followed by (7.8%), the last
participants group participated more than 5 research and scientific papers. Study finding
interpreted particularly, the cancer research is very poor in MOH at the Gaza Strip
especially in specialist doctors that reflected the needs of encouragement of cancer research
(Figure4.10). Inerestingly enough though, through the analysis of open ended questions of
the study, most majority of participants supported these findings and they answered, they
said about the main things needed to be improved is the cancer research by MDTs cancer

commitee and they said the main challenges or obstacles were as follows;

fiThe MDTs needed to t he cancer b a:

research, conference papers, having interactive MDTs electronic health

i mprove
information systemsMDTs videoconference, electronic database linking

cancer registry officeand electroniarchiving system

Table 4.3.4: Distribution of participants by the number of times participate in the
MDTs cancer committee meetings monthly (N=115)

No | No. of Monthly participation Frequency | Percent %

1 |1 time 38 33.1

2 |2 times 24 20.9

3 | 3times 27 23.5

4 | O times 25 22.6
Total 115 100.0

As shown in table (4.3.4) the number of times and percentage of members participated in
the MDTs meetings cancer committee monthly, thet finajority of times participated in
MDTs meetings was one time (33.1%), the second majority of times participated were 3
times (23.5%), the third majority of times participated were more than 4 times (22.6%),

while the first minority of times participatedere 2 meetings of times (20.9%).
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Table 4.4.1: Distribution of cases that are discussed monthly by different departments

No | No. of cases discussed | Frequency | Percent %
Mean = 10.73,Mode = 2,Median = 5,SD= 13.98

1 | Non cases 9 7.8

2 | 1-3 cases 15 13.0

3 | 4-6 cases 44 38.3

4 | 7-10 cases 25 21.7

S | 11-20 cases 16 13.9

6 | >20 cases 6 5.2
Total 115 100.0

4.4 Distribution of participants by cases presentation management variables

Table (4.4.1) shows the distribution of cases that were discussediyrtbntlugh different
departments in the MDTs cancer committee; the average of cases discussed monthly for
each department wd®.73with (SD: 13.98),according to tabl€4.4.1) (38.3%) was the

first majority for monthly discussed cancer cases ranged #r¢on6 cases, while (21.7%)

was the second majority for monthly discussed cases that ranged from 11 to 20
cases,(13.9%) was the third majority for monthly discussed cases ranged from 11 to 20
cases,(13.0%) was the fourth majority for monthly discusseds casged from 1 to 3
cases, followed by (7.8%) who did not discuss any cancer case monthly, finally the most
minority was (5.2%) referring to the number of cases discussedvédrat more than 20

cases monthly.

Table 4.4.2: Distribution of cancer cases thadre presented monthly by member himself

No | No. of cases discussed by yourself| Frequency | Percent %
Mean = 2.96,Mode = 0, Median = 1,SD = 4.45

1 | Non cases 36 31.3

2 | 1-3 cases 52 45.2

3 | 4-6 cases 13 11.3

4 | 7-10 cases 6 5.2

5 >10 cases 8 7.0
Total 115 100.0

Table 4.4.2shows the distribution of cases that are discussed & presented monthly by
yourself through your department in the MDTs cancer committee; the average of cases
discussed monthly by member himself for each department was 2.96 cis€Shvi4.45).
According to table (4.4.2), (45.2%) was the first majority for monthly discussed cancer
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cases were ranged from 1 to 3 cases, while (31.3%) was the second majority which refers
to the members are did not discussed any cancer case monthBfo)Mas the third
majority for monthly discussed cases were ranged from 4 to 6 cases, (7.0%) was the fourth
majority for monthly discussed more than 10 cases, finally the most minority was (5.2%)

refers to the number of cases were discussagedafiom 7o 10 cases monthly.

Table 4.4.3:Distribution of cases without discussed monthly in MDTs cancer committee

No | No. of cases managed without being Frequency | Percent
discussed in MDTs committee %
Mean = 7.55,Mode = 2, Median = 4,SD=12.12
1 Non cases 16 13.9
2 1-5 cases 8 6.9
3 | 6-10 cases 51 44.3
4 | 11-20 cases 20 17.4
S | 21-30 cases 15 13.0
6 >30 cases 5 4.3
Total 115 100.0

Furthermore, in tablel.4.3 shows the distribution of participants by cancer cases that
involved management and intervemtiononthly without presenting and without being
discussed in MDTs committee through your department. The average of cases without
discussion monthly was 7.55 with (SD: 12.12), according to {@bfe3) (44.3%) was the

first majority for monthly cancer cas leakage out of the MDTs cancer committee without
discussion ranged from 6 to 10 cases, while (17.4%) was the second majority which
referred to the leakage rate of cancer cases monthly, followed by (13.0%) refers to the
leakage rate of cases without dission that ranged from 21 to 30 cases,(6.9%)referred to

the leakage rate of cases without discussion ranged from 1 to 5 cases,(4.3%) was the most
minority of leakage rate referred to more than 30 cases. And, (13.9%) was the third

majority related to no bkage rate for any cancer cases that were monthly discussed

Table 4.4.4: Distribution of participants by cases that are discussed weekly in meeting

No | The total No. of cases that are discussed weekly by Frequency | Percent %
the MDTs cancer committee in every meeting are

Mean = 10.9,Mode = 10,Median =10,SD=7.434

1 |0-3cases 39 33.91
3 | 4-10 cases 45 39.13
4 | 11-16 cases 23 20.00
6 |>16 cases 8 6.96

Total 115 100.0
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As shown in table4.4.4 the distribution of participants by total cancer cases tvere
discussed weekly in every MDTs cancer meeting. The average cases were about 11 with
(SD: 7.43). According to (Table 4.4.4), (39.13%) was the first majority for weekly total
cancer cases that were discussed in every meeting ranged from 4 to 40wtegeas
(6.96%) of participants reported that discussed weekly more than 16 cases in every
meeting. Moreover,(20 %) of participants reported discussed weekly with range from 11 to
16 cases in every meeting, (33.91%) was found with range from no ceassseéis to three

cases, while the most minority was (6.1%)of participants reported that discussed weekly
the range from 13 to 16 cases in every meefiigure 4.14). Study finding, the average of
cases that were discussed, was not congruent with Lamb €04.3), who found more

than 15.5 cases per meeting and Taylor, et al., (2010) found the optimum number of cases
for one meeting was o6up to 150 endddquestiomse ot he
found some inconsistence with the participamfemred to as unsatisfactory number of
cases that were discussed relating to the bulk of cancer cases in each meeting especially, in

surgical hospital departments.
4.5 Distribution of participants by time case management related variables

Table 4.5.1:Distribution of cancer cases by deferred MDTs discussed & delay within
two weeks of end diagnosis (N=115)

No | Cases without discussed regardless of the reason Frequency | Percent %
for the delay within two weeks of end diagnosis

Mean = 3.96,Mode = 0, Median = 2,SD=6.23

1 | Non cases 46 40.0
2 | 1-3 cases 36 31.3
3 | 4-10 cases 18 15.6
4 | >10 cases 15 13.0

Total 115 100.0

In table4.5.], it shows the distribution of participants by deferred MDTs cancer cases and
delay without discussion within two wee&$ end diagnosisandthe average was about 4
cases monthly with (SD: 6.23). Moreover, (40.0%) of the participants reported monthly
cancer cases that were not referred to after two weeks from the end of diagnosis, while the
first majority of the participats were reported to be (31.3%) relating to cancer cases that
were referred or delayed after two weeks from the end of diagnosis with range from 1 to 3

cases monthly, followed by both range from 4 to 10 and more than 10 cases were monthly
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delayed in samegucentage that was (15%.6, 13 %) respectively, while the most minority
of delayed cancer cases after two weeks of end diagnosis was (2.6%) ranging from 7 to 10

cases

Table 4.5.2: Distribution of participants by delayed intervention after two weeks two
weeks of making decision(N=115)

No | Cases delayed the implement the MDTSs surgical / medical Frequency | Percent %
intervention after two weeks from discussed

Mean = 5, Mode = 0, Median = 2,SD=12.42

1 | Non cases 44 38.3
2 | 1-3 cases 41 35.7
3 | 4-10 cases 20 17.4
4 >10 cases 10 8.7
Total 115 100.0

In table 4.5.2 shows the distribution of participants by delayed cancer cases that are
involved to implement the MDTs surgical / medical intervention decisions after two weeks
of discussion in MDTs cancer conttee the average was about 5 cases monthly with (SD:
12.42). Moreover, the first majority was (38.3%) of the participant were reported monthly
cancer cases that are not delayed the implement intervention after two weeks of discussion
in MDTs cancer commige, while the second majority of the participant were reported
(35.7%) of cancer cases that delayed after two weeks from the end of discussion and
making decision with ranged from 1 to 3 cases monthly, followed by (17.4%) was reported
the ranged from 4 t@0 cases monthly delayed, (8.7%) was reported more than 10 cases
monthly delayed respectively, while the most minority of delayed cancer cases after two
weeks from the end of discussion and making decision was (7.0%) raoged fito 10
cases.Interestingy, through the analysis of open ended questions of the study most
majority of participants that agreeable with these findings and they supported, they said
about the main things need to be improved to prevent of delay the implementation for
cancer caseshat discussed by MDTs cancer committee and taken the decision and

recommendation for surgical or medical management as following;

AAIl specialists of departments dealing with MDTs cancer committee decisions as
urgent operations and immediately procedurasdome challenges and obstacle need
to be improved such as lack of cancer treatment resources locally; shortage of some
importance treatment facilitiethe referral abroad system and referral obstacles that

lead to increase leakge rate without MDTs dissgion andincreases waiting time
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Table 4.5.3: Distribution of participants by the time factor expected to implement the

MDTs cancer decisions & recommendations after discusséN=115)

No | Time expected in day4o implement the decision Frequency | Percent %
&recommendation after discussing the case
Mean = 8.87,Mode = 7, Median = 7,SD = 8.31
1 | 0-5days 44 38.3
2 | 6-10 days 53 45.1
3 |11-14 days 12 10.4
4 | >14 days 10 8.7
Total 115 100.0

I n table 4.5.3
implement the MDTs cancer decisions and recommendations after discussing the case the

shows t he ntifastdr expdetedtin days to o f
average was near to 9 days with (SD: 8.31). Moreover, the first majority was (45.1%) of
the participants that were reported ranged from B0tdays to implement the intervention
after discussion in MDTs cancer committee. While, the second majority of the participant
was reported (38.3%) ranged from immediately to 5 days for implementation of the
intervention of cancer cases, followed by (20)4hat were reported and ranged from 4 to

6 days .In otherwise, the most minority for implementation of the intervention of cancer
cases after discussion were reported (8.7%) and consumed more than 14 days for
implementation of the intervention of can@ases after discussion, (Figure 4.17). Study
finding was congruent with the international cancer waiting time management according
different previous studies such as, Victorian cancer services as outlined in Clinical
Excellence in Cancer Care (DHS,2007udy of (NHS,2010), and (Lamb B. et al., 2012).
Interestingly, Study finding that was inconsistent with Patkar, et al., (2011) who found time
to intervention (29.6 days versus 42.2 days). Study finding of cancer time of intervention

referred to good resugliabout this outcome indicator reldt® MDTs cancer committee.

Table 4.5.4: Distribution of participants by weekly MDTs cancer meeting in hours

No | The weekly meeting of the MDTs cancer Percent %

committee meeting in hours are
Mean = 2.3,Mode = 2, Median = 2, SD = 0.512

Frequency

1 |1 hour 12 10.4
2 | 2 hours 88 76.5
3 | >2hours 15 13.1

Total 115 100.0
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The table 4.5.6 shows the distribution of participants by weekly MDTs cancer meeting in
hours, the average was two and half holMsreover,the first majority was 76.5% with

(SD: 0.512) of the participants that were reported 2 hours, while (13.1%) was the second
majority of the participants that was reported (38.3%). In otherwise, the most minority was
(10.4%)of the participants that report@dre than 2 hours (Figure 4.19). Study finding was
congruent with Taylor, et al., (2012) who asked about the optimum number of cases
discussed in each meeting, that found A third of team members (37%) stated the optimum
number of cases their MDT could diss in a single meeting was-256, but an equal

proportion (36%) stated that the opti mum c a

Table 4.5.5: Distribution of participants by time factor to prepare the cases before

discussed at every meeting

No | Time needed to prepare casddse discussion | Frequency | Percent %
Mean = 26.25,Mode = 30,Median = 20,SD = 23.83
1 | <30 minutes 89 77.4
2 | 30-60 minutes 19 16.5
3 | >60 minutes 7 6.1
Total 115 100.0

Regarding time period that was taken to prepare the cancer cases betmsialsat every
meeting that might influence the time of case management process. The average was 26
minutes (SD: 23.83), shown in (Table 4.5.4). Study results found that most of participants
(77.4%) reported the time preparation before meeting was lass3 minutes, while
(16.5%) reported the time preparation, before meeting, was from 30 to 60 minutes,
followed by the most minorities of (6.1%) that reported the time preparation before
meeting and that was more than 60 minutes, (Figure 4.20). Studpdimdis congruent

with Lamb, et al., (2013) who found a third (35%) of team members that stated they spent
more than 30 minutes preparing for each meeting, and a quarter (26%) spent ranged from
30 to 60 minutes, MDTs coordinators reported spending mo#teofime preparing for
meetings (90%) spend more than 90 minutes preparing for each meeting, the majority of
other disciplines were most likely to report spending betwe&@ thinutes preparing for

each meeting. Interestingly, through the analysis of areted questions of the study
most majority of participants that were agreeable with these findings that they supported.

They said about the main things needed to be improved concerning the preparation before
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discussion of the case in (pmeeetings stagedf MDTs cancer committee and the main

challenges or obstacles as follows;

iThe MDTs was needed to be i mprovneeingor prepeze
stage, having comprehensive agenda list and MDTs patients list circulated prior meeting,

prepardion of unified protocols to ensure all patients that should be discussed

Table 4.5.6: Distribution of participants by time of discussion for each case per
minute during MDTs cancer meeting

N Time takes to discuss one case per minute. e ey Peg/f):ent

Mean = 15.53,Mode = 10,Median = 15,SD= 13.45

1 < 10 minutes 55 47.8
2 | 10-20 minutes 32 27.8
3 | >20 minutes 28 24.3

Total 115 100.0

Regarding time period, it was taken to discuss one cancer case during the MDTs cancer
committee meeting that ight influence on the time case management process for the
average that was 15.5 minutes with (SD: 13.45) shown in (Table 4.5.5). Study results
found that most of participants (47.8%) reported the time of discussion for each case
during meeting was lessah 10 minutes, while (27.8%) reported the time of discussion for
each case during meeting was from 10 to 20 minutes, followed by the most minority
(24.3%) that reported the time of discussion for each case during ghdsinwas more

than 60 minutesMoreover, Study finding was not congruent with Lamb, et al., (2013)
prospective study was for one year, who found the range of time per case for each meeting
to be (85%) of total cases that were discussed in less than 3 minutes. Interestingly, through
the anasis of open questions of study most majority of participants that were agreeable
with these findings, but some of them reported the main challenge of time related to the

cases that were discussed and what tieeded for improvement thag follows;

Sonetimes, longer meetings and some types of cancer cases needed more time for
discussion relating to complicated issues or debate to reach final professional
diagnosis In otherwise, there were: poor diagnostic and work for cancer cases
before discussion thaaused the loss of time such as; insuffictiate in patient
records control of the assembly and management discussion as well as lack of

attendance of MDTs cancer core members that
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Table 4.5.7: The performance related twasegresentationdynamics of multi-

disciplines of MDTs cancer committee members by place of work

Disciplines
Place of work in Al-Shifa Medical © -*g EW | © o 0
Complex and performance £ ] a7 | 89| 2 o
] o — ) > :
disciplines > <8 | 8| 28| B« _
>% | B 45|58 |2 £
Do | 35 mg | 8° | £ o
< ) O < o ©
s o
Number of times you Freq. 160 46 28 14 16 264
e e oty mean | 243 | 184 | 186 | 2.8 | 4 2.3
T_he number of cases that are Freg. 759 184 49 120 122 1234
discussed monthly through
your department in the MDTS|  mean | 115 | 7.36 | 326 | 24 | 305 | 10.73
cancercommittee
The number of cases that are
discussed & presented Freg. 192 66 17 31 34 340
monthly by yourself through
your department in the MDTS|  mean | 2.9 264 | 113 | 62 | 85 | 295
cancer
Thenumber of cancer cases
that are involved your Freq. 285 339 68 125 51 868
management / intervention a
month without presented &
without being discussed in 12.7
MDTSs committee through mean 4.32 13.56 4.53 25 5 7.55
your department
The number of canceases
that are deferred discussed & Freq. 166 130 48 70 40 454
not presented to the MDTs
cancer committee regardless
of the reason for the delay
within two weeks of end mean 2.51 5.2 3.2 14 10 3.95
diagnosis
The number of cancer cases
that are involvedo
implement the MDTs Freq. 213 256 27 37 44 577
surgical / medical
intervention decisions after
two weeks of discussion in mean 3.23 10.24 1.8 7.4 11 3.02
MDTs cancer committee
The time expected in days to
implement the MDTs cancer Freq. 614 304 137 28 37 1020
committee decisian&
recommendations after mean 9.30 12.16 9.13 5.6 9.25 8.87

discussing the case
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4.6 The performance related to cases presentation dynamics of mulfisciplines of

MDTs cancer committee members by place of work.

Regardingtable (4.5.7), there were cases presentation variables for-dradiplines of

MDTs cancer committee members by place of work in the Shifa Complex that reflected the
performance of MDTs activities. Regarding the average of participation for MDTs cancer
members, there were 2.43 times per month in the surgical hospital, but in the medical
hospital, it was the lowest finding 1.84, also the Obstetrics and Gynaecology, the average
of participation was low of 1.86 times per month. Moreover, the average afijeation in
radiological departments was 2.8 times per month, the average of participation in
pathological departments was the highest of 4 times per month, the total average of

participation in MDTs cancer case monthly was moderate (2.3).

Moreover, regaling the monthly average of case presentation of department for MDTs
cancer members, it was the most bulk in the surgical hospital of 11.5 cases that were
discussed monthly, but in the medical hospital, it was 7.36, also the Obstetrics and
Gynaecology hqgstal, the average of case presentation was the lowest of 3.26 cases per
month. Moreover, the average of case presentation in radiological departments was 24
cases per month. The average of case presentation in pathological departments was the
highest to each 30.5 cases per month. The total average case presentation in MDTs cancer

committee monthly was (10.73) that were presented.

Regarding table (4.5.7), the monthly average of case presentation rate for MDTs cancer
members, it was the most bulk in thegaal hospital of 2.9 cases that were discussed by

the member himself monthly, but in the medical hospital, it was 2.64, also in the Obstetrics
and Gynaecology hospital, the average case presentation by members themselves was the
lowest of 1.13 cases peronth. Moreover, the average of case presentation by the member
himself in radiological departments was 6.2 cases per month; the average of case
presentation in pathological departments was the highest of 8.5 cases per month. The total
average case presahbn by member himself in your department in the MDTs cancer
committee monthly was around (3) cases that were presented by the member himself.

Furthermore, In table 4.5.7 shows the average of leakage cases without presentation by
disciplines monthly in NDTs cancer members in the surgical hospital, it was 4.32 cases
monthly, but in the medical hospital, the leakage case number was 13.56 per month

without presentation, also the Obstetrics and Gynecological hospital, the leakage of cases
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without presentatioty MDTs cancer was the lowest of 4.53 cases per month. Moreover,
the average leakage of cases without presentation in Radiological departments was 25
cases per month; the average leakage of cases without presentation in Pathological
departments was thedtest of 12.75 cases per month. The total average leakages of cases
without presentation in the MDTs cancer committee monthly was for (7.55) cases that were

not presented.

Regarding the table (4.5.7), the average of delay of case presentation that edkanor

two weeks after the end of diagnosis by disciplines monthly for MDTs cancer members in
the surgical hospital was for 2.51 delayed cases monthly, but in the medical hospital the
delay case presentation was for 5.2delayed cases per month, also tb&idSband
Gynaecological hospital had a delay of case presentation by MDTs cancer that was for 3.2
cases per month. Moreover, delayed case presentation rate that was in radiological
departments was the highest of 14 cases monthly, the delayed casdapogsen
pathological departments was for 10 cases per month. The total average delayed case
presentation in the MDTs cancer committee after the end of diagnosis was more than two

weeks monthly and was around (4) cases.

Regarding the average of delay caservention was more than two weeks after end of
case presentation by disciplines monthly for MDTs cancer members. The average in
surgical hospital was 3.23 delayed intervention cases per month, but in the medical hospital
the average of delayed intertiem was 10.24 delayed cases per month, also the average in
Obstetrics and Gynecological hospital delayed intervention by MDTs cancer was the 1.8
cases per month. Moreover, the average of delayed intervention that was in radiological
depart mentaSes pewmath. The Average delayed intervention in pathological
departments was the highest of 11 cases per month. Totally, the total average of delayed
intervention in the MDTs cancer committee was more than two weeks after presentation

monthly and was 8ases.

In table 4.5.7 shows the average of total expected time of days for implementation of
decision after case presentation by disciplines for MDTs cancer members in the surgical
hospital was 9.30 days, but in the medical hospital the average ofeiqatted time
implementation of decisions after case presentation was 12.16 days, also in the Obstetrics
and Gynecological hospital, the average was 9.13 days. Moreoventdheverage of

expected time implementation of decisions after case presentatigpathological
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departments was 5.6 days, the average of total expected time implementation in
pathological departments was 9.25 days. The total average expected time implementation
of decisions after case presentation by MDTs cancer committee was egrouad 9

days after the cancer case discussion.

On the other hand, through the analysis of study findings by open ended questions, the
majority of participants was consistent with these findings and results in this table (4.5.6),
they are reported asdhmain things that affected case presentation process variables of
MDTs cancer committee work effectively and the main challenges or obstacles were as

follows;

AMany of Dbarri er s agegresentatoh precesg theswoklbale ct e d
and shortagef manpowerthe nature of diseasaoninvolvement of cancer patients

in MDTs cancer meetingOn the other hand, political conditionsshortage of

diagnostic materials and suppliesancer waiting time in referral abroad;

4.6.1 The performance related t@ases presentatiomlynamicsvariables in surgical
hospital

Table (4.5.8) shows the cases presentation variables in surgical hospital departments of
MDTs cancer committee members that reflected the performance of MDTs activities.
Regarding the average oénpicipation for MDTs cancer members, it was 3.09 times per
month in the general surgical departments, but in the Orthopedic departments, it was one
time per month, also in the Surgical specialties and subspecialists departments the average
of participation was 2.4 times per month. Moreover, the average of participation in
Urology departments was 2.37 times per month, the total average of participation of MDTs

cancer case monthly in surgical hospital was moderate of (2.45) times.
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Table 4.5.8:The paformance related to cases presentation dynamics variables

in surgical hospital

— N L 0 © )
. . . sl | T e ~ ©
Place of work in Al-Shifa Medical o > 8~ |35 & —
Complex and performance disciplines 8 S| < 58% e g
2| O @ 5 =
Number of times gu participate in | Freq. 99 5 37 19 160
the MDTs committee monthly mean 3.09 1.76 237 245
The number of cases that are Freq. 618 12 59 70 759

discussed monthly through your
department in the MDTs cancer mean | 193 | 24 | 28 | 875 | 115
The rumber of cases that are Freg. 124 2 37 29 192
discussed & presented monthly by
yourself through your department in
the MDTs cancer

The number of cancer cases that ar
involved your management / Freq. 144 12 90 39 285
intervention a month without
presented & without being
discussed in MDTs committee mean 4.5 24 4.29 2.88 4.32
through your department

The number of cancer cases that ar
deferred discussed & not presented
to the MDTs cancer committee
regardless of the reasdor the delay mean 2.12 0.8 3.62 2.25 2.52
within two weeks of end diagnosis
The number of cancer cases that ar
involved to implement the MDTs Freq. 110 4 79 20 213
surgical / medical intervention
decisions after two weeks of

mean 3.88 0.4 1.76 3.26 291

Freq. 68 4 76 18 166

discussion in MDTs cancer mean 3.44 0.8 3.76 2.5 3.23
committee

The time expected in days to

implement the MDTSs cancer Freq. 267 95 119 133 614

committee decisions &

recommendations after discussing TR 8.34 19 5 66 16.6 9.30
the case ) ) ) )

In table 4.5.8shows the average of case presentation by department monthly for MDTs
cancer members, it was the most bulk in the general surgical departments and was the
highest of 19.3 cases discussed monthly, but in the Surgical specialties and subspecialists
departmets, it was 2.4, also in Urology departments, it had the average of case
presentation that was 8.75 cases per month. Moreover, the total average of case
presentation in MDTs cancer committee monthly in Surgical hospital was (11.5) cases that

were presented.
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In otherwise, regarding the average of case presentation by the member himself monthly
for MDTs cancer members, it was the most bulk in the general Surgical departments of
19.3 cases discussed by the member himself monthly, but in the Orthopedic defsaitme

was the lowest of 0.4, also in the Surgical specialties and subspecialists departments the
average of case presentation by the member himself was 1.76 cases per month. Moreover,
the average of case presentation by the member himself in Urologstrdepis was 3.26

cases per month. Totally, the total average of case presentation in surgical hospital by the
member himself related to the relevant department in the MDTs cancer committee monthly

was around (3) cases that were presented by the memisaifhim

Regarding table 4.5.8, the average of leakage cases without presentation by disciplines
monthly in MDTs cancer members in the surgical hospital, the average in the general
Surgical departments was the highest of 4.5 cases monthly, in the Orthopealitrents

the average of leakage of cases was the lowest of 2.4 cases per month without
presentation. Also in the Surgical specialists and subspecialists departments the average of
leakage cases without presentation by MDTs cancer was 4.29 casesfierMuaoeover,

the average of leakage cases without presentation in Urology departments was 2.88 cases
per month. Totally, the total average leakage of cases without presentation in the MDTs

cancer committee at the medical hospital monthly was (4.32) ttedaesere not presented.

Furthermore, in table 4.5.8 regarding the average of delay of case presentation, it was more
than two weeks after the end of diagnosis by disciplines monthly for MDTs cancer
members in the Surgical hospital. The average in timerge Surgical departments was

2.12 delayed cases monthly, in the Orthopedic departments the average of the delay of case
presentation was the lowest of 0.8 delayed cases per month. Also in the Surgical specialists
and subspecialists departments the averdglelay of case presentation by MDTs cancer

was the 3.62 cases per month. Moreover, the average of delayed case presentation in
Urology departments was 2.25 cases per month. The total average of delayed case
presentation by the MDTs cancer committeethe Surgical hospital after the end of

diagnosis more than two weeks monthly was (2.52) cases.

In table 4.5.8, regarding the average of delayed case intervention of more than two weeks
after the end of case presentation by disciplines monthly for MDicecanembers in the
general surgical hospital, the average in the general Surgical departments was the highest

of 3.44 delayed intervention cases per month. In the Orthopedic departments the average of
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delayed intervention was 0.8 delayed cases per mamtthe Surgical specialists and
subspecialists departments the average of delayed intervention by MDTs cancer committee
was 3.76 cases per month. Moreover, the average of delayed intervention was in Urology
departments of 2.5 cases per month. Totallyd#lay of intervention by the MDTs cancer

committee was more than two weeks from presentation monthly and it was (3.23) cases.

In table 4.5.8, regarding the average of total expected time of days for implementation of
decision after case presentation hgcgplines in MDTs cancer members at the Surgical
hospital, the average in the general Surgical departments was 9.30 days. In the Orthopedic
departments the average of total expected time implementation of decisions after case
presentation was 19 days. 8Jsn the Surgical specialists and subspecialists departments
the average was 5.66 days. Moreover, the average of total expected time implementation of
decisions after case presentation in Urology departments was 16.G daystal average
expected timemplementation rate of decisions after case presentation by MDTs cancer

committee in the Surgical hospital was very well 9.30 days after the cancer case discussed.

Table 4.5.9:The performance related to cases presentation dynamics variables in

Medical hospital

>‘ ~
558 | 8 |/ £]8
Place of work in Al-Shifa Medical Complexand S5 cad S ) 3 ? =
performance disciplines g g 89 g ~ § 2 [
(5 3 & % S O e

Number of times you participate in the MDTs Freg. 18 7 15 5 45
committee monthly mean | 1.38 1.4 3.75 1.25 1.8
The number of cases that are discussed monthll  Freq. 54 37 71 21 183
through your department in the MDTs cancer
committee mean 4.15 7.4 17.75 5.25 7.32
The number of cases that are discussed & Freq. 13 6 a1 5 65
presented monthly by yourself througbuy
department in the MDTs cancer mean 1 12 10.25 1 3.36
The number of cancer cases that are involved Freq 140 120 63 10 233
your management / intervention a month witho
presented & without being discussed in MDTS | ean 10.7 24 15.75 25 9.32
committee through your department /
The number of cancer cases that are deferred
discussed & not presented to the MDTs cancer Freq. 34 43 a7 6 130
committee regardless of the reason for the dela] mean 261 8.6 11.75 15 5.2
within two weeks of end diagnosis
The number of cancer cases that are involved t( Freq. 31 3 217 5 256
implement the MDTSs surgical / medical
intervention decisions after two weeks of mean 238 06 54 5 1.95 10.2
discussion in MDTs cancer committee 4
The time expeted in days to implement the Freq. 104 32 42 24 202
MDTs cancer committee decisions &
recommendations after discussing the case mean 8 6.4 10.5 6 8.08
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4.6.2 The performance data related to cases presentatictynamics variables in

medical hospital

Table4.5.9, clarifies the cases presentation variables in the Medical hospital departments

of MDTs cancer committee members that reflected the performance of MDTs activities.

Regarding the average of participation for MDTs cancer members, it was 1.38 times pe
month in the general Medicine and Medical specialists departments, in the Hematology
department, it was 1.4 times per month, also in the Oncology department the average of
participation was 3.75 times per month. Moreover, the average of participataresh
department was 1.25 times per month. The total average of participation of MDTs cancer

case monthly in surgical hospital was low of (1.8) times per month.

In table 4.5.9 shows the average of case presentation by department monthly for MDTs
cancer mmbers in the Medical hospital departments, the average of case presentation by
department in general Medicine and Medical specialists departments, it was 4.15 cases
discussed monthly. In the Hematology department, there were 7.4 cases. Also in the
Oncologydepartment the average of case presentation was the highest of 10.25 cases per

month.

Moreover, the average of case presentation in Chest department was 5.25 cases. The total
average of case presentation by MDTs cancer committee monthly in Medicabhhossit

(7.32) cases that were presented.

In table 4.5.9, regarding the average of case presentation rate by the member himself
monthly in MDTs cancer members at the Medical hospital departments, the average of case
presentation by department in generaldMdae and Medical specialists departments was

one case discussed by the member himself monthly. In otherwise, in the Hematology
department, there were 1.2 cases, also in the Oncology department the average of case
presentation bthe memberhimself was tk highest of 10.25 cases per month. Moreover,

the average of case presentation by the member himself in Chest department was one case

per month.

The total average of case presentation in Medical hospital by the member himself related to

the relevant deptanent in the MDTs cancer committee monthly was around (3.36) cases.
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Regarding the average of leakage case without presentation by disciplines monthly for
MDTs cancer members at the Medical hospital. The average in the general medicine and

medical specialts departments was 10.77 cases monthly.

In otherwise, table 4.5.9 clarify the Hematology department the average of leakage cases
was the highest of 24 cases per month without presentation. Also, in the Oncology
department the average of leakage cases withesentation by MDTs cancer was 15.75
cases per month. Moreover, the average of leakage cases without presentation in Chest
department was 2.5 cases per month. The total average leakage cases without presentation
in the MDTs cancer committee at the Medihospital monthly was (9.32) cases that were

not presented.

In table 4.5.9 , regarding the average of delayed case presentation, there were more than
two weeks after end of diagnosis by disciplines monthly for MDTs cancer members in the
Medical hospital The average in the general medicine and medical specialties departments
was 2.61 delayed cases monthly. In otherwise, in the Hematology department the average
of the delayed case presentation was 8.6 delayed cases per month. Also in the Oncology
departmat the average of delayed case presentation rate by MDTs cancer was the 11.75
cases per month. Moreover, the average of delayed case presentation cases in Chest
department was the lowest one 1.5 cases per month. The total average of delayed case
presentatn in the MDTs cancer committee at the Medical hospital after the end of

diagnosis more than two weeks monthly was (5.2) cases, (Figure 4.24).

In table 4.5.9, regarding the average of delayed case intervention more than two weeks
after end of case presatibn by disciplines monthly for MDTs cancer members in the
Medical Surgical hospital, the average in the general medicine and medical specialties
departments was 2.38 delayed intervention cases per month. In otherwise, in the
Hematology department the amge of delayed intervention was the lowest of 0.6 delayed
cases per month. In the Oncology department the average of delayed intervention by the
MDTs cancer committee was the highest of 54.25 cases per month. Moreover, the average
of delayed interventiom Chest department was1.25 cases per month. Totally, the average
of delayed intervention in the MDTs cancer committee more than two weeks from

presentation monthly was (10.24) cases.

In table 4.5.9 shows, the average of total expected days for impleimertatdecision

after case presentation by disciplines for MDTs cancer members in the medical hospital,
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the average in the general medicine and medical specialties departments was 8 days. In

otherwise,

in the Hematology department the average of totalcexped

dayods

implementation of decisions after case presentation was 6.4 days. In Oncology department

the average was 10.5 days. Moreover, the average of total expected time implementation of

decisions after case presentation in Chest department was 6ualy, Ehe total average

expected time implementation of decisions after case presentation in MDTs cancer

committee at the Medical hospital was very well around 8 days after the cancer case

discussion.

Table 4.6:Distribution of performance variables related to MDTs cancer committee

members
2
; 9] to some| Don't
No Variables % yes | No | o | know | Mean
Are there cancer cases which discussed in M
meeting disappear or difficult to tracking befd No | 32 | 28 30 25
1. | completion the follow up implementation 2.45
MDTs recommendains & decisions within twc
weeks from the date of discussion % | 27.8| 243 | 26.1 | 217
Are there cancer cases postponed after Fakin No | 19 53 26 17
the MDTSs decisions / action plan for surgical
2. o : 2.36
medical intervention more than two weeks aft
discussed from your department % | 16.5| 46.1| 22.6 | 14.8
Are ther_e cancer cases not taklng afinal deciy no | 9 57 31 18
3 for medical or surgical intervention by the 250
" | MDT's work after two weeks from discussed i '
MDTs cancer committee % | 78| 496 | 270 | 157
Cancer cases taken recommendations by MD N 42
after discussing that needs further diagnosis 0 23 39 11
4. | more instigations(Investigations are insufficier 2.17
before making a final decision to determine th .
pathway/ action plan of the cancer ragement | % | 36.5| 20.0 | 33.9 | 9.6
Are your participation in the MDTs cancer No | 65 15 28 7
5 committee helped to develop the regulations ¢ 1.80
" | protocols of work for cancer cases manageme '
in your department % | 56.5| 13.0| 243 | 6.1
The time allocated for each weekly meeting of No | 24 | 50 37 4
6. | MDTs cancer committee enough to discuss a 1.96
cases % | 20.9| 435| 322 | 35
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4.7 Performance variables related to MDTs cancer committee

Regarding leakage rate of cancer cases implementie &DTs cancer committee and
tracking systems after discussion and decision making, more than a quarter of (27.8%) of
participants answered that the difficulty was in tracking and disappearance of cases before
completing follow up of implementation of MBTrecommendations and decisions within

two weeks from the date of discussion as shown in (Table 4.6). This was followed by
(26.1%) of participants that reported that, to some extent, there was difficulty in tracking
systems in the same area. On the otl@rdhthese answers were completely congruent
with many answers of participants through the analysis of open ended questions in
interview questionnaire. In addition, when participants were asked about the reason of
leakage and nature of cases that disagpedrom MDTs cancer committee without
completing the treatment and what were the main pillars for how to improve the MDTs
committee work effectively and the main challenges and obstacles. The respondents

provided the answers of open ended questions tosighese findings as follows;

AThe MDTs needed to improve the tracking
tracking, arrangement for follow up of cancer patients post clinical decisions,
recommendation and feedback after MDTs cancer committee clinical ascisio
that needed to be improvedin otherwise, the reason of leakage cases was

related to seeking the cancer patient and family to take the referral letter abroad.

Regarding postponement of cancer cases after taking the MDTs decisions and action plan
for surgical or medical intervention more than two weeks after discussion for each
discipline, (46.1%) of participants reported that there was no postponement for cancer
cases. That was after taking the MDTs decisions for surgical or medical intervention more
than two weeks and after discussion, while around quarter of (22.6%) of participants
answered to some extent that (16.5%) of participants said that they had cancer cases that
were postponed after taking the MDTs decisions and action plan for more thareéks

and after MDTs cancer committee discussion as shown in (Table 4.6). Considering the
analysis of open questions and asking the participants about the reason and nature of cancer
cases that were postponedd despite having most of the participardaaurred with the

view that their departments had postponed cancer cases after taking the MDTs cancer
committee decisions for more than two weeks, most of them confirmed that some cancer
cases discussion in MDTs cancer were postponed and they providethotatial reasons

for these answers as follows;
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AThe MDTs cancer cases were postponed after
medical decisions related to many challenges and obstacles; lack and shortage of
treatment, resources and surgical facilitisach as availability of ORs tables, better

availability of chemotherapy especially the 2nd and 3rd line chemotherapy, no
availability of radiotherapy locally in GS, lack of radioiodine therapy, lack of isotope,

X-ray endoscopic capsulated treatment, laufk palliative care locally, all of them

negatively affected the implementation of the surgical and medical treatment
recommended by MDTs decisions before two weeks.

Regarding cancer cases that did not take final decisions for medical or surgical tierven

by MDT's cancer committee work after two weeks from discussion, Table 4.6 shows that
around half of participants (49.6%) stated that they took the final decisions for medical or
surgical interventions by MDTs cancer committee within two weeks witdelay or
postponement of decisions after discussion of the cancer cases with MDTs members. This
finding may imply the efforts and endeavors of MDTs to adopt the decisions and
recommendations during MDTs discussion process itself to have the final decisions
making for each case through the end of MDTs cancer committee medfiogver

more than a quarter of (27.0%) of participants answered that there were cancer cases that
were not taking the final decision for medical or surgical intervention by the Midirls

after two weeks of discussion. This finding was somewhat consistent with analysis of open
ended questions and asked the participants about the reason and nature of cancer cases that
were postponed, despite the fact that some of the participants@mhaiith the view that

their departments had some cancer cases that did not take the final decisions after two

weeks of discussion and they provided these answers;

AnThe MDTs cancer cases did not take the fi
intervention by the MDT's work after two weeks from discussion in MDTs meetings

related to many challenges and obstactgh as the nature of cancer tumor, lack of or

insufficient optimal work up and diagnostic procedures lack of time and no attendance of

some MDE cancer core members; Additionally, the cancer patients did not attend to

compl ete the diagnostic procedures according

Consider cancer cases need for more and further investigations related to insufficient
diagnostic redis by MDTs cancer recommendations after discussion in the meeting before
making a final decision to determine the pathway or action plan of the cancer management.

More than a third of (36.5%) of participants stated that MDTs cancer cases needed more
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invedigations related to insufficient diagnostic results before making a final decision to
determine the pathway or action plan of the cancer management. Moreover, more than a
third of (33.9%) of participants responded to some extent to the same questiamiognce

that as shown in (Table4.6). These findings seemed to be unsatisfactory and may reflect
many aspects related to MDTs cancer case management and making the final clinical
decision process which was influenced by preparedness of diagnostic proceduti@ssa

would affect the standards of cancer waiting and time management and the period of time
intervals between diagnostic and treatment of cancer case during cancer care journey. It is
worth mentioning that there were sufficient and complete investigatwith work
diagnostic procedures that were appropriate according to international guidelines and
protocols. All of this would help make the right final clinical decision and early action plan
on the right time for cancer patients management procdssesyse this was the main
fundamental roles of MDTs cancer to improve their performance effectively, "rapid
diagnosis with rapid treatment”. Therefore, this finding was completely consistent with
analysis of open ended questions about how to improve BiEsMancer that was working
effectively and what were the main challenges and obstacles and asked the participants
about the reason and nature of cancer cases in that the respondents supported these findings

and provided them by these answers as follows;

fiThe MDTs cancer committee needed to improve the attendance of senior subspecialties,
improvement of the preparation adherence to  protocols and guidelines establishing
technological integration diagnostic tracking systems connected with multidiscipline
teams such as PACS and PAS radiological system, Additionally, shortage of important

diagnostic materials, long waiting time for some diagnostic results

Regarding participation in the MDTs cancer committee, it helped develop the regulations
and protocda of cancer work. More than half of (56.5%)of participants reported that their
participation in the MDTs helped develop the regulations and protocols of work for cancer
cases management in your department. Study result was consistent with from the national
survey study in UK commissioned by the National Cancer Action Team Taylor, et al.,
(2009) who found that 78% of MDT members received support to develop the regulations,
protocols and skills associated with effective team working in your department. Anothe
congruent finding was Chirgwin, (2010) revealed that about 58.3 % of participants reported
positive perception towards the MDTs support and helped in practice and regulate the

protocols of cancer work. On the other hand, about a quarter (24.3.1%)ioppats$ in
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my study findings answered that to some extent with the participation of MDTs that there
were no help to develop the regulations and protocols of cancer work in your departments.
This finding was somewhat consistent with analysis of open emaestions about how to
improve the MDTs work protocols and what were the main challenges and obstacles in

most of areas related to that matter. Participants supported these findings as follows;

iMDTs cancer commi ttee needttIleamingi ompideove t he
external experts, advanced education of subject area, need to establish regular updating

local policies for cancer patients and treatments, support responsibilities, roles of team
members, clinical credibility; improve the clinicaliltkand the main challenge was the

lack of lectures for doctors, we need new updating, trained and unified protocols for

cancer management that reference by MDTs cancer comndittee.

Regarding time allocation for each weekly meeting of MDTs cancevast enough to
discuss all cases. Participants were the most likely ones that want more time allocated for
each meeting because the time was not enough to discuss all cases and there was a need for
more time. (Around 44% of participants said yes, 32% sagbie extent, only 21% said

no). Study result was consistent with the national survey study in UK commissioned by the
National Cancer Action Team Taylor, et al., (2009) who found that 98% of MDTs cancer
members needed allocated protected time by survdy(B2%) needed more time for
discussion of the cancer cases in the meetings by open questions. In otherwise, study
finding was inconsistent with the findings of results from the guantitative online national
survey in UK that was carried out by Jalil, et #2013) that found only 8% had lack of

time. Anyway, these findings were completely consistent with analysis of open ended
guestions in my study about how to improve the MDTs cancer and what were the main

challenges and obstacles, most of participampated these findings as the follows;

AMDTs cancer committee needed more time allo
cancer committee to discuss all cases to improve the MDTs cancer committee work, also

it needed good timkeeper that makes best useawvéilable time, best technology having

real time data collection and time for discussing the cancer cases in MDTs cancer
meetings, good timekeeping support and it gave enough time to enforcement of good

clinical decisioamaking and case management.
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Table 4.7.1 Distribution of performance variables related to MDTs cancer indicators

to .
No Variables Fr | yes | No | some Er?gmt/ Mean
extent
. o No | 25 60 20 10
1. | MDTs Special performance indicators 2.922
% | 21.7|522| 17.4 | 8.7
No | 20
2. | Regulaity & follow up performancendicators 90 4 1 1.24
% | 17.4| 78.3| 3.5
No
3. | Follow up &monitoring survival rate 19 60 14 22 2.34
% | 16.5|52.2| 12.2 | 19.1
No | 21
4. | Follow up &monitoring mortality rate 58 21 15 2.26
% | 18.3| 50.4| 18.3 | 13.0
5, | Waiting time intervalsndicatorfor completion the No | 27 61 17 10
" | diagnostic procedures % | 235|530 14.7 8.7 2.35
6. | Waiting timeindicatorfor starting of treatment No | 31 | 40 25 19 298
intervention % | 27.0| 34.8| 21.7 | 165
- | Waiting timeindicatorfor completion of the treatmen No | 34 | 58 19 4
| intervention % | 206 50.4| 165 | 3.4 | °°°
g, | following & monitoring of unexpected complications No | 26 34 34 21
" | indicator 9 2.43
% | 22.6|29.6| 29.6 | 18.3
, o o . No | 21 | 50 24 20
9. | following & monitoring the incidence rate indicator 237
% | 18.3| 43.5| 209 | 174
10,| following & monitoring the number of old cancer cas No | 19 | 47 26 23 2 46
rate indicator % | 165 40.9| 22.6 | 200~
11 | following & monitoring the length periods of time No | 20 | 59 19 17
"| between diagnosis and treatment % | 174|513 165 | 14.7 2.39
12| Follow up &monitoring attendance rate for MDTs cang¢ No | 63 | 17 26 9 Loa
core members % | 54.8|14.8| 226 | 78 |
13| Follow up &monitoring attendance rate for MDTisn No | 55 | 16 25 19 207
core members % | 47.813.9| 21.7 | 165 [~
positively support the deciis of other relevant No | 62 6 33 14
14.| committees to provide cancer services for this target 1.99
patients at MOH such as refferal abraod % | 539| 5.2 | 28.7 | 12.2
15,| MDTs cancer committee decisions positively support No | 65 7 25 18
'| cancer care strategy in MOH 9 1.97
% | 56.5| 6.1 | 21.7 | 15.7
MDTs cancer committee meetings contribute to No | 68 6 28 13
16.| exploitation of the possibilities of resources available 1.88
better diagnosis for cancer patients % | 59.1| 52| 243 | 11.3
Is there an active training ropgayed by the MDTs No | 29 32 33 21
17.| cancer committee toward the development of 2.40
professional skills related to cancermanagement % | 25.2|27.8| 28.7 | 18.3
MDTs core membersinvolved & participate in the No | 41 18 32 24
18| training process, through to express an opinianing 2.34
meetings % 35.7 15.7 27.8 20.9
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4.7.1 Distribution of responses regarding performance indicators of MDTs cancer
committee working

Regarding this issue, there were special indicators of performance for measuring MDTs

cancer comittee work, study results found that more than half of participants (52.2%)

answered "no" and there were not available relating to performance indicators for MDTs

cancer committee work. Whereas, less than quarter of participants (21.7%) answered "yes"

that there were special indicators of performance for measuring MDTs cancer working.

In otherwise, the result of regularity and follow up of these performance indicators was
very poor, the most majority of participants of more than three quarters(78s&yad

"no" and the performance indicators of MDTs cancer committee work were not monitoring
and not following up regularly as shown in (Table 4.7). Additionally, the follow up and
monitoring of outcomes performance indicators were poor, the mostijpants answered

"no" and there were not following up and monitoring of outcomes performance indicators.
Respectively, the follow up and monitoring of the survival rate found negative result more
than half of participants (52.2%),follow up and monitorthg mortality rate was found

also negative result of more than half of participants (50.4%), monitoring of waiting time
intervals indicator for completion of the diagnostic procedures was negatively answered
more than half of participants (53.0%). In thear® context, the next waiting indicator
guestion number 17, asked about the follow up and monitoring of the length period of time
between diagnosis and treatment after it was presented and discussed relating to cancer
patients by MDTs cancer committee. Mahan half of participants (51.3%) had negative

answers.

Additionally, more than a third of participants (34.8%) reported that there was no follow up

and monitoring of cancer waiting time indicator for starting of treatment intervention after
thecancerpt i ent 6s di scussion in MDTs cancer cor
cancer waiting time management indicator for completion of the treatment intervention
according to MDTs cancer committee recommendations and decisions for action plan.
More than lalf of participants (50.4%) had negative answers. In otherwise, participants

were asked about the follow up and monitoring of unexpected complications indicator that

may occur in some cases that had been discussed by the MDTs cancer committee during
and afer the implementation of action plan. Respectively, when answering these questions,
there was more than a quarter of participants reported (29.6%) answered "no" and more

than a quarter of participants reported (29.6%) "to some extent". All thesdfiatlidgs
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were related to outcome indicators that were measuring MDTs cancer committee work and
performance that were completely congruent with Taylor, et al., (2012) who found that
most of participants (80%) reported that there was a need for performaaseires and
outcome indicators to assess performance of MDTs cancer committee work, but the study
findings were not congruent with Patkar, et al., (2011) who found the variations and

difficulties to assess the outcome cancer indicators.

On the other handhrough the analysis of study findings by open ended questions referred
to the majority of participants that were consistent with these findings and results. They
said, the main things needed to improve the assessment and evaluation of the MDTs cancer

committee as an effectiveness of work and main challenges or obstacles of that as follows;

AfiThe MDTs documentations and report regul e
performance indicators and outcomes regularly by using reevaluation methods and
tools assesment of MDTs cancer performance work in each step through cancer
patient journey, using technological appraisal systems that were connected with
MDTs cancer processes and tracking monitor for the cancer time waiting according

to achievements of internamnal standards of cancer cave.

Regarding this matter, there was follow up and monitoring of input performance indicators
for the MDTs cancer committee work and according to the findings and results shown in
(table 4.7). Generally that shows, the inputf@enance indicators of MDTs cancer
committee were satisfactory. In spite of that, more than a third of participants (43.5%)
reported there were not follow up and monitoring for the incidence rate indicator for new
cancer cases that were presented on tBa $cancer committee. In addition, more than
third of participants (40.9%) reported there were not follow up and monitoring the number
of old cancer cases rate (follow up cancer cases) indicator that were represented on the

MDTs cancer committee.

On the ober hand, regarding the follow up and monitoring the attendance rate for MDTs
cancer for both core and naore the finding was satisfactory. More than a half of
participants reported respectively, (54.8% for core, 47.8% forcoom members)'yes".
Furthermore, around a quarter of participants reported respectively, (22.6% for core, 21.7%
for noncore members) "to some extent". Study finding was congruent with the national
survey study in UK commissioned by the National Cancer Action Team Taylol, et a
(2009) who found that most of participants that they were agreeable about should be
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improved relating to the attendance rate and motoring because this indicator was the master
key for successful MDTs cancer committee work. The Victorian Cancer Service
performance indicators, methodology, (2014) document described the four cancer
performance indicators including rationale, definitions and targets.

Regarding positive support the decisions of other relevant committees to provide cancer
services in table.Z shows, more than half of participants (53.9%) said "yes" and more than
a quarter of participants (28.7%)said "to some extent". These findings were satisfactory
because this referred to reflection of the mutual support and cooperation between other
committees and respect of the MDTs cancer committee decisions and recommendations for
cancer management from other relevant committeestherwise that refers to most of

core members of MDTs cancer committee are represented the high committee of referral

abroad in the same time.

Regarding MDTs cancer committee decisions of positive support of the cancer care
strategy in the MOH, more than half of participants (56.5%) said "yes" and around quarter
of participants (21.7%) said "to some extent". Thaséirfgs also were satisfactory and
reflected the awareness of specialists about the importance of active roles to effectiveness
of MDTs cancer committee and the importance of participation of members to support and

share development of the cancer care esgnat

Regarding MDTs cancer committee meetings, there was contribution to exploitation of the
possibilities of resources available to better diagnosis for cancer patients. More than half of
participants (59.1%) reported that "yes" and more than a qoarparticipants (24.3%)
reported that "to some extent". These findings also were satisfactory and reflected the
awareness of specialists about the importance of active roles to efficiency of MDTs cancer
committee work. This could be explained by the fiett a variety of cancer diagnostic
rules, guidelines, policies and procedures had been developed by ddbder committee

by using efficient resources in order to regulate the cancer work within of diagnostic
facilities as possible that could be conttdulito what reflected the policy of rationalization

especially in shortage and scarcity of resources and lack of it.

Regarding this issue, there was an active training role played by the MDTs cancer
committee towards the development of professional sidllsted to cancer management,
Table 4.7 shows a quarter of participants (25.2%) reported "yes" and more than a quarter of

participants (28.7%) reported "to some extent".
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On the other hand, regarding this issue, there were MDTs core members involved and
participate in the training process to express an opinion during meetings. More than third
of participants (35.7%) reported that "yes" and more than a quarter of participants (27.8%)
reported that "to some extent". Study finding was not congruentthv@thational survey

study in UK commissioned by the National Cancer Action Team Taylor. et al., (2009) who
found that most of participants (doctors 67.7%, nurses 81%) that they agreed with the
active role of MDTs cancer committee and importance of demedop of training and

education by professional group.

In otherwise, study finding was congruent with Taylor. et al., ( 2012) who found that most

of participants more than 50%r eported that they felt further training was needed in areas of
Oncology when theymeasured the quality of MDTs work by observational approach.
Anyway, the study findings clearly reflected the needs of training and educational
programs that supported the cancer care cancer services and need of orientation programs
for MDTs cancer membsrabout the main roles for training and education of other
specialists to developing the professional skills and expertise of cancer management. The
majority of participants agreed with these findings and results that they answered open
ended questions, ¢ly said about the main things needed to improve relating to the training
and development of educational roles of MDTs cancer committee and the main challenges

or obstacles of that as follows;

AiThe Professional devel opmentegctiveddrdiningat i on of
includes; the development and training programs for all-noore members and junior

members, everyone should be up to dBté the main challenges werghortage of

gualified senior's susocialites and shortage of high professional aedhnical

specialists to deal with MDTs decisions. Lack of Gsuwmery board program. .

In particular, the measurement of performance indicators of MDTs cancer committee were
process that had an endless start, but in Table (4.7) as shown, refletied tawb on the

cancer situations in Gaza, there were a missing link for measuring cancer performance
indicators by MDTs cancer committee and communicating with other relevant committees

such as mortality and morbidity, therapeutic, gyand scientift committees.
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Table (4.8 ): Total of Likert scalefor all MDTs cancer performance domains(n=115).

e Cronbach’ el
No. All domains of Score | +SD % Rank
: Alpha
items (5)
Preparation for MDTs cancer
1A committee ( Preneeting stage ) 12 890 3.01 | .48791) 60.2 7
Preparation for MDTs cancer
1B committee (duringneeting stage) 10 872 3.38 | .51455| 67.6 5
Preparation for MDTs cancer
1c committee ( posineeting stage 9 880 3.47 | .46326| 694 2R
The Structure of MDTs cancer
1.D committee 10 .886 3.08 | .50426| 61.6 6
MDTs organization , administratio
& Leadership 14 .865 3.47 | .44173| 69.4 2
Communication & Coordination 12 864 3.44 | .44210| 68.8 4
Case management and clinical
decision making 24 .864 3.59 | .39954| 71.8 1
Total 91 .897 335 | .33677| 67

4.8 MDTs cancer committee performance working related to processes variables

The researcher used the MDTs cancer Likert scale in the end of part the interview
guestionnaire which was saleveloped after it was reviewed and modified refatio

many resources such as MDTs national surveys and questionnaires form established by
NHS (Taylor, C. et al, 2009 & 2012 (Jalil, R. et al, 2012 ), (Patkar, V. , 2012, 2013),
(Shulman, T. et al, 2013), (Kane, B., 2008), (Lamb, B. , 20Hgng N.L. et al., 2009)

and (Atwal, A., 2002).

As shown in Table (4.8), the relative weight for each of domain and the rank, the main four
domains illustrated the preparation process characteristics divided to main four sub
domains (in premeeting stage was unsdtictory and the relative weight had the lowest
60.2% (SD ™M8791)and last rankOn the other hand, during meeting stage the relative
weight had the 67.6% (SD:51455)and sixth rank, in posneeting stage the relative
weight had fairly good 69.4% witt8D: 046326)and the second rank, and MDTs cancer
committee structure was unsatisfactory and the relative weight had low 61.6% with (SD:
0.50426)and the seconthst domain.

In otherwise, the second domain was about the MDTs cancer committee organization,
administration and Leadership, the total finding was fairly good, the relative weight had
69.4% with (SD: ®4173)and repeated the second rank. Moreover, the third domain in
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Likert scale about the MDTs cancer committee communication and coordinatidairlyas

good; the relative weight had 68.8% with (SD44210)and the fourth ranknterestingly,

the fourth domain in Likert scale about the MDTs cancer committee case management and
clinical decision making was well; the relative weight had the hight&%@ with (SD:
0.39954) and the first rankTotally, the sum of relative weight for all the study domains
that evaluated the performance of MDTs cancer committee member for cancer

management was fairly good (67%) with standard deviation 0.3367.

Table (48.1.A): Distribution of responses bypreparation processin Pre-meeting stage

Strongly : Strongly Weight
Statement Agree Agree Neutral | Disagree Disagree Mean SD Mean | Rank
1.Weekly MDTs cancer committee meeting time is appropriate
No. 21 12 24 57 1
2.96 1.173 59.2 5
% 18.3 104 20.9 49.6 9
2.The MDT cancer committee meetings place is appropriate
No. 25 66 17 6 1
% 21.7 57.4 14.8 5.2 9 290 1.238 58 9
3.Supporting logistics MDT cancer meetings forms are available & clear
No. 6 53 44 10 2
% 5.2 46.1 383 8.7 1.7 344 797 68.8 2
4.MDTs cancer meeting rooms have equipment for projecting and viewing radiology images
No. 17 9 20 68 1
% 14.8 7.8 17.4 59.1 9 217 1.119 55.4 12
5.MDTs meetings need to be able to access retrospecthaqupt reports
No. 31 9 18 56 1 4
% 27.0 7.8 15.7 48.7 9 311 | 1.296 | 622
6.The agenda of MDTs cancer meeting are circulated prior to the meeting
No. 10 33 20 33 19 56.8 11
% 8.7 28.7 17.4 28.7 16.5 2.84 | 1.254 '
7.The cancer patients lists doemulated and circulate prior to the meeting
No. 9 38 21 32 15 59 6
% 7.8 33.0 18.3 27.8 13.0 2.95 | 1.206
8.All case notes, reports, images, past and present, medical records are available for all members before any meetin
No. 10 27 33 34 11 8
% 8.7 235 28.7 29.6 9.6 292 | 1125 | 584
9.A minimum dataset of diagnostic information (pathology and radiology) for each patient are available before the me
No. 11 60 27 13 4 706 1
% 9.6 52.2 235 11.3 3.5 3.53 | .940 '
10.The cancer medichilles for the MDTs patients are formulated and circulate prior to the meeting
No. 6 28 34 40 7
% 5.2 243 29.6 34.8 6.1 2.88 | 1010 | 576 10
11.The MDTs cancer committee reports & data are timely disseminated for all the committee members ptiadise mee
No. 5 34 36 30 10
% 4.3 29.6 3L3 26.1 87 | #% | 1042 | 59 | 6R
12.The MDTs cancer urgent cases brought firstly forward for discussion
No. 24 25 24 40 2
% 20.9 21.7 20.9 34.8 1.7 325 | 1101 65 8
No. 115
% 100 Wt. Mean
Total Mean score (5) Median Mode +SD 3.01 | .48791
3.01 201 | 2.64 | .48791 60.2
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4.8.1 Preparation process for MDTs cancer committee related variables

4.8.1A Preparation process characteristics for MDTs cancer committee (Preeeting

stage)domain

As shown in Tale (4.8.1.A), the part one from the first domain illustrated the preparation
process characteristics in preseting stage. In these tables, the finding of ttham
members stated that weekly MDTs cancer committee meeting time is
appropriate, the finding vsaunsatisfactory and around half of the participants
were disagreeable (49.6%), the relative weight had unacceptable (59.2%).
The study result was inconsistent with study Jalil, et al., (2012) who found
less than (8%) of respondents felt lack of time anthe same context, the
study finding was congruent with cancer action team NHS, (2009) who
found (90%) of participants were agreeable of the time for preparation of the

MDTs cancer meetings should be built into job plans.

Furthermore, the MDTs cancer conttee meetings place was appropriate
and the finding was more than half of participants were agreeable (57.4%),
but the relative weight had unsatisfactory 5&%th (SD:1.238). This result

was inconsistent with study Lamb, et al., (201Wwho found (96%)of
participants were agreeable with MDTs cancer meeting place.

In otherwise, regarding this issue, it was related tostipport of logistics of
cancer meetings forms that were available and clear relating to the participants that were
disagreeable. Thanding was more than a third and the relative weight had fairly good
(68.8%). Study result was inconsistent with Taylor, et al., (2012) who found more than

(83%) of participants were agreeable with MDTs cancer meetings logistics.

Unfortunately, the MDTs ancer meeting rooms had equipment for projecting and viewing
radiology imagethat had the most minority of ranking in these domains of the MDTs
cancer preparation in praeeting stage and the last relative weight had poor (55.4%). This
study result matchedith Jalil, et al., (2012) who found the most common barriers of
MDTs cancer meeting decisions due to lack of radiological images. In the same context,
this study result matched with Lamb, et al., (2Mho found 99% of participants agreed
that there wa a need for equipment for the MDTs cancer meeting rooms that projected and

viewed radiology image.
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Additionally, the MDTs cancer meetings needed to be able to access retrospective
pathology reports of the finding of disagreeable participants that wBré% and the
relative weight had (62.2%). This study result was consistent with Lamb, et al.c2011
who found 98% of participants needed to be able to access retrospective pathological

reports.

Although, this was regarding to the agenda of MDTs caneating that were circulated

prior to the meeting and that result was unsatisfactory and related to finding of the relative
weight that was unacceptable of (56.8%).This study result was inconsistent with Taylor, et
al., (2012) who found 3 of 15 observablbaracteristics of effective MDTs cancer
meetings needed to be circulated referring to the agenda before MDTs cancer meeting. In
addition to that, thecancer patients lists were formulated and circulated prior to the
meeting but matched with Lamb, et a011c) who found 96% of participants agreed with

the agenda and patient lists should be circulated prior to the meeting.

In otherwisethe MDTs cancer committee reports and data were timely disseminated for all
the committee members pre the meetings &eg were lowthat found the same relative

weightof (59%) and the similar rank of results respectively.

Moreover, this was regarding to all case notes, reports, images, past and present, medical
records that were available for all MDTs cancer members éefoy meeting that had low
relative weight of (58.4%).This study result was inconsistent with Taylor, et al., (2012)
who found 3 of 15 observable characteristics of effective MDTs cancer meetings needed

patient notes and medical records.

Interestingly, aminimum dataset of diagnostic information (pathology and radiology) for
each patient were available before the meeting concerning the most majority of result and
the first rank in these domains. The relative weight was aroundhiveb (70.6%) This
studyresult corresponded to some extent with the Lamb, et al., §g0dio found more

86% of participants were agreeable with the projection and connectivity of the pathblog
and radiological resultdVioreover, the cancer medical files for the MDTs patientse
formulated and circulated prior to the meeting the relative weight had unsatisfactory result
of (56.8%). This study was inconsistent with Jalil, et al., (2012) who found (12%) only
related to lack of medical records for preparation inrpestings sige of MDTs cancer

committee.
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The finally concerning the MDTs cancer urgent cases brought firstly for discussion, the
study finding was fairly good. More than third of participants were disagreeable with that
(34%), although the relative weight had 65%hw{§D0.4879).This study result was
congruent with two studies for Taylor, et al., (2012, 2009) who found 9 of 15 observable
characteristics and the national survey of effective MDTs cancer im@eéing stage
about the prioritization of urgent cases gllobe prepared firstly that found also (73%) of

doctors agreed with that.

Totally, the sum of relative weight for part one in the first domain related to the MDTs
cancer committee members of the perpetration process characteristicsnegbirey stage

was unsatisfactory 60.2% with (SD:1.173). On the other hand, the study findings by open
ended questions, the majority of participants were consistent with these findings and results
of this part, they reported the main things needed to be improved relatthg MDTs
cancer preparation process in -pneeting stage of the MDTs cancer committee that

worked effectively and the main challenges or obstacles were as the follows;

AThe performance of MDTs cancer committee
to premeeting stage needed to be improved as follows; availability and content of
comprehensive agenda list and MDTs patients list circulated prior to meeting,
preparation should be unified for protocols and policy to ensure all patients were
prepared in the samway and criteria. the medical records and all notes, reports,

clinical, pathological, radiological findings should be prepared by relevant MDTs

cancer members before the meeting, enough tindiscuss at least8day® .
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Table (4.8.1.B):Distribution of responses by preparation process iduring-meeting

stagescale items.

Strongly . Strongly Weight

Statement Agree Agree Neutral | Disagree Disagree Mean SD Mean Rank
1.The MDT cancer committee uses MDTs forms to document the meeting process

No. 21 49 24 3 2 1

% 18.3 426 20.9 26 17 400 | 913 80
2.The comments are writing and signing / date the proforma which will be collected by the MDTs coordinator mer|
during the meeting

No. 32 53 26 3 1

% 27.8 46.1 22.6 2.6 9 3.97 832 9.4 2
3.The Notes are taken transparently during the meetings

No. 15 69 25 5 1

% 13.0 60.0 21.7 4.3 9 3.80 752 76 4
4.The time of MDT cancer meeting is well organized

No. 11 61 35 7 1

% 9.6 53.0 30.4 6.1 9 3.64 174 2.8 6
5.Projection for radiologimages is available during meeting

No. 23 3 19 68 2

% 20.0 2.6 16.5 59.1 1.7 28 1.208 59 8
6.Projection for pathology samples & reports is available during meeting

No. 17 13 24 52 9

% 14.8 11.3 20.9 45.2 7.8 2.8 1.201 59 8R
7.During the reeting all treatment decisions are shared with MDT cancer core-&atermembers (previous / current
decisions )

No. 19 59 27 8 2

% 16.5 51.3 23.5 7.0 1.7 3.74 879 74.8 4
8.Allocated times for discussing cases are and more time can be spé&tussidg complex cases

No. 26 56 26 6 1 3

% 226 48.7 226 5.2 9 292 | 1125 8.4
9.Cases are grouped on the MDTs meeting agenda, e.g. new caseyfpllmpncomplexity, by tumor type etc..

No. 9 37 29 57 12

% 7.8 32.2 25.2 49.6 10.4 217 1.229 5.4 10
10.Standard MDTs cancer pforma documentation are used when electronic databases are not available during th
meeting

No. 8 55 41 10 1

% 7.0 47.8 35.7 8.7 9 3.51 788 0.2 !

No. 115 Total Weight
y 100
Total ° 3.38 | .5145 Mean
Mean score (5) Median Mode + SD
3.38 3.30 | 3.30 | 51455 67.6

4.8.1B: Preparation process characteristics of MDTs cancer committee (durirg

meeting stageomain

As shown in Table (4.8.1.B), the part two from the first domain illustrated the prieparat

process in duringneeting stage. Interestingly, in these tables the finding of team members

stated that the MDTs cancer committee uses MDTs forms and documents in the meeting

process and the result was satisfactory. More than three quarters of gatsigpongly

were agreeable respectively. These findings related to the most majority of result and the
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first rank of the second part in the first domain. The relative weight was more than two
thirds (80%). The study result was congruent with Jalil,.e{2012) who found more than
(90%) agreed that they uses MDTs forms and documents in the meeting.

Furthermore, the comments were written and signed, date was preformed which would be
collected by the MDTs coordinator member during the meeting. The fimdiatpd to the
second majority of result and the second rank of these domains. The relative weight was

around two thirds (79.4%).The study results were congruent with (Lamb, B. et at).2011

In otherwise, the notes were taken transparently during thetinge and that was
satisfactory. More than two thirds (60%) of participants were agreeable and the relative
weight was more than three quarters (76%). These study results were inconsistent with
Taylor, et al., (2012) who found most team members (at 8€8%0) agreed that the notes

were taken transparently during the meetings.

On the other hand, the time of MDTs cancer meeting was well organized, study finding
was more than a half of participants (53%) were agreeable and the relative weight had
(72.8%).Stug result was consistent with Lamb, et al., (214&ho found more than 96 %
reported that was important for meeting discussion.

Moreover, the study finding of projection for radiology images was available during
meeting and projection for pathology saegland reports were available during meeting
that was unsatisfactory that both low relative weight was (59%, 59%) respectively. This
study result was consistent with Lamb, et al., (20Iho found more than (96%) needed
pathological samples and radiolagligrojection images during MDT&ancer meeting and

discussion.

In the same context, during the meeting all treatment decisions were shared with MDT
cancer core and nezore members (previous / current decisions). The study result was
more than half of p#écipants (51.3%) were agreeable and the relative weight had
(74.8%).Whereas, allocated times for discussion cases were there and more time could be
spent for discussing complex cases. The study finding was satisfactory, and the relative
weight was morehtan three quarters (77.4%). These study results were consistent to some
extent with Taylor, et al., (2012) who found (89%) agreed on that.

Unfortunately, team members stated that the cases were grouped on the MDTs cancer

meeting agenda, e.g. new case;dwallup, by complexity and by tumor type. The study
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finding was related to the most minority of result and the last rank of these domains, the
lowest relative weight was unacceptable (55.4%). The study finding was inconsistent with
study carried out by Taytpet al., (2012) who found (78%) agreed about that. Finally, the
finding of team members stated that the standard MDTs cancéorpta documentation

were used when electronic databases were not available during the meeting where around
half of participats were agreeable (47.8%) and the relative weight was (70.2%).This study
result was inconsistent with Lamb, et al., (201Who found (96%) agreed that there

should be group for the cancer cases.

Totally, the sum of relative weight for part two in thetflemain was related to the MDTs
cancer committee members of the perpetration process characteristics irntieeingg

stage that was fairly good 67.6% with (SID5145.0n the other hand, the study findings

by open ended questions, the majority of pgréiots were consistent with these findings
and results in this part. They were reported for the main things needed to be improved
relating to the MDTs cancer preparation process in during meeting stage work effectively

and the main challenges or obstaelese as the follows;

AiThe performance of MDTs <cancer committee
meeting stage and meeting room needed facilities to be improved as follows; availability

and use of technology especially the interactive live projectistems for pathological

samples of biopsy and radiological images projection. In otherwise, we needed to identify

the prioritization and the criteria of cancer cases discussed firstly. Although there should

be filling of the full data and documentation &ach case immediatély.
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Table (4.8.1.C): Distribution of responses by preparation processn postmeeting

stagescale items.

Strongly : Strongly | Me Weight
Statement Agree Agree | Neutral | Disagree Disagree| an SD Mean | Rank

1.All MDTs* core members recomendation for the MDTs cancer cases are circulated after meeting related to care servi

No. 10 20 28 51 6

1.070 56 7

% 8.7 174 243 44.3 52 | %8
2.All MDTs* core members are follow up the decisions of cases after meeting

No. 4 21 40 41 9

% 3.5 18.3 18.3 34.8 7.8 2.74| 965 54.8 8
3.Case summaries are collected after the MDT cancer committee meeting

No. 10 62 32 10 1

% 8.7 53.9 27.8 8.7 .9 361 802 2.2 4
4.Information about patients to be discussed are collected and summarizttek MBET cancer committee meeting

No. 8 64 29 11 3

% 7.0 55.7 25.2 9.6 2.6 355 .86l 1 5
5.The MDTs patient lists and decisions are circulated after the meeting

No. 7 29 0 69 10 9

% 6.1 25.2 0 60 g7 | 260]1138] 52
6.All MDTs forms are comptely fill immediately and circulated after MDTs meeting

No. 9 53 38 12 3

% 7.8 46.1 33.0 10.4 26 | 46| 881 | 692 6
7.Cancer cases are arrangement for plan actions after MDTs discussion

No. 11 74 23 5 2

% 9.6 64.3 20.0 4.3 1.7 3.76| .756 5.2 2
8.The clinic appointments are made and dates for surgery arranged after MDT cancer committee meetings

No. 24 60 21 9 1

% 20.9 52.2 18.3 7.8 .9 384| 875 6.8 !
9.All the MDTs cases need to be referral abroad are coordinated according to eéddmsmendations

No. 26 47 29 12 1

% 22.6 40.9 25.2 10.4 .9 3.74| 956 4.8 3

No. 115 Total Weight
% 100
Total : 3.47 | 4632 Mean
Mean score (5) Median Mode + SD 69.4
3.47 3.56 3.56 | .46326 '

4.8.1.C: Preparation process characteristics dfiIDTs cancer committee (Posmeeting

stage)domain

As shown in Table (4.8.1.C), the third part of the first domain illustrated the preparation
process in posmeeting stage. In these tables the finding of team members stated that all
MDTs cancer core memizerecommendations for the MDTs cancer cases were circulated
after meeting related to care services. Study finding was unsatisfactory; around half of
participants were disagreeable (49.5%).The relative weight was (57%). These findings had
a third minorityof this part in the first domain and the third last rartks study result was
inconsistent with Lamb, et al., (20d1who found (81%) of participants agreed that

documented decisions should be projected for members to view.
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Furthermore, the team membeatated that all MDTs cancer core members had follow up

the decisions related to cancer cases after meeting. Study finding was unsatisfactory. More
than a third of participants were disagreeable (34.8%). The relative weight had poor
(54.8%). This finding ws for a second minority of this part in the first domain and second
and last rank. Study result was inconsistent with both studies Lamb, et ak)(20iil

Taylor, et al., (2012) who found most team members (more than 90%) agreed on the
MDT coordinator Bould be solely responsible for tracking patients through the care
pathway. On the other hand, the finding of team members stated that the case summaries
were collected after the MDT cancer committee meeting was satisfactory. More than half

of participantavere agreeable (53.9%).The relative weight was (72.2%).

Moreover, the finding of team members stated that information about patients to be
discussed were collected and summarized after the MDTs cancer committee meeting.
Study finding was satisfactory, nerthan half of participants agreeable (55.7%), the
relative weight had (71%). Unfortunately, the finding of team members stated that the
MDTs cancer patient lists and decisions were circulated after the meeting was the most
minority of result in this parf the first domain. More than a half were disagreeable (60%)
and there was the last rank of these domains as well. The relative weight was the lowest
(52%).

In otherwise, the finding of team members stated that all MDTs cancer committee forms
were completly filled immediately and circulated after MDTs meeting. Around a half of
them were agreeable and the relative weight was more than two thirds (69.2). Whereas, the
finding of team members stated that cancer cases were arranged for plan actions after
MDTs cancer discussion was the second majority of result in this part of the first domain,
around two thirds of participants were agreeable (64.3%) and the second rank of these

parts. The relative weight was acceptable (75.2%).

Interestingly, the finding of Ban members stated that the clinic appointments were made
and dates for surgery arranged after MDTs cancer committee meetings were for the most
majority of results in this part of the first domain. More than two thirds of participants
were strongly agreeabl(21%, 52.2%) respectively. The finding was the first rank of these
parts and the relative weight was acceptable (76.8%). These results of study were
congruent with Lamb, et al., (20dlwho found the follow up MDTs interventions should

be day to day witleancer management plan.
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Finally, the finding of team members stated that all the MDTs cancer cases needed to have
referral abroad and they coordinated according the MDTs cancer committee
recommendations. More than a third of participants were agre@fb®8%) and around a
guarter were strongly agreeable (22.6%).The finding was the third rank of these parts and

the relative weight was acceptable (74.8%).

Totally, the sum of relative weight for part three in the first domain related to the MDTs
cancer ommittee members of the perpetration process characteristics impeshg

stage, generally was acceptable around 70% with (SD:0.4632). On the other hand, through
the analysis of study findings by open ended questions were considered and the majority of
participants was consistent with these findings and results in this part. They were reported
relating to the main things needed to be improved regarding the preparation process in
postmeeting stage of MDTs cancer committee that works effectively and #ie m

challenges or obstacles were as follows;

AfThe performance of MDT s craestinge stagecob mmi t t e e
work process needed facilities to be improved as follows; follow up and tracking

systems after discussed the cancer cases, arrangeorefullbw up of cancer

patients relating to post clinical decisions and recommendation and MDTs

feedback. after meetingmprove coordination for cancer cases with relevant

specialist directly and immediately after meeting to arrangement the time oftpatien

visits to completion procedures and action
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Table (4.8.1.D):Distribution of responses byneeting Structure stage scale items.

Strongly : Strongly Weight
Statement Agree Agree | Neutral | Disagree Disagree Mean | SD Mean | Rank
1. MDTs cancer p#&nts pathway is clear and appropriate
No. 10 18 35 48 4
2.84 | 1.022| 56.8 9
% 8.7 15.7 30.4 41.7 3.5
2.MDTs cancer documented decisions are projected the viewing for all *core anectimomembers
No. 9 25 32 47 2
% 7.8 21.7 27.8 40.9 1.7 2.93 | 1.006| 586 ;
3.All specialties are included in MDTs cancer committee
No. 15 39 36 40.9 9
: 3
% 13.0 33.9 31.3 13.9 7.8 330 | 1110 66

4.**Non-core members in MDTs cancer committee have clearly articulated goals and understand their roles an
responsibilities
No. 8 24 42 37 4
% 7.0 20.9 36.5 32.2 3.5 2.96 | 977 59.2 4
5.The skills of norcore members overlap sufficiently so that work can be shared when necessary in MDTs canc
meetings
No. 9 15 46 44 1
% 7.8 13 40.0 38.3 .9 289 | 925 57.8 !
6.**Non i core members within your unit share information that enables timely decision making by the direct can
patient care team
No. 7 24 33 48 3
% 6.1 20.9 28.7 41.7 2.6 2.86 | .98l 57.2 8
7.The organizational structure of the MDT carmmnmittee is clear & taking into the inclusion of most important
specialists of cancer care
No. 21 50 30 11 3
% 18.3 43.5 26.1 9.6 2.6 365 | 974 3 2
8.The structure of the MDT cancer committee is well known, documented and distributed taialstptaking care of
cancer patients
No. 14 18 30 48 5
% 12.2 15.7 26.1 41.7 43 290 | 1111 58 6
9.The structure & policy of the MDT cancer committee for cancer patients are descriptive and included in the pr
employing specialists in tHespital among their job description

No. 13 18 29 35 20
% 11.3 157 | 252 | 304 174 | 27| 1282 %42 10
10There are administrative staff to manage and coordinate MDT cancer committee activities
No. 25 15.7 23 10 2
% 21.7 47.8 20.0 8.7 1.7 3.79 | 6975 58 1
No. 115 Total Weight
9 100
Total % | 3.08 | .5042|  Mean
Mean score (5) Median Mode + SD
3.47 3.56 | 3.56 | .46326 61.6

4.8.1.D: Meeting structure process characteristics of MDTs cancer team members

As shown in Table (4.8.1.D), pafour from the first domain illustrated the meeting
structure process of MDTs cancer committee. In these tables, the finding of team members
stated that the MDTs <cancer patientsd pat
unacceptable result. More thantlard of participants were disagreeable (41.7%). The

relative weight was (56.8%). This finding was for the second minority of this part in the
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first domain and second and last rank. These results of study were inconsistent with Taylor,
et al., (2012) whodund only (10%) team members needed to be improved relating to the

cancer patient pathway.

Furthermore, the team members stated that the MDTs cancer documented decisions were
projected the viewing for all core and noare members that were unsatisfactdviore

than half of participants were disagreeable (40.9%). The relative weight was (58.6%).
Study result was congruent with Lamb, et al., (2)Mho found less than a quarter of
team members were always able to project treatment decisions (24%) wheaskidy

2054 participants in national survey study about the projection of treatment decisions so all
members could view them or n@n the other hand, the finding of team members stated
that the all specialties were included in MDTs cancer committee mgedtiat was
acceptable. Around third of participants was agreeable (34%).The finding was the third
rank of these parts and the relative weight had (66.2%). Study result was congruent to
some extent with Taylor, et al., (2012) who found three MDTs cancamdtees from

fifteen committees had poor attendance of all specialists especially the key members.

In the same context, the finding of team members stated that theormmembers in

MDTs cancer committee had clear articulated goals and understomdrdies and
responsibilities Around third of participants were disagreeable (32.2%). The relative
weight was (59.2%). Study result was contradicted with Shulman, et al., (2013) that survey
of Australian study for the obstacles to sustaining cancer catgdisciplinary team
meetings. In otherwise, the finding of team members stated that the skills -cbreon
members overlapped sufficiently so that the work could be shared when necessary in the
MDTs cancer meetings and was unsatisfactory. More thanrc ehiparticipants were
disagreeable (38.3%). The relative weight was (57.8%). Study result was inconsistent with
Atwal, et al., (2002) who found positively results of the multidisciplinary cancer integrated

care pathways that improved inter profession#ibboration and skills.

On the other hand, the finding of team members stated that the organizational structure of
the MDT cancer committee was clear and took into the inclusion of most important
specialists of cancer care that was acceptable. More a&hhalf of participants were
strongly agreeable (18.3%, 43.5%) respectively. The finding was the second rank of these
parts and the relative weight has acceptable (73%). Study result was congruent with Jalil, et
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al., (2012) who found around 30% had raitendance relating to key specialist members

that represented one of the main barriers affected MDTs cancer committees work in UK.

Additionally, the finding of team members stated that the structure of the MDTs cancer
committee was well known documented ansitrébuted to all specialists taking care of
cancer patients and that was low. More than a third of participants (41.7%) were
disagreeable and the relative weight had (59%). These study result was inconsistent with
Lamb, et al., (2019 who found more tha(®7%) of participants were well known MDTSs,
documented and distributell.was worthwhile that, the finding of team members stated
that the structure and policy of the MDTSs for cancer patients were descriptive and included
in the process of employing spaists in the hospital among their job description and that
was the most minority of results in this part of the first domain. Around a half of
participants was disagreeable and strongly disagreeable (47.8%). Study finding was the last
rank of these domas and the relative weight had the lowest of (54.2%).

Interestingly, the finding of team members stated that there were administrative staff to
manage and coordinate MB@&ctivities and that was the most majority of results in this
part of the first domainAround two thirds of participants were agreeable and strongly
agreeable (47.8%, 21.7 %) respectively. Study finding was the first rank of these domains.
The relative weight was the highest of (75.8%). These study results were congruent with
cancer actiorteam NHS, in UK, (2009) only found (9%) of all participants of the study
needed membership administrative staff to change and make the MbrEseffective.
Totally, the sum of relative weight for the fourth part in the first domain related to the
meetingstructure process characteristics of MDTs cancer committee members. Generally
that was to some extent low 61.6% with (SD:0.5042preover the study findings by

open ended questions, the majority of participants were consistent with these findings and
reailts in this part. They were reported as the main things needed to be improved relating

to the structure of MDTs work effectively and the main challenges or obstacles as follows;

APerformance of MDTs cancer commiedasdneegedr el at ed
to be improved as follows; commitment to MDT process and role of leader, clarity of

purpose of MDT, promoted MDT within organization, enthusiasm for MDT process, clarity

of vision, policies of the MDTs patients tracking, MDTs pathways, tragkdignts list,

transfer patients between HCPs before and after MDTs meeting stages. There were lack of

organizational structure for MDTs cancer committees at MOH and mutual support, political
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situations in GSwars, occupation, siege, closures of crossin@nd barriers affected

adversely and hindered the work of the MBTs

Table (4.8.2):Distribution of responses byorganization, administration & Leadership

scale items
Strongly . Strongly Weight
Statement Agree Agree | Neutral | Disagree Disagree Mean SD Mean | Rank
1. MDT ** non-core member is not obligatory to attend all meetings unless | have a new cases
No. 18 53 19 22 3
3.53 1.054 70.6 9
% 15.7 46.1 16.5 19.1 2.6
2.MDT *Core members are attend for the full meeting and not just for the casey dalesthnt to them
No. 33 54 21 6 1
% 28.7 47.0 18.3 5.2 9 3.97 873 9.4 2
3.The high managerial level supporting the MDT cancer *core members working as important role
No. 5 23 56 31 5
% 4.3 20.0 48.7 27.0 4.3 3.84 790 6.8 4
4.Any * core member of the MDTSs could be the chair/lead in the absence of the head of MDT cancer committeg
No. 23 28 54 23 10
% 20.0 24.3 47.0 20.0 8.7 3.87 884 74 3
5.The lead of MDT cancer committee lead should be a consultant/ senior oncologist ausgeimm specialist
No. 43 54 16 2 0
% 37.4 47.0 13.9 1.7 0.0 420 740 84 1
6.There are agreed guidelines for how an MDTs cancer committee operates, how members work together etc.
No. 10 42 0 60 3
% 8.7 365 0 50 2 56 2.97 1.162 59.4 11
7.Accepting the legal responsibility of the treating clinician, MDT cancer committee are accountable for treatme
recommendations
No. 19 61 29 5 1
% 16.5 53.0 25.2 4.3 .9 3.80 197 76 6
8.My supervisor/ manager provide opportunities to discuss thesMBses in unit/ department after an event
No. 17 50 30 15 3
% 14.8 43.5 26.1 13.0 2.6 355 | 984 7 8
9.My supervisor/ manager take time to meet with staff to develop a plan for cancer patients before and after ML
cancesmeetings
No. 9 22 39 39 6
% 7.8 19.1 33.9 33.9 5.2 2.0 1.026 64 10
10My supervisor/ manager models appropriate MDC team behavior
No. 13 15 29 56 2
% 11.3 13.0 25.2 48.7 1.7 2.83 1.059 56.6 12
11.Senior specialist cancer care representation is essential at everychl2€s meeting
No. 25 56 25 6 3
% 21.7 48.7 21.7 5.2 2.6 3.82 923 76.4 5
12.The MDTs as a whole has active role in tracking patients through the cancer care pathway
No. 14 10 22 66 3
% 12.2 8.7 19.1 57.4 2.6 270 1.084 54 13
13.MDT caner committee have an important active role in the cancer waiting time for cancer management
No. 25 57 22 5 6
% 21.7 49.6 19.1 4.3 5.2 3.78 1.007 5.6 !
14. MDTs cancer committee is collect and use defined minimum datasets (hospital based catregiorggi
No. 0 31 27 57 31
% 0.0 27.0 235 49.6 27.0 1.97 712 39.4 14
No. 115 Total Weight
% 100 Mean
. 3.47 | .44173
Total Mean score (5) Median Mode +SD 69 4
3.47 3.43 3.43 44173 '
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4.8.2: Organization, administration & Leadership process characteristics of MDTs

cancer committee team members domain
As shown in Table (4.8.2), the second domain illustrated the organization, administration
and leadership processes of MDTs committee. In these tables the finding of team members
stated thaithe MDTs norcore member was not obligatory to attend all meetings unless |
had a new case that was acceptable. Around two thirds of participants were agreeable and
strongly agreeable (46.1%, 15.7%) respectively. The relative weight had (70.6%). Study
result was inconsistent with Taylor, et al., (2009) who found (89%) of participants agreed

by noncore members should be able to attend just to discuss patients in their care.

It was worthwhile to mention that, the team members stated that the MDTs career c
members attended for the full meeting and not just for the cases directly relevant to them
was satisfactory. More than three quarters of participants were strongly agreeable and
agreeable (28.7%, 47%) respectively. The finding was the second ranésefdomains;

the relative weight was well (79.4%). Study result was inconsistent with Taylor, et al.,
(2009) who found (91%) of participants agreed by core members should attend for the full
meeting and not just for the cases that were directly relevam o,

On the other hand, the finding of team members stated that the high managerial level that
supported the MDT cancer core members work as important role was satisfactory. The
finding was the fourth rank of these domains. The relative weight was g6@&%4).Study
result was incongruent with Lamb, et al., (201ivho found (60%) of participants

organizational support was readily available.

Additionally, the finding of team members stated that any core member of the MDTs could
be the chair or lead in trebsence of the head of MDT cancer committee that was well,
around half of participants that were strongly agreeable and agreeable (20%, 24.3%)
respectively. The finding was the third rank of these domains. The relative weight was well
(77.4%). These studyesults were incongruent with cancer action team NHS, in UK,
(2009) who found (68%) of all participants agreed that any core member of the MDTs
cancer could be the chair or lead.

Interestingly, the finding of team members stated that the head of MDTer comomittee
should be a consultant or senior oncologist or senior surgeon specialist that was high
acceptable and there was the most majority finding of the these domains. Around two
thirds of participants agreeable and strongly agreeable (47.8%, 2&3pertively. Study

98



finding was the first rank of these domains and the relative weight was the highest (84%).
These study results were incongruent with cancer action team NHS, in UK, (2009) who
found (68%) of all participants agreed that any core mewittie MDT could be the chair

or lead but only (58%) of them stated that the leadership of MDTs cancer committee (the
chair/MDT lead) should be a doctor.

In otherwise, the finding of team members stated that there were agreed guidelines for how
an MDTs caner committee operates, how members work together was unsatisfactory,
more than a half of participants were disagreeable (52.2%).Study finding was the third
minority of rank in these domains and the relative weight was (59.4%).Study result was
congruent wth Lamb, et al.,(201d who found (90%) of participants agreed that there
should be agreed guidelines for how an MDTs cancer operates, how members work

together.

Regarding accepting the legal responsibility of the treating clinician, MDTs cancer
committee was accountable for treatment recommendations of the finding that was
acceptable. More than two thirds of participants were strongly agreeable and agreeable
(16.5%, 53%) respectively and the relative weight was (76%). These study results
consistent with $ihom and Poulsen, (2006) who found that the paucity of malpractice
litigation involving MDTs cancer committee suggested that they were a medico legally
safe decisiommaking process, to the extent that team discussions had become the standard
of care, clincians remain obliged to continue managing their patients via this useful forum
because the MDTs discussion and management of patients with cancer through MDTs
cancer committee had become the standard of care in many cancer subspecialties and
MDTs cancer committee could provide comprehensive cancer care, but doctors remain

individually liable.

In the same context, the finding of team members stated that my supervisor or manager
provided opportunities to discuss the MDTs cancer cases in unit or departreerdaraft
event was well. Around two thirds of participants were strongly agreeable and agreeable
(14.8%, 43.5%) respectively and the relative weight was (71%). Whereas, the finding of
team members stated that my supervisor or manager took time to meet affitho st
develop a plan for cancer patients before and after MDiEgtings was fairly good, a third

of participants were disagreeable (33.9%) and the relative weight had (64%). These study
results were congruent with Lamb and Payne, (2010) who found tighatwdiopinion of
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different professionals in the decistamaking process of the MDT. The opinion of

surgeons, clinical oncol ogists, medical onc
alwaysdéd carry weight I n decidfferences beavéen ng a't
these groups). I nterestingly, surgeonso op
t hat o f radi ol ogi st s, and <clinical oncol oc¢

carrying more weight than that of pathologists. Althoublere¢ was the time to meet with
staff and discuss to consider whether clinicians from a variety of specialties should be
given opportunities to train and develop team skills necessary to take prominent roles in

cancer MDTs

Moreover, the finding of team mdrars stated that my supervisor or manager models
appropriate MDTs cancer team behavior that was unsatisfactory. Around a half of
participants were disagreeable (48.7%). The relative weight had (56.6%), this finding was
the third minority of this domain anthird or last of rank. These study results were
incongruent with Taylor, et al., (2012) who found (18%) of participants stated about
manager models that were appropriate to support the MDTs cancer team behavior. The
perceptions were there as well as theldies considerations to make a good MDTs
supervisor or leader such as approachable; affable, good rapport with colleagues inspires
others and had their confidence and trust, respected by colleagues, commands confidence,

recognized expert, good role médead authority as well.

Formidably, the finding of team members stated that the senior specialist cancer care
representation was essential at every MDTs cancer meeting that was satisfactory. More
than two thirds of participants were agreeable and styoagteeable (21.7%, 48.7%)
respectively, the relative weight had (76.4%). These study results were inconsistent with
Jalil, et al., (2013) who found there were 10 MDTs cancer members from 22 by semi
structured interview study method stated that the MDTecerakey member was not
presented relating to that impact and there was one of the main factors that @dluenc
MDTs cancer decision makingurthermore, the finding of team members stated that the
MDTs as a whole had active role in tracking patients tjindhe cancer care pathway that
was unsatisfactory. More than a half of participants were disagreeable (57.4%). The
relative weight was (54%). These findings were the second minority of this domain and the
second last of rank. These study results werenigieeent with Taylor, (2012) who found
three quarters of doctors (75%) stated that the MDTs as a whole had a role in tracking

patients through the care pathway.
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Unfortunately, the finding of team members stated that the MDTs cancer committee were
able tocollect and use defined minimum datasets (hospital based cancer registration) was
unacceptable with the lowest result. More than two thirds of participants were strongly
disagreeable and disagreeable (27%, 49.6%) respectively. The relative weight was
(39.20). This finding was the most minority of this domain and the last of rank. These
study results were completely contradicted with National cancer Action NHS survey study
,(2009) in UK who found (96%) agreed about that, also were inconsistent with United
kingdom Association of Cancer Registration (UKACR, 2005).

Totally, the sum of relative weight for the second domain related to the organization,
administration and leadership process characteristic of MDTs cancer committee members
generally were fairly goo®9.4% with (SD:0.44173).Moreover there were the study
findings by open ended questions, the majority of participants were consistent with these
findings and results in this domain. They were reported relating to the main things needed
to be improved cacerning the organization, administration and leadership of MDTs cancer

committee work effectively and the main challenges or obstacles were as the follows;

fiThe same individual should chair the MDT meeting on a regular basis, the MDT lead
individual shold receive specific training to support them in this role,., focused on
discussions that were relevantln otherwise, there were lack of established data base
systems for MDTs effectively workitign the other hand, we needed managerial support;
organizational recognition and support, good relationships with manageképreover,

we needed to be stabilizedclear operational policies that were regularly adwated,

adverse events analyze

4.8.3: Communication & Coordination process characteristics of NdTs cancer

As shown in Table (4.8.3), the third domain illustrated the communication and
coordination processes of MDTs cancer committee. Interestingly, in these tables the
finding of team members stated that the relationship between the leader and Tse MD
cancer committee coordinator was key to ensuring the meeting ran effectively was very
well. More than three quarters of participants were agreeable and strongly agreeable
(58.3%, 27%) respectively. Study finding was the first rank of these domainshand t
relative weight was the highest (82.2%). These study results were congruent with Lamb, et
al., (201x) who found (90.9%) of doctors agreed that the relationship between the Chair

and the MDT coordinator was key to ensuring the meeting ran effectively.
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On the other hand, the finding of team members stated that the feedback between members
and staff was delivered in a way that promoted positive interactions and future change was
unsatisfactory. Around a half of participants were disagreeable (47.9%)nichegfivas

the fourthlast rank of these domains and the relative weight was low (59.8%).

Table (4.8.3)Distribution of responses byCommunication& Coordination scale items.

Strongly Strongly Weight

Statement Agree Disagree Mean

Mean SD

Agree Neutral | Disagree Rank

1.The relationship between the leader and the MDTs cancer committee coordinator is key to ensuring the meeting
effectively

No. 31 67 16 1 0
4.11 .659 82.2 1
% 27.0 58.3 13.9 09 0.0
2.Feedback between members & staff is delivereduayathat promotes positive interactions and future change
No. 14 21 22 54 1
% 14.8 18.3 19.1 47.0 9 2.9 1.136 59.8 9

3.Information regarding cancer patient care is explained to aHlmembers and staff by the core member in relevant wa
terms

No. 7 18 40 49 1

% 6.1 15.7 34.8 42.6 .9 283 917 56.6 10
4.All MDT non-core members relay relevant information in a timely manner

No. 5 17 41 51 1

% 4.3 14.8 35.7 44.3 9 217 869 55.4 11
5.When communicating with MDT cancer cérenembers they allow enough for your questions

No. 16 68 24 7 0 2

% 13.9 59.1 20.9 20.9 0.0 3.81 | .748 | 762
6.MDTs nonrcore members verbally verify information that they receive from one another

No. 9 57 35 13 1

% 7.8 49.6 30.4 11.3 9 3.52 831 0.4 6
7.All MDTs core members follow a standardized method of sharing information when handing off cancer patients

No. 10 34 44 25 2

% 8.7 29.6 38.3 21.7 17 | 3%2 | 944 | 644 8
8.Care plans are communicated to other health professionals in the ttqathemy within a locally agreed timeframe

No. 11 54 39 9 2 5

% 9.6 47.0 33.9 7.8 1.7 3.55 | .840 1
9.All outcomes are recorded on a database and reviewed regularly by the MD Taaocinator

No. 7 15 33 76 17

% 6.1 13.0 287 66.1 14.8 23 1.068 46 12
10.MDTs core members are seek information from all available sources

No. 11 66 27 10 1

% 9.6 57.4 23.5 8.7 9 3.66 804 3.2 4

11.There are agreed mechanisms for the MDT cancer committee to access/contact the specialist caaroeiocaviee
when needed

No. 12 54 31 15 3

% 10.4 47.0 27.0 13.0 2.6 3.50 940 70 /

12.Any patient on the MDTs cancer list not discussed ( notes, films or results missing lack of time ) are automatical
to the next week's list

No. 32 51 28 3 1
% 27.8 44.3 24.3 2.6 .9 3.96 842 738 s
No. 115 Total Weight
% 100 Mean
Total Mean score (5) Median Mode + SD 3.44 4421 68.8
3.44 3.40 3.30 44210 '
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way and terms were unsatisfactory. Around a half of participants were dsblgree
(48.7%). The relative weight was (56.6%). These findings were the third minority of this
domain and third last of rank. These study results were congruent with Rowlands and
Callen, (2013) that carried out by-dlepth interview qualitative study methadho found

from 22 of MDTs lung cancer members that members of a hospital lung cancer team were
not communicating effectively and changes were essential if multidisciplinary care was to
be delivered efficiently and effectively. Multidisciplinary cancerecasas a relatively new
model of service delivery for patients with lung cancer. While guidelines existed on the
formation of cancer care teams, they did not take into account the need to integrate this
new model of service delivery with the existing meHicendel. Furthermore, the study
highlighted the necessity to develop and implement electronic medical records to facilitate
communication between all health professionals caring for patients with cancer.

Furthermore, the finding of team members statatittre all MDT norcore members relay
relevant information with timely manner was unsatisfactory. More than third of
participants were disagreeable (44.3%g telative weight was (55.4%}.is worthwhile

to mention that, the team members stated thathwdmenmunicating with MDT cancer
coremembers, they allowed enough for your questions that were satisfactory. Around two
thirds of participants were strongly agreeable and agreeable (13.9%, 59.1%) respectively.
The finding was the second rank of these domarhe relative weight was well (76.2%).
These findings were the second minority of this domain and the second last of rank. These
study results were congruent with National Cancer Action NHS, (2009) who found by
national survey more than a half of papgants (51%) recommended to constitute an
effective case management and clinical decisiaking process of MDTs cancer work

that should be the clear lines of responsibility and communication to all concerned and had
good communication with each other (amdth other teams), nehierarchical open
discussion, respectful, willingness to challenge and be challengedihneatening

environment and participation as equals.

In the same context, the finding of team members stated that the MDTs canaar&on
menbers verbally verify information that they received from one another was satisfactory.
Around third of participants were strongly agreeable and agreeable (8.7%, 29.6%),
respectively and the relative weight was (70.4%). Whereas, the finding of team members
stated that care plans were communicated to other health professionals in the treatment

pathway within a locally agreed timeframe was good. More than a half of participants were
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strongly agreeable and agreeable (9.6%, 47%) respectively and the relatie was
(71%).

Unfortunately, in (table 4.8.3), it shows the finding of team members stated that all
outcomes were recorded on a database and reviewed regularly by the MDTs cancer
coordinator that was unacceptable and the lowest result, more than thresrsqo&
participants were strongly disagreeable and disagreeable (14.8%, 66.1%) respectively. The
relative weight had lowest (46%). This finding was the most minority of this domain and
the last rank. These study results were incongruent with Jalil,,g2@lL2) by national
survey for 265 MDTs cancer coordinators who found more than (66.9%) of members felt
the role of the MDTs cancer coordinator was therefore central to the care of cancer
patients, locally, and also through the coordination and shafridigt@ on a wider level. In
otherwise, the finding of team members stated that the MDTs core members did seek
information from all available sources that were satisfactory. More than a half of
participants strongly agreeable and agreeable (9.6%, 57.4¢ctevely. The relative
weight was (73.2%).

Formidably, the finding of team members stated that there were agreed mechanisms for the
MDT cancer committee to access or contact the specialist cancer care team for advice
when needed and that was fairly goddore than a half of participants were strongly
agreeable and agreeable (10.4%, 47.4% ) respectively, but the relative weight was well
(70%). These study results were congruent with Taylor, et al., (2010) who found (75%) of
responses agreed that there avagreed mechanisms for the MDTs cancer to access or

contact the specialist care team for advice when needed.

Additionally, the finding of team members stated that any patient on the MDTs cancer list
did not discuss (notes, films or missing results, latkime) and so on and they were
automatically added to the next week list that was well. More than two thirds of
participants were strongly agreeable and agreeable (27.8%, 44.3%) respectively. The
finding was the third rank of these domains and theivelateight was well (73.8%).

Study result was incongruent with Lamb, et al., (2)Mho found (96%) of participants
agreed about the cancer cases that were not discussed on the MDTs cancer list related to
lack of time or any reason shld be added to theext week.Totally, the sum of relative

weight for the third domain related to the communication and coordination process

characteristic of MDTs cancer committee members generally were fairly good 68.8% with
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(SD: 0.4421). On the other hand, through thelyaima of study findings by open ended
guestions, related to the majority of participants that were consistent with these findings
and results in this domain. They were reported concerning the main things needed to be
improved relating to the communicati@nd coordination of MDTs cancer committee

work effectively and the main challenges or obstacles were;

AMDTs related to communication and coordinat:.
follows; informed and implementation of agreed policy and protoebMDTs communication,

written guidelines and protocol for MDTs coordinator work, use of technological
communication facilities having interactive MDTs electradi& that could produce letters as

well as data collection, sharing technical support aslasl the relevant equipment to good
connecting and interrelationship with all core members and all diagnostics and treatment
facilities, enhancement of physical environment of meeting venue such as having a regular

venue with easy access, location for easte members, visualized materials
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Table (4.8.4.A):Distribution of responses bycase management clinical decision making

Strongl Strongl Weight
Agregey Disag?ge Mean | SD | pean
1.The MDTs cancer committee are consider all clinically appropriate treatment options even if they cannot offer/pr
them locally

No. 15 78 18 4 0

Statement Agree | Neutral | Disagree Rank

3.90 .64 78 9

% 13.0 67.8 15.7 3.5 0.0
2.Patient's management based on evidence base medical praditaiiohal protocols & guidelines).

No. 19 71 21 3 1

% 16.7 61.7 18.3 2.6 9 390 | 725 8 R
3.Standard treatment protocols for patients are used whenever possible

No. 23 80 11 1 0

% 20.0 69.6 9.6 9 0 4091 51| 818 | 4
4.In-hospitals formal ptocols are needed to manage referral of patient cases between MDTs cancer committee

No. 24 57 16 16 2

% 20.9 49.6 13.9 13.9 1.7 3.74 | 1001 748 14
5.All cancer patients with recurrence/progressive disease are discussed by an MDTs cancer meeting

No. 13 48 35 17 2

% 11.3 41.7 30.4 14.8 1.7 3.46 | 939 69.2 17
6.The MDTs cancer committee are always be notified if their treatment recommendations are not implemented

No. 10 38 36 19 12

% 8.7 33.0 31.3 16.5 104 3131 11201 62,6 19
7.Staff cotinuously scan the environment for important information that effect on clinical decision making

No. 14 16 37 46 2

% 12.2 13.9 32.2 40.0 1.7 295 | 1.050 59 21
8.The supervisor/ manager meets to reevaluate cancer patients care goals when dspesitsation have changed

No. 10 18 33 50 4 23

% 8.7 15.7 28.7 435 3.5 2.83 | 970 | 566

9.The supervisor/ manager and specialists share information regarding potential complicgtiom®nt changes, bed
availability).

No. 15 71 19 7 3

% 13 61.7 16.5 6.1 2.6 3.m 852 754 14
10.Requests for tests and treatments are recorded, documented during the MDTs cancer meeting report (session

No. 13 74 24 4 0

% 11.3 64.3 20.9 3.5 0.0 383 | 66l 6.6 11
11.The MDTs cancer committee as a vehlbhs an active role in tracking patients through the cancer care pathway

No. 0 60 0 41 14

% ) 525 0 356 122 292 | 1.171| 584 22
12.Majority agreement of a treatment recommendation is acceptable

No. 17 78 17 3 0

% 14.8 67.8 14.8 2.6 0.0 395 633 79 6
13.The MDTs cancer team more supporting for oncologists in his treatment decision

No. 30 72 13 0 0

% 26.1 62.6 11.3 0.0 0.0 415 | 596 83 2
14.The MDTs cancer decisions are benchmarked against those of similar MDTs

No. 10 16 0 72 17

% 8.7 13.9 0 62.6 14.8 239 | 1193 47.8 24
15.A clinician are able to bring the case of a private patient to the MDT cancer committee for discussion at the me|

No. 7 42 48 15 3

% 6.1 35.5 41.7 13.0 2.6 330 | 870 66 18
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Table (4.8.4.B):Distribution of responses by case manageme#it clinical decision
making scale items.

Strongly | Agr | Neutr : Strongly | Mea Weight
Statement Agree ce al Disagree e SD | Mean | Rank
16.If a patient chooses a treatment that is not in line with MDT cancer comm@®mmendations this are record
No. 6 41 39 19 10 1.03
3.12 62.4 20
% 5.2 35.7 33.9 16.5 8.7 6
17.Decisions & recommendations which emanating from MDTs cancer committee are bound and obligatory

implementation for all HCPs those involved in pdiuig services cancer patients window
No. 18 62 28 7 0
3.79 | .778 75.8 11
% 15.7 53.9 24.3 6.1 0.0
18.MDTs have an active role in reducing of cancer waiting time
No. 25 64 18 7 1
3.91 | .778 78.2 7
% 21.7 55.7 15.7 6.1 .9
19.The MDTs are respoitde for collecting key information that directly affects treatment decisions ( e.g. stagin
and cemorbidity)
No. 20 70 20 S 0 391 | 720| 782 | 7R
% 17.4 60.9 17.4 4.3 0.0
20.The MDTs cancer committee identifies and manage all types of cancetgatie
No. 15 45 40 14 1
% 13 39.1 34.8 12.2 .9 351 | .902 0.2 16

21.The MDT cancer committee provides

treatment and follow up for any types of ¢

ancer patients and ensure

receives multdisciplinary management with appropriate oncological inpueémh one
No. 13 58 35 9 0
% 11.3 50.4 30.4 7.8 0.0 365 784 3 14
22.MDT cancer committee decisions are improve health outcomes for cancer cases
No. 23 69 18 5 0
% 20.0 60.0 15.7 4.3 0.0 3.96 | .730 9.2 i
23.Without the MDT cancer committélee clinical decisions are much worse
No. 47 42 24 0 2
% 40.9 36.5 20.9 0.0 1.7 4151 87l 83 2R
24.MDT cancer committee improve eviderdmssed treatment decisions
No. 45 49 17 3 1
% 39.1 42.6 14.8 2.6 9 417 | 837 83.4 1
No. 115 .
% 100 Weight Mean
Total Mean score (5) | Median | Mode +sSD | 3.59| .399 18
3.59 3.54 3.67 .39954 '

4.8.4: Case management and clinical decision making process characteristics of

MDTs cancer committee team rembers domain.

As shown in Table 4.8.4 (A 8), the four domains illustrated the case management and

clinical decision making process characteristics of MDTs cancer committee. In these

tables, the finding of team members stated that the MDTs cancer committee considered all

clinically appropriate gatment options even if they cannot offer or provide them locally

and that was good. More than three quarters of participants were agreeable and strongly

agreeable (13%, 67.8%) respectively. The relative weight was satisfactory (78%).

Although, patient maagement was based on evidence of medical practice (international
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protocols and guidelines), it had the same relative weight and also was satisfactory
(78%).More than three quarters of participants were agreeable and strongly agreeable
(16.7%, 61.7%) respteely. These study results were congruent with Taylor, et al., (2010)
who found most team members (at least 90%) that there they agreed that the MDTs should
consider all clinically appropriate treatment options even if they could not offer or provide

them locally.

Additionally, the finding of team members stated that the standard treatment protocols for
patients were used whenever possible and they were well. More than three quarters of
participants were strongly agreeable and agreeable (20%, 69.6%gtresly. The finding

was the fourth rank of these domains and the relative weight was very good (81.8%).
These study result congruent with Lamb, et al., (2)2Mho found most team members
(93%) of doctors that agreed on the standard treatment profocgisitients should be

used whenever possible.

In the same context, the finding of team members stated that thespitals formal
protocols were needed to manage referral of patient cases between MDTs cancer
committee and that was satisfactory. More than thirds of participants were strongly
agreeable and agreeable (20.9%, 49.6%), respectively. The relative weight was (74.8%).
Whereas, the finding of team members stated that all cancer patients with recurrence or
progressive disease were discussedbi®Ts cancer meeting and that was fairly good.
More than a half of participants were strongly agreeable and agreeable (11.3%, 41.7%)
respectively. The relative weight was (69.2%). These study results were consistent with
Lamb, et al., (2019 who found tihee quarters (75%) of doctors agreed that patients with

recurrence or progressive disease should be discussed by an MDT.

Unequivocally, the finding of team members stated that the MDTs cancer committee was
always is notified if their treatment recommenaoias were not implemented and was
unacceptable. Less than a third of participants were agreeable (33%) and the relative
weight has low (62.6%).These study results were incongruent with Taylor, et al., (2010)
who found (85.6%) of doctors in MDTs cancer memsbthat agreed and there should
always be notification if their treatment recommendations were not adopted. Similarity,
the finding of team members stated that the staff continuously scan the environment for
important information that effected clinicabcision making and that was unsatisfactory.

More than a third of participants were disagreeable (40%). the relative weight was poor
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(59%). These findings were the fourth minority of this domain and fourth last of rank.

These study results were incongruetth (Raine, R. et al., 20}4

Furthermore, the finding of team members stated that the supervisor or manager met to
reevaluate cancer patients care goals when aspects of the situation had changed and that
was unsatisfactory. More than a third of partiofgawere disagreeable (43.5%). The
relative weight was poor (56.6%). These findings were the second minority of this domain

and the second last of rank as well.

Formidably, the finding of team members stated that the supervisor or manager and
specialists lsared information regarding potential complications (e.g. patient changes, bed
availability) was satisfactory. More than two thirds of participants were strongly agreeable
and agreeable (13%, 61.7%) respectively and the relative weight was (75.4%).

In the same direction, the finding of team members stated that the requests for tests and
treatments were recorded, documented during the MDTs cancer meeting report (session)
was well. More than three quarters of participants were strongly agreeable and agreeabl
(11.3%, 64.3%) respectively and the relative weight was (76.6%).These study results were
incongruent with Taylor, et al., (2010) who found (68%) in MDTs cancer members that
agreed but only (64%) of doctors at least likely agreed on the requests foandsts

treatments should be booked during the MDTs cancer meeting.

In otherwise, the finding of team members stated that the MDTs cancer committee as a
whole had an active role in tracking patients through the cancer care pathway and that was
unsatisfactoryMore than half of participants were disagreeable (52%), the relative weight
was unacceptable (58.4%). These findings were the third minority of this domain and third
last of rank. These study results were inconsistent with Lamb, et al., (2011) who found
three quarters of doctors (75%) in MDTs cancer members that agreed that the MDTs

cancer committee as a whole had a role in tracking patients through the care pathway.

As a matter of fast, the finding of team members stated that the majority agreement of a
treatment recommendation was acceptable as well. More than three quarters of participants
were strongly agreeable and agreeable (11.3%, 64.3%) respectively. The relative weight
was (79%) These study results were congruent, to some extent, with Taylgr(2010)

who found (84.9%) in MDTs cancer members that agreed on the majority agreement of a
treatment recommendation and that was acceptable. Optimistically, the finding of team
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members stated that the MDTs cancer team were more supportive for onsalodis
treatment decision and more than three quarters of responses were agreed and the relative
weight was satisfactory (83%).These findings were the second majority of this domain and
second of rank.

Unfortunately, in table (4.8.4.A), it shows theding of team members stated that the
MDTs cancer decisions were benchmarked against those of similar MDTs that was
unacceptable and had the lowest result. More than two thirds of participants were strongly
disagreeable and disagreeable (14.8%, 62.6%) cteply. The relative weight was the
lowest (47.8%). These findings were the most minority of this domain and the last of rank.
These study results were congruent with Lamb, et al., @@tHo found (44%) of doctors

only in MDTs cancer members that agreedthe benchmarking against other MDTs or

networks.

And uncover the truth, in tabld.8.4.B), it shows the finding of team members stated that
the clinician was able to bring the case of a private patient to the MDT cancer committee
for discussion at # meeting and that was fairly acceptable. More than a third of
participants were agreed (35.5%). The relative weight was (66%). These study results were
incongruent with Taylor, et al., (2010), who found (91.6%) of doctors agreed that the
clinician shouldbe able to bring the case of a private patient to the MDT for discussion at

the meeting.

Moreover, the finding of team members stated that a patient chose a treatment that was not
in line with MDT cancer committee recommendations and this record wasstasaty,

the relative weight was (62..4%). These study results were incongruent with Taylor, et al.,
(2010) who found (83.8% ) of doctors agreed that if a patient chose a treatment that was

not in line with MDT recommendations this should be recorded.

Essentially, the finding of team members stated that decisions and recommendations which
emanating from MDTs cancer committee were bound and obligatory implementation for
all HCPs those involved in providing services cancer patients window was good. More
than a half of responses agreed (53.9%).The relative weight was (75.8%).

It is worthwhile to mention, both findings of team members stated that the MDTs had an
active role in reduction of cancer waiting time and the MDTs were responsible for

collecting key nformation that directly affected treatment decisions (e.g. staging and co
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morbidity) were the same highly agreed referring to two thirds of participants. The same
repetition of ranking and relative weight was satisfactory (78.2%) respectively. These
studyfindings were congruent with both studies by Taylor, et al., (2010) and Lamb, et al.,
(201c) who found more three quarters of multidisciplinary cancer team members
perceptions about data collection, analysis and audit of outcomes agreed that the MDTs
carcer should be responsible for collecting key information that directly affected treatment

decisions (e.g. staging and-eoorbidity)

On the other hand, the finding of team members stated that the MDTs cancer committee
identified and managed all types oincar patients with more than a third of participants

agreed. The relative weight was (70.2%).

What could be more important to be mentioned, the finding of team members stated that
the MDT cancer committee provided treatment and follow up for any typeanziec
patients and ensure to receive mdisciplinary management with appropriate oncological
input for each one and that was acceptable. More than half of responses agreed
(50.4%).The relative weight was (73%). Whereas, the finding of team membedstistdte

the MDT cancer committee decisions improved health outcomes for cancer cases and that
was satisfactory. More than three quarters of participants were strongly agreeable and
agreeable (20. %, 60%), respectively and the relative weight was (79.2%jestingly,

the finding of team members stated that without the MDT cancer committee the clinical
decisions were much worse and that was very well. More than three quarters of participants
were strongly agreeable and agreeable (40.9%, 36.5%) respecBualy finding was the
second rank of these domains and the relative weight was high (82.2%).

Optimistically, the finding of team members stated that the MDT cancer committee
improved evidencéased treatment decisions and that was very well. More tirae t
guarters of participants were strongly agreeable and agreeable (39.1%, 42.6%)
respectively. Study finding was the first rank of these domains and the relative weight was
the highest (83.4%). These study results were congruent with Jalil, et al.) @14
Taylor, et al., (2010) who found more responses, had (90%) and agreed it to improve
MDTs cancer clinical decision making relation with improved eviddrased treatment

decisions.

Totally, the sum of relative weight for the fourth domain relatethéocase management

and clinical decision making process characteristic of MDTs members generally was good
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71.8% with (SD: 0.39954). On the other hand, through the analysis of study findings by
open ended questions, the majority of participants were ¢ensigith these findings and

results in this domain. They were reported relating to the main things needed to be
improved concerning the case management and clinical decision making of MDTs cancer

committee work effectively and the main challenges or cletavere as follows;

ifPerformance of MDTs cancer committee worKk
management and good clinical decisimaking process by ;improved consistency,
structured and efficient decisionaking; robust annotation of decisionsith clear

concise treatment plan recorded; consensus; adherence to MDTs protocols and
guidelines; establishing national MDTs cancer policy and guidelines, establishing sub

MDTs cancer committees according to each specialty, action plan and follow up afte
meetings and implementation of decision with clear lines of responsibility and all of them

must be concerned.

4.9 Inferential statistics

In this section the researcher discusses the differences in the overall performance of MDTs
cancer committee statuis reference to independent variables. The independent variables

were characteristics and performance of characteristic variabtesegarding to the
inferenti al statistics between the demogr aj
educationaldvel, professional level, total years of experience, place of work and jobs, with

all study domains. Usingtest and ANOVA tests, results shows that there is variation in

means scores but not reach to the statistical significant level (Ar8)eXhis coud be the

study ©participant are originally from the
working in the same ministry regarding to administrative issues, protocols they exposed to

the same work and professional circumstances.
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Chapter 5
Conclusion and Recommendation
5.1 Conclusion

This chapter overwhelmingly provides the main conclusions of this study as well as some
recommendations that may help and provide guidance to the health decision and policy
makers in order to largely improve the quabfycancer patients care by adopting the better

performance of MDTs cancer committee members working for cancer management that

was based on the results of this study.

This study sharply utilized descriptive, analytical points across sectional design with a

guantitative approach. The researcher genuinely used interview questionnaire (37) "yes"
and "no" questions with short, descriptive and reasonable clarification. This was clarified

the nature of cases by using open questions, (91) Likert scale geestibrconservation

by two main open questions referring to data collection tool that wasleadfoped. A

systematic randomized sampling (the second specialist one) was selected.

The study was conducted to evaluate the performance of MDTs cancer aesmadtking

by main four domains in Likert scale (five scores) that are important for effective MDTs
performance work that included; soe@lemographic, occupational, educational and the
cancer team members characteristics, team work, attendance and giaiciMDTs
preparations; stages of MDT meetings process (pre, during andnpeshg stages),
structure, communication, coordination, organization , administration and leadership of
MDTs cancer pathway, MDTs cancer tracking systems, cancer waiting tamagement
(CWT), MDTs case presentation dynamic process, cases management and clinical decision
making process characteristics, the physical environment and MDTs place, technology
management and administrative aspects. The domains of the MDTs meetingss@soc
fairly include open ended questions. Optimistically, high response rate of (99.1%) ensured
high validity of the study findings. Other measures such as the experts validation and
piloting were used to assure the questionnaire validity. The reliatgdtghed the highly
coefficient level, as the Cronbach Alpha coefficient was 0.982.

The total number of the study population was 246 and the study sample was 116 with
highly acceptable response rate (99.1%). In consistency with the general bulk that are
introducing cancer cases care by specialties and subspecialties to cover all disciplines and

departments distribution of specialists in the three hospitals according to the bulk of
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introducing cancer cases care, (57.4%) of respondents were surgical alh@shid%) is
related to Obstetric and Gynecological hospital (22.6%) is related to Medical hospital,
(3.5%) is related to Radiological departments and (3.%6related to Pathology
departments but those are inconsistent with the general gender t@tritiuspecialists in

the hospitals, (96.5%) of respondents were male.

Promising demographic areas were found as almost two thirds of respondents were aged up
to 40 years and the majority were specialists doctors (holding Board degree and Master
degree) More than half of respondents were professional practitioner specialists (without
managerial positions), meanwhile a considerable portion had long work experience as more

than two thirds had work experience up to 10 years.

The study results revealed thaterall status of performance evaluation of MDTs cancer
committee members work for cancer management was fairly good (67%). That reflected a
positive perception of sampled specialists towards the performance of cancer care and
sharing responsibilities whic were considered as an important conducive factor for

practicing MDTs cancer work although it was established five years ago only.

Findings showed that performance of MDTs cancer committee work was substantially
affected by a variety of influencing facs. These factors were immensely perceived as
conducive factors which enhanced the practicing of cancer management or hindered factors

which acted as barriers and challenges for implementation of cancer care.

Essentially, team functioning and performamgere drivers of effective clinical decisions

in cancer MDTs committee work, but their monitoring and evaluation of performance
indicators regularly had lack of. Around (90%) of participants that stated there were not
regularity follow up the performanceditators. More than a half of participants stated that
the MDTs cancer committee decisions positively supported the cancer care strategy in
MOH. In spite of that, the findings of this study was related to measurement of MDTs
cancer performance indicators a systematic approach that was poor and unsatisfactory

except attendance rate (2.3%) times monthly.

Interestingly, the average of cancer cases was discussed by MDTs cancer members and it
was around 12 cases per meeting weekly. With further validatiooymdination of the
interview questionnaire with open ended questions evaluation tools reported they could be

used alongside existing systematic methods to provide a salemea, standardized, and
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transparent base for evaluation and monitoring thatawgat team performance of cancer

MDTs, with the ultimate goal of improving care for cancer patients.

In otherwise, the cancer waiting time for intervention after the case discussion was highly
satisfactory and within the international range of standardsavhrage time was less than

two weeks and was less than 9 d&9s. the other hand, unavailability and shortage of
diagnostic and treatment resources become more limited, there is a greater urgency for
technological solutions to be identified that will bleathe MDTs cancer services to be
delivered more effectively. Also limited training and research opportunities in cancer care
for specialists as (the majority of them 75% had not received training courses related to
cancer care at the last 5 years. M &fiperformance indicators regularly has been lacking
(90%)of participants stated there are poor except attendance rate was 2.3 times per month.
In otherwise, the dynamics of cases presentation process shown as; the average case
presentation by hirself in your department was 3 cases, the average case presentation in
MDTs cancer committee monthly was (10.73),the average leakage of cases without
presentation in monthly was (7.55),the average delayed case presentation after the end of
diagnosis monthly was anad (4) cases, the total average delayed of intervention more
than two weeks after presentation monthly was (3) cases, the average expected time
implementation of decisions after case discussed by was very well around 9 days, the total
average of time pregpation case was 26 minutes, the average of time for weekly MDTs
cancer meeting was 2.30 hours and the average of each case discussed during meeting was
15.5 minutes. In the same context, all of these indicators reflected actually the standards
cancer waing time management with compliance level of cancer care-t8h#h Medical

Complex.

These gaps of knowledge reflected a lack of attention to training, education and research
applications in cancer care delivery and found more than three quartersoofsessn this
study that did not receive any education or training programs related to cancer care during
the period of work (both inside and outside MOH) at the last 5 years. Furthermore, the
study results showed that the vast majority of participantstguabiout that they did not

receive training related to cancer care services and MDTs cancer committee work.

Unfortunately, the study results showed that the vast majority of participants pointed out
that they did not receive training related to cancer ceices and MDTs cancer

committee work of more than (75%).
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At the start of this study of multidisciplinary cancer medical team meetings, can identify
the technological needs and solutions that would support the work of the MDTs cancer
committee membersr suggest ways that the existing technology might be improved, and
make the team more effectivBtudy results showed that this dimension was very poor.
Although the existence of the MDTs cancer practice was identified in Chapter 4 to improve
cancer patiet services, and continuous quality improvement intervention, it needed
support for two reasons; to maintain its existence and improve the internal and external

MDTs cancer committee process characteristics.

The study showed that there was an expressed teeeéechnology, good preparation,
communication and coordination, organization, administration and training of those core
and nonrcore members of the MDTs cancer committee. Perhaps it was the time to seriously
consider to fill the gap and variations inettMDTs cancer working on decision
implementation and cancer waiting time standards in receiving cancer diagnosis and
treatment among cancer patients journeys, education and training in the skills required to
carry out the active role with maximum effectnass, with the view of further
enhancement of cancer care. The MDTs meeting should not be seen in isolation, but as a
pivotal point in the cancer patient care pathway, linking information about patients and
their disease to the decision making process,thed to the orgoing care of the patient
thereafter. The role of the MDTs cancer committee was therefore central to the care of
cancer patients, both locally, and also through the coordination and sharing of cancer care,

expertise, knowledge and data owider level.

Study results showed the preparation for MDTs cancer committee process characteristics in
(Premeeting stage) was the poorest domain and lowest result (60.2%). The preparation for
MDTs cancer committee process characteristics in (dumiegtng stage) domain result

was (67.6%).The preparation for MDTs cancer committee process characteristics-in (post
meeting stage) was the secemell domain (69.4%). The Structure of MDTs cancer
committee process characteristic was the second last domairtej61The MDTs
organization, administration and leadership process characteristicstheasecond
repeatedvell domain (69.4%). The MDTs cancer communication and coordination
process characteristic domain was (68.8%). Case management and clinical dedisign ma
process characteristics were the first domain and highest percentage (71.8%). Totally, the
total scores that measured performance evaluation of MDTs cancer committee by Likert
scale was fairly good 67% with (SD: 0.33677).
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There were no statisticallyignificant differences in perceptions about performance
evaluation of MDTs cancer committee members in certain domains and independent
variables. On the contrary, the mean differences were noted in relation to gender, years of
experience, job position, arplace of work, professional levels, educational level, age

groups and type of discipline.

This study found scant research relating to how cancer specialists work together as clinical
team in either virtual or actual MDTs cancer committee settings. Ttasaware type of
research and the first study in the Arab countries in the Middle East with the exception of

some research in specific type of cancer tumor.

Internationally, very little attention had been given to the patient experience in different
multidisciplinary care models and how patient experience, care support, andrakeadt
guality of l i fe i wespomddecoedt by &achoset |,
MDTs cancer committee involvement. Almost no research existed comparing thendliffere
models and how performance attributes (e.g., team cohesion, coordination of care,
adherence to guidelidgased care, reduced costs, and improved outcomes) vary by
characteristics of the breadth of specialties and subspecialties, the hospitals setting (e
academic based vs. community based), and the environmental context within which these
programs function. In particular, internationally, the relationship between MDTs cancer
committee involvement specialists and patient engagement in clinical reseatading

clinical trials, is a higkpriority research topic.

Furthermore, despite the research advancement on the organization, functioning, and
performance of healtbare team the finding, in this study was found very scant research
and two thirds ofesponses of (78%) did not participate in research and scientific papers
previously related to the field of oncology and cancer services. The average was (1.5)
papers only with a long period of work. Our understanding of the previous of various forms
of MDTs cancer in cancer care and our knowledge of what affected the performance of

MDTs cancer still had many gaps.

Moreover, the strict temporal health organization needed for the MDTs cancer committee
and its associated task environment was both a stramgtlweakness of the health care
system. Optimistically, when cancer work rhythms became embedded in the healthcare
organizational processes, they became stronger and more dependable relating to the change
that became difficult when firmly established cerrgng the work routine of the cancer

work rhythms. This will absorb a certain amount of disturbance, but when they were fragile
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and became unstable, the cancer work rhythm recovery could be difficult. So we needed to
further develop our conceptual models MDTs cancer committee settings or context,

team structure and function to actively consider change over time in team composition.

The MDTs cancer committee work was not singdse interventions; they were
longitudinal and sustainable cancer care $tmes that required theoretical, technical,
managerial and systematic group thinking approaches that went beyond the more typical
crosssectional snapshots of team structure, process, and performance. The performance of
MDTs cancer committee work neededlat of efforts to enhance the effective and
successful practicing of cancer management kShifa Medical Complex by increasing
attention, improvement and awareness of doctors about this important and active role for

cancer care.

The Strategies for change better cancer management should have an emphasis on active
role participation of MDTs cancer committee work through audit, feedback, tracking
system and response, acknowledging the clinical needs and practical constraints of the
MDTs cancer committeenad f i tti ng the tracki nglowsagdst e ms
cancer care patients pathway.

Finally, performance evaluation is driver of effective MDTs cancer committee work, but
their evaluation was missing. This study provides validation evidenceefformance
evaluation of MDTs cancer committee members and demonstrates that cancer care team
members have the ability to evaluate their performance at reasonable levels of validity and
with significantly less resource than evaluation that requires tleemre of an external
expert assessor. With this validation evaluation tools reported here, it could be used
alongside existing MOH cancer evaluation programs and statistical reports to provide a
sciencedriven, standardized, and transparent base for dusjuaand improving
performance of MDTs cancer committee members, with the ultimate goal of improving

care for cancer patients.

5.2 Recommendations

Based on the study finding the researcher would provide useful recommendations as
outlined below: decisiomnd health policy makers, health managers, leaders, health care
professionals and researchers need to consider these recommendations and intensively

work to address them.
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Gradually, expand the scope of work of the MDTs cancer committee to inwde

core members and sufpeciality such asnesthesia specialist, oncology clinical
nurse, oncology pharmacists and palliative care specialist with an increase of the
administrative and medical secretary staith increase the frequency of meeting

Building the monitoring and evaluation system regularly to ensure the performance
indicators of MDTs cancer committee are measuring work as efficiently and

effectively in all times.

High recommendation to establish writtenpdated, disseminatedperational
MDTs carcer committee guidelines, policy, protocols and procedures in job
description, tasks, duties that need to be clearly defined for doctors and other HCPs.
Build, create and sustaiavailability and usingtechnological resources such as
electronic interactie central program,PACS, PAS elearning MDTsand e
tracking systenprogramsthat were connected by all cancer services facila®s
systematic thinking approachintegrated with live linking diagnosis and
interventiondigital projection program

Enhanceclinical productivity by simplifying access to patient information (for
all healthcare providers), preparation of presentation materials, report generation
and dissemination and access to clinical practice guidelines during discussion
Building the pathological unit inside the ORs department for frozen section to
improve the accuracy of pathological readings samijitie applying double check
reading diagnostic results policy for pathological slides sample readings that
decrease the debate and emdeadefinitive, final and professional points for cancer
diagnosis in details.

Linking all data source related to MDTs cancer committee work with MOH
national cancer registry that providing bilateral information flow between research
and practice in cancéreatment by capturing clinical intervention and their result to
encourage research and scientific projects through systematic collection and
analysis approach.

Establishing unified national clear pathway for cancer patients to reach the MDTs
cancer comnttee and public dissemination wittational standardization of cancer
waiting time management according to each process for diagnosis and treatment of

cancer caravith trainedpolicy for guidelines that include privat®HC, hospitals
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and NGOs sectorby connecting and sustaining feedback proadissctly with
MDTSs cancer committee
9. Implementing the successful experience of MDTs cancer committees that
distributes all MOH hospitals and establishes the national MDTs cancer steering
committee managed by MOHat was divided to suMDTs cancer committee in
each hospital according to disciplines, specialty and types of tumor.
10. Establishing cancer care center in the Gaza Strip that includes all cancer services
under one celling.
5.2.3 Recommendations for further gidies
The researcher would recommend conducting further research studies covering the

following areas:

1. Conducting studies to explore the potential relationship between multidisciplinary
cancer care and cancer patient survival rate. (Retrospective study).

2. Conduct more research including both qualitative and quantitative methods for the
specificof the most commotypes of cancer tumors discussed in multidisciplinary
care and clinical outcomes.

3. Conduct comparative studies among quality of cancer care nraaageéecisions
by multidisciplinary teams (a systematic review method).

4. Conduct the national papillary & micqmapillary carcinoma auditing studies that
use of multidisciplinary care teams by surgeons in Gaza Strip.

5. Conduct more research for study the depimg a multidisciplinary cancer care
program for common cancer types.

6. Conduct research about the Multidisciplinary team working across different tumor
types of colorectal cancer (national survey studies).

7. Assessment the role of clinical decision suppechnology and multidisciplinary
team cancer meetings (observational and action research).

8. Conduct the comparison studies that evaluate the Factors that affecting on the
clinical decisioamaking and decision implementation in cancer multidisciplinary
teans.( triangulation study).

9. Conduct research to assess the cancer case dynamics processeddiscaiplitiary
medical team meetings and the use of communication technology.

10. Conducting studies that assess the impact of the-&@esttiveness of cancer care

with MDTs cancer committee working and national comparison hospitals.
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Annex (2: Distribution of their work by multi -disciplines variables

Categories Number %
Surgical hospital. 66 57.4%
Medical hospital. 26 22.6 %
Place of work at Shifa Obstetric &Gynae. 15 13.0 %
hospital Radiological depts. 4 3.5%
Pathology depts. 4 3.5%
Total 115 100%
General surgery 29 43.9
Chest surgery 4 6.1
Orthavedic suraery 5 7.6
Neurosurgery 4 6.1
Surgical specialties Uroloaqical surgery 8 12.2
Colorectal surgery 3 4.5
ENT surgery 6 9.1
Maxillofacial suragery 4 6.1
Burn & Plastic suraerv 4 6.1
Total 66 100%
Endocrinology 3 11.5
Neuroloay 2 7.7
Hematoloay 5 19.2
GIT & Liver 1 3.8
Medical specialties Dermatoloay 2 1.7
G. Medical 5 19.2
Chest 3 11.5
Nephroloay 1 3.8
Oncology 4 15.4
Total 26 100%
Obstetrics & gynae. Gvnecoloq?cal surgery 13 86.7
specialties Gvnecoloouc_al _ 1 6.7
Early screening unit 1 6.7
Total 15 100%
Specialist 26 22.6
Senior specialist 34 29.6
Professional level Consultant 25 21.7
Senior consultant 30 26.1
Total 115 100.0
Head of unit 5 4.3
Head of division 2 1.7
Head of dept 48 41.7
_ Departments director. 3 2.6
Current job Hospital director 5 4.3
Professional 48 41.7
Others 2 1.7
Total 115 100.0
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Categories

Number

%

(Mean 15.92 S.D.,7.566, Mode 10)years

1-5 vears 12 104

6-10 vears 20 17.4

Years of experience 11-15vears 27 235
16-20 vears 32 27.8

>20 years 24 20.9

Total 115 100.0

Mean 11.03.Mode. 20. SD 7.398

1-5yvears 33 28.7

Years of experience 6-10 vears 26 22.6
after specialization 11-15 vears 27 23.5
16-20 vears 17 14.8

>20 vears 12 104

Total 115 100.0
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Annex (3) Measuring domains that are important for MDT effective functioning
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Annex (4) Multidisciplinary Team Meeting Flow Chart for cancer patient
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Annex (5) The MDTs cancer communication Pathway Protocol

presentation

Referral

\/

Tests &
Investigations

Diagnosis

MDT Discussion

\/

—
\

N U N A R N

Treatment

Palliative care

End of Life

SE Wales Cancer Network , 20(

Objective. GP referrals are received via appropriate
mechanisms to member of the MDTs.

Outcome all patients referred with a suspicion of cancer
are dealt with promptly

Objective all time of diagnosis patients should be
supported by a key MDTs. member who is trained

Outcome the patientsdiagnosis will be communicated to
the patient effectively in a manner thapporting their
understanding

Objective the MDTSs disassion is communicated to the
patients to help them make an informed choice on their
definitive treatment.

Outcome patients who are given information on what
they are likely to experience are less anxious & greater
satisfaction

Objective the pdients definitive treatment is coordinatec
& managed by the multidisciplinary team

Outcome patients feel supported throughout their care
pathway

Objective. patients' needs for support are discussed at th
MDTs meeting & the outcome of the dissigns are
communicated to the patient.

Outcome effective communication between MDT
members & the patient ley to delivery of supportivé
palliative care services

Objective. MDTs support & implement a managed systen
to ensure best prace for thecare of the dying.

Outcome to ensure the needs of the dying are addresse
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Annex(6): Ethical approval from Helsinki committee 1 Gaza governorate

el Sl dadall Lot

Palestinian Health Research Council

S g (A Afiadl e glaal) pladu) e 33 G (Al auall U 3525
Developing the Palestinian health system through institutionalizing the use of information in decision making

Helsinki Committee

For Ethical Approval
Date: 03108\2015 Number: PHRC/HC/ 41/15
Name: 5 Jeaa taud)
We would like to inform you that the ) - fie cails 38 daalll ok Lle o
committee had discussed the proposal of e s el o P
your study about: =3eles

Performance Evaluation of the Multi-disciplinary Team Members Committee
for Cancer Management at Al-Shifa Medical Complex

The committee has decided to approve alle 5l ) e Aailgall ¢y
the above mentioned research. 4 i ] y
Approval number PHRC/HC/41 /15 in its adle ghsSaall z)lally o850
meeting on 03/08/2015
Signature
Member

Genral Conditions:- Specific Conditions:-
Y. Valid for 2 years from the date of approval.
A ltis necessary to notify the committee of any change
in the approved study protocol.
1. The committee appreciates receiving a
copy of your final research when
completed.

The subject was approved following the World Medical A iation Decl of Helsinki-Ethical principles for medical research
involving human subjects, adopted by the 18th World Medical Association General Assembly, Helsinki, Finland, June 1964 and
amended by the 59th WMA General Assembly, Seoul, Korea, October 2008.

E-Mail:pal.phrc@gmail.com

Gaza - Palestine Chandd - 538
OJ;I-“ ‘i)ﬁd - )id-m &JL..‘.
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Annex (7): Administrative approval from MOH

12-0CT-2908 @1:04 FROM SHIFA HOSP GAZA TO P.@1
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"Performance Evaluation of Multidisciplinary Team Members Committee LMDTM
for C2ncer Management at Al-Shifa Medical Complex"
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Annex (8): Administrative approval from Al -Quds University- Jerusalem

Al-Quds University sl teals
Jerusalem el
adlell il &2

School of Public Health

2015/7/26:p2550
2015/Fblg—¢ oo 5 /)

2= Dlads il ol SN By

o)l bylye—t N s AT ple e
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o deoes Nl g Jet3ig sz st
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valuation of the Multi-disciplinary Tear: Members

Performance E
Al-Shifa Medical Complex

Committee for Cancer Management at
ik A L (S oy aley il B0 Sl Bl 3 el 2 o Jpeed) oS
B3l (St @l g st gt ol s Y0 ALY o 2ol UL ot N s Jn
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Jerusalem Branciy/Telefax 02-2795234
08—2644220—2644210'.,5\.5 [ o= ep

Gaze BranclyTelefax 08-2644220 -2644210

P.O. box 51000 Jerusalem
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Annex (9): Explanation about the study to the participants (English and Arabic):

JESEE Ve
Aladt Aol RIS - Lkl il e el

Tl 30 aeais

Dear participant doctor esquire.

Peace be upon you, and the mercy of Allah and His blessings . After ,,,
Subject: filling a questionnaire

We ask Allah the almighty that this questionnaire reach you and you will enjoy the best health
and the best case.

Referring to the topic above, 1 put in your hands this questionnaire and as a research tool that
developed to get results after studied and analyzed, to answer the questions of this research as a
part of study requirements to complete a master's degree in health management path through
the graduate program at the Faculty of Public health Al-Quds University (Abu Dees / Gaza)
and on study of the subject entitled:

Performance Evaluation of Multidisciplinary Team Members Committee for
Cancer Management at Al-Shifa Medical Complex

The aim is to stand up to the current situation of cancer and oncology management at Al-Shifa
Medical Complex through evaluation of the performance of the multidisciplinary cancer
committee team members and to identify the level of health services provided to this category
of patients.

The researcher intending to apply an interview questionnaire to collect the data needed for
through the questionnaire that contain nine domains, each domain includes many questions
focuses on the core of the study. I hope you to answer the question accurately and, giving your
opinions on each statement as expressing your point of view to serve the research purpose. So I
hope you to read all the statements and determine the number (1-2-3-4-5) to reflect your
opinion to note that these figures the following meanings;

(5) Strongly agree, (4) Agree, (3) Neutral, (2) Disagree, ( 1) Strongly Disagree

Knowing that the information and data recorded and views that will be obtained from
questionnaire will be make a deal with full privacy an restrict confidentiality for the
participants to ensure that will remain secret, including not constitute a violation of their
privacy within the sample of research selected will only be used for the purpose of scientific
research.

Yours sincerely accept the thanks and appreciation for your cooperation meaningful & fruitful

Researcher

Mohamed Mahmoud Gabr
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Annex (10): The Questionnaire(English and Arabic)

Serial number : l:]

Date of filling questionnaire: Date of data entry :

Part one: ( Socio- demographic data ) Personal data
S1 | Gender O Male ] 0O Female
S2 | Agein years | | years old
S3 | Marital status O Single | O Married [ O Widow | O Divorced
s4 | Address O North G O Gazacity | O Middlezoon | O Khanyounis | O Rafah
S5 | Educational level O High diploma | [0 Master O Board | O PhD | O Other:-----s-sssseeeeeenes
S6 | Average monthly income of NIS for doctor NIS
Part two : Occupational & Professional data
Place of work in :
01 ALShifa Department / Unit
O General surgery [ Chest surgery | Orthopedic surgery | O Neurosurgery
O1A | O Surgical hospital O Vascular surgery | O Cardiac surgery |0 pedla.tnc sufgery IDUrologlcal surgery
O Colorectal surgery | ENT surgery |0 Maxillofacial surgery
[0 Burn & Plastic surgery IE] Other : select
[ Endocrinology |00 Neurology |0 Cardiology |0 Hematology | GIT & Liver
01.B | O Medical hospital |0 Dermatology |0 G. Medical |0 Chest O Nephrology |00 Oncology
O Other : select:
U Obstetric & O Gynecological surgery ||:| Gynecological Endoscopy |0 Early screening unit
01.C Gynecological
Hospital [ Other : select
o1p | O Radiclogical 0O Ultrasound dept. ID CT-scan dept. IEI Radiological diagnostic interfere dept
departments O Radiotherapy dept. | Fluoroscopy dept. [CJ MRI dept.
OLE | O Pathology dep. |O Histop.';thology dept. Il:l Cytopathology dept.
02 | Branching of Sub-speciality:
03 | Currently the high grade profess.level IU Specialist | Senior specialist | ] Consultant | Senior consultant
. 0 Head of unit |I:I Head of division | Head of dept. |0 Departments director.
04 Current job
position O Hospital director | Professional practitioner |0 General director |0 Other;------=s=-v=----
05 Total years of 06 Total years experience in other place
experience before working at Al-Shifa M.C Years
07 | Actual years of experince after obtaining specialist degree Years
08 The number of scientific & technical committees at the MOH that you are currently
sharing as permanent member which are non-related cancer (as a core memebr) Committee
09 The number of scientific & technical committees at the MOH that you currently
participate in a month but is not related to cancer ( as a participant ) Committee
The number of educational & training programs that you are received about
010 | cancer, care management during the period of work in MOH at the last five years Prosii
(within the Ministry of Health ). gr
The number of educational & training programs that you are received in the cancer
011 | care management during the period of work in MOH at the last five years Pesceo
(Outside the Ministry of Health). gr

2
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Part three: The performance data that related to multidisciplinary team cancer committee members

p1 Number of times you participate in the MDTs committee ool o1 o2 o3| o4 Os
monthly
py | The number of cases that are discussed monthly through your department in the MDTs :
cancer committee Cases
p3 | The number of cases that are discussed & presented monthly by yourself through your :l
department in the MDTs cancer Cases
The number of cancer cases that are involved your management / intervention a month
P4 | without presented & without being discussed in MDTs committee through your l: Cases
department
ps | The number of cancer cases that are deferred discussed & not presented to the MDTs :
cancer committee regardless of the reason for the delay within two weeks of end diagnosis Cases
P6 The number of cancer cases that are involved to implement the MDTs surgical / medical :
intervention decisions after two weeks of discussion in MDTs cancer committee Cases
The time expected in days to implement the MDTs cancer committee decisions & I:]
P7 : : :
recommendations after discussing the case Days
Are there cancer cases which discussed in MDTs meeting disappear or difficult to tracking before completion the
: follow up implementation of MDTs recommendations & decisions within two weeks from the date of discussion
[0 Yes O No O To some extent l O Don't know
P8.A | If yes determine the cause::
P8.B | determine what is the nature of these cases, if possible:
Are there cancer cases postponed after taking the MDTs decisions / action plan for surgical or medical
P | intervention more than two weeks after discussed from your department
9
3 Yes O No O To some extent O Don't know
P9.A | If yes determine the cause:
P9.B | Select what is the nature of these cases, if possible:
Are there cancer cases not taking a final decision for medical or surgical intervention by the MDT's work after
P | two weeks from discussed in MDTs cancer committee
10
[ Yes O No O To some extent O Don't know
P10.A | If yes determine the cause:
P10.B | Select what is the nature of these cases, if possible:
Are there cancer cases taken recommendations by MDTs cancer committee after discussing that needs for further
p | diagnosis & more instigations(Investigations are not sufficient) before making a final decision to determine the
pathway/ action plan of the cancer management
11
O Yes O No O To some extent O Don't know
P11.A | If yes Select reason:
P11.B | Determine what is the nature of these cases, if possible:
Are your participation in the MDTs cancer committee helped to develop the regulations and protocols of work for
1P2 cancer cases management in your department
[3-Yes T O No I O To some extent ] O Don't know
3

139




Part three: The performance data related to multidisciplinary team cancer committee members

P13 | The weekly meeting of the MDTs cancer committee meeting in hours are : Hours
p | The time allocated for each weekly meeting of the MDTs committee enough to discuss all cases
14

O Yes I O No I O To some extent O Don't know

P15 The total number of cancer cases that are discussed weekly by the MDT's

cancer committee in every meeting are : Cases
The time period per minute are taken to prepare the cancer cases for the
P16 2 ? ; :
MDTs cancer meeting before the cases discussed at every meeting are : Minutes
How long time takes to discuss one case per minute during the meeting of
P17 y <
the MDTs cancer Committee meeting Minutes
P18 The number of research and scientific you participated previously related :I
to the field of oncology, cancer services Paper/research

p | Are there a special performance indicators for MDTs cancer committee working

19 O Yes I O No I O To some extent I O Don't know

Bk If yes, are follow up done to these indicators regularly

O Yes l O No I O To some extent | O Don't know

Following up & monitoring the survival rate indicator for cancer cases dissussed in MDTs cancer
P | committee

& O Yes | O No | O To some extent I O Don't know

Are following & monitoring the mortality rate indicator for cncer cases dissussed in MDTs
P | committee

=t O Yes L O No l O To some extent I O Don't know

Following up & monitoring the patients waiting time intervals indicator for completion of the
P | diagnostic procedures of cancer cases before starting of cancer management

= 1 Yes | D’No I O To some extent I O Don't know

p | Following up & monitoring the patients waiting time indicator for starting of treatmnet intervention

3 O Yes I O No I O To some extent I O Don't know

Are following & monitoring the patients waiting time management indicator for completion of the
p | treatment intervention according to MDTs cancer committee recommendations & decisions of action
24 | plan

O Yes | O No | O To some extent | O Don't know

Are following & monitoring of unexpected complications indicator that may occur in some cases
p | that have been discussed by the MDTs cancer committee during & after the implementation of
25 | management plan

O Yes [ O No | O No To some extent I O Don't know

Are following & monitoring the incidence rate indicator for new cancer cases that are presented on
the MDTs cancer committee

26
0O Yes | O No | O To some extent l O Don't know

Are following & monitoring the number of old cancer cases rate indicator that are represented on the
P~ | MDTs cancer committee

i O Yes I O No I O To some extent | O Don't know
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Part three: The performance data related to multidisciplinary team cancer committee members

Are following & monitoring the length periods of time between diagnosis and treament of cancer

P | patients indicator after presented and disscussed on MDTs cancer committee
28
O Yes O No O To some extent O Don't know
Are following & monitoring the attendance rate for the *core members of the MDTs cancer
P | committee
29
[ Yes O No O To some extent O Don't know
Are following & monitoring the attendance rate for the **non- core members of the MDTs cancer
P | committee
30
[ Yes O No O To some extent O Don't know
Are the MDTs cancer committee decisions & recommendations positively support the decisions of
p | other relevant committees to provide cancer services for cancer patients at MOH such as refferal
31 abraod
O Yes O No O To some extent O Don't know
P Are the MDTs cancer committee decisions positively support the cancer care strategy in MOH
- [E] Y es O No O To some extent O Don't know
Are the MDTs cancer committee meetings contribute to the exploitation of the possibilities and
P | resources avilable to better diagnosis for cancer patients
gn p
33
O Yes l O No l O To some extent | O Don't know
Are the decisions & recomimendations emanating from the MDTs cancer committee window bound
p | implementation for all participants & HCPs to provide diagnostic and treatment services inside the
34 | Al-Shifa Medical Complex
" Yes | 1 No ‘ O To some extent | O Don't know
Is there an active training role played by the MDTs cancer committee toward the development of
P | professional skills related to cancer patients management
35
EleYes | O No ) O To some extent | O Don't know
p If the answer (yes) select the category of targeted training / categories are :
36 bl bl bl
3 s ’
Is the* core members of the MDTs cancer committee involved & participate in the training
P | process, through to express an opinion during meetings of the Committee
37

[EYes: J O No O To some extent O Don't know

* Core members : are the 26 permanent members of the MDT cancer committee.

** Non-core members :are all specialists working in all departments of the hospitals at Al-Shifa Medical Complex
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| Dissres
Neutral
Agree
Strongly agree
1. Preparation for MDTs cancer meeting stages 41 3 24 A

1.A Preparation for MDTs cancer committee ( Pre-meeting stage )

Al

Weekly MDTs cancer committee meeting time is appropriate

A2

The MDT cancer committee meetings place is appropriate

A3

Supporting logistics MDT cancer meetings forms are available & clear

A4

MDTs cancer meeting rooms have equipment for projecting and viewing
radiology images

A5

MDTs meetings need to be able to access retrospective pathology
reports

A6

The agenda of MDTs cancer meeting are circulated prior to the meeting

A7

The cancer patients lists are formulated and circulate prior to the
meeting

A8

All case notes/reports/images, past and present, medical records are
available for all MDT members before any meeting

A9

A minimum dataset of diagnostic information (pathology and radiology)
for each patient are available before the meeting

A.10

The cancer medical files for the MDTs patients are formulated and
circulate prior to the meeting

All

The MDTs cancer committee reports & data are timely disseminated for
all the committee members pre the meetings

A12

The MDTs cancer urgent cases are brought firstly forward for discussion

1.B Preparation for MDTs cancer committee (during-meeting stage)

B.1

The MDT cancer committee uses MDTs forms to document the meeting
process

B.2

The comments are writing & signing / date proforma "forms" which will
be collected by the MDTs coordinator member during the meeting

B3

The Notes are taken transparently during the meetings

B.4

The time of MDT cancer meeting is well organized

B.5

Projection for radiology images is available during meeting

B.6

Projection for pathology samples & reports is available during meeting

B.7

During the meeting all treatment decisions are shared with MDT cancer
*core & **non-core members ( previous / current decisions )

B.8

Allocated times for discussing cases are and more time can be spent for
discussing complex cases

6
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Strongly agree

1.B Preparation for MDTs cancer committee (during-meeting stage)

-
w
N
-

B.9

Cases are grouped on the MDTs meeting agenda, e.g. new case,
follow-up, by complexity, by tumor type etc..

B.10

Standard MDTs cancer pro-forma documentation are used when
electronic databases are not available during the meeting

1.C Preparation for MDTs cancer committee ( post-meeting stage)

€1

All MDTs* core members recommendations for the MDTs cancer
cases are circulated after meeting related to care services

Cc2

All MDTs* core members follow up the decisions of cases after
meeting

C3

Case summaries are collected after the MDT cancer committee
meeting.

C4

Information about patients to be discussed are collected and
summarized after the MDT cancer committee meeting

C5

The MDTs patient lists and decisions are circulated after the meeting

Co6

All MDTs forms are completely filled immediately and circulated
after MDTs meeting

Ci

Cancer cases are arranged for plan actions after MDTs discussion

C8

The clinic appointments are made and dates for surgery arranged
after MDT cancer committee meetings

c9

All the MDTs cases need to be referral abroad are coordinated
according to MDTs recommendations

1.D The Structure of MDTs cancer committee

D.1

MDTs cancer patients pathway is clear and appropriate

D.2

MDTs Documented decisions are project the viewing for all *core
and **non-core members

D3

All specialties are included in MDTs cancer committee

D4

**Non-core members in MDTs cancer committee have clearly
articulated goals and understand their roles and responsibilities

D5

The skills of non-core members overlap sufficiently so that work can
be shared when necessary in MDTs cancer meetings.

D.6

**Non —core members within your unit share information that
enables timely decision making by the direct cancer patient care team

7/
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Strongly agree

1.D The Structure of MDTs cancer committee

D.7

The organizational structure of the MDT cancer committee is clear &
taking into the inclusion of most important specialists of cancer care

D3

The structure of the MDT cancer committee is well known, documented
and distributed to all specialists taking care of cancer patients

D9

The structure & policy of the MDT cancer committee for cancer patients
are descriptive and included in the process of employing specialists in the
hosnital ks i s

D.10

There are administrative staff to manage and coordinate MDT cancer

2.MDTs organization , administration & Leadership

21

MDT ** non-core member is not obligatory to attend all meetings unless
I have anew cases

22

MDT *Core members attend for the full meeting and not just for the
cases directly relevant to them.

23

The high managerial level supporting the MDT cancer *core members
are working as important role

24

Any * core member of the MDTs could be the chair/lead in the absence
of the head of MDT cancer committee

25

The lead of MDT cancer committee should be a consultant/ senior
oncologist or senior surgeon specialist.

2.6

There are agreed guidelines for how an MDTs cancer committee
operates, how members work together etc.

20

Accepting the legal responsibility of the treating clinician, MDT cancer
committee are accountable for treatment recommendations

28

My supervisor/ manager provide opportunities to discuss the MDTs cases
in unit/ department after an event.

28

My supervisor/ manager take time to meet with staff to develop a plan
for cancer patients before and after MDTs cancer-meetings.

2.10

My supervisor/ manager models appropriate MD team behavior

211

Senior specialist cancer care representation is essential at every MDTs
cancer meeting

212

The MDTs as a whole has active role in tracking patients through the
cancer care pathway

2.13

MDT cancer committee have an important active role in the cancer
waiting time for cancer management

2.14

MDTs cancer committee collect and use defined minimum datasets
(hospital based cancer registration).
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Strongly Disagree

Strongly agree

3. Communication & Coordination

Sl

The relationship between the leader and the MDTs cancer committee
coordinator is key to ensuring the meeting runs effectively

32

Feedback between members & staff is delivered in a way that promotes
positive interactions and future change

33

Information regarding cancer patient care is explained to all non -members
and staff by the core member in relevant way & terms

34

All MDT non-core members relay relevant information in a timely manner

35

When communicating with MDT cancer core — members , they allow
enough for your questions

36

MDTs non-core members verbally verify information that they receive
from one another

3.7

All MDTs core members follow a standardized method of sharing
information when handing off cancer patients

38

Care plans are communicated to other health professionals in the treatment
pathway within a locally agreed timeframe

3.9

All outcomes are recorded on a database and reviewed regularly by the
MDT cancer coordinator

3.10

MDTs core members seek information from all available sources

3.31

There are agreed mechanisms for the MDT cancer committee to
access/contact the specialist cancer care team for advice when needed

3.12

Any patient on the MDTs cancer list not discussed ( notes, films, results
missing or lack of time ) are automatically added to the next week's list

4. MDTs Case management and clinical decision making

41

The MDTs cancer committee consider all clinically appropriate treatment
options even if they cannot offer/provide them locally

42

Patient's management based on evidence base medical practice
(international protocols & guidelines).

43

Standard treatment protocols for patients are used whenever possible

44

In-hospitals formal protocols are needed to manage referral of patient
cases between MDTs cancer committee

45

All cancer patients with recurrence/progressive disease are discussed by an
MDTs cancer meeting

46

The MDTs cancer committee are always been notified if their treatment
recommendations are not implemented
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——

Strongly agree

4. MDTs Case management and clinical decision making

47

Staff continuously scan the environment for important information that effect
on clinical decision making

48

The supervisor/ manager meets to reevaluate cancer patients care goals when
aspects of the situation have changed

49

The supervisor/ manager and specialists share information regarding potential
complications (e.g. patient changes, bed availability).

4.10

Requests for tests and treatments are recorded, documented during the MDTs
cancer meeting report (session).

411

The MDTs cancer committee as a whole has an active role in tracking
patients through the cancer care pathway

412

Majority agreement of a treatment recommendation is acceptable

413

The MDTSs cancer team more supporting for oncologists in his treatment
decision

414

The MDTs cancer decisions are benchmarked against those of similar MDTs

4.15

A clinician is able to bring the case of a private patient to the MDT cancer
committee for discussion at the meeting

4.16

If a patient chooses a treatment that is not in line with MDT cancer committee
recommendations this is recorded

417

Decisions & recommendations which emanating from MDTs cancer
committee are bound and obligatory implementation for all HCPs those
involved in providing services cancer patients window

418

MDTs have an active role in reducing of cancer waiting time

4.19

The MDTs are responsible for collecting key information that directly affects
treatment decisions ( e.g. staging and co-morbidity)

4.20

The MDTs cancer committee identifies and manage all types of cancer
patients

421

The MDT cancer committee provides treatment and follow up for any types
of cancer patients and ensure to receives multi-disciplinary management with
appropriate oncological input for each one

422

MDT cancer committee decisions improve health outcomes for cancer cases

423

Without the MDT cancer committee the clinical decisions are much worse

424

MDT cancer committee improve evidence-based treatment decisions

10
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