IBIS II Start up Information Questionnaire

Hospital Name: ____________________________

Location: _________________________________

Date: ____________________________________

Part I - Contact Details

1. Principal Investigator
Name:……………………………………………………………………………

Address:……………………………………………….…………………………

……………………………………………………………………………………

Tel Number(s): ………………………..Fax Number: ……………………….

Email: …………………………………..Mobile: ………………………………

Secretary / PA: …………………………………………………………………

Tel Number(s): …………………………Fax Number: ………………………

Email: ……………………………………Mobile: ……………………………..

2. Local Co-ordinator
Name: ……………………………………………………………………………

Job title: …………………………………………………………………………Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………Fax Number: ……………………………

Email: ………………………………Mobile: ………………………………….

3. Associate Investigator(s)
Name: …….…………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………………Fax Number: ……………………

Email: ………………………………………Mobile: …………………………..

Secretary /PA: ………………………………………………………………….

Tel Number(s): ……………………………Fax Number: ……………………

Email: ….……………………………Mobile: ………………………………….

4. Designated Pharmacist
Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………….Mobile: ………………………………
5. Designated Radiologist
Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………….Mobile: ………………………………
6. DXA Specialist 
Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………….Mobile: ………………………………
7. Designated Pathologist
Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………….Mobile: ………………………………
8. Information Technologies (IT) Specialist

Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………… Mobile: ………………………………

9. Communications Specialist
Do you have a communications department within your hospital/trial centre? 

If so, please indicate their name and contact details.
Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………… Mobile: ………………………………

10. Relevant Others

Name: …………………………………………………………………………… 

Address:…………………….……………………………………………………

……………………………………………………………………………………

Tel Number(s): ……………………….Fax Number: ………………………..

Email: ………………………………… Mobile: ………………………………

Part II - Clinical Infrastructure

1. Access to mammography (please indicate yes or no and maximum numbers if applicable)
	On Site
	Same Day
	Wait Time
	Other 

	
	
	
	

	
	
	
	


2.Access to Bone density Scanning (please indicate yes or no and maximum numbers if applicable)
	On Site
	Same Day
	Wait Time
	Other

	
	
	
	


3. Type of Bone Density Scan (please indicate what type of equipment is available)

	Spine and Hip DXA
	Peripheral DXA, (forearm)
	Other, please specify

	
	
	


4. DXA Scan details

Model:


Year:






Type:



Beam:

Software version: ________________________________________________

5. Access to Gynaecological Services (please indicate yes or no and maximum numbers if applicable)
	On Site
	Same Day
	Wait Time
	Other 

	
	
	
	


6. How feasible would it be for a woman to have her IBIS II appointment, mammogram, (if required), and DXA scan all on the same day?





Part III - Breast Unit Status

1. Type of Unit

	Regional Breast Cancer Centre
	

	Designated Breast Unit
	

	Department of Surgery
	

	Other, please specify
	


2. Workload

	Number of Breast Cancers per year
	

	Number of DCIS per year
	

	Number of  benign O/P per year
	

	Number of Family History O/P per year
	


Part IV - Plan for IBIS Activity

1. How will IBIS II be run?

	Separate new clinic
	

	Parallel to existing clinics
	

	Other (please specify)
	


2. Will you have dedicated secure space for completed Study records? 

Yes/No (Please delete as appropriate)

3. Are you aware of any requirements with regard to regulatory approval and ethics, specific to your region/country? If yes, please specify. 

4.How will recruitment occur?

	NBCSP (screening programme)
	

	Own Data base
	

	GPs
	

	Local Publicity
	

	Other (please specify)
	


5.How many women will you be able to recruit per year? (Estimate)

	Prevention Group
	

	Bone Sub-Study
	

	DCIS Group
	


6. Will you need to employ new staff? (Please indicate yes or no )
	Clinician / medical
	

	Nurse
	

	Admin / Clerical
	

	Radiography / pharmacy
	

	Other
	


Part V – Drugs

1. From previous experience, how long would it take to ship drugs from the UK to your country? 



2. Can you dispose of drugs on your site?

Yes/No (Please delete as appropriate)

Part VI – Electronic/Computer Infrastructure

1. Access to computer

	Used on a daily basis within clinic during patient consultations
	

	Used every day to find results or check details but not during a consultation
	

	A database exists but not often used
	

	Admin and secretarial use only for letters and appointments
	

	Other use
	


2. Email & Internet connection?

Yes/No (Please delete as appropriate)

	Fixed IP address for access to internet:


	

	MAC address(es) of PCs:


	


3. Software

	Data base (e.g. Access)
	

	Windows version
	

	Word version
	

	Excel version
	


4. Security – Data and Office 

	Registered with Data Protection
	

	Back up systems
	

	Locked or other secure system for offices
	


Part VII – Follow-up
	1. What provisions do you have for long-term follow-up of participants up to 20 years after IBIS-II clinic visits are completed?



	System

Yes

No

Please give details:
Clinic visits

National flagging system (ONS in UK)

Postal questionnaires
2. In particular, how will you assess cancer incidence in women who have moved?

…………………………………………………………………………………

…………………………………………………………………………………



Once you have completed all the fields on this start-up questionnaire, please email it to IBIS: ibis@cancer.org.uk
Thank you for your time.
Highly likely





Likely





Unlikely





Highly unlikely





Other, please specify ………………………





More than 4 weeks





1-4 weeks





Less than one week





Hologic





Lunar





Pencil





Fan





Other





Other
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