
� 1Hoinville L, et al. BMJ Open Quality 2019;8:e000631. doi:10.1136/bmjoq-2019-000631

Open access�

Improving the effectiveness of cancer 
multidisciplinary team meetings: 
analysis of a national survey of MDT 
members’ opinions about streamlining 
patient discussions

Linda Hoinville,‍ ‍ 1 Cath Taylor,1 Magda Zasada,1 Ross Warner,2 Emma Pottle,3 
James Green4 

To cite: Hoinville L, Taylor C, 
Zasada M, et al. Improving 
the effectiveness of cancer 
multidisciplinary team meetings: 
analysis of a national survey 
of MDT members’ opinions 
about streamlining patient 
discussions. BMJ Open Quality 
2019;8:e000631. doi:10.1136/
bmjoq-2019-000631

Received 8 January 2019
Revised 10 May 2019
Accepted 22 May 2019

1School of Health Sciences, 
University of Surrey, Guildford, 
UK
2Department of Urology, 
Leicester General Hospital, 
Leicester, UK
3GKT School of Medical 
Education, King's College 
London School of Medical 
Education, London, UK
4Whipps Cross University 
Hospital, Barts Health NHS Trust, 
London, UK

Correspondence to
Dr Linda Hoinville;  
​l.​hoinville@​surrey.​ac.​uk

Original article

© Author(s) (or their 
employer(s)) 2019. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published by 
BMJ.

Abstract
Background  Cancer is diagnosed and managed by 
multidisciplinary teams (MDTs) in the UK and worldwide, 
these teams meet regularly in MDT meetings (MDMs) to 
discuss individual patient treatment options. Rising cancer 
incidence and increasing case complexity have increased 
pressure on MDMs. Streamlining discussions has been 
suggested as a way to enhance efficiency and to ensure 
high-quality discussion of complex cases.
Methods  Secondary analysis of quantitative and 
qualitative data from a national survey of 1220 MDT 
members regarding their views about streamlining MDM 
discussions.
Results  The majority of participants agreed that 
streamlining discussions may be beneficial although 
variable interpretations of ‘streamlining’ were apparent. 
Agreement levels varied significantly by tumour type 
and occupational group. The main reason for opposing 
streamlining were concerns about the possible impact 
on the quality and safety of patient care. Participants 
suggested a range of alternative approaches for improving 
efficiency in MDMs in addition to the use of treatment 
protocols and pre-MDT meetings.
Conclusions  This work complements previous analyses 
in supporting the development of tumour-specific guidance 
for streamlining MDM discussions considering a range of 
approaches. The information provided about the variation 
in opinions between MDT for different tumour types will 
inform the development of these guidelines. The evidence 
for variation in opinions between those in different 
occupational groups and the reasons underlying these 
opinions will facilitate their implementation. The impact of 
any changes in MDM practices on the quality and safety of 
patient care requires evaluation.

Background
Multidisciplinary teams (MDTs), also 
described as multidisciplinary case/cancer 
conferences or tumour boards, are viewed as 
the ‘gold standard’ for the management of 
cancer patients in the UK.1 They were intro-
duced in the 1990s to improve the quality of 
cancer care and survival rates. These teams 

meet weekly in MDT meetings (MDMs) to 
discuss and agree on treatment recommenda-
tions for individual patients. They also have 
a governance role to ensure the quality and 
safety of care by overseeing and monitoring 
the impact of treatment decisions made by 
individual clinicians.2 It is currently manda-
tory for all new or suspect cancer cases in the 
UK to be discussed at an MDM. The concept 
of MDT-driven care is also recognised inter-
nationally and embedded into healthcare 
systems around the world.3 4

MDTs and MDMs are highly valued by MDT 
members,5 recent systematic reviews have 
confirmed their positive impact on the deci-
sion-making process and treatment recom-
mendations, although evidence for their 
impact on clinical outcomes is less strong.6 7 
However, there is a need to enhance the effec-
tiveness and efficiency of MDMs. Although 
the introduction of MDTs in the UK has been 
associated with improvements in quality of 
care, cancer is still the leading cause of death, 
cancer survival rates are lower than those in 
comparable countries8 and there is evidence 
for variation in effectiveness between MDTs.1 9 
Increases in the cancer incidence without a 
comparable increases in the healthcare work-
force, coupled with a growing number of 
available treatment options, has increased 
both the number of patients discussed and 
the complexity of decision-making meaning 
that high-quality discussions of complex cases 
are essential.5 The need to identify methods 
to improve the effectiveness and efficiency 
of MDTs (and MDMs) is not restricted to the 
UK, similar issues have been identified and 
are being investigated in other countries.10–13

It has been suggested that selective review 
of cases and streamlining discussions to 
prioritise more complex cases could improve 
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the effectiveness and efficiency of MDMs.1 3 14 Observa-
tional studies suggest that the average length of patient 
discussions is between 2 and 3 min.5 15 Time pressure 
and excessive case-loads have consistently been identi-
fied as impacting on the quality of decision-making in 
MDMs.5 14 16

Initial analyses of the data collected in a recent survey 
of MDT members commissioned by the Cancer Research 
UK (CRUK) suggested support from MDT members for 
streamlining discussions. Variation in the level of agree-
ment between MDTs for different tumour types was iden-
tified but no systematic, statistical analysis of the data was 
reported.5 This paper aims to obtain a more comprehen-
sive understanding of MDT members’ opinions about 
streamlining, including variation in views by tumour type 
and occupational group, and the underlying reasons for 
these opinions. The results of these analyses will inform 
ongoing discussions about whether streamlining discus-
sions in MDM for different tumour types could contribute 
to enhancing the effectiveness of MDM for different 
tumour types, and if so, which approaches could be used.

Materials and methods
The 2017 CRUK survey
In 2017, CRUK commissioned two surveys of MDT 
members.5 The first aimed to identify key issues facing 
MDTs, and the second was designed to gain consensus 
and obtain input to emerging recommendations about 
how to enhance the effectiveness of MDMs.

This study uses data from the second survey that 
obtained participants’ opinions regarding their support 
for a range of recommendations, including the stream-
lining of discussions in MDMs. The survey collected 
background information (professional group, role 
within the MDT, and region of the country). Information 
was also obtained about the tumour type discussed (if 
respondents attended multiple MDMs, they were asked 
to provide opinions about one) and the ‘type’ of MDT 
based on the geographical area served (local, regional/
specialist, or super-regional). Patients were not involved 
in this secondary analysis.

Respondents were then asked to indicate their level 
of agreement with a series of statements using five-point 
Likert scales (from 1=strongly disagree to 5=strongly 
agree), and were able to add free-text comments. Ques-
tions were included about a range of possible recom-
mendations for improving the effectiveness of MDM, 
including attendance requirements, streamlining discus-
sions, the availability of patient information and non-case 
discussion benefits. This paper is focused on analysis of 
the 12 Likert statements regarding streamlining of discus-
sions (table 1), and three free-text questions asking for 
‘further comments on streamlining MDT discussions’.

Streamlining was initially defined in the survey as devel-
oping processes so that ‘specialist time is focused on those 
cancer cases that don’t follow well-established clinical pathways, 
with other patients being discussed more briefly’. However, the 

majority of the Likert statements focused on approaches 
in which ‘some patients would be discussed at the meeting, 
and others would receive treatment recommendations from a 
different forum’. The statements suggested that patients 
not discussed at the full MDT could either be discussed 
in a smaller team, or that some patients could be placed 
on protocolised treatment pathways without discussion 
at the MDM. It was proposed that a smaller pre-MDM, 
attended by selected members of the full MDM, could ‘act 
to make recommendations for patients deemed straightforward’, 
which would ‘allow more complex patients to benefit from a 
longer discussion’.

The survey was disseminated to MDT members in the 
UK with the assistance of various professional bodies and 
completed online between March and May 2017. Further 
information about the survey content and methods has 
been published previously.5

Participants
The survey was completed by 1269 MDT members. A total 
of 49 respondents were excluded from the analysis; 2 were 
not from the UK, 35 were members of MDT for tumour 
types for which less than 15 responses were obtained and 
the remaining 12 did not complete all of the background 
information (table 2).

Data cleaning
Frequencies and cross-tabulations were examined to 
explore and ensure the validity of the data and some 
variables were re-coded. The participant’s role within 
the MDT was combined with their professional group to 
create occupational groups, and locations were re-coded 
into National Health Service (NHS) regions (table 2). The 
agreement indicated by Likert statements was grouped to 
indicate whether respondents agreed, disagreed or had 
no opinion about each statement.

Quantitative analysis
The percentage of respondents who agreed, disagreed 
or had no opinion about each of the 12 statements 
relating to streamlining was examined. Evidence for vari-
ation in agreement between MDT for different tumour 
types, different ‘types’ of MDT and between members of 
different occupational groups was investigated using the 
non-parametric Kruskal-Wallis test on the data including 
the original five categories of agreement. Where signif-
icant differences between groups were identified using 
a critical p value of 0.001 to allow for multiple testing; 
the level of agreement in different groups was exam-
ined graphically. All analyses were performed using SPSS 
V.24.017.

Qualitative analysis
The analysis of responses to the free-text questions 
commenced with an inductive process of reading and 
identifying common themes. Three team members (MZ, 
CT and LH) familiarised themselves with the data and 
independently proposed data-driven coding frameworks 
to identify participants views about the usefulness of, and 
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Table 1  Participants’ opinions about the usefulness, approaches used and governance of streamlining

Disagree 
or strongly 
disagree

Neither 
agree or 
disagree

Agree or 
strongly 
agree Missing Kruskal-Wallis statistic

n (%) n (%) n (%) n
Tumour 
type

Occupation 
group MDT type

Usefulness of streamlining

This approach of streamlining 
patient discussions could 
allow more straightforward 
cases to be progressed more 
quickly, rather than waiting for 
the weekly meeting

190 (15.8) 179 (14.9) 831 (69.3) 20 67.3
(<0.001)

37.4
(<0.001)

6.3
(0.042)

The MDT I selected above 
would benefit from some form 
of streamlining

313 (25.8) 183 (15.1) 718 (58.9) 6 48.2
(<0.001)

43.5
(<0.001)

4.8
(0.091)

Approaches for streamlining

For the MDT selected above, 
some patients should be 
discussed by a smaller 
team, rather than requiring 
discussion by the full MDT

422 (34.7) 119 (9.8) 675 (55.5) 4 82.1
(<0.001)

57.0
(<0.001)

2.9
(0.253)

For the MDT selected above, 
some patients should be 
placed on protocolised 
treatment pathways and are 
not needed to be discussed at 
the meeting at all

498 (41.2) 168 (13.9) 542 (44.9) 12 115.6
(<0.001)

42.1
(<0.001)

5.1
(0.078)

The streamlining of patient 
discussions should be 
performed in advance of the 
main MDT meeting to decide 
which patients should be 
discussed at the meeting, 
and which should receive a 
protocolised treatment plan

271 (22.6) 173 (14.5) 753 (62.9) 23 68.8
(<0.001)

49.5
(<0.001)

1.5
(0.482)

The clinician referring the 
patient to the MDT should be 
able to bypass the pre-MDT 
and refer straight to the full 
MDT

175 (17.0) 117 (11.4) 737 (71.6) 191 38.4
(<0.001)

23.5
(<0.001)

4.3
(0.118)

The clinician should be 
able to make treatment 
recommendations directly for 
newly diagnosed patients, 
without referring to either the 
full MDT or pre-MDT

547 (53.2) 163 (15.9) 318 (30.9) 192 74.1
(<0.001)

36.3
(<0.001)

0.7
(0.714)

Governance

If patients followed 
treatment protocols or had 
recommendations made 
by a smaller team, the full 
MDT reviewing a selection of 
these patients would provide 
sufficient governance of this 
process

255 (21.3) 244 (20.4) 700 (58.4) 21 71.1
(<0.001)

37.1
(<0.001)

5.8
(0.056)

Continued
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Disagree 
or strongly 
disagree

Neither 
agree or 
disagree

Agree or 
strongly 
agree Missing Kruskal-Wallis statistic

n (%) n (%) n (%) n
Tumour 
type

Occupation 
group MDT type

Patient cases that are placed 
on a protocolised pathway 
should be made available to 
audit by the MDT

24 (2.3) 79 (7.7) 924 (90.0) 193 18.7
(0.096)

78.3
(<0.001)

7.3
(0.026)

The treatment protocols 
followed by the pre-MDT 
should be designed by a 
national body

246 (24.1) 379 (37.2) 395 (38.7) 200 4.9
(0.963)

26.4
(0.002)

9.3
(0.009)

The treatment protocols 
followed by the pre-MDT 
should be designed at 
a local level, based on 
recommendations made at a 
national level

174 (17.0) 293 (28.6) 557 (54.4) 196 25.9
(0.011)

15.6
(0.075)

0.2
(0.905)

The treatment protocols 
followed by the pre-MDT 
should be designed at a 
network level, based on 
recommendations made at a 
national level

124 (12.1) 291 (28.4) 610 (59.5) 195 14.1
(0.295)

19.8
(0.019)

3.9
(0.144)

MDT, multidisciplinary team.

Table 1  Continued

approaches for, streamlining MDM discussions. These 
were discussed and a final coding framework agreed. Data 
were then coded against this framework by one of the 
researchers (MZ) and direct quotations were extracted to 
illustrate each of the themes.

Results
Characteristics of participants
Responses from 1220 MDT members were included in 
the analysis, including members of MDTs for all the major 
tumour sites, from local and regional MDTs, and from a 
range of professional groups throughout the UK (table 2). 
Of these, 349 (28.6%) provided answers in response to at 
least one of the free-text questions about streamlining. 
Those providing free-text comments were a representa-
tive sample of those from different occupational groups 
and MDTs for different tumours and different ‘types’ 
(table 2), and of those who agreed or disagreed with the 
quantitative statements about streamlining.

Support for streamlining
Although the majority of participants (69.3%) agreed 
that streamlining discussions could allow more straight-
forward cases to be progressed more quickly, and over 
half (58.9%) thought that some form of streamlining 
would be beneficial for their MDT, 25% did not think 
that streamlining would benefit their MDT (table  1). 
Most of the comments providing reasons for supporting 
or opposing streamlining were about the impact of not 

discussing all patients on the quality and safety of their 
care. Many participants who were opposed to stream-
lining felt that it was important that all patients were 
treated equally and had an opportunity for their case to 
be discussed at the MDM. In contrast, the most common 
reason given by those who supported streamlining was 
that straightforward cases did not require discussion. 
Others supported streamlining as a way of reducing the 
time that clinicians spent in MDMs (table 3).

There were significant differences in levels of agree-
ment with streamlining between members of MDTs for 
different tumour types. Agreement levels were consis-
tently higher in MDTs for skin and urology patients 
and lower in colorectal, head and neck, children and 
young people, and cancers of unknown primary MDT 
(figure 1). This variation was supported by the free-text 
comments, no members of MDTs for tumour types that 
had the lowest levels of agreement with streamlining 
(unknown primary, head and neck, and children and 
young people) suggested that straightforward cases did 
not need to be discussed. All of the comments suggesting 
that cases in their MDT were too complex to allow stream-
lining were from members of MDTs in which there was 
a low level of agreement with streamlining, the majority 
were from members of MDTs for head and neck tumours 
or cancers of unknown primary. Levels of agreement 
with streamlining were also higher in doctors, particu-
larly oncologists, radiologists and pathologists, and lower 
in coordinators, nurses and allied health professionals 
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Table 2  Patient characteristics

Characteristics

All survey 
participants

Participants who 
made free-text 
comments

N % n %

Tumour type        

 � Breast 177 14.0 53 15.2

 � Colorectal 134 10.6 48 13.8

 � Lung 141 11.1 41 11.8

 � Urology 162 12.8 31 8.9

 � Gynaecology 89 7.0 28 8.0

 � Haematology 77 6.1 18 5.2

 � Head and neck 130 10.3 26 7.5

 � Skin 101 8.0 35 10.1

 � Upper GI 97 7.7 22 6.3

 � Brain 44 3.5 11 3.2

 � Child and young 
people

33 2.6 7 2.0

 � Cancer of 
unknown primary

19 1.5 9 2.6

 � Palliative care 27 2.1 10 2.9

 � Other* 35 2.8 9 2.6

 � Missing 3 – 1 –

Occupational group        

 � Chair or leader† 179 14.2 68 19.5

 � Coordinator or 
administrator

120 9.5 25 7.2

 � Oncologist 141 11.2 43 12.4

 � Surgeon 167 13.2 46 13.2

 � Radiologist 107 8.5 30 8.6

 � Pathologist 78 6.2 24 6.9

 � Other medical‡ 101 8.0 29 8.3

 � Clinical nurse 
specialist

258 20.4 66 19.0

 � Other nursing 48 3.8 9 2.6

 � Allied health 
professional

64 5.1 8 2.3

 � Missing 6 – 1 –

Region        

 � Wales 154 12.2 45 12.9

 � Scotland 21 1.7 4 1.1

 � Northern Ireland 68 5.4 16 4.6

 � North 367 29.0 107 30.7

 � Midlands and East 186 14.7 52 14.9

 � South West 145 11.5 48 13.8

 � South East 147 11.6 41 11.7

 � London 176 13.9 35 10.0

 � Ireland 2 0.2 1 0.3

Continued

Characteristics

All survey 
participants

Participants who 
made free-text 
comments

N % n %

 � Missing 3 – 0 –

MDT type        

 � Local 681 54.0 187 54.0

 � Regional/specialist 522 41.4 142 41.0

 � Super-regional 58 4.6 17 4.9

 � Missing 8 – 3 –

*Other MDT types=Sarcoma (13), other (12), ocular (4), endocrine 
(3) and neuroendocrine (3).
†Chair or leader professions=Surgeon (75), oncologist (31), 
other medical (42), haematologist (9), CNS (4), dermatologist (4), 
respiratory (3), radiologist (3), other nurse (2), palliative care (1), 
allied health (1) and other (1).
‡Other medical=Other medical (77), haematologist (15), 
dermatologist (5), palliative care (3) and respiratory (1).
CNS, clinical nurse specialist; GI, gastrointestinal; MDT, 
multidisciplinary team.

Table 2  Continued

(figure  1). There was a very little variation in opinions 
about streamlining between members of MDTs at the 
regional and local levels (table 1).

Streamlining approaches
There was less agreement with the specific approaches 
proposed in the survey than with the idea that streamlining 
may be beneficial (table 1). Participants’ comments about 
the benefits and problems associated with the proposed 
approaches for streamlining were again predominantly 
focused on the quality and safety of care and clinicians 
time commitments. It was suggested that protocols may 
prevent individualised treatment, and that introducing 
additional meetings would increase the complexity of 
MDM processes and could lead to errors. Participants 
were also concerned about whether clinicians would have 
sufficient time available to attend additional meetings. A 
small number of participants suggested that discussions 
to decide which patients to streamline could be ‘virtual, 
done by e-mail’ to reduce the time spent in meetings.

There was little support (30.9%) for the idea that clini-
cians should be able to make treatment recommenda-
tions for newly diagnosed patients without referring to 
the MDT (table  1), the safety implications of allowing 
clinicians to make treatment decisions without MDT 
approval was highlighted (table 3).

Levels of agreement with these proposed approaches 
varied considerably between MDTs for different tumour 
types; for example, agreement with the use of protoco-
lised treatment pathways ranged from 5.3% of members 
of MDTs for cancers of unknown primary to 72.3% of 
members of MDT for skin (figure 1).

Almost all participants, in MDT for all tumour types, 
agreed that patients placed on a protocolised pathway 
should be audited by the MDT. Most participants 
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Table 3  Participants’ comments illustrating the reasons for supporting or opposing streamlining and the approaches for 
streamlining proposed in the survey

Category Reason for support Reason for opposition

Impact of streamlining on the quality 
and safety of patient care

Straightforward cases do not require 
discussion giving more time for 
discussion of complex cases
‘Most urology cancer cases have 
straightforward management where the 
MDT discussion gives a very little added 
benefit and consumes time that should 
be spent on difficult cases…’.
‘The number of patients that are 
currently needing discussion is getting 
bigger, which means that the more 
complex cases don't get the full time 
needed. The above approach would be 
a suitable alternative’.
Streamlining will speed up treatment
‘It will help patients progressing in 
diagnosis and treatment pathway more 
smoothly and quickly’.
‘Many patients follow a well-organised 
pathway. The MDT sometimes slows 
this!’

Every patient is unique and should be 
discussed to ensure individualised, holistic 
care
‘I feel all patients have the right to get benefit 
from specialist knowledge of all members of the 
team’.
‘MDM allows us to discuss other medical and 
non-medical reasons why standard treatment 
by need to be altered’.
Straightforward cases cannot be identified 
prior to MDM discussions
‘There's an underlying risk of wrongly 
categorising “simple” and “complex” pts at 
the beginning of the process … ending up 
with delays, wrong paths, wrong decision-
making…’.
MDM prevents errors
‘Some big mistakes can come from small 
errors, such as mislabelling or report being 
typed on the wrong patient, and the MDT is a 
good safeguard for this’.
All cases need review by MDM to ensure 
safety
‘Wider team should see the minutes of those 
streamed in case they wish a wider review 
… Plus this should be audited to make sure 
that it fit for purpose using criteria laid down 
nationally’.
Streamlining will delay treatment
‘I feel the above model adds complexity and 
uncertainty to the pathway that will lead to 
delays to patient treatment that are not present 
with a single full weekly MDT model’.

Impact of streamlining on time taken 
by clinicians time

Will save clinician time
‘Streamlining is vital, MDTs are very 
expensive in terms of consultant time 
and many patients can be treated 
according to predefined protocols 
and do not require endless pointless 
discussions’.
‘I agree mainly because I sit in an MDT 
that takes 4 hours, is full of patients 
who the majority of us feel that don't 
get benefit from discussion … I am 
certain that you could save valuable 
(and expensive) time to direct more 
time to cases that require it and ensure 
the decisions made at the end of an 
MDT remain robust (difficult sometimes 
after 4 hours!!)’.

Will take more clinician time, insufficient 
time available
‘All good ideas but to do this time needs to 
be taken to do it—we already spend a whole 
session on MDMs and we cannot afford more 
time off from clinical work’.
‘Where would we as radiologist find the time 
for a streamlining MDT meeting. I doubt our 
clinical managers would not allow us time in 
our job plan for this. It is difficult for even core 
members of the MDTs to be allowed to go to 
the MDT every week’.
We have sufficient time already
‘We have no need of this in our centre. All our 
cases are discussed at MDT’.

Impact of streamling on clinician 
skills

De-skilling of clinicians
‘Far too many routine decisions made 
at MDTs. We are intelligent highly 
trained professionals but now have 
been trained to be unable to make a 
decision’.

Educational role of MDT
‘MDTs are opportunities for learning for junior 
members of the team’.

Continued
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Category Reason for support Reason for opposition

Governance issues   MDT should have autonomy
‘Local MDT should be able to decide level and 
length of discussion pertinent and relevant to 
each individual case’.
Impact should be evaluated
‘Get evidence of efficacy before rolling this out’.

Use protocols or initiate treatment 
prior to MDM in order to streamline 
discussions

Use protocols for straightforward 
cases
‘Most of the cases are treated through 
well set and known protocols, no need 
to discuss in an MDT, which is used by 
some to show authority and used for 
hidden agendas’.
Initiate treatment prior to MDM
‘In haematology, this essentially 
happens already as the many patients 
commence treatment prior to the 
MDT and in fact would benefit from 
discussion much later when all 
prognostic results are available’.

Protocols prevent individualised care
‘Every patient is unique and the issue with 
having a protocoled pathway is that this may 
not necessarily meet with the needs of the 
patient’.
‘I disagree with protocolised treatment without 
discussion, as this does not reflect the holistic 
care that all patients should receive’.

Pre-MDT meeting to select cases for 
streamlined discussions

Pre-MDT meetings could contribute
‘This streamlining is done for MSCC 
patients, where a smaller meeting is 
done during the week and is listed 
on the main MDT for documentation 
purposes’.

Pre-MDT will take more time
‘Initiating a pre-MDT will cause problems with 
job planning for already busy clinicians’.
Increased process complexity could lead to 
errors
‘Another meeting would simply add more 
complexity, a greater chance for patients to get 
lost in an already creaking system that is barely 
coping with care delivery?’

Clinicians to make independent 
decisions about treatment

Clinicians should make decisions for 
routine cases
‘Let's just return to relying on clinicians' 
specialist training and judgement for 
routine cases’.

Individual clinician decisions may 
compromise patient safety
‘This is potentially a dangerous backward step. 
The main function of the MDT is to prevent 
maverick clinicians treating patients without 
approval of the MDT…’.

MDM, MDT meeting; MDT, multidisciplinary team; MSCC, metastatic spinal cord compression; pts, patients.

Table 3  Continued

supported the development of protocols at the local 
or network level, only 9.7% of participants agreed that 
protocols should be developed at national level without 
also agreeing with development at the local or network 
level based on recommendations made at national level 
(table 1).

In addition to comments about the approaches 
for streamlining proposed in the survey, participants 
suggested a range of alternative approaches to improve 
the effectiveness of MDMs (table 4).

The most common alternative suggestion for focussing 
discussions on more complex cases was prioritisation of 
such cases within the agenda, so that less time is spent 
discussing the more straightforward cases.

Other methods for improving the effectiveness of MDMs 
those did not focus discussion on complex cases were (i) 
grouping of cases so that different professionals attended 
only the sections of the MDM for which their input is 
required and (ii) having a separate MDM for different 

types of cases. Finally, a few participants suggested that 
other methods of improving the effectiveness of meetings 
were more important than streamlining. These included 
changing attendance rules to provide specialty cover 
rather than having individual attendance requirements, 
ensuring that participants had sufficient time to prepare 
so that all the required patient information was available 
prior to meetings, and improving chairing so that there is 
more effective management of discussions.

Importantly, the analysis of free-text comments also high-
lighted the lack of clarity among respondents about what 
‘streamlining’ meant and how the proposed approaches 
might achieve this. Several participants suggested that 
they were already streamlining discussions by grouping 
cases according to the professionals required for saving 
clinicians’ time (table 4). However, this approach is not 
in line with the definition of streamlining, which aims to 
focus discussions on complex cases. In addition, several 
participants questioned what was meant by a pre-MDT, 



8 Hoinville L, et al. BMJ Open Quality 2019;8:e000631. doi:10.1136/bmjoq-2019-000631

Open access�

Figure 1  Variation in opinions about the benefits and methods used for streamlining between MDT for different types of 
tumour and occupational groups. (A) Agreement that the selected MDT would benefit from some form of streamlining in MDT 
for different tumour types. (B) Agreement that some patients in the selected MDT should be discussed by a smaller team, rather 
than by the full MDT in MDT for different tumour types. (C) Agreement that some patients in the selected MDT should be placed 
on protocolised treatment pathways and not discussed at the meeting in MDT for different tumour types. (D) Agreement that the 
selected MDT would benefit from some form of streamlining in different occupational groups. (E) Agreement that some patients 
in the selected MDT should be discussed by a smaller team, rather than by the full MDT in different occupational groups. (F) 
Agreement that some patients in the selected MDT should be placed on protocolised treatment pathways and not discussed 
at the meeting in different occupational groups. AHP, allied health professional; Child/Young, children and young people; CNS, 
clinical nurse specialist; Co-ord/Admin, Co-ordinator/administrator; GI, gastrointestinal; MDT, multidisciplinary team; other MS, 
other medical speciality; other NR, other nursing role; Unk, unknown.

one asked ‘What exactly is a pre-MDT? Are you meaning a 
diagnostic MDT or new patient MDT?’ There were also a 
small number of participants who suggested that it was 
important to consider the needs of individual MDTs, for 
example, 'you really need to look at the needs of individual 
MDTs—not a one box fits all approach'.

Discussion
This comprehensive analysis of opinions about stream-
lining will inform ongoing discussions about how to 
improve the effectiveness of MDM. It confirmed that while 

MDT members generally supported streamlining MDM 
discussions, this may not be appropriate for all MDMs, 
and suggested that streamlining could be achieved using 
approaches other than those proposed in the survey. 
The systematic analysis of free-text responses provides a 
deeper insight into the acceptability and feasibility of the 
proposed strategies, which could facilitate their imple-
mentation.

Support for streamlining
The impact of streamlining MDM discussions on the 
quality and safety of patient care was the main factor 
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Table 4  The alternative approaches for streamlining suggested by participants

Prioritisation of agenda to spend more time on 
complex cases

‘We already have an A list B list system whereby non-complex cases can 
be nodded through without formal discussion unless a member wishes to 
discuss the case’.

Grouping of cases by professionals required ‘We already streamline the melanoma meeting: radiology first, then the 
radiologist and clinical oncologist leave’.

Separate MDM for different tumour groups or 
purpose of discussion

‘Benign patients could be discussed by radiologist, pathologist and surgeon 
Aline without the whole team. We would also get benefit from a separate 
metastatic MDT’.
‘The MDT is for management decisions. Pre- or non-MDT could be for 
diagnostic decisions’.

Selection by the MDT chair ‘I strongly feel that the MDT lead should vet ALL cases beforehand so as to 
verify if they are appropriate for discussion’.

MDM, MDT meeting; MDT, multidisciplinary team.

influencing opinions about whether streamlining would 
be beneficial. Many participants opposed streamlining 
because they were concerned about the potential impact 
of not discussing all patients on the quality and safety of 
their care, particularly if treatment decisions were made 
by individual clinicians without referral to the MDT, 
which was the main reason for the introduction of MDTs 
in the 1990s.

On the other hand, some participants suggested that 
many cases did not benefit from MDM discussions and 
indeed waiting for MDM discussions may even delay treat-
ment for some patients and also that discussing all cases at 
MDM meant that there was insufficient time allocated for 
the discussion of more complex cases. This perception 
that the quality of decisions may be limited by the time 
available is in line with previous findings, those suggested 
that treatment decisions were less likely towards the end 
of MDMs5 18 prompting calls for prioritisation of complex 
cases in urology MDM.3 Although focussing on complex 
cases may be a good idea in theory several participants 
felt that it was not possible to identify straightforward 
cases prior to discussion at the MDM.

Our analyses confirmed that variation in case 
complexity between MDT for different tumour types may 
be related to the level of agreement with streamlining. 
Members of MDTs for tumour types in which there was 
lower levels of agreement with streamlining were more 
likely to say that cases in their MDT were too complex to 
allow streamlining of discussions. However, this relation-
ship between complexity and support for streamlining 
was not apparent in the analysis by ‘type’ of MDT, where 
agreement with streamlining was no stronger in the local 
MDT than in regional ones, where more complex cases 
are discussed.

The time taken by MDMs was another factor influ-
encing opinions about the usefulness of streamlining, 
the need to save clinician time was an important factor 
driving support for streamlining. The variation in time 
spent in MDMs by different professionals may account 
for the variation in the level of support for stream-
lining between those in different occupational groups. 

Oncologists, radiologists and pathologists are more 
likely to attend multiple MDMs, and also to spend more 
time preparing for MDM.19 20 This may at least partially 
explain why they were more likely to agree with stream-
lining to reduce the number of cases discussed. Coordi-
nators, nurses and allied health professionals were less 
supportive of streamlining, which may reflect their focus 
on facilitating a holistic approach to decision-making.16 
Alternatively, it may be that they have a more risk-averse 
outlook leading to less support to remove some patients 
from MDM discussion.21 These differences between 
occupational groups—whatever their reason—supports 
previous recommendations that the differing perspec-
tives of various MDT participants should be considered 
when implementing initiatives to improve MDTs.19 22 23

Although many participants suggested that streamlining 
discussions could reduce the time spent in MDMs, some 
suggested that introducing pre-MDT meetings could 
actually increase the time that clinicians spent in meet-
ings, highlighting the need for alternative approaches to 
be considered.

There are clearly differing views about how stream-
lining MDM discussions might impact on the quality and 
safety of patient care and the ability of MDT to fulfil its 
governance role and variation between MDT for different 
tumour types. Although streamlining MDM discussion 
could contribute to saving clinician time and enhancing 
discussion quality in some MDM, further discussion and 
clarification about how the governance role of MDT 
should be maintained following the introduction of 
streamlining would be required. These discussions should 
include a consideration of how those making decisions 
about patient treatment will be kept updated about devel-
opments, such as personalised medicine and targeted 
cancer therapy.

Streamlining approaches
Concerns about patient safety may have prompted alter-
native suggestions for improving the efficiency of MDM 
without excluding cases from MDM discussions. Some 
participants suggested that they were streamlining 
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discussions by ‘triaging’ cases before MDM meetings so 
that complex cases were prioritised for more in-depth 
discussion. This suggestion is consistent with the broad 
definition of streamlining used in the survey, which spec-
ifies that ‘specialist time is focused on those cancer cases that 
don’t follow well-established clinical pathways with other patients 
being discussed more briefly’,1 but not with the proposal to 
use protocolised pathways and exclude some patients 
from MDM discussions.

Participant’s descriptions of other approaches to 
improve the efficiency of meetings without focus-
sing discussion on complex cases, by grouping cases 
according to the professionals required for discussions 
or having separate MDM, highlighted the confusion 
about what is meant by streamlining, and the need for 
caution in interpreting data on the level of support for 
streamlining. Previous studies have found support for 
grouping and prioritisation of cases but there was little 
support for separating MDT by subcategory of tumour 
in urology MDT.3 24 25 Other efficiency improving sugges-
tions included enhancing the preparation for meetings, 
which could be achieved by review of pathology and 
radiology results and the use of standardised data sets for 
diagnostic information; reviewing attendance rules and 
ensuring effective chairing. These are in line with the 
recommendations from previous investigations, which 
also suggested that patients should be more involved in 
decision-making.14 26

Evaluation of changes in MDM practices
The need to obtain evidence about the impact of inno-
vations in MDM practices on the quality and safety of 
care has been highlighted previously27 and was supported 
by survey participants. Such evidence would contribute 
significantly to resolving the issue of whether discussing 
the treatment plans for all patients is essential to ensure 
effective care.28 29 This would allow decisions about MDM 
practices to be made on the basis of equality of outcomes 
rather than equality of treatment. Assessing the effective-
ness of MDTs is complicated by regulatory and ethical 
considerations,24 30 so evidence about the impact of MDTs 
on clinical outcomes and the cost-effectiveness of MDT 
care is unclear.6 7 31 Much of the evidence for the effec-
tiveness of MDT is based on the assessment of the quality 
of decision-making and the development and implemen-
tation of treatment plans.3 15 22 32 Studies to evaluate the 
impact of improvements on the patient outcomes could 
also be considered. Given the complex nature of MDT 
processes, the likely variation required by tumour type 
as well as organisational context factors, a realist evalua-
tion may be appropriate to identify how MDMs work, for 
which patients and in which contexts.33 This could allow 
identification of the mechanisms by which MDMs confer 
benefit to patients and staff, taking account of the contex-
tual factors.30 In the meantime tools, such as MDT-FIT 
(MDT-Feedback for Improving Teamworking),34 35 can be 
used to empower MDT to assess and improve their func-
tioning.

Strengths and limitations
This analysis has made a significant contribution to 
understanding the concerns underlying MDT members’ 
objections to streamlining MDM discussions. It has high-
lighted the extent of variation in opinions between MDT 
for different tumour types. The main strength of this 
study was that it made use of data from a large popula-
tion, which provided a good representation of MDT 
members from different professional groups throughout 
the UK and those in MDTs for all of the most common 
tumour types. Another strength was the mixed methods 
approach taken to the analysis—integrating quantitative 
and qualitative data to obtain a deeper understanding 
of the underlying reasons for the variation in opinions 
about streamlining.

Limitations of this study include the possibility of 
non-response bias as participation in the survey was volun-
tary so those who completed it may hold different views 
from those who did not. There were also methodological 
limitations related to the design of the questionnaire. 
Specifically, an important finding from the analysis of 
the free-text responses was that participants interpreted 
‘streamlining’ in different ways, and therefore, analysis 
of responses regarding the extent of overall support 
for streamlining should be interpreted with caution. 
In addition, although the questionnaire suggested that 
pre-MDT meetings would allow the selection of patients 
for discussion at the full MDT meeting, the free-text 
comments suggested that this was not clear to all respon-
dents. Furthermore, analysis of the responses to Likert 
questions regarding support for particular approaches 
to streamlining was complicated by the design of these 
statements. Several statements combined more than one 
strategy (eg, use of protocols with no discussion at MDMs 
for some patients). This makes it hard to assess the level 
of support for each strategy in isolation. In addition, no 
statements were included to ascertain the level of support 
for some of the other approaches for streamlining 
suggested by participants. Finally, there were only small 
numbers of respondents from MDTs for some tumour 
types, so further investigation of the opinions of members 
of MDT for less frequent tumour types may be required.

Conclusions
This study has extended and complemented the previous 
analyses of these data.5 We confirmed that while there is 
broad support for approaches that enable MDM discus-
sions to focus on more complex cases, this may not be 
appropriate for all MDTs; there was also a lack of consensus 
about the methods by which streamlining could be 
achieved. Participants were particularly concerned about 
some patients being excluded from full MDM discussion, 
which could compromise the quality and safety of patient 
care.

Our analyses agree with the conclusion from the 
previous analysis of these data that tumour type-specific 
guidance for the use of protocols should be developed to 
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facilitate streamlining discussions.5 This will contribute to 
ongoing discussions about the development of this guid-
ance. It was suggested that study participants were keen 
that this guidance should be developed at the local level 
and that it should consider the perspectives of members 
of MDT for different tumour types and those in different 
professions. It is also important that the meaning of 
streamlining and the various approaches that could be 
used to achieve are clarified and considered in developing 
this guidance. Finally, this work highlighted the need for 
the identification and implementation of appropriate 
evaluation methods and outcomes measures to ensure 
that decisions about the approaches used are based on 
the impact on the quality and safety of patient care. In 
the meantime, the use of tools, such as MDT-FIT, could 
facilitate individual MDTs to reach an agreement about 
appropriate solutions without compromising the quality 
and safety of patient care.34
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