Open aAccess

Original Article

Observational Study of the Multisciplinary team role (MDT) on
Healthcare Management of Cancer Patients: Benefits and Barriers,

AbuDhabi 2017

DOI: https://doi.org/10.32007/89018-24

Ibtisam H. Al Obaidi*

FICMS

This work is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.

Abstract:

J Fac Med Baghdad
2019; Vol.61, No .1
Received: April 2019
Accepted: July 2019
Published: July 2019

Background: Multidisciplinary team meetings (MDTSs) are designed to optimize patient outcomes. It
appears intuitive that MDTs are essential to clinical decision-making and patient management; however, it
is unclear whether that belief is supported by evidence. With regard to cancer patients, studies demonstrated
that treatment plans made by interacting health care professionals are more effective than those made by
individual practitioners.

Obijectives: To assess the impact of multidisciplinary teams (MDTSs) on clinical decision-making and
patient outcomes.

Methods: We follow a descriptive questionnaire survey study design and created a (10) sections
surveymonkey that was distributed via email to (150) experts in surgical oncology, general surgery,
oncology, radiation oncology, pathologists, and administrative staff. Fourty (40) completed responses were
collected to ensure a statistical basis on which to draw sound conclusions. The remaining 110 staff have
submitted incomplete answers. Answers were discussed in a separate MDT meeting with most of the
participants.The survey was followed by an interpretation of the respondents’ results and comparison with
literatures.

Results: 75% of the participants chose ”Agree and strongly agree”, supporting the hypothesis that MDT
meetings ensure an effective and up-to-date management guidelines. This means that the risk of not
discussing a cancer patient cannot be neglected any longer. So the hypothesis statement (HO) is rejected
and the alternative statement (Ha) is accepted.

Conclusions: The majority of participants saw the value in the MDT process and expressed support for its
implementation locally and nationally; however, feedback about the most appropriate format is yet to be
established. The clinicians identified the need for agreed standards in MDT performance.
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Introduction:

MDTs management of cancer patients can result in a
more effective treatment plans, MDMs also lead to
increased communication between disciplines that
are useful for training junior doctors(1l). Although
MDMs generate many benefits, the meetings do not
always lead to optimum decision-making as
outcomes have been found to be highly inconsistent
and largely dependent on the effective participation
of the team members (2,3). Health professionals in
attendance could be radiologists, pathologists,
medical oncologists, surgeons and supportive care
professionals (4). Our aim is to further understand the
process, participation and operations of cancer MDT
meetings in three private hospitals in Abu
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Dhabi based on the experience and knowledge of
participants. In a longitudinal study with a large
cohort of cancer patients, Shulman et al

and Slavova et al demonstrated that treatment plans
made by interacting health care professionals are
more effective than those made by individual
practitioners (5,6,7). In addition to more effective
treatment plans, Lamb et al, Balasubramanian and
Caudron et al found that MDM s also led to increased
communication between disciplines that are useful
for training junior doctors (8, 27, 28). Shulman et al
also found that specialists from one discipline
understand the possibilities and constraints of other
disciplines when exposed to other disciplines through
MDMs.

Prades et al, Soukup et al and Hahlweg et al found
that many participants in an MDM setting reported
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large amount of time was wasted due to
disagreements between participants. However, the
same survey revealed that participants were still
positive about the outcome of MDMs and believed
that it led to better plans for care (9, 24, 26).
Although, MDMs are clearly a group decision-
making process, few studies have explored MDM
processes and outcomes from the perspective of
group reasoning. Some participants dominate due to
their authority or charisma; not all information may
be fully shared. Venod, Pillay et al, Harris et al,
Carlson and Soukup et al. found that a lack of proper
communication and interpersonal interaction could
account for 70-80% of errors in health care (10, 11,
22, 23, 25). As a communication process, an MDM
cannot readily be evaluated using the same approach
as medical interventions. This view is consistent with
that held by Saini et al and Nguyen et al who found
that information technologies in health care were
often inappropriately evaluated using randomized
clinical trial methodologies (12, 29).

Obijectives: Our aim was to further understand the
process, participation and operations of cancer MDT
meetings in three private hospitals in Abu Dhabi
based on the experience and knowledge of the
participants. Our objective was also to identify
obstacles to effective and sustainable MDT meetings,
particularly how information and communication
with the minimum set of conditions required for
effective multidisciplinary case conferencing.

Methods

A questionnaire survey method (study design) used
to verify the alternative hypothesis of MDT meetings
benefits. The correlational method was mainly used
to get a statistical test to find and rate patterns
between organizational factors and opinions of
decision makers (clinicians) being responsible for
patient management.

The survey instrument created using Survey Monkey
account on www.surveymonkey.com. This service is
very easy to use and an unlimited number of
participants can answer. The service is also free of
charge. After the survey is finished, the results are
made available in a spreadsheet format, which allows
analysis, and report generation. The survey was pilot-
tested with three users who were not included in the
main study to get their feedback on the survey itself
(length, clarity, and time to complete). Survey
Monkey stored all respondents’ data electronically,
which was exported to Microsoft Excel for analysis
purposes. Respondents were not identified in any
way, and the survey was completely anonymous.
Timing and duration: The survey was announced to
participants a few days in advance and then the target

group received an email with details regarding the
survey at the end of June 2017. The survey consisted
of 10 questions. The time needed to complete the
survey did not exceed 10 minutes. The participants
were not involved in the design of the survey.
Survey Participants: The MDM participant were
health care professional who had participitated in at
least one meeting during the past six months from the
date of the survey, and non-MDM participants were
those who had not attended any meeting (2). Of the
150 survey respondents, 40 were MDM experienced
participants who submitted complete answers as they
were regularly attending the MDT meetings. Thus,
the results presented are based on the responses of
those who were regularly present in the meetings
during the past six months prior to answering the
survey questionnaire. The selection of experienced
participants was very important in order to get high
quality results. This process was performed manually
to ensure that only cancer experts selected from all
three hospitals, were able to participate. The
questions within all parts of the questionnaire aimed
to gather qualitative as well as quantitative answers.
Qualitative method has the advantage that
participants can answer quickly since answers are
pre-defined and can be selected with one click only.
Most answers are based on a Likert-type scale. The
applied Likert-scale includes five-level Likert items,
from “absolutely disagree” to “absolutely agree”
[Tables 1-2] (2). The last part consists of open
questions with open text fields, which the
participants could use to give additional comments
and recommendations on the subject.

Survey Questionnaire:

Section 1: Biography of participants (age, specialty,
years of experience and MDT meeting involvement).
Section 2: MDT meetings and the communication
patterns used.

Section 3: Follow up activities after MDT meetings
(booking investigations and following up results or
notifying patients of the meeting recommendations).
Section 4: The communications technology of
increasing information can support the physicians’
role and reduce the time taken in conducting an
MDT.

Section 5: Increasing the amount of information and
how communication technology support physicians
role to reduce the time taken per patient in the
conduct of the meeting.

Section 6: How patient-related data and information
are documented during the meeting (written by hand
/ entered electronically).

Section 7: How much of physicians’ time is involved
in follow up activities for the meetings attended on
average? (less than 30 minutes - 4 hours per meeting.
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Section 8: How long is each patient discussed on
average.

Section 9: Opportunities to examine the workload on
MDT participants when there is an excessive number
of patients who require an additional or re-discussion
at the MDT meetings (when the right staff were not
present or the right information was not available).
Section 10: MDT meetings current practices and the
extent to which the clinician concurs with the
statements provided.

Answers were measured by a scale from 1-5.

Results

The majority of respondents (75%) agreed about
benefits of MDMs being the proper approach to
improve cancer care, with only 5% having some form
of disagreement. More than two thirds (67.5%) of
participants agreed that MDMs are not a waste of
time, while 10% think they are a waste of time. The
opinion of “Successful MDT meetings are based
mostly on the leadership of the meeting” reveals that

67.5% of survey participants felt that the leaders of
the meetings were effective in not wasting time
during the meetings. Participants noted the high
number of staff involved in conducting an MDM and
raised the issue of cost effectiveness of these
meetings; (72.5%) of respondents agreed with the
opinion: “(MDTs) meetings are cost effective” as in
(Table 1). An analysis of answers to the question
(How long is the average time for each case
discussion?) is shown in (Figure 1). The answers
illustrate that most cases are only discussed for
around 5-10 minutes, and that rarely is a case
discussion last for more than 30 minutes.
Participants’ opinions on the time required to
document the discussion being either during or after
the MDMs, are shown in (Table 2). Minimal usage of
direct entry into electronic devices for documentation
in was agreed by 15% of resondents compared to
70% prefering manual data recording.
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Figure 1. Average time allocated for each case discussion, majority of responces agree on 5-10 minutes

Table 1. Participants’ opinions on MDMs impact on the standard of cancer care

Participants’ opinions (N=40) Strongly Disagree Neutral Agree Strongly Skipped
disagreed No. (%) No. (%) No. (%) Agree No. (%)
No. (%) No. (%)

MDTs improve the 1(2.5) 1(2.5) 5(12.5) 3(7.5) 27 (67.5) 3(7.5)

quality of care

I do not believe MDTs are a passing 1 (2.5) 3(7.5) 4(10.0) 7 (17.5) 20 (50.0) 5(12.5)

fad

MDTs are cost effective 2 (5.0 3(7.5) 4 (10.0) 9 (22.5) 20 (50.0) 2 (5.0)
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Table 2: Participants’ opinions on time duration required in MDM documentation

Participants’ opinions (N=40) Strongly Disagree Neutral Agree Strongly Skipped
disagreed No. (%) No. (%) No. (%) Agree No. (%)
No. (%) No. (%)

Long time to document all the 8(20.0) 20 (50.0) 5(12.5) 4 (10.0) 2 (5.0) 1(2.5)

relevant case data DURING the

meeting

Long time to document all the 2 (5.0) 20 (50.0) 11 (27.5) 5(12.5) 1(2.5) 1(2.5)

relevant case data AFTER meeting

Statistical Analysis:

using Chi-square test for agreement among clinicians
on the value of MDT, where hypothesis is: HO: MDT
meetings have no impact on cancer patients
management. Ha: MDT meetings have an impact on
cancer patients management.

Discussion:

Responding clinicians noted the beneficial added value
of the MDM approach to their work and management.
Participants’ opinions on MDMs role in upgrading the
standard of cancer care was supportive in 75% of
participants. One answer mentioned “(MDMs) are very
informative and educational, giving a greater
understanding of pathology and its impact on treatment
options”. There were various reasons mentioned as to
why MDMs were possibly not as effective or efficient
as they could be. A frequent remark about the workload
when too many cases were being discussed at a
meeting, and enough time was not given to any one case
treatment plan. Our results show that most patients are
only discussed for about 5-10 minutes, and that rarely a
case can be discussed for more than half an hour. This
is not inconsistent with the observation that there is no
enough time allocated to discuss the plan for patient
treatment. However, this finding would suggest that
MDMs are not seen as inefficient. Some may have the
belief that MDMs are a waste of time, and do not need
to be taken seriously, but it is clear from the results that
this was not true for the majority of the participants.
Despite some negative feedback, most of the objective
data collected indicate a strong support in the potential
utility of MDMs (14, 15, 30, 31). As one participant
claimed “The MDMs often lead to delay in decision
making, even though an incorrect decision is less often
made”. It is clear that participants would like to observe
the scientific guidelines that proves the outcome of
MDMs and view a reduction in inefficiencies that have
been noted (13, 16, 32, 33). Cost effectiveness of these
meetings are confirmed by 72% of respondents (agreed
or strongly agreed) that (MDTs are cost effective).
Some feedback indicated that many MDMs become
side talks and that time should be more effectively
allocated for actually examining patients face-to-face.
There was a little difference in the responses on
whether a long time is required to document all the

Computation of the expected frequency counts, the
Chi-square ( X?) statistics and the degree of freedom
(DF). The result reveals a P-value < 0.05, which means
we have to reject the null hypothesis (HO) and accept
the alternative hypothesis (Ha) to conclude that there is
an acceptable level of agreement on MDTs impact.

relevant case data DURING the meeting or AFTER the
meeting with more responses favoring documentation
during the meeting. Review of literatures reveals that
our observations were in parallel with regards to MDT
workload. Haward et al. (17) described a systematic
assesment of the effectiveness of breast cancer team.
The researchers evaluated the workload, team
organization and working methods. Workload was
defined as “new cancer annual caseload of the team
related to the actual time committed by each breast
team member” (17). It was found that team workload
predicted the clinical effectiveness of the team
positively. Their results also reinforced British
guidelines that sufficient workload is required for
viability and effectiveness of breast cancer teams.
Nouraei et al (18) studied the increase of the efficiency
of the MDT process in the head and neck tumour cases
at Charing Cross Hospital in England. After conducting
a systems analysis of this process, the researchers
renewed the process and created a new data
management solution to implement the process.
Efficiency on-the-whole was improved by 60% as
found from follow-up evaluation of the process. Kane
et al (19) studied work processes and determined time
demands for radiologists and pathologists at a hospital
in Ireland. Their method addressed the documentation
and analysis of all work connected with MDMs
involving pathology and radiology in a particular
month. Results of their study included:

* “Time spent at meetings, and in preparation for MDT
meetings is significant”

* “The exchange of patient materials with outside
institutions is a cause for concern when full data are not
made available in a timely fashion.”

The most recent and most closely related work to our
study is that of Pillay et al (11). There was limited
evidence for improved survival outcomes of patients
discussed at MDT meetings. Between 4% and 45% of
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patients discussed at MDT meetings experienced
changes in diagnostic reports following the meeting.
Patients discussed at MDT meetings were more likely
to receive more accurate and complete pre-operative
staging, and neo-adjuvant/ adjuvant treatment. The
conclusion from this study highlighted the impact of
MDT meetings on patients’ assessment and
management practices. However, there was little
evidence indicating that MDT meetings resulted in an
improvements of patient survival. This also supports
our reslts of 75% of respondents agreeing on the
benefits of MDMs and the proper approach to improve
cancer care rather than survival (20, 21). Our literature
review shows that MDT meetings are important to
clinical decision-making and patient management
[Croke and El-Sayed 2012] (4) because they provide an
opportunity for health care professionals to review
cases, re-evaluate radiology and pathology reports, and
discuss various treatment options (4). There is also
strong evidence to show that MDT significantly
influence clinical decision-making, and it is not a waste
of time. This was consistent with our findings that 68%
of opinions do believe the same.

Conclusion:

There is a recognized and well-supported growing
value of MDTs in the clinical decision-making that lead
to changes in diagnoses and physician management
decisions. However, no strong evidence to support the
opinion that they improve patient outcomes.

Recommendations:

A well-designed prospective study has to be carried out
to provide proof of principle (Value of MDTs). MDTs
is a peer review of cancer cases that is feasible and
acceptable to recognize further development and to
refere to a national benchmarking of MDTs against
established outcome measures is required if this process
is to be widely implemented. Concerns expressed by
participants highlight the need for systematic quality
improvement (QI) processes such as the peer-review
process to be endorsed at a jurisdictional and executive
level, and for there to be a commitment to provide
teams with the appropriate resources and support
necessary to conduct the MDT reviews and implement
relevant recommendations. If peer review is adopted, a
process for monitoring the implementation of
recommendations needs to be established, otherwise
uptake may be limited. It would be of great interest to
further study this new model implemented in our
medical institute, as in Baghdad Medical city by
undertaking more observations from the team, whether
through surveys, interviews, or task force groups.
Further study would enable support of additional
improvements to the multi-disciplinary team meeting

model, so as to establish universal effectiveness in the
goal of caring for patients with cancer.
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