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Impact of multidisciplinary tumor boards on
patients with rectal cancer (Review)
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Abstract. Oncological outcomes in patients with primary
rectal cancer have markedly improved over the last few years,
mainly due to the widespread application of the total meso-
rectal excision technique. This improvement should also be
largely attributed to multiple specialties, other than colorectal
surgery, such as radiology, oncology and pathology. Therefore,
a multimodal approach is key to efficient and appropriate
rectal cancer management. Multidisciplinary tumor (MDT)
boards have become an important asset for the management
and treatment of patients with rectal cancer, and a number
of studies published to date suggest the beneficial effect of
the multidisciplinary approach on the management of such
patients. The available evidence demonstrates a modification
of the treatment plan, attributed to the MDT implementation,
in a non-negligible proportion of these patients. However,
more studies are required in order to assess the exact impact
of MDT boards on disease-free and overall survival of patients
with primary rectal cancer.
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1. Introduction

Oncological outcomes in patients with primary rectal cancer
have markedly improved over the last few years, mainly due
to the widespread application of the total mesorectal excision
(TME) technique. This advancement should also be largely
attributed to multiple specialties, other than colorectal surgery,
such as radiology, oncology and pathology. Therefore, multi-
modality is key to delivering efficient and appropriate care to
patients with rectal cancer (1).

Since the introduction of specific guidelines regarding
the framework of the board (2) and the publication of the
first diagnostic and treatment algorithm for multidisciplinary
teams treating patients with colorectal cancer (3), multidisci-
plinary tumor (MDT) boards have become an important asset
for the management and treatment of these patients, leading
to significant improvement in the quality of medical services
offered and, possibly, to higher survival rates (4,5).

Taking these facts into consideration, presenting and
discussing cases with primary rectal cancer at MDT meetings
has become a requirement of the recently founded National
Accreditation Program for Rectal Cancer, which is adminis-
tered by the Commission on Cancer (6). A number of studies
published to date suggest the beneficial effect of the multidisci-
plinary approach on the management of rectal cancer patients.

2. Discussion

MacDermid et al reported a statistically significant increase in
the 3-year survival of patients with Dukes' stage C colorectal
cancer who had undergone MDT evaluation compared
with those who had not, while no statistically significant
difference was identified with the survival rates of patients
with Dukes' stage B disease (4). In addition, Richardson et al
reported a considerable improvement in the TME specimen
quality associated with MDT implementation (5).
Following the introduction of MDT boards, re-interpretation
of preoperative magnetic resonance imaging (MRI) scans
and tumor-related factors led to a different treatment plan in
29% of patients with primary rectal cancer, as reported by
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Snelgrove et al (7). Specifically, of the 36 patients included
in that study, 28 (77%) underwent complete to near-complete
TME. Moreover, Fernando et al reported post-MDT clinical
restaging in ~7% (17/234) of their patients with rectal cancer (8).

Based on the results of their retrospective study of
687 cases of rectal cancer, Wu et al concluded that <25% of
patients with recurrent rectal malignant tumors were able to
receive curative treatment through the implementation of the
MDT approach (9). Furthermore, the results of the application
of the multidisciplinary approach in patients with metastatic
rectal cancer, with 76 and 17% achieving 3-year overall and
progression-free survival, respectively, are encouraging (10).
Interestingly, Lan er al reported that, after the establishment
of the MDT conference, patients with lung and liver metas-
tasis demonstrated a statistically significant increase in 3-year
survival (11). It should be noted, however, that these results
refer to the sum of colorectal cancer cases treated at the respec-
tive medical center, rather than rectal malignancies alone (11).

In 2014, Vaughan-Shaw et al (12), retrospectively compared
19 patients with pT1 rectal cancer treated in 2006 with
24 patients with pT'1 rectal cancer treated in 2011. During 2011,
all cases were discussed in a specialized early cancer MDT
conference. In 2011, more patients underwent appropriate
preoperative imaging compared with 2006 (MRI 18 vs. 12,
transrectal ultrasound 20 vs. 4 and computed tomography
22 vs. 15, respectively). The authors concluded that an improve-
ment in the accuracy of preoperative staging of early rectal
cancer, a reduction in margin positivity after local excision and
an increase in the use of local excision were observed following
the implementation of a specialized MDT conference (12).

In 2018, Karagkounis et al evaluated 408 rectal cancer
cases discussed in MDT meetings (1). All presenting surgeons
were required to report any changes to their treatment plan as
a result of the conference. Modifications in the management
or recommendations of additional evaluation were reported
in 112 patients. The authors concluded that MDT boards
changed the clinical management for a notable proportion of
rectal cancer cases, independent of the attending surgeon's
experience (1).

However, a recent systematic review suggested a rather
insignificant effect of MDT boards on the improvement of
overall survival. However, the primary tumor site was not
taken into consideration (13). This, in conjunction with their
limited feasibility, being restricted only to large referral
centers, and the time commitment required for the realization
of these meetings, have led to some skepticism over the neces-
sity of MDT meetings in the preoperative and postoperative
management of cancer patients (14). Yet, at the same time,
accumulating evidence suggests that increased physician
engagement in MDT boards is associated with earlier provi-
sion of treatment of rectal cancer (15).

3. Conclusion

In conclusion, there is a growing number of studies that support
the positive impact of MDT conferences on the outcome of
patients with primary rectal cancer. The available evidence
demonstrates a change of the treatment plan, attributed to the
MDT implementation, in a non-negligible proportion of these
patients. However, more studies are required in order to assess
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the exact impact of MDT boards on disease-free and overall
survival of patients with primary rectal cancer.
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