& Georgia Hardavella', Armin Frille®23, Christina Theochari’, Elli Keramida®?1, Elena Bellou?,
Andreas Fotineas?, Irma Bracka’, Loukia Pappa’, Vaia Zagana5, Maria Palamiotou>,
Panagiotis Demertzis’, loannis Karampinis®

& georgiahardavella@hotmail.com

Review

Multidisciplinary care models
for patients with lung cancer

Multidisciplinary care is the cornerstone of lung cancer treatment in the developed world, even
though there is a relative lack of consistent evidence that this care model improves outcomes.
In this review, we present the available literature regarding how to set up and run an efficient
multidisciplinary care model for lung cancer patients with emphasis on team members’ roles and
responsibilities. Moreover, we present some limited evidence about multidisciplinary care and its

impact on lung cancer outcomes and survival.

This review provides simple guidance on setting up and running a multidisciplinary service for
lung cancer patients. It highlights the importance of defined roles and responsibilities for team
members. It also presents concise information based on the literature regarding the impact of
multidisciplinary care in lung cancer outcomes (e.g. survival of patients undergoing lung cancer

surgery).

Introduction

Lung cancer care has a complicated nature and
mandates a unique level of care coordination where
time is a perishable resource. The “Framework
for action on interprofessional education and
collaborative practice” [1], published by the World
Health Organization (WHO), reports that effective
interprofessional/multidisciplinary teamwork is
considered an essential component for the delivery
of high-quality patient care in an increasingly
complex medical environment and multidisciplinary
collaboration plays an important role in improving
healthcare services and patient outcomes.
Multidisciplinary care has emerged as a
significant approach in cancer management and
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it has been the cornerstone of the diagnosis and
treatment pathways of lung cancer patients [2, 31.

Following the Lisbon roundtable held during the
Portuguese European Union Presidency in 2007
[4], a multidisciplinary team (MDT) approach to
lung cancer care is a requirement for lung cancer
centres in Europe, this is also the case in Australia
and the USA [2, 4, 5]. MDT meetings are also
known as “tumour boards”, “MDT case reviews” or
“MDT cancer conferences” in different healthcare
systems. These terms may represent differences
in standard operating procedures, organisational
structure and decision-making processes;
however, their focus is to facilitate a dialogue
and subsequent ongoing collaboration between
healthcare professionals with complementary
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- Multidisciplinary care models for patients with lung cancer

roles and areas of expertise in order to reach a
consensus on evidence-based management plans
tailored to the patients’ needs [3].

Lung cancer care models

Lung cancer care models can vary among different
countries or even among institutions within the
same country depending on the infrastructure,
available resources, quality standards and operating
procedures [6]. Three main forms can be identified
depending on whether the multidisciplinary
involvement is continuous throughout the patient
pathway or whether it is fragmented or “on
demand” [7].

1) Serial referral system

This system involves individual specialist
referrals offered as the patient progresses in
the diagnostic or treatment pathway [7]. This
is a “refer-as-you-go” system that is shaped by
demand. The serial referral system may prolong
the patient’s pathway as every specialist referral
comes with its own separate waiting times for
each outpatient appointment and subsequently
there are significant delays in the patient pathway
and treatment [8]. In this system, medics work in
isolation rather than in partnership and this may
lead to inappropriate choice of treatment options
as specialists tend to offer options that are familiar
to them or are more easily accessible rather than
options tailored to the patient’s needs [8, 9].
Allied health professionals (AHP) do not seem to
be directly involved in the patient pathway unless
the medics are working in a team where an AHP
is available.

2) MDT meeting (tumour board)
focused model

Lung cancer MDT (tumour board) meetings are hubs
offering integrated multidisciplinary lung cancer
care tailored to the patient’s needs. They involve the
continuous collaboration of lung cancer specialists
throughout the patient continuum where patient
cases are presented and discussed for a diagnostic
or treatment plan to be putin place [7].

The quality of the presentation heavily
affects the quality of the diagnostic/therapeutic
recommendations made by the team; therefore,
it is vital that cases are presented by a healthcare
professional that is familiar with the patient’s
continuum [7, 10].

3) MDT clinic-based model

This model includes a dedicated centralised cancer
clinic space with ample clinic rooms and resources
to allow a sequence of patient interactions with
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various lung cancer specialists depending on the
patient’s position on the pathway [7, 91.

Lung cancer care involves multimodality staging
and treatment; therefore, it is crucial to host all
healthcare professionals involved in one place at
the same time as this is associated with improved
patient experience [9]. Patients are offered the
opportunity to have specialist consultations
within a single clinic where they can communicate
about their diagnosis and treatment. This process
is important, as it offers patients easy access to
all lung cancer specialists but also ensures the
continuity of their care [11, 12].

An American Thoracic Society (ATS)/European
Respiratory Society (ERS) statement has
recommended that all centres offering thoracic
oncology services should have multidisciplinary
clinics and a thoracic oncology MDT meeting
(models 1 and 3)[13]. Based on our experience, this
model offers optimal integrated multidisciplinary
lung cancer care. It provides a forum for seamless
collaboration between all members of the lung
cancer team and ensures close communication
with patients to ensure optimal treatment plans.

The challenge of setting up a
functional multidisciplinary
lung cancer service.

Organising a functional multidisciplinary lung cancer
service is a challenging, yet rewarding process. An
important aspect of multidisciplinary lung cancer
care is an emphasis on patient-focused care and
an attempt to improve the patient journey through
collaboration, communication, and streamlining of
diagnostics and treatment (figure 1).

Active recruitment of interested physicians can
be achieved by networking and socialising amongst
members of the hospital/community healthcare
team with relevant expertise. The assembled team
needs to commit to attending regular meetings and
to referring cancer patients that could benefit from
multidisciplinary discussion [14].

Table 1 summarises the anticipated challenges.
Inappropriate job planning and time management
can compromise clinician’s MDT attendance
significantly. On some occasions, MDT members
may get absorbed by daily clinical ward duties and
may find it difficult to attend all or most of the MDT
meetings (tumour board). To avoid this, all MDT
members should have dedicated and protected time
to attend the MDT (tumour board) meeting and
subsequent MDT clinic and these activities should
be planned appropriately. Their job plan should also
include some additional time to cover administrative
duties that may arise from the MDT meeting[1, 15].
Poor MDT attendance is accompanied by insufficient
preparation and inadequate clinical information,
unequal contributions to MDT discussions and
overseeing of patient-centred information. This
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Figure 1 Achieving patient-centred care in a multidisciplinary setting.

series of events creates a vicious circle and impacts
on the quality of MDT discussions [16, 17].

Identifying a competent MDT lead clinician is a
prerequisite for MDT (tumour board) efficiency.
The MDT lead/chair is an established physician
leader in the hospital and can be from any specialty
participating in the lung cancer MDT meeting.
Leadership is critical to ensure diversity and equal
expression of all opinions from different specialties,
to support openness and blame-free culture,
reinforce inclusivity, ensure the meeting is on track
and audit outcomes to optimise performance [3,
18]. Poor leadership, insufficient teamwork and
time pressure are barriers for efficient MDT working
[19, 20]. The MDT meeting lead needs to ensure
accessible record keeping, documentation of
accurate management plans and action points for
posterity [21] and efficiency of the MDT meeting.
Table 2 summarises the responsibilities of the MDT
meeting lead/chair. Ideally the MDT lead/chair is
the same person; however, this is not imperative.
Due to issues related to job planning and other
clinical/research/educational commitments,
the MDT chair can be a different physician to the
MDT lead. Should this be the case, they should

Table 1 Challenges in setting up a functional MDT

Time commitment
Attendance
Dedication
Leadership

Roles

Processes
Communication

Resources

work closely to ensure the smooth running of the
service and optimise patient care. An important
factor underlying success of the MDT leadership
is a common communication code for the lead
and the members. In recognition of this need, the
ERS has introduced the thoracic oncology HERMES
(Harmonising Education in Respiratory Medicine
for European Specialists) European Curriculum
recommendations for training in thoracic oncology
in Europe to ensure successful candidates have
the same standards in multidisciplinary thoracic
oncology training and can successfully lead
their thoracic oncology MDTs regardless of their
background specialty [22, 23].

Members’ roles and standard operating procedures
are of vital importance for a functional MDT
(tumour board). Reaching an agreement on these
can be challenging when setting up the MDT
(tumour board), as MDT members may have
different perceptions about their role. Therefore,
consultation and final agreement with all MDT
members is advised prior to finalising the standard
operating procedure. Clear roles are essential to
ensure acceptance and engagement from all
stakeholders. Achieving successful communication
among MDT members, as well as between them
and the patients/carers and the GP (general
practitioner) can also be challenging. To this
effect, dedicated communications skills training
is advised for MDT members to ensure improved
communication with peers, colleagues, patients
and families [24].

Lack of resources (e.g. information technology
that projects radiology/nuclear medicine/
pathology results onto a screen) can be a challenge
when setting up a MDT (tumour board) meeting
as it prevents effective sharing of information
among lung cancer specialists and can impact
on the quality of the discussion [2]. Information
technology (IT) support should be available in real
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Table 2 Responsibilities of the MDT meeting chair/lead

Clear and actionable MDT outcomes (recorded for posterity)

Approval of appropriate cases for discussion and plan for the ones not discussed and diverted to a different pathway

Ensure full case discussion

Ensure equal participation of all specialties and expression of diversity of opinions (where applicable)

Keep meeting on track

Summarise conclusions of discussion for minutes (stage, histology, performance status, management plan)

Determine responsible MDT members for actions decided

MDT meeting outcomes review

Quality assurance
Contingency plans

Service development

time during the MDT (tumour board) meetings
and be available on request, especially when
teleconferencing is involved.

During the coronavirus disease 2019 (COVID-
19) pandemic, MDT meetings have become a
particular challenge as their established format
necessitated face-to-face contact between multiple
clinical teams, which could be potent accelerators
of viral transmission. As a result, MDT meetings
became virtual as a means of reviewing patient
care at a physical distance, thereby minimising
the risk of infection and maintaining the safety of
clinicians. New guidance has been issued on patient
prioritisation regarding referral for investigation,
treatment and follow-up [25-271].

Table 3 All-inclusive MDT meeting (tumour board)
membership

Respiratory physician

Medical oncologist

Radiation (clinical) oncologist
Thoracic surgeon

Interventional pulmonologist

Chest radiologist with interventional expertise
Nuclear medicine

Pathologist

Palliative care

Clinical nurse specialist/nurse support
MDT coordinator

Psychologist (or direct access to them)
Clinical trials coordinator

Nutritionist

Physical occupational therapy

Tracker

Trainees and medical students
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MDT membership, roles
and responsibilities

MDT (tumour board) meetings include medical
members and AHPs. The medical members
of a lung cancer MDT would typically include
a respiratory physician, medical oncologist,
radiation oncologist (or clinical oncologist), thoracic
surgeon, pathologist, dedicated chest radiologist,
nuclear medicine physician, and a palliative care
physician [3, 7, 28, 29]. Tables 3 and 4 present a
list of MDT meeting members and MDT meeting
members’ (including coordinator’s) responsibilities,
respectively. MDT meeting members should attend
the majority of the meetings and be punctual.
When attendance is not possible, there should be
arrangements in place for cross cover [28, 29], to
ensure all decisions are made with input from all
required specialties. Patient discussion and decision
making needs to be performed in the presence of at
least one team member knowing the patient [28,
29] to ensure the optimal decision is taken and
the patient’s needs are known and are met. MDT
meeting members are required to act on the MDT
meeting outcomes and ensure all patient related
outcomes are completed [28, 29]. MDT meetings
ideally should have in attendance more than one
representative from each participating specialty to
ensure diversity of opinions within the meeting.
Administrative support is essential for a functional
MDT meeting. The MDT coordinator/secretary plays
a pivotal role in an efficient MDT meeting (table 4).
In the following sections, we outline the key roles of
various specialties during the MDT meeting.

Respiratory physician

Respiratory physicians have a leading role in the
lung cancer MDT meeting as they are involved in
the entire spectrum of the lung cancer pathway:
prevention, screening, diagnosis, management and
follow-up.
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Table 4 MDT meeting members’ and coordinator’s responsibilities

Members’ responsibilities

Coordinator’s responsibilities

Meeting attendance and punctuality
Meeting preparation

Patient discussion and decision making in the presence of
at least one team member knowing the patient

Minimum one attending member from each specialty to
ensure diversity of opinions

Action on meeting outcomes

Cross cover in case of absence

Avoid late MDT additions unless clinically urgent (failure to
do so provides insufficient time for preparation)

Support and participate in quality assurance processes

Collate and circulate MDT meeting list prior to the meeting (at least
24 h before the meeting)

Establish links with IT to ensure that IT systems are available and in
use where required

MDT meeting room availability and seating arrangements

Clear documentation of MDT outcomes by a designated healthcare
professional, member of the MDT meeting (assigned by the chair)

Circulate MDT meeting minutes and action plan

Record members’ attendance and highlight patterns of non-
attendance to the MDT chair

Ensure all imaging is available for real-time review during the
meeting

Work closely with all MDT members to ensure a seamless meeting

Case tracking when a tracker is not available (depending on job

description)

The respiratory physicians are also the link
between the MDT and smoking cessation services.
Before or during the MDT, they identify patients
that would benefit from smoking cessation and
refer them appropriately to ensure they have fast
and easy access to the service, for appropriate
assessment and management [30].

Depending on the national organisation of
primary care, respiratory physicians with a special
interest in lung cancer are the first point of referral
for patients with suspicion of lung cancer. They
lead the diagnostic pathway, and in most European
countries (depending on national specialty
accreditations) they are at the forefront of treatment
alongside medical oncologists [13]. Interventional
pulmonologists are also valuable MDT members
and need to be physically present in the MDT
meeting to identify patients that would benefit from
interventional procedures as a treatment/palliative
approach/bridge to systemic therapy [31].

Medical oncologist

Medical oncologists are core members of the
MDT meeting and they offer tailored systemic
management plans aiming to treat lung cancer,
prolong survival and improve quality of life [32].
Considering that cancer is a systemic disease
with multiple subtypes, medical oncologists should
be able to recognise the safest, least toxic and most
cost-efficient drug combination and dosage [32].
They are also skilled to provide input for palliative
care in progressive disease and supportive care in
cured patients who deal with late complications
of cancer therapy [33]. Furthermore, their role
contributes to personalised cancer diagnosis by
means of molecular analysis techniques and detailed

tumour characterisation, which facilitates the
administration of targeted therapies against specific
cancer types [33]. Their services are also required
in the proper management of more demanding
cases, such as cancer in the elderly, adolescents
or pregnant women. Medical oncologists play a
pivotal role in updating the MDT members about
available drugs for anticancer treatment, availability
and reimbursement of new medications, as well as
early access to new clinical trials.

In some institutions, medical oncologists/
respiratory physicians with dedicated training
in thoracic oncology, radiation oncologists and
molecular pathologists form a separate molecular
MDT tumour board that aims to identify patients
that would benefit from enrolment in clinical trials
providing access to tailored therapies that may be
unavailable through national health systems [34].

Radiation (clinical) oncologist

In the lung cancer MDT meeting, the radiation
oncologist contributes to the optimisation of
the patient’s treatment by complementing the
surgeon, the medical oncologist and the respiratory
physician, and often has to act and offer a treatment
plan to address poor response/disease progression
following different preceding treatments [8]. The
appropriate selection of radiotherapy technique
needs to benefit the patient in terms of efficacy
and accuracy and minimise the risk of side-effects.
Patients need to be carefully and appropriately
selected for IMRT (intensity-modulated radiation
therapy), VMAT (Volumetric-modulated arc therapy)
or SABR (stereotactic ablative body radiotherapy).
The role of the radiation oncologist is to assess all
conditions regarding the patient and the tumour,
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to systematically review the need for diagnostic
and staging protocols and ensure the best radiation
modality is offered. They play a pivotal role in
offering radical radiation therapy as a treatment
option in patients with early-stage lung cancer who
cannot or do not wish to be operated on.

In cases of chemoradiotherapy, the radiation
oncologist needs to consider and review the
patient’s comorbidities and their potential risk
to target volume planning. This ensures healthy
tissues and vital organs (e.g. heart, liver, spinal
column, kidneys) are protected from radiation
therapy [8].

Thoracic surgeon

Clearly, specialisation in thoracic surgery and greater
patient volume improve outcome determinants at
short-term and long-term evaluations [35]. Thoracic
surgeons participating in lung cancer MDT meetings
must possess in depth knowledge of thoracic
diseases. They should be able to identify candidates
for surgical treatment and also highlight those that
could benefit from surgical resection but need
optimisation of their comorbidities (e.g. optimisation
of COPD treatment) and seek appropriate MDT input
prior to considering them for surgery. Thoracic
surgeons must also possess in-depth knowledge
of nonsurgical treatments. This includes innovative
medications and radiotherapy techniques that
can be applied in inoperable cases. This in-depth
knowledge will contribute to the refinement of
multimodality treatment approaches in locally
advanced lung cancer and will yield important
contributions to the development and recruitment
of clinical trials in thoracic oncology [36].

Palliative care

Palliative care representation in the lung cancer
MDT ensures early identification of patients that
would benefit from early palliative care involvement.
Early involvement has shown beneficial results in
terms of patients’ quality of life and overall clinical
outcomes [37]. Palliative care representation in
the MDT meeting aims to identify patients that
will benefit from specialised input to relieve their
cancer/treatment-related symptoms, such as
alleviation of pain, breathlessness, and sleep and
gastrointestinal disorders. In addition, they can
identify patients who are already under palliative
care that would benefit from palliative radiotherapy
for bone metastasis and facilitate radiation oncology
input.

They are also helpful in identifying patients that
would benefit from palliative community services
and/or hospices and would facilitate this transition
to improve patients’ experience. These transitions
are based on patients’ needs and wishes as well as
their early involvement in the decision-making of
their treatment plan [38].
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Radiologists and nuclear medicine

Dedicated chest radiologists and nuclear medicine
physicians play a critical role in lung cancer MDT
meetings in terms of accurate staging route to tissue
options and radiological follow-up assessments.
Meaningful interpretation of radiological modalities,
including radiography, computed tomography (CT),
magnetic resonance imaging and nuclear medicine
modalities (e.g. positron emission tomography CT,
bone scintigram), set the basis of the MDT meeting
discussion with regards to the optimal management
plan [39, 40].

Pathologist

Pathologists’ contribution to lung cancer MDT
meetings is dynamic and continually evolving.
With the development of targeted therapies, the
pathologist plays an important role in identifying and
performing the most appropriate tests for providing
a diagnosis beyond the basic classification into
nonsmall or small cell lung cancer, thus allowing
access to the most appropriate treatment option
[41]. Beyond diagnosis, the pathologists provide
reflex testing; thus, allowing biomarker testing to
begin as soon as the diagnosis is given, rather than
after the patient’s first post-biopsy appointment
with the oncologist.

On these grounds, the diagnostic small lung/
lymph node biopsy or cytology specimen is a
precious resource and the pathologists have become
the guardians of these limited samples that aim to
maximise their diagnostic yield. Providing timely
results to inform the MDT meeting discussions is
the result of a long process: specimen adequacy
evaluation, selection and application of appropriate
processing techniques, selection of suitable slides/
blocks, microdissection to enrich the tumour
proportion (where required) and interpretation of
the results in a clinical context [41].

Clinical nurse specialist/
oncological nurse

Clinical nurse specialists/oncology nurses play
a crucial role during the MDT meetings as they
serve as the patient’s advocate throughout their
diagnostic, therapeutic and follow-up journey [28,
29]. They ensure patients’ wishes and needs are
considered and respected during the decision-
making process in the MDT meeting. They serve as
a line of communication between the medical staff
and the patient, encouraging frequent contact and
emotional support, but also have the responsibility
of identifying patients’ new needs and facilitate
referrals to other healthcare services (e.g. social
services) when needed [42].

Their remit focuses also on patient assessment
(physical and mental screening), patient and
carers’/family education, health needs assessment,




treatment planning, direct and palliative care and
coping with possible side-effects.

Oncological nurses have a concise knowledge
of patients’ treatment plans and possible adverse
reactions in order to provide patients and families
accurate information on coping.

Psychologists

An inclusive MDT should also have psychologists
attending the meetings or as a minimum be able
to offer direct patient access to psychology services
when required [3, 7, 28, 29]. The psychologist plays
an important role throughout the patient’s pathway,
i.e. from diagnostic workup to the of end-of life
stage [43]. Specific tools can be applied in each
stage of the disease. Facilitating the patient’s well-
being and successful coping with the treatment
can be challenging. The psychologist assesses the
patient for any pre-existing mental health issues
(e.g. personality traits, attachments) and then
proceeds with the assessment of psychological
distress related to the disease [44]. The interaction
between the psychologist and the patient focuses
on establishing a trustworthy relationship and
meaningful communication that will be able to
identify the patient’s needs and concerns and
arrange a plan to overcome these issues [44].
Psychological assessment, where applicable,
should be considered during the MDT meeting
to inform the management plan and ensure it is
realistic according to the patient’s psychological
background.

Frequency and number of cases
discussed in the MDT meeting

The frequency of MDT meetings and the number of
patients discussed at each meeting varies between
institutions. This depends on the size of the centre
and the number of referrals, and the robustness
of the pre-meeting screening process as well as
allocated time for the meeting [28, 29].

Most high-volume centres host at least one
MDT meeting per week, while smaller hospitals
may not run a regular weekly meeting due to
small number of referrals and subsequently
patients wait longer for a definitive management
plan. Rare tumours (e.g. Pancoast tumours,
mesothelioma) raise a similar problem as smaller
institutions may not have frequent referrals and
professional expertise is limited. In these cases,
streamlined care with centralisation in regional
specialist MDT meetings is a recommended
approach [45]. In rapidly progressive tumours
where patient deterioration may be imminent
(e.g. small cell lung cancer) there should be
“fast track” processes in place to identify these
patients and after senior review to refer them to
the oncologists for immediate treatment without
the need to wait for MDT meeting discussion.

Multidisciplinary care models for patients with lung cancer -

In this case, experienced MDT physicians apply
their expertise and special skills without being
over reliant on the MDT meeting decision. Urgent
decisions need to be taken that are in the patients’
best interest. In this group of patients, the risk of
clinical deterioration and of missing their window
of opportunity for treatment is greater than
the benefit of waiting several days for an MDT
meeting discussion that will conclude the same
plan. As a safety netting, senior MDT member
review is required to ensure these patients are
appropriately selected and referred for urgent
treatment [28, 29, 45].

MDT clinics

MDT clinics should be linked to the MDT meeting.
Ideally, they run “back-to-back”, with the initial
interdisciplinary assessment taking place in the MDT
meeting or the MDT clinic. Based on our experience,
we recommend they should run on a “back-to-back”
basis, starting with a concise efficient MDT meeting
where cases are discussed and then, following a
short break, the MDT clinic follows, where all the
patients discussed in the meeting will be reviewed
in clinic by the relevant specialties as required.
Despite accurate minute taking during the MDT [28,
29], it is practically impossible to depict on paper
a long conversation for a complex clinical case.
However, MDT members attending the meeting
and participating in the discussion have a clearer
recollection of all aspects of the discussion and of
all expressed opinions and they can easier reiterate
this during their consultation with the patient when
this occurs right after the MDT meeting. This “fresh
recollection” can also support a patient’s wish for a
second opinion, where the healthcare professional
will reiterate any second opinions expressed during
the MDT prior to the final decision.

Patients’ direct access to the MDT clinic
enhances multimodality treatment options
especially in complex lung cancer cases and gives
patients the opportunity to communicate directly
with relevant specialties to ensure they comprehend
the treatment recommendations and participate in
the informed decision-making process [7, 9].

In a pragmatic clinical setting, the philosophy
of the MDT clinic can be achieved by obtaining
dedicated clinic space for multiple healthcare
professionals on the same day and time. The clinic
administration team helps patients to navigate from
one healthcare professional to the other and achieve
consultations from various specialties on the same
day. This is time efficient but can sometimes be
overwhelming for the patient in terms of volume of
information shared. Therefore, it is important that
patients are offered relevant patient information
leaflets and a written personal plan, they are
accompanied by a carer/relative/friend and liaise
with their oncology nurse should they have any
further questions [7, 9].
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What is the MDT lung cancer
care model meant to achieve?

The following are considered putative benefits of
MDT working [2, 31:

e Improved consistency, continuity, coordination
and cost-effectiveness of care,

e Improved communication between health

professionals,

Improved clinical outcomes,

Increased recruitment into clinical trials,

Opportunities to improve audit,

Increased satisfaction and psychological

wellbeing of patients,

e Educational opportunities
professionals,
Support from a collegial environment,
Increased job satisfaction and psychological
wellbeing of team members.

for health

Moreover, MDT working is intended to resolve the
following issues in cancer care:

Non-uniform access to specialist care,
Frequent reporting of deficiencies in cancer
services,

Disjointed referral system,

Large variations in frequency of individual
treatments used, caseload for particular doctors
treating cancer, and patient survival.

What is the impact of
multidisciplinary care on
patients with lung cancer?

A recent systematic review and meta-analysis
assessed the impact of MDT meetings on patient
assessment, management and outcomes in
oncology settings and concluded that MDT meetings
did indeed impact upon cancer patient assessment
and management practices [46]. However, there was
little evidence indicating that MDT meetings resulted
in improvements in clinical outcomes, which is
why future research should assess the impact of
MDT meetings on patient satisfaction and quality
of life, as well as rates of cross-referral between
disciplines. Based on the 27 studies included, it
was reported that 4-45% of patients discussed at
MDT meetings experienced changes in diagnostic
reports following the meeting. Those patients were
more likely to receive more accurate and complete
pre-operative staging, and neoadjuvant/adjuvant
treatment. However, the quality of studies was
affected by selection bias and the use of historical
cohorts impacted on study quality.

Table 5 summarises studies presenting the
impact of multidisciplinary care on lung cancer
patients and management practices [47-60].
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Impact on diagnosis and staging

Obtaining a tissue diagnosis is crucial when lung
cancer is suspected to ascertain the tumour type
and guide further investigation, management,
and prognosis [3]. Multidisciplinary care facilitates
discussions between the different specialties
involved in the diagnostic process [3]. Diagnosis and
management of stage Il NSCLC is a textbook example
of multidisciplinary cancer care. This heterogeneous
group needs a coordinated approach to treatment
involving surgery, medical and radiation oncology as
well as respiratory medicine. A recent analysis of stage
111 NSCLC patients compared management with and
without an MDT meeting and reported that NSCLC
patients discussed in MDT meetings had shorter
time intervals from first consultation to treatment
(20 versus 29 days), higher proportions of mediastinal
staging, lower proportions of unsuspected N2
disease, and higher adherence to clinical pathways
[60]. The median overall survival appeared longer in
the MDT group approaching statistical significance
(17 versus 14 months, p=0.054).

Impact on treatment

With regards to the effect of MDT care on cancer
management, it was shown that multidisciplinary
cancer care is more likely to adhere to clinical
guidelines and avoid variations in care [3]. In lung
cancer, it is established that MDT care increases
access to different treatment modalities, including
chemo/radiotherapy and surgery, and facilitates
recruitment into clinical trials [3, 56].

Moreover, patients whose physicians attended
weekly discussions at a tumour board were shown
to be more likely to undergo curative-intent surgery
in stage | and Il NSCLC [59]. NSCLC patients with
stage | or Il disease who did not receive surgery
were shown to be more likely to receive radiotherapy
if being discussed at the MDT meeting [57].
Timeliness of treatment delivery is one of the key
performance indicators of quality care in lung cancer
[3]. It has been reported that the multidisciplinary
model improves time between diagnosis and
initiation of treatment in lung cancer patients [60].

Impact on patient survival

There is an increasing body of evidence that
multidisciplinary cancer care improves patient
survival [3]. Even though there seems to be a
survival benefit for lung cancer patients if their cases
were discussed at an MDT meeting (table 5), these
data were derived from mostly observational studies
with historical control cohorts.

Impact on patient-centred
outcomes: quality of life

There is evidence of improved quality of
life for lung cancer patients after receiving
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Self-evaluation questions

1) Which of the following specialties should participate in the lung

cancer MDT?

a) Respiratory

b) Medical Student
c) Nuclear Medicine
d) Endocrinology

2) What is/are the responsibilities of the MDT chair?

a) Determine responsible MDT members for actions

b) Circulate MDT meeting minutes and action plan

c) MDT meeting room availability and sitting arrangements
d) Record members’ attendance

3) Which of the following is/are challenges when setting up a lung cancer

4)

MDT?

a) MDT room arrangement

b) Time commitment

c¢) Communication

d) Contingency plan

Is there robust scientific evidence that MDT meetings improve patient
outcomes?

a) Yes

b) No

multidisciplinary care [3]. Early introduction
of palliative care services versus standard care
showed significantly improved quality of life,
mood and survival in patients with advanced
NSCLC, where improved quality of life even
translated into improved survival [37]. BoxER et
al. [56] mentioned that the issues of symptom
control and quality of life may have been
addressed better in patients discussed by a MDT,
although the MDT discussion did not influence
lung cancer survival. TEMEL et al. [37] reported
that patients requiring palliative care input that
are discussed by an MDT are identified and

referred earlier, and subsequently they have a
better quality of life and longer survival.

Impact on communication and
clinical decision making

There are a number of important aspects that
must occur in a timely fashion to ensure best-
quality care in lung cancer [3]. Among others,
these include patient-centred treatment decisions,
supportive care, follow-up, and surveillance. The
coordination of these processes is important for
the patient’s experience and might pose difficulties
if the patient is from a rural or remote area. That
is why communication of decisions is crucial to
ensure a smooth transition across healthcare
services [3]. Amultidisciplinary approach facilitates
effective communication by ensuring all team
members are familiar with the patient’s history
and are involved in conceptualising the treatment
plan [3].

Conclusion

Multidisciplinary care is the cornerstone of lung
cancer care. MDT meetings accompanied by MDT
clinics on the same day is the proposed model of care
that ensures close interdisciplinary collaboration to
meet patients’ needs. Clarity on MDT member roles
and processes is paramount for an efficient MDT.
Overall evidence suggests that multidisciplinary
care facilitates the delivery of a high-quality lung
cancer service, and that this may result in improved
survival, guideline-based treatment, and quality
of life for lung cancer patients. However, this has
been demonstrated by limited observational data;
therefore, more quality evidence is needed to
confirm the association between multidisciplinary
care and improvements in important lung cancer
outcomes.
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