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Summary
Background Multidisciplinary care (MDC) remains a cornerstone for breast cancer management as it is associated
with improved quality of care and patient outcomes. However, the adoption of MDC practice is heterogeneous and
has been poorly explored in Latin America. The objective was to describe barriers and possible facilitators for provid-
ing MDC to breast cancer patients in five Latin American countries.

Methods A panel of experts with an active clinical practice in Bolivia, Colombia, Ecuador, Mexico, and Uruguay was
convened to identify barriers and facilitators to MDC. This study is a qualitative synthesis of a structured discussion
regarding the state of MDC in the setting of breast cancer.

Findings Experts recognized that most oncology practices in Latin America do not apply a multidisciplinary
approach for breast cancer patients. Predominant barriers for MDC are fragmentation of health services, being
understaffed, inadequate infrastructure, and geographic disparities. Access to MDC varies widely in the region, with
significant heterogeneity documented within countries. MDC practice was described as being more common in the
private sector in Ecuador and Uruguay, while it is more widely implemented in public institutions of Colombia and
Bolivia.

Interpretation Establishing quality MDC remains a challenge for oncology practices in Latin America. Addressing
regional issues and identifying specific local needs is warranted to encourage the adoption of an effective multidisci-
plinary approach and, consequently, improve clinical outcomes. Active involvement of all stakeholders is required to
build locally solutions and should involve institutions, health professionals, and patients.
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Introduction
Breast cancer is the most commonly diagnosed malig-
nancy and the fifth leading cause of cancer mortality,
with 2¢3 million new cases and 685,000 deaths regis-
tered worldwide in 2020.1 Latin America represents a
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Research in context

Evidence before this study

For approximately 26 years, specialized cancer organiza-
tions have promoted the concept of multidisciplinary
care as a critical element in cancer patient care, which
arose from the need to provide comprehensive care,
make informed decisions, unify clinical practice and
improve health outcomes. Worldwide, countries like the
United Kingdom and China have the most experience
and track record implementing multidisciplinary care.
This has made it possible to demonstrate with accurate
figures that multidisciplinary care can increase disease-
free survival and overall survival compared to patients
who do not undergo comprehensive and multidisciplin-
ary management. On the contrary, Latin American
healthcare providers indicate the absence of multidisci-
plinary meetings at their worksites in several available
surveys. Therefore, the scientific literature on this prac-
tice in Latin America is scarce.

Added value of this study

Breast cancer experts from five Latin American countries
shared their experience about how the process of multi-
disciplinary care has been implemented in their coun-
tries. The estimated percentage of breast cancer
patients who have access to multidisciplinary care dif-
fers between countries and public and private care sec-
tors. None of the included countries have systematic
and formal measurements on the impact of multidisci-
plinary care in patients with breast cancer. In addition,
barriers to multidisciplinary care were identified from
three different perspectives: the health system, health
professionals, and patients. Likewise, to improve multi-
disciplinary care, some strategies are proposed, and
those that have been effective are highlighted, such as
virtual participation of international experts in regional
tumor boards, periodic meetings with insurers to audit
treatment decisions and results, documentation of mul-
tidisciplinary care decisions in patients' medical records,
among others.

Implications of all evidence available

Knowing the benefits of multidisciplinary care in terms
of favorable clinical outcomes for the patient motivates
its implementation and constant development. In order
to achieve systematic and standardized medical man-
agement, it is also necessary to bear in mind which are
the different barriers in the local context that hinder the
possibility of offering multidisciplinary approach to
breast cancer patients. Considering the barriers also
contributes to the generation of solutions and strategies
that involve patients and health professionals. In addi-
tion, through these findings, governmental and institu-
tional entities and stakeholders from Latin American
countries must be aware of the importance and need to
adopt a multidisciplinary care of breast cancer.
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major public health and economic issue, and its burden
is expected to increase due to the ongoing demographic
transition.2,3 Of note, a high mortality-to-incidence ratio
(MIR) is present throughout the region. According to
GLOBOCAN 2020, age-standardized incidence and
mortality rates were estimated at 56¢4 cases and 14¢0
deaths in South America and 39¢5 cases and 10¢4 deaths
per 100,000 person-years in Central America (MIR of
0¢25 and 0¢26, respectively), which compares unfavor-
ably to the 89¢4 cases and 12¢5 deaths per 100,000 per-
son-years documented in North America (MIR 0¢14).1
As breast cancer mortality in Latin America is expected
to double within the next 20 years,4 the development
and implementation of targeted strategies to improve
patient outcomes are urgently needed. Promoting and
advancing multidisciplinary care (MDC) is a promising
strategy to improve breast cancer outcomes in the
region.

The diagnosis, staging, and treatment of breast can-
cer require multiple healthcare providers with different
areas of specialization. A multidisciplinary approach is
recognized as the standard of care because it allows for
enhanced communication between the different disci-
plines involved in patient management and permits the
coordination of services to improve patient care.5 This
concept arose from the need to provide comprehensive
multimodality care, make evidence-based decisions,
limit disparities, and unify practices in the era of per-
sonalized medicine.6 Because of its potential benefits,
the adoption of MDC is endorsed by cancer organiza-
tions such as the American Society of Clinical Oncology
(ASCO) and the European Society for Medical Oncology
(ESMO) as an integral component of optimal patient
care.7

MDC in the form of interdisciplinary meetings has
proven to be beneficial in terms of decreasing time
from diagnosis to treatment, promoting complete pre-
operative staging, tailoring treatment recommendations
to individual case characteristics, increasing patient sat-
isfaction, and possibly achieving improved survival out-
comes.8−15 Additionally, physicians participating in
tumor boards report that this strategy can increase team
competence and improve collegiality.16,17 Despite its
positive impact on patient care, multidisciplinary tumor
boards (MTB) have been heterogeneously adopted in
clinical practice.18,19 Multiple barriers have been identi-
fied for its implementation, including excessive admin-
istrative time, high cost, insufficient reimbursement,
excessive caseload, inadequate attendance, and lack of
leadership.20,21

In Latin America, data on the implementation and
outcomes of MTB is scarce. In an international cross-
sectional survey of healthcare providers participating in
an ongoing clinical trial, only 6¢7% of participants from
countries of Latin America (i.e., Argentina, Brazil,
www.thelancet.com Vol 11 Month July, 2022
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Chile, and Peru) reported that multidisciplinary meet-
ings were not available in their institution.19 However,
in another survey distributed through social media, 14%
of clinicians from Latin America reported that they did
not have regular tumor boards in their centers.22 How-
ever, to our knowledge, no information is available
regarding the challenges to implement MDC in the
region or possible strategies to overcome them. The
present study aims to describe the barriers and potential
facilitators for MDC in the form of interdisciplinary
meetings for breast cancer patients in five countries to
better characterize the state of this strategy in Latin
America.
Methodology

Design
A descriptive-interpretative qualitative research was car-
ried out using MDC of breast cancer patients in Latin
America as a case study and employing the expert panel
technique.
Participants
Two working groups were established for this study.
The first, called the developer group (DG), included
four specialists (three medical oncologists and a breast
surgeon from Brazil, Colombia, and Mexico) and a
team of experts in research methodology who were in
charge of the study design, data collection, and synthe-
sis of the findings. The second, called the expert panel
(EP), comprised a group of physicians from Bolivia,
Colombia, Ecuador, Mexico, and Uruguay that included
eight medical oncologists, six breast cancer surgeons,
seven pathologists, and five radiation oncologists. Par-
ticipants' medical specialties and country of practice are
detailed in Supplementary Material 1.
Data collection
The study was divided into four phases. First, the DG
determined the objectives and scope of the study. A set
of guiding questions that would be shared with the EP
was selected. Each of these questions was designed to
assess the definition and implementation of MDC in
their country, existing barriers for its use in the public
and private health sectors, probable facilitators for its
application, and the potential impact that it could have
in terms of patient care. The final set of guiding ques-
tions is shown in Supplementary Material 2. In the sec-
ond phase, the principal investigator presented the
study protocol to the EP and instructed them to evaluate
the use of MDC in their country. Consequently, the
members of the EP from each country registered the
prevailing regional consensus on the topics addressed
in the guiding questions. Lastly, the findings were pre-
sented at a virtual plenary session with all members of
www.thelancet.com Vol 11 Month July, 2022
the DG and EP. A spokesperson of each country was
appointed and presented the local findings using a stan-
dardized format. At the end of each presentation, there
was an allotted time for queries, comments, and discus-
sion among participants.
Information analysis
The research experts consolidated the findings pre-
sented at the plenary session. In some cases, it was nec-
essary to contact the groups from each country to clarify
or supplement their findings. The results presented
below represent an analytical synthesis prepared by the
DG based on the findings discussed at the plenary ses-
sion.
Role of the funding source
Productos Roche S.A funded the research group activi-
ties, including design, data collection, and analysis, but
they did not intervene and stay sidelines of the carried-
out activities.
Results

Definition of multidisciplinary care and proposed
participating members
The experts of each country had slightly different defini-
tions of MDC and ideas about the team members that
should participate in this strategy (Supplementary Mate-
rial 3). However, all countries agreed that MDC involved
the discussion of healthcare providers with different
areas of expertise. Furthermore, most countries recog-
nized that the objective was to provide tailored manage-
ment recommendations based on individual case
characteristics.

The DG synthetized the definitions of each country
and concluded that: MDC comprises the active collabora-
tion of a group of professionals from different specialties
who, based on the best available scientific evidence and con-
sidering the opinion of all collaborators, plan an optimal
diagnostic strategy and therapeutic sequence, ideally leading
to the best possible clinical outcome for patients.

The EP concluded that MDC teams must include a
variety of specialists to guarantee comprehensive care.
However, the exact composition of the MDC team
should be tailored according to patients' specific needs
and stages of their oncologic management, as well as
regional availability and resources. Based on the input
from the EP, the optimal human elements required for
MDC could be categorized as shown in Figure 1. The
core team, composed of medical oncologists, breast sur-
geons, radiation oncologists, plastic surgeons, palliative
care specialists, psychologists, nurses, and clinical
geneticists, was identified as the group of professionals
that should participate when providing MDC. In addi-
tion, a variable group was defined as healthcare
3



Figure 1. Proposed composition of MDC teams according to the management stage.
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providers with different areas of expertise who could
supplement the discussion and be invited on a case-by-
case basis.

While optimal MDC requires input from healthcare
providers with a wide variety of areas of expertise, it was
agreed that the participants of regular MTB should be
determined according to available resources. The
experts recognized the discussion of individual case
characteristics among specialists in medical oncology,
breast surgery, and radiation oncology as essential to
developing tailored treatment plans, optimizing patient
care, and possibly reducing healthcare costs. While the
ideal method to undertake such discussions would be in
the form of institutional tumor boards, it was recog-
nized that at least informal discussions of optimal treat-
ment strategies for each case (either in person, by
phone call, or using teleconferencing) could be benefi-
cial in terms of patient care. Ultimately, context-
Figure 2. Estimated access to MDC according to the type of health
dependent strategies to promote a multidisciplinary
approach when developing diagnostic and management
strategies are needed to increase MDC uptake.
Access to MDC in the public and private context
The members of the EP recognized that no formal data
exists at a national level to evaluate access to MDC in
their respective countries. Hence, the estimates they
could provide on the uptake of this strategy in breast
cancer are based on anecdotal information. In their
experience, access to MDC in the region is heteroge-
neous, with substantial differences between private and
public health institutions and among individual centers.
In the private sector, the percentage of cases managed
through MDC according to the EP varies from 15% in
Ecuador to 90% in Mexico, while it ranged from 30% in
Bolivia to 90% in Mexico in the context of public
care system and country [also see Supplementary Material 4].

www.thelancet.com Vol 11 Month July, 2022



Figure 3. Barriers identified for MDC and proposed facilitators to overcome them.
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healthcare (Figure 2, Supplementary Material 4). Nota-
bly, EP from Montevideo, Uruguay, and select academic
centers in Mexico declared that patients always have
access to MDC. In addition, the panelists agreed that
urban centers had a higher tendency to provide MDC
than those in rural settings.
Barriers to MDC and proposed strategies
In Figure 3, the barriers to MDC identified in the public
and private sector and potential strategies to overcome
them are presented and grouped into three domains
according to their origin: healthcare system, healthcare
workers, and patient related. Of note, all challenges and
possible strategies provided by the EP should be consid-
ered in a resource-dependent scenario. No single tactic
to promote MDC would be appropriate or feasible in all
regions to promote MDC in Latin America.

The barriers that hinder MDC at a system-level cited
by the EP were similar in public and private healthcare
www.thelancet.com Vol 11 Month July, 2022
institutions. Nonetheless, the panel recognized that one
of the most detrimental barriers for MDC in the public
sector was economic constraints due to coverage limita-
tions, the type of hiring of the insurer, and the hiring of
specialists.

Centralization of services was cited as the most sig-
nificant challenge in private institutions because it
requires that patients in remote areas move to main cen-
ters to access professionals with a high level of speciali-
zation. In terms of barriers pertaining to healthcare
professionals, excessive workload, and difficulties to
reach consensus among specialists were cited as the
predominant barriers for MDC. Lastly, the most rele-
vant patient-specific obstacle for receiving MDC cited
was lack of knowledge about the benefits of MDC.

Figure 4 highlights the strategies that have been suc-
cessful in improving MDC access and implementation
in the five Latin American countries, according to the
EP. In Bolivia, the virtual participation of international
experts in regional tumor boards has facilitated MDC by
5



Figure 4. Strategies implemented in five Latin American countries to promote MDC.
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overcoming the shortage of cancer specialists in under-
served areas. In Colombia, regular meetings with insur-
ers to audit treatment decisions and outcomes have
been useful for promoting comprehensive patient care.
In Ecuador, participation in multidisciplinary sessions
has been facilitated by disseminating its importance
and objectives by health institutions among local health-
care providers and authorities. In Mexico, documenta-
tion of multidisciplinary care decisions in the medical
files of patients has promoted their adherence. In Uru-
guay, coordination of regular meetings by nursing pro-
fessionals has brought positive results.
Measurements of the impact of multidisciplinary care
All participants agreed on the importance of measuring
the impact of implementing multidisciplinary breast
cancer care. However, a formal and systematic evalua-
tion of MDC has not been performed in none of the
countries. The EP specified that not having established
guidelines and objective metrics to follow contributes to
the lack of implementation of MDC.

Panelists from Bolivia, Ecuador, and Uruguay
declared that they did not have any data on MDC at their
institutions. However, it was highlighted that a survey
distributed in 2011 among breast surgeons and medical
oncologists of Uruguay by Valle & Acevedo reported
that 67% of respondents had regular tumor boards at
their institutions (69% of those working at public cen-
ters and 45% of those in private centers).23 In the case
of Colombia, it was specified that approximately 10% of
the centers that provided cancer care were designated as
“Centers of Excellence”. In such institutions, a series of
indicators are documented to audit the quality of care
based on international standards and could have data
on MDC implementation. In Mexico, individual clinical
researchers and healthcare providers have had the initia-
tive to document MDC uptake, as is the case of Amen-
gol-Alonso et al. that published that 97% of breast
cancer patients treated at an institution in Mexico City
had been discussed by a multidisciplinary team.24 How-
ever, no systematic or national measurements are avail-
able to objectively quantify MDC in the country.
Discussion
The management of breast cancer is multi-modal and
requires the expertise of a variety of healthcare pro-
viders. A multidisciplinary approach represents an
opportunity to optimize patient care by enhancing effec-
tive communication between team members. However,
it has been reported that most clinicians worldwide are
unaware of any national or regional guidelines on how
interdisciplinary teams should function, nor do they
receive any specific training for participating.19 Hence,
wide variability in the adoption, implementation, and
auditing of MDC exists around the globe.11,19,22 To our
knowledge, this is the first study to examine barriers
and facilitators for MDC in Latin America.

In Latin America, quality cancer care is limited by
fragmented health systems, inadequate distribution of
resources, and persistent cultural and geographic
barriers.3,25 Given the perceived benefits of MDC,
experts from Bolivia, Colombia, Ecuador, Mexico, and
www.thelancet.com Vol 11 Month July, 2022
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Uruguay that participated in this study agreed that the
broader implementation of this approach could improve
breast cancer care in the region. However, each country
had a slightly different opinion on MDC and the team
members with an active role in regular interdisciplinary
meetings. Succinctly, the experts agreed that MDC was
comprised of a team of health care providers who dis-
cuss optimal diagnostic and therapeutic strategies on a
case-by-case basis, with specialists in medical oncology,
breast surgery, radiation oncology, plastic surgery, palli-
ative care, psychology, genetics, and nurses considered
essential for discussing patient care. Importantly, the
notion that MDC is only possible through a tumor
board-like meeting should be challenged and clarified.
In our opinion, the vital aspect of this discussion is the
effective interaction of the different specialists at each
step of the care process.

This study found significant variability in MDC
adoption, both at a country level and depending on
whether care was provided at private or public health
institutions. It was estimated that a multidisciplinary
discussion occurs in less than 90% of cases in all coun-
tries, occurring in as little as 10% in public settings of
Ecuador. Hence, it is evident that a significant propor-
tion of breast cancer patients from Latin America have
yet to benefit from the attention and care of a multidisci-
plinary team. In contrast, the minimum standard of
care established by the European Society of Breast Can-
cer Specialists (EUSOMA) requires that at least 90% of
patients are discussed by a multidisciplinary team (tar-
get >99%) to ensure optimal patient outcomes.26

According to the EP, this goal is achieved only in Monte-
video, Uruguay, and some academic centers in Mexico.
However, the proportion of patients that receive MDC
in each country according to the EP should be inter-
preted with caution as it is possible that the proportion
of cases discussed in MTB at a regional level were over-
estimated by the panelists.

The EP highlighted a series of barriers limiting the
optimal execution of MDC, both in public and private
care systems. At a system level, insufficient resources
and inadequate infrastructure were cited as prevalent
impediments to MDC. At a physician level, low motiva-
tion to participate, excessive workload, and inadequate
leadership were identified. At a patient level, seeking
healthcare at multiple centers could contribute to frag-
mented services and a lack of coordination between the
different specialties. Different strategies to broaden MDC
implementation were suggested and involved govern-
mental entities, medical societies, individual institutions,
healthcare professionals, and patients. Importantly, effec-
tive implementation of this model of care will require the
active involvement of all stakeholders and the develop-
ment of regional context-dependent solutions.

Based on the EP discussion, efforts should be made
to quantify the cost-effectiveness of MDC meetings at
an institutional level. In the absence of objective and
www.thelancet.com Vol 11 Month July, 2022
precise measurements of the impact of multidisciplin-
ary breast cancer care, government agencies may not
consider the need to prioritize MDC. Research and dis-
semination of results of individual MDC initiatives can
provide valuable evidence for policymakers to promote
its use at a regional level. Furthermore, driven institu-
tions should invest in required equipment to conduct
interdisciplinary discussions (e.g., a designated meeting
room free of distractions, teleconferencing software,
and integrated medical records), establish clear proto-
cols for MDC (including frequency and duration of
meetings, professionals that should participate, and
importantly, documentation of the management strate-
gies discussed), guarantee adequate remuneration to
healthcare providers participating in MDC meetings,
and appoint a team leader who can ensure the active
participation and collaboration of every team member
irrespective of existing professional hierarchies. On the
other hand, healthcare professionals should have a pro-
tected time for participating in interdisciplinary meet-
ings to increase attendance and promote the availability
of all the information required for adequate case discus-
sion when presenting cases at an MDC meeting. Ulti-
mately, all involved in MDC should recognize that a
functional and effective meeting allows for comprehen-
sive and evidence-based decisions to be made, with a
direct positive impact on patient outcomes.9,27,28

Other strategies to promote MDC in resource-con-
strained settings include instituting mini-tumor boards
when specialists of all areas of cancer care are not avail-
able.29 This could be useful, for example, in public cen-
ters of Bolivia where the absence of geneticists was cited
as a barrier for MDC. Similarly, the partnership of
national referral centers and international collaborators
with centers that do not have adequate access to MDC
can tackle geographic disparities. Other disparities may
be due to technological development within each coun-
try and within each institution and the ability of each
hospital to encourage and access meetings that are avail-
able to more specialists through virtual resources.

Such an approach has had successful results, accord-
ing to some of the participating experts. Additionally,
technological advances should be used to facilitate
MDC. The feasibility and practical aspects of having vir-
tual interdisciplinary meetings are some of the lessons
learned with the COVID-19 pandemic.30 There will
likely be delays in diagnosing and treating breast cancer
after the COVID-19 pandemic. However, taking advan-
tage of the growth and development of telemedicine
and teleconferences will allow strengthening multidisci-
plinary care and mitigating the clinical challenges pre-
sented after the COVID-19 pandemic.

The concept of the need for an in-person meeting to
allow for MDC has proven obsolete and should be aban-
doned. Even after social-distancing measures relax,
most healthcare providers expect MDC meetings to con-
tinue in the format of teleconferences or become hybrid
7
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in-person & virtual events.22 Telemedicine interdisci-
plinary meetings represent a valuable opportunity to
attain high-level expertise in centers with poor access to
specialist care. It is also an opportunity to establish
international twinning programs between centers in
high-, medium-, and low-income countries where
knowledge, expertise, and experiences can be
disseminated.31,32

Examples of successful international initiatives to
promote MDC include mandated interdisciplinary team
meetings to obtain center accreditation and clear
regional guidelines on how MDT should be undertaken.
The first is exemplified by the American College of Sur-
geons that, for providing Commission on Cancer (CoC)
accreditation in the United States, a minimum of 15%
of the annual analytic caseload must be discussed at
multidisciplinary cancer case conferences.33 The second
is illustrated by the report “The Characteristics of an
Effective Multidisciplinary Team (MDT)” published by
the National Cancer Action Team in the United King-
dom, which establishes clear guidance on the team
members that should participate in MDC, responsibili-
ties of those in leadership roles, the necessary infra-
structure for meetings, and organizational aspects of
successful programs.34 The development of similar ini-
tiatives in Latin America could prove beneficial. Ulti-
mately, local leaders are essential to promote initiatives
that will foster MDC adoption at a regional level. Moti-
vated healthcare providers should endorse MDC stan-
dardization, demand the optimization of working
conditions, sensitize leaders about the need for this
strategy, and educate patients and healthcare workers
alike on the benefits of regular MTB.

The selection method based on convenience and ease
of access to clinicians who participated during the panel
of experts can be considered a limitation of this study.
Not including all Latin American countries, only five that
showed interest in participating also constitute a limita-
tion. Additionally, other aspects of multidisciplinary care
have possibly not been incorporated and have not been
discussed and analyzed. Likewise, the information col-
lected has a subjective component as it depends on the
experience of professionals in their countries and their
different workplaces. Therefore, each aspect discussed in
the panel of experts could be the subject of local research
in each country independently.
Conclusion
The increasing complexity of breast cancer manage-
ment prevents a single specialty from covering all the
needs of a given patient. Unlike the classical "one-size-
fits-all" approach, the provision of personalized care
requires a multidisciplinary approach. However, MDC
is not uniformly available in Latin American countries
at present. In the five countries included in this study,
telemedicine initiatives, international collaborations,
and increased uptake of electronic medical records are
key tools to facilitate MDC in the modern era. Ulti-
mately, the provision of comprehensive, high-quality
MDC to improve patient outcomes is an achievable goal
that depends on the motivation of individual healthcare
providers to propose locally adapted solutions and pro-
mote this practice at a regional level.
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