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ABSTRACT

Hospital based multidisciplinary team (MDT) structures typi-
cally exclude non-hospital based professionals and carers, in-
cluding the patient for whom decisions are being made. This
paper explains the MDT meeting process, including IT sup-
port, and highlights the weakness in not involving patients in
the discussion around their disease, prognosis and care. Re-
search on methods by which patients and their carers might
be integrated is discussed.
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INTRODUCTION

Current trends in medicine propose to involve patients in de-
ciding on their own care, since modern medicine offers treat-
ment for many diseases that may not be curative, or may pose
risks for treatment. For example, for many cancers there are
surgical approaches to treatment, as well as chemotherapy
and/or radiation therapy that may be offered to patients, de-
pending on the type of cancer diagnosed. No treatment is
risk free, and most treatments cannot guarantee 100% effec-
tiveness. Thus the decision on the best course of treatment
is guided by the latest research within the speciality, clinical
practice guidelines, and the patient’s preferences.

This paper describes the scenario where decisions affecting
the patient’s care are taken among the professionals involved
in providing the care, supported by ICT.

BACKGROUND

When a patient presents with suspected disease, a number of
investigations are undertaken that includes radiological imag-
ing, and pathological investigations. Once all of the results
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Figure 1. At an MDT meeting those specialists involved in patient care

discuss the patient’s case, aided by several IT systems, and decide on a

treatment recommendation

are available a multidisciplinary team that incorporates radi-
ologists and pathologists, surgeons, physicians, oncologists,
allied health professionals, and nurses, meet to discuss the re-
sults in the context of the presenting symptoms and clinical
findings. A definitive diagnosis is agreed and the treatment al-
ternatives are assessed. The outcome of the multi-disciplinary
team (MDT) meeting is an agreed recommendation for a treat-
ment plan for the patient, and the group assessment is consid-
ered to give a more accurate decision than any of the individ-
ual disciplines [3, 4]. MDTs are usually organised around an
anatomic organ system, such as lung, breast, head and neck,
or a group of diseases such as lymphomas.

The data used during the patient case discussion at an MDT
meeting includes macroscopic and microscopic pathology im-
ages, radiological image sets, as well as text and talk among
the team participants. The discussion is described in detail
in [9]. Sample images presented to the MDT discussion by
pathologists and radiologists are shown in Figures 2 to 4.
Videoconferencing is regularly used to bridge distances be-
tween medical units, for example between large specialist
centres and rural hospitals.

Post-MDT meeting, the clinician looking after the patient dis-
cusses the outcome (recommendation) of the MDT decision
with him, or her, and can include the family in the discus-



Figure 2. Sample radiological image presented for discussion at the
MDT meeting

Carcinoid

Figure 3. Sample macroscopic image presented for discussion at the

MDT meeting

Figure 4. Sample microscopic image presented for discussion at the

MDT meeting

sion. Often a nurse specialist may be involved in providing
the patient with information about the procedures that they
are advised (and likely scheduled) to undertake. The final de-
cision rests with the patient. In most cases the patient accepts
the MDT recommendation without question [10, 1].

METHODOLOGY

The findings reported here are based on a long term ethno-
graphic study that spanned over 10 years, in several locations,
and in conjunction with on-going literature studies. Inter-
views and surveys were conducted from time to time.

WHAT IS THE CRITICAL INCIDENT?

The critical incident in this case is that the patient is not party
to the discussion, and will generally not be aware of the am-
biguities that may exist in their case. It is not unusual for a
pathology diagnosis to be ‘almost certainly a tumour of type
X’ (but not fully certain). While a final diagnosis may be
described in black and white terms, the definition sometimes
betray the shades of grey, and differing interpretations, that
regularly exist.

With respect to treatments, the risks and benefits of each
treatment modality are discussed at the meeting, and clinical
guidelines are often consulted. This level of detail of the risks
and benefits are not always conveyed afterwards in the recom-
mendation. There are situations for instance where surgery
may be recommended for patients up to a certain age, and
palliative care recommended for patients over that age. But
age alone is acknowledged not to be a good deciding factor
as there can be widely different health performance status in
people of the same age: a young unfit person, or a healthy
elderly person.

Furthermore, the after-effects, or side-effects, of the recom-
mended treatment are generally not discussed among the
multi-disciplinary team of medical professionals. Indeed the
shared knowledge among the MDT may not be articulated,
and an observer may be unaware of the implications of a par-
ticular fact. For example, a report by a radiologist on a chest
image saying “the mass abuts the aorta” means to a physician
and surgeon that a surgical procedure to remove this tumour
is too risky and surgery will not be seriously considered in
the circumstances. Indeed the fact that surgery is too risky,
and is ruled out in the case, is often not vocalised in the MDT
discussion [8].

The concern for the professionals is to make a correct diag-
nosis, and to identify course of treatment that will result in
the best clinical outcome for the patient, using the most up-
to-date clinical guideline. Sometimes those after-effects of
treatment may have significant impact on the quality of life
for the patient, and impact their choice of treatment.

WHAT ASSUMPTIONS ARE MADE ABOUT THE STAKE-

HOLDERS, PROBLEM, OR SITUATION?

Assumptions are made by the clinical staff that it would not
be appropriate for patients to be present when their case is dis-
cussed. Patients are perceived not to be interested, or that they
would prefer to leave the decision to their doctor to look after



their best interests. Patients are also assumed to be unedu-
cated, and that they would not have the understanding needed
to follow the discussion. Taking more time to explain to a
patient would be perceived by many clinicians to be a ‘time
wasting’ exercise.

The second assumption made is that the patient view is al-
ready sufficiently incorporated into the team. Most clinicians
accept that involving patients in their decisions is important,
and most healthcare structures regard the nurse’s role on the
team to be a patient advocate, as well as providing the nursing
perspective.

Thirdly, the language (vocabulary) and tone used by the clini-
cal professionals during an MDT meeting is specialised, and
the discussion is conducted in a dispassionate manner. It is
felt that if the patient were to be present, the language used
would need to change; specialists would need to be more ex-
plicit in presenting facts, and more empathy and compassion
would be needed, which would take more time in an already
busy schedule.

WHAT ARE THE CONSEQUENCES OF THIS INCIDENT?

Patients are less informed than they ought, and clinicians are
missing valuable patient information.

A significant proportion of patients do not accept the MDT
recommendation and make their own decision [5]. In the
Wood et al. (2008) study of cases where the MDT decision
was not implemented, the reasons for non-implementation re-
lated to co-morbidity (40%), and patient choice (35%), other
reasons for changing decision were in light of new clinical
information or no reason was apparent. When decisions were
changed, the final treatment was always more conservative
than was originally planned and decisions were more likely
to change for colon rather than rectal cancer [10], which sug-
gests that the methods of treatment, or the anticipated out-
comes of treatment, are more acceptable to patients for some
diseases rather than others.

In a study of 41 cases out of 271 by Blazeby in 2006, where
the MDT decision was not implemented, it was found that in
over one-third of cases the patient rejected the proposed treat-
ment, in another 44% of cases significant co-morbidity was
identified after the MDT meeting, and in 20% of cases more
information became available after the meeting that changed
the initial decision made by the MDT [1]. Non-compliance
with MDT decisions was also found by Fleissig et al. (2006)
to result from the influence of patients’ treatment preferences.
They conclude that more information on comorbidity and pa-
tient choice should be made available to MDTs to optimise
decision making [6].

As well as learning directly about a patient’s preference for
treatment, seeing a patient and having a discussion with them
will often reveal significant co-morbidity issues that have not
been made known to the MDT.

WHAT COULD BE DONE IF THIS OR A SIMILAR INCIDENT

WOULD OCCUR AGAIN IN THE FUTURE?

If patient views were to be taken into account when the recom-
mendation for treatment is being made, then it is likely that

recommendations would more often be adhered, and patients
would be more satisfied with their treatment plan.

It has been observed that for head and neck cancers, the struc-
ture of the MDT meeting is different in some jurisdictions,
and patients are brought into the meeting. In some cases,
individual members of the team will assess the patient ‘for
themselves’ before offering their opinion to the team.

Initiatives have been reported in Australia to incorporate
video recorded interviews of patients, taken prior to the MDT
meeting, into the proceedings, but this has not been incorpo-
rated into routine practice [7].

It is speculated that although extra time might be required at
the meeting, if the patient is present, the long term outcome
might be better for the patient, and the decision made might
be more effective in the long term [2]. However, many expect
that technological tools can be developed that will enable pa-
tients to participate, while at the same time allow clinicians
to continue to interact and make decisions in their traditional
manner.

To date an effective technology that would enable patients to
be a party to the medical decisions affecting their care has
not yet been identified. Designing health services to enable
patients to participate in decisions affecting their care can be
expected to improve MDT performance, as well as proving
more satisfying for patients.
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