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Exclusion criteria Number 

Not decision making2187

Not decision making by healthcare professionals 99

Not the care of cancer patients 64

Not adult cases 3

Not decision making regarding treatment of patients. 4

Not empirical data 27

Exclusion criteria Number 

Not decision making 23

Not decision making by healthcare professionals 11

Not specialist healthcare workers who might be involved in a MDT 5

Not decision making regarding treatment of patients. 3

Not empirical data 6

Exclusion criteria Number 

Not decision making12

Not decision making by healthcare professionals 5

Not decision making regarding treatment of patients. 4

Not empirical data 1

Not processes that take place within, or directly connected to the MDT meeting 1

Hand Search 9 articles.

63 Full text articles 
reviewed

Number
Rate of non-

implementation
Reasons

273
15.1% 

(95% CI 11.1-20.0%)

ω43.9% patient co-morbidity,
ω34.2% patient choice,

ω19.5% clinical information.

730 

(of 3265)
4%

344 4.4%
ω45% patient choice.

ω32% patient co-morbidity,

ω7% doctor gained second opinion.
ω14% lost to follow up.

500 

(of 1516).
9%

ω71% clinical information.

ω29% due to local physician choice.

201
10% 

(95% CI 6.3-15.2%)

ω40% co-morbidity,
ω30% patient choice,

ω10% clinical information.

324

1.4%
ω75% clinical information.

ω25% imaging inadequate.

Failure to reach a decision 

at 1st MDT presentation: 

27%

Å42% imaging inadequate.

ω30%extra staging information 
needed,

ω7%histological problems, 
ω6%comorbidity information needed,
ω16% more than 1 of above.

Table 1
ÅStudies looking at the effect on the clinical decision of MDT 

discussion compared to the decision of a single clinician.

Å7 studies, all using MDT as an intervention. 

ÅAll found some difference in the outcome after MDT. 

ÅThe weighted mean is 31.8% (range 2-42%)

ÅSingle study with effect size found increase in number of 
patients given chemotherapy after introduction of MDT

Table 4
Å Table showing data from studies looking at rate of implementation of MDT 

decisions

ÅWeighted mean of 6.5% (range 1.4-15.1%) of decisions not implemented:

Å Patient co-morbidity rendering MDT decision inappropriate

Å Patient choice not compatible with MDT decision

Å Additional clinical information rendering decision inappropriate

Å Inadequate information at MDT meeting leading to inappropriate decision

Introduction
Åa5¢Ωǎ provide a means of improving 

communication, coordination and decision making 
between healthcare professionals (1).

ÅLƴ ǘƘŜ ¦Y ŎŀƴŎŜǊ ŎŀǊŜ ƛǎ ŘŜƭƛǾŜǊŜŘ ōȅ a5¢Ωǎ ŀǊǊŀƴƎŜŘ 
into site specific Cancer Networks (2). 

Å Evidence to support the organisation of services into 
ǎǇŜŎƛŀƭƛǎǘ ŎŜƴǘǊŜǎ ƻǊ a5¢Ωǎ ǿŀǎ ǎǇŀǊǎŜΦ 

Å However, the treatment of patients by specialist 
a5¢Ωǎ ŀ Ŏƻƴǎǘŀƴǘ theme in NICE guidance (3). 

Å Little research has been conducted on the process of 
ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ǿƛǘƘƛƴ ŎŀƴŎŜǊ a5¢ΩǎΦ 

Å The aim of this systematic review is to examine the 
ƭƛǘŜǊŀǘǳǊŜ ƻƴ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ƛƴ ŎŀƴŎŜǊ a5¢ΩǎΦ 

Results
Å37 studies from peer reviewed journals 2000 to 2008. 
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Conclusion
Å MDTs make a difference to many clinical decisions

Å However, many MDT decisions are not implemented

Å This is often due to inadequate information when 
making the decision

Å This may be due to unequal representation of 
different healthcare professional groups resulting in 
exclusion of the information they bring to the 
discussion. 

Å Failure of high quality decision making in MDTs may 
result in substandard care and impaired patient safety

Å Little research from local MDTs or developing 
countries

. 

Table 2
ÅStudies looking at the different types of information used 

by healthcare professionals to make clinical decisions

Å4 studies from doctors, 1 from nurses

ÅDoctors favour biomedical and pathological information

ÅNurses favour psychosocial, family and symptomatic 
information.

Table 3
Å Qualitative studies presenting data on the decision making process within MDTs

Å Biomedical and pathological information often used by medical staff given 
privileged role in decision making

Å Psychosocial information used by nurses not given systematic consideration

Å Members roles followed traditional professional hierarchies

Å Non-medical staff not given equal standing

20

4

3

3

2
1

1 1 1

Papers by country

UK

France

USA

Australia

Germany

Hong Kong

Finland

Sweden

12

54

3

3

3

2
1 1

Papers by speciality Breast

Lung

Gynae.

Urology
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Head&Neck
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Papers by setting

Specialist MDT

Teaching Hospital

National Survey

Local MDT

N/S

Methodology

Number 
Proportion 

changed Reasons

75 43%

Å30% Further workup, 

Å15% More invasive 

treatments given.

Å45% More conservative treatment 

given, 

Å10% Pathology re-evaluated 

221 39%ÅNot given 

1545 36%ÅNot given

149 32%ÅRe-appraisal in line with guidelines. 

91 22%
Å45% Changed grading, 

Å40% Change to primary site. 

Å15% Alterations in 

histopathology, 

153 8%
Å49% Change from pathology, 

Å14% Radiology, 

Å30% Staging, 

Å6% Oncologist. 

124 2% ÅNot given

Healthcare 

professionals
Information used to make decisions:

Doctors

ÅDRE, 

ÅStage, 

ÅPSA. 

Å�W���š�]���v�š�[�•�����P���U��
ÅGleason grade. 

Doctors
ÅPSA, 

Å10yr survival, 

ÅMRI/Lap stage, 

ÅGleason grade. 

Doctors
ÅExtra hepatic spread, 

Å�W���š�]���v�š�[�•�����P���U��
ÅUni/bilobar 

ÅLocation of metastases 

Doctors

ÅGA Contraindicated, 

ÅHead and neck 

ÅVisceral, 

ÅSize over 8cm 

ÅMetastases. 

Nurses

ÅPain, 

ÅFamily situation, 

ÅPain medication, 

ÅSpread of cancer, 

ÅPsychosocial situation 

Theme Result

Factors that 

influence 

decision making 

in the MDTs.

ÅPrivileged role of disease/pathological information in 

decision making. 

ÅUnsystematic consideration of co-morbidity, psychosocial 

situation, patient wishes 

Å¢ŜŀƳ ƳŜƳōŜǊǎΩ ǊƻƭŜ ŀƴŘ ƭŜǾŜƭ ƻŦ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ŘŜǇŜƴŘŜƴǘ ƻƴ 

profession 

The process of 

decision-making 

in MDTs.

ÅDisease focussed discussion excluded non-medical team 

members from contributing. 

ÅMeetings favoured traditional professional hierarchies. 

Å5ƻŎǘƻǊǎΩ ǾƛŜǿǎ ƎƛǾŜƴ ǇǊƛƳŀŎȅ ƻǾŜǊ ǘƘƻǎŜ ƻŦ ƴǳǊǎŜǎ

ÅBest discussion from union of medical and psycho-social 

information. 

roles of nurses 

in breast care 

teams 

ÅRole in working with patients and family. 

ÅRole to assess patients' concerns and incorporate them into 

the plan. 


