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Multi-disciplinary team (MDT) meetings were 
introduced 20 years ago to improve the care of 
patients with cancer. The aim was to provide 
continuity of care and reduce variation in treatment, 
thereby improving patient outcomes. MDT meetings 
were regarded as the gold standard of cancer care.

Over the years however, a growing body of evidence 
suggests that MDTs have become less efficient, and 
there have been calls for change. In 2017, Cancer 
Research UK published a document called Meeting 
Patient Needs: Improving the Effectiveness of MDT 
Meetings in Cancer Services which made a number of 
key recommendations. 
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How Plymouth is improving Cancer MDTs

Plymouth University Hospitals NHS Foundation Trust has 
made changes to a number of its cancer specialist MDTs 
to streamline processes and improve efficiency. 

There is no single approach to improvement as each team has 
followed its own journey based on the needs of patients and staff. 
There is more to be done across the Trust, but changes to some 
specialist MDTs are making a significant difference to the delivery of 
cancer care. This is how Oesophagogastric (OG) specialist MDTs and 
Lung specialist MDTs tackled some of their inefficiencies.
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What they did
1. Used SBAR to change the pro-forma 
In 2015, the OG Specialist MDT lead gave a human 
factors presentation on professional communications, 
introducing the team to the SBAR tool (Situation, 
Background, Assessment, Recommendation). SBAR 
was developed by the US Navy to improve urgent 
communication between the bridge and the torpedo 
room in nuclear submarines. It has been widely 
adopted in the health service as a way to hand over or 
communicate succinctly and safely.

The team agreed to use the SBAR structure to improve 
its MDT pro forma. Patient discussion request forms were 
also re-written and sent to referring hospitals for staff 
to fill in to improve on the information provided before 
the meeting. This information is now used to populate a 
standardised agenda pro-forma which is projected onto 
a screen during the MDT meeting, to make sure everyone 
is viewing the same information when making plans for 
patients. 

Situation
The team identified three main situations for OG cancer 
patients discussed at the meeting:

1. First discussion

2. Re-discussion after further investigation/post-
chemotherapy

3. Post-operative discussion/EMR (endoscopic mucosal 
resection) histology

Background
The agenda summary only lists brief and relevant 
information for each patient, such as the site of the 
tumour, whether there are comorbidities, histology and 
details of surgery. If there has been a previous discussion 
about the patient, these details are collated before the 
meeting by a secretary using the MDT database and read 
out during the meeting by the chair.

THE 
OESOPHAGOGASTRIC 
SPECIALIST MDT
Start of the improvement journey
Mr Richard Berrisford is an Oesophagogastric 
consultant and was the OG Specialist MDT lead for 
three years. He believes that the MDT is a systematic 
way of presenting information about cancer 
patients to support decision-making. However, 
by 2015 the OG MDT meetings in Plymouth had 
become unstructured and were potentially unsafe. 

He said: “There were long discussions and 
sometimes irrelevant information was presented 
without much structure to the meeting. 
Information was missing from the agenda and 
details of previous discussions were not available 
to the MDT so there was a lot of reworking. 
Imaging reviews were repeated unnecessarily and 
documented discussions weren’t signed off in the 
meeting. Instead, the chair signed off the discussion 
afterwards, leading to delays.

“Each of the four trusts participating in the 
meetings (Royal Devon and Exeter NHS FT, North 
Devon District Hospital, South Devon Community 
Hospitals and Royal Cornwall Hospitals NHS Trust) 
and the hub trust used different pro-formas.”
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Assessment
Details of any discussions are typed live into the agenda 
document which is projected onto a separate screen 
and agreed in real time by all of the clinicians present. A 
clinician sits next to the co-ordinator to advise on how 
to capture difficult discussions. If anyone has any queries 
these are raised and addressed there and then rather 
than after the meeting to avoid unnecessary hold ups. 
One clinician is allocated to be responsible for checking 
the agenda during the meeting. The minutes are then 
circulated to everyone in the MDT within 20 minutes of 
the end of the meeting.

Recommendation
Recommendations from the MDT meeting are recorded 
on each patient’s minutes and the text is copied into the 
trust’s cancer database.

2. Keep the meetings short
The specialist MDT meetings are short and focused. 
Meetings are scheduled for Thursday afternoon, with 
members of other hospitals in the MDT dialling in at 
allotted times. The meetings are held in a recently 
refurbished MDT meeting room which has large 
projectors to allow everyone in the room to view the 
agenda clearly. The meeting lasts no longer than an hour 
and 30 minutes and this efficient approach is assisted by 
standardised, focused paperwork.

3. Focus on essential information
It is essential to keep the agenda short and focused so 
previous discussions about the patient are excluded and 
background information is only provided after imaging 
has taken place. 

Initially there was some resistance to such a cut-down 
approach among the team but Richard explained why 
it is important: “When there was too much background 
about the patient before imaging and histology was 
discussed, the decision-making process was felt to have 
less clarity. 

“Our current practice is simply to announce the 
presenting complaint, the location of the tumour and its 
histology. This works well as your mind is not cluttered 
with a lot of detail. 

“The local teams have this detail but we don’t need it in 
the specialist MDT meeting. We agree a recommended 
approach but it is left to individual clinicians to make the 
final treatment decisions once they have met the patient 
in clinic. Radiologists can also add a report summarising 
their findings.”

4. Ensure everyone knows what to do
Every member of the team plays a crucial role and people 
have clearly defined responsibilities. The accuracy of MDT 
co-ordinators in capturing discussions on the agenda 
is essential. So, too, is secretarial support in making 
sure that any previous discussions about patients are 
available to the person chairing the meeting. Surgeons 
are responsible for updating their own database, which is 
done as a team immediately after the meeting. 

5. Identify the right patients
As well as ensuring the right information is provided at 
the right time, it is important to make sure that the right 
patients are discussed. 

Richard said: “We focus on a range of different patient 
groups – new patients, patients who are returning after 
chemo, patients post-surgery. We need different data 
for each of these groups for the meeting to function 
efficiently.”

The OG cancer MDT has developed a separate part of the 
pro-forma for each patient group. The team spent time 
developing and refining the questions to ensure that 
only precise and relevant information is provided.

Impact of the changes
OG cancer specialist MDT meetings now take half the 
time than they did previously. They are efficient and 
focused and the minutes that are circulated are accurate 
and available immediately. 

Richard said: “If we have 25 patients to discuss, it is 
important to have enough time to discuss the more 
complex cases in detail and spend less time on 
straightforward cases. Keeping patient information brief 
and focused enables us to do this.

“We used our annual away day meeting across the 
Peninsula, three years ago, to first understand the 
principles of good professional communication and to 
design our first form. We then tested, assessed, made 
improvements, and retested this in PDSA (Plan Do Study 
Act) cycles, so that the whole MDT had ownership. We 
revisit this each year, and share it with other MDTs in the 
Trust.”
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What they did
1. Streamlined the patient inclusion 

process
The team has streamlined the process of selecting 
patients for discussion at the MDT meeting. Patients are 
only included once all of the appropriate investigations 
have been done and the results analysed. There can be 
a temptation to include patients in the MDT to try and 
get results back more quickly but the team is now more 
vigilant about ensuring that only those patients who are 
appropriate and ready to be discussed are included on 
the agenda. 

In common with many other trusts, Plymouth is 
hindered by a shortage of histopathologists. Putting 
patients on the MDT list can expedite the availability of 
the histopathology. The specialist MDT aims to discuss 
post-operative patients no more than three weeks 
after surgery to decide if they need to be referred on to 
oncology. This target, which has already been extended 
by a week, is unfortunately being missed on a regular 
basis due to staff shortages. 

Amy said: “We don’t want to extend it to four weeks as 
it is likely to slip again. But we also don’t want to put 
too much pressure on staff either. It is not ideal but 
there is nothing we can do about this at the moment, 
unfortunately.”

The team categorises patients under five categories 
according to the stage of their cancer. In the future this 
may means that some patients won’t be discussed at the 
MDT. “If a patient has metastatic lung cancer,” explained 
Amy, “and the only course of treatment is via Oncology 
we may decide in the future that it is not an efficient use 
of time to discuss such a patient in the MDT meeting as 
there is no further input that any of the team can give.”

THE LUNG SPECIALIST 
MDT
Start of the improvement journey
Dr Amy Roy is a Consultant Clinical Oncologist and 
Director of Cancer Services in Plymouth. She is chair 
of the network group for lung cancer and was Lung 
Specialist MDT lead for five years. Having attended 
many MDT meetings, for various tumour types, she 
acknowledges that they are all very different. She 
believes that the Lung Specialist MDT in Plymouth, 
whilst not perfect, is now functioning well. 

Start of the improvement journey
She said: “Years ago we were seeing a lot of patients 
with benign tumours in the specialist lung cancer 
MDT meeting. People would just put a patient 
through because it was an interesting case or 
because it was a way of pushing them through the 
system quicker. We would discuss 35 to 40 patients 
during one MDT. That doesn’t happen any more. It 
is much more focused.”
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2. Changed the diagnostic procedure
A new, more accurate EBUS diagnostic procedure has 
been introduced in place of the bronchoscopy which was 
used previously. EBUS allows more accurate assessment 
of the lymph nodes and consequently more accurate 
diagnosis for patients. It is important to co-ordinate the 
timing of diagnostics as histopathologists require at least 
two days to analyse the results and produce a report in 
advance of the MDT meeting. 

3. Took a pragmatic approach
Although the lung specialist MDT meeting is keen to 
comply with peer review measures where it can, there are 
some instances where it does not feel able to do this. The 
team has taken a pragmatic view and has a clear rationale 
for taking the approach it has. For example, peer review 
measures indicate that all recurrences of cancer should 
be discussed in the MDT meeting. Amy doesn’t agree. 

She explained: “If I have a patient who has been 
treated with radical radiotherapy and their cancer has 
progressed, there is no one else in that room who can tell 
me what that patient needs. There is no point wasting 
people’s time with this discussion. It is better to keep the 
MDT to discussions that require more than one person’s 
input.” 

The team has also decided not to discuss every patient 
prior to treatment, as the measures indicate. 

“This can slow things down,” said Amy. “If a patient has 
spinal cord compression from lung cancer or small cell 
lung cancer, we don’t want to wait a week before starting 
treatment. So here, again, we don’t comply with peer 
review measures.”

Impact
Amy regards the specialist lung MDT meeting as being 
“incredibly useful in terms of exchanging information 
that needs to be known”. Meeting weekly helps to create 
a strong team spirit and support good communication 
throughout the week. The team meets every Tuesday 
afternoon at 4.30pm which Amy acknowledges is not the 
ideal time as people are tired, but it has proved to be the 
time when core members are available to meet.

Key success factors
Amy believes that the following factors are crucial for an effective specialist MDT meeting:

 ● Don’t include too many patients – she advises setting a maximum number of 30 or fewer.

 ● Request diagnostic tests early – everyone in the patient pathway needs to know when to book an 
echocardiogram, a PET scan and so on. All of this information needs to be available during the MDT 
meeting so a proper discussion can take place.

 ● Plan ahead – the team needs to check that all of the information needed for the MDT is ready before 
the meeting takes place.

 ● Honesty and openness – for a meeting to work properly, people need to feel free to challenge and 
question. Meeting regularly helps to improve working relationships and encourage greater openness.

For further information and support on improving your approach to cancer MDT please get in touch with 
networksinfo@nhselect.org.uk 
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