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do we Need to update the way 
we Run Cancer Multidisciplinary 
Meetings? 
The use of Multidisciplinary Team Meetings (MDTs) for the management of 
oncology cases is widespread, despite there being a paucity of quality evidence 
of their cost-effectiveness. This article summarizes the results of a study car-
ried out in a UK hospital to evaluate both the clinical impact and cost-effective-
ness of colorectal MDTs,   and discusses the implications of the findings. 

In the early 1990s the EUROCARE study demonstrated 
poorer survival in the UK than in other European coun-
tries for most types of cancer [1,2]. 
Following this publication, it was proposed that in the UK 
all patients with cancer should be seen by a surgeon who 
specializes in their type of cancer and who collaborates 
with colleagues in multidisciplinary teams (MDTs) that 
include diagnostic specialists and cancer nurse special-
ists [3]. Eighteen years ago fewer than 20% of patients 
with cancer in England were managed by such spe-
cialist teams [4]. Currently the guidance from the UK 
National Institute for Clinical Excellence (NICE) and 
peer review recommendations are that all colorectal 
cancer patients should be discussed at MDTs and that 
the implementation of this guideline should be audited 
(NICE 2004).
 

EvIdENCE
MDT meetings have been implemented in cancer care 
systems across most of Europe, the United States and Aus-
tralia.  This development and widespread implementation 
of MDTs is not underpinned by high quality evidence. Two 
systematic reviews [5,6]  have concluded that there is a 
paucity of quality evidence on the clinical impact and cost 
effectiveness. In addition recent reports suggest that the 
UK still has poorer cancer survival than most European 
countries.        
 

Due to the overwhelming MDT workload we undertook a 
study to evaluate the clinical impact and cost effectiveness 

of a colorectal multidisciplinary team meeting in a large 
UK hospital [7] 
A management plan for colorectal cancer patients was 
recorded by the supervising surgical consultant prior to 
the MDT using the available clinical information and the 
reports from histopathology and radiology. The recorded 
outcomes were then compared with the outcomes docu-
mented in the subsequent MDT meeting.
The cost of the MDT was calculated by the hospital 
finance department based on the salaries of individuals 
involved plus relevant overheads. A range of opportunity 
costs were considered, the most significant of which was 
the expenditure required to re -provide direct clinical 
care displaced by the MDT.
There was 94% concurrence between the management 
plan documented by each consultant prior to the MDT 
meeting and the recorded outcomes.
Cases of non concurrence were characterized by their 
complexity, lack  of clarity in the evidence for  best practice 
(e.g.  management  of resected malignant polyp in elderly),  
or new information becoming available.
 The annual cost of running the Colorectal MDT was 
conservatively estimated at £162,734 + per annum with 
opportunity costs of at least twice that.
 A similar study from the Netherlands looking at 788 
urological cancers [8] showed 91% concurrence between 
the urologist and the MDT. They suggested that non-
concurrence was more likely when the guidelines were 
less consistent.

dIsCussION
The accepted belief that improvements in patient diag-
nosis and management processes are specifically due 
to the introduction of MDTs is difficult to substan-
tiate. The perceived advantages of MDT and current 
position are described by Maskel [9].  Management of 
colorectal cancer and available diagnostic and treatment 
options have evolved over time. Changes in organiza-
tional structures including increased specialization of 
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clinicians, centralisation of process, streamlining of clinical 
pathways and the introduction of evidence-based guidelines 
and protocols of care make the interpretation of a causal link 
between the introduction of MDT meetings and improved 
clinical outcomes tenuous.
 The emphasis of MDT meetings is on collaborative decision-
making where the core team members of relevant specialties 
participate and share their knowledge and make collective 
evidence-based recommendations for patient management. 
The published empirical evidence to support the universal 
use of cancer MDT meetings is weak and limited and it is 
therefore difficult to conclude that all cancer cases benefit 
from discussion in an MDT meeting.
The value of the MDT in changing clinical practice in the UK 
has certainly been important and to some extent has been a 
driver of organizational change. Publications suggest that MDT 
decisions concur with specialist consultant opinion in > 90% 
of cases and any changes tend to adopt a more conservative 
approach due to patient related factors [10,11] or reflect more 
complex cases.
 In calculating the financial costs we deliberately underesti-
mated the time involved and did not include all the on costs 
that would be incurred. Despite this the costs are very sig-
nificant and are of questionable justification when measured 
against clinical impact.
 There is also a utility cost to patients of delayed man-
agement decisions due to MDTs often being unable to 
appropriately cope with the volume of patients allocated 
to each meeting. For a comprehensive multidisciplinary 
discussion for each patient all clinical information includ-
ing endoscopy results, all imaging and all histology must be 
reported and available to review. Due to the MDT workload 
expanding more rapidly than the rate at which resources 
can be allocated (the number of radiologists is growing by 
5% per annum whilst the volume of CT and MRI increases 

by over 10% per annum) this is not always possible and 
often patients need to be reviewed on repeated occasions.
 The published clinical results cannot be generalized beyond 
their specific MDTs. Further research needs to be undertaken 
to assess the outcomes of MDT effectiveness. This should 
include clinical audits to examine whether team decisions 
influence better patient management and ultimately survival, 
and patient audits to check whether the introduction of MDTs 
have enabled patients to be involved in decision making by 
sharing adequate information on options discussed by the 
MDT. It could be argued that rather than continuing to enforce 
the universal use of MDT discussion the process should be 
reviewed using process improvement tools to improve quality 
whilst reducing cost and innefficiency.
If the time spent in MDTs across all specialties was ration-
alised in a cost effective way the efficiency savings for the 
UK NHS would be significant and the time spent discuss-
ing difficult or controversial cases would be more appropri-
ate, hopefully improving clinical outcomes.

CONCLusION
We feel that in light of the now established guidelines for 
management of most cancers the MDT guidelines should be 
reconsidered to allow more selected discussions of appropriate 
cases and therefore better use of scarce resources
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To be efficient MDT meetings should have available for each patient all clinical 
information including endoscopy results, all imaging and all histology information. 
Due to the MDT workload expanding more rapidly than the rate at which resources 
can be allocated (the number of radiologists is growing by 5% per annum whilst 
the volume of CT and MRI increases by over 10% per annum) this is not always 
possible. Stock Photo.


