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ABSTRACT Multidisciplinary team (MDT) management in thoracic oncology has been introduced over

the past two decades with the aim of improving outcomes for patients. While MDT management has

become the standard of care in some countries, not all healthcare systems have adopted this practice. In this

article we review the history and implementation of MDT care in thoracic oncology and explore the

evidence for, and challenges associated with, this system of working.

There are many advantages of an MDT both to the patient, the clinicians and the wider population, but it

is difficult to demonstrate a beneficial effect on outcomes such as treatment rates or survival given the

substantial number of coexistent changes in the management of thoracic malignancies over the same time

period. There are also some disadvantages associated with MDT working, particularly the costs of setting up

the service and the time commitment from each of the healthcare professionals involved. Barriers to

effective MDT working include poor attendance by some specialists, inadequate preparation and poor

quality information about the patient. Variation in quality of MDTs has been reported so it is important

that practice is monitored and areas for improvement identified.
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Introduction
The pathway of care for patients with suspected thoracic malignancy varies considerably in different

healthcare systems. This is evident from the very start of the pathway, where some patients are referred

through a primary care doctor while others refer themselves directly to a pulmonologist, oncologist,

thoracic surgeon or even a general surgeon. However, in some countries, in an effort to standardise care, it

is now standard practice for all patients who have cancer, including those with thoracic malignancies, to be

referred to and be managed by a cancer site-specific multidisciplinary team (MDT). This facilitates the

consensus opinion of all of the relevant specialists and other healthcare professionals, before a management

plan is decided.

In this article we review the history and implementation of MDT care in thoracic oncology and explore the

evidence for, and challenges associated with, this system of working. Our personal experience is

predominantly of MDT management of thoracic oncology in the UK. A search for non-English language

evidence in the peer review literature was beyond the scope of this article; however, many of the concepts,

benefits and challenges are likely to be common to all developed countries, particularly those in Europe, and

we have tried to include non-British evidence and examples of practice if these were available. We

acknowledge, however, that there may be important non-English language evidence on the topic which we

have not covered here.

History of multidisciplinary cancer teams
Some institutions, particularly in the USA, have discussed cancer cases in a multidisciplinary forum since

the 1970s. The groups of specialists who met to discuss these cases in the USA made up tumour boards [1, 2].

Initially these meetings were intended to give specialists the opportunity to keep up to date with new

developments relevant to their tumour site, and were an advisory panel which could be consulted by the

patient’s physician who would consider the opinions offered when deciding how to manage their patient [3].

Tumour boards have now developed into multidisciplinary care teams which, by consensus of opinion, make

decisions on diagnosis and management of cancer patients, take responsibility for these decisions and

implement them [4]. The team is involved throughout the patient pathway.

Both the US Commission on Cancer and the American College of Surgeons now require health centres to

provide evidence of MDT meetings before they can be accredited to deliver cancer care [5]. In the UK, a

similar MDT system became a necessity for all hospital trusts in the late 1990s following the publication of

government recommendations on care of cancer patients [6]. As a result it was estimated that 96% of all

patients with primary lung cancer were discussed at an MDT meeting in 2011 [7]. The recommendations

came in response to poor outcomes for cancer patients, particularly those with lung cancer, and the MDT

was to play a role in improving survival and quality of life by improving cancer care and by reducing

inequalities in access to treatment.

In addition to the UK and the USA, MDTs are also a standard part of management of thoracic malignancies

in Canada [8] and Australia, where they were first introduced approximately 13 years ago [9, 10]. In Spain,

as in many other northern European countries, multidisciplinary care was recognised by the government as

being a health priority [11, 12]; however, since the Spanish health service was decentralised there is

apparently considerable variability in the use of the MDT between hospitals [12, 13]. A European

Respiratory Society (ERS) Task Force on lung cancer investigated the organisation of lung cancer care across

Europe by surveying lung cancer clinicians in 37 countries. They found MDTs to be a part of lung cancer

care in nearly all hospitals included in the survey; however, the proportions of patients discussed and the

clinicians who made up the MDT varied considerably. At least one institution in each of Norway, Italy,

Finland and Romania reported that they did not discuss any of their patients at an MDT meeting [14].

Similar findings were reported in a Dutch review of care of patients with nonsmall cell lung cancer, which

found that in 2004–2005 only two out of six hospitals in the eastern Netherlands had a MDT for lung cancer

and the proportion of patients discussed varied between 26% and 91% [15].

In North America, Europe and Australia, therefore, thoracic MDTs exist at least in some hospitals with

differing degrees of government directives. However, in other parts of the world they are still in the

exploratory phase [16].

Who should be in the MDT?
Recommendations state that membership of the MDT in thoracic oncology should include at least one of

each of the following specialists: a pulmonologist with a special interest in thoracic oncology, a radiologist

and histopathologist both with thoracic expertise, a clinical nurse specialist, oncologists who can offer both

radiotherapy and chemotherapy, a palliative care physician, a thoracic surgeon, and an MDT administrator

[17–21]. Regular MDT meetings should be attended by all of these specialists even if they do not hold clinics

THORACIC ONCOLOGY | H.A. POWELL AND D.R. BALDWIN

DOI: 10.1183/09031936.00150813 1777



or operate in that hospital. It is common for thoracic surgeons, for example, to be a part of several MDTs

each of which meet at different institutions.

In countries with both primary and secondary healthcare systems, the primary care physician plays an

important role in co-ordinating patient care, especially at the end of life [22, 23]. Although it is not practical

for primary care physicians to attend MDT meetings, because of their wide commitments to many other

patients, it is clearly important that there is timely and adequate communication with them. At some

institutions, including our own, the primary care physician receives a copy of the MDT recommendations

and management plan immediately following the discussion [24].

MDTs need to remain flexible so that they can accommodate advances in diagnosis and treatment. For

thoracic oncology this now means a move towards personalised therapies and increasing responsibility for

the pathologist and oncologist [25, 26].

The MDT meeting
The MDT meeting or case conference is an integral part of MDT management and all of the core members

should attend the regular meetings. This can be a logistical problem due to the number of specialists who

need to attend, some of whom attend meetings at more than one hospital. Cases discussed usually include

new referrals at the point of diagnosis, but may also include those with newly identified recurrence and

other complex cases. In some centres MDT management goes further than a meeting and involves

multidisciplinary clinics where the patient could be seen by more than one specialist at the same visit.

MDT meetings may differ in their focus and may include: discussion of all patients at the point of referral;

discussions limited to patients with a histological diagnosis, those where the next diagnostic step is not clear,

or those for whom it is not appropriate to pursue a tissue diagnosis [27]; discussion of post-operative

outcomes, including a review of the surgical resection specimens to provide feedback to the MDT on the

treatment decision and an opportunity to decide whether adjuvant therapy should be offered; or

rediscussions where clinicians may consult the MDT again if their patient is not fit enough for, or declines,

the recommended treatment.

Figure 1 shows an example of a pathway for people with suspected thoracic malignancy including the points

at which the MDT could be involved. This pathway is common to many institutions but can invite

problems where there is simply too little information about the patient (symptoms, fitness and personal

preferences) to make an accurate recommendation. It is, thus, important that the referrer asks the MDT a

clear question, rather than expecting a full treatment recommendation. If patients are discussed by the MDT

with all of the relevant information available then a decision on treatment options can often be made,

subject to the patient’s preference [27], although there still may be a decision to do further tests if a

specialist feels they are necessary before giving treatment.

If a discussion takes place near to the start of the patient pathway the most appropriate investigations can be

arranged immediately and delays to treatment minimised, this is the concept of the ‘‘diagnostic MDT’’

where clinicians work out the best initial approach. In our experience the diagnostic MDT, for reasons of

resources and logistics, is usually limited to pulmonologists and radiologists, but it could be argued that

other specialists, such as thoracic surgeons, should also contribute to management decisions at this stage.

Diagnostic
investigations

Respiratory 
clinic

Referral 
from
GP

Treating
specialist

clinic

Treatment and
follow-up

MDT
discussion

Diagnostic
MDT

discussion

Referral from
other hospital
consultant or

emergency department

Refer back to GP or other
appropriate specialist

FIGURE 1 Pathway for patients with suspected or confirmed thoracic malignancy. Solid lines represent common routes, dotted lines represent alternative or
additional routes. MDT: multidisciplinary team; GP: general practitioner.
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The MDT report
The outcome of the MDT meeting should be recorded and made accessible to all healthcare professionals

involved in the patient’s care. The importance of timely communication with other healthcare professionals

providing care has already been discussed. The nature of MDT reports varies considerably but should ideally

include the following: 1) demographics and the results of investigations; 2) naming of stage-dependent

guideline recommended treatment; 3) treatment plan and reasons for nonadherence to guideline

recommendations; 4) whether the MDT made a unanimous or a majority decision; 5) common treatment

side-effects and recommended management for these [24]; and 6) a clear indication of the likely prognosis

and follow-up strategy [24].

The evidence for the effectiveness of the MDT
The lung is one of the only tumour sites for which a systematic review of the evidence for multidisciplinary

management has been published [28]. Unfortunately this review demonstrates the paucity of evidence for

MDT practice, particularly any evidence of a causative effect on outcomes, such as increased treatment rates

or improved survival. It is possible that the apparent difficulties in proving a measurable positive effect of

MDT management (which we will discuss below) might have resulted in publication bias with other studies

remaining unpublished due to negative results.

There are two main issues to consider when interpreting the available evidence. First, the definition of MDT

management varies considerably between studies and so it is not possible to combine the results in a meta-

analysis due to this heterogeneity [28, 29]. A UK study, for example, compared outcomes for 88 patients

randomised to either the conventional diagnostic route or a new two-stop centralised pathway, which

involved a day case admission to the local tertiary centre as well as early MDT discussion [30]. This pilot

study remains the only randomised study, to our knowledge, on the subject. It demonstrated a reduction in

delays to diagnosis (but not between diagnosis and treatment) with the centralised pathway, which could be

the reason that there were also increased rates of radical treatment and better patient experience. The MDT

may reduce the time between diagnosis and treatment because the relevant specialist will be made aware of

the need for their input early on in the pathway and so can plan their clinic or procedure lists accordingly,

although evidence to support this is scarce [28, 31].

The second difficulty with studies that look for improvements in outcomes associated with the introduction

of MDT management is the extent of other organisational and treatment changes which have taken place

over the same period of time [32]. MDT management of lung cancer was first recommended amid the

recognition that survival for this group of patients was extremely poor [6, 17, 33, 34]. Improved staging

with positron emission tomography (PET)-computed tomography, promotion of symptom awareness and

early diagnosis, more funding for treatments such as radiotherapy [17], advances in treatments, particularly

targeted therapies [35], and minimally invasive surgical techniques, are all likely to have contributed to any

improvements in survival since the introduction of MDT management [36]. One study reported a

significant increase in resection rates after the introduction of an MDT meeting in 1997. However, this

study was designed to measure the effect of a change in the thoracic surgical service from a cardiothoracic

surgeon to a specialist thoracic surgeon [37]. Thus, an independent effect of the introduction of the MDT

could not be determined.

Potential benefits of the MDT
The potential advantages and disadvantages of MDT management are summarised in table 1.

Benefits for the patient
With the above caveats in mind, there is some evidence that MDTs are beneficial for patients. Several

studies have found that MDT management plans show good concordance with evidence based guidelines

[9, 11, 38], and that MDTs increase overall treatment rates, probably through the consideration of more

patients with borderline stage or fitness for intervention [37, 39, 40]. Some authors have also reported

improvements in survival [39, 49], but could not account for confounding by other advances or

improvements in the care of patients with thoracic malignancies.

Survival is not the only important factor in thoracic oncology and given the high proportion of patients

who present with metastatic disease, for whom treatment options are limited, patient satisfaction and

quality of life are extremely important. BOXER et al. [41] retrospectively reviewed the records of 988 lung

cancer patients diagnosed in south-west Sydney between 2005 and 2008 using their Clinical Cancer Registry

and MDT databases; approximately half were discussed at an MDT meeting and the other half were not.

They found the MDT discussion to be an independent predictor of receiving radiotherapy, chemotherapy

and referral to palliative care, and concluded that this could potentially translate to an improvement in
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quality of life, if not survival. While BOXER et al. [41] excluded the effects of time (patients were discussed or

not discussed at the discretion of their clinician), this was not a randomised trial and it is possible that those

who required treatment were discussed in order to facilitate that referral. There was no evidence of

improved survival in people discussed by the MDT despite the increase in treatment rates and the MDT

group being significantly younger than those who were not discussed [41]. These findings were

corroborated in a large study of almost 25 000 patients with lung cancer using the US Veterans Affairs

Central Cancer Registry which found that treatment rates for certain groups of patients with lung cancer

increased in the presence of a tumour board but that there was no effect on survival [50].

Another US study looked at the effect of a multidisciplinary clinic in addition to the MDT meeting: RIEDEL

et al. [31] compared the time from diagnosis to treatment in 244 patients who were seen at an MDT

thoracic oncology clinic with 101 patients who were seen in regular clinics after the MDT clinic closed.

There were no differences in survival, time to treatment, or treatment rates between the two groups;

however, patients were still discussed at a weekly MDT meeting after the clinic was closed.

Benefits for the clinician
It seems to be quite clear that MDTs help clinicians to follow established guidelines and they also provide an

opportunity to streamline decision making and management. One example of this in breast cancer is the use

of a computerised decision aid which, on entering patient features such as stage and histology, provides a

recommendation for management based on existing guidelines [51]. This has the potential to save time, to

reduce errors or omissions in care, and to ensure uniform access to care for all.

The decision not to follow established guidelines may be made by a single clinician on the basis of their

knowledge and experience; however, the MDT provides support for these difficult clinical decisions and

should the outcome not be favourable may help the clinician to justify their actions to themselves and the

patient. In addition the MDT provides an opportunity for people to question management plans, for

example the clinical nurse specialist who has an invaluable role as the patient advocate.

Tumour boards were originally developed as educational sessions rather than to directly improve the

management of the patient. MDT meetings can also be educational, providing opportunities to view

radiology images and pathology slides in the presence of an expert radiologist and histopathologist, and

opportunities to discuss new or complex treatments or techniques. A qualitative study from Australia

confirmed that MDT members valued the educational benefit of attending team meetings and also reported

that the meetings facilitated the inclusion of staff from radiology and pathology into the treatment team,

leading to closer working relationships [52].

The MDT meeting also provides an opportunity to review treatment recommendations, particularly after

complications or deaths related to treatment, so that the team can learn from these events. One published

TABLE 1 Advantages and disadvantages of multidisciplinary team (MDT) management for thoracic malignancies

Advantages Disadavantages

Patients More likely to receive guideline concordant treatment [9, 11, 38]
More likely to receive any treatment [37–41]

Probable reduction in time from diagnosis to treatment [30, 38]
Possible improvement in quality of life with more palliative care [41]

Potential for delays if inadequate information available
for discussion

Delays for some patients if initial treatment plan
not appropriate [42]

Clinicians Protected time for discussion of complex patients
Improved communication between MDT members

May improve communication with GPs
Back-up when management deviates from guidelines

Opportunity for education and to keep up to date with new
developments

Means of maintaining high standard of service by identifying
areas for improvement [44, 45]

Improved job satisfaction [46, 47]

Time required for meetings plus meeting preparation
and travel

Potential conflicts of opinion with other members
Medico-legal concerns over team-based decisions [43]
Potential for deskilling through over-reliance on MDT

for decisions

Community Facilitates identification of cases and data collection for
epidemiological research [7]

Increase number of patients entered into clinical trials [31, 48]
May reduce inequalities in access to treatment

Facilitates monitoring of performance [45]

Financial costs

GP: general practitioner.
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example of this came from an MDT at a UK teaching hospital who reviewed all of their PET-positive

resection specimens to see how many proved to be benign. Of the 78 patients with a solitary pulmonary

nodule in which a tissue diagnosis was not obtained prior to surgical resection, 8% had benign histology

mostly due to an inflammatory or infective process [44].

In addition to the opportunity for education and self-appraisal and support for decision making, it has also

been suggested that the cancer MDT meeting is enjoyed by some clinicians and that their job satisfaction

improved as a result [46, 47]. One of the predominant reasons for this seems to be the feeling that they

provide their patients with a better service [47], and the MDT provides a means of monitoring and assessing

services at both local and national levels. Important issues surrounding the care of an individual patient may

be identified by one member of the team, or audits of MDT practice may be performed, which can be

presented to the whole team so that changes to the service can be made with the input and agreement of all

team members. At a national level, the MDT can be the vehicle through which the performance of the whole

thoracic oncology team is evaluated and improved.

Benefits for the wider population
The MDT set-up facilitates identification of cases for national databases as well as local audit. The UK

National Lung Cancer Audit is one of the most detailed and comprehensive databases of lung cancer in

Europe, capturing an estimated 98% of lung cancer cases annually and collecting data on stage, performance

status, histology, treatment and outcome [7]. This provides an excellent resource for epidemiological

analysis of lung cancer outcomes, identification of inequalities in care and potential organisational factors

which may influence outcomes for patients. Without the MDT structure it is unlikely that the case

ascertainment and level of detail would be achievable and research output would suffer. The MDT meeting

and subsequent clinic are also a means of identifying and recruiting patients who are suitable for clinical

trials [31, 48]. If these patients were seen in individual clinics it would be much more difficult to identify

suitable patients.

Potential problems with MDT management
Problems for the patient
Delays are very distressing for patients and could adversely affect outcomes. While some studies found that

MDT management, particularly when combined with a one stop diagnostic clinic, reduced delays between

referral and diagnosis, or diagnosis and treatment [30], delays may actually occur as a result of the MDT. In

some cases new information comes to light after the MDT meeting (usually as a result of a thorough clinical

assessment of patient fitness) meaning that the agreed plan is no longer appropriate. Retrospective analyses

have found that between 4% and 16% of MDT treatment plans were not actually implemented [11, 53], and

this may cause delays because of the need to refer to a different specialist [42]. The reasons that MDT

recommendations were not implemented were usually patient choice or deterioration in fitness [11, 53, 54];

however, it is possible that last-minute cancellations of procedures or clinic appointments may affect the

services available for other patients.

There is variation between institutions in the number of patients discussed at each thoracic MDT meeting.

While most high-volume centres offer at least one MDT meeting per week smaller institutions may not have

sufficient cases to run a weekly meeting, so patients may wait longer for a management plan. A similar

problem arises for rarer tumours such as mesothelioma and Pancoast tumours: clinicians in smaller

institutions may not see enough cases to maintain their knowledge and skills in these areas and, therefore,

centralisation of care with regional specialist MDTs has been recommended by some [55, 56]. The

centralisation of care for such patients, however, may lead to delays in diagnosis and treatment as they wait

for the outcome of the specialist MDT meeting. Furthermore, for rapidly progressive tumours such as small

cell lung cancer it may not be appropriate to wait for the MDT meeting before referring to an oncologist. It

is, therefore, important to ensure there are systems in place to identify and ‘‘fast-track’’ these patients.

Some MDTs in rural areas serve patients from a large geographic area. This means that patients must be

discussed by the MDT and the recommendations communicated to the patient by a different clinician, or

that either patients or clinicians travel long distances for consultations.

Problems for the clinician
The cost implications in terms of clinicians’ time are discussed below, but other drawbacks include the

potential to increase stress if interactions with colleagues are not amicable [57] and deskilling of clinicians

who were previously fully capable of managing patients on their own and may now rely on the MDT to

make a decision. While it can be helpful to have the opinions of specialists from all fields within thoracic

cancer, there is sometimes a concern regarding medico-legal implications of team-based decisions if a
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patient suffers an adverse outcome after following the MDT-recommended course of treatment, particularly

given that not all members contribute to every decision [43].

Problems for the wider population
It is not clear whether MDT management in thoracic oncology is cost-effective and intuitively it is difficult

to argue that it is, given that measures of cost benefits are likely to be in terms of quality-adjusted life-years

gained which, as outlined above, is impossible to extract from the benefits of other interventions. It is

possible that some unnecessary tests will be avoided as a result of early expert opinion.

Publication of standards documents by governments across the world usually comes with a funding stream

for setting up and maintaining MDTs [20]. This reflects the considerable costs involved in the introduction

and maintenance of an MDT, including the cost of administration and technology. The need for a regular

meeting of the MDT members, which typically takes an hour of each clinician’s time every week, is a

considerable cost. Some clinicians, who may have limited input into most of the discussions, might

legitimately question the cost-effectiveness of their involvement. For example, because most patients have

advanced disease, surgeons may feel their time is wasted. It can, however, be argued that surgical expertise is

necessary in all patients, including those with stage IV disease, as occasionally there might be an option for

surgery in single or oligo-metastatic disease, and it is important that diagnoses of stage IV disease or functional

inoperability are agreed by all members to guarantee that management decisions are truly multidisciplinary.

Barriers to effective MDT working
In 2009 the England and Wales National Cancer Action Team (now part of Public Health England)

conducted a survey of over 2000 MDT members for all tumour sites including the lung [58]. The members

considered the most important factors for effective MDT working to be those shown in table 2. A

qualitative study of urological and gastrointestinal MDT members supports these findings citing

nonattendance of key members at meetings, inadequate clinical information and technological failures as

barriers to clinical decision making [54].

Attendance at meetings
MDT members need allocated protected time to attend meetings and it is important that all specialities are

represented at each meeting, if not in person then by tele- or videoconferencing [59]. In a survey of

attendees at an Australian lung cancer conference in 2010 more than 20% of the respondents indicated that

improvement in attendance at their multidisciplinary meeting was required for palliative care physicians,

pathologists and cardiothoracic surgeons [25], and a qualitative study from Spain found that that MDT

members did not feel their MDT time was recognised by management as ‘‘real work’’ [12].

Team working and leadership
The relationships between team members, communication and leadership are all key to ensuring the MDT

works effectively. Individual personalities may adversely affect the functioning of an MDT if one or two

members make it difficult to hold a reasonable discussion and make a democratic decision. Doctors often

dominate the discussions, which may lead to important information about patient preferences being missed

[60]. Differences of opinion are, of course, common and not everyone agrees that guidelines are helpful in

forming management plans [61]. Good leadership is, therefore, essential in order to ensure the smooth

running of an MDT and that decisions are patient-centred and appropriate. Where appropriate differences

of opinions about treatment occur, it is important that options are presented to the patient in an unbiased

way. When 461 lung cancer doctors in North America were asked their personal preferences for treatment if

they were to develop lung cancer, there was no consensus as to their preferred treatment in either of two

clinical situations. Specialists from each discipline showed a preference for their own modality of treatment

[62]. Typically the MDT is led by a pulmonologist with the aim of excluding these biases; however, the

TABLE 2 Important factors in effective multidisciplinary team working

Attendance at meetings
Clinical decision-making process
Team working and leadership
Preparation, organisation and administration at meetings
Availability and use of technology at meetings
Patient-centred care
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requirements for leadership relate to co-ordination and management of the service, and in some institutions

clinical nurse specialists have taken on this role [63].

Preparation, organisation and administration
Time needs to be allocated to allow for preparation for meetings. Without this, meetings are less efficient.

Unfortunately, time allocation for MDT preparation is often insufficient, which can lead to bad preparation

and stress for members. In a survey of chest radiologists in the UK, only 50% had time allocated for meeting

preparation [64]. It is also imperative that case notes, reports and images for every patient are available

which is why the MDT coordinator role is so important.

Appropriate details about patient fitness and wherever possible the patient’s views on treatments must be

available so that the MDT recommendations can take this into account [27]. This is particularly important

where the patient is elderly or has multiple comorbidities when radical treatments can be risky. Discussions

without anyone in the room having met the patient and with scanty information on the referral form may

contribute to inappropriate management plans, increase delays to treatment and necessitate repeated

discussions at a later date. Inefficiency is further exacerbated by inappropriate referrals to the MDT.

Appropriate vetting of such referrals is part of appropriate preparation for the MDT meeting.

Technology
It is important that technological equipment, such as computer systems and videoconferencing equipment,

is available and in working order. Dedicated meeting rooms with adequate facilities for displaying radiographs

and pathology slides were described by members as necessary for an effective MDT meeting [58].

Variation and monitoring of quality
Variation in quality of thoracic MDT management certainly exists [65], but this may be less likely than

when a single clinician was responsible for deciding on a management plan. Once an MDT has been

established it is important that they monitor their own performance and continually try to improve the

service they offer. Starting in 2004, the UK government instituted the National Cancer Peer Review

Programme, which is a national quality assurance programme for National Health Service cancer services.

The peer review programme involves self-assessments by individual MDTs and external reviews of teams by

professional peers, against nationally agreed quality measures [65]. Peer review was part of the National

Cancer Reform strategy and was intended to ‘‘support quality assurance of cancer services and enable

quality improvement’’ [66].

In 2010 the Improving Lung Cancer Outcomes Project (ILCOP) initiated a process of reciprocal peer review

where members of MDTs from different institutions visited neighbouring MDTs and provided feedback on

how improvements could be made [45]. This was a popular tool with clinicians as it involved less

paperwork and more personal interactions than traditional peer review, and resulted in improvements in

quality and efficiency of MDT working at the local level by providing individual recommendations for each

institution [67].

Conclusion
In many European countries, as well as North America and Australia, the MDT is an established mechanism

of providing the full range of specialist input for people with thoracic malignancies and is now viewed by

most as an essential part of their management. Furthermore, the ERS and American Thoracic Society have

recently recommended that all centres offering a thoracic oncology service should have multidisciplinary

clinics and a thoracic oncology board [68]. We have discussed advantages and disadvantages of MDT

management in detail and these are summarised in table 1. In terms of the effect on survival and treatment

rates for people with thoracic malignancies (which is the reason MDTs were established), the changes seen

cannot be attributed to their introduction when other organisational factors are also changing and novel

treatments are becoming available to all. The MDT is one way of doing things and far from being just a

concept this is now a way of life in some countries.

The majority of the studies cited in this article were performed at institutional or regional level and so we

could suggest that large, randomised controlled trials of MDT compared with non-MDT management

should be set up, but this is unlikely to happen in countries where MDT management has already been

instituted as treatment without them would be seen as a step backwards.

For those countries where cancer MDTs are firmly established the advantages of the MDT are more than

intuitive. For individual clinicians there is the convenience of ready and regular access to specialist opinion,

including the often levelling effect of alternative views from other specialists, nurses and administrators that

make one reflect on management. The convergence of resources can be invaluable to accelerate the progress
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of patients through the pathway. For those in smaller institutions who used to have infrequent contact with

other professionals there has been a step-change in access to multidisciplinary management. In addition, the

development of MDTs has encouraged greater specialisation of MDT members so that fewer are generalists

and more are committed to thoracic oncology.
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