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A B S T R A C T

The aim of this study was to assess surgeons’ views and their current commitments to

multi-disciplinary breast meetings (MDMs). Two hundred and fifty questionnaires were

sent out to registered members of the British Association of Surgical Oncology. Hundred

and fifty-three were returned (reply rate 61.2%), of which 136 were suitable for analysis.

All those who replied were involved in MDMs. 80.9% held MDMs once a week. Only 28%

of MDMs were held during a protected session. Over 95% of surgeons and breast care nurses

were present for the whole meeting. Radiologists and pathologists were present for the

whole meeting in 90–95% of cases. In contrast, clinical oncologists were present for the

whole MDM in 70% of cases and medical oncologists attended the whole meeting in only

44.1% of cases. There was variability in which patients were discussed in MDMs, and in

many centres not all patients with cancer were discussed before surgery. Suggestions for

improvement of MDMs included more time on protected sessions (72.8% in favour), time

to prepare for meetings (29% in favour), allocation of a designated co-ordinator (30.9% in

favour) and attendance of oncologists for the whole meeting (over 35% in favour). The

majority of Breast MDMs were held at breakfast, lunch or the evening. There was variable

attendance with a significant percentage of both clinical and medical oncologists not being

present for the whole meeting. A quarter of units did not discuss patients with breast can-

cer before operation. This study shows that there is a need to improve provision for MDMs

and to produce guidelines for these meetings.

� 2006 Elsevier Ltd. All rights reserved.
1. Introduction

The National Cancer Plan published by the UK government in

2000, stressed the importance of multidisciplinary team (MDT)

working in the management of cancer patients, stating that

patients treated by specialist teams are more likely to survive

by improvement of co-ordination and continuity of care for

patients. The plan advised that all patients with cancer should

be formally reviewed by a specialist team.1 Following the first

European Breast Cancer Conference in 1998, a working party

was established to set up guidelines on what should comprise

a specialist Breast Cancer Unit. These guidelines state that
er Ltd. All rights reserved
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protected time for surgeons, radiologists, pathologists and

oncologists should be allowed for attendance at a weekly team

case management and audit meeting.2 Two years later, the Na-

tional Institute for Clinical Excellence (NICE) published a re-

port in which it was found that while the concept of MDT

working was well developed in breast cancer services in the

UK, in practice this was not optimal.3 This was felt to be due

to the fact that both the good internal systems and reliable

support required to ensure that all members meet regularly

and operate effectively together were lacking. The recommen-

dations put forward by NICE from this report included meet-

ings of the core team on a regular basis (usually weekly) to
.

3.
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discuss each patient with confirmed breast cancer both after

initial diagnosis and after surgery, to plan and monitor treat-

ment. Decisions about future treatment should also be dis-

cussed at these meetings, in relation to clinical practice

guidelines and protocols agreed by the team.

This study aimed to assess current working of multidisci-

plinary meetings (MDMs) across the UK through surgeons’ re-

ports and their current commitments to multidisciplinary

breast meetings, and to determine any perceived areas where

there was potential for improvement.

2. Patients and methods

Two hundred and fifty questionnaires were posted out to sur-

geons registered with the British Association of Surgical Oncol-

ogists. The anonymous questionnaire contained 12 questions

related to MDMs. The questions covered issues including fre-

quency and timing of meetings, attendance, patients covered

in discussion, organisation and communication.

3. Results

A total of 153 replies were received (reply rate 61.2%). Hun-

dred and thirty-six of those who replied were involved in

treatment of breast cancer patients, of which consultant sur-

geons comprised 93.4%. The replies were anonymous, and so

no interpretation of missing replies, or analysis based upon

location or type of unit could be made. All those who replied

were involved in multidisciplinary meetings (MDMs). In 80.9%

of replies, these MDMs were held once weekly, 13.2% twice

weekly and 3.7% thrice weekly. Three surgeons were involved

in MDMs less frequently than once every 2 weeks. Only 28%

of MDMs were reported as being held during a protected

morning or afternoon session. In seven replies meetings were

held at breakfast, lunch or evening as protected time. Over

half of MDMs were held at lunchtime as an unprotected ses-

sion (51.5%), or at breakfast (26.5%) or in the evening (6.6%)

(Fig. 1).

Attendance at meetings is shown in Fig. 2. Surgeons were

present at the whole of the meeting in 98.5% of cases, the
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Fig. 1 – Timing
remainder of replies stated that surgeons were present for

only some of the time. Results were the same for breast care

nurses. Radiologists and pathologists were present for the

whole meeting in between 90% and 92% of cases and not

present at all in only 0.7–1.5% replies. In contrast, clinical

oncologists were present for the whole MDM in 70% of cases,

and did not attend in 6.6%, while medical oncologists only

attended the whole meeting in 44.1%, some of the meeting

in 14.7%, and did not attend in 41.2%. Secretaries were pres-

ent at the whole meeting in 47.1%, but not present at all in

47.8%. Research nurses attended the whole meeting in

53.7%, but research fellows were absent in 72.1% of

meetings.

Closer analysis of the data for factors determining the

presence or absence of oncologists at the MDMs demon-

strated that medical oncologists were more likely to attend

some or all of a meeting when it took place during a protected

session rather than in unprotected time (71% versus 54%), but

oncologists were not more likely to attend if they were in-

volved in selecting patients discussed, or if patients being dis-

cussed were pre- or post-surgery for breast cancer.

All breast cancer patients following surgery were dis-

cussed at 94.1% of meetings, with 5.1% discussing only se-

lected post-operative cancer patients. In 74.3% of MDMs,

newly diagnosed cancer patients were discussed, with se-

lected pre-operative cancer patients discussed in 30.1%. A

quarter (25.7%) of meetings discussed selected patients with

recurrence, and 70% discuss all patients with cancer recur-

rence. Selected patients with benign disease were discussed

in 74.3% of meetings, with all cases of benign disease dis-

cussed in 5.9% (Fig. 3).

The selection of cases for discussion was made by the sur-

geon in 49.3%, by the oncologist in 33.8%, and by the pathol-

ogist in 25.0%. In five instances, the radiologist chose the

patients. In half (50.7%) of meetings, all patients were pre-

sented so no decision on which cases were to be discussed

was necessary.

Surgeons most commonly chaired the MDMs (76.5%), with

radiologists leading in 14%, and there was a rotation between

all members in 5.9%.
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Fig. 3 – Variability of patients discussed at MDMs.
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When asked to choose from a list of suggested improve-

ments to MDMs, 72.8% wanted more time for the MDM or

for it to be in a protected session. Apart from this, there

was no majority of opinion in favour of other changes.

Better selection of patients to be discussed (13.2%), better

preparation prior to meeting (29%), or allocation of a desig-

nated co-ordinator (30.9%) were all considered as likely

improvements. A third of those questioned (33.8%) thought
that presence of all those involved would improve the

meetings.

Of those questioned, 75.7% thought that there was an edu-

cational role for trainees at their MDMs.

Recording of decisions made at meetings was performed

by a nominated individual recording the information in the

routine notes (43.3%), or on a special proforma (50% of meet-

ings). At 31.6% of meetings a typed proforma or record was
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produced during the meeting. At 5.9% of meetings there was

no formal mechanism for recording the decision of the MDM.

4. Discussion

National targets have been set out in England, Wales and

Scotland by the government and by health organisations such

as NICE and SIGN, recommending the use of multidisciplinary

teams (MDTs) in the care of breast cancer.3–5 On a European

level, EUSOMA have given clear guidelines, which have been

interpreted by some as too rigid, on the requirements for a

specialist Breast Unit that include weekly meetings in pro-

tected time for team meetings, although not specifying the

patient groups to be discussed.2 While there are general rules

on how these teams are to function, the most specific guid-

ance is from NICE, directing that meetings should usually

be weekly and that all new patients should be discussed, as

well as including patients where changes in treatment are

considered as their condition changes or progresses.3 From

this study it can be concluded that most MDT meetings occur

at least on a weekly basis, thereby fulfilling one of the NICE

recommendations, but only 28% of these meetings are carried

out as a protected session. In a review by the Clinical Stan-

dards Board in Scotland it was recognised that there were fre-

quently key members of the team missing from the clinical

multidisciplinary meeting and in an attempt to get around

this, several units have multiple meetings throughout the

week, each with a slightly different configuration.5 The rec-

ommendation from the clinical standards board was that

the MDM should be seen as a clinical commitment as impor-

tant as clinics or operating sessions, and needs to be included

in individual job plans. This is emphasised by a review pub-

lished by the Joint Collegiate Council for Oncology, which con-

sidered the workforce implications of implementing the

recommendations of the Calman–Hine report. In this report

a new structure was proposed based on a network of exper-

tise in cancer care reaching from primary care through cancer

units in district general hospitals to cancer centres. This re-

view based its calculations on the level of service that could

be provided by clinical and medical oncologists by including

MDT meetings as a clinical session comparable with other

clinical commitments.6

Having the meeting as a protected session was shown

from the surgeons surveyed to be the most valuable way to

improve the MDMs that are currently taking place in UK. This

is closely connected to the need for attendance of key person-

nel at these meetings.

While it is acknowledged that there may be a bias in

reporting of self-attendance by those completing the survey,

there does appear to be a difference in patterns of attendance

between surgeons and their clinical and medical oncology

colleagues. Seventy-five percent of surgeons felt that there

was an educational role for trainees at their meetings. One
New York study interviewed staff from six different centres

dealing with patients with breast cancer, and found that the

perceived benefit of attendance at multi-disciplinary meet-

ings were higher when the meetings aimed to have a direct

patient management focused discussion as opposed to an

educational focus.7

Issues of communication also arose from this study. In 6%

of replies, there was no recording of decisions made in the

MDM, which raises concern over the decision from the meet-

ing being available for the patient and any members not pres-

ent. It also raises the question of the relevance of the

decisions made at the MDM where they are not recorded.

It can be concluded that the majority of MDMs take place

without protected sessions, and that key personnel are not al-

ways present at these meetings. The improvements felt by

surgeons to be necessary for functional MDMs include pro-

tected sessions for these meetings and better attendance by

oncologists.

A quarter of units do not discuss patients with breast

cancer before operation. This falls outside current national

recommendations in UK, which state that patients should

be discussed by MDM before and after surgery.3 There is a

need for more detailed advice with regard to organisation

and running of MDMs to ensure that all patients with breast

cancer can reap the potential benefits of having all aspects

of their management discussed at appropriately staffed

MDMs.
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