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11/12/24, 09:52 Exploring Clinical Decision-Making among the Uro-oncology Multidisciplinary Team: A Qualitative Study - ScienceDirect
between MDT clinical experts serves the purpose to deliberate on all clinical treatment options and to develop personalized evidence-
informed care recommendations that consider each individual patient's preferences and needs.?

Internationally, cancer MDT meetings are held with all common tumor streams as a health care professional alliance guided by their
willingness to agree on evidence-based clinical decisions and to coordinate the delivery of care throughout the cancer trajectory and
support patients to take an active role.# Research studies have shown that given the specialties of cancer MTDs,5, 6, 7 each tumor-
specific MDT will have their own barriers and facilitators that affect patient outcomes.? There is also disparity globally as to whether
patients are viewed as part of the MDT or even invited to attend the MDT meeting.

The uro-oncology MDT aims to optimize the clinical management of penile, bladder, prostate, testicular, and kidney cancer.® However,
evidence has underscored that within the specialty of uro-oncology,? not all patients are reviewed by an MDT, with a distinct lack of
patient engagement in the process. Research has shown that when patients are discussed in the MDT meeting, it increases the
opportunity for patients to consider taking part in clinical trials; often patients experience changes to management plans from those
initially advised to them by their individual treating clinician.9, 10, 11 Consequently, a significant number of patients affected by GU
cancers may receive suboptimal clinical management due to not having access to a timely MDT clinical review and not receiving MDT-
informed changes to clinical management.? This is a very important area for future research to understand the complexities (such as
public and private hospital settings) and the decision-making process of clinicians who do not refer their patients for an MDT meeting
discussion and, importantly, why other patients are referred.

Decision-making is a fundamental process of choosing between alternatives'? to information that is gathered, interpreted, and
evaluated in order to select an evidence-based choice of action in health care.!® The cognitive continuum theory!#!° is a decision-
making theory that has be widely applied in different health care professional groups,!® including cancer.!” The importance of clinical
decision-making processes among the uro-oncology MDT members is central; cancer care and treatments are constantly being
challenged due to complex and multimodality therapy,'® and newer, broader emergent considerations, such as geriatric oncology, !
genetic counseling, and addressing unmet survivorship care issues in uro-oncology,20, 21, 22, 23, 24 are currently not being addressed
within existing MDT GU cancer services. There is a lack of understanding on how patients are engaged in the MDT discussion to
address their individual care needs and preferences for treatment,? taking into consideration quality of life considerations (urinary,
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recruitment strategies. The ongoing COVID-19 pandemic and subsequent challenges of staffing were problematic for cancer services
and likely affected recruitment. No participants withdrew consent, and there were no direct refusals to ...

Theme 1: The Role and Scope of the MDT

The uro-oncology MDT discussions were carried out weekly at 7 a.m. each Thursday morning. The discussions were generally 1 hour
in length and were capped to discuss a total of only 10 uro-oncology patients at each session. Participants reported that occasionally
the MDT may increase the length of the discussion time to facilitate another case review or to come to consensus in challenging or
difficult cases. The weekly uro-oncology MDT had on average 20 to 25 health care professionals from ...

Theme 2: Lack of Person-Centered Clinical Decision-Making

The decision to refer a patient to the uro-oncology MDT for a case discussion was the sole responsibility of the treating consultant,
specialist, or team. In the private hospital setting, the referral was primarily driven by the consultant, whereas in the public hospital
settings, referrals are driven by the treating team, consultant, or specialist. For a patient to be referred to the uro-oncology MDT, a
referral form was required to be completed and submitted at least 2 days before the ...

Barriers

Several barriers to the uro-oncology MDT were expressed by the participants: (1) attendance issues, (2) late or incomplete referrals,
(3) the virtual discussion itself, and (4) personality conflicts. Attendance issues were reported by the participants to be infrequent and
generally did not affect patients; however, nonattendance was perceived to be problematic when a health discipline or specialist
perspective and input were required in the decision-making processes for consensus outcomes.

“This ...
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Discussion

This qualitative study set out to understand the clinical decision-making processes among the uro-oncology MDT members and how
patients are engaged in the process. There were several clinically valuable new insights and multiple factors within the uro-oncology
MDT that affect patient engagement in the process. The MDT has a biomedical focus that overshadows person-centered principles of
holistic care.?921:2428 There is no psychosocial representation from allied health disciplines with ...

Limitations

There are several limitations of this research to point out. First, the small sample size was reflective of recruitment challenges during
the peak of the COVID-19 pandemic. This study was conducted with a single-site uro-oncology MDT but was representative of
servicing a total population of 550,000 patients in Australia. It is acknowledged that recruitment bias is possible because we were
unable to capture reasons for nonparticipation due to ethical approval restrictions. Patients who agreed to ...

Conclusion

This study provides further evidence to support the fact that uro-oncology MDTs continue to have a solely biomedical focus and do
not consider the holistic care needs of patients. Specialist nurses reported a lack of participation despite their significant role in
patient advocacy for people living with cancer. The clinical focus of the uro-oncology MDT dominates care perspectives and evidently
the whole person is not being treated by the cancer MDT, resulting in reduced quality of life and may ...
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Abstract

Purpose

Multidisciplinary team (MDT') conferences are currently the standard of care in cancer patients’ management. Despite
evidence supporting benefits to the majority of malignancies, a paucity of data exists examining the impact in urinary

and male genital cancers. This study aims to evaluate the impact of MDT conferences in urologic cancer practice.

Methods

Clinical plans discussed in urologic MDT conferences in Centro Hospitalar Universitario de Lisboa Central between
January 2019 and December 2019 were retrospectively analysed. Clinical plans were categorized as accepted, changed,
rejected (cases that had to be re-presented to the MDT because of insufficient staging or administrative issues) or no
plan. MDT conferences’ impact was assessed according to type of consultation, referral medical specialty and primary

tumour type.

Results

710 clinical plans were discussed at the MDT conferences. 61.8% were accepted, 10.6% were changed, 16.5% were
rejected and 11.1% of cases referred to MDT discussion had no defined clinical plan. First consultations had a higher
rate of accepted clinical plans (63.4%) versus subsequent consultations (56.4%). Referrals by the urology specialty had
the highest rate of acceptances (64.3%). On the stratification by primary tumour site, testicular cancer had the

highest acceptance rate (70.3%), whereas bladder cancer had the lowest (47.8%).
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With institutional Human Research Ethics Committee
approval (LNR/16/Austin/333), all cases discussed at the
MDM between 1 January and 30 June 2015 were enrolled.
This period was chosen to allow sufficient follow-up to
ascertain whether the MDM plan had been implemented,
even allowing for delays.

Urological oncological procedures performed during the study
period were also collated to assess the proportion discussed at
MDMs. Cases of prostate biopsy were reviewed, and patients
with benign histology were excluded. The proportion of
patients undergoing an oncological procedure who were
subsequently discussed at a MDM was examined overall and
by tumour type.

The consensus plan developed for each patient at the MDM
was determined from a database prospectively maintained
through the North Eastern Melbourne Integrated Cancer
Service. Hospital records were interrogated to assess whether
MDM consensus plans were implemented within 3 months
and reasons for non-implementation. MDM consensus plans
could involve one or more recommendations. In addition to
surveillance by that specialty, a plan of referral to the
outpatient clinic of medical oncology, radiation oncology or
urology could involve recommendation to commence
chemotherapy or hormonal therapy, radiotherapy or surgery,
respectively. All aspects of the plan needed to occur within
3 months for implementation to be assessed as complete.

Results
Patients

In all, 202 patients were discussed at the uro-oncology MDM
during the enrolment period, of whom 32 (15.8%) were
female. The median (interquartile range [IQR]) age was 68
(59-74) years and 50 (24.8%) patients had metastasis. In
order of frequency, patients discussed at MDM had
malignancies of the prostate (86 patients), bladder (47),
kidney (46) and testes (17). Six patients had tumours of other
urological organs, including the penis or adrenals, or had
urological organs invaded by tumours of other viscera.

Capture of eligible cases

Within the enrolment period, 291 oncological urological
procedures producing histological specimens were performed.
Excluding 51 cases of prostate biopsy with benign histology,
240 patients were eligible for presentation at the MDM, of
whom 160 (66.7%) were discussed. Uro-oncological
procedures, categorised by tumour type and procedure, are
outlined in Table 1. This shows that almost all newly
diagnosed uro-oncology patients are discussed at a MDM,
with the exceptions being bladder tumours resected
cystoscopically (around one-third), prostate cancer treated by

© 2017 The Authors
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Table 1 Capture of eligible cases from urology operating lists for muilfi-
disciplinary meeting discussion.

Procedure Eligible, Discussed, Rao et al.
n n (%)

Prostate cancer on biopsy 57 54 (95) 31
Radical prostatectomy 26 15 (58) 26
Nephrectomy 37 27 (73) 23
Orchidectomy 10 9 (90) 60
TURBT 90 35 (38) 23
Cystectomy 6 6 (100) 83
Other 14 14 (100) n/a
Sub-total 240 160 (67)
Discussed without - 42 (-)

recent surgery
Total, n 202 (-) 120

TURBT, transurethral resection of bladder tumour or bladder biopsy. Other: includes
adrenalectomy and retroperitoneal lymph node dissection. n/a: not applicable.

radical prostatectomy (just over half), and renal tumours
treated by nephrectomy (about three-quarters).

MDM plans

MDM consensus plans could involve one or more
recommendations per patient, with only integer values
possible. Among the 202 patients discussed, their plans
comprised a total of 297 recommendations, representing on
average 1.5 recommendations per patient [median (IQR) 1
(1-2)]. Plans most commonly directed patients towards
further specialist consultation. There were 216 such
referrals in total, representing 72.7% of all plans. In all,
105, 56 and 54 patients were referred to the outpatient
clinics of urology, medical oncology, and radiation
oncology, respectively. For eight patients, their follow-up
occurred in private practice or with their regional public
hospital service. Surgery was planned for 36 patients. Three
patients were recommended for enrolment in clinical trials
at Austin Health. Thirteen patients had other
recommendations in their consensus plans, distinct from
previous categories. These consisted of seven patients
referred for consultation with a specialty not present at the
uro-oncology MDM, three patients recommended for
nephrostomy tube insertion or change, two patients
requiring re-examination of their histology by a pathologist,
and one patient booked for liver biopsy. Full details on
patient demographics, tumour types, and MDM consensus
plans are summarised in Table 2.

Implementation of MDM plans

MDM consensus plans failed to be fully implemented within
a 3 month time-frame in 18 (8.9%) patients. Reasons are
given in Table 3, and included system delays in five patients,
patient deterioration or comorbidities in four, patient
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Table 2 Patfient demographics by MDM plan implementation statfus.

Implemented Not

implemented

Number of patients (%) 184 (91.1) 18 (8.9) 202 (100.0)
Female, n (%) 31 1 2 (15.8)
Male, n (%) 153 17 170 (84.2)
Age, years, median (IQR) 68 (59-74) 67.5 (63.25-75) 68 (59-74)
N (%)

Metastasis 47 3 50 (24.8)

Non-metastatic 137 15 152 (74.2)
Tumour type

Bladder 40 7 47 (23.3)

Kidney /ureter 43 3 46 (22.8)

Prostate 78 8 86 (42.6)

Testis 17 0 17 (8.4)

Other* 6 0 6 (3.0)
MDM plan®

Medical oncology clinic* 53 4 57 (28.2)

Radiation oncology 46 8 54 (26.7)

clinic®

Urology clinic 98 7 105 (52.0)

Surgery 29 7 36 (17.8)

Imaging 16 4 1 (10.4)

Private/ rural follow-up 8 0 8 (4.0)

Enrolment in clinical 3 0 3 (1.5)

trial
Other 12 1 13 (6.4)

*‘Other’ includes malignancies of urological viscera such as the penis, adrenal gland
or retroperitoneal lymph node metastases, as well as involvement of urological organs
by tumours of other viscera, such as the bowel. *MDM plan may include more than
one of the listed options. }Medical oncology clinic may include commencement of
chemotherapy and/ or hormonal therapy. §Radiation oncology clinic may include
commencement of radiotherapy.

Table 3 Reasons for non-implementation of MDM consensus plan.

Reason for deviation from De leso

MDM plan

Present study,

et al. [23], %

Consultant decision 2 (11) 22.9
Patient deterioration or comorbidities 4 (22) 333
Patient preference 4 (22) 31.2
Delay* 5 (28) 6.3
New (re-staging) information 1 (6) 6.3
Lost to follow-up 2 (11) n/a

Total, n 18 48

*All delayed plans in our study were eventually implemented. n/a: not applicable.

preference in four, consultant decision in two, lost to follow-
up in two, and new information on re-staging imaging scans
in one patient. For the patients who had delays, all plans

Implementation rates of Uro-oncology MDM decisions

were implemented within 12 months of discussion at the
MDM.

Discussion

MDC has become the standard of care for patients with
cancer [1,6,10,11]. MDMs have flourished in the management
of urological malignancy [13,18-21,25-27], particularly of the
prostate [2,3,14-17,28,29]. Studies have shown that these
MDMs change the clinician’s initial management plan in 2—
32% of cases (Table 4) [17,18-22]. However, there is a
paucity of literature about how frequently these consensus
plans are enacted.

The outcomes of an Italian prostate cancer MDM over

6 years were published by Magnani et al. [15], who reported
that 6% of consensus plans were changed subsequently during
patient—clinician consultations. Patient numbers were not
stated. De Ieso et al. [23] detailed the decision outcomes of
551 patients with solid tumours and lymphoma discussed in
an MDM in the UK. Divergence from the MDM consensus
plan occurred in 48 (8.7%) cases. Implementation rates from
patients presented over 3 months at a selection of surgical
oncology MDMs at our institution were published previously
[24]; for the 160 patients with evaluable data, the
retrospective audit found only 5% of plans were not enacted.

The present study represents the largest assessment in
Australasia of the implementation rates of consensus plans
formulated in an MDM, uro-oncological or otherwise. The
deviation rate of 8.9% is similar to the small number of
similar existing studies. The causes for altering the plans are
also similar (Table 3). A small deviation rate is to be
expected, as during the time taken to present the patient at a
MDM and then discuss this plan in outpatient clinic with the
patient, there may be changes in patient preference, health or
the clinical scenario.

Continued efforts are required to minimise MDM non-
implementation rates and most efficiently use meeting time,
as the administration and staffing costs of MDMs are
significant, and may exceed AUD$15 000 per month [23].
Referrals to the MDM must be economical. Inefficient referral
of patients with less complex clinical scenarios [18,21] or
incomplete staging information [15,21,24] is well

Table 4 Studies describing rates of management plan change by a uro-oncology MDM.

Reference

Country

Sundi et al. [17] 2015 USA
Rao et al. [19] 2014 Australia
Kurpad et al. [20] 2011 USA
Sooriakumaran et al. [21] 2009 UK
Acher et al. [22] 2005 UK

MDM scope N with modified
plan (%)
Prostate 647 66 (10.2)
Uro-oncology 120 32 (26.7)
Uro-oncology 269 87 (32.3)
Uro-oncology 87 11 (12.6)
Uro-oncology 124 2 (1.6)

© 2017 The Authors
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documented. Furthermore, in health systems with multiple
MDMs of overlapping scope or arranged in a hierarchy,
patients may be discussed at up to five separate meetings
[23]. Strategies to improve the efficiency of MDM referral
should therefore include institutional protocols for the
management of straightforward cases and efforts to increase
the accuracy of presented patient data.

Increased involvement of allied health professionals during
the MDM may further reduce non-implementation rates.
Allied health professionals report often having useful
information to add to MDM discussion about patient
psychosocial state, but having difficulty in contributing, due
to perceptions of lack of time or respect for their input [30].
Structured methods of regularly involving allied health staff in
meeting dialogue may be beneficial.

Similarly, greater patient involvement may help reduce plan
deviation due to causes found commonly in the present study
such as system delays, patient preference, and unreported
significant comorbidities. However, how best to involve the
patient remains an area for debate [18,31]. Australian
governmental guidelines recommend patients with cancer
‘participate as members of the multidisciplinary team in
treatment planning’ [32]. However, MDC exists in different
formats across Australia, so the method of patient
involvement varies.

Clinicians are often averse to patients being present during
the MDM, due to concerns that it would be confronting for
patients, provoke anxiety, constrain the dynamics of frank
MDM discussion [30], and be less comfortable for all parties
than subsequent one-on-one discussion [14]. Testing these
apprehensions, Choy et al. [33] involved 30 well-educated
English speaking patients with breast cancer in postoperative
MDM discussion of their cases, and compared their
experience to matched patients who did not attend. Involved
patients tended to feel better informed, had no measurable
change in anxiety scores, and would recommend the
experience to others. However, most clinicians reported that
they had to modify their language, and did not find patient
involvement to have a positive impact on the MDM.
Considering this, the most appropriate approach may be
greater efforts to understand patient wishes before the MDM,
followed by the common practice, as currently structured at
our institution [19] and elsewhere [3,16,17,20,23], of patients
consulting with clinicians and discussing MDM plans solely
in one-on-one settings.

It is well accepted that not all patients with cancer require
MDM discussion [33]. We found that 67% of patients
undergoing a uro-oncological procedure demonstrating
malignant histology were discussed at the MDM. This rate
appears to strike a reasonable balance between the
availability of MDM care and the provision of stream-lined
protocol-driven care for straightforward cases. We have

© 2017 The Authors
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previously proposed selection criteria that may help guide
the inclusion of patients in uro-oncology MDMs to
maximise potential management impact [19]. These include
need for multi-modal treatment, recurrent or metastatic
disease, potential patient eligibility for a clinical trial, rare
tumours, and cases with diagnostic uncertainty. Daily
practice at our institution also includes many malignancies
that do not meet these criteria, and are thus routinely
managed in uro-oncology outpatient clinic, in accordance
with evidence-based guidelines.

MDC remains relatively new in Australia and its reception
amongst urologists has been mixed [34]. An effective
multidisciplinary team will cross-refer patients to its
constituent specialties. In a previous study [19] of our
institution’s uro-oncology MDM, published in 2014, 33% of
MDM patients were cross-referred between specialties. An
even greater proportion of inter-disciplinary referrals are
evidenced in this more recent analysis. These findings should
reassure those involved in the care of patients with urological
malignancies of the growing commitment to MDC. This
collaborative approach of urologists, and their fundamental
role in common malignancies, such as prostate cancer, should
also support future campaigns to raise public awareness of
the profession [35].

Effective discussion at MDMs requires thorough collection of
patient information. These high-quality data may be suitable
for national aggregation in existing national cancer registries,
such as the newly founded Prostate Cancer Outcomes
Registry-Australia and New Zealand [36]. Challenges to
enrolling MDMs nationwide would include ethical
considerations including distribution of patient information,
perceived threat to clinical independence from national
review, and administrative burden if automatic digital linkage
were problematic. However, international experience has
shown that such a system may hold great opportunities.
These include harnessing national knowledge-base and the
pooling of uncommon malignancies, enabling publication of
both consensus protocols and population-scale studies,
respectively [37]. An additional significant benefit may be
greater adherence to evidence-based guidelines and
subsequent improved patient outcomes [2,4].

Limitations of the present study include its retrospective
nature, moderate size, and single-institution focus.
Additionally, some malignancies will be discussed within the
enrolment period but have their oncological procedure
beyond it, which will affect the expected ratios of related
procedures, such as transurethral resection of bladder tumour
and cystectomy.

In summary, the present study shows that most urological
oncology patients are managed with multidisciplinary input,
and the rates of non-implementation of recommendations are
low. Incremental improvement may stem from increasing
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