








Sydney	West	Cancer	Network
Tumour	Program	Strengthening	Initiative	



Tumour Program Strengthening Initiative

MTB	MatrixMTB	Survey

Tumour	Program	Strengthening	Initiative	
(TPSI)

Detailed	Reviews	of	three	Tumour	Programs



Detailed	Reviews
Background

¡ Demographics

¡ Disease Overview

¡ Inflows and Outflows, % Public vs Private sector

Activity and Performance

¡ Performance against Peer Hospitals

§ Relative Stay Index (RSI)

§ LOS > 21 days

§ Standardised Mortality

Processes

¡ Identify Key stages

¡ Develop Process Map

¡ Identify Issues and Constraints for each step

70
80
90
100
110
120
130
140

Sc
or
pi
o

Ca
nt
er
bu

ry
NZ

Vu
lc
an

W
ol
f

Co
ug
ar

El
ec
tr
a

Ha
w
k1

Ar
te
m
is

Po
la
ris

Au
ck
la
nd

NZ

Fr
os
t

O
rio

n

Si
riu

s

Si
riu

s6

To
rn
ad
o

Bl
az
e

Ri
ge
l

Ja
so
n

Co
nd

or

At
he
ne

Cy
cl
on

e

Relative	Stay	Index
NSW,	Vic	and	NZ	Principal	Referral	Hospitals

Source	HRT



Survey



Background

� Answered:	169 Skipped:	0

129

24

16

Number	of	tumour	Groups:
• Westmead 12	
• Nepean 7	
• Blacktown 2

Meeting	Schedule
• Weekly	 66%	
• Fortnightly 31%
• More	often 3%

Consultation	length:
• <	5	mins 16%	
• 5-9	mins 63%	
• >	10	mins 19%	

Number	of	respondents

78%	 Medical
13%	 Nursing
9%	 Allied	health,	admin,	clinical	trials,	biobank

Respondents



Q4:	What	is	the	purpose	of	the	MDT	meeting?	Please	
select	all	that	apply

Answered:	169 Skipped:	0

Collated	responses	SWCN





Q39:	Respondents	answering	yes	to	the	question	asking	if	
they	collect	the	following	information	routinely

SWCN	
(169)

Diagnosis 86

Site 85

Stage	(TNM) 74

Treatment	intent 77

Patient	status	(New/Follow	up) 78

Presenting symptoms 65

Referrals 62



Q40:	Respondents	answering	yes	to	the	question	
asking	if	they	collect	the	following	data	routinely

SWCN	
(169)

ECOG	status	of	patient 34

Time	from	diagnosis	to	active	
treatment 21

%	of	patients	with	the	condition	
routinely seen	by	the	MDM 18

%	of	patients	seen	by	the	MDM	prior	
to	active	treatment 16

Whether the	patient	had	validated	
psycho-oncology	screening 4



Powered by

MTB-SWCN	Comparisons
• Organisation	/	logistsics

• Decision	making

• Patient	and	GP	considerations

• Quality	Improvement/	M&E/	
Education/	Research



30%
30%
Yes

37%
No

Q7:	Are	there	established	criteria	for	referral	of	
patients	to	MDT	meetings?

Answered:	169 Skipped:	0

SWCN

MTB	5

100%
No

4%

Answered: 11    Skipped: 0



SWCN
MTB	10

57%
14%

29%

16%

45%

39%

Q38:	 Is	there	a	follow-up	process	to	check	whether	referrals
from	the	MDT	meeting	are	actually	made?

Answered:	165 Skipped:	0

Answered:	14				Skipped:	0



Q8:	On	what	basis	are	treatment	decisions	
made? Please	tick	all	that	apply.

MTB	6SWCN

Answered:	165				Skipped:	0 Answered:	11			Skipped:	0



Q9:	 Does	the	MDT	utilise Clinical	Practice	Guidelines	
or	Standard	Treatment	Protocols	relevant	to	the	
diagnosis,	treatment	and	care	of	cancer	patients?

Answered: 11   Skipped: 0

SWCN

MTB	1

33%
67%

4%

40%
13%

25%18%or		
Never

Answered:	165 Skipped:	0

Answered:	12				Skipped:	0
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Comparison	between	
Tumour	Groups



SWCN MTB 
7

MTB 
12

MTB
10

MTB 
9

MTB 
8

MTB 
1

MTB 
5

MTB 
4

MTB 
6

MTB 
2

MTB 
11

1 Does the MDM have a TORs or guidelines to 
guide the conduct of the meetings 42 30 25 43 10 9 33 20 0 0 0 0

2 Are there established criteria for referral of 
patients to MDM meetings? (yes/no) 21 70 50 43 50 50 17 0 0 9 10 10

3
Is there a follow-up process to check whether 
referrals from the MDM are actually made? 
(yes/no)

15 30 8 57 30 18 0 10 9 0 0 0

4

Does the MDM utilise Clinical Practice 
Guidelines or Standard Treatment Protocols 
relevant to the diagnosis, treatment and care of 
cancer patients? (always or usually)

65 80 69 65 80 82 100 30 45 54 44 30

5 Does the MDM routinely collect the time from 
diagnosis to definitive treatment. (yes/no) 21 20 31 14 33 0 0 0 0 0 0 0

6
Are internal audits conducted to confirm that 
treatment decisions match current best 
practice? (yes/no)

9 20 20 14 0 14 8 10 18 0 0 0

KPIs:	%	of	respondents	giving	positive	response.



Workshop	and	Matrix



Overall Framework
5	Components 4	Subcomponents

5	Performance	Levels

1	
Basic 2 3 4 5

Superior

1.	Governance	and	Leadership
• Leadership
• Obligations	of	team	members
• Decision	making
• Risk	management

2.	Meeting	Organisation	and	Logistics
• Logistics	&	representation
• Pre-meeting
• At meeting
• Post-meeting

3.	Linkages	and	Communication	with
GPs	and	Patients

• Access	for	GPs
• Communication	with	GPs	(patients)
• Information	&	Education	(general)
• Patients

4.	Infrastructure	and	Human	
Resources

• Facilities	and	equipment
• MTB	Coordination
• Care	Coordination
• Data	management

5.	Data	Collection,	Analysis	and	
Research

• Data	collection	
• Analysis,	Monitoring	and	reporting
• EMR/	MTB	Database
• Research	and	education	



Fig.	5 Level	One:	
Basic

Level	Two Level	Three Level	Four Level	5:	Superior

1. Governance and leadership

1.1 Leadership 

• Chair appointed.
• Environment where 

dissenting opinions 
encouraged

• Terms of reference 
developed

• Lead clinician (LC) with 
appropriate skills and 
training appointed.

• Business/QI meetings 
instigated on at least 
quarterly basis

• Core leadership group 
established to sponsor 
reform.

• Good team dynamics with 
robust discussion and good 
timekeeping.

• LC proactively engages of 
all members including pall 
care, nursing, allied health.

• Expectations for private 
sector diagnostic 
engagement with MDM 
developed.

• Close collaboration 
between diagnostics 
services.

• The four Cs embedded in all 
interactions –
communication, 
cooperation, coordination, 
cohesion. 

• Credentialing with explicit 
code of conduct for private 
sector established.

1.2

Obligations 
of team 
member with 
respect to 
MDM

• Core members 
attend over 70% of 
meetings

• Core members 
organise cover if not 
able to attend (one 
member from each 
discipline always in 
attendance).

• Members fully complete 
pre-meeting proforma 
when presenting patients 
for discussion (paper or 
electronic)

• Members actively prepare 
if their patient is being 
presented

• Members select patients 
according to agreed criteria

• All patients with agreed 
criteria are presented;

• Core members understand 
obligations and attend 80% 
of meetings.

• All patients not presented 
are registered 

• New patients routinely 
discussed before definitive 
treatment

• All patients following 
consensus based pathways

• Members agree to follow 
pre-determined pathways 
for patients not being 
reviewed by MDM;

• Core members attend 90% 
of meetings  

1.3 Decision 
making

• Robust and open 
discussion

• Consensus decisions for 
all patients.

• Considerations of quality 
of life and supportive care 
included for all patients.

• Evidence based decision 
making – mostly following 
pre endorsed protocols 

• Fully integrated and 
documented best practice 
clinical pathways including 
investigations being 
followed by all team 
members 

• Regular audits of follow up 
care, particularly deviations 
from the MDM decision and 
whether decisions follow 
best practice guidelines

1.4

Risk 
management
(Open 
disclosure)

• Incidents raised 
through current IIMS 
process

• Doctors raise issues 
with Director on an 
ad hoc basis

• Regular tumour specific 
Mortality and Morbidity 
reviews (M&M) 
established

• Adverse events reviewed 
at Tumour program M&M

• Proactive seeking out and 
reviewing adverse events

• Members encouraged to 
identify adverse events and 
near misses in a no blame 
environment.

• Tumour board specific 
indicators developed to 
monitor and benchmark 
complications 

• System to address near 
misses in no blame 
environment established

• Open disclosure of adverse 
events and near misses 
embedded in tumour 
program amid a no blame 
culture.



Level	One:	Basic Level	Two Level	Three Level	four Level	Five:	Superior

1. Governance and leadership
1.1
Leadership 

• Chair appointed. 
• Environment where 

dissenting opinions 
encouraged

• Terms of reference 
developed

• Lead clinician (LC) with 
appropriate skills and 
training appointed.

• Business/QI meetings 
instigated on at least 
quarterly basis

• Core leadership group 
established to sponsor 
reform.

• Good team dynamics with 
robust discussion and good 
timekeeping.

• LC proactively engages of all 
members including pall care, 
nursing and allied health.

• Expectations for private 
sector diagnostic 
engagement with MDM 
developed.

• Close collaboration between 
diagnostics services.

• The four Cs embedded in all 
interactions –
communication, 
cooperation, coordination, 
cohesion. 

• Credentialing with explicit 
code of conduct for private 
sector established.

1.2 
Obligations 
of team 
member 
with respect 
to MDM

• Core members 
attend over 70% of 
meetings

• Core members 
organise cover if not 
able to attend

• Members fully complete 
pre-meeting proforma 
when presenting patients 
for discussion (paper or 
electronic)

• Members actively prepare 
if their patient is being 
presented

• Members select patients 
according to agreed criteria

• All patients with agreed 
criteria are presented;

• Core members understand 
obligations and attend 80% of 
meetings

• All patients not presented are 
registered 

• New patients routinely 
discussed before definitive 
treatment

• All patients following 
consensus based pathways

• Members agree to follow 
pre-determined pathways 
for patients not being 
reviewed by MDM;

• Core members attend 90% 
of meetings  

1.3 Decision 
making

• Robust and open 
discussion

• Consensus decisions for all 
patients.

• Considerations of quality of 
life and referral to 
supportive care included 
for all patients.

• Evidence based decision 
making – mostly following pre 
endorsed protocols 

• Fully integrated and 
documented best practice 
clinical pathways including 
investigations being followed 
by all team members 

• Regular audits of follow up 
care, particularly deviations 
from the MDM decision and 
whether decisions follow 
best practice guidelines

1.4 Risk 
managemen
t
(Open 
disclosure)

• Incidents raised 
through current IIMS 
process

• Doctors raise issues 
with Director on an 
ad hoc basis

• Regular tumour specific 
Mortality and Morbidity 
reviews (M&M) established

• Adverse events reviewed 
at Tumour program M&M

• Proactive seeking out and 
reviewing adverse events

• Members encouraged to 
identify adverse events and 
near misses in a no blame 
environment.

• Tumour board specific 
indicators developed to 
monitor and benchmark 
complications 

• System to address near 
misses in no blame 
environment established

• Open disclosure of adverse 
events and near misses 
embedded in tumour 
program amid a no blame 
culture.



Conclusions	and	Future	Directions



Conclusions

• Practical method to engage Tumour 
Streams at various stages of 
maturity

• Enthusiasm from Teams to 
strengthen performance

• Overall acceptance of survey and 
matrix



Tumour	Program	Strengthening	
Initiative	(TPSI)

�Repeat	Survey	annually

�MTBs	complete	matrix	annually

�MTBs	to	work	on	weaknesses	identified	
through	matrix	and	survey	

�Management	to	identify	and	address	
priorities



SWCN Priorities for 2017

1. MDT database and live data 
entry across the Board

2. MDT billing
3. Terms of Reference
4. Dedicated, Fit-for-Purpose 

Meeting room
5. Membership Database



Powered by

Lynleigh.evans@health.nsw.gov.au

• Paul	Harnett
• Emma	Clarke,	Kylie	Museth
• Admin,	IT	and	clinical	reporting	staff
• All	Members	of	the	Tumour	Programs
• Nicole	Rankin	for	use	of	survey

Thanks





Cancer	multidisciplinary	
team	meetings	in	practice:

Results	of	a	descriptive	survey	
across	37	MDTs

Nicole	Rankin
Senior	Research	Fellow,	Sydney	Catalyst	and	

Cancer	Council	NSW
Michelle	Lai,	Danielle	Miller,	Philip	Beale,	Allan	

Spigelman,	Gabrielle	Prest,	Kim	Turley,	John	Simes



Background
Sydney	Catalyst	TCRC	study
Survey	to	scope	MDT	functioning	across	Sydney	Catalyst	member	institutions
Multidisciplinary	care	is	considered	best	practice	in	cancer	Interchangeable	
terminology,	often	without	defining	the	distinguishing	features:

– multidisciplinary	care	(MDC)	– overall	approach	to	care
– multidisciplinary	teams	(MDTs)	– clinical	oncology	team	
– multidisciplinary	team	meetings – the	actual	‘meeting’



Background
MDT	meetings	focus	on	

– “an	alliance	of	all	medical	and	health	care	professionals	related	to	a	specific	
tumour	disease	whose	approach	to	cancer	care	is	guided	by	their	willingness	to	
agree	on	evidence-based	clinical	decisions	and	to	co-ordinate	the	delivery	of	
care	at	all	stages	of	the	process,	encouraging	patients	in	turn	to	take	an	active	
role	in	their	care.”



Aims

• Broad	aims	– document	MDTs	across	sites,	understand	
organizational	and	functional	aspects,	explore	similarities	and	
differences

• Specific	aims	– understand	how	evidence	informs	MDT	practice



Methods
• Structured	40-item	survey	instrument,	topics	included:	

– meeting	purpose,	organisation,	resources	and	documentation;	
– caseload	estimates;	
– use	of	evidence	and	quality	assurance;	
– patient	involvement	and	supportive	care	needs;	
– strengths	and	weaknesses	(open-ended	items)	

• Email	invitation	sent	to	MDT	Chair
• If	no	response	<two	weeks,	second	team	member	invited
• Administered	using	SurveyMonkey



Methods
• Data	analyses:	descriptive	and	comparative	statistics
• Tumour	types	grouped	according	to	incidence	data	(AIHW)	

– >5000	cases	classified	‘common’
– <5000	cases	classified	‘rare’	

• ARIA	Geographical	classification	of	hospital	sites
• Professional	development	activity	grouped	according	to	one	survey	item



Results
37	teams	from	7	hospitals	(100%)	
• Metropolitan	(30),	Regional	(7)
• Rare	tumour	meetings	only	in	

metropolitan	hospitals
Completed	by	the	
• MDT	Chair/lead	(62%)	

– (40%	surgeons,	60%	oncologists/other)

• specialist	clinician	(25%)
• specialist	nurse	(10%)
• data	manager	(3%)

Total	group	(%)

‘Common’	cancer	MDTs N=26	(70%)

Urological 5	(14%)

Breast 4	(11%)

Gastro-intestinal/Upper	Gastro-intestinal 4	(11%)

Colorectal 3			(8%)

Haematology 3			(8%)

Lung 3			(8%)

General	oncology 3			(8%)

Radiotherapy/Palliative	care 1			(3%)

‘Rare’	cancer	MDTs N=11	(30%)

Head	and	neck 2			(5%)

Neuro-oncology 2			(5%)

Liver 2			(5%)

Gynaecology 1			(3%)

Thyroid 1			(3%)

Sarcoma 1			(3%)

Pituitary 1			(3%)

Pelvic	exenteration 1			(3%)

Total N=37	(100%)



Results
Total	group	(%)

Basis	of	treatment	decisions

Consensus 92%

Guidelines 57%

Evidence-based	medicine 32%

Individual	clinician 19%

Patient	factors 19%

Quality	assurance	or	improvement	activities

Best	evidence-based	guidelines	and	research	are	
referenced

65%

Review/follow	up	of	patient	outcomes 57%

Review/follow	up	of	unexpected	morbidity	or	
mortality

27%

Professional	development	activities

Reports	from	medical	or	scientific	meetings 54%

Recent	research	results	discussed/presented 51%

Registrar	presentations 35%

Meeting	purpose	was	reported	as	
• treatment	(100%)	
• diagnostic	decision	making	(88%)	
• education	purposes	(70%)

For	most	MDTs:
• dedicated	meeting	coordinator	(95%)
• documentation	was	completed	by	

coordinators/leads	(57%),	registrars	
(38%)	or	nurse	coordinators	(24%)	

MDTs	had
• Terms	of	reference	(46%)
• Intake	criteria	(35%)



Results
We	found	few	differences	across	team:
Quality	assurance:	rare	cancer	MDTs	were	
significantly	more	likely	to	review	patient	
outcomes	than	common	cancer	MDTs	(82%	vs	
38%,	p=0.016)

Research	evidence:	Metropolitan	MDTs	were	
significantly	more	likely	to	present	or	discuss	
recent	research	results	compared	with	
regional	MDTs	(60%	vs	14%,	p=0.029)

Professional	development:	MDTs	who	
engaged	in	professional	development	
activities	were	significantly	more	likely	to	
name	collaboration	as	a	strength	for	those	
MDT	who	did	not	engage	in	professional	
development	(86%	vs	67%,	p=0.019)

Total	group	(%)

Basis	of	treatment	decisions

Consensus 92%

Guidelines 57%

Evidence-based	medicine 32%

Individual	clinician 19%

Patient	factors 19%

Quality	assurance	or	improvement	activities

Best	evidence-based	guidelines	and	research	are	
referenced

65%

Review/follow	up	of	patient	outcomes 57%

Review/follow	up	of	unexpected	morbidity	or	
mortality

27%

Professional	development	activities

Reports	from	medical	or	scientific	meetings 54%

Recent	research	results	discussed/presented 51%

Registrar	presentations 35%



Results
Most	MDTs	did	not	conduct	internal	audits	
to	confirm	that	treatment	decisions	
reflected	best-practice	(78%)

About	one-third	of	MDTs
were	able	to	estimate
caseload:

Raises	issues	about	
evidence

Proportion	
of	teams	
who	
answered	
item

Mean
(N)

Median
(N)

Range
(min-max)

Total	tumour	caseload	in	the	
past	12	months

17/37	(46%) 336.7 250 60-1000

Total	number	of	patients	
discussed	at	the	MDT	in	the	past	
12	months

27/37	(73%) 244.5 200 85-600

Estimated	proportion	of	
patients	presented	at	MDT	who	
were	newly	diagnosed	(within	
the	last	12	months).

23/37	(62%) 67.8 70 10-100

Team	answering	all	three	items 14/37	(38%)



Discussion
• First	Australian	study	to	focus	on	evidence	use	in	MDT	decision	making	across	

multiple	tumour	types	
• Most	teams	base	treatment	decision	making	primarily	on	consensus,	with	guidelines	

and	other	evidence	sources	playing	a	role	in	informing	consensus-driven	processes.	
• Most	meetings	include	professional	development	on	a	regular	basis,	collegiality	

appears	to	be	highly	valued.
• Few	differences	within	groups	(common	vs.	rare;	metro	vs.	urban)
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Presentation title 
Presenter’s name
Department/Unit/Ward
Service line
Facility/hospital

Date

Sustainable quality improvement 
in a Lung Cancer MDT

Thursday 22nd June 2017. 
Barbara Page, The Prince Charles Hospital/UQ Thoracic Research Centre 

Kwun M Fong, The Prince Charles Hospital / UQ Thoracic Research Centre



Outline of presentation 

• Sustainability in context of service improvement 
• TPCH Pulmonary Malignancy Conference(PMC)
• Cancer Australia National Lung Cancer Demonstration 

Project -5 principles
• Optimal Cancer Pathways_ lung cancer
• Barriers impacting sustainability of service 

improvements. 
• TPCH PMC experience



Sustainability 
Health 

professionals 

Cost 
effective 

Organisation 

Health professionals: 
Continuous service 
improvement supports 
rather burdens clinicians 
to deliver best practice 
cancer care.
Cost Effective:  
Continuous service 
improvement considers 
the efficient use of 
current resources.
Organisation_ the MDT 
can identify with one or 
more of the strategic 
directions of the health 
organisation 

Strategic 
planning 

Resource 
efficient 

Feasible

sustainable



PULMONARY MALIGNANCY 
CONFERENCE

The Prince Charles Hospital 

A Lung Cancer MDT 





Thoracic Medicine
•Pat Aldons
•Rayleen Bowman
•Andrew Burke
•James Douglas
•Kwun Fong
•Steven Leong 
•Henry Marshall
•Philip Masel
•Peter Robinson
•Dan Smith
•Ian Yang

Thoracic Surgery
•Morgan Windsor
•Rishendran Naidoo

Radiology
•Patrina Campbell
•Taryn Reddy

Medical Oncology
•Brett Hughes
•Zarnie Lwin

Radiation 
Oncology
• Ben Chua
• Gary Pratt

Anatomical 
Pathology
• David Godbolt
• Shilpi Gupta
• Kayla Tran
• John Pauli

Nuclear Medicine
• Joseph Lee
• David Rose
Palliative Care 
• Patricia Treston
• James Stevenson

Psychology
• Tricia Rolls
• Alyssa Ryan
• Victoria Burrows 

Social Work
• Hannah Porter

Specialist Nursing
• Melanie Hollan LLDN
• Petula Fonceca CCC
• Susan Mannion Palliative 

Care

PMC Coordinators/ 
Research Nurses 
• Jaccalyne Brady
• Elizabeth McCaul
• Linda Passmore

Administration 
support
• Leah Chapman



Pulmonary	Malignancy	Conference
1239	patients	2013-2016



Cancer Australia Best Practice Principles
Principle Description
Principle 1: Patient-centred 
care

Patients with lung cancer and their carer(s) are 
the focus of best practice lung cancer care 

Principle 2: Timely access to 
evidence-based pathways of 
care

Best practice pathways are in place to support 
timely diagnosis and staging of lung cancer; and 
appropriate treatment, supportive, follow-up and 
palliative care are in place

Principle 3: Multidisciplinary 
care

Multidisciplinary care is the standard of care for 
all lung cancer patients 

Principle 4: Coordination, 
communication and continuity 
of care

All relevant health professionals, including GPs, 
provide coordinated delivery of care across the 
lung cancer continuum of care 

Principle 5: Data-driven 
improvements in lung cancer 
care 

Lung cancer data are collected, monitored and 
reviewed regularly to support continuous 
improvement in the delivery of best practice lung 
cancer care 



Expert working group:
Mr Stephen Barnett

Dr Peter Briggs
Ms Elizabeth Dillon

Professor Jon Emery
Dr Malcolm Feigen

Dr Maria Ftanou
Dr Raj Hegde

Mr Cheng-Hon Yap
Dr Cameron Hunter

Dr Cynleen Kai
Dr Scott King

Ms Nicole Kiss
Mr David McCormick
Ms Angela Mellerick

Dr Greg Mewett
Associate Professor Paul Mitchell

Dr Graham Piston
Ms Lucy Stephenson

Dr Craig Underhill
Professor Robert Thomas
Alexandra Viner (nee Philpott) Project 
Manager
Kwun Fong; The Prince Charles Hospital / 
UQ Thoracic Research Centre



The intent of the optimal care 
pathways 

• An educational tool, audit tool, for gap analysis
• Provides a mandate for service improvement
• A standard to aspire to – the optimal pathway
• Aligns with key service improvement priorities 
• Engaging clinicians, GP awareness 
• Consumer versions to assist patients and carers 

navigate the care pathway and empower them to 
ask the right questions.



Pathway Steps

1. Prevention and early detection
2. Presentation, initial investigations and 

referral
3. Diagnosis, staging and treatment planning
4. Treatment
5. Care after initial treatment and recovery
6. Managing recurrent, residual, or 

metastatic disease 
7. End-of-life care

http://www.cancerpathways.org.au/optimal-care-pathways/lung-cancer
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National Lung Cancer Alliance 

• Please	join	the	Alliance	to	
support	the	implementation	
of	the	Lung	Cancer	Optimal	
Care	Pathway.

• Email:	
– Kwun.fong@health.qld.gov.au
– Barbara.page@health.qld.gov.au



IDENTIFYING GAPS IN SERVICE

Aligned with the 5 best practice principles and the Optimal 
Care Pathway for lung cancer. 



Know your service 

• Patient demographic and flows 
• Referral pathways both internal and external 
• Multidisciplinary team members and disciplines
• Communication processes, documentation, data collection 
• Involvement of GPs 



Monitoring	lung	lesion	referrals	





Data collection 

• Data bases – simple as an excel spreadsheet or purpose built  
• Real time MDT meeting data collection
• Can help inform funding requirements 
• Audit and monitoring purposes
• Research activities
• Education 



Queensland	Oncology	Online



MDT	Tool	– collaboration	– agreed	plan



MDT	Tool	– realtime	TNM



MDT	Tool	- communication



Strategic Planning Meeting 2015

Members of the Pulmonary Malignancy Conference work 
together to find solutions to identified gaps in the operation 
of the MDT meeting. 



21%

68%

11%

Issues	identified	as	strengths	
N=66

Positive	
Behaviours

PMC	Processes	
/patient	
care/membership
misc



15%

30%55%

Issues	needing	attention				
N=	65		

Database

Negative	
behaviours

PMC	processes	



Can some patients be managed outside the 
meeting?



Working together to come up with 
solutions 



Are people mostly on the same page?



Voting time - democratic process 



Session What was agreed 
Professionalism
/relationships

1. Professional behaviour is expected of 
members at all times respecting the charter 
of the PMC. 

Expectation of chair 
1. Authority to manage the running of the 
meeting
2. Manage, rotate of interested volunteers

Next step o Charter to be developed and endorsed
o Barbara to draft and send around for 

endorsement
o Chairs to enforce charter and have 

authority to keep meeting to time and in 
order.  

o Invite volunteers for chair position. 



Issue Agreed 

Increasing 
workload, 
managing 
numbers

All agreed ideas today will be added to the 
PMC Guide  and members will agree to abide 
by it. 
1. Vary by complexity
2. Workup must be complete before referral or as 
far as it can be done. 
3. Traffic light system using a priority 
categorisation.
4. Cut off time for referrals Monday 3pm 
5. All referrals after cut off will be deferred to 
following meeting or referrer will have to ask the 
Chair. 
6. No non –pulmonary lung mets referrals
7. Members should register for QOOL



PMC Outcomes

• Standard Operating Procedure
• PMC Terms of Reference, charter, tighter 

processes. 
• Improved data collection
• System to manage patient referrals to PMC
• Committees: 
o Psychosocial – patient psychosocial needs
o Clinical – Clinical matters, Multidisciplinary care;Education, data 

integrity and quality



A Tested Method 

• Assess the service 
• Audit patient medical records
• Communicate with  MDT and other stakeholders. 

Establish working groups. Communicate on an 
adhoc basis or  use a working group as a conduit 
to the wider membership. 

• Give the opportunity to all team members to 
participate in decision making. 

• The team is made aware of the issue, we debate 
possible solutions, decide on the best way forward, 
vote then implement. 



Individual and system 
barriers 

Sequence and 
timing

Effective and efficient

Access to 
specialist 
services 

Diagnostic 
investigations

Multidisciplinary
care



A sustainable MDT service improvement includes: 

Patient 
centered 

care  

MDT 

Leaders

Strategy Data IQ 

Peak 
bodies 

. 



A little girl stands on the beach in awe of the hundreds 
of starfish adrift on its sands.  

She picks up one starfish and returns it to the sea. As 
she picks up another, an 

onlooker calls out “Little girl, donʼt waste your time 
youʼll make no difference. The 

little girl throws the starfish as far as she can into the 
sea and  replies, 

“ Well its made a difference to that 
one!”
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• The start

• Data

• Team building

• Research evolution

• Pivotal moments

• Reflections

• MDT research to practice



The start of the MDT

• Clinical gap

• Surveyed relevant clinicians

• Booked a room and a date

• A year with the RNSH MDT





MDT data

2006 - MDT

Spreadsheet

Well known software – stand alone 
DB 

2011 – other well known software 
integrated DB*

*fortuitous corridor conversation



The Data Map

NSW 
Cancer 

Registry

OMIS

NSW

RMIS

HIE

ClinCR

Private 
hospitals



Data mapping to ClinCR

ClinCRMDT Database

Mediweb (EHR)

DELACY

EHR
CorePAS

PCS

MOSAIQ/LANTIS



My place on the data map

MDT data

Other 
sources

Which 
data to 
collect?



MDT Team Building
• Clinicians

• Director Cancer Services

• MDT Co-ordinator

• Clinical trials staff

• MDT leadership meetings

• “Study tours” – local /intl



Research evolution









Pivotal Moments



Research from the MDT so far







Reflections

NSW 
Cancer 

Registry

OMIS

NSW

RMIS

HIE

ClinCR

Private 
hospitals



My supervisor and me



MDT Research to Practice

• What is unique to MDTs?

• What do clinicians need?

• Where are the clinical gaps?






