Received: 20 October 2022

Revised: 22 December 2022

Accepted: 26 December 2022

DOI: 10.1002/cam4.5608

RESEARCH ARTICLE

Cancer Medicine

WILEY

Evaluation of changes to work patterns in multidisciplinary
cancer team meetings due to the COVID-19 pandemic:
A national mixed-method survey study

Tayana Soukup'

| David Winters® | Kia-Chong Chua' | Philip Rowland® |

Jacqueline Moneke® | Ted A. Skolarus® | Rasiah Bharathan® | Leanne Harling®’ |
Anish Bali® | Viren Asher® | Tasha Gandamihardja® | Nick Sevdalis' |

James S. A. Green’ | Benjamin W. Lam

!Institute of Psychiatry, Psychology,
and Neuroscience, Health Service and
Population Research Department,
King's College London, London, UK

2Department of Urology, Barts Health
NHS Trust, London, UK

*Department of Urology, Cambridge
University Hospital NHS Trust,
London, UK

“Dow Division of Health Services
Research, Department of Urology,
University of Michigan, Center for
Clinical Management Research,
Veterans Affairs Ann Arbor Healthcare
System, Ann Arbor, Michigan, USA

>University Hospitals of Leicester NHS
Trust, Leicester, UK

Department of Surgery and Cancer,
Imperial College London, London, UK

7School of Cancer and Pharmaceutical
Science, Kings College London,
London, UK

8Gynaecology Cancer Centre,
University Hospitals of Derby &
Burton, Derby, UK

Chelmsford Breast Unit, Broomfield
Hospital, Chelmsford, UK
9Bart’s Cancer Institute, Queen Mary

University of London, London, UK

"Department of Urology, University
London College Hospitals, London, UK

2,10,11
b

Abstract

Background: It is not well understood the overall changes that multidisciplinary
teams (MDTs) have had to make in response to the COVID-19 pandemic, nor
the impact that such changes, in addition to the other challenges faced by MDTs,
have had on decision-making, communication, or participation in the context of
MDT meetings specifically.

Methods: This was a mixed method, prospective cross-sectional survey study
taking place in the United Kingdom between September 2020 and August 2021.
Results: The participants were 423 MDT members. Qualitative findings revealed
hybrid working and possibility of virtual attendance as the change introduced
because of COVID-19 that MDTs would like to maintain. However, IT-related
issues, slower meetings, longer lists and delays were identified as common with
improving of the IT infrastructure necessary going forward. In contrast, virtual
meetings and increased attendance/availability of clinicians were highlighted as
the positive outcomes resulting from the change. Quantitative findings showed
significant improvement from before COVID-19 for MDT meeting organisa-
tion and logistics (M =45, SD = 20) compared to the access (M =50, SD = 12,
#(390) = 5.028, p =0.001), case discussions (M =50, SD = 14, t(373) = —5.104,
p =0.001), and patient representation (M = 50, SD = 12, #(382) = —4.537, p =0.001)
at MDT meetings.

Discussion: Our study explored the perception of change since COVID-19 among
cancer MDTs using mixed methods. While hybrid working was preferred, chal-
lenges exist. Significant improvements in the meeting organisation and logistics
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1 | BACKGROUND

A multidisciplinary approach is accepted as the gold-
standard means of addressing the complex needs of pa-
tients with cancer.'” In the UK, such care planning is
routinely (and mandatorily) carried out by a multidisci-
plinary team (MDT), generally consisting of histopathol-
ogists, radiologists, surgeons, cancer nurse specialists
(CNSs) and oncologists, in typically weekly or fortnightly
meetings for high-volume cancers (or, ‘tumour boards’ in
some settings). In these meetings, patients' medical his-
tory and test results are reviewed, and treatment options
formulated—many large centres in the UK undergo this
process in a single meeting for several hours at a time,
until all patients put forward for MDT review have been
discussed.’ Our study will zoom in on understanding
the changes, as a result of the COVID-19 pandemic, to the
MDT meetings specifically, as one particular segment of
the care pathway.

The COVID-19 pandemic has had a profound effect on
all aspects of life for many people globally. Healthcare has
been particularly affected, both by the increased strain on
resources, and by measures imposed to limit the spread of
the virus among patients and healthcare professionals.”®
One such measure, widely adopted globally by many in-
dustries, including healthcare, was the cessation of face-to-
face meetings where they could be contacted remotely.”°
These changes were facilitated by the increasing uptake
of remote videoconferencing platforms, which have been
used to allow meetings to go ahead with remote interac-
tion.' MDT meetings are an example of face-to-face meet-
ings that were changed to entirely remote, or hybrid with
a core of personnel hosting the meeting in person, with
other members logging in remotely.'? Interestingly, many
MDTs were already using remote meetings to a degree, in
order to discuss cases over distance, or to allow participa-
tion of members who were unable to travel."” In keeping
with many aspects of the changes that were introduced
to cope with COVID-19, changes to MDT meetings were

were reported. Although we found no significant perceived worsening across the
four domains investigated, there was an indication in this direction for the case
discussions warranting further ‘live’ assessments of MDT meetings.

cancer, cancer multidisciplinary team meetings, decision-making, multidisciplinary teams

adopted locally, often over a short time period and with lit-
tle opportunity for planning or piloting of different strate-
gies due to pandemic urgency.'

The pandemic aside, MDTs have been under increasing
pressure from the changing economic/political landscape
surrounding healthcare,'*" rising cancer incidence,'* '
severe staff shortages,'” steadily increasing workload,'® ex-
ternal circumstances (e.g. time-workload pressure, number
of cases for discussion, complexity of cases), team factors
(e.g. team size, gender composition, disciplinary diversi-
ty),'*"* and the logistical challenges (i.e. admin errors and
problem issues, attendance and equipment issues).*** in
many countries, and for many cancer services, the pan-
demic exacerbated such pre-existing pressures.

1.1 | Study aims and objectives

It is not well understood the overall changes that MDTs
have had to make in response to the COVID-19 pandemic,
nor the impact that such changes, in addition to the
other challenges faced by MDTs, have had on decision-
making, communication, or participation in the context
of their MDT meetings specifically. Furthermore, with
the pandemic in relative remission, it is time cancer ser-
vices established which changes brought about because
of the COVID-19 pandemic will or should be retained
as beneficial adaptations in the future (post-pandemic),
and where services need to return to a pre-pandemic sta-
tus quo.

This study starts to address these questions in the con-
text of MDT meetings specifically. The aim of the study
was to explore qualitatively (objective 1) and quantitatively
(objective 2) the views of MDT members on the impact of
COVID-19 on their MDT meetings, while eliciting the re-
sponses on any related changes that emerged concerning
(1) access to MDT meetings, (2) meeting organisation and
logistics, (3) patient representation at the meetings, and
(4) quality of case reviews at the meetings.
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2 | METHODS
2.1 | Study design

This was a prospective cross-sectional survey study.

2.2 | Study setting
The study took place in the United Kingdom between
September 2020 and August 2021.

2.3 | Participants

Survey participants were recruited using a snowball
sampling method, using established networks with par-
ticipants encouraged to share the invitation to participate
through the NHS England and NHS Improvement's com-
munication channels such as Cancer Alliances, specialty
organisations, and within institutions.*® The invitation
was aimed at MDT clinical leads, and MDT coordinators.
These members were chosen as both have roles with an
overview of how their team had adapted to COVID-19,
and what technology/infrastructure had been used. They
were sent an introductory email (See File S1) with the web
address of the survey and were encouraged to circulate the
details to other MDT members. The study was registered
as service evaluation or audit in each participating site.
Consent was implied upon return of the survey, and re-
sponse to the survey was voluntary.

2.4 | Survey design

Our survey consisted of two complementary parts (See
File S2). The first part was qualitative, eliciting free-text
responses to four questions focused on the impact of
COVID-19 on the MDT meetings specifically, including
favourable changes to MDT meeting to be maintained
going forward, and changes that highlight more pressing
issues limiting MDT working (in the context of MDT meet-
ings). The second part of our survey was quantitative, with
10 questions across four domains including: access to the
MDT meeting (two questions), MDT meeting organisa-
tion and logistics (three questions), patient representation
at MDT meetings (two questions), and case discussions at
MDT meetings (three questions). Responses to the sur-
vey questions were provided on a sliding scale marker
ranging from 0 to 100. Scores below 50 represented im-
provements from before COVID-19 in the four survey do-
mains. Scores above 50 represented deteriorations from
before COVID-19. A score of 50, that is, mid-point on the
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sliding scale marker, represented no change from before
COVID-19. Further description of the individual variables
and their scales can be found in the Additional File 2. This
mixed-methods approach increases the richness and rel-
evance of our findings regarding MDT workings and high-
lights improvement opportunities.

2.5 | Qualitative and quantitative
analyses

To address objective 1, we used NVivo 12 to analyse
qualitative responses inductively and deductively using
a thematic approach. We used a systematic classifica-
tion process of coding and identifying themes/patterns in
the data with the main themes and sub-themes formed/
shaped inductively by the data.”®* Two assessors ana-
lysed the data and reviewed the themes (TS and BWL).

To address objective 2, we used SPSS IBM SPSS
Statistics 24 where we examined group differences in sur-
vey responses by comparing descriptive statistics using
boxplots, and by inferential statistics using t-test. The
nature of sampling (snowball) precluded calculation of a
formal response rate, as the denominator (i.e. the number
of cancer professionals who received the invite to partici-
pate) remained unknown throughout the study.

3 | RESULTS

3.1 | Participant characteristics

The participants were MDT members (N = 423) from
England (n = 401), Scotland (n = 16), Wales (n = 4), and
Northern Ireland (n = 2). The members represented dif-
ferent professional groups: Allied Health Professionals
(AHP; n = 10), Cancer Nurse Specialists (CNS; n = 45),
Coordinating, Administrative and Management (MDT-
CAM; n = 105), Oncologists (n = 67), Pathologist (n = 7),
Physician (n = 36), Radiologist (n = 12), and Surgeons
(n = 135). The average years of work experience in
these roles was 7 with a minimum of 1 and maximum of
10years (n = 82 of 1-2years; n = 118 of 3-7years; n = 202
of >8years). A Kruskal-Wallis test revealed no statisti-
cally significant differences in the survey responses de-
pending on the seniority levels (p >0.05 on all survey
questions). The participants covered 8 different cancers:
Breast (n = 45), Colorectal (n = 25), Gynaecological
(n = 103), Head and Neck (n = 23), Lung (n = 26), Skin
(n = 22), Upper GI (n = 21), Urology (n = 102) and Other
(n = 39). There were also no statistically significant differ-
ences in the responses between different cancer specialties
(p >0.05 on all survey questions). Majority of participants
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were from more specialist MDTs (SMDTs) hosted largely
at University or Teaching Hospitals (n = 291), and some-
what smaller number was from local-MDTs (LMDTSs)
hosted largely at District Hospitals (n = 129); there were
no statistical differences between the two (p >0.05 on all
survey questions).

3.2 | Objective 1: Thematic analysis of
free-text survey responses

The main themes for each question are presented in
Table 1 alongside their frequency, example quotes, and
their representation across the participating professional
groups. We found hybrid working and possibility of vir-
tual attendance was the most frequent theme in response
to what changes to MDT working will you maintain. 1T-
related issues and slower meetings, longer lists and delays
were the most common theme in response to the question
on whether changes have caused any specific problems.
Virtual meetings and increased attendance/availability of
clinicians was the most common response to the question
concerning changes that provided solutions. Improving IT
infrastructure, its use and access were cited as the most
common change that now seems more pressing than before.

3.3 | Objective 2: Group comparisons of
structured survey responses

Figure 1 shows boxplots with the median survey re-
sponses and interquartile ranges (IQR) for the 10 ques-
tions (scored on the 0-100 rating scale) grouped into four
(colour-coded) domains.

Staff responses were relatively less variable (smaller
IQR) on some questions, indicative of more consensus
on the perception of ‘no change from before COVID-19’
(median rating = 50). Specifically, staff consensus was
clearer on access to MDT meeting (domain 1; ql and 2),
patient representation at MDT meetings (domain 3; q6 and
7), and case discussion at MDT meetings (domain 4; q8 and
9). On the other hand, despite a general perception of no
change, staff responses were more variable (larger IQR)
on MDT meeting organisation and logistics (domain 2; q3
and 4), and case discussion at MDT meetings (domain 4;
q10). Amidst less consensus around the general percep-
tion of no change, we observed a wider range of staff rat-
ings indicative of perceived improvement in MDT meeting
organisation and logistics (domain 2; q3 and 4) since be-
fore COVID-19. In contrast, we observed a wider range
of staff ratings indicative of perceived worsening in case
discussion at MDT meetings (domain 4; q10) from before
COVID-19 (Figure 1).

In line with Figure 1, t-tests, performed on the com-
posite domain scores, showed significantly lower scores,
that is, improvement from before COVID-19, for MDT
meeting organisation and logistics (domain 2; M = 45,
SD = 20) compared to the other three domains, that is,
access to MDT meetings (domain 1; M = 50, SD = 12,
#(390) = 5.028, p = 0.001), case discussions at MDT
meetings (domain 4; M = 50, SD = 14, t(373) = —5.104,
p = 0.001), and patient participation (domain 3; M = 50,
SD = 12, #(382) = —4.537, p = 0.001), which showed no
change from before COVID-19 (i.e. all Ms = 50, which is
the mid-point). Breakdown of descriptive statistics for the
composite domain scores including the individual survey
items can be found in Table 2.

4 | DISCUSSION

The aim of the study was to explore quantitatively and
qualitatively the views of MDT members on the impact
of COVID-19 on their meetings with focus on (1) access
to MDT meetings, (2) meeting organisation and logistics,
(3) patient representation at the meetings, and (4) quality
of case reviews.

While overall there was no prominent evidence of per-
ceived worsening from before COVID-19 in any of the
domains investigated by the survey, the boxplots do offer
some indication in the direction of perceived worsening
in the ability to participate in MDT meeting discussion
since COVID-19 (see Figure 1, Question 10). This has also
been mentioned in the qualitative responses with 12%
of the MDT members reporting challenges around team
communication and case discussion due to the virtual or
hybrid nature of the meetings.

Moreover, we found that the perception of MDT meet-
ing organisation and logistics significantly improved since
COVID-19. Indeed, hybrid working and virtual atten-
dance was the most frequent theme emerging in terms of
changes that will be maintained going forward and the
changes since COVID-19 that provided solutions—=84% of
respondents agreed with this change. Improved IT infra-
structure and streamlining were also one of the top per-
ceived improvements in terms of meeting organisation and
logistics. For example, the electronic referrals and paper-
less documentation were one of the improvements that
made MDT working more efficient as a result of COVID-
19-necessitated changes. Consistently across professional
groups it was also clear that the changes that provided
solutions were around streamlining of meeting discussion
and cases alongside the improvements in IT infrastructure,
allowing more time for complex cases and more focused
discussions. Our data suggested that despite the initial
challenges with the IT that impacted duration of meetings
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DOMAIN 1: Access to the MDT meeting (survey questions 1 to 2)
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FIGURE 1 Boxplots representing distribution of answers across the survey questions

and caseload and caused pressure to cancer teams, the sub-
sequent substantial improvements in the IT infrastructure,
its access and use were indeed made because of COVID-19
and the need to facilitate remote working.

In terms of the wider literature on MDT functioning, a
survey study of UK colorectal cancer teams in 2007 found
that 30% had telemedicine facilities available, but only
17/32 of these teams used such facilities for remote MDT
work.?® Since then, this technology has been increasingly
used in MDT meetings in the UK and in other coun-
tries.”* Our results suggest that since the COVID-19
pandemic, the use of videoconferencing in MDT meet-
ings among respondents is now universal. Authors have
commented that given the restrictions on personal inter-
action, video-conferenced MDT meetings provide a good
alternative to face-to-face meetings.'**? The implications
of such improved access to videoconferencing needs to
be appraised considering wider evidence regarding how
effective video-conferenced cancer MDTs are, which has
been studied prior to the emergence of the pandemic.

Moreover, a systematic review by Lamb et al in 2011
explored the effect of telemedicine on care management
decisions in MDT meetings. The authors found that tele-
medicine can improve meeting attendance, and it does
not appear to negatively affect care. More recently, Horlait
et al* also found that teleconferencing or videoconferenc-
ing can improve meeting attendance rates. The study also
found that remote interaction facilitated communication
between team members who are physically distant from
each other.”” This was similar to findings by Jannsen and
colleagues® who listed advantages of video and telecon-
ferencing technology included the ability to include teams

with dispersed members, valuable discussions with spe-
cialist colleagues, the potential reduced treatment time for
patients and improved coordination of care, and improved
access of primary care providers and patients with special-
ist care.’” Other important but less tangible benefits were
postulated to arise from developing a shared best practice
and peer-review among specialists in different local teams
within a spread out geographical area, brought together
remotely when they would otherwise not get a chance
to interact.* Virtual MDTs also chyme with the ‘greener
NHS’ agenda—a drive towards a net zero national health
service—and present a potential benefit with going pa-
perless and reducing travel, potentially reducing energy
utilisation.*®

Videoconferencing also has disadvantages. In previ-
ous studies, these have included concerns about privacy
and confidentiality of patient data, the need for additional
preparation for MDT meetings, challenges in coordinating
meeting times and unreliability of technology,*** which
with the above findings, are in keeping with the results of
our own study. Use of a checklist specifically for video-
conferenced MDT meetings has been proposed as a means
of addressing such issues.'’ Whether video-conferenced
MDT meetings are cost effective appears to be unclear.
The infrastructure costs to allow remote MDT work-
ing can be significant but has been suggested to become
cost-neutral once utilisation reaches 20-30 meetings per
year.** Jannsen et al.*® found that there was also evidence
of cost concerns from the implementation and adoption
of virtual MDTs, whereas Horlait et al.”’ concluded that
virtual MDTs can save money. Interestingly, Alexanderson
et al.*® assessed use of video equipment and found that it
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TABLE 2 Descriptive statistics across composite scores and individual variables for the quantitative responses to the survey

N M SD 95% CI for M Mdn IQR
Lower Upper
DOMAIN 1: Access to the MDT meeting—Composite Score 403 50.36 11.87 49.16 51.57 50.00 1
1. In what way has access to referring cases to the MDT meeting 49.19 12.02 47.97 50.41 50.00 1
changed since COVID-19?
2. Have you made any changes to the invitation list for attendance 51.53 17.18 49.79 53.28 50.00 2
since COVID-19?
DOMAIN 2: MDT meeting organisation and logistics—Composite 392 45.20 19.44 43.22 47.17 48.33 24
Score
3. Did you have sufficient IT resources to make improvements or 41.41 31.45 38.22 44.61 49.00 54
cope with IT-related changes necessitated by COVID-19?
4. How would you describe meeting attendance since COVID-19? 46.41 24.04 43.97 48.85 50.00 22
5. How would you describe time that you have available to discuss 47.66 22.28 45.50 49.93 50.00 5

complex cases since COVID-19?

DOMAIN 3: Patient representation—Composite Score

6. Has the opportunity to present patients known to MDT members

changed in any way since COVID-19?

7. Has representation of patients at meetings changed in any way

since COVID-19?
DOMAIN 4: Case discussion at MDT meetings—Composite Score

8. How would you described opportunities to discuss patients who

would most benefit from MDT review since COVID-19?

9. How would you describe quality of information presentation since

COVID-19?

10. How would you describe participation in meeting discussion
since COVID-19?

Note: In bold are significant differences.

384 49.63 11.91
49.09 13.63

48.42 50.84 50.00 1
47.70 50.47 50.00 2
50.18 13.45 48.82 51.55 50.00 1

375 49.72 14.08 48.29 51.15 50.00 6

47.98 13.2 46.64 49.32 50.00 2
51.15 16.72 49.45 52.85 50.00 2
50.02 19.67 48.02 52.02 50.00 8

Abbreviations: CI, Confidence Interval; IQR, Interquartile Range; M, Mean; Mdn, Median; N, Number; SD, Standard Deviation.

increased the costs (273 EUR/case for video-based meet-
ings vs. 169 EUR/case for local meetings). They com-
mented that higher costs for video-conferenced MDTs
might be offset by reduced travel time for members and
improvements in care quality due to the treating physi-
cians being able to attend MDTs.*

The results of the current study suggest that MDT
members perceive that the increased use of teleconferenc-
ing and remote MDT access in response to the COVID-19
pandemic has not adversely affected access to the meet-
ing, case discussions, or patient representation. They also
suggest that MDT meeting organisation and logistics sig-
nificantly improved since COVID-19, and that MDTs had
sufficient IT resources to make improvements and cope
with the IT-related changes. This was reflected in the qual-
itative findings where it was evident that despite the initial
challenges with the IT that impacted duration of meetings
and caseload and have caused stress, the subsequent sub-
stantial improvements in the IT infrastructure, its access
and use were indeed made because of COVID-19 and the
need to facilitate remote working.

4.1 | Implications and generalizability

Our findings are important to consider in the current cli-
mate with multiple pressures on healthcare teams, such
as financial pressures,“’15 to staff shortages,17 increasing
cancer incidence,'* growing workload,'® and human
factors.'”* Given the large estimated cost of MDTs (over
£100 million per year in the UK) understanding what im-
pacts its performance and how it can be made safer and
more efficient is critical to continuous quality improve-
ment efforts.>>3® Indeed, just prior to the pandemic, NHS
England completed a pilot study of the effect of stream-
lining MDT meetings and published national guidance
regarding the implementation of streamlining in MDT
meetings in order to enable cancer MDTs in England to
adapt to increasing demand. This guidance encourages
MDTs to be selective about which cases are discussed in
full at the MDT meeting, favouring complex cases with
simpler cases being treated according to an agreed stand-
ard of care. The results of the present study suggest that
the ability to discuss cases that benefit most from MDT
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review, that is, complex patients, might have improved
with the changes to remote access and online meetings.
Importantly, our qualitative findings point to an increas-
ing volume and complexity of oncology patients that need
to be addressed further supporting a more streamlined
approach. The present study also suggests that IT infra-
structure will be critical to support these changes and
facilitate further improvement with innovations such as
streamlining.

Taken together, these findings suggest the changes
that have been necessary to continue service during the
COVID-19 pandemic might have the unintended but de-
sirable effect of facilitating a streamlined agenda. Failure
of healthcare organisations to provide the necessary IT
infrastructure could compromise the ability of MDTs to
function normally during the COVID-19 period, let alone
to make the necessary steps to successfully improve the
effectiveness and efficiency of MDT working. In partic-
ular, the MDTs went through several agile reorganisa-
tions during COVID-19 to keep diagnostic and treatment
pathways functioning. As a result of this, the governance
function of MDTs may have taken on more importance to
ensure excellent patient oversight and tracking was still
maintained when other healthcare processes were more
fluid, and resources diverted towards COVID-19. This
requirement for a higher level of governance may have
made MDTs less likely to introduce other changes the
teams themselves wanted to prioritise, given the unusual
circumstances of a world pandemic raging around them.
But going forward, teams need to be supported to address
areas important to them such as streamlining. There are
various teamworking tools***’ available to support this
change but the involvement of hospital management is
paramount early on, to facilitate this.

Replication and assessment of generalizability of the
findings to other cancers and health systems needs to be
examined to determine the extent to which they apply to
them. Indeed, other national healthcare systems such as
the Veterans Health Administration in the United States,
have explored the impact of COVID-19 on virtual oncology
care, including tumour boards, finding both opportunities
and challenges corroborating our findings to some ex-
tent.® Similarly, Sniderman et al utilised mixed methods
to describe impact on paediatric cancer providers during
the pandemic, capturing some themes that overlap with
our findings; most notably around staffing challenges.*

4.2 | Limitations

The results of the study should be interpreted in light of
potential limitations. First, this study relies on self-report
obtained via a snowball sampling approach with most

responses coming from England, UK, which may reduce
representativeness of findings and reduce wider gener-
alizability. Snowball sampling is a non-probability sam-
pling method where new participants are recruited by
other participants to form part of the sample. Advantages
of this method include low-cost and ability to target po-
tential participants unknown to the researchers through
existing networks. The number of responses exceeded
that which the research team would have been able to
achieve through direct recruitment, thus increasing the
sample and representation of the population. However,
limitations must be acknowledged: as the sample is not
chosen through random selection of the population being
studied, it may not be entirely representative. Moreover,
researchers have little or no control over the sampling
process (other than the instructions in the brief sent to
potential participants) and rely mainly on referrals from
already-identified participants. Since people refer others
whom they know (and share traits with), snowballing can
have a potential selection bias.

Second, the total number of participants is certainly
only a fraction of the thousands of healthcare profes-
sionals working in the thousands of MDTs in the United
Kingdom, and may favour those with a tendency to re-
spond to such a survey (e.g. those with strong opinions).
Third, the availability of demographic data on participants
is limited. Forth, it should be acknowledged that our sub-
group quantitative analyses were not undertaken accord-
ing to whether the respondents were from district hospital
and university/teaching hospitals—this is because we did
not find statistical significance between the two groups (as
reported in the Results/Participant Characteristics above).
We cannot, therefore, comment on any possible quanti-
tative differences in the results according to the situation
of respondents. Lastly, the study aimed to explore percep-
tions of changes caused by the pandemic relating specifi-
cally to the MDT meetings, and not to the comprehensive
working of MDTs in patient care as whole. Although
MDT meetings represent one important segment of the
care pathway, there are many other areas of MDT work-
ing that could have been impacted by COVID-19. These
limitations, when taken together, could limit the general-
izability of the findings.

4.3 | Further research

Further research is needed to validate current MDT qual-
ity improvement tools and approaches***® on the virtual/
hybrid MDT meetings to enable continuous measurement
and improvement going forward to maximise value for all
stakeholders, including patients. For example, the indica-
tion from the current study that the ability to participate
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in the meeting case discussion may have gotten worse
since COVID-19 and the introduction of virtual/hybrid
MDT meetings should be followed up using, for exam-
ple, observational methodology and currently available
tools for assessing the focus and quality of MDT patient
reviews.”’ In particular, given that virtual MDT meetings
can improve attendance,?° further research should ex-
plore, using the current tools, the quality of contribution
to discussion between face-to-face and virtual (or hybrid)
meetings. Future research should also further explore the
quality of decision-making and communication in MDT
meetings pre and post COVID-19 pandemic. This could
be achieved using a retrospective-prospective approach
with the post-pandemic data collected prospectively and
benchmarking it against the existing literature, or to the
pre-pandemic MDT datasets available of data repositories
(e.g. decision-making, interactions and complexity across
three cancer multidisciplinary teams, Zenodo).*’ Lastly,
the impact of COVID-19 may have been different accord-
ing to the situation of the Hospital, and whether they were
a specialist-MDT, at the hub, or a local-MDT, at the spoke
end of the organisation—although we did not find statisti-
cal significance between the two groups, further research
could nonetheless investigate this hypothesis in more
detail.

5 | CONCLUSION

This study explored the perception of change since
COVID-19 among cancer MDT members using a mixed
methods approach. While overall we found no sig-
nificant perceived worsening across the four domains
investigated—access to the MDT meeting, meeting or-
ganisation and logistics, patient representation, and case
discussion—there was an indication in this direction for
the latter warranting further ‘live’ assessments of MDT
meetings. We found significant perceived improvements
in the meeting organisation and logistics. Further studies
to replicate these results in cancer services outside the UK
and of how newly established virtual MDTs deliver care
compared to face-to-face ones are warranted.
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