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BACKGROUND 
 
Multidisciplinary care (MDC), with regular prospective multidisciplinary team 
(MDT) meetings at its core, is a key enabler of high quality, consistent and 
coordinated cancer care.  Cancer patients that are managed by a multidisciplinary 
model of care are more likely to be recruited into clinical trials (1), have a shorter 
journey from diagnosis to treatment (2), and have evidence-based treatment (2, 
3), and therefore better survival outcomes (1,2,3,4).  In addition, there is 
increased recognition of the supportive care needs of the patient (1), improved 
patient satisfaction (2), and better patient access to information (2). 
 
The Western Central Melbourne Integrated Cancer Service (WCMICS) 
Haematology Tumour Group has an established history of MDT meetings.  While 
the exact processes by which the MDT meetings operate vary across the 
Integrated Cancer Service (ICS), the Tumour Group has identified a number of 
common gaps/issues and opportunities for strengthening the existing processes.  
In particular the need for improved documentation at MDT meetings and internal 
and external communication, including with the General Practitioner (GP) and the 
patient, has been identified.   
 
Documentation is an important aspect of MDT meetings.  Good documentation 
means that all team members have access to and knowledge of the treatment 
plan (regardless of whether they were at the meeting), and makes it more likely 
to be adhered to (1).  It also improves decision making transparency (3), and can 
assist in quality activities including clinical audit (1). 
 
Documentation of the treatment plan also facilitates communication with the 
patient’s GP, who should be considered a member of the multidisciplinary team 
(1).  In one study by McAvoy (2007) (5), it was shown that in the first year after 
diagnosis, most cancer patients present to the GP more than 10 times, which in 
that study was double the number of consultations with specialists.  Therefore, to 
ensure continuity of care, GPs should be regularly updated on the patient’s 
treatment plan and progress. 
 
 
AIM 
 
The objective of this project is to develop tools/templates to facilitate 
documentation of the MDT meeting outcomes and communication, including with 
the GP. 
Key outcomes will include: 

• The development of templates for documenting the treatment plan and 
communicating with the GP.  Consideration will also be given to 
adaptation of the templates for patient use. 

• Development of processes/systems (potentially including electronic) to 
facilitate communication with the GP and other members of the care 
team. 

• Implementation (piloting) of the developed templates and 
processes/systems. 

• Recommendations for future use. 
• Strengthened Haematology MDT processes across the WCMICS. 

It is expected that the project’s learnings will be transferable to other WCMICS 
Tumour Groups.  The key benefits of this project will include improved care 
coordination and the strengthening of MDT processes within WCMICS 
Haematology Services. 
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METHODOLOGY 
 
The project was split into 2 stages due to the need to specify in detail what would 
be required from an electronic solution, and the time this would take.  
 
Stage 1 involved: 

• The development of templates and agreement on the content  
• Integration of the content into existing systems OR 
• Implementation of paper-based templates to document the meeting and 

communicate with the GP 
This report addresses Stage 1 only. 
 
Stage 2 will involve: 

• The development of a specification that sets out exactly what our sites 
require from an electronic solution, and once this is completed, the 
development of software to record the Treatment Plan for those sites who 
do not have any.   

 
Process 
 
Identification of current practices in WCMICS sites and elsewhere 
 
A MDT meeting Audit Tool was developed (Appendix 1) based on the DHS 
Multidisciplinary Toolkit Audit Tool (6), and this was used gather information on 
current WCMICS MDT meeting processes in the Breast, Haematology, and 
Colorectal Tumour Groups.  The clarification of MDT meeting processes across the 
services allowed the identification of site specific options for use of developed 
templates (i.e. paper-based templates, electronic, etc), and also templates 
already in use within the WCMICS, preventing duplication of existing processes.    
 
In addition to this, similar projects underway across other ICS were identified to 
scope opportunities for collaboration and information exchange.  Existing 
software/data systems currently being used to assist in the management of MDT 
meetings and communicate with GPs were also identified and explored. 
 
Stakeholder requirements 
 
Interviews were held with Lead Clinicians and other key stakeholders at each site 
to discuss current MDT meetings practices and key areas for improvement.  The 
interviews also aimed to identify minimum specifications for the templates, 
including core elements for inclusion and desired features of templates, and also 
opportunities to build on existing systems.   
 
GP Liaison Officers at each organisation were also interviewed to establish what, 
if any, communication of the Treatment Plan to the GP currently occurs, and how 
this occurs, as well as to identify areas in which this can be improved.  GP Liaison 
Officers were also questioned about the information requirements of GPs at the 
time of the MDT meeting.  
 
Template Development 
 
At completion of the stakeholder interviews, draft templates for documentation of 
MDT meeting outcomes and communication with GP were developed.  These 
templates were presented at the Tumour Group meeting for feedback from all 
members of the Tumour Group.  They were amended to reflect the feedback and 
a final draft circulated via email for sign-off. 
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Implementation 
 
In conjunction with the Lead Clinician and Administrative Coordinators at each 
site, site-specific strategies for implementation were developed.  The templates 
were then piloted for one month.  Funding was made available to the group for 
equipment to support the implementation of the templates.   
 
The development of electronic templates was out of the scope of this stage of the 
project.  This will be addressed in Stage 2 of this project, as well as by projects 
funded under the WCMICS Information Strategy. 
 
 
RESULTS & DISCUSSION  
 
Identification of current practices at WCMICS sites and elsewhere 
 
MDT Meeting Audit 
 
The MDT meeting audit identified that most meetings are well established and are 
achieving many of the ‘Principles of Best Practice’ set out in the DHS’ 
Multidisciplinary Meeting Toolkit (2).  In particular, an area in which WCMICS MDT 
meetings are doing particularly well is communication of the treatment plan to 
the patient, with all patients being verbally informed of the treatment plan and 
given the opportunity to provide input.   
 
However, there are some aspects of WCMICS MDT meetings that are in need of 
strengthening (Table 1).  As noted anecdotally, documentation of the meeting 
and communication of the treatment plan to the GP were the most common areas 
needing improvement.  Other areas of concern included facilities available to 
assist the meeting, provision of MDC information to the patient, and patient 
consent to discussion at the MDT meeting.  More detailed results are shown in 
Appendix 2. 
 
Table 1: Summary of most common areas of concern - 
WCMICS Breast, Haematology, and Colorectal MDT 
Meetings 

Area of concern 
% of sites 
affected 
(n=11) 

Documentation 64 
GP Communication 45 
Room set up 36 
Facilities available 36 
Provision of MDC info to patient 36 
Patient consent 36 
Limited room access 9 
Attendance of non-medical staff 9 
Attendance of medical clinicians 9 

 
Documentation - current situation 
 
Documentation of MDT meetings varied across the MDT meetings, with some 
meetings documenting most aspects of the meetings either electronically or on 
paper, and other sites not documenting anything at all.  However, few sites 
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documented all the relevant information or recorded the meeting outcomes in the 
patient’s medical record.   
 
Examples of current documentation include: 

• Notes being taken by registrars during the meeting for their own use, but 
not being placed in the medical record. 

• A data manager taking note of the treatment plan during the meeting, 
which is then entered into a Microsoft Access database, which is not 
openly accessible. 

• A comprehensive database being established to not only document MDT 
meetings, but also to record other relevant clinical data.  The 
documentation of the MDT meetings was performed by Administration 
staff.  Data collected included patients discussed, case summary 
information, and the treatment plan.   

• A Treatment Plan template which is filled in by hand by the Breast Care 
Nurse.  Information record included attendance, patients discussed, 
referrals, and the treatment plan. 

 
GP communication - current situation 
 
Across WCMICS organisations, GPs are generally not invited to or notified in 
advance of their patient being discussed at MDT meetings.  In the past, one 
organisation organised post-MDT meeting GP case conferences as part of the 
Breast Services Enhancement Program (BSEP), however the case conferences 
were discontinued due to time pressures.   
 
Feedback from GP Liaison Officers indicated that after most MDT meetings, there 
is no systematic communication of MDT meeting outcomes to the GP.  Generally, 
if there is any communication it is by a dictated letter which is posted or 
occasionally faxed, however these are often ad hoc and of poor quality, or do not 
contain information that is useful to the GP.   
 
However, three of the eleven MDT meetings audited have instigated regular 
notification of meeting outcomes to the GP.  One group used a one-page letter 
containing automatically generated information from a database used for MDT 
meetings.  The information included pathology and a generalised treatment plan 
i.e.  

‘Adjuvant Chemotherapy: Recommended’ 
This letter was either faxed or posted, and initial feedback from GPs was positive.  
The letter was also placed in the patient’s medical record and so doubled as a 
record of the treatment plan decided at the meeting. 
 
Another group used a one-page template that was filled out by hand after the 
meeting by the Breast Care Nurse and then faxed to the GP.  The information 
included on this template included basic surgery and pathology details, as well as 
recommended treatment options, psychosocial issues, and brief follow-up details.   
 
Finally, another group had developed an extensive MDT plan to be sent to the GP 
at the conclusion of treatment.  This four page template included information on 
pathology, treatment, clinical trials, psychosocial issues, lifestyle advice, and 
follow-up details.   

 
Similar projects identified elsewhere 
 
Other ICS were contacted via email to identify similar projects and opportunities 
for collaboration.  Although no other ICS were currently working on similar 
projects, some had done previous work in this area.  The Barwon South Western 
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Regional ICS and Gippsland Regional ICS have both developed databases which 
they are using to document aspects of their MDT meetings.  However, this 
software was developed to meet the needs of regional hospitals with smaller 
patient numbers and dedicated MDT Meeting Coordinators, and so in it’s current 
format was not directly transferable to WCMICS sites. 
 
 
Stakeholder requirements and template development – hospitals 
 
Hospital stakeholders, including Lead Clinicians, Data Managers, and Breast Care 
Nurses, were interviewed in regards to the core inclusions and features of any 
templates developed.   
 
A key issue that came out of these interviews was the questions about who would 
actually do the documenting of the meetings.  Several clinicians noted a lack of 
administrative support to for MDT meeting, and suggested that if clinical staff 
were to take on this role, any templates developed would need to be relatively 
easy to fill in.   
 
In the few sites where there was administrative or data manager support, 
concerns were aired around clinical information being properly interpreted.  One 
suggestion as to how to address this was that the template could be projected 
while the individual was completing it to ensure it was accurate.  
 
When asked what information should be included on the templates, hospital 
stakeholders identified several key items: 

o Attendance 
o Case summary 
o Prognostic features 
o Pathology results  
o Imaging results 
o Supportive care issues  
o Treatment plan including details of regimen 
o Planned follow-up / response assessment 
o Participation in clinical trials 

 
Three templates have been developed incorporating the feedback from hospital 
stakeholder interviews: 

o An Agenda (Appendix 3) (for sites who are not yet using one)  
o A Case Summary (Appendix 4) which can be used to be present 

information at the meeting, and 
o A Treatment Plan (Appendix 5)  
 

Overwhelming, hospital stakeholders were in favour of the development of an 
electronic system for documenting MDT meetings.  Electronic systems were seen 
to be advantageous because data could be entered once only, it would be 
possible to integrate with existing systems, and the information could be viewed 
anywhere in the hospital rather than just where the written form was. 
 
 
Stakeholder requirements and template development - GPs 
 
GP Liaison Officers were asked about the information needs of GPs in relation to 
MDT meetings.  All GP Liaison Officers were in agreement that there is a need for 
written communication from the MDT meetings that is systematic, standardised, 
and provides the information that they require. 
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GP Liaison Officers were questioned about the preferred format of written 
communication from the MDT meeting.  Preferences were for a standardised one-
page template rather than a letter format, as it was thought that this would be 
easier to read and would ensure that all required information would be 
consistently provided.  The method of communication was also discussed, and the 
general consensus was that although encrypted email was ideal, privacy issues, 
software compatibility, and variable uptake of email technology by GPs meant 
that faxing would be the most practical method of communication in this 
instance.   
 
When asked what information GPs would like included in the communication from 
the MDT meeting, GP Liaison Officers identified several key items: 

o Procedures and Results/Staging 
o Psychosocial and Supportive Care Issues/Referrals  
o Treatment Plan  
o Side effects of treatment  
o Treatment intent, prognosis, and what the patient has been told  
o Contact details for treating oncologist  

These findings confer with those from a study by McConnell et al (1998) (7).   
 
A template for communication from the MDT meeting to GPs has been developed 
in response to these needs, and is presented in Appendix 6. 
 
 
Implementation 
 
As previously noted, although some electronic solutions have been explored, it 
was decided that implementation of electronic templates would be out of scope 
for this stage of the project.  However, this will be addressed in Stage 2 of this 
project, as well as by projects funded under the WCMICS Information Strategy. 
 
Peter MacCallum Cancer Centre 
 
After examining various implementation options, it was decided that 
implementation of the templates at Peter MacCallum Cancer Centre (PMCC) will 
be delayed until an electronic solution is developed.  Discussions between the 
WCMICS Information Manager and the Information Communications & 
Technology Department at PMCC are continuing.   
 
Royal Melbourne Hospital 
 
A process was developed whereby an administrative support would attend the 
meetings, complete the templates, place in the medical record, and fax the 
relevant template to the patient’s GP.   
A pilot of this process was commenced, however after two weeks the 
administrative support became unavailable.  It is expected that a dedicated 
coordinator will be appointed in late 2008, at which stage the templates will be 
re-implemented and piloted.  After the pilot, the treatment plan template 
(Appendix 5) will be put to the Royal Melbourne Hospital (RMH) Forms Committee 
for the allocation of a medical record number.   
 
St Vincent’s Hospital 
 
As part of the WCMICS Information Strategy, St Vincent’s has recently been 
awarded funding to extend their Lung Cancer MDT Meeting Software System to 
four other Tumour Groups, including Haematology.  This is expected to be 
completed by February 2009.    Rather then implement a paper-based system 
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now and then change to the software system later this year, it has been decided 
that the templates will be implemented as part of the software system. 
 
As part of this project, WCMICS funded a microscope pointer, wireless network, 
and microphones to support MDT meetings at St Vincent’s. 
 
 
CONCLUSION 
 
The MDT meeting audit conducted as part of this project demonstrated that 
previously, documentation of the outcomes of most MDT meetings, and 
communication of this to the GP, was ad hoc at best.   
 
However, the templates developed as part of this project have the potential to 
result in improved documentation and more reliable communication of the 
treatment plan to the GP, enhancing care coordination.   
 
This project has also led to several future areas of work including: 

 The development of an electronic solution for the management and 
documentation of these meetings – this is currently being addressed by 
the development of specifications (stage 2 of this project) and the funding 
of electronic solutions under the WCMICS Information Strategy. 

 Allocation of medical records numbers for the templates by each hospital’s 
Forms Committee.  At RMH, this process with occur in November 2008.  St 
Vincent’s and PMCC have requested that templates for all Tumour Groups 
be submitted together – this will most likely occur in mid-2009.   

 The development of Terms of Reference/Protocols for each MDT meeting. 
 The need to re-audit the meetings on a regular basis to assess progress 

and sustainability of initiatives.   
 
This project is now being rolled out to all other Tumour Groups as the 
‘Strengthening Multidisciplinary Meetings’ program.   
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Appendix 1

Strengthening of Multidisciplinary Team Meetings & and Multidisciplinary Care Medical Benefit Schedule Item Numbers Projects

Tool for clarifying current practices.  
 

General

Weekly Fortnightly Monthly As needed Comments
How often are MDT meetings 
held?

No Yes (pls include name) Comments

Do you have an MDT Meeting 
Coordinator?

Where are the meetings held? 

No Length Frequency Comments
Does access to meeting 
rooms limit the length and 
frequency of the meetings?

Laptop Computer linked to 
network Projector Video 

Conferencing Teleconferencing Other Comments

What sort of facilities are 
available where the meeting 
is held?

Face to Face Teleconference Video Conference Other Comments

Conduct of meetings

With what teams/clinicians 
does the team link? And from 
what site?

Surg Onc Med Onc Rad Onc Pathology Radiology GP Gastroenterologi
st Other

Please list medical team 
members who ROUTINELY 
attend meetings (include 
names & grades of staff)



Nursing Physiotherapy Psychology Genetic 
Counselling Dietetics Palliative 

Care Social Work Admin Other

Please list allied health team 
members who ROUTINELY 
attend meetings (include 
names)

Please list any team members 
who attend occasionally or 
are invited for a specific 
reason and should be include 
on any template developed?

No Yes, identified but not 
documented

Yes, identified & 
documented Comments

Is a lead clinician identified 
and documented for each 
patient discussed?

1-5 minutes 5-10 minutes Approx 10 min 10-15 minutes 15-20 minutes More than 20 
minutes Comments

How long (on average) is 
each patient discussed?

 1-3 4-6 6-8 8-10 More than 10 Comments
How many patients (on 
average) are discussed per 
MDT meeting?

Less than 30 
minutes 30 minutes 45 minutes 1 hour An hour and a half 2 hours or 

greater Comments

How long (on average) does 
the MDT meeting run?

At initial 
diagnosis but 
before surgery

After surgery but before 
other treatment

After other 
treatment has 

begun

At conclusion 
of treatment At recurrence Comments

When in the patient pathway 
are patients discussed at the 
MDT meeting?

Yes (please 
attach a copy) No Comments

Are there any team protocols 
that have been developed? 
(e.g. Terms of Reference, 
criteria for patients to be 
discussed)

Paper based Electronic Other Comments
If yes, what format are they 
in?



GP Communication

Always Almost Always Mostly Sometimes Rarely Never Comments
Are recommendations and 
treatment plans 
communicated to the general 
practitioner?

At initial 
diagnosis

After treatment plan is 
determined but before 
the patient has 
accepted it

After treatment 
plan is determined 
and patient has 
accepted it

At completion 
of acute 
hospital 
treatment.

Comments

When does communication 
with the general practitioner 
occur?

Clinician who 
received original 

referral
Whole MDT Presenting 

Clinician
Other (pls 
specify) Comments

Who is responsible for 
communicating with the 
general practitioner?

In person at MDT 
meeting Telephone Letter Fax Email Other (please 

state) Comments

How does communication 
with the general practitioner 
occur?

Communication is 
not electronic Software Used Comments

If communication with the 
general practitioner is via 
electronic means, what 
software is used?

Yes (attach a 
copy) No Communication is 

not in writing Comments

If communication with the 
general practitioner is in 
writing, is a template used?



Patient Communication

No Yes, via pamphlet Yes, via verbal 
explanation

Yes, via other 
(specify) Comments

Are patients provided with 
information about 
multidisciplinary care?

No Yes, verbal Yes, written
Noted in 
medical 
record?

Comments

Is the patient’s consent 
sought before their case is 
discussed?

Not 
communicated Same day Next appointment Other (pls 

specify) Comments

When is the outcome of the 
MDT meeting communicated 
to the patient?

Not 
communicated Verbal Explanation Written Treatment 

Plan Written, Other Comments

By what means is the 
outcome of the MDT meeting 
communicated to the patient?

Surgeon Haematologist Medical Onc Nurse 
coordinator

Team member who 
patient has next 

appt with

Presenting 
clinician

Other (pls 
specify) Comments

Who communicates the 
meeting recommendations to 
the patient?

No Yes Comments
Do patients provide input to 
their treatment plan?



Data collection and recording of recommendations

No Yes, in notes Yes, via template 
(pls attach) Comments

Are the recommendations of 
the meeting recorded in the 
patient’s medical record?

CHARM ACCORD Other Database 
(pls specify) Comments

Are the recommendations 
recorded anywhere else?

None Team 
Recommendations Lead Clinician Follow up 

arrangments Other (pls specify) Comments

What data is currently 
collected at team meetings?

Data is not 
collected Written Notes Electronic Notes

Written 
Template (pls 

attach)

Electronic Template 
(pls attach)

Other (pls 
specify) Comments

How is the data collected?

N/A Lead Clinician Designated Person 
(pls specify)

Other (pls 
specify) Comments

 Who records the 
recommendations and data?



Use of MDC MBS Item Numbers 871 & 872

No Yes Comments
Is it identified at MDT 

meetings whether patients 
are public or private?

Unknown Percentage Comments
What percentage of patients 
discussed at MDT Meetings 
are Private Patients? (if 
known)

No
Yes (pls describe the 
process and attach 
relevant documentation)

Comments

Does your hospital currently 
bill for MDT meetings using 
the MBS Item Numbers 871 & 
872?

No Yes (pls specify) Comments
Does your hospital currently 
bill for MDT meetings using 
any other item numbers?

If your hospital bills for MDT 
meetings, how are the 
patients with current 
referrals identified?

If your hospital bills for MDT 
meetings, how are the private 
patients identified?



Other

No Yes (pls specify and 
attach) Comments

Are there any privacy policies 
at your hospital that may 
affect the MDT project? E.g. 
around methods of 
communication with the general 
practitioner

No Yes (pls describe) Comments
Are there any current MDT 
meeting improvement 
projects at your hospital?

No Yes (pls describe) Comments
Are there any current 
projects exploring use of the 
MDC MBS item numbers at 
your hospital?

No Yes (pls explain) Comments
Do you believe electronic 
solutions could assist the 
MDT process?

Do you have any other 
comments?



 
Appendix 2 - MDT Meeting Audit Detailed Results 
 
An audit was undertaken across all of the sites for Breast, Haematology, and Colorectal MDT meetings (11 in total).   
 
The results have been collated and are displayed below.  Please note the percentages indicate percentage of meetings. 
 
Frequency of meetings 
 
Recommendation: 
MDT meetings should be held on a regular basis (1). 

 

Weekly
82%

For t night ly
18%

 
Length of meeting/s 
 
Recommendation: 
The duration of MDT meetings should depend on the number of patients requiring discussion.  
However, it is generally appropriate to limit the meeting to between 45-90 minutes (1). 
 

 
 
Range 
Median  

30 mins-3 hours 
1 hour  

Length of discussion per patient 
 
Recommendation: 
The guidelines for the billing of MDT meetings using the MBS item numbers 871 & 872 
includes a requirement that patients must be discussed for 10 minutes or more if they are to 
be billed (2). 

 

 
 
 
Range 
Average  

1-10 mins 
7 mins  

Number of patients discussed per meeting 
 
 
 

 
Range 
Average 

1 to >10 
8 

 
 
 
 
 



Room set-up 
 
Recommendation: 
Venues for the MDT meetings should generally be set-up in a round-table configuration so 
that participants can face each other (1). 
 

 

Round-table
64%

Lecture
36%

 
Facilities available to the meeting 
 
Recommendation: 
The meeting should have access to all relevant resources.  A minimum of a light box, 
projector, and microscope should be available (1). 
 

 
 
Projector 
Microscope 
Network Computer 
Lightbox/Elmo 
Videoconferencing 
Teleconferencing 
Laptop 

91% 
82% 
82% 
73% 
73% 
64% 
36%  

Conduct of meeting 
 
All meetings were being held face-to-face.  There was no video- or teleconferencing, although these facilities were available to most 
sites.   
 
Attendance of medical clinicians 
 
Recommendation: 
A core group of specialists should be present at the meeting, including a radiologist, 
pathologist, radiation oncologist, medical oncologist, general practitioner, surgeon or other 
speciality where appropriate (3).  In order to meet the MBS billing requirements, there must 
be a minimum of four different disciplines in attendance (2). 
 

 
 
Medical Oncologist and/or 
Haematologist 
Radiologist 
Pathologist 
Radiation Oncologist 
Surgical Oncologist 
Other Speciality 
GP 

100% 
 
91% 
82% 
82% 
73% 
64% 
0%  



Attendance of non-medical staff 
 
Recommendation: 
There should be representation from nursing, allied health, and psychosocial clinicians where 
appropriate (3).  In order to meet the MBS billing requirements, there must at least one of 
these clinicians in attendance (2). 

 

 

Nursing 
Social Work 
Admin Staff 
Clinical Trials / Research 
Staff 
Other 
Physiotherapy 
Dietetics 
Psychology / Mental 
Health 
Genetic Counselling 
Palliative Care 

100% 
55% 
55% 
45% 
36% 
27% 
27% 
18% 
18% 
0% 

Lead Clinician 
 
Recommendation: 
The lead clinician for each case should be identified (3).  As MBS MDC item number 871 
pertains only to lead clinician billing, to use this number the lead clinician must be identified 
(2), and preferably documented. 
 

Not identified
9%

Identified
18%

Identified & 
documented

73%
 

Stage of patient pathway that discussion occurs at 
 
Recommendation: 
An MDT meeting discussion should be held for all newly diagnosed and review cases within 
an appropriate timeframe.  At a minimum, multidisciplinary discussion should occur prior to 
the commencement of neoadjuvant or adjuvant treatment (3) 
 

 

All 
At initial diagnosis but 
before surgery 
After surgery but before 
other treatment 
After other treatment has 
begun 
At conclusion of 
treatment 

55% 
91% 
 
73% 
 
64% 
 
55% 
100% 



Development of team protocols (e.g. TOR, criteria for discussion) 
 
Recommendation: 
Written protocols should be established to describe the organisation and content of the 
meeting (3).   
Four sites have established written protocols. 
 

Written 
protocols

36%

No written 
protocols

64%
 

Communication of meeting outcomes to the GP 
 
Recommendation: 
The patient’s GP should be informed of the meeting outcome as soon as practicable after the 
meeting (3).   
 

 

Always 
communicated

55%

Mostly 
communicated

18%

Sometimes 
communicated

27%

 
Meeting outcomes were generally 
communicated by letter, with 2 sites 
using a template for that letter.   
 

Provision of multidisciplinary care information to the patient 
 
Recommendation: 
All patients should be provided with written information about multidisciplinary care (1) 
 
 
 
 
 
 
 
 
 
 
 

Collated Results

Via verbal 
explanation

64%Via pamphlet
0%

Not provided
36%

 



Patient’s consent sought before discussion 
 
Recommendation: 
The patients consent must be sought before their case is presented at the MDT meeting (3).   
 

Verbal 
consent

73%

Written 
consent

0%

Consent not 
sought
27%

 
No sites noted patient consent in the 
medical record. 
 

Communication of meeting outcomes to the patient 
 
Recommendation: 
The MDT meeting outcomes should be communicated with the patient (1,3) via whatever 
method is preferable to them (3). 
 

Via written 
and verbal 
explanation

18%

Via verbal 
explanation

82%  
Patient input into treatment plan 
 
Recommendation: 
The patient should have the opportunity to provide input into their treatment plan (1). 
 
All the meetings invited patient input into the treatment plan. 
 



Recording of meeting recommendations 
 
Recommendation: 
The recommendations from the meeting should be documented using a standardised 
treatment plan (1,3). 

 

Documented 
in patient 

notes
36%

Documented 
via template

37%

Not 
documented

27%

 
Data recorded at meetings 
 
Recommendation: 
The meeting recommendations, lead clinician, attendance, and follow-up plan should be 
recorded as a minimum (1,3). 
 

 
 

 

Patients discussed 
Attendance 
Lead Clinician 
Treatment Plan 
Follow-up arrangements 
Referrals 

45% 
45% 
64% 
64% 
18% 
18% 

Method of data collection 
 

 

Written
27%

Electronic
18%

Both
36%

Not collected
19%

 
Other comments 
 
General comments identified a need for real time data entry, documentation of MDT meetings, GP communication, and for greater 
organisation support and resourcing.   
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Appendix 3 
 
 

HAEMATOLOGY MULTIDISCIPLINARY TEAM MEETING 
AGENDA 

 
Meeting Date: 
 

 
<insert logo> 

Time: <8.30am> 
Date: <Thursday October 25, 2007> 
Location: <Cancer Services Meeting Room, 3rd Floor, Daly Building> 
Contact: <Dr Joe Blow x1382> 
 

Patient 
Name 

DOB UR 
Number 

Referring 
Clinician 

Insurance 
Status 

Investigations to be 
discussed (& date) 

Diagnosis (if known) or 
Investigation Results 

Reason for 
referral to MDT 
Meeting 

Jane Doe 18-9-1925 869553 Mr John Smith Public FBC 14/11/07 
 

Routine FBC showed excess 
lymphocytes.  Suspicious for CLL. 

Review of slides & 
management plan 

Mary Poppins 6-5-1952 697561 Mr John Smith Private FBC 25/10/07 
Bone Marrow Biopsy 
6/11/07 

Bone marrow positive for myeloma Management plan 

 
 
 

       

 
 
 

       

 
 
 

       

 
 
 

       

  
 
 

      

  
 
 

      

 
For any queries or additions, please contact Dr Joe Blow at joe.blow@stvs.org or on 9656 1382 or pager 6784. 

mailto:joe.blow@stvs.org


Appendix 4 
CASE SUMMARY - HAEMATOLOGY MULTIDISCIPLINARY TEAM MEETING 
 

 
<insert logo> 

Patient Name:    URN: 
 
Age:       Place of Residence: 
 
Referral Source:    Consultant: 
  

Case Summary: 

Presentation ……………………………………………………………………………………………………………………………………………………………………………………….…. 

…………………………………………………………………………………………………………………………………………………………………………………………………………….. 

……………………………………………………………………………………………………………………………………………………………………………………………………………… 

Duration of Symptoms…………………………  Significant Co-Morbidities   Details………………………………………………………………………… 

……………………………………………………………………………………………………………………………………… 

History: 

Previous Myelodysplasia                     NO      YES - Year…………  Hospital……………………   Pathology……………………………………….. 

                                                                          Treatment………………………………………………………………………………………………………….. 

Previous Haematological Malignancy    NO      YES - Year…………  Hospital……………………   Pathology……………………………………..… 

                                                                          Treatment…………………………………………………………………………………………………..……… 

Family History    NO      YES - Details……………………………………………………………………………………………………………………………………………. 

Psychosocial/Supportive Care Issues: 

……………………………………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………………………………………. 

Investigations 

 FBC                          Date …./…/…   Results…………………………………………………………………………………………………………………………………… 

 Bone Marrow Biopsy   Date …./…/…   Results………………………………………………………………………………………………………………………………….. 

 Surgical Biopsy          Date …./…/…   Results………………………………………………………………………………………………………………………………….. 

 PET                          Date …./…/…   Results…………………………………………………………………………………………………………………………… 

 CT                            Date …./…/…   Results…………………………………………………………………………………………………………………………………… 

 Other                       Date …./…/…   Results……………………………………………………………………………………………………………………………… 

Operative Procedures: 

Date  …/.../… Operation…………………………………………….. Surgeon……………………………… Comments…………………………………………… 

Date  …/.../… Operation……………………………………………… Surgeon……………………………… Comments…………………………………………… 

Previous Treatment: 

Date: …/…/… Type……………………………....... Details………………………………………………………………………………………………………………… 

Date: …/…/… Type……………………………....... Details………………………………………………………………………………………………………………… 

Date: …/…/… Type……………………………....... Details………………………………………………………………………………………………………………… 

Pathology: 

Diagnosis …………………………………………………………………………………………………………………………………………………… 

Biochemistry……………………………………………………………………..  Cytogenetics……………………………………………………………………… 

Known sites of disease ……………………………………………………………………………………………………………………………… 

Other………………………………………………………………………………………………………………………………………………………….. 

Stage:     ……………. 

Other Comments: 

 

 
 



Appendix 5 
 
HAEMATOLOGY MULTIDISCIPLINARY TEAM PROPOSED TREATMENT PLAN 
 

 
<insert patient details/sticker> 

Meeting Date: 
 
Referring Clinician: 
 
GP:  
 

 Attendance: 

 Haematopathologist  Clinical Haematologist       Radiation Oncologist     Anatomical Pathologist 

  Radiologist     Nurse Coordinator   Nursing Representative   Physiotherapist 

  Dietetics   Social Worker  Palliative Care Representative   Mental Health Professional 

Other (please specify)  ……………………………………… ……….     

Diagnosis: Prognostic Score: (if applicable) 

Diagnosis ……………………………………………………………………………………………………………… Name (e.g. IPI): ………………………………………… 

Biochemistry……………………………………….. Cytogenetics…………………………………….. Score: ………………………………………………… 

Known sites of disease ………………………………………………………………………………………… Risk: ……………………………………….. 

Other…………………………………………………………………………………………………………………………. Stage…………………………………………….. 

Psychosocial/Supportive Care Issues: 

……………………………………………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………………………………………………. 

Referral              Not required        Referred to: ………………………………………………………………………………………………………………………… 

Treatment Intent: 

      Curative              Palliative           

Recommended Treatment Plan: 

 Surgery                            Details…………………………………………………………………………………………………………………………. 

 Chemotherapy                  Details…………………………………………………………………………………………………………………………. 

 Radiotherapy                    Details……………………………………………………………………………………………………………………… 

 Clinical Trial                    Details………………………………………………………………………………………………………………….… 

 Bone Marrow Transplant -  Autologous   Allogeneic   Details…………………………………………………………………….  

 Other                               Details……………………………………………………………………………………………………………………………… 

Follow-up Arrangements: 

Action When Person Responsible 

   

   

Other Comments: 

 

Patient Discussion Outcome: 

Patient Informed and Agreed with Recommended Treatment Plan    

Patient Informed and Agreed with Alternative Treatment Plan              Details……………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………………………………………………………. 

Patient Informed By: …………………………   on …../…../…. 

 
Meeting Recorded By:  <name>  <position> 



 
 

<insert logo> 
MULTIDISCIPLINARY TEAM TREATMENT PLAN 
 
Re: <John Smith>, DOB …../…../…… 
  
Dear Dr <Jane Dow>,  
 
Your patient was discussed at the <St Vincent’s Hospital> Haematology Multidisciplinary Team 
Meeting on …../…./…..  Please find here a summary of the management plan for this patient. 
 

Procedures Performed: 

Bone Marrow Biopsy    No      Yes CT         No      Yes 

Surgical Biopsy           No      Yes PET        No      Yes 

MRI                           No      Yes Other  ………………………………………      

Results: 

Diagnosis …………………………………………………………………………………………………………………………………………………… 

Known sites of disease ……………………………………………………………………………………………………………………………… 

Other………………………………………………………………………………………………………………………………………………………….. 

Stage    …………………… 

Psychosocial/Supportive Care Issues: 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

Referral              Not required        Referred to: ……………………………………………………………………………… 

Recommended Treatment: 

 Surgery                            Details…………………………………………………………………………………………………………………………. 

 Chemotherapy                  Details…………………………………………………………………………………………………………………………. 

 Radiotherapy                    Details……………………………………………………………………………………………………………………… 

 Clinical Trial                    Details………………………………………………….…More info available from: www.actr.org.au/trialSearch.aspx 

 Bone Marrow Transplant -  Autologous   Allogeneic   Details…………………………………………………………………….  

 Other                               Details……………………………………………………………………………………………………………………………… 

For information on chemotherapy side-effects, please refer to www.treatment.cancerinstitute.org.au 

Treatment Aim: 

 Aggressive Management          Symptom Management        Patient aware       Yes         No 

Prognosis    Good       Intermediate       Poor Patient aware of prognosis         Yes         No 

Follow-up Arrangements: 

Action When Person Responsible 

   

   

Other Comments: 

……………………………………………………………………………………………………………………………………………………………………… 

 
Should you have any questions or concerns about this patient, please contact <name>, 
<title>, on 03 <xxxx xxxx> during office hours.  After hours, please contact the 
Haematology Department on 03 <xxxx xxxx>.   
 
Regards,  
 
<Signature> 
 
<Name & Title>  <Date> 
 
On behalf of the Haematology Multidisciplinary Team, <Western Hospital> 

Appendix 6

http://www.actr.org.au/trialSearch.aspx
http://www.treatment.cancerinstitute.org.au/
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