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Background: Patient-centeredness is essential in complex oncological multidisciplinary team 
decision-making. Improvement seems to be needed, while there is a lack of knowledge about 
health care providers’ needs for improvement.
Objective: To explore multidisciplinary team members’ perspectives on the need to improve 
patient-centeredness in complex decision-making, and subsequently the strategies to enhance it.
Methods: This was a qualitative descriptive interview study. The participants were twenty- 
four professionals who attended multidisciplinary cancer team meetings weekly. The setting 
was five multidisciplinary teams (gastrointestinal, gynecological, urological, head and neck, 
and hematological cancer) in a Dutch academic hospital. Data were collected by semi- 
structured interviews and were analyzed with a combination of inductive and deductive 
content analysis.
Results: The participants voiced the need for additional information (patient-centered 
information, patients’s needs and preferences, individualized medical information) during 
the multidisciplinary team meeting, to be more patient-centered in the decision-making 
conversation with the patient following the meeting, and for more information following 
the meeting to support patient-centeredness. The strategies, which mostly originated from the 
needs, were categorized as organization, decision-making, and communication. The most 
prominent strategies were those aimed at collecting and using patient-centered information, 
and to facilitate the decision-making conversation with the patient following the multi-
disciplinary team meeting.
Conclusion: Our findings highlighted the need to improve patient-centeredness in oncolo-
gical multidisciplinary teams and provided a comprehensive overview of strategies for 
improvement, supported by multidisciplinary team members. These strategies emphasize 
involvement of patients throughout the continuous process of decision-making for patients 
with cancer. These strategies may be implemented in other oncological multidisciplinary 
teams, taking in mind the local needs. Future research may help to prioritize the strategies 
and to determine and evaluate the effect on endpoints, like patient or professional satisfac-
tion, shared decision-making, and on the decision that was made.
Keywords: patient-centered care, decision-making, patient care team, cancer, patient care, 
multidisciplinary team

Plain Language Summary
Patient-centeredness has been designated to improve health care quality and equality. Patient- 
centeredness means that health care becomes more oriented to the patient as an individual 
and aims to be respectful and empowering. It implies the individual participation of the 
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patient and is built on a relationship of mutual trust, sensitivity, 
empathy, and shared knowledge.

Important decisions in the care for cancer patients are usually 
first discussed within a multidisciplinary team meeting: 
a meeting with different clinicians that are experts on the disease, 
diagnostics, and treatments. Thereafter, the team’s diagnostic or 
treatment recommendations are discussed with the patients.

It is known that patient-centeredness may need to be 
improved in team meetings. Therefore, we explored the needs 
of the team clinicians regarding improvements in patient- 
centeredness and discussed possible strategies for improvement 
with them. We interviewed 24 clinicians with different back-
ground specialties from five multidisciplinary teams involving 
different types of cancer.

The clinicians needed more information about the patient as 
a person to base their recommendations on, for example, infor-
mation about the situation at home, or thoughts of the patient 
about possible treatments. Furthermore, they needed decision- 
making and reporting during the meeting aiming at helping 
them to be more patient-centered in the consultation with the 
patient that follows the meeting. For example, by discussing 
more than one treatment option and reporting the pros and cons 
of each option, so they could then be discussed with the patient; 
these, and many other strategies may help multidisciplinary can-
cer teams to improve on patient-centeredness.

Introduction
In the cancer care setting, multidisciplinary teams (MDTs), 
also called tumor boards, have been widely introduced to 
facilitate team discussion and decision-making regarding 
cancer diagnosis, treatment, and follow-up. In Europe and 
North America, it is the current standard of care to discuss 
each patient in a MDT meeting.1,2 Health care profes-
sionals involved in cancer care, such as physicians and 
nurses, attend these meetings to enable interdisciplinary 
information exchange. MDTs are now widely accepted and 
their implementation is associated with changes in cancer 
assessment, diagnosis, and management.3–5 Intensive 
interdisciplinary teamwork is also associated with 
a higher score on patient-centeredness.6

Patient-centeredness is a biopsychosocial approach 
and attitude that aims to deliver care that is respectful, 
individualized, and empowering. It implies the individual 
participation of the patient and is built on a relationship of 
mutual trust, sensitivity, empathy, and shared knowledge. 
Therefore, the core attributes of patient-centredness are 
the biopsychosocial perspective, treating the patient as 
a unique person and a sustainable and genuine patient– 
caregiver relationship.7 Patient-centered care is regarded 

an important feature of consistent, high-quality health 
care.8 Previous research has shown that patient- 
centeredness may need to be improved in MDT decision- 
making.5,9–15 This need mostly originated from MDT 
quality improvement studies. Discussing patient- 
centered factors, such as psychosocial and psychological 
information and patient preferences, was shown to be 
relevant for MDT decision-making and implementation 
of the MDT treatment recommendation.5,9–12 

Subsequently, observational studies showed the lack of 
patient-centered information and patient preferences in 
MDT meetings.13–15 The need for patient-centered infor-
mation was voiced by MDT members in one interview 
study.15 Additionally, an important reason for non- 
implementation of MDT advice was a lack of information 
about patient preferences.17–24 These findings underline 
the importance of patient-centered information exchange 
in the MDT meeting to make decisions in line with 
patients’ goals and preferences, especially in complex 
decision-making.5

Although there seems to be room for improvement in 
patient-centeredness on oncological MDTs, several barriers 
are recognized from the health care provider’s perspective. 
First, nurses often try to take on the role of patient advocate, 
but more senior MDT members may dismiss them.5,9–11 

Second, physicians are not always familiar with the patient’s 
situation.13,25 Third, time pressure at MDT meetings can rush 
decision-making.5,10,13,26 This affects the quality of the deci-
sion-making, due to reduced task-oriented communication 
and reduced socio-emotional interactions between MDT 
members.27,28 Fourth, although MDT members may have 
an open attitude towards psychosocial aspects and patient 
preferences, they may perceive several regulatory or organi-
zational restraints.26 Finally, in most cases, only a single 
treatment option is communicated to the patient, although 
a broader spectrum of possible treatment options has been 
discussed.13 These barriers may hinder the successful imple-
mentation of strategies to improve patient-centeredness.29

Earlier, several studies provided strategies to improve 
MDTs, mostly aimed at improving the decision-making 
procedure and effectiveness.5,9,12,30–32 Two studies provided 
strategies aimed explicitly at patient-centeredness.16,25 

These studies focused on patient representation at the meet-
ing, knowing patient preferences for treatment, and com-
municating with patients about MDT recommendations. 
They did not cover the whole spectrum of patient- 
centeredness and it’s attributes.7
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To further enrich the strategies that may improve 
patient-centeredness in oncological MDTs, more empirical 
information is required about MDT members’ needs for 
patient-centeredness and about what strategies might 
address these needs. Therefore, the aim of this study was 
to obtain insights into the perspectives of MDT mem-
bers for:

● the need for improvement of patient-centeredness in 
oncological MDT meetings, and,

● a broad spectrum of strategies that may improve 
patient-centeredness in complex oncological MDT 
decision-making.

Materials and Methods
Design
We designed a qualitative descriptive study using semi- 
structured interviews to examine patient-centeredness on 
oncological MDTs. To explore the strategies, we used 
a guiding framework based on key publications on patient- 
centeredness in MDTs and expertise of the research 
team.5,7,12,18,25,33–36

Setting
The setting was a Dutch academic hospital that has local 
non-academic as well as regional academic referral func-
tions. Members of five different MDTs participated: gas-
trointestinal, gynecological, urological, head and neck, and 
hematological cancer. The MDT meetings are periodic 
meetings physically attended by hospital professionals 
involved in cancer care, such as a medical oncologist, 
hematological oncologist, radiation oncologist, surgical 
oncologist, nurse practitioner, radiologist, pathologist, gas-
troenterologist, and many residents. Compared to the 
others, the gastrointestinal and head and neck MDT meet-
ings were attended by a relatively large variety of these 
professionals. The hematology MDT meeting was 
attended mostly only by hematologists and either 
a pathologist or radiologist. In all MDT meetings, patients 
were mostly discussed at mandatory moments according to 
national guidelines: The first presentation, after surgery, 
and at disease recurrence or a new decision moment. In all 
MDT meetings, patients were also discussed that were 
referred from other hospitals and had not yet attended 
the academic clinic, although this was far more common 
in the gastrointestinal and gynecological MDT meeting. 
Registering a patient for the MDT meeting was usually 

performed by the treating physician or nurse practitioner. 
At the gastrointestinal MDT meeting, this was strictly 
a paper referral, while at the gynecology MDT meeting, 
physicians from the referring hospital attended the meeting 
by video conversation to discuss the case. At the gastro-
intestinal and gynecology MDT meeting, the nurse practi-
tioner or attending physician introduced the patient case, 
while at the other three MDT meetings, this was usually 
done by the physician in charge of the patient. In general, 
a geriatrician, palliative care specialist, social worker, or 
the general practitioners did not attend the meetings. 
Patients do not attend the meetings. The MDT members 
discussed patient cases with the intention of generating 
diagnostic or treatment advice for the physician in charge 
of the patient.

Participants
The participants were 24 hospital professionals who parti-
cipate weekly in oncological MDT meetings (“MDT mem-
bers”). We used purposive sampling based on which of the 
five MDTs the MDT member attends, as well as the MDT 
members’ profession (such as specialist, specialist in train-
ing, or nurse practitioner), discipline, age and gender. We 
intended to select at least two influential members of each 
MDT, such as the chair and participants involved in most 
case discussions. We excluded medical students. MDT 
members were contacted face-to-face or by phone for 
participation in the interviews and were informed briefly 
about the research goal beforehand.

Data Collection
Data were collected in a period of three months. Seven 
(bio)medical or health science students, who were 
selected on the basis of previous study results and moti-
vation for this project, and two Ph.D. candidates per-
formed the interviews. The research team included 
experts in the field of patient-centeredness, clinicians, 
and experts in qualitative research. One Ph.D. candidate 
(WS) was already an experienced interviewer. The other 
eight interviewers were trained by the senior members of 
the research team. Twenty-one interviews were attended 
by two members of the research team, and three inter-
views were attended by one member. In the case of two 
attendants, one was the lead-interviewer, and the other 
was the observer who took field notes and occasionally 
supported the interviewer by asking in-depth questions. 
The research team members, including the interviewers, 
observed each participating MDT meeting at least once 
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prior to the interviews to get acquainted with the context. 
Characteristics of the MDT case discussions were col-
lected using a standardized data collection sheet 
(Supplement 1).

The interviews were performed following an interview 
guide with open questions (Supplement 2).37 The interview 
guide was based on a consultation of experts within the 
research group and the strategies section also on the guiding 
framework (Supplement 3). The first two interviews were 
used for piloting the interview guide, after which some 
adaptions were made. In the interviews, we used the term 
“patient-centeredness” to mean recognizing the individual 
patient’s needs, preferences, values, and concerns regarding 
cancer treatment while also considering the patient’s biolo-
gical, psychological, and social context. At the start of the 
interview, the interviewer asked the MDT member about his 
or her definition of patient-centeredness and explained our 
definition, if needed. We used the term “non-medical infor-
mation” for psychosocial or psychological information. 
Characteristics like comorbidity, performance status, age, 
and gender were referred to as “medical information”. The 
interviews were conducted in either Dutch or English, based 
on the language preference of the participant.

In the first part of the interview, the MDT member was 
asked to elaborate on their experiences with and views on the 
current level of patient-centeredness on the MDT, and their 
perceived needs felt to improve it. Subsequently, the inter-
viewer used so-called complex cases to stimulate and illustrate 
this elaboration. These complex cases were derived from case- 
level observation data of the participating MDT meetings. 
Two complex patient cases were selected for each MDT, 
based on predefined selection criteria: the cases fulfilled at 
least one or two of the following inclusion criteria:38 duration 
of discussion longer than average (based on local data on the 
average duration of discussion per patient), the number of 
MDT members involved was more than two, more than one 
treatment option was discussed further, or the content of the 
discussion included non-oncological issues.

In the second part, the interviewer asked the MDT mem-
ber to provide and discuss strategies that spontaneously came 
to mind for improving patient-centeredness in MDT meet-
ings. Then, a printed list of strategies according to the guid-
ing framework could be presented in case no (additional) 
strategies spontaneously came to mind. The MDT member 
was asked to reflect on one or a few of these strategies.

The interviews lasted 30 to 45 minutes and were per-
formed at a location of the participants’ convenience. 
MDT members were asked to give their unrestricted 

views, without being hindered by feasibility restrictions. 
The interviews were audiotaped and transcribed verbatim.

Data Analysis
Data were analyzed by combining inductive and deductive 
content analysis:39,40 First, two research team members read 
and coded the interview transcripts independently. To analyze 
the perceived needs for improvement, text fragments were 
highlighted and coded inductively. To analyze the strategies, 
an unconstrained categorization matrix was used with pre- 
existing codes following the guiding framework for the deduc-
tive analysis. Additionally, new codes were created inductively 
for text fragments describing strategies not yet on the list. 
Second, the two team members compared these codes, and 
a final code for each fragment was generated by consensus. 
These codes were summarized in a codebook. For each sub-
sequent coded transcript, the most recent codebook version 
was used and updated. This provided one final codebook 
(available from the authors on request). Field notes were 
used to gain additional insight, mainly contextual information 
that was relevant to understanding the interview transcript. 
They were not transcribed or coded. Third, for further analysis, 
the codes regarding the needs and strategies were both orga-
nized into new categories and subcategories that represented 
the most relevant themes. These categories were discussed 
recurrently within the research team until a consensus was 
reached on the meaningful presentation of the findings.

Twenty-two initial interviews were performed. To 
assess data saturation, a batched analysis based on code-
book development was performed.41 The first 15 inter-
views were preliminarily analyzed as “batch one” and it 
was decided to perform two additional interviews. We 
regarded the data was saturated when no new codes 
emerged. The second batch of seven interviews provided 
additional codes, although few, to the first. The two addi-
tional interviews did not provide any new codes, and 
therefore, data saturation was confirmed.

NVivo version 11.0 for Mac was used for analysis.

Trustworthiness
To secure credibility, prolonged engagement with the inter-
view setting and MDT members was guaranteed by MDT 
observations. Furthermore, two research team members had 
been member on one or more MDTs, and one had 
a supporting role in many MDTs. The selection of MDT 
members from different disciplines provided different per-
spectives (data and sources triangulation). Researchers with 
different backgrounds and levels of research experience were 
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involved (investigator triangulation). Peer debriefing was 
realized by a recurrent discussion of the analysts’ findings 
within the research team. Furthermore, a member check was 
done by sending the participating MDT members a copy of 
the interview transcript for comments and by discussing the 
summary of results with each MDT. Patients from four 
national cancer patient organizations (colon, gynecological, 
prostate, and head and neck cancer) were invited to two focus 
group sessions. It turned out that the patients acknowledged 
the strategies and no new strategies arose. Finally, reflective 
process notes were made in the analysis process, and all 
codebook versions were saved.

To secure transferability, rich information about the 
research setting and the research team was provided, and 
all (sub) categories in the analysis were provided with 
quote exemplars. The COREQ checklist was used for 
thorough reporting.

Ethical Considerations
The Medical Ethical Commission of Maastricht University 
Medical Centre confirmed that full ethical approval for the 
study protocol was not indicated. Verbal consent was 
obtained before the start of the interview from all partici-
pants, just before the audiotape started. The participants 
consented to anonymized responses being published. Data 
were analyzed and reported confidentially and anonymously 
and were stored afterward in a protected data area.

Results
Twenty-four of the 25 MDT members who were 
approached consented to participate. Their characteristics 
are displayed in Table 1 and the MDT case discussion 

characteristics in Table 2. The needs and strategies are 
discussed consecutively.

Needs
Analysis of the MDT members’ needs for improvement of 
patient-centeredness on MDTs resulted in three categories: 
Information in the MDT meeting, decision-making, and 
information following the MDT meeting (Table 3).

Table 1 MDT Members’ Characteristics (n = 24)

Characteristic Total

MDT – N
Gastroenterology 8

Gynecology 4

Urology 2
Head and neck 3

Hematology 7

Discipline – N

Hematologic oncologist 6
Medical oncologist 2

Radiation oncologist 3

Head and neck surgical oncologist 3
Gastrointestinal surgical oncologist 2

Gynecological surgical oncologist 3

Urological surgical oncologist 1
Gastroenterologist 1

Nurse practitioner 3

Age range – yr. 29–63

Gender – N
Male 10

Female 14

Abbreviation: MDT, multidisciplinary cancer team.

Table 2 MDT Case Discussion Characteristics

MDT Total Cases 
(Number)

Average Duration and 
Range of Case Discussion 
(min:sec)

Average 
Participating 
Clinicians (n)

More Than One 
Treatment Option 
Discussed (%)

Use of Non- 
Medical 
Information (%)

Gastroenterology 24 4:43 (1:20–11:30) 6 35 29

Gynecology 28 2:58 (1:00–6:40) 4 18 18

Urology 22 4:08 (0:50–14:10) 5 39 18

Head and neck 31 5:30 (2:05–11:10) 7 15 6

Hematology 24 4:41 (1:10–10:25) 4 43 25

Total 129 4:25 (0:50–14:10) 5 27 19

Abbreviation: MDT, multidisciplinary cancer team.
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Information in the MDT Meeting
Almost all MDT members expressed a need for additional 
information being available in the MDT meeting, which 
would enable individualization of the MDT recommenda-
tion, eg, by reporting two alternative recommendations. 
First, most of these needs regarded patient-centered infor-
mation, such as psychosocial information or information 
about the patient’s personal circumstances. Second, the 
need to know the patient’s goals or preferences was put 
forward, which some members made concrete in that one 
should “know” or “see” the patient in person. Third, the 
need for individualized medical information, for example, 
the most recent performance status, how well a patient had 
recovered from earlier treatment, or the results of a geriatric 
assessment. This need was mostly felt by members from 
MDTs that included patients that were referred from another 
clinic without a consultation with one of the MDT members. 
This example summarizes various information needs:

“Yeah, when you are deciding whether you want to do an 
operation – yes or no – of course, then you have to know 
about her fitness. And if you want to give chemotherapy, 
you should know about the social situation: Whether the 
patient lives alone, whether she still has some level of 
autonomy, can do things by herself. I think that’s the 
most important to have a good idea about a social situation 
and what she can do.” [Participant 12, MDT 4] 

Decision-Making
These needs regarded the decision-making process during 
the MDT meeting or the process with the patient. Mostly, the 
MDT members felt a need for patient-centeredness in the 
consultation with the patient following the MDT meeting, as 

the physician in charge and the patient could then individua-
lize the MDT recommendation:

“Because all the MDT can say: ‘well option A is most valid, 
but if the patient does not want that, it is option B’. Then the 
final decision is when you are with your patient and not when 
you are with the MDT.” [participant 11, MDT 3] 

The MDT members stated that the case discussions at the 
MDT meeting should primarily be medically based. Some 
expressed the need for patient-centeredness during the 
MDT decision-making process. They stated that some 
cases, mostly surgical ones, needed a technical, medical 
discussion closely adhering to guidelines, while other 
cases needed a more patient-centered discussion, tailoring 
the recommendation to the individual. They voiced the 
need for a shared understanding to what extent patient- 
centeredness applies to each case discussion.

In contrast, others expressed resistance to the need for 
more patient-centered decision-making: For example, 
when only one realistic treatment alternative was avail-
able, when withholding treatment was medically not desir-
able or when the trade-offs were complicated to a level 
that the professional expected the patient not being 
equipped to take the decision. Another MDT member 
indicated that the MDT advice should not be primarily 
guided by the patient’s preferences, as they might change 
over time during the course of the disease or treatment. 
One MDT member expressed the need to keep the 
patient’s autonomy limited, as he believed patients might 
make decisions they would later regret.

Information Following the MDT Meeting
The MDT members expressed a need for the transfer of 
information from the MDT to the patient or physician in 

Table 3 Overview of Needs for Patient-Centeredness

Category Subcategory

Information in the MDT meeting Need for patient-centered information
Need for knowing goals and preferences

Need for individualized information.

Decision-making Need for patient-centeredness in consultation with the patient

Need for patient-centeredness during MDT decision-making process
Resistance to more patient-centeredness

Information following the MDT meeting Need for more information following MDT meeting
Need to register/document information

Need to discuss information with the patient

Abbreviation: MDT, multidisciplinary cancer team.
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charge. They wished for more information being registered 
in the MDT report to support their understanding of the 
case discussion. For example, the pros and cons that were 
discussed and a conclusion of the recommendation(s) 
should be clearly reported. One MDT member indicated 
a need to register the psychosocial information that was 
discussed, as it would help to determine the applicability 
of the recommendation:

“Then what is written in the MDT report is not always 
what has been discussed in those five minutes, because it 
is a resume. And then I miss the psychosocial part in the 
letter. Especially with patients who have little social sup-
port and where a very complicated extensive treatment is 
recommended.” [participant 25, MDT 4] 

Additionally, one MDT member indicated the need that 
MDT recommendations would be discussed with the 
patient as neutral as possible, as the preference for 
a certain recommendation by a professional might influ-
ence the patient’s choice, and then all options would not be 
equally considered.

Strategies
Analysis of the strategies identified three main categories 
for improvement of patient-centeredness in MDTs: orga-
nization, decision-making, and communication. Each cate-
gory consisted of subcategories, which are presented in 
Table 4 and described in detail below, which also depicts 
the corresponding need for each subcategory.

Organization
The MDT members suggested organizational improve-
ments to ensure a more effective and, in turn, more 
patient-centered MDT meeting. Many considered people 
management: They recommended that various types of 
professionals may attend the meeting, provide information 
during the meeting or have a consultation with the patient 
beforehand. To provide medical and patient-centered infor-
mation, preferences, or clinical assessment information, 
the general practitioner (GP) or geriatrician were most 
often mentioned. Also, although less frequently, the 
anesthetist, nurse (practitioner), social worker, and psy-
chologist were mentioned.

“For example, you could arrange a consultation with 
a social worker, or someone who can speak about the 
patient’s thoughts, or a geriatrician. That would add some-
thing. (…) To know how they are in life. If they want to 

prioritize survival or quality of life.” [participant 2, 
MDT 2] 

Some MDT members recommended involving the GP for 
goal clarification, although most regarded this as their own 
responsibility. In two MDTs where the attendance of the 
physician in charge was less frequent and more referral 
patients were seen, all participants recommended the atten-
dance of a clinician who was familiar with the patient.

Additional strategies involved information management, 
such as using a video call with the GP. Some surgeons 
recommended displaying the patients’ photograph on the 
screen, mostly for patient recognition. A hematologist warned 
not to estimate performance status based on the photograph, 
as it may not resemble the patient’s current status.

Also, MDT members recommended strategies about 
meeting management, for example regarding the chair: 
first the chair should specifically pay attention for patient- 
centeredness and stimulate the other participants in this 
respect when needed. Second, the chair may in general 
more optimally perform this task when the MDT culture 
allows strict, well-organized chairing. One MDT member 
suggested delegating some chair tasks to a co-chair:

“The secretaries do that wrong because often medical 
terms are mentioned. Sometimes they know them, but 
sometimes they hear new words. That is not good; it 
takes time, also for the other attending professionals. So 
it would be better to do it [chairing] with two people.” 
[participant 16, MDT 1] 

Some MDT members recommended scheduling more meet-
ing or preparation time. Others suggested strategies that may 
save time: more structured patient presentation (obligation 
of) completeness of the information document that is used to 
present the patient, and only brief discussions on patient 
cases that seem to clearly fit to the guidelines.

Finally, organizational strategies involving education. 
First, the fellows and some specialists focused on the role 
of the specialist in training. They emphasized involving 
and supervising them towards patient-centeredness, 
thereby also providing them autonomy to discuss their 
own recommendations with the MDT. They recommended 
giving feedback, preferably after the meeting. One of the 
MDT members emphasized their pre-MDT meeting, 
where cases were already discussed in a postgraduate 
training setting. Second, some MDT members recom-
mended training the MDT participants individually or as 
a team, amongst others, in shared decision-making. 
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Table 4 Overview of Strategies to Improve Patient-Centeredness

Category Subcategory Strategy Corresponding Need

Organization People 
management

Involve staff with an attention to patient-centered information (nurse, psychologist, social worker, 
geriatrician, general practitioner, clinician familiar with patient). 
Delegate goal clarification to general practitioner.a 

Attendance of clinician who is familiar with the patient.

Patient-centered 
information. 
Knowing goals and 
preferences. 
Individualized 
information.

Information 
management

Show picture of patient on screen.a 

Enable teleconferencing for eg general practitioner, physician from referring hospital.a
Patient-centered 
information. 
Individualized 
information.

Meeting 
management

Organize more or longer MDT meetings to relieve time pressure.a 

Guarantee adequate MDT preparation time for physician in charge of patient. 
Introduce structured patient presentation. 
Guarantee access to patient information timely before MDT meeting, also with referrals. 
Oblige completing patient file before MDT meeting. 
Chair is responsible for patient-centeredness. 
Co-chair with secretary role. 
Chair works following strict principles.

-

Education Train MDT on Shared Decision-Making (SDM).a 

Train chair for patient-centeredness.a 

Exchange best practices between MDTs. 
Teach patient-centeredness to interns/residents. 
Teach chairing task to interns/residents.

-

Decision- 
making

MDT process Select patients for detailed discussion or short discussion. 
Discuss alternative treatments with pros and cons.a 

Case close off with recommendation, arguments/rationale, and level of agreement.a 

Do not aim for consensus in complex cases, but eg, provide a list with options.a 

Postpone decision to next meeting in referral patients instead of giving a conditional advice.

Patient-centeredness 
during MDT decision- 
making process.

Patient process Elicit patient values, preferences, and goals with tools.a 

Make asking values, preferences, and goals a routine. 
Use decision aid.a 

Support of GP to clarify values.a 

Invite the patient to MDT meeting,a or have two consecutive meetings with and without patient.

Patient-centeredness in 
consultation with the 
patient. 
Patient-centered 
information. 
Knowing goals and 
preferences. 
Individualized 
information. 
To discuss information 
with the patient.

Patient 
advocacy

Assign a patient advocate (nurse, GP, physician in charge).a 

Define the role of the patient advocate, eg to present the patient, to clarify the values, to ask 
patient-centered information, to advocate the patient’s opinion.

Patient-centered 
information. 
Knowing goals and 
preferences.

Communication Information to 
MDT

Presence of professional with info, eg, nurse, assistant, general practitioner, physician in charge, 
geriatrician. 
Standardize collection of patient-centered information or individualized medical information by: 
- Questionnaire, tool, or list.a 

- Text block in MDT forms. 
- Work-up-day to gather all information in one day 
Determine a standard presentation format including the mentioning of patient-centered 
information. 
All involved specialties prepare relevant cases.

Patient-centered 
information. 
Knowing goals and 
preferences. 
Individualized 
information.

(Continued)

https://doi.org/10.2147/JMDH.S286044                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2021:14 1318

Geerts et al                                                                                                                                                           Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


However, some MDT members were doubtful about train-
ing, for example because they believed it would not be 
suitable for experienced clinicians:

“A specific training? I do not know, I think it is also a bit part 
of the personality, like how much time you take. You cannot 
really train it. Although maybe a bit of strategy can be helpful, 
but then I think you have to do it early in the medical education 
before people become a doctor.” [participant 11, MDT 3] 

Decision-Making
The MDT members recommended strategies to improve 
the decision-making process during the MDT meeting, or 
with the patient and strategies about patient advocacy.

The first strategy for decision-making in the MDT meet-
ing was to adequately select the patients who need more 
elaborate decision-making as opposed to more straightfor-
ward decisions. The second, when possible, to discuss treat-
ment alternatives or recognize that alternatives are available 
and provide these in the MDT report instead of formulating 
one single recommendation. This would leave room for the 
physician in charge to discuss the alternatives and the related 
pros, cons, and uncertainties with the patient:

“Yes or when there is a conflict, yes that’s possible, that 
you leave this space open. Because then you give room to 
the physician in charge to consider the options that have 
been discussed. That could be pleasant for some people. 
‘Actually, I prefer option a, but in certain circumstances 
option b is also fine.’ And that you get approval of the 
MDT to do so.” [Participant 4, MDT 3] 

Some MDT members emphasized not to turn discussing 
treatment alternatives into a routine obligation, but only 
when realistic alternatives are available.

The third strategy was to check and agree on the 
recommendation(s) in the report at the end of each case 
discussion by all attendees or by the chair. Finally, one 
MDT member of a MDT with many referral patients 

suggested postponing a decision to the next meeting when 
not all required information was available, instead of making 
hypothetical recommendations based on limited information.

Decision-making with the patient: Almost all MDT 
members responded to the listed strategy to invite the 
patient to the MDT meeting. All MDT members, but one 
nurse practitioner, rejected this strategy. Most thought the 
patient would be distressed and/or the professionals would 
not be able to discuss the case as frankly as they would 
otherwise. The recommended strategies focused on clar-
ifying patients’ treatment values and goals, although there 
was no consensus among the MDT members within and 
between the various MDTs. The methods that were dis-
cussed to clarify values and goals were using a decision 
aid, using the Outcome Prioritization Tool,30 consulting or 
delegating it to the GP, and by just asking the patient 
directly in the consultation. Here, a radiotherapist 
describes how to time the use of a decision aid:

“Regarding patient decision aids: of course, it is suppor-
tive for a patient. And most if it is already given before the 
consultation, because after a consultation with the physi-
cian the patient is already biased. (…) It provides oppor-
tunities to participate more [in decision making].” 
[participant 20, MDT 5] 

Finally, the MDT members recommended strategies on 
patient advocacy, mostly by a nurse practitioner. The 
patient advocate could be a provider of values, prefer-
ences, and patient-centered information:

“Well, because he [the GP] is medically oriented and is not 
as the patient is in the meetings, but he is presenting from 
the patient view, and he can add more patient-centered 
information. Maybe we didn’t know that the patient is 
abusing alcohol or drugs and they say “do you know that 
the patient … ” You know sometimes it is medical infor-
mation, but it’s lacking. So he is kind of the spider on the 
web, and he knows everything from the medical 

Table 4 (Continued). 

Category Subcategory Strategy Corresponding Need

Information 
following MDT

Standardize the written report, including options, pros and cons, arguments, or uncertainties.a 

Chair supervises thorough reporting. 
Designate a co-chair for thorough reporting. 
Clinic appointment with most relevant specialties following MDT meeting (“carrousel meeting”). 
Physician in charge discusses MDT report with patient, eg, options, pros and cons, uncertainty. 
Disclose MDT written report to the patient.

More information 
following MDT meeting. 
To discuss information 
with the patient.

Note: aitems (partially) derived from the list of strategies. 
Abbreviations: MDT, multidisciplinary cancer team. GP, general practitioner.
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information and the specialist kind of view and from the 
patient, so he is the perfect solution to give us more 
appropriate and needed information.” [Participant 19, 
MDT 1] 

As an alternative to being a passive information provider, 
the nurse practitioner could present the patient, to become 
more involved in the case discussion, or even actively 
represent the patient, thereby defending the patients’ 
views.

Communication
Two communication subcategories were recognized: infor-
mation from the patient to the MDT and information 
processing following the MDT.

Various strategies about information to the MDT were 
recommended. The most frequently mentioned strategies 
were using a questionnaire, tool, or list to collect this 
information, whether or not in combination with a text 
block in the MDT patient file. Complementing the strategy 
to involve various professionals in the MDT meeting, 
some MDT members suggested delegating the task of 
collecting this information to a professional. Other strate-
gies were a standard presentation format including all 
relevant information types, obliging MDT preparation for 
the participants so they would already be familiar with the 
most important information and a “work-up-day” where 
all information is gathered in one day:

“So maybe we need to move back to do everything in 
one day and then followed by the MDT meeting. I also 
read in a book that is what the patient wants. Then you 
have anesthetics, fitness test, geriatric screening available 
at the MDT meeting. As they sometimes help in the MDT 
decision making.” [participant 24, MDT 1] 

Additionally, some MDT members expressed resistance to 
the standardization of information collection. They empha-
sized that it should not become a burden for the professional 
or the patient and that the information should add value to 
the MDT discussion. In line with this, another MDT member 
recommended using a summary of the information, just as 
with medical information like CT scans.

To process the information following the MDT meet-
ing, two groups of strategies were recommended. The first 
group involved strategies to improve the written report of 
the MDT by documenting different options, arguments, or 
patient-centered information. The second group contained 
strategies on how to communicate this information to the 
patient. Most MDT members thought the physician in 

charge should discuss the options, pros and cons, or uncer-
tainties with the patient. Some MDT members recom-
mended that the patient would have a joint consultation 
with specialists involved in the specific case:

“So how would I ideally see this? That we would have 
a joint consultation. So two specialists sit together with 
a patient. And then you can give the information in the 
most objective way to the patient.” [participant 20, 
MDT 5] 

Finally, one MDT member suggested giving the patient the 
written report of the MDT meeting.

Discussion
In this study, we first explored MDT members’ perspectives 
on the need for improvement of patient-centeredness in 
oncological MDT meetings, and secondly, their perspectives 
on strategies that may improve patient-centeredness in com-
plex oncological MDT decision-making. We identified three 
needs: Information in the MDT meeting, decision-making, 
and information following the MDT meeting. The improve-
ment strategies regarded the organization, decision-making, 
and communication. Mostly, the strategies corresponded 
with a need. The following novel strategies were recom-
mended: first, designating a co-chair with secretary 
role; second, pre-selecting patients for a detailed or short 
discussion; third, designating a patient advocate who has 
a clear defined role; and finally, a joint consultation after 
the MDT meeting. Our findings may be used as a practical 
guide to apply or formulate strategies in other hospitals. As 
the starting point for this study was the local situation, we 
recommend assessing the local needs and taking them in 
mind while using our findings. Our group currently partici-
pates in a Dutch collaboration, aiming to further implement 
patient-centeredness in MDTs in the Netherlands by devel-
oping and evaluating an integrated oncological decision- 
making model, supported by the Dutch Cancer Society 
(KWF project number 12921).

A prominent finding in this study is the need to involve 
patient-centered information in the MDT meeting and the 
MDT members’ recommendation of corresponding strate-
gies, such as methods for collecting it beforehand or by 
involving people in the MDT meeting who are aware of 
this information. This is in line with other studies.13,14,16 

Our findings also confirm that decision-making in the 
MDT meeting is primarily based on medical 
information.15,16,42 Therefore, we propose improving the 
collection and use of patient-centered information in MDT 
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meetings, which seems to be an essential first step towards 
patient-centered MDT decision-making.

A new finding in our study was that the MDT members 
voiced a need for more information following the MDT meet-
ing to facilitate more patient-centeredness in the decision- 
making conversation with the patient. Subsequently, many 
of the recommended strategies aimed for thoroughly docu-
menting and communicating the decision-making process. 
For example, by discussing and reporting treatment alterna-
tives instead of providing one treatment recommendation. Or, 
when applicable, by arranging a joint consultation: such 
a “mini-MDT” may provide the patient with the opportunity 
to discuss the treatment alternatives with the relevant special-
ities, without attending the MDT meeting. Based on this 
finding, we propose strategies that facilitate the decision- 
making conversation with the patient following the MDT 
meeting, which could be regarded as the second essential 
step towards patient-centered MDT decision-making.

The recognition of these two steps seems crucial in 
transforming cancer-related decision-making to a patient- 
centered process. In practice, cancer-related decision- 
making is a process with interdependent decisional moments 
in which a MDT decision is embedded, instead of the MDT 
being a one-shot moment.15 Figure 1 depicts this decision- 
making process and the corresponding Shared Decision- 
Making phases.43,44 The MDT is a crucial step in the deci-
sion-making process and currently patients usually do not 
participate in MDT meetings. Although currently patient 
participation in an MDT is being examined,45 our findings 
show that there was little support base for this strategy. 

Therefore, implementing strategies involving both afore-
mentioned essential steps may be a valuable alternative to 
involve the patient perspective in the decision-making pro-
cess. Furthermore, although we did not regard patients as the 
primary source for this study, patients may think of addi-
tional strategies.16 These may be explored in the future.

Another notable finding is that some of the recom-
mended strategies did not clearly relate to a voiced need. 
A first explanation may be that some strategies do not 
specifically address patient-centeredness, such as those 
regarding time pressure, chairing, or the education of 
young professionals. They frequently overlap with well- 
known strategies that address the effectiveness of the 
meeting and the decision-making process.5,9,12,30 Taking 
in mind the definition of patient-centeredness, the MDT 
members may not have initially expressed corresponding 
needs. However, as they were elaborating during the inter-
view, they may have thought of these strategies on second 
hand. Therefore, it is important to take in mind that other 
aspects of the MDT meeting, like organization and educa-
tion, may be enablers of patient-centeredness. Second, 
some strategies not corresponding to a need originated 
from the list that was presented to the MDT members 
and did not arise spontaneously. This does not immedi-
ately implicate that these strategies should be discarded for 
implementation in practice. For example, displaying 
a patient photograph during the meeting is a quick and 
easily applicable strategy that was strongly supported. 
However, some of these strategies require more reflection. 
Our findings show that MDT members were ambiguous 

Figure 1 Cancer-related decision-making process. At suspicion of malignancy the physician discusses the possible diagnosis and treatment options with the patient (team 
talk and, if possible, option talk). Patient-centered information is acquired (preference talk) and additional diagnostics are ordered. The treating physician discusses the 
patient case in the MDT meeting, where an advice is formulated and well-documented. The team aims to align MDT decision-making with Shared Decision-Making with the 
patient. Then, the physician translates the MDT advice to the patient and integrates this with the patient towards a personalized treatment plan. Options are explained with 
pros and cons (option talk) and preferences are discussed (preference talk). The treatment is applied. During decision-making or treatment, the MDT may be consulted 
again, when necessary. 
Abbreviation: SDM, Shared Decision-Making.

Journal of Multidisciplinary Healthcare 2021:14                                                                                 https://doi.org/10.2147/JMDH.S286044                                                                                                                                                                                                                       

DovePress                                                                                                                       
1321

Dovepress                                                                                                                                                          Geerts et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


about the training of chairs and other members on patient- 
centeredness or shared decision-making. However, leader-
ship skills of the chair and team skills of the MDT are 
known to be important for effective decision-making.30,32 

Therefore, improving patient-centeredness in MTDs by 
training, based on the local preferences, may still be 
a promising strategy.

One of the motives for this study was the recognition 
of several barriers to patient-centeredness. Connecting the 
strategies to underlying needs may increase the chance for 
successful implementation and subsequently, overcoming 
some of the aforementioned barriers. However, it should 
be noted that not all health care professionals will embrace 
these initiatives. Implementing supportive instead of acti-
vist-type strategies may help keeping all MDT members 
on board. For example, designating a co-chair with secre-
tary role, to thoroughly report the MDT discussion with 
pros and cons for treatment options, may provoke discuss-
ing more than one option with the patient without being 
too much compelling.

Strengths and Limitations
Using explorative interviews with open-ended questions 
provided richer information on strategies than, for exam-
ple, survey24 and a literature review5,30,32 methodologies. 
This lead to several novel strategies.

Some limitations may apply to our study. First, the use 
of multiple interviewers may have slightly impeded in- 
depth questioning. Furthermore, by interviewing various 
MDT members from five different MDTs, we obtained 
rich information. This may explain why the sample was 
quite big to reach data saturation.

Second, the study was performed in our specific set-
ting. As the composition and functioning of MDTs in 
different hospitals and countries may vary, this may affect 
the transferability of our findings. We recognized that there 
were differences between the five MDTs in our hospital, 
for example, to what extent the MDT discussed referral 
patients. MDTs without tertiary referral functions may less 
likely encounter patients only being referred “on paper” 
instead of physically attending the hospital. On the other 
hand, the majority of needs and strategies originated from 
professionals from various MDTs, suggesting transferabil-
ity. We thoroughly described our MDT members and set-
ting to aid others in making a judgment about the 
transferability to their situation.

An important footnote with regard to our findings is 
that we did not apply prioritizing exercises and therefore 

formally we cannot prioritize in the list of strategies. More 
research following these principles may gain insight into 
how to successfully implement these strategies.

Conclusion
Our findings highlight the MDT members’ perceived need 
to improve patient-centeredness in MDTs. Various well- 
supported strategies for improvement were recommend, 
that may be implemented in practice. Many strategies 
regard collecting and using patient-centered information 
before the MDT, such as patient-centered information, 
needs and preferences. Others regard facilitating the deci-
sion-making conversation with the patient following the 
MDT meeting. These strategies underscore the involve-
ment of patients throughout the continuous process of 
decision-making for patients with cancer. Future research 
may aim to prioritize these and other strategies and to 
determine and evaluate the effect on endpoints, like patient 
or professional satisfaction, shared decision-making, and 
on the decision that was made.
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