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Purpose: Healthcare professionals’ participation is crucial for the efficient implementation of multidisciplinary team (MDT) 
collaboration models. We identified the key factors influencing healthcare professionals’ preference to participate in MDTs in tertiary 
hospitals.
Methods: To clarify the attributes and levels of the discrete choice experiment (DCE), we conducted a targeted literature review and 
conducted in-depth interviews with MDT service providers. Following this, a DCE was designed to evaluate healthcare professionals’ 
preferences for MDT participation, and the influence of factors such as salary subsidies, leadership attention, patient participation, 
quality assessment, working intensity, and case complexity. A conditional logit model estimated the utility of each attribute. 
Willingness-to-pay estimates were derived by taking the negative ratio of the coefficients of non-economic and economic attributes. 
A series of policy simulation analyses were conducted.
Results: Two hundred healthcare professionals completed the questionnaire, with 180 valid responses used for analysis. All attributes 
were statistically significant. Leadership attention and working intensity were the primary factors influencing staff willingness to 
participate in MDTs, followed by quality assessment and salary subsidies. Significant preference differences were observed between 
respondents; compared with mid-level staff, senior-level healthcare professionals believed patient engagement would be more helpful 
in boosting participation. The policy simulation showed that changing leadership attention from “neglect” to “emphasis” would 
increase the probability of staff choosing to participate in MDTs from 24.4% to 66.98%.
Conclusion: Leadership attention was the primary concern for healthcare professionals in MDTs. To effectively motivate staff 
participation in MDTs, policymakers should adopt a holistic approach that considers work motivation and individual backgrounds, 
including competitive salary packages and a positive work environment. They should concurrently introduce MDT case complexity 
measurement tools to optimize resource allocation. Addressing staff members’ unique needs and career aspirations by creating targeted 
training programs, pathways for advancement, and personalized career development plans are also crucial.
Keywords: multidisciplinary medical services, participation motivation, health services research, discrete choice experiment

Introduction
Owing to the rapid growth of medical knowledge and specialization in medical practice, patients facing complex disease 
diagnoses and treatment often need to consult multiple specialists, which can lead to delays in treatment and reduce 
patient satisfaction.1 In response to this challenge, the multidisciplinary team (MDT) collaboration model has been 
widely adopted and promoted globally.2 MDT collaboration refers to providing patients with one-stop comprehensive 
medical services centered on patient needs through the joint participation of interdisciplinary professionals, implemented 
via regular case discussion meetings.3 In China, the application of MDT collaboration has expanded from tumor 
treatment to high-difficulty diseases in various departments of comprehensive hospitals, becoming a core component 
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of medical quality and safety.4 Standardizing the multidisciplinary development process and implementing high-quality 
multidisciplinary development has become a top priority in the construction of tertiary hospitals.

Effective MDT collaboration has been proven to result in more comprehensive and safer treatment plans, 83% of 
which are implemented, thus ensuring the safety of patient care.5 Concurrently, MDT was able to optimize the quality of 
survival and outcomes of patients with lung cancer by enabling a 33% higher five-year survival rate compared to patients 
receiving traditional care approaches,6 and it increased patient satisfaction to 83%.7 Additionally; this model helps 
strengthen healthcare professionals’ teamwork capabilities, facilitates their professional growth, and enhances team 
cohesion,8 thereby achieving win-win outcomes for both patients and providers.

Although the theoretical benefits of MDT collaboration have been widely recognized, its application and sustain-
ability in clinical practice have yet to reach the expected levels.9 A survey conducted among members of the Australian 
Lung Cancer Committee revealed that over 20% of healthcare professionals’ participation in MDT meetings required 
skill improvement.10 A similar issue was observed in China, where a study of tertiary hospitals in Anhui Province 
indicated that the participation rate of healthcare professionals in MDTs was only 19.2%.11 A survey conducted in 
tertiary hospitals in Southwestern China revealed that healthcare professionals’ willingness to participate in MDT 
collaboration was 63.2%.4 The low participation of healthcare professionals in MDTs has proven to be a considerable 
obstacle for clinical decision-making, which in turn leads to inefficiencies.12 Therefore, to truly leverage the advantages 
of MDTs, it is imperative to analyze the preferences of healthcare professionals regarding their participation in MDT 
collaborations.

However, stimulating sustained enthusiasm among healthcare professionals to participate in MDTs is not an easy task. 
Currently, the number of cases discussed in MDT meetings is increasing dramatically, putting immense time pressure on 
healthcare professionals.13 For instance, it is estimated that over one million person-hours are dedicated to attending 
meetings in the UK annually. Specifically, radiologists spend 2 hours, while pathologists spend 2.4 hours preparing for 
each hour of a team meeting.14 MDT-related work is also more challenging to quantify than daily scheduled activities. 
Therefore, it is often difficult to obtain the corresponding resources or salary support,15 which can generate negative 
sentiments among healthcare professionals and hamper their motivation to participate in MDT, thereby impacting its 
effectiveness. Balasubramaniam et al16 indicated that if management treated MDT meetings as a protected meeting, 
healthcare professionals’ willingness to participate would increase. However, prior research predominantly relied on 
qualitative interviews and lacked quantitative assessments of the factors influencing healthcare professionals’ preferences 
for MDT participation. Evidence regarding staff preferences in different scenarios for MDT participation is also 
relatively limited.

Discrete choice experiments (DCEs) are effective quantitative techniques for elucidating preferences and assessing 
the effects of the influencing factors.17 DCE differs from traditional quantitative methods in that it presents different 
work scenarios and analyzes individual choices.18 Thus, this approach not only captures preferences more accurately in 
different situations than attitudes alone but also offers greater specificity. DCE has been widely adopted in healthcare, 
with its applications ranging from optimizing medical service delivery to accurately satisfying patient needs and even 
guiding the rational allocation of healthcare human resources.19–24 DCE can reveal key preferences and influencing 
factors through simulating various scenarios and analyzing individual choices. Therefore, DCE can be used to identify 
the key attributes influencing healthcare professionals’ willingness to participate in MDTs, helping managers implement 
more targeted policy interventions.

This study aims to examine healthcare professionals’ preference attributes and their relative importance regarding 
participation in MDTs in tertiary public hospitals through a DCE, contributing towards enhancing the motivation of 
healthcare professionals to engage in MDT and ensuring their active participation in the process. It also calculated the 
willingness to pay (WTP, calculated as the marginal rate of substitution between non-monetary attributes and those with 
monetary value). Additionally, we simulated different policy scenarios to quantify staff choice propensities in various 
decision-making contexts to provide evidence-based support for developing strategies conducive to sustainable and 
efficient MDT implementation.
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Materials and Methods
Study Setting
Hangzhou is the capital city of Zhejiang Province, China, with a population of 12.37 million in 2022 and abundant smart 
healthcare resources.25 With the development of medical technology and the growing social demand for medical and 
health services, tertiary hospitals in Hangzhou began exploring a multidisciplinary treatment model in 2018. This model 
considers patient needs at the core, utilizes information technology as support, and provides stagewise and disease- 
specific full-cycle MDT services for both outpatients and inpatients. Tertiary hospitals in Hangzhou are accelerating the 
construction of specialized MDT centers to expand the coverage of quality medical resources and establish internation-
ally influential MDT brands. To date, 20 tertiary hospitals in Hangzhou have successfully implemented mature MDT 
services, with over 50,000 MDT cases annually, and involving at least 3,000 experts.

Identification of Attributes and Levels for DCE
This study followed the International Society for Pharmacoeconomics and Outcomes Research (ISPOR) Good Research 
Practice Report for conducting DCEs in healthcare.26 To identify the attributes and levels, we conducted a targeted 
literature review14,27 and preliminarily identified nine preference attributes (economic and non-economic) influencing 
healthcare professionals’ preferences regarding participation in MDTs and defined levels for each of them. The attributes 
included salary subsidies, leadership attention, patient participation, quality assessment, work intensity, case complexity, 
team composition, leadership style, and team atmosphere. Subsequently, in-depth interviews were conducted with 14 
MDT service providers to validate these attributes and finalize the levels. Based on their suggestions on the importance 
and feasibility of attributes and levels, we excluded three attributes (team composition, leadership style, and team 
atmosphere). We ultimately designed a DCE questionnaire containing six attributes. Table 1 presents the attribute 
descriptions and levels.

Design of the Experiment and the Questionnaire
A full factorial design that considered all possible combinations of attributes and levels would generate 192 (3×24×4) choice 
sets, which would not be feasible for individual respondents. Therefore, using SPSS 26.0, a fractional factorial design was 
adopted to reduce the number of choice sets to a more manageable level, ultimately yielding 12 MDT choice sets. Figure 1 
illustrates an example of a choice set. The remaining choice sets are presented in Supplementary Figures 1–11. To further 
reduce cognitive burden, the 12 choice tasks were randomly divided into two versions of six choice sets each. The respondents 

Table 1 Attributes and Associated Levels Identified for the Discrete Choice Experiment

Attribute Description Level

Salary subsidies Average pay subsidy per MDT case attended 100 CNY [Reference]

200 CNY

300 CNY
Leadership attention Level of importance attached to MDTs by hospital leadership Emphasize

Neglect [Reference]

Patient participation Whether or not the patient participates in MDTs Participation in MDTs
No participation in MDTs [Reference]

Quality assessment Whether hospitals assess the quality of MDT consultation and treatment Assess quality

None [Reference]
Working intensity Average duration of MDTs per case Meeting duration <0.5 h [Reference]

Meeting duration 0.5–1 h

Meeting duration 1–1.5 h
Meeting duration > 1.5 h

Case complexity Complexity of MDT cases Generally complex [Reference]

Extremely complex

Notes: The meaning of “Reference” in this table is to designate this level as the point of comparison or reference, and it does not refer to a placeholder for a reference 
citation.
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were asked to answer one version at random. Additionally, we included one repeated-choice set in each version to check for 
internal consistency in the responses. Respondents who did not pass the internal validity check were excluded from the 
analysis. The questionnaire consisted of two parts: part one included the choice scenario questions and part two collected 
respondents’ socio-demographic characteristics, including gender, age, occupational groups, professional title, and years of 
participation in MDT. Prior to the final study, a pilot study was conducted to validate the understandability and acceptability of 
the questionnaire, with modifications for enhanced clarity based on feedback.

Study Population, Sample Size, and Data Collection
Based on Johnson and Orme’s28 empirical rule for calculating the required sample size, the formula is n≥(500c)/(ta), 
where “c” represents the maximum number of levels among attributes, “t” the number of choice tasks, and “a” the 
number of alternatives in each choice task. Thus, this study required a minimum of 167 participants (500×4)/(6×2). 
Considering the possibility of invalid questionnaires, we increased the sample size by an additional 20% to ensure study 
reliability. Face-to-face surveys were distributed to 200 healthcare professionals. Interviewers alternated between 
questionnaire versions during the investigation to balance the sample size distribution between the two versions.

The data were collected between October 2021 and March 2022. To ensure representativeness and balance, we 
selected three different areas in Hangzhou as the research sample based on their geographical distributions: eastern 
(including Linping and Xiaoshan), central (including Xihu and Gongshu), and western (including Linan and Tonglu). In 
each area, we selected one tertiary public hospital that conducted MDT diagnosis and treatment and surveyed 20–40 
healthcare professionals based on the MDT scale and implementation in the target hospital. The inclusion criteria were as 
follows: (1) clinical doctors, nurses, and technicians participating in MDTs; (2) working in the hospital during the survey 
period and participating in MDT for over six months; and (3) willingness to participate in this study. The exclusion 
criteria were as follows: (1) not on duty or refusing to participate, (2) healthcare professionals who only observed MDT 
case discussions, and (3) administrative and logistics staff involved in MDT organizations and management.

Ethical Considerations
This study was approved by the Ethics Review Committee of Hangzhou Normal University (approval number 2022– 
1121). Before the questionnaire surveys, we briefly presented the purpose of the study to the participants and obtained 
their written informed consent. All procedures were performed in accordance with the ethical standards of the Committee 
on Human Experimentation and Declaration of Helsinki.

Figure 1 Choice task example in the discrete choice experiment.
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Statistical Analysis
All data analyses were performed using STATA (version 18.0; StataCorp). The results of the descriptive analysis of 
participants’ socio-demographic characteristics are presented as frequencies and percentages. Except for the salary 
subsidy variable, which is continuous, all other attributes were set as discrete variables. With a preference for MDT 
participation as the dependent variable, conditional logit modeling was used to analyze the data and quantify the 
preferences of healthcare professionals regarding its different attributes. This model is based on the random utility 
framework, in which the utility function can be expressed as:

where Unjt refers to the utility that respondent N obtains, by choosing alternative J in choice scenario t. Unjt comprises an 
observable component Vnjt, and an unobservable component. εnjt The utility of the observable component is equal to 
attribute level vector Xnjt, multiplied by coefficient vector. β

0

n The unobservable part is a random error term.
Based on this, we can calculate the relative importance of each attribute, which is the proportion of the preference 

weight (the utility value of the best level minus the utility value of the worst level for the same attribute) of that attribute 
to the sum of all attribute weights. Additionally, this study measured healthcare professionals’ WTP for participation in 
MDTs by calculating the ratio of the utility values of each attribute level to the negative utility value of the salary 
subsidies attribute. This indicates healthcare professionals’ willingness to forgo salary subsidies to improve other 
incentives. Further subgroup analyses were conducted based on gender, age, occupational group, professional title, and 
years of participation in MDTs. By comparing the WTP values of the subgroups to improve the five factors, we drew 
policy implications for effectively enhancing non-economic incentives and increasing healthcare professionals’ will-
ingness to participate in MDTs. Finally, a simulation study was conducted to understand how the probability of 
healthcare professionals choosing to participate in the MDT changes with variations in the levels of different attributes.

Results
Respondent Characteristics
A total of 180 healthcare professionals completed the questionnaire (excluding those who did not pass the internal 
validity test; n=20), with a response rate of 90%. Among them, the majority (51.7%) were female, with ages 
predominantly distributed between 41 and 50 years old (47.2%). Doctors accounted for 78.9% of the occupational 
groups. Additionally, 46.7% of the participants had 5 or more years of experience in MDT work. Only 31.2% of 
participants had an intermediate title level. Table 2 presents the socio-demographic data of the respondents included in 
the analysis.

DCE Analysis and Logit Model
Table 3 presents the results of the conditional logit model. All attributes were statistically significant, indicating that the 
selected attributes influenced professionals’ willingness to participate in MDT. Specifically, healthcare professionals paid 
particular attention to leadership attitudes and strongly preferred to be supported rather than ignored by leadership 
(β=2.417; p<0.001). Additionally, healthcare professionals were more inclined to participate in MDTs implementing 
quality assessment instead of those without quality assessment (β=0.922; p<0.001). Similarly, patient participation 
(patient participation in MDTs vs non-participation) increased healthcare professionals’ willingness to participate in 
MDTs, but the impact was relatively small (β=0.574; p<0.001). However, heavy workloads (meeting duration >1.5 h vs 
meeting duration <0.5 h) and more complex cases (extremely complex vs generally complex) hindered healthcare 
professionals’ willingness to participate in MDTs (β=−1.730; p<0.001; β=−0.543; p=0.003).

The WTP analysis revealed the salary subsidies healthcare professionals were willing to forgo for ideal MDT attribute 
levels compared with the reference standards. Specifically, compared with situations without leadership attention, 
professionals were willing to give up CNY 277.6 to participate in the MDT and receive leadership support. For patient 
participation, professionals were willing to sacrifice CNY 65.9 to gain experience with MDTs where patients could 
directly participate in discussions and decision-making. Additionally, compared to MDTs without quality assessment, 
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professionals were willing to forfeit CNY 105.9 to engage in MDTs with quality assessment. However, the situations 
differed in terms of work intensity and case complexity. Compared with lower work intensity, professionals required an 
additional compensation of CNY 173 to participate in higher-intensity MDTs. As opposed to generally complex cases, 
they needed additional CNY 54.3 to discuss extremely complex ones.

Table 2 Descriptive Information and Statistics of 
Study Participants

Characteristics N=180 %

Gender

Male 87 (48.3)

Female 93 (51.7)
Age, y

30–40 64 (35.6)

41–50 85 (47.2)
>50 31 (17.2)

Occupational groups
Doctors 142 (78.9)

Nurses and medical technicians 38 (21.1)

Professional Title
Intermediate title 56 (31.2)

Deputy Senior Professional Title 62 (34.4)

Senior professional title 62 (34.4)
Participation in MDT, y

<1 32 (17.8)

1–2 34 (18.9)
3–4 30 (16.7)

≥5 84 (46.7)

Table 3 Conditional Logit Estimates and WTP (N = 180)

Attributes and their levels Coefficients SE P-value 95% CI WTP 95% CI

Salary subsidies (unit: 100 CNY) 0.871 0.114 <0.001 0.648 to 1.094
Leadership attention (ref: Neglect)

Emphasize 2.417 0.211 <0.001 2.003 to 2.831 −2.776 −3.522 to −2.030

Patient participation (ref: No participation in MDT)
Participation in MDT 0.574 0.163 <0.001 0.255 to 0.892 −0.659 −1.003 to −0.314

Quality assessment (ref: None)

Assess quality 0.922 0.166 <0.001 0.597 to 1.246 −1.059 −1.504 to −0.613
Working intensity (ref: Meeting duration <0.5 h)

Meeting duration 0.5–1 h −0.755 0.213 <0.001 −1.172 to −0.337 0.867 0.354 to 1.379

Meeting duration 1–1.5 h −1.695 0.239 <0.001 −2.163 to −1.228 1.947 1.368 to 2.526
Meeting duration >1.5 h −1.730 0.265 <0.001 −2.249 to −1.211 1.987 1.246 to 2.728

Case complexity (ref: Generally complex)

Extremely complex −0.543 0.185 0.003 −0.906 to −0.180 0.623 0.138 to 1.108
LR chi2(8) 555.380

Number of observations 2160

Log-likelihood −1175.509
AIC 2369.019

BIC 2419.915

Notes: SE: standard error, CNY: Chinese yuan, ref: reference, AIC: Akaike information criterion, BIC: Bayesian information criterion, 95% CI: 95% confidence interval; 
instances with a meeting duration of exactly one hour are included in the “Meeting duration 0.5–1 h” group.
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Figure 2 shows the relative importance scores, indicating that healthcare professionals emphasized leadership 
attention most (score of 38.4%), with a markedly higher priority than other attributes such as salary subsidies, quality 
assessment, and working intensity. Patient participation and case complexity had relatively low importance scores at 
9.1% and 8.6%, respectively.

Subgroup Analysis
The detailed results of the subgroup analyses are shown in Supplementary Tables 1–5, and the WTP results for the 
subgroups are shown in Figure 3, which indicate that most attributes were statistically significant in influencing 
healthcare professionals’ preferences for MDT participation. However, patient participation and case complexity 
exhibited differentiated preference patterns among the subgroups. Compared to healthcare professionals aged 30–40, 
with nursing and medical qualifications, intermediate professional titles, and less than 5 years of work experience, those 
over 40 years old, with doctoral qualifications, senior professional titles, and over five years of work experience, were 
more inclined to collaborate in MDTs involving patient participation. Furthermore, compared to healthcare professionals 
under 40 years old and over 50 years old, those aged 41–50 were more inclined to participate in MDT for cases with 
a lower level of complexity.

Simulation of Different Scenarios
Figure 4 presents the results of the analysis of different scenarios. The benchmark scenario was set for a salary subsidy of 
CNY 100 without leadership attention, no patient participation, lack of quality assessment, high working intensity 
(meeting duration >1.5 h), and extremely complex cases. Compared with the benchmark and keeping other conditions 
unchanged, 66.98% of professionals chose to participate in MDTs if leadership attention improved from “neglect” 
(benchmark scenario) to “emphasis” (Scenario 3). In Figure 4, (A) represents the optimal incentive combination, which is 
derived from screening and combining the most significant levels of incentive attributes (salary subsidy of CNY 200, 
leadership attention, patient participation, quality assessment, meeting duration <0.5 h, and generally complex cases). 
This combination could raise the probability of healthcare professionals’ participation to 93.83%.

Discussion
This study conducted an in-depth exploration of healthcare professionals’ preferences regarding MDT participation in 
Hangzhou, China. The key factors influencing healthcare professionals’ willingness to participate were analyzed from 
both economic and non-economic perspectives. The results indicated that leadership attention was the most critical factor 
that affected their willingness to participate in MDTs. Factors such as salary subsidies, quality assessment, and work 

Figure 2 Relative importance of preference attributes of MDTs.
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intensity also played important roles, with their importance surpassing that of patient participation and case complexity. 
Differentiated preference patterns among the subgroups were also identified. This study revealed the complex dynamics 
of healthcare professionals’ preferences for MDT participation and highlighted the importance of dynamically formulat-
ing incentive policies.

The results demonstrate that economic incentives are crucial to ensuring healthcare professionals’ participation in 
MDT. Increasing salary subsidies can effectively enhance these professionals’ positivity toward participation, but it also 
diminishes the marginal utility of an increase in subsidies. This is consistent with Rynes et al’s29 results regarding 
employee incentive measures, which revealed that compensation level is one of the most concerning incentives for 
employees and can effectively inspire staff enthusiasm. Given that preparing healthcare professionals for case discussions 
often requires extra time and effort, providing appropriate economic compensation becomes necessary because it can 

Figure 3 Willingness-to-pay estimation for subgroup population.
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stimulate their work enthusiasm and strengthen their willingness to participate in MDTs.15 Balasubramaniam et al16 also 
supported the view that healthcare professionals regard compensation subsidies as a form of recognition for their labor 
value; thus, ensuring the fairness and reasonability of subsidies can promote improvements in work motivation and job 
satisfaction. From the perspective of economic incentive theory,30 using salary subsidies as rewards for participating in 
MDTs is an effective approach to enhance healthcare professionals’ motivation to participate. Therefore, our study 
emphasizes the importance of providing appropriate salary subsidies for healthcare professionals and suggests imple-
menting differentiated salary subsidy strategies based on their different roles and contributions to MDTs. In addition, 
outstanding MDTs can be selected once every quarter or every 6 months, and a unique reward fund can be established to 
felicitate and recognize them, to encourage healthcare professionals to participate in MDT.

Among the non-economic incentive factors, the degree of leadership attention to MDTs promoted healthcare 
professionals’ willingness to participate. Similar results have been reported in studies from Europe,31 Canada,32 and 
Australia,33 wherein if the management regards MDTs as “real work”, it usually means MDT implementation can gain 
more resource support, such as adequate staffing, advanced technical equipment (eg, video conference systems, 
radiologic image display devices), and suitable space facilities. This allows healthcare professionals to feel that their 
efforts and contributions are recognized and valued, increasing their self-worth and improving their willingness to 
participate in MDTs.34 Hospitals should therefore establish specialized MDT reporting systems that strengthen the 
promotion of in-hospital MDTs. This system requires MDTs to regularly submit detailed work reports to the management 
to demonstrate their effectiveness and value. These reports can cover key indicators such as therapeutic effects, cost- 
effectiveness, and patient satisfaction, thereby promoting sustained leadership attention and support for MDT work.

Patient participation also exerted a positive influence on healthcare professionals’ preferences for participating in 
MDTs, which is consistent with the conclusions made by Berben35 and Dongen et al.36 Patient participation in MDTs can 
promote open and participatory communication between patients and doctors, enhance mutual understanding, recogni-
tion, and trust. This could help build closer doctor-patient relationships and strengthen healthcare professionals’ will-
ingness to participate in MDTs.37 A further subgroup analysis showed that, compared with nursing and technical staff 

Figure 4 Policy simulation analysis for accepting MDTs with specific attributes. 
Notes: (A) represents the optimal incentive combination, which is derived from screening and combining the most significant levels of incentive attributes (salary subsidy of 
CNY 200, leadership attention, patient participation, quality assessment, meeting duration <0.5 h, and generally complex cases).
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with shorter work experience and intermediate titles, senior doctors with longer work experience considered positive 
patient participation more conducive to enhancing their preferences for participating in MDTs. This situation is under-
standable, as physicians with more clinical practice experience have richer experience and professional knowledge and 
can better appreciate the importance of patient-centered approaches in medical services. Simultaneously, a promotion 
implies increased clinical decision-making responsibility, and patient participation in MDTs can help decision-makers 
enhance their decision confidence.38 Therefore, this study encouraged appropriate patient and family participation in 
MDT discussions through the following approaches. First, healthcare professionals educated patients and their families 
on health issues and explained the advantages of MDTs to enhance their understanding and trust. Second, we set up 
dedicated patient participation sessions, to ensure that patients’ voices were fully heard and considered by healthcare 
professionals.

Quality assessment is also a key factor in promoting healthcare professionals’ preferences for participating in MDTs, 
consistent with the conclusions of Taylor et al,39 who found that 85% of healthcare professionals believed that quality 
assessment was crucial for MDT implementation. Pursuing excellence in patient healthcare quality is an important 
driving force for healthcare professionals’ active participation in MDTs. Quality assessment provides clear goals for 
healthcare professionals and helps drive the continuous improvement and enhancement of healthcare quality, thereby 
strengthening their motivation to participate in MDTs.40 Therefore, it is critical to establish an open and transparent 
quality assessment mechanism for evaluating and monitoring MDT quality. A practical and feasible strategy would be 
linking assessment results to healthcare professionals’ performance incentives (ie, adopting a strategy combining 
incentives and constraints) to effectively guide their commitment to quality improvement work and stimulate their 
enthusiasm. The assessment results can also serve as an important reference factor for healthcare professionals’ future 
career development, encouraging them to improve their professional skills and accumulate valuable experience, thereby 
enhancing their intrinsic motivation to participate.

In addition, the influence of working intensity on MDT work should not be ignored. Our results showed that the 
average duration of MDT discussions had a negative impact on healthcare professionals’ preferences for participating in 
MDTs. Prior longitudinal research has also provided similar evidence that excessively long MDT discussion times lead to 
decision fatigue in healthcare professionals, subsequently inducing work fatigue and reducing their willingness to 
participate.41 In the current healthcare system of China, due to the relative weakness of primary healthcare forces, the 
incomplete and ineffective implementation of the tiered diagnosis and treatment system, as well as the entrenched 
medical-seeking mindset of some patients that is difficult to change rapidly, healthcare professionals in tertiary hospitals 
are confronted with immense diagnostic and treatment pressures.4 Though most healthcare professionals participating in 
MDTs are experienced experts, when faced with the high intensity of clinical workloads, they often struggle to dedicate 
sufficient energy to fully and deeply engage in MDT work, subsequently diminishing their ongoing willingness to 
participate. In this case, the MDT coordinators play a critical role42 and should provide full administrative and 
documentation support for pre-, intra-, and post-meeting MDT case discussions. This will ensure the efficient organiza-
tion and implementation of MDTs, such as preparing the required clinical data, clarifying meeting agendas, and recording 
key patient management decisions. Reasonably controlling MDT working hours helps alleviate the working intensity of 
healthcare professionals.

This study also found that case complexity hindered healthcare professionals’ preference for participating in MDTs. 
Extremely complex cases may involve more uncertainty, highly stressful work environments, and heavier decision 
burdens, putting tremendous work pressure on healthcare professionals and weakening their willingness to participate in 
MDTs.43 Unlike the conclusions of Nisbet et al44 junior-ranked healthcare professionals tended to consider complex 
cases as opportunities for professional learning and growth, which boosted their preference for participating in MDTs. 
This discrepancy may stem from the different topics for different titles. This study mainly included intermediate and 
senior-title healthcare professionals who expressed concerns about the practicality of the teaching functions of MDT 
meetings and better understood the risks hidden in handling extremely complex cases; thus, they may have a more 
prudent attitude.45 The subgroup analysis showed that case complexity had a stronger inhibitory effect on the preferences 
of healthcare professionals aged 41–50 years compared to those aged below 40 and above 50 years. This may be related 
to the fact that they were in the plateau period of their careers, with more career fatigue, making them less willing to 

https://doi.org/10.2147/JMDH.S473675                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2024:17 4406

Jia et al                                                                                                                                                                Dovepress

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

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


devote time and effort to exploring and handling extremely complex cases. To alleviate this problem, highly motivated 
healthcare professionals should be prioritized when establishing MDT expert teams, taking into full consideration their 
calling for MDT collaboration. Furthermore, the introduction of an MDT Case Complexity Measurement Tool is 
recommended to categorize cases based on their degree of difficulty, enabling the prioritization of resources like 
advanced expert guidance and cutting-edge equipment support to be allocated to teams or individuals who frequently 
handle highly complex cases. Continuous professional training and education should be also provided to boost their 
professional confidence and reduce uncertainty in managing complex cases, and thereby strengthen the subjective 
initiative of healthcare professionals.

Limitations
This study has some limitations. First, it focused solely on healthcare professionals in Hangzhou, China, a developed 
region in eastern China, but did not include central or western China. The economic and population differences between 
regions may, therefore, limit the generalizability of the results. Future research should expand the sample selection scope, 
use stratified random sampling methods, and conduct surveys separately by region based on the economic level of each 
province to improve representativeness. Second, while the study attempted to identify key factors influencing healthcare 
professionals’ preferences for participating in MDTs through a combination of literature review and qualitative inter-
views, factors such as team atmosphere, leadership style, and team composition may have been overlooked. Therefore, 
subsequent research should delve deeper into how these factors affect healthcare professionals’ preferences for participa-
tion in MDTs.

Conclusion
To the best of our knowledge, this is the first survey to explore the preferences of tertiary hospital healthcare 
professionals in China regarding MDT participation. Our findings highlight that leadership attention to MDTs, work 
intensity, and quality assessment are the top three critical factors influencing healthcare professionals’ willingness to 
participate in MDTs, whereas case complexity has the lowest impact. In addition, our analyses revealed significant 
differences in preferences among subgroups of healthcare workers, suggesting the need for more targeted incentive 
policies. An in-depth understanding of healthcare professionals’ preferences for MDT participation is essential for 
designing effective incentive policies. Hospital administrators should consider demonstrating their support for MDTs. 
They should also establish and refine a multi-dimensional performance evaluation system for hospital MDTs, utilize 
MDT case complexity measurement tools to categorize different cases based on their difficulty levels, and allocate 
additional salary subsidies and special honors to healthcare professionals who engage in discussions on more complex 
cases. Policymakers should introduce supportive policies that align with the healthy development of MDTs, enabling 
tertiary hospitals to free up or redirect a portion of their human and material resources and fostering the implementation 
of MDTs in these institutions.
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