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This document is a result of the GP Breast Cancer MDT Capacity Building Project funded by the IAEA 
and IsDB. A regular initiative of the City Cancer Challenge Foundation (C/Can), (C/Can) introduces 
and disseminates the multidisciplinary and evidence-based clinical decision-making approach for 
breast cancer in all their cities. 

This document was developed  to partner with the Malaysian Clinical Practice Guideline in 
increasing  MDT practice in Greater Petaling (Petaling Jaya, Subang Jaya, and Shah Alam) and other 
regions in Malaysia.

Breast cancer is the most common cancer in Malaysia, making up 19% of all new cancer cases 
diagnosed in 2012-20161. The incidence rate of breast cancer is also increasing , from 31.1 per 10,000 
of the population in 2007-20111 to 49.3 in 20202. GLOBOCAN estimated that the rate would  rise 
to 32% (for very high Human Development Index countries) by 20403. While the Malaysian health 
system provides universal health coverage via highly subsided services in the public sector, it still 
faces challenges in breast cancer management,  characterised by relatively low survival rates and 
late-stage presentation at initial diagnosis4��,Q�������WKH�0LQLVWU\�RI�+HDOWKȆV�΋UVW�SRSXODWLRQ�EDVHG�
cancer survival report, the Malaysian Study on Cancer Survival (MySCan), reported that just 66.8% 
RI�EUHDVW�FDQFHU�SDWLHQWV��VXUYLYHG�IRU�΋YH�\HDU�\HDUV5��:KLOH��WKLV�΋JXUH�LV�D�ELJ�LPSURYHPHQW�IURP�
the 49% in 2005,6 it is still lower than that in other developed Asian countries such as Singapore 
(82.1%)7, Korea (93.3%)8, and Japan (96.2%)9. It is also a concern that 47.9% of cases in 2012-2016 
were diagnosed at a late stage (III and IV), compared to 43.2% in 2007-20111.

This document intends to create a common framework for the practice of multidisciplinary teams 
(MDTs) by outlining the best practices available in the country,  based on  the literature  and expert 
consultation. It should be integrated into  standard cancer care and be underpinned by other 
national (or international) policies and guidelines for cancer care, such as the National Strategic 
Plan for Cancer Control Programme 2021-2025, the Strategic Framework of the Medical Programme 
2021–2025, the National Strategic Plan for Non-Communicable Diseases (NSP-NCD) 2016-2025, 
Clinical Practice Guideline for Management of Breast Cancer and others. Each hospital is encouraged 
to develop its own institutional protocol based on organisational resources and characteristics.

During the production of this document, guidelines from other countries were taken into account, 
including the following studies:

7KH�&KDUDFWHULVWLFV�RI�DQ�(ΊHFWLYH�0XOWLGLVFLSOLQDU\�7HDP� 
(NHS National Cancer Action Team, 2010)

Streamlining Multidisciplinary Team Meetings: Guidance for Cancer Alliances  
(NHS England, 2019)

,PSURYLQJ� WKH� (΍FLHQF\� RI� %UHDVW� 0XOWLGLVFLSOLQDU\� 7HDP� 0HHWLQJV�� $� 7RRONLW� IRU� %UHDVW�
Services (Association of Breast Pathology, Association of Breast Surgery, British Society of 
%UHDVW�5DGLRORJ\��8.�%UHDVW�&DQFHU�*URXS�������

Background
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7XPRXU� %RDUGV�� 2SWLPLVLQJ� WKH� 6WUXFWXUH� DQG� ,PSURYLQJ� (΍FLHQF\� RI� 0XOWLGLVFLSOLQDU\�
Management of Patients with Cancer Worldwide (American Society of Clinical Oncology, 2014)

Multidisciplinary Meetings for Cancer Care: A Guide for Health Service Providers 
(National Breast Cancer Centre, New South Wales, 2005)

Quality Indicators in Breast Cancer Care 
�(XURSHDQ�6RFLHW\�RI�%UHDVW�&DQFHU�6SHFLDOLVWV��(8620$��ZRUNLQJ�JURXS�������

This document was developed through a city-wide process of discussion and consensus by 
multidisciplinary professionals in Greater Petaling, a series of consultation and discussions with 
Professor Josep Maria Borras from the Catalan Institute of Oncology (ICO), and through discussion 
during ASCO-C/Can Multidisciplinary Cancer Management Course (MCMC) with the external experts 
from C/Can partners American Society of Clinical Oncology (ASCO), the American Society of Clinical 
Pathology (ASCP), the International Atomic Energy Agency (IAEA), the International Society of Nurses 
in Cancer Care (ISNCC), the Tata Memorial Cancer Centre and Breast Surgery International. For a list 
of contributors see section 7.
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1.1 What is a multidisciplinary team

$�PXOWLGLVFLSOLQDU\�WHDP��0'7��LV�PDGH�XS�RI�SURIHVVLRQDOV�IURP�GLΊHUHQW�FOLQLFDO�GLVFLSOLQHV�ZKR�
meet to discuss and create a concordant outcome for a patient's diagnosis or treatment plan10,11.  
An MDT usually works in clinical practice by means of periodic meetings with the professionals 
involved  as a “tumour board” or “multidisciplinary case/cancer conference”. 

7KH�SUDFWLFH�RI�XVLQJ�0'7V�ZDV�΋UVW�IRUPDOO\�LQWURGXFHG�LQ�WKH�8QLWHG�.LQJGRP�LQ�UHVSRQVH�WR�WKH�
country's relatively poor cancer survival rates and  inconsistencies in the quality of care provided 
by the National Health Service (NHS). This led to a  reformation of the health system as outlined in 
the Calman–Hine report12 and the subsequent NHS Cancer Plan13, which recommended that site 
specialists in each relevant discipline work together to make “well-informed and wise decisions”. 

The MDT approach was quickly adopted by health systems in countries across the globe. According 
to an international survey conducted in 2010 involving 39 countries, 65% of respondents from 
eastern Europe, 63% from western Europe, 35% from Asia, and 25% from South America declared 
that an MDT was a mandatory part of breast cancer care in their country14.

,Q� WKH� 8QLWHG� .LQJGRP�� XVLQJ� 0'7V� ZDV� PDGH�PDQGDWRU\� E\� WKH� 1DWLRQDO� ,QVWLWXWH� IRU� +HDOWK�
and Care Excellence as part of its quality standard15�� ,Q� WKH�8QLWHG�6WDWHV�� WKH�$PHULFDQ�&ROOHJH�
of Surgeons encourages the practice of MDTs and considers it as one of the cornerstones of their 
cancer program accreditation16.

In Malaysia, the Clinical Practice Guidelines (CPG) for the Management of Breast Cancer recommends 
the use of MDTs in managing breast cancer to improve clinical outcomes17. The National Strategic 
Plan for Cancer Control Programme 2021-2025 also highlighted MDTs as one of the focus areas for 
managing breast cancer18. The plan suggested that MDTs be implemented in all centres providing 
oncology services. The aspiration is for every breast centre in Malaysia to be equipped to practise a 
sustainable and well-governed MDT approach so as to ensure the highest standard of care is being 
delivered to patients.  

1.2. Importance of MDTs 
 
Evidence has shown that using MDTs leads to more accurate assessment and staging, more 
appropriate treatment and improved quality of life. A recent systematic review assessing the impact 
of an MDT meeting (MDTM) on patient management or clinician practice reported that these led 
to changes in diagnostic reports in 4-45% of patients, more accurate pre-operative staging, and a 
higher chance of receiving neo-adjuvant/adjuvant treatment19. Similarly, another systematic review 
reported that cancer management was changed in 2-52% of cases after MDTMs20. In terms of clinical 
outcomes, one systematic review reported MDT improved survival among several solid tumour 
cancers21, with another breast cancer study that used interrupted time series analysis reporting a 
VLJQL΋FDQW�UHGXFWLRQ�LQ�PRUWDOLW\�UDWHV�RI������+5 ����������&,������WR������22. Several reviews also 
UHSRUWHG�RWKHU�EHQH΋WV�VXFK�DV�UHGXFLQJ�WKH�WLPH�IURP�SUHVHQWDWLRQ�RU�GLDJQRVLV�WR�WUHDWPHQW21,23 

and improving quality of life21. 

Background

01 
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1.3. Importance of MDT Functions 

The primary function of an MDT is to:

(QVXUH�HDFK�SDWLHQW� LV�RΊHUHG� WKH�KLJKHVW�TXDOLW\� FDUH� WKURXJK�DSSURSULDWH�GLDJQRVLV�DQG�
treatment recommendations based on a review  by a team of specialists from various 
disciplines. 

(ΊHFWLYH�LQWHJUDWLRQ�RI�0'7V�LQWR�EUHDVW�FDQFHU�FDUH�VKRXOG�DOVR�UHVXOW�LQ�WKH�IROORZLQJ�RXWFRPHV��

Patients’ preferences and physical, psychosocial, and supportive needs being assessed 
holistically and considered in the decision making.

Patients are given equal opportunities to be enrolled in relevant clinical trials.

There is continuity of care between tertiary, secondary and primary healthcare or private and 
SXEOLF�KHDOWK�VHFWRUV�WKURXJK�HΊHFWLYH�FRPPXQLFDWLRQ�DQG�WLPHO\�UHIHUUDOV�

The MDT acts as a platform for continuing education/ professional development across 
disciplines.

Good documentation and data collection would allow continuous quality improvement and 
generate a database for future research.

1.4. Gaps to Implementing MDTs

Previous studies have investigated the barriers to implementing MDTs in other countries24–26. 
Studies from a few middle-resourced countries revealed that the common barriers towards MDT 
implementation were24,25:

Lack of support from the leadership team 

Professional hierarchies that discourage active participation of all involved disciplines

,QHΊHFWLYH�FRPPXQLFDWLRQ�EHWZHHQ�GLΊHUHQW�GLVFLSOLQHV

,QVX΍FLHQW�KXPDQ�UHVRXUFHV

Increased workload that leads to lack of time and clinician burnout

Inequity in access to health services due to geographical and economical limitations
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+RZHYHU��WKHVH�EDUULHUV�LGHQWL΋HG�LQ�RWKHU�FRXQWULHV�FDQ�EH�WXUQHG�LQWR�RSSRUWXQLWLHV�IRU�HΊHFWLYH�
LPSOHPHQWDWLRQ��7R� LGHQWLI\� ORFDO�QHHGV�DQG�EDUULHUV��&�&DQ�KDV� LGHQWL΋HG�PDMRU�KRVSLWDOV� �IURP�
both public and private sectors) in Greater Petaling to form a network to implement MDTs. 
6WDNHKROGHU�DQDO\VLV�ZLOO�΋UVW�EH�FRQGXFWHG�DPRQJ�WKH�H[SHUWV�IURP�WKHVH�KRVSLWDOV�WR�XQGHUVWDQG�
their perspectives and the barriers to MDT implementations in their institutions. Thereafter, training 
and education will be provided, based on this best practice document and case studies on how 
MDTs have been implemented in local settings. It is hoped that expertise and experience can be 
shared among the hospitals in this network and later expanded to other district hospitals. 
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2.1 Membership27–29 

Each MDT should consist of the following core team members:

Surgeon

Clinical oncologist1 

Pathologist 

5DGLRORJLVW

Oncology nurse/breast care nurse

MDT coordinator

Other non-core team members, who can contribute to meetings when needed, include:

Palliative care physician

Genetic counsellor

Physiotherapist

Psychiatrist/psychologist

Plastic surgeon

Social worker

Specialist research nurse or Clinical trial specialist

%UHDVW�5DGLRJUDSKHUV

1 Includes radiation and medical oncologist

2.2 MDT lead clinician

(ΊHFWLYH�OHDGHUVKLS�LV�FUXFLDO�LQ�HQVXULQJ�WKH�IXQFWLRQLQJ�DQG�VXVWDLQDELOLW\�RI�WKH�0'7��(DFK�FHQWUH�
should identify an MDT leader to oversee the team. For centres that are creating an MDT, the 
OHDGHU�FDQ�DOVR�SOD\�WKH�UROH�RI�D�
FKDPSLRQ
�WR�XQLWH�WKH�WHDP�PHPEHUV�IURP�GLΊHUHQW�GLVFLSOLQHV��
FRRUGLQDWH�WKHLU�HΊRUWV�DQG�PDLQWDLQ�WKHLU�VXSSRUW�IRU�WKH�PHHWLQJV��)RU�H[DPSOH��EUHDVW�VXUJHRQV�
are an ideal  MDT lead clinician because they are usually part of the primary team for the diagnosis.

The MDT

02 
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Governing the practice of MDTs in the centre (including objectives for the team, meeting 
frequency, responsibilities of team members etc.).

Communicating with all relevant parties regarding the role of the MDTs and their importance 
in cancer care.

5HSUHVHQWLQJ�WKH�0'7� LQ�PHHWLQJV�ZLWK� WKH�PDQDJHPHQW� WHDP�WR�QHJRWLDWH� WKH�UHVRXUFHV�
needed to run MDTs and identify issues of concern.

2.3 MDT-coordinator

It is essential to appoint an MDT-coordinator who will be responsible for facilitating and 
FRRUGLQDWLQJ�WKH�PHHWLQJ��$GPLQLVWUDWLYH�SHUVRQQHO��QXUVHV�RU�PHGLFDO�R΍FHUV�FDQ�XQGHUWDNH�WKH�
coordinator role. 

5ROHV�RI�D�FRRUGLQDWRU�LQFOXGH�

BEFORE THE MEETING

Scheduling the meeting and inform the team.

Arranging for the logistics of the meeting (e.g. meeting room, videoconferencing facilities etc.).

Finalising the list of patients to be discussed in the meeting, with the supervision of the MDT 
lead clinician. 

Circulating the agenda among the MDT members.

Compiling and collating the minimum data set for each patient discussed.

6HQGLQJ�WKH�GDWD�VHW�WR�WKH�RΊ�VLWH�DWWHQGHHV�LQ�DGYDQFH�

The responsibilities of the MDT leader include:

DURING THE MEETING

5HFRUGLQJ�DWWHQGDQFH�

5HFRUGLQJ�WKH�LQSXW�RI�SDWLHQW�GLVFXVVLRQ�DQG�΋QDOLVHG�UHFRPPHQGDWLRQV���UHIHU�WR�$SSHQGL[�
1 for proforma).

Prompting the MDT for mandatory data items (e.g. TNM staging and performance status).

AFTER THE MEETING

Circulating meeting outcomes and action plans to all personnel involved.
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2.4 Low-resource settings 

At centres where not all core team members are available, MDTs can be formed via collaboration 
ZLWK� WKH� PDLQ� UHIHUUDO� KRVSLWDOV� RU� WHDFKLQJ� KRVSLWDOV�� 5HJXODU� PHHWLQJV� FDQ� EH� FRQGXFWHG� YLD�
YLGHRFRQIHUHQFLQJ�RU�WHOHFRQIHUHQFLQJ��)RU�PHHWLQJV�LQYROYLQJ�RΊ�VLWH�DWWHQGHHV�� LW� LV�HVVHQWLDO�WR�
HQVXUH� WKH�QHFHVVDU\�GRFXPHQWV� �H�J��� VFDQV��;�UD\�΋OPV�� UHSRUWV��DUH�VXEPLWWHG� LQ�DGYDQFH��)RU�
example, pathologists and radiologists joining the teleconference should be provided with images a 
IHZ�GD\V�LQ�DGYDQFH�WR�DOORZ�VX΍FLHQW�WLPH�IRU�WKHLU�HYDOXDWLRQ�EHIRUH�WKH�0'7�PHHWLQJ��

2.5 Private hospital setting 

An MDT approach should also be practised in private hospitals treating breast cancer patients. If the 
hospital lacks a certain speciality within the MDT, a partnership between private and public hospitals 
is encouraged to share available expertise.
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3.1 Logistics 

An MDTM should be conducted in a designated meeting room in the centre. The MDTM room 
VKRXOG�KDYH�VX΍FLHQW�IDFLOLWLHV�WR�DOORZ�WKH�SUHVHQWDWLRQ�RI�LQIRUPDWLRQ��VXFK�DV�UDGLRORJ\�LPDJHV��
microscopic pathology images and other minimum data sets) for team viewing. If the meeting 
LQFOXGHV� RΊ�VLWH� DWWHQGHHV�� WKH� YHQXH� VKRXOG� KDYH� YLGHRFRQIHUHQFLQJ� WHFKQRORJ\� WR� DOORZ� HYHU\�
member to hear and speak to their counterparts. 
 

3.2. Scheduling

MDTMs should be held regularly to ensure timely discussion of all cases. It is recommended to meet 
at least weekly or fortnightly (depending on caseloads).

The meeting should be held at a time convenient to all attendees; hence it is important to seek input 
IURP�DOO�PHPEHUV� �LQFOXGLQJ� RΊ�VLWH� DWWHQGHHV�� EHIRUH� VHWWLQJ� WKH� WLPH��2UJDQLVLQJ� WKH�PHHWLQJ�
at the same time and place is an excellent practice to make it part of the members' routine. The 
duration of the MDTM should be adjusted appropriately according to the number of cases and their 
complexity. It is recommended to limit the duration to a maximum of two hours.  

According to the Breast MDT Disciplines Feedback Surveys conducted among 1,220 MDT members 
LQ�WKH�8QLWHG�.LQJGRP�LQ������������RQH�RI�WKH�΋QGLQJV�ZDV�WKDW�LQGLYLGXDO�VSHFLDOLVWV�IHOW�WKDW�WKHLU�
contribution might not be required for all discussions.30 Hence, the meeting agenda can be deliberately 
GHVLJQHG� LQWR� GLΊHUHQW� VHFWLRQV� DFFRUGLQJ� WR� WKH� GLVFXVVLRQ� RXWFRPHV�� (DFK� VHFWLRQ� ZRXOG� KDYH� D�
GLΊHUHQW� GLVFLSOLQDU\� DWWHQGDQFH� UHTXLUHPHQW�� 7KLV� ZRXOG� DOORZ� ΌH[LEOH� DWWHQGDQFH� IRU� GLΊHUHQW�
specialities, so they do not need to sit through the whole meeting when their input is not required. There 
could also be nurse-oriented MDT to discuss patient care issues such as respite care, home care or in-
patient care.

$Q� H[DPSOH� RI� VFKHGXOLQJ� WKH� DJHQGD� �DGDSWHG� IURP� ,PSURYLQJ� WKH� (΍FLHQF\� RI� %UHDVW�
Multidisciplinary Team Meetings: A Toolkit for Breast Services)29:

Sections Surgeon Oncologist Pathologist Radiologist Oncology 
nurse

Palliative 
care 

physician

Diagnostic core biopsies

Oncology discussion 
(including diagnostic cases 
LGHQWL΋HG�IRU�QHRDGMXYDQW�
treatment)

Post-operative

Metastatic/ recurrence

Non-oncology discussion 
(mainly imaging cases, e.g. 
05,�VFDQV��&7�VWDJLQJ�

The MDTM

03
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3.3. Case selection
 
7KH�0'7�VKRXOG�GLVFXVV�DOO�QHZO\�GLDJQRVHG�FDVHV��5HFXUUHQW�FDVHV�FDQ�DOVR�EH�GLVFXVVHG�DW�WKH�
clinician’s discretion. 

In circumstances where not all new cases can be discussed, the following cases should be prioritised 
for MDTMs:

When the diagnostic test results are discordant (eg. histopathological results reported benign 
tumour but radiology results suspected it to be malignant), the case should be discussed to 
FRQ΋UP�RU�H[FOXGH�WKH�GLDJQRVLV�RI�EUHDVW�FDQFHU��

Patients are at the key points in the care pathway to formulate management plans (e.g. 
initial treatment, preoperative (including after neoadjuvant chemotherapy), post-operative, 
breast cancer recurrence, etc.).

Complex cases (e.g. old age, pregnancy).

For cases that show concordance in triple assessment (pathology, imaging and clinical)  and the 
treatment is planned according to the standard care in the CPG for Management of Breast Cancer, they 
might not need to be discussed at an MDTM. However, it is always good practice to keep a record of all 
cases diagnosed and/or treated in the hospital and mention those cases that will not be discussed at the 
beginning of the MDTM to ensure work transparency and accountability.

There is also a validated tool, MeDiC, that can be used to order the complexity of cases and prioritise 
case selection (Appendix 5)31.

3.4 Preparation
 
The following information should be prepared prior to the meeting (minimum data set):

Patient information (presented by the primary team) it is important to ensure:

› 5HOHYDQW�PHGLFDO�KLVWRU\

› Performance status

› Comorbidities 

› Family history

› Patient preferences (if known) & social history

,PDJLQJ�΋OPV�DQG�UHSRUWV��UDGLRORJ\�WHDP�2 

› CT/ PET scan

› Mammography

› 8OWUDVRXQG

› 05,

› Nuclear medicine tests (if needed)

2 5HIHU�WR�&3*�0DQDJHPHQW�RI�%UHDVW�&DQFHU��7KLUG�(GLWLRQ��$SSHQGL[����5(&200(1'('�5(3257,1*�
6<67(0�%,�5$'6��$SSHQGL[����%5($67�,0$*,1*�6859(<�)250



13

B
es

t 
Pr

ac
ti

ce
s 

in
 Im

pl
em

en
ti

n
g 

M
u

lt
id

is
ci

pl
in

ar
y 

Te
am

s 
fo

r 
B

re
as

t 
Ca

n
ce

r 
Tr

ea
tm

en
t

Blood test results

Histopathological examination (HPE) and/or cytological reports (pathology team)3 

› *Histology on biopsy

› 
(5�VWDWXV�RQ�ELRSV\

› 
35�VWDWXV�RQ�ELRSV\

› 
+(5��VWDWXV�RQ�ELRSV\

› Ki67 percentage

› Pathological tumour size

› Pathological lymph node involvement

Diagnosis & date of diagnosis (if known)4

Treatment plan (if the previous plan is being reviewed)

5HOHYDQW�genetic test results

Multigene assay results if available

Options of potential clinical trials

3 5HIHU�WR�&3*�0DQDJHPHQW�RI�%UHDVW�&DQFHU��7KLUG�(GLWLRQ��$SSHQGL[����+,6723$7+2/2*<�:25.6+((7�
)25�%5($67�%,236<��0$67(&720<

4 5HIHU�WR�&3*�0DQDJHPHQW�RI�%UHDVW�&DQFHU��7KLUG�(GLWLRQ��$SSHQGL[����710�&/$66,),&$7,21�2)�%5($67�
&$1&(5

*Essential in newly diagnosed and recurrent breast cancer 

3.5 Patient-centred decision making
 
The MDTM chairperson (lead clinician or anyone appointed) should facilitate the discussion. The 
chairperson should ensure all selected cases are discussed, as well as encouraging the participation 
of all members. The radiologist is responsible for providing inputs on the clinical interpretation of 
images; the surgeon on the extent of growth and resectability of tumours; the oncologist on potential 
treatment pathways, the pathologist on biopsies/ resection slides and reports, and the oncology 
nurse on patient-centred factors such as physical, psychosocial, supportive needs. For every patient 
being discussed at the MDTM, it must be clear what clinical question needs to be addressed. Based 
on the inputs from various disciplines, the team must reach a concordant conclusion on the patient's 
diagnosis or treatment plan. A patient's demographic, comorbidities, psychosocial needs, and 
preferences should always be taken into account. The team should consider all treatment options 
(even if it is unavailable at that centre) and the patient’s suitability for clinical trials. 
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3.6 Meeting outputs 

Attendance of meetings should be documented for audit or improvement purposes. All clinical 
GHFLVLRQV� VKRXOG�EH�GRFXPHQWHG� LQ� WKH�SDWLHQWȆV� ΋OH� �UHIHU� WR�$SSHQGL[� �� IRU�0'70�3URIRUPD�� 
It should be clear which clinician and when will the MDT decision be communicated to the patient. 
While communicating with patients, it is a good practice to inform them that the MDT has come 
WRJHWKHU� WR� GLVFXVV� DQG� DJUHH� RQ� D� EHVW� UHFRPPHQGDWLRQ� WR� LQFUHDVH� WKHLU� FRQ΋GHQFH� LQ� WKH�
recommendation. Follow-up actions for the meeting could include:

Communicate the MDT outcome (for diagnosis or treatment plan) with the patient

Discuss with the patient the option to be involved in a clinical trial

5HIHU�WKH�SDWLHQW�IRU�VXSSRUWLYH��SDOOLDWLYH�FDUH

5HIHU�WKH�SDWLHQW�WR�WKH�UHOHYDQW�SULPDU\�FDUH�WHDP�EDVHG�RQ�WKH�0'7�WUHDWPHQW�SODQ

����&RQ΋GHQWLDOLW\�

$OO�SDWLHQW�LQIRUPDWLRQ�DQG�GLVFXVVLRQV�DW�0'70�VKRXOG�EH�PDGH�FRQ΋GHQWLDO��,Q�PHHWLQJV�ZKLFK�
involve teleconferencing, meetings should not be recorded.

����&RQΌLFW�RI�LQWHUHVW�

Industry representatives (e.g. pharmaceutical or medical device companies) should not be present 
DW�0'70V�WR�HQVXUH�SDWLHQW�FRQ΋GHQWLDOLW\�DQG�XQELDVHG�FDVH�UHYLHZ��6LPLODUO\��SDWLHQWV�RU� WKHLU�

family members should not take part  in MDTMs, so as to ensure unbiased case reviews. 
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After identifying the potential barriers to implementation, a quality implementation framework 
has been adapted from the literature32 to suggest practical steps to take towards initiating an MDT 
in a hospital:
 

Phase 1: Initial considerations with regards to the host setting

The leadership of the department (e.g. heads of departments) should understand the 
LPSRUWDQFH�RI�DQ�0'7�DQG�KRZ�LW�ZRXOG�EHQH΋W�WKH�SDWLHQWV�DQG�KRVSLWDO

Identify an MDT leader (who will be the champion for implementation)

Conduct a needs and resources assessment 

Ensure the department has the will and the means (i.e., adequate resources, skills and 
motivation) to implement an MDT

Conduct a capacity/ readiness assessment

6KRXOG�WKH�0'7�EH�PRGL΋HG�LQ�DQ\�ZD\�WR�΋W�WKH�KRVSLWDO�VHWWLQJ"��H�J��FROODERUDWLRQ�
with certain specialists from another institute)

Decisions about adaptation

Identify the MDT core and non-core members

Ensure genuine and explicit buy-in from the leadership team (e.g. heads of departments, 
specialists/ consultants from surgery, radiology, oncology, and pathology) and front-
OLQH�VWDΊ�ZKR�ZLOO�DVVLVW�LQ�LPSOHPHQWDWLRQ��H�J��PHGLFDO�R΍FHUV��QXUVHV�

Obtain explicit buy-in from critical stakeholders

,GHQWLI\�RU�UHFUXLW�VWDΊ�WR�VXSSRUW�LPSOHPHQWDWLRQ��H�J��DGPLQLVWUDWLRQ�VWDΊ��QXUVH�RU�
PHGLFDO�R΍FHU�WR�EH�0'7�FRRUGLQDWRU�

6WDΊ�UHFUXLWPHQW�

Teach all included members the why, what, when, where, and how of MDTs

6WDΊ�WUDLQLQJ�DQG�FDSDFLW\�EXLOGLQJ

Implementation

04
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Phase 2: Creating a structure for implementation

Form the MDT team (based on Section 2 of this document)
Develop an implementation plan (based on Section 3 of this document)

Phase 3: Ongoing structure once implementation begins

Gather feedback from MDT members regarding the implementation

Evaluate the strengths and limitations of the implementation and adjust accordingly

Process evaluation

Ensure regular meetings with the MDT network to review the implementation and 
learn from each other 

Technical assistance or coaching

Phase 4: Improving future applications

Conduct quality audits regularly (based on Section 6 of this document)

Learn from experience
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5HVHDUFK�LV�DQ�LQWHJUDO�SDUW�RI�FDQFHU�FDUH��&OLQLFDO�WULDOV�DUH�YLWDO��DV�WKH\�DUH�SDUW�RI�WKH�SURFHVV�
RI�HQVXULQJ�D�WUHDWPHQW
V�VDIHW\�DQG�H΍FLHQF\�EHIRUH�LW� LV�PDGH�DYDLODEOH��%HLQJ�LQYROYHG�LQ�D�
clinical trial provides opportunities for patients to be exposed to treatment that might not be 
routinely available. 

5HFUXLWPHQW�RI�SDWLHQWV� LQWR� FOLQLFDO� WULDOV� VKRXOG�EH� V\VWHPDWLF� DQG�ZHOO�SODQQHG� WR�HQVXUH�DOO�
patients have an equal chance to be considered or assessed for suitability. However, recruitment 
is often driven by the clinician's awareness of the available trials. MDTMs can be an excellent 
platform to improve patient recruitment as it increases fellow colleagues' awareness on clinical 
trials during MDT discussions. Each MDT should have access to a list of clinical trials available for 
easy reference during meetings. For eligible patients, the information of clinical trials should be 
recorded in the outcomes of meetings for follow-up actions. 

Clinical Trials

05
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It is essential to review the MDT process regularly to ensure continuous improvement. It is 
recommended to conduct quality audits at least once annually (frequency to be discussed and 
DJUHHG�E\�WKH�WHDP��WR�UHYLHZ�WKH�SURFHVV��5HIHU�WR�$SSHQGL[���IRU�D�OLVW�RI�GDWD�SRLQWV�UHTXLUHG�
in data collection.
 
Some process indicators that each team can monitor are:

Process indicators 'H΋QLWLRQ�

Proportion of patients 
reviewed5

Attendance of members 
at MDTM

$WWHQGDQFH�RI�PHPEHUV�VKRXOG�EH�PRQLWRUHG�WR�HQVXUH�VX΍FLHQW�LQSXWV�IURP�
various disciplines for the discussion.

Minimum data set 6SHFL΋F�GDWDEDVH�VKRXOG�EH�LQ�SODFH�WR�FROOHFW�DQG�FKHFN�WKH�FOLQLFDO�GDWD�UHTXLUHG�
in Section 3.4. The minimum data set should be assessed for completeness. 
7KH� SURSRUWLRQ� RI� SDWLHQWV� GLVFXVVHG� ZLWKRXW� VX΍FLHQW� LQIRUPDWLRQ� WR� PDNH�
recommendations at MDTM should be monitored.

Concordance between 
MDT recommendation 
and actual treatment 

If the actual treatment given to the patient is not concordant with the 
recommendation, such cases should be reviewed. The reason for the discrepancy 
should be described in the MDTM minutes and in the medical records.

Serious treatment 
complications or 
unexpected events/ death

MDT should monitor such cases and review them for learning.

,PSDFW�RQ�VWDΊ�WLPH ,PSDFW�RI�0'7�SUHSDUDWLRQ�DQG�PHHWLQJ�RQ�VWDΊ�WLPH�VKRXOG�EH�DVVHVVHG�DQG�
PDQDJHG�WR�LPSURYH�WKH�H΍FLHQF\�RI�WKH�SURFHVV�

Proportion of 
SDWLHQWV�UHYLHZHG� 

Number of breast cancer cases discussed in MDT in a period

Number of new breast cancer patients in the same period

As the MDT implementation becomes more established, each institute can use the following 
SURFHVV�DQG�RXWFRPH� LQGLFDWRUV� WR�PHDVXUH� WKH�EHQH΋WV�RI� WKH�0'70��7KH� WDUJHWV� IRU� WKHVH�
indicators are aimed to be achieved after at least two years of continued activity of the MDT, 
FRQVLGHULQJ�WKDW�WKHUH�LV�D�OHDUQLQJ�FXUYH�IRU�DQ\�WHDP��5HIHU�WR�$SSHQGL[���IRU�D�VXPPDU\�RI�
data collection requirements to monitor the timeliness of diagnosis and treatment initiation.

5 (8620$�UHFRPPHQGV�WKDW�D�PLQLPXP�����RI�FDQFHU�SDWLHQWV�VKRXOG�EH�GLVFXVVHG�SUH�DQG�
postoperatively by an MDT33. 

Short term process and outcome indicators Reference

1. Waiting time
 
To ensure timely breast cancer diagnosis, waiting time should be shortened 
from WKH�΋UVW�SUHVHQWDWLRQ�� CPG Management 

of Breast Cancer 
(3rd Ed)

Number of new breast cancer patients referred to the breast clinic within  
2 weeks in a period

Number of new breast cancer patients in the same period
[������ȱ���

Quality governance

06
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2. Timely diagnosis
 
Evaluation, imaging, tissue sampling and pathology should be completed as 
early as SRVVLEOH�WR�FRQ΋UP�GLDJQRVLV�

The Global Breast 
Cancer Initiative 

(World Health 
Organization)

���7LPH�IURP�GLDJQRVLV�WR�GH΋QLWLYH�VXUJHU\�
 
'H΋QLWLYH�VXUJLFDO�WUHDWPHQW�LV�WR�EH�GRQH�LQ�D�WLPHO\�PDQQHU�WR�DYRLG�ZRUVHQLQJ�
disease and increased morbidity & mortality due to delay in treatment.

National Strategic 
Plan for Cancer 

Control Programme 
2021-2025

���7LPHO\�DGMXYDQW�WUHDWPHQW
 
All patients that require adjuvant treatment (chemotherapy, radiotherapy and/
or targeted therapy) should be able to access these treatments in a timely 
manner.

National Strategic 
Plan for Cancer 

Control Programme 
2021-2025

7LPH�IURP�΋UVW�SUHVHQWDWLRQ�WR�GLDJQRVLV� ����GD\V

1XPEHU�RI�SDWLHQWV�JRLQJ�IRU�GH΋QLWLYH�VXUJHU\�ZLWKLQ� 
4 weeks of diagnosis in a period

1XPEHU�RI�SDWLHQWV�JRLQJ�IRU�GH΋QLWLYH�VXUJHU\�LQ�WKH�VDPH�SHULRG
[������ȱ���

1XPEHU�RI�QHZ�FDVHV�JLYHQ�DSSRLQWPHQW�ZLWKLQ���ZHHNV�IRU�΋UVW�FRQVXOWDWLRQ�
at Oncology Clinic in a period

Number of new cases requiring consultation at Oncology Clinic  
in the same period

[������ȱ���

Number of patients who were started on adjuvant 
radiotherapy within 3 months from  the date of completion of surgery/

chemotherapy in a period

Number of patients who decided to receive adjuvant
 radiotherapy in the same period

[������ȱ���

2WKHU�LQGLFDWRUV��RSWLRQDO�LQ�D�΋UVW�SKDVH��

Number of patients who were started on chemotherapy within 
2 weeks from the date of decision in a period

Number of patients who decided to receive chemotherapy  
in the same period

[������ȱ���

1XPEHU�RI�SDWLHQWV�ZKR�UHFHLYHG�XUJHQW�05,�
within 48 hours from the date of acute symptoms 

of spinal cord compression in a period

Number of patients who had acute symptoms of 
spinal cord compression in the same period

[������ȱ���

Number of patients who were started on urgent 
UDGLRWKHUDS\�ZLWKLQ����KRXUV�IURP�WKH�GDWH�RI�05,�IRU�DFXWH�V\PSWRPV 

of spinal cord compression in a period

Number of patients who decided to receive urgent radiotherapy for spinal 
cord compression in the same period

[������ȱ���
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���&OHDU�VXUJLFDO�PDUJLQV�
 
Clear surgical margins improve patient survival and reduce mortality. 

CPG Management 
of Breast Cance 

 (3rd Ed)

���5HSRUWLQJ�WR�WKH�1DWLRQDO�&DQFHU�5HJLVWU\
 
All cases should be reported to the national registry to improve cancer 
surveillance.

Number of patients with clear surgical margins in breast-conserving surgery 
in a period

Number of patients who underwent breast-conserving surgery  
in the same period

[������ȱ���

3HUFHQWDJH�RI�EUHDVW�FDQFHU�FDVHV�UHSRUWHG� ����

In the mid- or long-term, using an MDT is also expected to improve these outcomes:

Mid- and long-term outcome indicators Source of information

Percentage of patients diagnosed at 
advanced stage (III or IV)

Malaysia National cancer registry report 
�01&5�

5-year survival rate Malaysia National cancer registry report 
�01&5�
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The team of specialists that initiated and participated in the development of the document 
included: 

No Name 5ROH�	�$΍OLDWLRQV

1 Professor Nur Aishah 
Binti Mohd Taib

Project Coordinator/Lead | Senior Consultant Breast 
6XUJHRQ��8QLYHUVLW\�RI�0DOD\D�0HGLFDO�&HQWUH��800&�

2 Dr Izzuna Mudla Binti 
Mohamed Ghazali

Project Co-lead | Deputy Director, Medical Development 
Division, Ministry of Health Malaysia

3 Dr Anita Binti Baghawi Project Co-lead | Head, National Breast Cancer Clinical 
Practice Guidelines (CPG) Development Team | Chair, 
College of Surgeons’ Breast and Endocrine Chapter, 
Academy of Medicine of Malaysia (AMM) | Consultant 
Breast & Endocrine Surgeon, Hospital Putrajaya

4 Alene Yong Sze Jing Technical Writer | PhD candidate, School of Pharmacy, 
0RQDVK�8QLYHUVLW\

5 Derrick Z Chan Project Support | City Manager, City Cancer Challenge 
Foundation (C/Can)

The experts from Greater Petaling, Malaysia who participated in the review and consultation of 
the document included:

No Name 5ROH�	�$΍OLDWLRQV

1 Dr Vaishnavi Jeyasingam Consultant Oncologist, Hospital Kuala Lumpur, MOH | 
Subang Jaya Medical Centre | Malaysian Oncology Society

2 Dr Patricia Gomez College of Surgeons @ Academy of Medicine of Malaysia 
(AMM) | Pantai Hospital

3 Dr Vijayalakshmi K Head, Breast Imaging Special Interest Group @ College of 
5DGLRORJ\�#�$FDGHP\�RI�0HGLFLQH�RI�0DOD\VLD��$00��_�
Gleneagles Hospital

4 Dr Lam Chee Loong Consultant in Palliative Medicine | Senior Lecturer; 
'HSDUWPHQW�RI�0HGLFLQH�_�)DFXOW\�RI�0HGLFLQH��8QLYHUVLW\�RI�
0DOD\D�_�8QLYHUVLW\�RI�0DOD\D�0HGLFDO�&HQWUH

5 0DWURQ�1XU�1DGLD�5HQX� 2QFRORJ\�1XUVH�%UHDVW�&DUH�1XUVH�_�1XUVH�5HVHDUFKHU�_�
Lean Healthcare Initiative; Trainer and Facilitator; Institute 
for Health Management, National Institutes of Health (NIH), 
Ministry of Health Malaysia

6 'U�0RKDPDG�5D΋H�0G�
Kaslan

Consultant Anatomic Pathologist, Hospital Putrajaya | 
Member, International Academy of Pathology Malaysian 
Division (IAPMD)

List of contributors
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The team of external experts and C/Can team that participated in the review and consultation 
of the document included:

No Name Institution

1 Professor Josep Maria 
Borras

Catalonian Cancer Strategy, Catalan Institute of Oncology, 
Barcelona

2 'U�5RVHOOH�%HUQDUGR�GH�
Guzman

0DQLOD�&HQWUDO�8QLYHUVLW\�)'70)�+RVSLWDO��0DQLOD��
Philippines

3 Dr Kaori Tane Hyogo Cancer Centre, Hyogo, Japan

4 Dr Jane Elizabeth Brock %ULJKDP�DQG�:RPHQ
V�+RVSLWDO��%RVWRQ��86$

5 Dr Ong Mun Wai 
Eugene Luma Women’s Imaging Centre, Singapore

6 'U�5LPD�6DQMD\�3DWKDN
Tata Memorial Centre, Mumbai / Homi Bhabha National 
Institute

7
Professor Patsy Yates, 
$0��3K'��51��)$&1��
FAAN

4XHHQVODQG�8QLYHUVLW\�RI�7HFKQRORJ\���,QWHUQDWLRQDO�6RFLHW\�
of Nurses in Cancer Care (ISNCC)

8
Dr Pauline Anne 
Peronilla Cauton

Cardinal Santos Medical Centre, Manila, Philippines

9 Dr Kavitha Däster Breast Surgery International

10 Dr Thet Ko Aung City Cancer Challenge Foundation (C/Can) 

11 'U�5RODQGR�&DPDFKR City Cancer Challenge Foundation (C/Can)

The document was developed with an awareness of currently available resources (human 
UHVRXUFHV��LQIUDVWUXFWXUH��HTXLSPHQW��WR�PDNH�LW�΋QDQFLDOO\�VXVWDLQDEOH�
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It is essential to review the MDT process regularly to ensure continuous improvement. It is 
recommended to conduct quality audits at least once annually (frequency to be discussed and 
DJUHHG�E\�WKH�WHDP��WR�UHYLHZ�WKH�SURFHVV��5HIHU�WR�$SSHQGL[���IRU�D�OLVW�RI�GDWD�SRLQWV�UHTXLUHG�
in data collection.
 
Some process indicators that each team can monitor are:

Patient Particulars

Name

51

Age

Contact

Next of kin

Meeting Date:

Purpose Of MDT

Diagnostic core biopsy

Oncology discussion

Post operative

Metastatic/recurrence 

5DGLRORJ\�LPDJLQJ�GLVFXVVLRQ

MDT Complexity

MDT Attendees

MDT meeting proforma

Appendix 1



27

B
es

t 
Pr

ac
ti

ce
s 

in
 Im

pl
em

en
ti

n
g 

M
u

lt
id

is
ci

pl
in

ar
y 

Te
am

s 
fo

r 
B

re
as

t 
Ca

n
ce

r 
Tr

ea
tm

en
t

Background History

Comorbid

Medication

Allergies

Performance status

Background History

Lump

Pain

Nipple Discharge

Screening

Others

Dyspnoea

LOW

Jaundice

Headache

Bone pain

Others

Risk factors

Family History of Cancer

Hormonal contraception

+57

Para Gravida

Age 1st child birth

Age at last child birth

Menarche

Menopause

Breast feeding

Social and occupational history

Social support

Living arrangement

Occupation

Insurance 

Examination

Breast and axilla

5LJKW

› Skin + nipple

› Lump

› Lymph node

Left

› Skin + nipple

› Lump

› Lymph node

Systemic

CNS

Lungs

Abdomen

Bone
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Imaging

00*�86*�05,

CT scan

PET

Others 

Biopsy

Date

Type

Surgery at diagnosis (Yes/No)

Date

Type

HPE

Histology

Size

Grade

Margin

Nodal status

LVI

Immunohistochemistry

(5

35

+(5�

SISH

Ki67

Stage: clinical/ pathological

   T    N     M  

Diagnosis

Discussion/concerns raised
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Recommendation 

Treatment Intent

Neoadjuvant

Adjuvant

Palliative

Osteoporosis 

Others

Treatment Plan

Surgery

Chemotherapy

5DGLRWKHUDS\

Hormonal therapy

Other 

Clinical Trial

Supportive care needs

5HKDELOLWDWLRQ

Financial

Social

5HIHUUDO

Patient Preferences:

Any known preferences 
Comment:

Management discussed with patient:

Follow up plan

Prepared by:
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To monitor timeliness of diagnosis and treatment initiation1:

Diagnosis 

Treatment 
initiation 

Date of symptom discovery

'DWH�RI�΋UVW�SULPDU\�FDUH�YLVLW

'DWH�RI�΋UVW�EUHDVW�FOLQLF�YLVLW

2 weeks

Date of histology report/ other diagnostic report

6 weeks

Date of surgery
'DWH�RI�DSSRLQWPHQW�IRU�΋UVW�

consultation at Oncology Clinic

4 weeks 2 weeks

'DWH�RI�΋UVW�DGMXYDQW�WUHDWPHQW�
(chemotherapy, radiotherapy and/

or targeted therapy)

2 weeks

Other data points:

· Number of breast cancer cases discussed in MDT
· Number of new breast cancer cases (using number of breast cancer patients who underwent 

surgery as proxy)
· Attendance of core team members at MDTM
· Attendance of non-core team members at MDTM
· 1XPEHU�RI�FDVHV�GLVFXVVHG�ZLWKRXW�VX΍FLHQW�LQIRUPDWLRQ�DW�0'70
· Number of new breast cancer patients referred to the breast clinic
· 1XPEHU�RI�SDWLHQWV�JRLQJ�IRU�GH΋QLWLYH�VXUJHU\
· Number of new cases requiring consultation at Oncology Clinic 
· Number of patients who decided to receive chemotherapy
· Number of patients with clear surgical margins in breast-conserving surgery
· Number of patients who underwent breast-conserving surgery

1 Mohd Mujar NM, Dahlui M, Emran NA, et al. Breast Cancer Care Timeliness Framework: A Quality Framework 
for Cancer Control. JCO Global Oncology. 2022;(8):e2100250. doi:10.1200/GO.21.00250

Data collection requirements

Appendix 2
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B – 
Category

'H΋QLWLRQ Diagnosis

B1 Normal tissue Not 
VX΍FLHQW�WLVVXH

· Artefactes, bleeding 
·�0LFURFDOFL΋FDWLRQ�������ƈP��LQ�QRUPDO�WHUPLQDO�GXFWXOL�
· Normal breast tissue 
·�0LQLPDO�VWURPDO�΋EURVLV

B2 Benign lesions · Fibroadenoma 
·�8VXDO�GXFWDO�K\SHUSODVLD��8'+��
· Fibrosis with cysts 
· Sclerosing adenosis 
· Cysts, gangectasia 
·�3HULGXFWDO�FKURQLF�LQΌDPPDWLRQ�
· Abscess 
· Fat tissue necrosis 
·�0LFURFDOFL΋FDWLRQ��!����ƈP��
· Columnar cell lesion without atypia 
· Small papilloma (completely removed)
· Apocrine metaplasia 
· Pseuoangiomatous stromal hyperplasia (PASH)

B3 Benign lesion 
with uncertain 
biological potential

· Atypical ductal Hyperplasia (ADH) 
· Lobular Neoplasia (LN, Ø pleomorphic)
· Columnar cell lesion with atypia (FEA) 
·�3DSLOODU\�OHVLRQ��3DSLOORPD�ZLWK�8'+��ODUJHU�3DSLOORPD��
· Phylloides Tumor (PT) 
· Fibroepithelial Tumor (suspicious of PT)
·�5DGLDO�VFDU�
· Complex sclerosing lesion
· Adenomyoepithelioma 
· Pregnancy like change with atypia) 
· Mucocele like lesion 
· Spindle cell stromal Proliferation

B4 Suspicious 
of malignancy

· Probably malignant, evaluation limited due to technical reasons. 
· At least ADH, DCIS (non-high grade) not excluded. 
· Papilloma with ADH

B5

a)  
b) 

c)  
d)

Malignant

Non-invasive breast 
cancer. 

Invasive breast cancer  
Invasion not excluded  
Other malignancy, 
metastasis (except 
carcinoma)

· DCIS, LN (pleomorphic), Microinvasion (a) M. Paget (a) 
· Invasive breast cancer (b) 
· At least DCIS, invasion not excluded (c) 
· Metastasis, Lymphomas, Sarcomas (d) malignant Phylloides 

Tumor (d)

Minimally Invasive Breast Biopsies- Working Group of Swiss Society of Senology. Pathologic 
&ODVVL΋FDWLRQ� 6\VWHP� IRU� ELRSVLHV� DQG� ΋QH� QHHGOH� DVSLUDWLRQV�� $FFHVVHG� $XJXVW� ���� ������ 
https://www.mibb.ch/pathology/

Classification of Pathology Results

Appendix 3

https://www.mibb.ch/pathology/
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Management of risk lesions
,%86�������������������������������������������

Diagnosis made by CNB Diagnosis made by VAB

FEA
VAB or OE of visible lesion

ZDLW�DQG�VHH�LV�MXVWL΋HG� 
if the radiological lesion  

has been removed

5DGLDO�VFDU
VAB or OE of visible lesion

ZDLW�DQG�VHH�LV�MXVWL΋HG� 
if the radiological lesion  

has been removed

3DSLOODU\�OHVLRQ�ZLWKRXW
atypia

5HPRYH�ODUJHU�RU�V\PSWRPDWLF��DQG�HVSHFLDOO\�SHULSKHUDO��3DSLOORPDV��
VAB is acceptable

Papillary lesion with
atypia OE OE

3K\OORLG�WXPRU OE. Free margins in borderline
and malignant PT’s

Follow up in completely excised 
EHQLJQ�37ȆV�VHHPV�WR�EH�MXVWL΋HG


/1�FODVVLFDO�W\SH 2(�RU�9$%��UHPRYH�86�YLVLEOH
lesion). High risk follow-up if 

lesion is removed

OE. High risk follow-up if lesion  
is removed

ADH

OE

OE. If the lesion  
has been removed completely 

and only focal ADH with 
FDOFL΋FDWLRQV�H[LVWV��ZDLW�DQG�VHH�

FRXOG�EH�MXVWL΋HG

'&,6�DQG�SOHRPRUSKLF�
LN OE OE

&1%�� FRUH� QHHGOH� ELRSV\�� 9$%�� YDFXXP� DVVLVWHG� ELRSV\�� 2(�� RSHQ� H[FLVLRQ�� )($�� ΌDW� HSLWKHOLDO� DW\SLD�� /1�� OREXODU�
neoplasia. PT: phyllodes tumor.ADH: atypical ductal hyperplasia.

,W�LV�LPSRUWDQW��WKDW�LPDJLQJ�DQG�SDWKRORJLFDO�UHVXOWV�DUH�FRQFRUGDQW��DQG�WKDW�WLVVXH�VDPSOLQJ�LV�VX΍FLHQW


3DUN�+/��-�%UHDVW�&DQFHU�������H[FLVHG����EHQLJQ�SK\OORGHV�WXPRUV�ZLWK�86�JXLGHG�9$%�ZLWK�MXVW���UHFXUUHQFH�LQ�WKH�
follow up

5DJHWK�&-��2Ȇ)O\QQ�($��&RPVWRFN�&��HW�DO��)LUVW�,QWHUQDWLRQDO�&RQVHQVXV�&RQIHUHQFH�RQ�OHVLRQV�RI�
uncertain malignant potential in the breast (B3 lesions). Breast Cancer Res Treat. 2016;159(2):203-
213. doi:10.1007/s10549-016-3935-4 

Management of Risk Lesions

Appendix 4

https://doi.org/10.1007/s10549-016-3935-4
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# Complexity Item Description

1. 0DOLJQDQF\ Patient is either currently undergoing treatment, or it is a new diagnosis.

2. ,QYDVLYH�FRPSRQHQW

Tumour is of high (3) or intermediate (2) grade, but also includes cancers that are 
SRRUO\�RU�PRGHUDWHO\�GLΊHUHQWLDWHG��LQYDVLYH�DGHQRFDUFLQRPD��FDUFLQRVDUFRPD��
invasive ductal, small cell, aggressive, VIN III, clear cell carcinoma, or serous 
adenocarcinoma (both aggressive form of ovarian cancer considered grade 3), 
also mucinous, or lobular in breast cancer.

3. 5HVLGXDO�WXPRXU

There is evidence or residual tumour after treatment due to an incomplete 
pathological or biological response to (surgical or oncological) treatment, for 
e.g. tumour is incompletely excised, margins are involved or positive, i.e. not 
clear of tumour, and patient is not cured.

4. 5HFXUUHQFH Includes secondary cancer, i.e. primary cancer that comes back with local, 
regional, or distant recurrence - e.g. secondary breast cancer in liver.

5. 0XOWLSOH�FDQFHUV Includes multifocal, multicentric, or multiple primaries.

6. ,QFUHDVHG�VL]H Includes T3 and T4 tumours.

7. 1RGHV�DΊHFWHG Includes N1 and N2 tumours, but also lymphovascular invasion.

8. Metastases Includes local or distant metastases.

9. $GYDQFHG�VWDJH��SURJUHVVLYH Extensive disease, late stage with tumour increasing in size and spreading.

10. 8QXVXDO�RU�UDUH�WXPRXU�W\SH
,W�LV�QRW�D�FODVVLF�SLFWXUH�RI�FDQFHU��8QXVXDO�SDWKRORJLFDO�SUHVHQWDWLRQ��FRP-
plex, or rare tumour that is either malignant or has potential for malignancy. 
8QNQRZQ�SULPDU\�LV�DOVR�LQFOXGHG�

11. 3UHYLRXV�KLVWRU\�RI�FDQFHU Includes either distant (i.e., 10 years ago) or more recent history

12. 3UHYLRXV�RQFRORJLFDO�
treatments

Includes either distant (i.e., 10 years ago) or more recent history of chemothe-
rapy or radiotherapy.

13. 6LJQL΋FDQW�VXUJLFDO�KLVWRU\ ,QFOXGHV�HLWKHU�GLVWDQW��L�H������\HDUV�DJR��RU�PRUH�UHFHQW�VXUJHU\�WKDW�PD\�DΊHFW�
treatment options.

14. 6LJQL΋FDQW�SK\VLFDO�
FRPRUELGLW\

Patient is immunocompromised, or has poor performance status (PS), or has any 
RWKHU�SK\VLFDO�FRPRUELGLW\�WKDW�PD\�DΊHFW�WUHDWPHQW�RSWLRQV��VXFK�DV�IRU�H�J���
diabetes, congestive heart failure, kidney or vascular disease, frail, nutritionally 
FRPSURPLVHG��QHHGV�DVVLVWDQFH�ZLWK�PRELOLW\��QRW�΋W�IRU�VXUJHU\��GRHVQ
W�WROHUDWH�
chemotherapy, renal failure, cardiac bypass, pregnancy, clinical obesity or BMI 
!����H[HUFLVH�LQWROHUDQFH�

15. 0HQWDO�KHDOWK�DQG�FRJQLWLYH�
FRPRUELGLW\

$Q\�VXFK�FRPRUELGLWLHV�WKDW�PD\�DΊHFW�WUHDWPHQW�RSWLRQV��IRU�H�J���GHPHQWLD��
schizophrenia, anxiety, depression, or being sanctioned under the Mental Health 
Act.

16. 6RFLR�HFRQRPLF�LVVXHV
$Q\�VRFLR�HFRQRPLF�GL΍FXOWLHV�WKDW�PD\�DΊHFW�WUHDWPHQW�RSWLRQV��VXFK�DV�IRU�
H�J���EHLQJ�D�VROH�SDUHQW�ZLWK�\RXQJ�FKLOGUHQ�� ODFN�RI�VRFLDO���IDPLO\���΋QDQFLDO�
support, or housing issues.

17. Lifestyle risks $Q\�OLIHVW\OH�ULVNV�WKDW�PD\�DΊHFW�WUHDWPHQW�RSWLRQV��VXFK�DV�IRU�H�J���VXEVWDQFH�
abuse, smoking.

18. 3DWLHQW�FKRLFH�DQG�IDPLO\�
opinion

Includes refusal of certain treatment or procedure, non-compliance and DNA 
(do-not-attend) appointments, family dynamics and opinion that may impact 
treatment options

MDT-MeDiC (V1.0)
Measure of case-Discussion Complexity for cancer MDT meetings: MDT-MeDiC (V1.0)

MeDiC Copyright 2017 © Soukup Sevdalis Green.
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MeDiC tool to aid deciding 
complexity of case

Appendix 5
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MDT-MeDiC (V1.0)
Measure of case-Discussion Complexity for cancer MDT meetings: MDT-MeDiC (V1.0)

# Complexity Item Description

19. 'LDJQRVWLF�XQFHUWDLQW\�	�LQFRQ�
FOXVLYHQHVV�RI�GLDJQRVWLF�WHVWV

/DFN�RI�GH΋QLWLYH�GLDJQRVLV��SDWKRORJ\�RU�UDGLRORJ\�UHVXOWV�DUH�LQFRQFOXVLYH��IRU�
e.g., there is either nothing to biopsy or tumour is too small/ undetectable on 
imaging, but also sample for pathology analysis is suboptimal.

20. )XUWKHU�WHVWV�DQG�SDWLHQW�
assessment needed

Includes further or repeat tests such as imaging, biopsy, clinical examination or 
review before treatment plan can be formulated.

21. )XUWKHU�LQSXW�QHHGHG�IURP�
RWKHU�VSHFLDOWLHV

Further input is needed before a treatment plan can be formulated, for e.g. 
colorectal cancer team is requiring urological or gynaecological input, or patient 
has to be referred to a specialist unit for treatment, multiple primaries so patient 
QHHGV�WR�EH�WUHDWHG�DW�GLΊHUHQW�FHQWUH�V�

22. 8QXVXDO�DQDWRP\��GLVWULEXWLRQ�
RI�WXPRXU

8QXVXDO���GL΍FXOW�DQDWRPLFDO�SRVLWLRQLQJ�RI�FDQFHU�IRU�H�J��FORVH�WR�DRUWD��EORRG�
vessels, or other critical structures / unresectable or inoperable tumour.

23.
*XLGHOLQHV��SDWKZD\�GR�QRW�
DFFRXQW�IRU�SDWLHQWV�VSHFL΋F�
VLWXDWLRQ

An exceptional case.

24 &RQΌLFW�RI�RSLQLRQV
7KHUH�DUH�GLΊHUHQFHV�LQ�RSLQLRQ�RU�GL΍FXOWLHV�LQ�DJUHHLQJ�RQ�WKH�EHVW�WUHDW-
ment option, clinical staging or follow-up, either between team members, or 
between sites / teams / specialties / disciplines.

25 7UHDWPHQW�WR[LFLW\�DQG�FRQWUD�
LQGLFDWLRQV

Patient is experiencing treatment toxicity and contraindication to standard 
treatment.

26. 7ULDO�HOLJLELOLW\ Patient is eligible for trial and this is discussed in the meeting.

727$/�&/,1,&$/�&203/(;,7<�6&25(��WKH�VXP�RI�LWHPV���WR�����

27 3UHYLRXV�RQFRORJLFDO�
treatments

Includes counts of various admin errors and process issues, as well as issues 
with attendance and meeting equipment (the examples of logistical complexities 
from the data are provided below).

727$/�/2*,67,&$/�&203/(;,7<�6&25(��WKH�VXP�RI�WDOOLHV�IRU�LWHP�����

727$/�&203/(;,7<�6&25(��WKH�VXP�RI�LWHPV���WR�����L�H���FOLQLFDO�DQG�ORJLVWLFDO�LWHPV��
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Please reference the MeDiC tool as follows:
Soukup, T., Morby, A., Lamb, B.W., Gandamihardja, T., Hogben, K., Noyes, K., Skolarus, T.A., Darzi, 
A., Green, J., Sevdalis, N. (2019). A measure of case complexity for cancer multidisciplinary teams: 
Development and early validation of the MeDiC tool. PsyArXiv. 10.31234/osf.io/qzwf8
MeDiC Copyright 2017 © Soukup Sevdalis Green.
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