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EXECUTIVE SUMMARY

INTRODUCTION

Multidisciplinary care (MDC) is recognised as best practice in treatment planning and care for
patients with cancer.'™ National Breast Cancer Centre (now National Breast and Ovarian Cancer
Centre, NBOCC') developed the Principles of Multidisciplinary Care® to provide a flexible
framework for implementation of MDC in Australia. The Principles emphasise the need for:

e ateam approach involving core disciplines integral to the provision of good care, including
general practice, with input from other specialities as required

e communication among team members regarding treatment planning

e access to the full therapeutic range for all patients, regardless of geographical remoteness
or size of institution
e provision of care in accordance with nationally agreed standards
e involvement of patients in decisions about their care.
New Medicare Benefits Schedule (MBS) item numbers to support attendance by specialists at
multidisciplinary treatment (MDT) planning meetings were introduced on 1 November 2006.
During 2006, NBOCC conducted a national audit to investigate the implementation of MDC
across five cancer types: breast, colorectal, gynaecological, lung and prostate. The aims of the
national audit were to:
¢ investigate the implementation of MDC across a range of cancer types and service
delivery settings
e provide information about the level of MDC before the introduction of the new MBS items
against which any impact of the introduction can be measured

¢ identify areas where MDC needs to be further developed and supported.

METHODOLOGY

A multidisciplinary steering committee was established at the outset of the audit to oversee and
provide expert advice on the methodology and final report.

A sampling plan was developed to select a representative sample of hospitals that would give a
national picture of MDC activity across Australia. Hospitals were stratified by state, location
(metropolitan or regional) and type (public or private).

Collaboration with state-based cancer organisations in NSW and Victoria led to different
methodological approaches in these two states. This resulted in three samples (a NSW sample, a
Victorian sample and a sample of the remaining states and territories coordinated by NBOCC,
referred to as the ‘NBOCC sample’ in this report), which were analysed separately.

A survey tool was developed, and representatives from hospitals completed the survey via
telephone, online or by fax. All data were entered and analysed in Microsoft Excel and SPSS for
Windows. Cancer type was used as the main variable and further bivariate analyses were
undertaken using hospital, location and type. Following analysis of the results, recommendations
to improve the uptake and implementation of MDC in Australia were developed.

"In February 2008 the National Breast Cancer Centre (NBCC) incorporating the Ovarian Cancer Program (NBCC)
became National Breast and Ovarian Cancer Centre (NBOCC).
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KEY RESULTS

Despite methodological differences between the three samples (NSW sample, Victorian sample
and NBOCC sample), the responses showed similarities, suggesting that regardless of
methodological approach, jurisdiction or health service, there are areas of congruence across
Australia in the implementation of MDC for cancer treatment planning.

Randomly sampled hospitals were invited to participate in the audit. Surveys providing
information on MDC meetings were received from 123 hospitals in the NBOCC sample
(520 surveys), 17 hospitals in NSW (49 surveys) and 15 hospitals in Victoria (42 surveys).
Each survey provided information on one MDC meeting in one of the five cancer types.

30% to 34% of respondents reported an MDC team for at least one of the five cancer
types in the audit. Irrespective of cancer type or hospital setting, between 60% and 70%
hospitals surveyed did not have multidisciplinary cancer teams in any of the five cancer
types. More respondents from metropolitan hospitals reported an identified team than
those from regional hospitals.

Almost all MDC meetings held did not have the minimum core team members (core
members are cancer specific) regularly attending MDT planning meetings.

Fewer than half of all meetings were held weekly or fortnightly. Most meetings were held
face-to-face, but between 10% and 30% used teleconferencing (mostly in regional areas).

64% to 85% of respondents reported that patients were informed that their case would be
discussed by a MDT — however, formal consent was not always obtained in these cases
and where it was obtained, in most cases verbal consent was sought.

A treatment plan was not recorded in the patient notes for up to a quarter of cancer
patients whose cases were discussed by MDC teams.

Specialists were most frequently identified as the health professionals responsible for
communicating the outcome of the MDT meeting to the patient.

33% to 78% of hospitals had links to palliative care, but most had no links to some key
services. For example, links to psychology and psychiatry were not established in more
than two-third of the NBOCC and Victorian samples (limited results were available in
NSW). In addition, links to specific services (where relevant), such as stomal therapy,
erectile dysfunction services, genetic counselling, lymphoedema services and plastic
surgery, were not established in most meetings.

Up to a third of meetings did not communicate treatment plans to GPs.

There appears to be very wide variability in the approach to encouraging patient input into
treatment plans.

Many teams did not collect data systematically. Of those that did collect data, few had an
organised system for review.

The most commonly reported barriers to implementing MDC were time (lack of time,
coordination of time), staffing resources, a small case load and funding.

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report



RECOMMENDATIONS

Based on the results of the audit, recommendations to improve the uptake and implementation of
MDC are presented below.

STRATEGIC AND NATIONAL LEVELS

1. Resourcing

The adequate allocation of staff and time in order to implement MDC should be promoted in
national and state cancer plans and frameworks as important factors to consider in workforce
planning.

2. Networks

National, state and regional networks should be established and promoted for the exchange of
knowledge and expertise between centres with larger and smaller case loads to support the
implementation of MDC. A comprehensive strategy to support multidisciplinary care for cancer
treatment planning in regional and country areas, including resources to support increased use of
telemedicine, is required.

3. Incentives

Services and governments should determine appropriate incentives, such as funding, to
specifically implement multidisciplinary cancer care.
4. Education and promotion
Further national education and promotion strategies regarding MDC should be developed. To
target health services, education and promotion strategies at national and state levels should
emphasise NBOCC'’s Principles of Multidisciplinary Care®, and specifically highlight the
importance of:

e core membership of the multidisciplinary team (cancer specific)

e resource and workforce planning

¢ links to the full therapeutic range of services

e processes for MDT data collection and review

e communication with GPs and continuity of care

e patient consent

e patient involvement in treatment planning.
5. Follow-up study

A further investigation of MDC after the introduction of the MBS items should be undertaken to
compare uptake with the current audit findings.

HEALTH SERVICES LEVEL
6. Coreteam

Core membership of the cancer-specific teams should be established and known. Although it may
be difficult to ensure attendance by certain disciplines owing to workforce or resource
impediments, time to attend MDC meetings should be factored into workforce planning. To
increase full core team attendance, scheduling of meetings should take into account the timing of
visiting specialists. Teleconferencing and videoconferencing facilities should be used to ensure
that all core disciplines are represented at meetings, for example linking larger treating centres
and clinicians located off-site.

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report 8



7. Regular meetings

The importance of having regular, scheduled meetings should be promoted. NBOCC'’s
Multidisciplinary Meetings for Cancer Care: A Guide for Health Service Providers® provides
practical tools and guidance on setting up regular MDC meetings.

8. Links to the full range of services
Health services need to review workforce availability and implement specific strategies to improve

linkages with non-core specialities. All cancer services should ensure adequate links to the full
range of general and cancer-specific services for all cancer patients.

9. Data collection

Health services should allocate resources to implementing data collection and reviewing systems
to facilitate quality improvement and benchmarking.

10. Professional development

Health services should support and acknowledge the importance of training for cancer health
professionals such as communication skills training to improve interactions with patients and
within teams.

MULTIDISCIPLINARY TEAM LEVEL
11. Patient consent

Multidisciplinary teams (in conjunction with health services) should implement processes to
ensure that all cancer patients are informed when their case is to be discussed by an MDT. All
teams should aim to obtain informed patient consent to discuss cases at team meetings. All
teams should aim to provide patients with written information about the members of their team,
what and how information is shared between team members, and the treatment planning
process.

12. Communication with GPs and continuity of care

Teams need to implement systems to ensure that communication with GPs on treatment plans is
timely and adequate, given that coordination of care between hospital and community sectors is
essential for good patient care. GPs are ideally placed to assist in providing continuity of care.

13. Recording of treatment plans

Multidisciplinary teams should develop processes for ensuring that the outcomes of MDT
planning meetings are routinely recorded in patients’ notes.

14. Involvement of the patient in treatment planning

The treating clinician should discuss the recommendations of the MDT planning meeting with the
patient and use effective communication techniques to ensure that patients understand their
options and have as much input into their treatment plan as they wish. MDC teams should
implement processes to ensure that there is an agreed approach to dealing with and recording
changes to the treatment plan following discussion with the patient.

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report 9



INTRODUCTION

Multidisciplinary care is recognised as best practice in treatment planning and care for patients
with cancer both in Australia and internationally. In Australia, the importance of a multidisciplinary
approach to cancer care is promoted through inclusion in national” and state or territory’~ cancer
plans and cancer treatment guidelines.®

In acknowledgment of the importance of a multidisciplinary approach to cancer care, two new
MBS item numbers to support attendance by specialists at MDT planning meetings were
introduced on 1 November 2006, one for clinicians participating in, and one for clinicians leading
MDT planning meetings.

Despite recognition of the importance of a team approach to the management of patients with
cancer, limited data are available about the extent to which MDC has been implemented in
Australia.

MULTIDISCIPLINARY CANCER CARE IN AUSTRALIA:
A NATIONAL AUDIT

In 2006, National Breast and Ovarian Cancer Centre (NBOCC) initiated a project to determine the
extent to which MDC is implemented across Australia. The aims of the audit were to:

¢ investigate the implementation of MDC across a range of cancer types and service
delivery settings

e provide a baseline level of MDC implementation against which to benchmark the new MBS
item usage

¢ identify areas where MDC needs to be further developed and supported.

The five cancer types selected for inclusion in the audit — breast, gynaecological, lung, prostate
and colorectal — were chosen on the basis of incidence and requirement for input from a range of
disciplines.

At July 2007, a total of 2472 claims had been submitted nationally for both MBS items (957 for
attending the meeting and 1515 for leading the meeting).

BACKGROUND

NBOCC defines MDC as ‘an integrated team approach to health care in which medical and allied
health care professionals consider all relevant treatment options and develop collaboratively an
individual treatment plan for each patient’.”

Evidence shows that MDC improves patient outcomes and offers benefits and incentives to
clinicians.® Evidence indicates that a team approach to cancer care can reduce mortality and
improve quality of life for the patient.*™! There is also evidence that decisions made by a
multidisciplinary team are more likely to follow evidence-based guidelines than those made by
individual clinicians.® Furthermore, patient satisfaction with treatment and the mental well-being of
clinicians in a multidisciplinary team have been shown to be improved by a multidisciplinary
approach to care.'?*?

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report 10



NBOCC developed the Principles of Multidisciplinary Care® to provide a flexible framework for
implementation. The Principles emphasise the need for:

e ateam approach involving core disciplines integral to the provision of good care, including
general practice, with input from other specialities as required
e communication among team members regarding treatment planning
e access to the full therapeutic range for all patients, regardless of geographical remoteness
or size of institution
e provision of care in accordance with nationally agreed standards
¢ involvement of patients in decisions about their care.
NBOCC has taken a lead role in developing, evaluating and promoting the uptake of MDC in
Australia (see Appendix A).**
In 2005, NBOCC published a guide for health service providers® on how to implement

multidisciplinary meetings for cancer treatment planning. The meeting guide was promoted
through a national series of forums with over 900 attendants.*

NBOCC has also developed information to help multidisciplinary teams to use two new MBS
items providing rebates for participation by medical practitioners in MDT planning meetings for
cancer patients.*®

In March 2007", NBOCC held a workshop to formulate consensus advice about medicolegal
aspects of multidisciplinary approaches to cancer care. The recommendations focus on achieving
best outcomes for patients while also providing appropriate protection for multidisciplinary team
members and health services.’

NBOCC is currently developing Indicators for Multidisciplinary Cancer Care to be used by service
providers as a quality improvement tool to assess whether their multidisciplinary teams are
functioning in line with the Principles of Multidisciplinary Care.’

" In February 2008 the National Breast Cancer Centre (NBCC) incorporating the Ovarian Cancer Program (NBCC)
became National Breast and Ovarian Cancer Centre (NBOCC).
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METHODOLOGY

RATIONALE

The aim of NBOCC’s national audit of multidisciplinary cancer care was to identify the extent to
which MDC is implemented nationally for five cancer types: breast, gynaecological, lung, prostate
and colorectal. The audit measured activity before 1 November 2006, the date of introduction of
the MBS items to support attendance by specialists at MDT planning meetings.

A multidisciplinary steering committee was established at the outset of the audit to oversee and
provide expert advice on the methodology and final report. The steering committee included
cancer clinicians with expertise in each of the five cancer types, together with consumers and
experts in government and policy from across the country. The steering committee members are
listed in the Acknowledgments section on page 4.

SAMPLE SIZE AND STRATIFICATION

A sampling plan was developed to select a representative sample of hospitals that would give a
national picture of MDC activity across Australia. Hospitals were stratified by state, location
(metropolitan versus regional) and status (public versus private). The sample was weighted so
that the number of hospitals in each of the strata reflected the national distribution of hospitals in
Australia. It is important to note that hospitals were stratified on the basis of the distribution of
hospitals in each state or territory, not the location of hospitals in which cancer is treated.

From a sampling frame of 1026 hospitals from the Hospital and Health Services Yearbook,'® a
sample size of 350 was calculated to give a confidence interval of 95%. Assuming a non-
response rate of 25% (based on similar work undertaken by NBOCC in the past) 451 hospitals
were sampled to provide an effective sample size of 350.

Each hospital was categorised as metropolitan or regional according to the
Accessibility/Remoteness Index of Australia (ARIA).*® ARIA quantifies accessibility or remoteness
from the distance of populated localities to the nearest of each category of service centre by road.
ARIA is the Commonwealth Department of Health and Ageing’s official standard for assessing
remoteness. A numbered list of hospitals was stratified by state, location and status. Hospitals to
be included in the sample were then selected by using a table of random numbers from the
stratified lists until quotas were filled. Where the sample size of a particular stratum was less than
10 units, the entire stratum was included.

SURVEY TOOL

The audit survey tool was adapted from the survey used in NBOCC'’s National Profile Study of
Multidisciplinary Care.** Development of the survey tool was overseen by the steering committee.
The survey consisted of 21 questions focused on multidisciplinary team meetings, and covered
meeting format, attendance and processes, communication with GPs and patients, data
collection, and barriers to improvement or implementation of MDC. The survey tool used for data
collection in the ACT, Northern Territory, Queensland, Tasmania, South Australia and Western
Australia appears in the full report of the audit.?’ The data set collected from this demographic is
referred to as the ‘NBOCC sample’.

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report 12



In NSW and Victoria, similar projects were already under way or planned by the Cancer Institute
NSW and the Department of Human Services Victoria. To avoid duplication of effort, NBOCC
collaborated with the state-based cancer bodies to collect information on the current status of
MDC, using a modified version of the audit survey (see below).

All survey respondents were asked to provide information on MDC activity before 1 November
2006, when the MBS items were introduced.

NSW

The audit survey was administered in NSW on behalf of NBOCC by the Cancer Institute NSW as
part of a state-wide project to establish a directory of MDC in NSW hospitals and services. The
Cancer Institute developed a 39-question survey tool incorporating questions from the NBOCC
survey, some of which were modified to meet the needs of the Cancer Institute NSW. Data were
collected on 12 cancer types and optional additional types. The survey tool appears in the full
report.?°

VICTORIA

In Victoria, the Department of Human Services had already initiated a process for mapping MDC
activity in relation to 10 cancer types through the state-wide Integrated Cancer Services (ICS).
The Department developed a 20-point questionnaire incorporating questions from the NBOCC
survey. The questionnaire appears in the full report.

DATA COLLECTION

NATIONAL BREAST AND OVARIAN CANCER CENTRE SAMPLE

NBOCC sent an invitation to participate in the audit to the selected hospitals. State health
department co-signatories were invited in all states and were included on the invitation in Western
Australia, South Australia and Queensland. Hospital CEOs were asked to nominate staff
members (clinicians, cancer care coordinators or other relevant staff) to participate in a 15- to 20-
minute telephone survey on MDC for each of the cancer types treated at the hospital. The survey
did not use any patient information, and responses from participants were de-identified. The
survey focused on describing the organisation and practice of multidisciplinary cancer care teams
and meetings.

If no response was received, a maximum of three follow-ups were undertaken. Where
respondents reported that none of the five cancer types were treated at the hospital, the hospital
was deemed ineligible for the audit.

Staff members nominated by the CEO or designate were sent a letter, an information sheet and a
copy of the survey and advised that a trained interviewer would contact them to conduct the
survey. Staff members were encouraged to consult with colleagues to ensure the accuracy of
answers. A trained interviewer from the consultancy Extending the Capacity of Healthcare
Organisations (ECHO) then contacted the staff member to arrange a time to conduct the survey.
The interviewers telephoned at the appointed time to. Data were recorded on paper format and
then collated electronically.

Multidisciplinary Cancer Care: A National Audit 2006 — Summary Report 13



NSW

The methodology used in NSW was different from that used for the NBOCC sample. The Cancer
Institute NSW collected data as part of a state-wide project. It aimed to collect information from all
hospitals within NSW to identify multidisciplinary cancer care teams (including palliative care and
general cancer teams) across 12 cancer types. Contacts in many hospitals had been identified
through previous work conducted by the Cancer Institute NSW. These contacts were approached
to complete the survey for each cancer type treated at their hospital. Hospitals that did not have a
multidisciplinary team for one of the identified cancer types did not go on to complete the NSW
audit survey — i.e. hospitals were included in the survey if they had a multidisciplinary team for
one of the twelve tumour streams rather than on the basis of treating a particular tumour stream
(with or without a multidisciplinary care team). All respondents who confirmed that an MDC team
was established were sent a further invitation by email to participate in the audit, and links to an
online survey. Once collected, raw data from the NSW hospitals were forwarded to NBOCC for
analysis.

VICTORIA

The methodology used in Victoria was different from that used for the NBOCC and NSW
samples. Data collection had already been initiated as part of a state-wide MDC project before
NBOCC'’s national audit, and was supplemented on behalf of NBOCC by the Department of
Human Services Victoria. A questionnaire (including instructions) was distributed to the eight ICS
across Victoria to collect information on 10 cancer types. The questionnaire was then distributed
to each multidisciplinary team and meeting in each ICS. Hospitals were included in the Victorian
survey if they had a multidisciplinary meeting for one or more of the cancer types. Where
possible, information relating to the NBOCC survey questions was collated for the Victorian
hospitals in NBOCC's original sample and the five audit cancer types. All data were collated
electronically by the Department of Human Services Victoria and forwarded to NBOCC for
analysis.

DATA ANALYSIS

ECHO entered and analysed data from all three samples in Microsoft Excel and SPSS for
Windows. Cancer type was used as the main variable, and further bivariate analyses were
undertaken using hospital, location and status. Response rates were recorded and analysed.
Responses for each survey question were collated into data frequency tables.

DEVELOPMENT OF RECOMMENDATIONS

To determine recommendations for future initiatives and promotion of MDC, the key findings and
full analysis of all three data sets (NBOCC sample, NSW sample and Victoria sample) were
presented to the steering committee. Members met in person and via teleconferencing to discuss
and finalise the recommendations to improve MDC uptake in Australia.
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RESULTS

This section provides an overview of key results from NBOCC'’s national audit of breast,
gynaecological, lung, colorectal and prostate cancers. Table 1 lists the parameters of the three
samples. Detailed results are provided in the full report.?

Table 1: Parameters of the three survey samples

Sample Number of surveys or meetings Number of hospitals
NBOCC 520 surveys 123
NSW 49 surveys 17
Victoria 42 meetings 15

The audit was designed to investigate any differences between:
e cancer types
e public and private hospitals
e metropolitan and regional hospitals.

Overall notable differences were not found between cancer types or public and private hospitals,
and results regarding these stratifications have been reported only where they may be of
relevance.

The results are divided into:
e an outline of the relevant NBOCC guidance
e asummary of the key findings

e any issues identified.

MULTIDISCIPLINARY TEAMS

NATIONAL BREAST AND OVARIAN CANCER CENTRE GUIDANCE

NBOCC's Principles of Multidisciplinary Care® recommend that the core team involved in MDC of
patients with cancer be established and known.

SUMMARY OF FINDINGS

e Across all three samples, between 30% and 34% respondents reported having a
multidisciplinary team in at least one of the five cancer types.

e Even for breast cancer, in which teams were most commonly identified, fewer than half
(31%—41%) of all respondents in each sample reported a multidisciplinary team.

e More respondents reported teams in metropolitan than regional hospitals in both the
NBOCC and NSW samples. As 98% of the Victorian sample came from metropolitan
hospitals, differences are difficult to report.

e Although it is not possible to report on the NSW and Victorian samples by hospital type (public
or private) on account of low numbers and overlapping responses, the proportion reporting a
multidisciplinary team was similar in both public and private hospitals in the NBOCC sample.
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ISSUES IDENTIFIED

Irrespective of cancer type or hospital setting, between 60% and 70% of treating hospitals did
not have multidisciplinary teams. More teams treated breast cancer than other cancers, and
proportionally more were in metropolitan hospitals than in regional hospitals in