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Improving Lung Cancer Outcomes 

Through the MDT



Our Improvement Journey 
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Improving the MDT



Background

•Barts Heart Centre
Respiratory Medicine

•Barts Cancer Centre

• London Cancer

•CRUK

• Learning from each other



Challenges

•Nationally:
• Increasing patient numbers 
•NHS budget demands
•Ensuring and demonstrating, safe and effective care

•Barts Health:
•Outdated, unreliable video conferencing equipment
•On-going review of resources (staff)
• Large number of cancer MDTs (hub and spoke)
•Uniquely large number of non-cancer (especially Cardiac) MDTs
•Tertiary centre – Discuss patients never seen by BH clinician



Getting Started …



Questionnaire 

• 5 Key Areas:
• Referral Process and pre-MDT 

preparation

• Discussion

• Documentation

• Dissemination and actioning of 
Outcomes

• Governance



Quality Improvement Conversation



Issues Highlighted 

• Lack of awareness of Deadlines

• Time taken to prepare – Average 5 hours
Referral Process

• AV EquipmentMDT Discussion

• No single system

• Proforma use and design
Documentation

• Potential for Ambiguity
Dissemination & 

Actioning Outcomes

• Definition of Quoracy 

• Review process
Governance



Development of 10 Key Principles
1. MDTs should have a designated Lead and Coordinator, both of whom should be job 

planned

2. A deadline for case submission should be set and actively enforced

3. External deadlines should be set to allow time for importing pathology and/or radiology

4. Cases should be submitted on a bespoke proforma, where discussion and outcomes should 
also be recorded

5. MDT agenda structured to maximise efficiency

6. MDTs should not run for longer than 2 hours, without a 15min+ break

7. Documentation should be on a proforma that encourages full discussion and data 
collection (audit & trials), plus patient preference

8. CRS should be used for real time documentation and have live MDT review

9. A member of the MDT must be responsible for disseminating MDT outcomes in a timely 
manner

10. MDTs must keep a register, have a definition of quoracy and know how to manage non-
quoracy



Self Assessment 





Documentation 



Time to Treatment 2020
 Mean 6th fastest, Median 3rd fastest 
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