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Background

* Barts Heart Centre
Respiratory Medicine

* Barts Cancer Centre
e London Cancer
* CRUK

* Learning from each other

UCLH Cancer Collaborativ

e NHS

““MEETING PATIENTS’ NEEDS

IMPROVING THE EFFECTIVENESS
OF MULTIDISCIPLINARY TEAM
MEETINGS IN CANCER SERVICES
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Challenges

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

e Barts Health:
e Qutdated, unreliable video conferencing equipment
* On-going review of resources (staff)
e 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
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Getting Started ... NHS

Barts Health
NHS Trust

Formation of small working group (Jan 2017)

Online questionnaire to establish current state of MDTs across BH
(87 completed)

Quality Improvement Conversation (Sept2017)
(50+ attendees)

Project Summary & Recommendations
@docu ment (including checklist) (apr-may201s)

p— | All MDTs to read document
_—" and complete the checklist —
i 10 key principles/ guidelines

Z) HNMB ReportJune
ﬁ 2018
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Setting MD1

Quality Improvem

Barts Health

NHS Trust
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Referrals

*  80% by email

*  60% on proforma

Deadlines

* 55% have a deadline — 70% <1-2 days

* Many unaware of own MDT deadline

* General feeling that attitudes to deadline
are too relaxed

Imported Imaging and Pathology

* 1/3 reliant on external imaging and 25%
reliant on external path

= Approx. 1/3 delayed due to this not being
available

Time commitment:

* 2.1 hours spent prepping MDT/week
* 2.9 hours spent in MDTs/week

The Referral Process

[NHS|
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The MDT Discussion

* Majority felt language usage was
clear and consistent

* Remote access approx. 50:50
* Generally felt not to work well,
usually due to AV problems
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Recording Decisions -

* 40% Clinician
* 40% Consultant = = u
Dissemination and Ac

* 45% Regist:
R Outcomes
* 20% Admin
«  40% Mixture + 75% proactively feedback, but 25%
assume that referrer will review
EPR/CRS without being prompted

13% Document live on CRS
* 80% Document contemporaneously —
but uploaded later + 70% of feedback within 24 hours

* 70% led by MDT coordinator

Majority have proforma, but only
approx. half have prompts on
proforma

Mixture of who enacts outcomes —

Coordinators, Cliniciansand Referrers

Generally felt to be clear as to whose
ibility is, but
raised about y

some

Quality Improvement Conversation
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MDT Governance

Headlines Questions

90% keep a register
30% have no definition of quoracy

Non-quoracy almost always leads to
deferral of cases

45% have no review process for their
MDT

Barts Health
NHS Trust

Barts Health

NHS Trust

What should happen to a register?
Does this pose a clinical risk?

Clearly felt to be important, if so why
no definitionin 30%?

Is this managed differently for patients
on timed e.g. 62 day pathways?

Is this acceptable or should at least
annual review be compulsory?

How do MDTs review the safety,
efficiency and clinical effectiveness of
their decisions?

Can service changes be justified with
any evidence from MDTs?




Issues Highlighted

Referral Process

MDT Discussion .

Documentation

Dissemination &

Actioning Outcomes

Governance

Lack of awareness of Deadlines
Time taken to prepare — Average 5 hours

AV Equipment

No single system
Proforma use and design

Potential for Ambiguity

Definition of Quoracy
Review process

NHS

Barts Health
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Development of 10 Key Principles NHS

1.

10.

Barts Health
NHS Trust

MDTs should have a designated Lead and Coordinator, both of whom should be job
planned

A deadline for case submission should be set and actively enforced
External deadlines should be set to allow time for importing pathology and/or radiology

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

MDT agenda structured to maximise efficiency
MDTs should not run for longer than 2 hours, without a 15min+ break

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

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

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

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

Barts Health

Barts Health NHS Trust

MDT Review Checklist

Improving the safetyand level of care we deliver 10 our MDT patients

Dr Edward Rowland, Consuftant Cardiologist, Medical Directar St Bartholomew's Hospital
Dr William Ricketts, Consultant Chest Physician, ect Lead Clinician

Wis Henna Roberts, Senior Improvement Manager, Project Lead Facilitatar

10/24/2018

ersion 1- Last updated November 2015
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MDT Review Checklist

“This MDT Review Chedklist s the resut of a Trust improvement project to improve the: safety and level of
care we defiver 1o our MOT patients. Italso simed to share best practice across all MOT speciahies {cancer

‘and non-cancer]. Out of this work czme 10 MIDT guidelines [see

‘assess themselves against the 10 MOT guidelines. Itisr
any addiional points they are assessing themselves ag:
‘additional sheets where needed. Where an MOT i not
issue and resulting action or escalation they will be imp
These actions must then be fedinto the local safety an
£

All MDTs must usethe MDT Review cherklist and unde:
recommended) which must be minuted. The agenda fo
10 MDT guidelines 25 well 25 relevant loczl and nationa
Completed checklists should be registered with the Tru
detmik]. Resuiting actions and escalations should fink it
Appendin 2. Annual peer review s 2o recommendsd |
Surveillance process or moreinformally such as interna
‘action.

18e3ly this form should be completen with all MDT me
‘guidelines and allow discussion. Ata minimum it shok
coorginator together.

Name of DT

Clinigal Leagls]

MDT.

Day and Timings of MDT

Frequeney
Boom/Venue

of patients discussed curing MDT
15 video or tele conferencing used? vesO
This MOT isthe. oy meeting 01 rub O

If Hub, piease state where the spokes are based
If Spoke, please state where the hub is based

1

ppendix 1). This checklist will aid MOTs

Date this MOT Revi

Dste previous WIDT Beview Checkiist [ any)

Theme 1- The referral process andpre-MOT preparation

Guieline 1
MOT Lead designated
WOT Coarding tor designated
MOT Lead appropriately job pianned
MOT Lead is appropriately trained
MOT Coordina tor appropriztely job planned
WDT Coordina tor appropristely trainsd
Other DT attendess appropriately job planned

Other MDT attendess appropriate y and trained

Guideline 2
MOT case submission deadiine agreed

MDT case submission deadiine actively enforced

MDT deadine allows sufficient prep for relevant members [£.g. MDT

Coordinater, Pathology, Imaging, et}

Guideline 3
Cases external to BH are discussed at this MET
Ifyes, thers isan earlier sxternal case deadine

Ifyes, this actiely enforeed
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{Phease mark as appropriate]
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Bespoke proforma created a o
Bespoke proforma 2 hways used =} o
et o o
o o Resulting Actions/Escalations
For responses where the MOT is not meeting some or all of 2 guideline, please record the issue behind this
T T S
Guideline 8 Yes No Appendix 1 for more details on the guidedines.
All MDT documentation on Cerner Millennium =} o Issue ‘Owner ‘Review/ ‘Monitoring.
‘completion Ccommittee/
Real tir available to i ingMOT O o date’ Board
Relevant patient information is available to Fve review on large screen by MOT
(e.5. pathol ogy, imaging etc.} o o
N o o
=} o Barts Health

Theme 4- Dissemination and actioning of MDT outcomes  {please mark as appropriate]
‘Guideline 9 Yes No

MOT membsr responsible for disseminating MOT outcome: for
patient isagreed andclear o o
WDT member responsivle for dissemingting MOT outcome for
patiemacts ina timely manner

Documentation is clear with what i expected of referring team

Responsibility for informing patient is agreed andclear

ooooa
ooooao

Theme 5- MDT governance {iease mark as appropriate)
‘Guideline 10 Yes N

H

MOT keeps a register of stiendance
Definition of quoracy is dlear
Policy for non-guoracy is dear
Quoracy is checked each MDT

Na-guaracy palicy is snacted when relevant

Ooooooaoao
OooDoooaoao

Barts Health

Appendix 1

1. MDT Guidelines

When defining how an MOT should operats, there was an understanding during the project that, one size
does not fitall. inthis context the following 10 MDT guidelines have been devised which aim to be both
preseriptive enough 1o ensure high qualty Sovernance and 2008 patient care, but fisxible enough 10 mest
the needs of individuzl MBTs and their patients across sarts Heath

Theme 1- The referral process and pre-MDT preparation
Guideline 1
All MDTS should have a designated MOT Lead/chair® and Goordinator both of whom shouid be
‘sgpropriatsly job planned and trained and undergo snnusl sppraisal specific 1o this roke. Insoms
speciaiiies the MDT Coordinator role wil be 3 fultime: role and i others it may only be parttime. The
‘appaintment of the MDT Lead should be via 2 formal process and for a fixed term. Gther regular MDT
‘amtendees should be appropriately job planned
Guieline 2
Al MDTs should set 3 deadiing for case submission which must be Sctively enforced with the MOT
Coordingtor empawered to do 50 with support from the MDT Lead, the only exceptions should be truly
dinicaly metastatic spinsl ion or small cell lung cancer, not casesthat
have merely been forgotten o be 36564 The refirral it should be reaktime, and viewsbie by all the
MO, 10 allow early preparation.

Guideline 3
METs may choose o set an earlier deadiine for external cases to ensure 2dequate time for imaging
and/or pathology 10 be imported
Guideline 4
Cases should be submitied on a bespoke proforma. Discussion #nd outcomes should be dorumentsd on
the same proforma that the cases are submirtzd on. This should be on Gerner Millsnnium.

Theme 2- The MDT discussion
Guideline 5
The MDT agenda should be structured in 3 manner to maximise effidency <.g. by referring hospital,
caner/non-cancer, compiex/simpie
Guideline §

Two hours is the longest time passible for high quality discussion, 3] 2ll MDTs must have a poiicy asto
how to procead after two hours (sither taking 3 15-20 minute break or eferring cases).

*The terms MDT Lead and MDT Chsir are often uaed i i have Lest
2 this implies the persan with averall respansibiiy for the MDT nat just chairing the mesting an the 42y, rabe which
in e may rotate within 2 singis mesting or sven fram case 15

s

Theme 3- Decumentation
Guideline 7
Documentation should be on a proforma with prompts to encourage ful discussion, data collection for
‘sudit and trial recruitment, & prompt for patient preference is recommended. This should be recorded
on cerner Milennim

Guieline &

should be used for with a1l
documentation avaizble for five review by the MDT via a suitable screen.

Theme 4- Dissemination and actioning of MOT outcomes
Guideline 8
A member of the MOT must be responsible for isseminating MIDT outcomes in a timely mannsr and the
documentstion must make it cear 2510 what is expected of the referring team and what will be enacted
by the MDT induging respansibiity for informing the patient

Theme 5 - MDT governance
Guideline 10
All MDTs must keepa register, have a oefinion of Quoracy and a palicy for how to manage non-
quoracy.




Documentation

Ear‘ts Thorax Centre Lung Cancer M DT Proforma
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Marma: DOB: Number:
Carsultant: Added by: Press pnbir:
CME:

*Date for Discussion:

Far Diagnostic MOT Only Cancer L

Man-Canper _|

Bragieh date [ta be completed by BDT Caardinatar):
Tuawdays = Decision ta treat MDT — Cases must be submittesd by 16:00 Friday

Fridays = Diagnostic and General Respiratory MOT — Cases must be submitted by 13200 Thursday
It is ewpected that the plan will be enacted by the referring team unless specifically stated otherwise,

*Case summary

**Lmoking Status

SEWHO
Performance Status

“*FEV1

“*FEVL % predicted

Pl

*FTLLO & Predicted

**Relevart Social

His izt Needs

and Patient
Preference

Mext Follow Up

Breach Date

"Question for MDT

* | thes Falds ars not completed the case will mot be discussed

*F I these field are no

t cormpleted foar suspected cancer cases the case will not be discussesd

MDT Discussion:

Staging: T T N b Pathological | g | gl | R
PET T N 1l Combined T N Ll

Pathology reswlt:

Advice/Plan:

Plan B:

Relevant Research
Stusdies:

Responsible

Clinician:

Farm for repeat disoussion:

3 -
4 3
¥

s Health

Maurma:

Mumbsr:

Cargultant:

Added by:

Presenter:

Dake far Discussian:
Date of previous discussian:

Tuesdays = Decision to treat MOT — Cases must be submitted by 16:00 Friday
Fridays = Diagnostic and General Respiratary MOT — Cases must be submitted by 13200 Thursday

It is epected that the plan will be enacted by the referring team unless specifically stated otherwiss,

Update since kast discussion (incude any incamplete mandataory fielde) =

Cuestion for MDT {if this is not completed with & clear question the case will not be discussesd):

Next Follow Up

| Breach Date |

MOT Divcussion:

Staging: T

M Pathalogical [ gF. [ghl [P [ R

PET

kA LCombined T H Ll

Pathology reswlt:

Adwvice/Plan:

Plan B:

Relevant Research
Stwdies:

Respansible
Clinician:




Time to Treatment 2020

Mean 6t fastest, Median 3™ fastest
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CWT Target Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21
Seen 44 62 55 58 32 59 64 54 61
BH TwoWeek wait 93% Breach 4.0 4.0 4.0 17.0 5.0 15.0 13.0 9.0 7.0
(%) 90.9% 93.5% 92.7% 70.7% 84.4% 74.6% 79.7% 83.3% 88.5%
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