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Abstract

In daily oncology, Multidisciplinary Team (MDT) meetings are used worldwide to take every main decision. In order to improve the
MDT efficiency, an analysis of decision-making process relying on patients refusing to undergo MDT proposal during presentations, in
accordance with their referent specialist, was retrospectively performed in an academic and tertiary center, from 1995 to 2010. Out
of 1000 patients, 0.5% refused the MDT proposal because of (1) ignorance of current evidence-based literature, (2) heterogeneous
interpretations of the technical feasibility, and (3) the MDT undervaluing patient's specificities and wishes. In order to offset the MDT
decision, patient needs to come from a well-off and educated background and to get the uttered support of the referent specialist.
MDT conclusion is not customized because of interindividual exceptions and technical evaluations. Clinical Nurse Specialists attending

to “blind” MDT meetings may help to back oncologic patient's specificities and wishes. Clin Trans Sci 2014; Volume 7: 319-323
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Introduction

In medicine, the physician must deal with the concept of
“responsibility” on a daily basis. This “responsibility” is related
to the patient, her disease, her wishes, the treatment, its results,
and complications. Therefore, this concept of “responsibility” is
complex and its limits are defined mainly in two different codes:
Law and Ethics.

In France during the past decade, three changes in Law have
modified the management of the patients in oncology. Starting
with the so-called Kouchner Law in 2002,! the patient's informed
consent is now compulsory for any procedure or investigation.
In 2005, the Leonetti Law? has extended this obligation to the
end-stage of lethal diseases, an addition allowing palliative
patients to refuse care, and so, to avoid intensive medication. And
finally, specifically in oncology, the “Plan Cancer™ is used since
2003. The “Plan Cancer” has been designed in order to legally
standardize the management of oncologic patients. It defines
the Multidisciplinary Team (MDT), its members, schedule,
and quality requirements. Each patient suffering from a cancer
must be presented at least once in order to assess the main line
of the treatment. Most academic centers complied to the rules
prior 2003, and the “Plan Cancer” release. Moreover, the MDT
conclusions are advisory, and the responsibility belongs to the
specialist presenting and representing her patient during the
meeting.

MDT meetings are at the center of the decision-making process.
Hopefully, in most cases, this process is easy: conclusions reach
an evidence-based and consensual management in accordance
with patient’s wishes in a common oncological pathology. But the
discussion may also outline multiple opinions: the MDT opinion,
the specialist’s opinion, and the patient’s specificities and wishes. In
these few cases, the concept of responsibility is complex while Law
and Ethics may differ. Recently, discrepant decisions between the
specialist and the MDT have been evaluated to reach 0.5-2% of
MDT presentations.*® These situations are not uncommon but still
difficult to manage, with conflicts of interest. In the French system,
the final decision belongs to the patient since the Kouchner Law

(2002), but the responsibility belongs to the referent specialist
(or physician).

In this study, we aimed to retrospectively analyze the decision-
making process in oncological MDT in order to identify the
decision’s underlying factors. Using these results, we hypothesize
the reasons of disagreements, the potential lacks, the ethical issues,
and possibly propose optional managements. Here we present
the results.

Material and Method

The study was retrospectively performed with one senior surgeon
in the Department of General and Digestive Surgery of the Antoine
Béclere Hospital, a tertiary and French academic centre of
digestive and oncological surgery.

From January 1995 to June 2010, we recorded every patient
suffering from a digestive cancer, and referred to the participating
senior surgeon (considered as the specialist and the referent
surgeon). Each patient was presented during MDT meetings
and MDT reports were recorded. Patients who refused the MDT
proposal and underwent an alternative treatment (the treatment
suggested by the referent surgeon) were selected to compose the
observational sample.

Patients from the observational sample were scrutinized.
We recorded age, sociocultural, professional, and domestic
details; medical notes including medical histories, MDT reports,
alternative treatments, treatment outcomes, and the long-term
results; the interview of the patients (or family) enabling to
describe aims; and interviews of the referent surgeon, objectives,
and feelings considering the disagreements.

Results

From January 1995 to June 2010, the MDT meetings were
scheduled each week. Every patient suffering from a digestive/
abdominal cancer and referred to the department was presented
during MDT meetings at least once and before any main decision
(such as surgery or chemotherapy). The MDT was composed of
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Characteristics

Patient 1

Patient 2

Patient 3

Patient 4

Patient 5

Age (years)
Gender
Marital status
Job

Disease

MDT suggestion

Patient's choice

Follow-up

62
Male
Married

Retired manager in
international firm

Gallbladder cancer
with 5 hepatic
metastases

No demonstrated
benefit from surgery;
chemotherapy

Liver resections* after

12 months of effective

chemotherapy

5 years

No recurrence

53
Male
Married

Sales and marketing
person

Colorectal centro-
hepatic metastasis

Unresectable.
Chemotherapy

Hepatectomy (RO)*
after colectomy and
adjuvant chemo-
therapy

3 years

Pulmonary recur-

42
Female
Married

CEOina
confectionery firm

Colorectal hepatic
metastases; vena
cava involved

Unresectable
hepatic lesion;
chemotherapy

Hepatectomy (RO)*
with vena cava pro-

68
Male
Married

Retired detective

Gastric cancer with
latero-aortic mass.

Palliative; chemo-
therapy

Gastrectomy (RO) and
tumorectomy and

42
Male
Married

Sales and marketing
person

30 cm diameter
Retro-peritoneal
liposarcoma

Unresectable.
Chemotherapy

Surgical resection
(RO) and adjuvant

rences; deceased

thetic reconstruc- adjuvant chemo- chemotherapy

tion and adjuvant therapy

chemotherapy

17 years 2 years 2 years

No recurrence Recurrences; Reccurences;
deceased deceased

“Bisegmentectomy V-V and 3 atypics wedge resections.

*extended right hepatectomy (Couinaud's segments IV-V-VI-VII-VIIT).

tExtended left hepatectomy (Couinaud's segments II-1lI-IV) and Bi-segmentectomy V-VIII.

Table 1. Patients characteristics.

radiologists, oncologists, pathologists, gastroenterologists, and
digestive surgeons from a single academic center (before and after
the “Plan Cancer” release). Among digestive surgeons, four senior
surgeons including two professors of surgery were reported: one
of these professors is the referent surgeon contributing to the
study. No Clinical Nurse Specialist (NCS) attended the meetings.

During the considered period, 1000 patients were referred to
this surgeon and presented during MDT meetings. Five patients
(out of 1000) refused the MDT proposal and decided to undergo
another treatment, in accordance to the referent surgeon. These
patients were scrutinized for the purpose of this study.

These five patients’ characteristics are presented in the Table 1.

As reported, patients were adults (42,42, 53,62, and 68-year-
old, respectively) from an educated and well-off background. Two
patients were retired (patients 1 and 4). They were all married,
with a stable home life, including two patients (patients 3 and 5)
with young children. No psychiatric disorders were reported in
past medical histories. They all displayed the wish to understand
and to be involved in the decision-making process. The prognosis
was shared with them at every step.

Patient 1 presented with a gallbladder cancer and five hepatic
metastases. Treated initially with palliative chemotherapy, the
objective response was exceptional for 20 months (symptom-
free, increased weight [+8 kg], tumor markers divided by 500-
1000 [CA19 9 and CEA], shrunk lesions on several consecutive
CT scans). Specialized referral expected an imminent treatment
failure. In spite of no demonstrated study in the scientific
literature, the referent surgeon suggested to undergo surgical
procedure which aimed to increase the patient’s life-expectancy.

Patient 2 presented with a unique but 13 cm diameter
colorectal liver metastasis, and the hepatic resection was discussed.
In opposition to MDT opinion, the referent surgeon considered
the feasibility of the surgical procedure and expected to switch
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the treatment from palliative to curative. Knowing the risks, the
patient consented to undergo surgical procedure.

Patient 3 presented with a colorectal liver metastasis involving
the inferior vena cava and compressing hepatic veins. The risky
but curative procedure (major liver resection and vena cava
reconstruction) was decided with the patient. Her main aim was
to raise her young daughters.

Patient 4 with a gastric cancer associated to a right-sided
latero-aortic mass. In medical history, a resected right-sided spinal
neurinoma was reported 15 years ago. The MDT interpreted the
mass as a metastasis, and considered the patient was palliative
(requiring only chemotherapy). The surgeon did not agree
and perform the surgery in accordance with the patient. The
gastrectomy and mass resection were performed, the mass being
a neurinoma recurrence.

Patient 5 presented with a 30 cm diameter retroperitoneal
liposarcoma without metastasis. The resection was discussed; the
MDT concluded this lesion was unresectable because of vessels
involvement. The surgeon evaluated the technical feasibility, and,
in accordance with the patient, they decided to undergo surgical
procedure. Vessels were not involved and the complete resection
was performed.

All patients were referred to the surgeon as complex cases,
requiring a second opinion. In each case, several presentations
to MDT were performed. At some point, the referent surgeon
disagreed with the MDT conclusions over the patients. These
disagreements were related to (1) the lack of answer in the
Evidence-Based Medicine for one patient (patient 1), (2) different
interpretations of the technical feasibility in four cases (patients 2,
3,4, and 5) and (3) the MDT opinion did not consider patient's
specificities and wishes (patients 1,2, 3,4, and 5).

Considering the medical decision, the final word belonged
to the patient: the referent surgeon exposed the MDT report,
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the alternative treatment, and foreseeable outcomes and
complications for each option. Every selected patient decided
to undergo alternative option. They felt these treatments were
adapted to their needs. Furthermore, all patients were considered
palliative by the MDT, but underwent curative treatments. With at
least 5 years of follow-up, two patients out of five are now cured.
Regarding the decision-making process, it resulted from force
interaction.
Three main forces were identified:

o The Emotional Force. This force arose from patients’ wishes
and specificities. Therefore, it relied on personal history
and personality. In our analysis, patients came from an
educated background making them able to fully understand
consequences and express their disagreement. No denial
was observed, they were also fully involved in the medical
decision. The Emotional Force was also consistently opposed to
the MDT proposal as no patient accepted to be considered as
palliative. Every patient agreed to undergo surgical procedure
in spite of risks. Additionally, some patients expressed specific
wishes, such as patient 2 who wanted a few of years’ survival
in order to raise her two daughters.

 The Rational Force, coming from the Multidisciplinary team.
This force resides in the MDT proposal, the team decision during
case presentation. Mainly related to patient’s notes and scientific
literature, this force is as objective as knowledge used to draw
conclusions. As a collective force, the responsibility is softened.

o The Human Force is related to the referent specialist. As an
active factor in her patient’s treatment, as an advisor, with her
own experience and believes, she plays the role of an interface
between the MDT and the patient. Conflicts of interest were
identified in the MDT (with other surgeons or specialists,
considering the disagreements; with patients, considering
the beliefs of the surgeon and the fear of isolation related to
the refusal); the surgeon had to overcome these conflicts.
The Force Interaction leads mainly to negotiation and

compromise. In the five studied cases, the Rational Force was

opposed to the Emotional Force and the Human Force.In order to
offset the Rational Force, the Emotional Force needed the Human

Force, in spite of the Kouchner Law (and the protection of patient’s

will): the referent specialist support was necessary in order to

comply with patients’ wishes.

Discussion
Changes in MDT meetings in France are intriguing and motivated
this qualitative analysis in digestive oncology.

First, the studied specialty is an interesting field of study.
MDTs specialized in digestive and oncological surgery debate a
wide range of diseases and technical procedures. Decisions and
technical evaluations are brainstorming.

Secondly, changes in the French legal system are interesting:
since 2002, new laws and the “Plan Cancer” have entirely modified
the decision-making process. These modifications have compelled
specialists to schedule meetings and record conclusions. The
Kouchner and Leonetti Laws have also given the decision-
making power to the patient. This reversal might also be seen
as paradoxical: those who are supposed to hold, and do the
Knowledge do not take the decision. The negotiation between
the physician and the patient comes from this statement. At the
same time, Ethical concerns have not changed for the patients.

Finally, to our knowledge, no similar qualitative study based
on such an amount of patients has been performed.

WWW.CTSJOURNAL.COM

MDT meetings in oncology are currently at the center
of attention and tools are developed in order to increase
performances.® Indeed, their usefulness is demonstrated”®
in spite of being imperfect and arduous: 47.6-73% first case
presentations”'®lead to a decision. Furthermore, this study could
help to better understand the decision-making process in complex
cases, and to improve medical and ethical outcomes; the analysis
defined treatment as the result of force interactions (and their
own conflicts of interest).

First, the Rational Force stands in the collective MDT. We
described it as rational because established on collective decisions
(with the strength of the majority), associated to a recognized
knowledge: the scientific literature and its modern component, the
Evidence-Based Medicine (EBM). In the modern era, Medicine
needs to be seen as a science and relevant proofs are commonly
required. Based on statistics, the EBM is the best approach for a
high proportion of patients. But it also includes major defaults,
especially because the statistics are not perfectly used in medical
field"! and mostly wrong when facing exceptions. Indeed, the EBM
does not take into account the emotional, individual, exceptional
and imaginative factors, sociocultural, and other immeasurable
criteria. Beyond this internal mechanism, several conflicts of
interest challenging the required dispassion exist: MDT hierarchy/
requirements and individual factors. Furthermore, the Rational
Force seems to act blindly.

Then, the Emotional Force resides in the patient, her choices
and wishes, depending on the patient’s personal history, beliefs
and needs. In France, this force is supposed to be legally superior
and should give to the patient the final word.

Finally, the Human Force is related to the referent specialist.
With experience, imagination and adaptability, the specialist
plays the role of an interface between the MDT and the patient,
as a translator and advisor. Furthermore, she has to show the
will to be an active factor, with her own beliefs as a subjective
individual. From an ethical point of view (also legal in France),
she is responsible for her patients. This statement may lead to
deep conflicts of interest, particularly if she manifests some
disagreement to the MDT during meetings, as demonstrated in
our analysis.

Considering the results of the study, changes in law did not
impact MDT outcomes or the referent surgeon: in this tertiary
academic center, requirements related to the “Plan Cancer” were
already fulfilled (at least one meeting every two weeks, three
attending specialists, and at least one obligatory presentation for
each patient presenting with a cancer), and considering Kouchner
and Leonetti Laws, the referent surgeon was already collecting
consents of informed patients prior these laws were published.
Patients we identified as undergoing treatment in accordance
with the referent surgeon and despite MDT conclusions reached
roughly 0.5% of cases presented during MDT meetings. In the
scientific literature, failure to implement MDT conclusions
because of patients refusal are reported to reach 2-5.1% of
decisions.*”!> The association of a patient and his referent
specialist as being opposed to the MDT conclusions seems to
be rarer: these unconsensual cases reach 0.5% to 2%*° in the
literature. In view of the study, three terms must coexist to result
in disagreement.

First, patients who refused MDT conclusions were assessed as
palliative (without any hope for a curative treatment) by the MDT.

Secondly, these patients had a wealthy and educated
background. Because the MDT judged them as palliative, this
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profile may have pushed to look for (and so open up) alternative
options. These conclusions are in accordance with previous
publications® and may be a hot topic in the French idea of a free
and equal healthcare.

And finally, an obvious and formulated disagreement
between the referent surgeon/specialist and the MDT was
required. In literature, 85% of doctors have disagreed with
the final MDT decision in an important way at some time, but
only 29% did formally dissent.’* Reason for disagreement is
not described in literature; in our report, the lack of consensus
was related to the technical aspect of the treatment (which was
differently appraised) or from a circumstances not described
in guidelines.

Considering the Force Interaction, these three conditions led
to oppositions: the Rational Force (seeing the patient as palliative)
was opposed to the Human Force (considering the patient is not
palliative and can benefit from a surgical procedure) and the
Emotional Force (the patient refusing to be considered as palliative
and expressing personal choices). As the opposition between the
MDT and wishes was complete, the compromise was difficult to
reach and MDT decision-making process became inadequate;
the Emotional Force (related to the patient’s wish and choices)
and the Human Force (related to the specialist’s experience and
adaptability) against the Rational Force (the MDT). The MDT
may have failed to adapt to the patient’s specificities and wishes
as it has already been reported.'>~® This inability to adjust is the
main criticism as it does not take in account exceptional features.
It is also unfortunate MDTs answer is more suited to common
(and so easy) medical histories.

Two adjustments may help to solve identified ethical gaps.

In France, CNSs’ influence is still underrated, as the first
educational program was opened in 2009. Yet, they could play
a primary role during MDT meetings like in United Kingdom.

As previously demonstrated, CNSs have answered to the
psychosocial lack during MDT meetings'*** to make heard
patients voice. They have also increased the MDT performances.”
In France and since legal changes, Clinical Nurse Specialists
should attend to MDT meetings in order to back responsible
specialists and patient’s wishes. Therefore, programs should be
developed in order to educate CNS, and to make their role and
aims known to the medical teams.

“Blind meetings” may be an additional option. Indeed, a
case presentation to a MDT not related to the patient, having
information about referent specialist’s suggestion but not
knowing who is the specialist, with the Clinical Nurse Specialist
attending the meeting, could help to partially avoid conflicts of
interest. However, the Clinical Nurse Specialist who met the
patient should attend to this blind meeting as the only individual
knowing the patient, her specificities and wishes, in order to
respect them.

Considering this study, some issues are worth a commentary.

The small sample is a limitation in order to draw conclusions.
Indeed, the proportion of refusal (0.5%) in our study is in
accordance with previous publications.* So, in order to increase
the quality of the study, we decided to perform a situational
analysis, with interviews, and to describe the force interaction
in the decision-making process. To the best of our knowledge, it
is the first time this kind of analysis is performed.

In France, responsibility belongs to the referent specialist
for her patient’s health but, as noticed, the decision belongs to
the patient. Considering MDTs, a proposal which does not fit to

VOLUME 7 « ISSUE 4

the patient can not be seen as the best option, especially if the
law gives the last word to the patient. Of course patients’ wishes
must reach realistic positions, and take into account the medical
and collective issues. Afterwards, the responsibility belongs to
the referent specialist; the necessity to name a person in charge
implies that underlying risks exist. In our study, we reported a
single specialist in accordance with his patients undergoing an
innovative and customized but unconventional (and so possibly
riskier) treatment. We think these risks should be assumed by the
MDT, hazardous proposals should come from the community,
and MDTS’ role mainly stands in complex decisions. However,
consequences, benefits and complications, like decisions, still are
held by the patient. Assuming the patient accepts her decisions
and their risks, restrictions of the proposed treatment (and so
the patient’s decision and the related risks) may be wondered.
Moreover, limits to the treatment have been defined in the
Declaration of Helsinki for Human Medical Experimentation.**
Consenting individuals allow empirical treatments to be
performed under strict considerations. Whatever reasons
push them to participate in, we can compare the consent to
experimentation with the patient’s will to undergo a specific
(but realistic) treatment. These managements are the basis of
medical advances.

The decision-making process during MDT in oncology needs
adjustments in order to fit to Ethics and to patient exceptions.
When some points will be debated endlessly (technical feasibility,
lack of scientific evidence in some fields), influence of conflicts
of interest, and disrespect for patient’s specificities and wishes
are major concerns. Furthermore, MDT improvements will lead
to individual and collective hopes: as MDT conclusions fit to
patients, the medical progress benefits greatly from patients
decisions and the necessity to push the limits. Hope in Medicine
and Imagination as an Engine.
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