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Fig. 1. Narrative storyboard: Multidisciplinary Team Meetings where medical professionals gather to discuss multiple patient cases
and achieve consensus over the best course of treatment. From left to right: participants arrive at the MDTM and engage in informal
communication; a physician takes on the moderator role and introduces the first patient on the agenda for this meeting while
displaying the summary on a shared screen; participants ask questions to gain insight into the case over the best course of treatment;
the MDT reaches consensus and the moderator registers the decision next to summary, before moving on to the next case.

The surge of Multidisciplinary Teams (MDTs) has transformed healthcare, moving from siloed medical teams to collaborative units
comprising professionals from diverse medical specialties. Despite their global adoption and recognized benefits, there is a research
gap regarding the current context and dynamics of MDT Meetings (MDTMs), hindering the design of systems tailored to this context.
This study delves into cancer MDTMs, highlighting emerging practices and challenges. We conducted an observational study across
three hospitals, uncovering the intricate interplay of organizational, technological, and interpersonal factors. Our insights emphasize
the complexities of MDTMs, including physical infrastructure, MDTM’s discussion structure, and adaptability, revealing challenges in
information management and turn-taking strategies. By addressing these dimensions, our aim is to inform the development of more
efficient and effective MDTMs in healthcare.

CCS Concepts: • Human-centered computing → User studies; Collaborative and social computing.
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1 INTRODUCTION

Over the last decades, there has been a growing interest in research on medical teamwork, namely medical team practices
and decision-making [5]. Teamwork stands as a cornerstone of healthcare approaches, traditionally characterized
by medical teams focusing on a specific medical specialty and involving an internal role hierarchy [1, 7, 14–17, 21].
Multidisciplinary Teams (MDTs) represent a distinct paradigm, with individual members often operating independently
or as part of other teams within their routine work [8]. In particular, MDTs have become an essential component of
highly specialized decision-making in tailor-made cancer care [2, 10] by engaging multiple clinical specialties who

Permission to make digital or hard copies of all or part of this work for personal or classroom use is granted without fee provided that copies are not
made or distributed for profit or commercial advantage and that copies bear this notice and the full citation on the first page. Copyrights for components
of this work owned by others than the author(s) must be honored. Abstracting with credit is permitted. To copy otherwise, or republish, to post on
servers or to redistribute to lists, requires prior specific permission and/or a fee. Request permissions from permissions@acm.org.
© 2024 Copyright held by the owner/author(s). Publication rights licensed to ACM.
Manuscript submitted to ACM

1

https://doi.org/XXXXXXX.XXXXXXX


53

54

55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

DIS ’24, July 1–5, 2024, Copenhagen, Denmark Anon.

gather weekly to collectively review complex cases or newly diagnosed patients [4]. MDT meetings (MDTMs) aim to
serve as quality checkpoints, ensuring a thorough evaluation of each case [3, 20] while streamlining the wide range of
individual decisions made by medical professionals [18].

Prior work has explored key aspects of the MDTMs workflow, such as achieving diagnosis as a collaborative
effort [9], and the impact of information presentation modalities, such as record keeping affecting MDTM’s efficiency,
accountability and individual privacy preferences [11]. Others analyzed MDTs’ work methods, protocols and the design
of novel technology [12, 13], as well as building dedicated tools for MDTMs [6, 19]. Most recently, MDTs have become
an underexplored topic, ultimately leading to a lack of understanding about the changes introduced by more recent
technological changes and medical work.

This work aims to explore current cancer MDTs, namely new practices and breakdowns, to inform the design of
systems and approaches fitting for this context. We describe the results from an observational study in three different
hospitals and a total of 18 MDTMs. To this end, we leveraged Kane et al. framework [13] to explore hospital, technology
and people perspectives in MDTMs. Our preliminary analysis revealed the intricate dynamics of MDTMs in healthcare,
suggesting how the physical infrastructure, MDTM’s structure, and adaptability intersect with physician availability
and technology use, highlighting challenges in information management and turn-taking strategies.

2 METHODOLOGY

In this work, we aimed to answer two main research questions: i) What are the current practices of cancer MDTs
during MDTMs?; ii) What are the current challenges of cancer MDTs during MDTMs?. Our goal was to inform the
design of interactive systems tailored for this particular context’s needs and constraints. To this end, we conducted an
observational study in two institutions, H1 and H2. First, we observed six co-located meetings at H1 ranging from 10 to 23
participants (𝑀 = 15.17; 𝑆𝐷 = 3.95). Second, we observed four remote meetings at H2A, H2’s flagship hospital, ranging
from 13 to 20 participants (𝑀 = 17.75; 𝑆𝐷 = 2.19). Finally, we observed eight co-located meetings with groups ranging
from five to seven participants from H2B, one of the hospital units from H2. Overall, we observed 18 MDTMs, for a total
of 19 hours and 34 minutes. One researcher was present at all MDTM’s and gathered observational notes, to comply
with the MDT’s privacy and ethical constraints. MDTs’ consent was required before the researcher joined the MDTMs.
The same researcher reviewed all observational notes, employing Kane et al.’s framework [13] to delve into current
practices and breakdowns considering organisational, MDT, and technology dimensions. First, the Organisational
dimension encompasses staff contracts, policies, procedures, the physical infrastructure and economic considerations.
Then, the MDT dimension is set against a societal context, incorporating all the staff, their knowledge, needs, activities
and constraints. Finally, the Technology dimension includes technological tools as well as their specifications.

3 FINDINGS

Overall, our preliminary analysis highlights the complex interplay between technological, organizational, and interper-
sonal factors shaping MDTMs in healthcare settings. We explored the intersections and individual characteristics of the
dimensions of organisation, MDT, and technology.

3.1 Organisational: Physical infrastructure

MDTMs occurred in different types of physical spaces. At H1, MDTMs took place in a meeting room with several seats
around the room, a rectangular table fitting a maximum of 14 participants, and also two wide screens, side-by-side. At
the top of the table, facing the screens on the wall forward, radiologists and nuclear medicine physicians would sit next
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to a desktop computer, accessing medical imagery, which was also displayed on the left screen. On the right side of
the table, the moderator accessed a laptop computer, displaying the textual information with patient summaries and
MDT’s decisions, which was also displayed on the widescreen on the right. At H2A, MDTMs happened remotely, via a
videoconference call, with some physicians sometimes joining in pairs or trios in the same space at the hospital. At
H2B, MDTMs initially took place in a meeting room with a wide screen, mirroring the moderator’s laptop screen, a
rectangular table, fitting for 10 to 12 people, white boards on the wall, where physicians could write, and extra seats
around the room. Then, the MDTM moved to a smaller room, at the Oncology department, with unstable wifi, also
containing a wide screen mirroring the moderator’s laptop screen, and a smaller table fitting for 8 people.

3.2 Organisational x MDT: MDTM’s Structure

In all MDTMs, there was a physician serving as a moderator, typically an oncologist, responsible for managing the
MDTM’s agenda, making sure the MDT discusses and reaches consensus over all patient cases planned, as well as
ensuring participation from key physicians in each case. Regardless of the specialty, the discussion follows a pattern,
starting with a physician presenting the first patient’s brief clinical history and findings, according to a list prepared in
advance and circulated among the MDT before the MDTM. Then, physicians involved in this patient’s management
intervened and share images, reports or other contents they felt necessary for the evidence-based discussion. The
MDT proceeds to ask more questions of the individual presenters, reviewing findings and asking for clarification until
consensus on the patient management plan is reached. This is followed by a new discussion for a new patient, following
the same pattern, until all patients on the initial list have been discussed.

3.2.1 Adapting to Physician Availability and Time Constraints. Often, MDT members were either not able to join or
stay for the entirety of the MDTM, which was particularly important in case they were managing patients who were
going to be discussed. This happened due to consults extending beyond schedule, unexpected clinical emergencies and
even MDTMs continuing past its intended timeframe. To deal with this, physicians adopted different individual or team
strategies. Absent physicians would share their key questions and concerns to a colleague who would attend, working
as a proxy who was able to convey all important information on their behalf and ensured such points were considered
in the discussion. Others joined via audio call, calling one of the attending physicians who would put them on speaker
and enable them to participate in the discussion for a limited period of time. The MDTM’s agenda and case order were
flexible to accommodate physician availability and scheduling conflicts, not only for remote participation, but also for
physicians who would need to leave early.

3.3 Technology x MDT: Information Management in MDTMs

In MDTMs, comprehensive patient summaries, managing physicians’ recommendations, and follow-up results from
previous meetings were crucial. Each patient discussed at the MDTM has a summary identified by their patient ID, and
containing relevant medical information, including a brief clinical history, current medical conditions, treatments and
diagnostic results. Such textual information is displayed during its presentation, enabling the MDT to follow and access
all necessary data. Incomplete summaries or last-minute additions prolong discussions and create inefficiencies in
managing information. Moreover, medical imagery is also key for the evidence-based discussion. Radiologists annotate
images to describe specific features or findings, and resorting to different image layouts based on the type of analysis
required. Side-by-side images are often used to compare the evolution of a certain aspect over time, such as tumour
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growth, or examining different perspectives of the same anatomical structure. Besides these, data from external entities
can be uploaded to the hospital’s system for access during MDTMs.

While participants adapt to such tech-dependent practices, traditional methods, such as printing and taking notes on
paper, are also employed by some participants for information management, including writing relevant aspects about a
certain case while preparing to discuss it, as well as writing down subsequent clinical actions they should follow-up on
after the MDTM.

3.4 Technology x MDT: Turn-taking Strategies and Challenges

Within the MDTM, participants adopted different turn-taking strategies and faced different challenges, depending on
the MDTs’ dynamics and setups.

3.4.1 Turn-taking Strategies. On the one hand, participants used explicit turn-taking signals, using the "raise hand"
feature during remote MDTMs happening over videoconferencing calls, and requesting to speak, saying "Can I say

something?" or emphasizing "I have had my hand up for a while ...". Others opted for implicit turn-taking, sometimes
interrupting each other or speaking simultaneously, and also by physically moving in the room or pointing to the
screen to draw attention to specific information. Finally, the moderator also facilitated turn-taking by ensuring all
relevant parties intervened, directly addressing any participant they felt necessary and prompting them to speak, as
well as preventing anyone from speaking for too long.

3.4.2 Turn-taking Challenges. Participants often faced technological challenges, including internet connectivity disrupt-
ing their participation, such as when a managing physician’s connection fails, leading to another case being presented
in the meantime. In remote MDTMs, screen sharing coordination between the moderator, showing patient summaries,
and radiologists, displaying and reporting on medical imagery, also affected the turn-taking flow. Occasionally, this
created a conflict in the system, and participants resorted to alternative methods, such as taking pictures of screens
using their smartphones and sharing them with the others. Similarly, two radiologists could not open the same case
simultaneously, as the system displayed a message indicating that concurrent visualization was not allowed. Another
issue were participants that lowered their hands and gave up on indicating their desiring to speak, feeling unseen or
unable to contribute effectively. In such cases, other colleagues would sometimes intervene, mentioning there was
someone waiting to contribute to the discussion. In other cases, multiple participants spoke simultaneously, leading
to confusion and requiring the moderator to restore order, just as when there was silence or lack of engagement, the
moderator would wrap up the discussion.

4 DISCUSSION

Our observations indicated that MDTM’s maintained the same type of general structured format across time, being
consistent with the patterns described in the past [9]. The role of the moderator seemed to be key for the success of
the MDTMs, coordinating timely interventions, managing relevant data and ensuring the MDT reached consensus.
However, this was also a demanding task, which could potentially benefit from technological solutions addressing a
wide span of duties, such as streamlining clerical tasks, prompting the participation of physicians at convenient timings,
or registering MDTMs’ outputs. Another observation was the fact that discussions can occur in various physical and
remote spaces, highlighting the adaptability of the MDT’s infrastructure, facilitated by healthcare’s move towards
entirely digital systems with data that can be accessed by all managing physicians at all times. Information management
tools and shared displays showed crucial to ensure collective understanding and supporting evidence-based discussion,
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especially with the vast amounts of data generated throughout a patient’s clinical journey. In addition, time management
issues impact on participation and decision-making, allied to medical professionals being increasingly solicited, require
MDTMs that are designed to be efficient and flexible to accommodate physicians’ preferences and constraints. This
includes leveraging MDTMs allowing hybrid and remote participation, which in turn need to explore strategies that
foster enhanced turn-taking and coordination strategies. Another example would be to explore semi-synchronous or
asynchronous approaches to potentially streamline MDTM discussions and decisions, while promoting more engaging
and continuous collaboration outside these weekly forums. Finally, considering our methodological constraints in
conducting an observational study based on textual annotations, we were also made aware that all designs would
need to ensure and prioritize patients’ privacy and needs, considering the MDT’s patient-centric approach and ethical
concerns.

5 CONCLUSION AND FUTUREWORK

Our work aimed to gain insight into current MDTM’s practices and breakdowns, to enhance design considerations
for such contexts. Next steps will look into new strategies to conduct research within MDT’s scenarios, exploring
enhanced approaches to capture and register data during MDTMs, that can be useful not only for researchers, but also
for MDTs aiming to understand their rationale and creating structured textual data efficiently. In addition, we will look
into the privacy preferences and expectations of MDTs concerning all information that is shared and available during
the management of a patient’s clinical case. Furthermore, we will look into recent generative Artificial Intelligence
approaches not only to improve documentation tasks, but also as potential MDT’s moderators.
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