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Demand for cancer care continues to rise, and clinical decision-making is becoming ever 
more complex, with a greater range of options in both diagnostics and treatment and an 
older, more co-morbid population. Creative and ambitious thinking is required about how 
to manage these shifts, including a fresh approach to clinical decision-making. This 
document is intended to apply to the NHS in England, where the National Cancer Plan 
presents an opportunity to take a fresh and bold approach, though its recommendations 
could also be taken forward by the NHS in all UK nations.

Preserving and championing multidisciplinary 
team working  
Multidisciplinary teams are essential and, at their best, can really drive improvements in 
patient care. We need an ambitious approach to multidisciplinary working to meet the needs 
of modern healthcare, including how we interact with artificial intelligence (AI), high-quality 
data, and health systems research. Multidisciplinary teams should focus on quality 
improvement, audit, and research to transform local diagnostic and treatment pathways 
for most patients.

The Multidisciplinary Team (MDT) model was originally developed to improve cancer care by 
promoting collaborative, patient-centred decision-making. However, current structures do 
not incentivise such activities. On the contrary, the main vehicle for MDT working – the MDT 
Meeting (MDTM) – has little or no focus on service development. Instead, staff rely on 
informal mechanisms and networks to develop as teams and improve care pathways for 
patients; or else they fail to do these things at all. It is important to distinguish MDT working 
and MDTMs (as currently constituted).

MDTM reform is essential, given the workforce shortages facing the NHS. There are serious 
workforce shortages amongst clinical radiology and clinical oncology,1 medical oncology, 
cellular pathology,2 specialist cancer nursing,3 palliative care,4 respiratory medicine, 
dermatology and other important staff groups.5 Given the limited cancer workforce available 
to the NHS, we cannot afford for time to be spent in unproductive MDTMs.

Reform of multidisciplinary team meetings
MDTMs need a radical overhaul. They should be focused exclusively on those patients for 
whom an in-depth review would genuinely improve their care. 

MDTMs in their current form are inefficient and expensive – at an estimated cost of approx. 
£600m a year.6 Reducing the number of patient discussions by 50% – an ambitious but very 
achievable goal – could save £300m per year. 

Moreover, MDTMs have become overly focused on process. Now that it is established 
practice to bring every single case to MDTM (often more than once), they have become so 
busy that a truly multidisciplinary discussion is impossible, and the patient perspective is 
often not considered. There is ample evidence that patients do not have equitable access to 
specialised treatments, in spite of MDTMs. 
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An over-reliance on the MDTM as a decision-making body can hold up decisions, delaying 
patient care. The most complex patients are often discussed sequentially at multiple MDTMs. 
The sickest patients cannot wait an additional week or more before a treatment decision is 
made. Reforming MDTMs would free up many thousands of hours of clinician time. It would 
also speed up patient pathways to save costs and improve outcomes.

NHS England piloted an MDT streamlining approach in 2018, but the ensuing guidance was 
never properly implemented.7 We need a major redesign of MDTMs so that they are: 

• Used to discuss the most complex cases – with a need to understand how to select cases
for MDTM and what questions should be discussed. Senior clinicians need a forum for
clinical decision-making and the concentration of their expertise, so complex cases can be
evaluated in a comprehensive manner – but it is not necessary to take every single case to
MDTM.

• Repurposed for activities like quality improvement and training – MDTs should meet
regularly to review processes using patient outcome data and the latest audit and research
findings. This would facilitate improvements to service quality. It would also help teams to
integrate and train new members.

• Attended only by those who are required and can actively contribute – MDTM
composition should reflect the required expertise for each type of disease or patient group
under discussion. All and only the relevant individuals should be present, and those who do
not need to attend should not be required to join. This would enable more efficient use of
staff time. Some MDTMs will require the input of new expertise, such as genomics. Modern
communications technology should enable experts from different centres to contribute;
information governance and IT policies should enable this collaboration.

• Not used as the sole decision-making forum for cancer treatment – instead, we should
equip team members with pathways and protocols to enable them to make faster, more
consistent and more equitable decisions for their patients. Currently, there is significant
variation in such protocols and standards. Treatment decisions may be best made with the
patient and the local team in real time, rather than waiting for the MDTM. It should be noted
that MDTMs can only recommend a course of action; the treatment decision can only be 
made with the patient present, taking into account their priorities and perspective.

• Truly focused on patient-centred care – for instance, reformed MDTMs would help to
reduce the number of inappropriate tests for some frail patients with multiple
comorbidities.

• Used to collect and analyse high quality, consistent data in order to inform service 
development – currently, MDTM data on diagnosis and treatments are inconsistent and
often inaccurate. Better data collection is needed to drive service evaluation and improve
patient outcomes.

Reforming MDTMs in this way would improve patients outcomes.8 Involving the patient 
voice in the process by which MDTMs are reformed will be crucial;9,10 clinical research has 
recommended that the patient’s perspective be given greater weight in MDTM discussions.11 

Professional bodies such as the Royal Colleges, as well as NHS staff more widely, need 
permission and support to revisit cancer team working and MDTMs and reform them into 
useful, useable fora. Teams also need the headspace and administrative support to do this 
work. 
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There is important detail that remains to be worked through to deliver successfully 
reformed MDTMs that enhance cancer care. The National Cancer Plan is the vehicle by 
which the government should initiate this work.

Greater centralisation of pathways and protocols
For the above reform to be safe and effective, it is critical that clinicians are supported 
with guidance, pathways, and protocols. Where possible these should be agreed nationally 
to avoid unnecessary duplication and reduce unwarranted variation. When managed well 
and developed in close collaboration with clinicians and their teams, it is our experience 
that services welcome this central support. 

For example, there are no nationally agreed optimal treatment pathways or protocols for 
radiotherapy or systemic anti-cancer therapies (SACT). This means that every service 
providing SACT or radiotherapy must write their own protocols and keep them up to date. 
The unnecessary duplication of producing SACT protocols is estimated to cost £1.1-£1.8 
million each year in staff time.12 Doing this once, nationally would be more efficient, cheaper 
and would reduce unwarranted variation. 

Organisations such as Royal Colleges, specialist societies and partnership boards have 
developed a range of tools to reduce duplication of effort (for example, national consent 
forms) and are well placed to deliver in this area with relevant funding.13 There are also 
examples of excellent multidisciplinary working from countries around the globe that 
should be considered when evaluating and reforming MDT and clinical pathways in the UK.

For further information
The Royal College of Radiologists: contact publicaffairs@rcr.ac.uk 

The Royal College of Pathologists: contact info@rcpath.org 

The Royal College of Physicians: contact  policy@rcp.ac.uk

The Royal College of Nursing: contact clinicalconsultation@rcn.org.uk

The Association of Cancer Physicians: contact alison.norton@icr.ac.uk 

mailto:publicaffairs@rcr.ac.uk
mailto:info@rcpath.org
mailto:policy@rcp.ac.uk
mailto:clinicalconsultation@rcn.org.uk
mailto:alison.norton@icr.ac.uk


The Royal College of Radiologists

5

References
1 RCR, 2024 Clinical Radiology and Clinical Oncology Workforce Census Reports. In England, there is a 20% 
shortfall of clinical radiology consultants and a 15% shortfall of clinical oncology consultants. https://www.rcr. 
ac.uk/news-policy/policy-reports-initiatives/rcr-workforce-censuses/

2 RCPath, Workforce Census 2025 Spotlight 1: response rate, retirements and working patterns. 80% of cellular 
pathologists do not believe current staffing levels are adequate to meet growing clinical demand and ensure 
long-term sustainability of their services. https://www.rcpath.org/profession/workforce-data.html

3 Macmillan Cancer Support, (September 2020) Addressing the Gap. By 2030, the gap between 
patient need and workforce capacity will have grown to 3,700 nurses, over 123% the current 
number of specialist cancer nurses at the most recent census. https://www.macmillan.org.uk/
dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/9598-10061/addressing-the-gap-report

4 Finlay, I., Richards, M., Maskell, R., et al, Palliative Care and End-of-Life Care: Opportunities for England (Volume 
1), The Commission on Palliative and End-of-Life Care, 2025. https://palliativecarecommission.uk/reports 

5 RCP (2023) Focus on Physicians: the UK 2023 census of consultant physicians. 59% of consultant physicians 
report they have at least one consultant vacancy in their department. https://www.rcp.ac.uk/improving-care/
resources/snapshot-of-uk-consultant-physicians-2023/ 

6 Extrapolated and adjusted from £159m annual cost in 2014. From ‘Meeting Patients’ Needs’, Cancer Research 
UK, 2016. 

7 https://www.england.nhs.uk/wp-content/uploads/2020/01/multi-disciplinary-team-streamlining-guidance.pdf 

8 Gore, Martin Transforming Multidisciplinary Team Meetings (MDTMs) (2017). Available at: https://www.england. 
nhs.uk/south/wp-content/uploads/sites/6/2018/10/Transforming-MDTM-Martin-Gore-August-2017.pdf 

9 As recognised by NHSE in ‘Streamlining Multi-disciplinary Team Meetings’ (ref. 7). 

10 National Voices, A shift to multidisciplinary teams in general practice: What this means for people experiencing 
health inequalities and frequent users of primary care services. (2023). Available at: https://www.nationalvoices. 
org.uk/publication/shift-multidisciplinary-teams-general-practice-what-means-people/ 

11 Hamilton, Heaven, Thomson et al. How do patients make decisions in the context of a multidisciplinary team:  
an ethnographic study of four head and neck cancer centres in the north of England
12 UK Chemotherapy Board. 2022. Options Appraisal National Systemic Anti-Cancer Therapy (SACT) Protocols. 
Available at: https://www.uksactboard.org/_files/ugd/638ee8_64f4cfffb7314adabcb5e28e30c7d9a0.pdf.  

13 Such as the UK Radiotherapy Board, which comprises RCR, the Institute of Physics and Engineering in Medicine 
(IPEM), and the Society and College of Radiographers (SCoR); and the UK SACT Board, which comprises RCR, the 
Association of Cancer Physicians (ACP), the British Oncology Pharmacy Association (BOPA), the Royal College of 
Physicians (RCP), and the UK Oncology Nursing Society (UKONS).  

https://www.rcr.ac.uk/news-policy/policy-reports-initiatives/rcr-workforce-censuses/
https://www.rcr.ac.uk/news-policy/policy-reports-initiatives/rcr-workforce-censuses/
https://www.rcpath.org/profession/workforce-data.html
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/9598-10061/addressing-the-gap-report
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/9598-10061/addressing-the-gap-report
https://palliativecarecommission.uk/reports
https://www.rcp.ac.uk/improving-care/resources/snapshot-of-uk-consultant-physicians-2023/
https://www.rcp.ac.uk/improving-care/resources/snapshot-of-uk-consultant-physicians-2023/
https://www.england.nhs.uk/wp-content/uploads/2020/01/multi-disciplinary-team-streamlining-guidance.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2018/10/Transforming-MDTM-Martin-Gore-August-2017.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2018/10/Transforming-MDTM-Martin-Gore-August-2017.pdf
https://www.nationalvoices.org.uk/publication/shift-multidisciplinary-teams-general-practice-what-means-people/
https://www.nationalvoices.org.uk/publication/shift-multidisciplinary-teams-general-practice-what-means-people/


The Royal College of Radiologists. Proposals for 
the reshaping of cancer services in England: 
Patient pathways and decision-making:  
The Royal College of Radiologists, 2025.

The Royal College of Radiologists is a Charity 
registered with the Charity Commission  
No, 211540

© The Royal College of Radiologists,  
August 2025.

This material has been produced by The Royal 
College of Radiologists (RCR) for use internally 
within the specialties of clinical oncology and 
clinical radiology in the United Kingdom. It is 
provided for use by appropriately qualified 
professionals, and the making of any decision 
regarding the applicability and suitability of the 
material in any particular circumstance is subject 
to the user’s professional judgement.

While every reasonable care has been taken to 
ensure the accuracy of the material, RCR cannot 
accept any responsibility for any action taken, 
or not taken, on the basis of it. As publisher, RCR 
shall not be liable to any person for any loss or 
damage, which may arise from the use of any 
of the material. The RCR does not exclude or 
limit liability for death or personal injury to the 
extent only that the same arises as a result of 
the negligence of RCR, its employees, Officers, 
members and Fellows, or any other person 
contributing to the formulation of the material.

The Royal College of Radiologists  
63 Lincoln’s Inn Fields 
London, WC2A 3JW, UK

The Royal College of Radiologists 
is a Charity registered with the  
Charity Commission No 211540.

+44  020 7405 1282  
enquiries@rcr.ac.uk  
rcr.ac.uk

  @RCRadiologists

mailto:enquiries@rcr.ac.uk
http://rcr.ac.uk



