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ABSTRACT
Background: The Dutch guidelines for esophageal and gastro-esophageal junction (GEJ) cancer rec-
ommend discussion of patients by a multidisciplinary tumor board (MDT). Despite this recommenda-
tion, one previous study in the Netherlands suggested that therapeutic guidance was missing for
palliative care of patients with esophageal cancer. The aim of the current study was therefore to assess
the impact of an MDT discussion on initial palliative treatment and outcome of patients with esopha-
geal or GEJ cancer.
Material and methods: The population-based Netherlands Cancer Registry was used to identify
patients treated for esophageal or GEJ cancer with palliative intent between 2010 and 2017 in 7 hospi-
tals. We compared patients discussed by the MDT with patients not discussed by the MDT in a multi-
variate analysis. Primary outcome was type of initial palliative treatment. Secondary outcome was
overall survival.
Results: A total of 389/948 (41%) patients with esophageal or GEJ cancer were discussed by the MDT
before initial palliative treatment. MDT discussion compared to non-MDT discussion was associated
with more patients treated with palliative intent external beam radiotherapy (38% vs. 21%, OR 2.7
[95% CI 1.8–3.9]) and systemic therapy (30% vs. 23%, OR 1.6 [95% CI 1.0–2.5]), and fewer patients
treated with stent placement (4% vs. 12%, OR 0.3 [95% CI 0.1–0.6]) and best supportive care alone
(12% vs. 33%, OR 0.2 [95% CI 0.1–0.3]). MDT discussion was also associated with improved survival
(169 days vs. 107days, HR 1.3 [95% CI 1.1–1.6]).
Conclusion: Our study shows that MDT discussion of patients with esophageal or GEJ cancer resulted
in more patients treated with initial palliative radiotherapy and chemotherapy compared with patients
not discussed by the MDT. Moreover, MDT discussion may have a positive effect on survival, highlight-
ing the importance of MDT meetings at all stages of treatment.

Abbreviations: MDT: multidisciplinary tumor board; NCR: Netherlands cancer registry; IRB: institutional
review board; TNM: tumor node metastasis; GEJ: gastro-esophageal junction; WHO: World Health
Organization; AJCC: American Joint Committee of Cancer; EBRT: external beam radiotherapy; ILBT:
intra-luminal brachytherapy; BSC: best supportive care
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Introduction

Esophageal cancer is the sixth most common cancer leading
to death worldwide, with an estimated 572,000 new cases
and 508,600 deaths in 2018 [1]. When esophageal cancer is
diagnosed, more than 50% of patients have either inoperable
tumors or radiographically visible metastases [2]. In these
patients, palliative treatment may be indicated to improve
quality of life and possibly survival [3,4].

Available tumor-specific palliative options for esophageal
or gastro-esophageal (GEJ) cancer include systemic therapy
and/or radiotherapy, or stent placement for dysphagia [3,5].
Best supportive care (BSC), as an integral part of palliative
treatment, may be the only option for patients who are not
eligible for a tumor-specific treatment [6]. Given the wide
variation in palliative treatment options, Dutch guidelines for
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esophageal cancer recommend that treatment of patients
should be discussed by a multidisciplinary team of care pro-
viders [7].

Case-by-case discussion of patients in a multidisciplinary
tumor board (MDT) meeting has been shown to improve
clinical outcome in patients with non-small cell lung cancer
and colorectal cancer [8]. In esophageal cancer, a study
showed that MDT discussion of patients eligible for curative
treatment changed treatment plans in more than one-third
of patients [9]. In addition, one recent study found that
younger patients and patients with advanced stage upper
gastrointestinal cancer were less likely to be referred for
MDT discussion [10].

Until now, the impact of an MDT discussion has not been
assessed in patients requiring a palliative treatment option
for esophageal or GEJ cancer. Moreover, one previous study
in the Netherlands suggested that for palliative care of
patients with esophageal cancer no clear therapeutic guid-
ance was available [11]. Therefore, this study aimed to study
how many palliative patients with esophageal or GEJ cancer
are discussed by a multicenter MDT and to assess its impact
on initial palliative treatment and outcome compared with
non-MDT discussed patients.

Methods

This retrospective cohort study included patients from 7 cen-
ters with esophageal or GEJ cancer who were treated with
palliative intent. Patients were identified from the
Netherlands Cancer Registry (NCR), a population-based data-
base covering the total population of patients with any type
of cancer in the Netherlands. The NCR is directly linked to
the pathological archive which comprises all histologically
confirmed cancer diagnoses. Data on vital status were
obtained from the Dutch Personal Records Database.

Patients diagnosed with esophageal or GEJ cancer
between January 2010 and December 2017, and treated with
palliative therapy were included in this study. Patients were
excluded when: (1) the primary diagnosis of esophageal or
GEJ cancer was made outside the participating centers; (2)
patients had undergone previous treatment of esophageal or
GEJ cancer with curative intent; (3) patients died within
7 days after histological diagnosis; (4) palliative treatment
was indicated primarily for cancer other than esophageal or
GEJ cancer; (5) data on palliative treatment was missing.

The study protocol was approved by the Medical Ethics
Committee and Institutional Review Board (IRB) of all partici-
pating centers.

Data collection and definitions

The NCR provided data on tumor characteristics, palliative
treatment and survival until December 31, 2017. Additionally,
in adherence to our pre-specified study definitions, we dis-
cussed the electronic medical records of all included patients
to add missing data and to collect Supplementary data
regarding hospital of diagnosis, patient and palliative treat-
ment characteristics, MDT discussion and follow-up.

Esophageal cancer included cancer of the esophagus
(C15.0–C15.9) and GEJ (C16.0) [12]. Palliative treatment was
indicated in patients with distant metastases (i.e. Tany, Nany,
M1; according to the Tumor Node Metastasis [TNM] staging
system), inoperable disease or in case the patient refused
treatment with curative intent. Inoperable disease was
defined as no possible curative treatment (neoadjuvant che-
moradiation with esophagectomy[13]; or definitive chemora-
diation[14]) due to locally advanced tumor (TNM: T4b, Nany,
M0) or a poor medical condition of the patient. Tumor hist-
ology and localization were recorded according to the World
Health Organization (WHO) International Classification of
Diseases for Oncology [15]. For tumor staging, the 7th and
8th edition (for diagnoses between 2010–2016 or in 2017,
respectively) of the American Joint Committee of Cancer
staging manual for patients with esophageal and GEJ cancer
was used [12,16]. Lesion size was measured from the diag-
nostic endoscopy report. Performance status was scored
according to the Karnofsky score or, when possible, inferred
from the physician’s documentation [17].To assess comorbid-
ity, the Charlson Comorbidity Index (CCI) was used [18]. We
assumed that if comorbidity was not documented in the
patients’ medical records, the patient indeed did not have
comorbidity. For each patient, the comorbidity score was cal-
culated by adding up the comorbid conditions with the
exclusion of esophageal cancer. For ease of the application,
patients were stratified by the following categories: 0–1
points, 2–3 points, 4–5 points and 6 or more points. As all
patients had esophageal cancer, we excluded ‘cancer’ from
the comorbidity score calculation.

Initial palliative treatment was defined as first-line treat-
ment for esophageal or GEJ cancer without curative intent.
Palliative treatment included external beam radiotherapy
(EBRT), intra-luminal brachytherapy (ILBT), stent placement,
systemic therapy or BSC. Systemic therapy included chemo-
therapy and targeted therapy. BSC included a non-tumor-
specific treatment (e.g. psychosocial support, analgesics,
antiemetic drugs, nutritional support, corticosteroids, percu-
taneous endoscopic gastrostomy, placement of a naso-
enteral feeding tube). As this study assessed retrospectively
collected data, treatments were not standardized. Therefore,
a variety of different radiotherapy schedules, chemothera-
peutic agents and types of esophageal stents were used dur-
ing the study period.

Dysphagia was scored according to Ogilvie (grade
0¼ ability to eat a normal diet; grade 1¼ ability to eat some
solids; grade 2¼ ability to swallow semisolids only; grade
3¼ ability to swallow liquids only; grade 4¼ complete dys-
phagia for liquids) [19].

Multicenter multidisciplinary tumor board

An MDT meeting in which patients are discussed by a team
of dedicated specialists is recommended by the Dutch guide-
lines for diagnosis and treatment of esophageal and gastric
malignancies [7]. In the Eastern part of the Netherlands, the
MDT is centralized and consists of a team of specialists from
multiple centers that are dedicated to the management of
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esophageal, GEJ and stomach cancer. During each meeting,
which is held once a week, a team of gastroenterologists,
oncologic surgeons, medical oncologists, radiation oncolo-
gists, pathologists and radiologists discusses all new patients.
Clinicians from the regional hospitals are invited to refer
patients to the MDT to receive expert-opinion based recom-
mendations on clinical management. After a case-by-case
discussion, the consensus is documented and reported to
the treating physicians. Patients were referred to the MDT at
the discretion of the treating physician.

Outcome measures and statistical analysis

The primary outcome was type of initial palliative treatment
including: (1) EBRT; (2) combination of EBRT and ILBT; (3) sys-
temic therapy; (4) stent placement; or (5) BSC. Treatment was
reported missing if no data on type of initial palliative treat-
ment was documented in the patients’ medical record.
Secondary outcome was overall survival, i.e. the number of
days alive after diagnosis of esophageal cancer. To adjust for
immortal time bias, we reduced the survival time by 7 days
for patients not discussed by the MDT. The treatment inter-
val was defined as the time from diagnosis to initial treat-
ment, i.e. the number of days between histological diagnosis
and initial palliative treatment.

Chi-square and t tests were used to assess baseline and
outcome differences between patient groups and participat-
ing centers in categorical and continuous data, respectively.
Survival was calculated from the date of histological diagno-
sis to the date of death, plotted using the Kaplan–Meier esti-
mator and compared using a log-rank test.

For the analysis of the primary outcome, we used a multi-
variate multinomial logistic regression model, while adjusting
for baseline parameters that differed significantly (p-value of
<.2) in the univariate analysis. We calculated the odds of
receiving an initial palliative treatment (i.e. EBRT or EBRT in
combination with ILBT or systemic therapy or stent place-
ment) rather than BSC. Baseline parameters with >5% of
missing data were excluded from the multivariate analysis.
Multivariate multinomial logistic regression was performed
with backward stepwise elimination until all remaining varia-
bles reached a p-value of <.05. Results were expressed as
percentages, odds ratio (OR) with 95% CI.

For the multivariate analysis of the secondary outcome,
we used a Cox proportional hazard model to compare sur-
vival of patients. To adjust for confounding, we selected
potential confounders (e.g. comorbidity) and parameters that
have previously been identified as predictors for survival, i.e.
clinical TNM stage group, tumor localization, location of
lymph node and distant metastasis and number of meta-
static sites [20]. Multivariate Cox regression was performed
while correcting for parameters that differed significantly (p-
value of <.2) at baseline and hospital of diagnosis. Results
were expressed as medians (95% confidence intervals [CI]),
hazard ratio (HR) with 95% CI

A two-tailed p-value of <.05 was considered significant in
all statistical analyses. SPSS version 25.0 (IBM Corp, IBM SPSS

Statistics for Windows, Armonk, NY) was used for
study analysis.

Results

A total of 1132 patients from 7 centers were identified from
the NCR, of whom 948 met the inclusion criteria. The base-
line characteristics of included patients and differences
between patients discussed by the MDT and patients who
were not discussed are shown in Table 1. Patients had a
mean age of 70 ± 12 years, were predominantly men (73%)
and 74% (n¼ 705) were diagnosed with stage IV esophageal
or GEJ cancer. At diagnosis, 646 (68%) patients had adeno-
carcinoma and 489 (52%) reported symptoms of dysphagia.
In 671 (73%) patients, the reason for initial palliative treat-
ment was the presence of distant metastasis, followed by
inoperable disease in 198 (22%) patients. A total of 52 (6%)
patients were treated with initial palliative treatment because
they refused treatment with curative intent. Figure 1 shows
the study flow diagram of patient inclusion.

Prior to selection of palliative treatment, 389 (41%)
patients were discussed by the MDT. The yearly incidence of
patients discussed by the MDT increased steadily from 35

Table 1. Baseline characteristics and differences between groups of patients
treated with initial palliative treatment for esophageal cancer.

MDT discussiona

All patients No Yes
Characteristics n¼ 948 n¼ 547 n¼ 389 p-value

Age diagnosis, mean years (±SD) 70 (12) 71 (12) 69 (12) <.001
Gender: male, n (%) 687 (73) 406 (74) 271 (70) .125
Charlson comorbidity index, n (%)
0–1 134 (14) 70 (13) 64 (17) .116
2–3 361 (39) 205 (37) 156 (40) .417
4–5 334 (36) 203 (37) 131 (33) .280
�6 107 (11) 69 (13) 38 (10) .178

Histology, n (%) .035
AC 646 (68) 387 (71) 250 (64) –
SCC 225 (24) 125 (23) 98 (25) –
Other 75 (8) 34 (6) 40 (10) –

Lesion size, cm (mean ± SD) 5.8 (3.2) 6.0 (3.4) 5.6 (2.8) .127
Location, n (%) .034
Esophagus 756 (80) 423 (77) 322 (83) –
GEJ 192 (20) 124 (23) 66 (17) –

Cancer stage >3, n (%) 705 (74) 421 (77) 272 (70) .027
Reason for palliation, n (%) .273
Distant metastasis 671 (73) 384 (72) 280 (74) –
Inoperable 198 (22) 117 (22) 81 (22) –
Patient refused curative Tx 52 (6) 36 (7) 16 (4) –
Missing 26 (3) 10 (2) 16 (4) –

Head/neck LN metastasis, n (%) 143 (15) 72 (13) 71 (18) .033
Intra-thoracic LN metastasis, n (%) 311 (33) 166 (30) 145 (37) .027
Intra-abdominal LN metastasis,

n (%)
393 (42) 227 (42) 166 (43) .720

Liver metastasis, n (%) 369 (39) 238 (44) 129 (33) .001
Peritoneal metastasis, n (%) 27 (3) 15 (3) 12 (3) .758
Number of metastatic sites (�2),

n (%)
506 (60) 285 (61) 221 (59) .655

Dysphagia score �2, n (%) 404 (43) 195 (47) 204 (60) .001
Treatment interval, median days

[IQR]
24 (13–37) 20 (9–34) 30 (19–41) <.001

MDT: multicenter multidisciplinary tumor board; n: number of patients; SD:
standard deviation; AC: adenocarcinoma; SCC: squamous cell carcinoma; GEJ:
gastro-esophageal junction; Tx: therapy; LN: lymph node; IQR: interquar-
tile range.
aNumbers do not always add up due to missing data on MDT discussion in
12 (1%) patients.
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(27%) cases in 2010 to 78 (58%) cases in 2017. The incidence
of patients discussed by the MDT differed significantly
between the participating centers (p< .001; Figure 2).
Median time from diagnosis until start of initial palliative
treatment was 24 days (IQR 13-37). This interval was signifi-
cantly longer in patients discussed by the MDT, when com-
pared with patients who were not discussed, 30 days (IQR
19–41) vs. 20 days [IQR 9–34]), respectively (p< .001).

Initial palliative treatment

Of all 948 patients, 419 (44%) were initially treated for
dysphagia with palliative radiotherapy (n¼ 340, 81%) or
esophageal stent placement (n¼ 79, 19%). Palliative radio-
therapy consisted of EBRT in 221 patients (65%), ILBT in 28
(8%) or a combination of both in 91 (27%). Furthermore, a
total of 242 (26%) patients were initially treated with

Figure 1. Study flow diagram of selection of patients with esophageal or GEJ cancer. MDT: multidisciplinary tumor board.

Figure 2. Distribution of initial palliative treatment modalities and rate of patients discussed by a multidisciplinary tumor board, stratified by hospital of diagnosis.
EBRT: external beam radiotherapy; ILBT: intra-luminal brachytherapy; MDT: multidisciplinary tumor board.
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palliative systemic therapy and 225 (24%) were managed
with BSC only. In 71 (7%) patients, type of initial treatment
was not documented (i.e. missing) in the patients’ med-
ical records.

Differences in number of patients and odds of receiving
an initial treatment modality rather than BSC between
patients discussed by the MDT and patients not discussed by
the MDT are shown in Table 2. After multivariate analysis,
discussion by the MDT was associated with a higher number
of patients treated with EBRT (35% vs. 19%, OR 6.9 [95% CI
3.9–12.4]), a combination of EBRT and ILBT (16% vs. 7%, OR
9.6 [95% CI 4.6–20.0]) and systemic therapy (32% vs. 26%,
OR 4.7 [95% CI 2.6–8.4]), when compared with non-MDT dis-
cussed patients. MDT discussion was not associated with a
difference in odds of receiving stent placement (3% vs. 12%,
OR 1.8 [95% CI 0.7–4.3]). In addition, unadjusted analysis
(chi-square) showed that more patients not discussed by the
MDT were treated with BSC (37% vs. 13%, <.001) or stent
placement (12% vs. 3%, <.001).

Figure 2 shows the differences in MDT discussion rate and
initial palliative treatments between the 7 participating cen-
ters. Univariate analysis showed a significant difference
between centers with respect to initial treatment with EBRT
(p¼ .010), a combination of EBRT and ILBT (p< .001), sys-
temic therapy (p¼ .039) and stent placement (p< .001). No
difference was observed in management with BSC
only (p¼ .757).

Survival

Median survival of all 948 patients was 128 days (95% CI
115–141). The survival difference between patients discussed
by the MDT and patients who were not discussed is shown
in Table 2 and Figure 3. Univariate analysis showed that MDT
discussion was associated with better survival, when com-
pared with patients not discussed by the MDT (163 vs.
106 days, HR 1.2 [95% CI 1.1–1.4]). After adjusting for

confounders in multivariate analysis, the observed survival
difference remained statistically significant (HR 1.2 [95%
CI 1.1–1.5]).

Discussion

This population-based study assessed the association of MDT
discussion and type of initial palliative treatment of patients
with esophageal or GEJ cancer. Patients discussed by the
MDT were more frequently treated with palliative radiother-
apy and systemic therapy rather than BSC only. Furthermore,
our study suggested that MDT discussion before initiation of
treatment was associated with a 2-month (54%) longer sur-
vival, when compared with non-MDT discussed patients.

A recent systematic review of 27 studies showed that
MDT discussion of patients impacts clinical management in
many fields of oncology [8]. Moreover, in some types of can-
cer, it has been shown that MDT discussion was associated
with better survival [21–23]. In esophageal cancer, studies
have mainly investigated the impact of MDT discussion on
clinical management of patients eligible for curative treat-
ment [9,24–27]. It was concluded that discussing patients in
an MDT changed therapeutic decisions in a considerable
number of patients. To date, no studies have investigated
the effect of MDT discussion on therapeutic decisions and
survival of patients with incurable esophageal or GEJ cancer.

The present study suggests that MDT involvement before
initiation of palliative treatment was associated with
improved survival. The observed differences in initial radi-
ation and systemic therapy may explain this survival differ-
ence as these modalities are independently associated with
improved survival [3,20]. In further support of this explan-
ation, we found that patients not discussed by the MDT
were more frequently treated with stent placement or BSC
only, which are purely palliative treatments and not associ-
ated with survival improvement [20]. Nonetheless, despite
adjustment for potential confounders and participating

Table 2. Univariate and multivariate analysis of the impact of multidisciplinary tumor board discussion on initial palliative treatment versus best supportive care
and survival of patients with esophageal cancer.

Palliative treatment versus BSC

MDT discussion Unadjusted (univariate) Adjusted (multivariate)

Outcome No Yes p-value ORc 95% CI ORc 95% CI

Initial palliative treatmenta

EBRT, n (%) 93 (19) 125 (35) <.001 5.1 3.3–7.7 6.9 3.9–12.4
EBRTþ ILBT, n (%) 33 (7) 57 (16) <.001 6.5 3.8–11.1 9.6 4.6–20.0
Systemic therapy, n (%) 127 (26) 114 (32) 0.458 3.5 2.3–5.2 4.7 2.6–8.4
Stent placement, n (%) 57 (12) 12 (3) <.001 0.8 0.4–1.6 1.8 0.7–4.3
BSC only, n (%) 179 (37) 46 (13) <.001 Reference Reference

No Yes HR 95% CI HR 95% CI

Survivalb

Median days [95% CI] 106 [93–121] 163 [141–197] 1.2 1.1–1.4 1.2 1.1–1.5

MDT: multicenter multidisciplinary tumor board; OR: odds ratio; CI: confidence interval; n: number of patients; EBRT: external beam radiation therapy; ILBT: intra-
luminal brachytherapy; BSC: best supportive care; HR: hazard ratio; CCI: Charlson comorbidity index. p-Values represent differences between proportions of
patients treated with a type of initial palliative treatment, measured with the chi-square test.
aMultivariate logistic regression analysis, adjusted for age, gender, CCI, histology, tumor location, lesion size, tumor stage (>3), head/neck and intra-thoracic
lymph node metastases, liver metastases and participating center of diagnosis.
bMultivariate Cox proportional hazard regression analysis, adjusted for age, gender, CCI, histology, tumor location, lesion size, tumor stage (>3), head/neck and
intra-thoracic lymph node metastases, liver metastases and participating center of diagnosis.
cOdds of receiving initial palliative treatment modality rather than best supportive care according to pretreatment characteristics.
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center, it may well be that the survival difference between
patient groups has been the result of patient selection based
on prognostic factors that are not in the database.

Since 2006, Dutch guidelines recommend MDT discussion
of all patients with a new diagnosis of esophageal cancer
before initiation of therapy [7,9]. Despite this advice, we
observed a relatively low rate (41%) of palliative patients dis-
cussed by the MDT before initiation of palliative treatment
over an 8-year study period. This may be explained by two
factors. First, as MDT-discussed patients were younger, in a
lower TNM stage group and had fewer liver metastases, it
seems likely that clinicians more frequently referred patients
with better prognostic features to the MDT. A recent nation-
wide Dutch population-based study reporting on seven dif-
ferent tumor types also concluded that patients discussed by
an MDT were younger and in a lower TNM stage group [10].
It may well be that clinicians considered patients with more
advanced disease unlikely to benefit from a discussion in the
MDT. Moreover, referral may also lead to a delay in the deci-
sion-making process, as was also shown in this study.
Second, we observed that referral to the MDT differed signifi-
cantly between participating centers (Figure 2), suggesting
that referral of patients was also influenced by center- or
physician-related factors.

Findings from this study may have implications for clinical
practice. As we found that referral to the MDT was associ-
ated with changes in initial palliative treatment, we suggest
that clinicians consider referral of all palliative patients with
esophageal cancer to the MDT, irrespective of the patients’
prognosis. To improve MDT referral rates, we propose that
clinicians discuss the results of the present study in a
regional meeting to raise awareness among involved care

providers on the importance of an MDT discussion in pallia-
tive patients with esophageal cancer.

The main strength of this study is that we used a popula-
tion-based and prospectively maintained cancer registry to
identify and assess the vast majority of patients in a well-cir-
cumscribed region. This real-world evidence can therefore be
reliably translated to daily clinical practice. Another strength
is that we double-checked and added data from the cancer
registry by comprehensively reviewing the patients’ electronic
medical records following our pre-specified study protocol.

Possible limitations include that selection of patients for
MDT discussion may have increased the risk of bias. Baseline
differences between patient groups (Table 1) suggest that
clinicians particularly selected patients based on several
prognostic factors to be discussed by the MDT. In addition,
clinicians’ preferences likely will have influenced selection of
palliative treatment, as is shown by treatment differences
between participating hospitals.

Second, retrospective assessment of medicals records
resulted in missing information on the performance status in
almost two-thirds (65%) of patients. Consequently, we could
not adjust for performance status in the multivariate survival
analysis. Moreover, as performance status has been shown to
be an important predictor for survival in patients with
esophageal cancer, addition of this variable to the multivari-
ate model would likely have resulted in a more reliable
reflection of the impact of MDT discussion on treatment
selection and outcome [28].

Finally, we could not assess the proposed positive impact
of MDT discussion on patients’ quality of life. From the
patients’ perspective, improvement of prognosis while main-
taining a good quality of remaining life may be the most

Figure 3. Survival of patients discussed by a multidisciplinary tumor board compared with patients who were not discussed for before initiation of palliative treat-
ment. MDT: multidisciplinary tumor board; HR: hazard ratio; CI: confidence interval.
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important outcome of palliative care and this should pro-
spectively be investigated in future studies.

In conclusion, this population-based multicenter cohort
study showed that patients discussed by an MDT were more
likely treated with palliative radiation and systemic therapy
rather than receiving BSC, when compared with patients not
discussed. We hypothesize that these treatment differences
may have resulted in the improved survival of patients dis-
cussed by an MDT. Therefore, our findings suggest that
esophageal and GEJ cancer patients at all stages of the dis-
ease should be discussed in an MDT meeting before initi-
ation of treatment. Additional prospective studies are
required to assess the impact of an MDT discussion on clin-
ical outcome.
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