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Implementation of a Multidisciplinary Model of
Care for Women With Metastatic Breast Cancer:

Challenges and Lessons Learned

Sarah-May Blaschke,' Karla C. Gough,"? Boon H. Chua,’ Prudence A. Francis,”
Robyn Cockerell,” Allison F. Drosdowsky,1 Lisa Sheeran,® Meinir Krishnasamy2’7

Abstract

The present study examined the implementation of a multidisciplinary team model of care for 62 women with
metastatic breast cancer who had accessed specialist services at a large Australian cancer center. The model
of care strengthened team collaboration and assisted in the delivery of personalized assessment and complex
care plans. However, new resources were required to deliver consistent care.

Introduction: The present study examined the feasibility and effects of integrating a multidisciplinary team (MDT)
model of care for women with metastatic breast cancer (MBC) into a large Australian cancer center. The challenges
encountered and lessons learned are described. Patients and Methods: In the present prospective, longitudinal,
mixed-methods implementation study, the MDT model included face-to-face consultations with a breast care nurse
and social worker, followed by a MDT case discussion and face-to-face delivery of a personalized management plan.
Data were collected to describe the cohort of women living with MBC who had attended a specialist breast cancer
service and their supportive care needs. Results: A total of 62 women with median age of 60 years (interquartile range
[IQR], 37-82 years) participated. The median interval from the first breast cancer diagnosis was 5.7 years (IQR, 2.0-11.6
years), and the median interval from the diagnosis of MBC was 2.0 years (IQR, 0.9-3.6 years). The MDT care model
required new resources and cross-sector participation. However, the participants indicated a preference for
personalized needs assessment and care planning at the diagnosis of MBC. Conclusions: The results highlight the
challenges of implementing and evaluating an MDT care model for women with MBC. The model coordinated MDT
collaboration to strengthen the delivery of complex care plans. Investment in cross-sector partnerships to optimize
care coordination for women with MBC was needed.
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Introduction

Breast cancer is the most commonly diagnosed cancer and the
leading cause of cancer death among women worldwide." In 1
Australian study, 7% of patients with breast cancer had metastatic
disease at diagnosis and 10% of patients with a diagnosis of early-
stage breast cancer (EBC) were found to have metastatic disease
within 5 years.” Patients with metastatic breast cancer (MBC), also
known as advanced, secondary, or stage IV breast cancer, have a
median survival of 3 years, with survival of up to 15 years reported.”
Unlike EBC, few therapeutic standards have been recognized for
patients with MBC, especially after first-line treatment.’

Women living with MBC have reported varied and complex
supportive care needs in the physical, psychosocial, spiritual, and

3,5,7

information domains.”””"'% It has been recognized that their needs

are under-addressed by the existing models of care.'' In a survey of
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276 UK breast care nurses, 57% indicated that the care of patients
with MBC was inadequate, mainly owing to the lack of time and
resources and the need to focus on the high volume of women with
EBC."? Compared with the care received by women with EBC, the
provision of supportive care to patients with MBC has been
inconsistent and often inadequate.””

The international guidelines for advanced breast cancer’ have
advocated for the provision of multidisciplinary care for women
with MBC. Multidisciplinary care is characterized by a collaborative
approach to treatment, continuity of care, timely supportive care
referrals, and care plalnning.zk’]3 15 However, limited systematic
integration and study of coordinated multidisciplinary approaches
in the treatment of women with MBC have been performed.®

The present study was initiated by a specialist breast cancer team
to address the lack of a coordinated multidisciplinary service for
patients with MBC at an Australian tertiary cancer center. A
structured model of care was designed in accordance with the in-
ternational best practice guidelines.” The cases of patients with
MBC were discussed by the mulddisciplinary team (MDT) to
inform the development and delivery of personalized care plans
through breast care nurses and social workers. The study aimed to
generate evidence for the broad application of the MBC multidis-
ciplinary model of care that could contribute to the reduction of
patient-reported burden and distress associated with unmet physical
and psychosocial needs. The present report describes an Australian
cohort of women living with MBC, their supportive care needs, and
the challenges of implementing a best practice model of care in a
specialist breast cancer service of a tertiary cancer center.

Patients and Methods
Design

A prospective, longitudinal, mixed-methods implementation study
design was adopted using convenience sampling from a large
Australian cancer center. The medical records were reviewed and the
patient-reported outcomes data, including quality of care and
coordination of treatment measures, were prospectively collected at
study entry (baseline) and at 3, 6, and 9 months after receipt of a
personalized care plan. Qualitative interview data were gathered from
a subsample of participants. The Peter MacCallum Cancer Centre
Human Research Ethics Committee approved the study (application
no. 1306), which was performed in accordance with the Australian
National Statement on Ethical Conduct in Human Research (2015)
and the Canberra National Health and Medical Research Council. All

participants provided written informed consent.

Participants

The eligibility criteria included female gender, age > 18 years, a
diagnosis of MBC, receipt of medical oncology care at the cancer
center, and the ability to communicate in English without an
interpreter. The exclusion criteria included attendance for second
opinion or radiotherapy only, without follow-up performed at the
cancer center; a history of acute psychiatric illness; and an inability
to provide informed consent.

At study conceptualization, our intent was to recruit only women
with a new diagnosis of MBC. However, it became apparent that
the number of patients with a new diagnosis who had been seen by

the service was considerably less than expected. To ensure the
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viability of the project, it was necessary to include all women with a
diagnosis of MBC who had attended the cancer center during the
data collection period.

Recruitment

An information pack on the study requirements and an invitation
to participate were mailed to the patients who met the eligibility
criteria. A single follow-up telephone interview was performed by
the study research assistant after confirming that the potential
participant had not died in between contacts.

Components of the New Model of Care and
Implementation Process

After consultation with a medical oncologist, the MDT model
included a requirement for face-to-face consultations with a breast
care nurse and social worker, respectively, and establishment of a
weekly MDT meeting to discuss and develop personalized care plans,
which were delivered to the women in-person by the breast care nurse.
The MDT meetings were attended by breast care nurses, medical
oncologists, radiation oncologists, a social worker, and a palliative care
physician or nurse and, if required, other allied health professionals.

For study purposes, the women completed baseline self-report
measures at recruitment to the study, followed by consultations
with a breast care nurse and social worker, who assessed the women’s
general understanding of their prognosis, supportive care needs, and
how well they and their support networks were coping. The breast care
nurse and social worker also identified any specific concerns raised by
the women. Individual cases were discussed at an MDT meeting,
which followed study-specific case conference management guide-
lines. The resulting personalized care plans included targeted referrals
to address the women’s unmet needs in the cancer center or the
community. A breast care nurse delivered and discussed the plans with
each participant. Any issues identified were discussed with the MDT
and promptly addressed. The study required all components of the
model of care to be delivered to the participants in face-to-face con-
sultations. The reasons for, and challenges caused by, this requirement
are described in subsequent sections.

Variables and Measures

The demographic and clinical data were gathered from the
medical records. Implementation of the new MDT model was
evaluated using the implementation outcome variables adopted
from 2 existing implementation research frameworks.'®'” The
operational data relevant to the implementation outcome variables
were gathered from a study-specific screening log and the medical
records. The operational data were supplemented with self-report
and interview data. The patient self-report data were gathered
using a customized questionnaire. The outcomes variables adopted
and the measures used to evaluate them are listed in Table 1.

The self-report measures, which were broadly compliant with
standards for use in patient-centered outcomes research, 1% were used
to characterize the quality of life and supportive care needs of the
women at study entry. The measures included the European Orga-
nization for Research and Treatment of Cancer (EORTC) Quality of
Life Questionnaire Core 30 (QLQ-C30),'” a 30-item cancer-specific
health-related quality of life measure; the EORTC breast cancer
module (QLQ-BR23),”” a 23-item supplement to the QLQ-C30 to



Table 1 Implementation Outcome Variables

Outcome Aspect Measure
Acceptability Interview data

Model credibility and Operational data: consent rate

willingness to try
Ongoing acceptance Operational data: intentional
withdrawals
Appropriateness | Relevance and perceived fit Interview data
Perceived usefulness or Customized visual analog
suitability scales; interview data

Fidelity Adherence Operational data: consultation

attendance (ie, met with
breast care nurse, met with
social worker)

Operational data: approach
rate; timing of consultations
(delivered in the right order
at the right time); discussion
at MDT meeting; delivery of
personalized care plan

Delivery as intended

Abbreviation: MDT = multidisciplinary team.
Data from Peters et al’® and Proctor et al."”

assess the specific quality of life issues relevant to women with breast
cancer; and the Supportive Care Needs Survey-short form with a
modified response format,>"**? a 34-item cancer-specific measure of
unmet supportive care needs. A set of customized visual analog scales
(VAS)?® was used to assess the appropriateness of the MDT model
and women’s perceptions of the quality of care and coordination of
their treatment at the cancer center, with responses ranging from
0 (low quality) to 10 (high quality).

Semistructured, audio-recorded interviews were conducted with a
randomly selected sample of 20 participants. The interview schedule
was designed to assess the acceptability and appropriateness of the
MDT model. The interviews focused on the participants’ percep-
tions of the helpfulness of the nursing and social work consultations,
whether they believed the consultations had been undertaken at the
right time, and whether they had accessed other forms of support
before enrollment in the present study. Finally, the participants
were asked whether they would recommend that the consultations
should be available to other women living with MBC.

Statistical Analysis

Descriptive statistics (counts and percentages, means and stan-
dard deviations or medians and interquartile ranges [IQR], as
appropriate) were used to summarize the demographic, clinical,
operational, and baseline patient-reported outcome measures data.

An analysis of the responses to the customized VAS was per-
formed by fitting a linear mixed model to each item separately.”*
Models included a fixed effect for time and a random participant
effect.” Differences between the baseline and follow-up assessment
results were estimated with the 95% confidence intervals using
contrasts within each model.

The interviews were audio-recorded and transcribed verbatim.
The analysis used NVivo qualitative data management software”®
and involved reading the interview transcripts and performing
deductive content analysis®” to extract the relevant data according to
the topics of interest.
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Table 2 Participant Characteristics (n = 62)

Characteristic n (%)
Age, y
Mean =+ standard deviation 60.0 + 11.8
Range 37-82
Place of residence
Major city 52 (84)
Inner regional 7 (11)
Outer regional 3 ()
Marital status
Married/partner 38 (69)
Divorced/separated 12 (21)
Single 4.(7)
Widowed 24
Missing data 6 (10)
Living situation
Lives with husband/partner 25 (45)
Lives with hushand/partner and children 11 (20)
Lives alone 9 (16)
Lives with children 8 (19)
Other 24
Missing data 7(11)
Interval from first breast cancer diagnosis to
study entry, y
Median 5.7
Interquartile range 2.0-11.6
Range 0.1-33.1
Time since diagnosis of MBC at study entry, y
Median 2.0
Interquartile range 0.9-3.6
Range 0.1-10.3
Metastatic sites”
Bone 47 (76)
Liver 29 (47)
Lung 16 (26)
Nodal 8 (13)
Ascites/pleural effusion 6 (10)
Brain 213
Stomach 23
Other 5(8)
No. of metastatic sites
1 28 (45)
2 18 (29)
3 14 (23)
4 23

Abbreviation: MBC = metastatic breast cancer.
aMultiple responses allowed; thus, data do not sum to 100%.

Results

Study Profile
Of the 103 eligible women, 12 were not approached for study
participation, 29 declined, and 62 agreed to participate (consent
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Table 3 Descriptive Statistics for the EORTC QLQ-C30 and QLQ-BR23 at Study Entry (n = 62)

Scale and ltem Patients, n Mean = SD Median Interquartile Range
QLQ-C30
Functional scales”
Physical function 62 75 + 22 80 65-92
Role function 61 71 + 28 67 50-100
Emotional function 62 73 + 24 75 56-92
Cognitive function 62 76 + 24 83 67-100
Social function 62 72 +27 83 67-100
Symptom scales”
Fatigue 62 39+25 33 22-56
Nausea/vomiting 62 9+15 0 0-17
Pain 62 2 +27 17 0-33
Dyspnea 62 22 + 26 33 0-33
Insomnia 62 38 + 32 33 0-67
Appetite loss 61 22 +£ 28 0 0-33
Constipation 62 17+ 21 0 0-33
Diarrhea 61 11+ 20 0 0-33
Financial problems 61 26 + 32 0 0-33
Global health status® 62 63 + 23 67 48-83
QLQ-BR23
Functional scales’
Body image 62 70 £ 30 83 58-100
Sexual functioning 60 13 + 18 0 0-33
Sexual enjoyment 16 54 + 30 50 33-67
Future perspective 62 40 £+ 34 33 0-67
Symptom scales®
Systemic therapy 62 22 + 16 21 10-29
Breast symptoms 62 9+12 0 0-17
Arm symptoms 62 14 +19 11 0-22
Hair loss 18 57 + 36 50 33-100

Abbreviations: QLQ-BR23 = European Organization for Research and Treatment of Cancer breast cancer-specific quality of life questionnaire; QLQ-C30 = European Organization for Research and

Treatment of Cancer Quality of Life Questionnaire Core 30; SD = standard deviation.
®Higher scores represent higher levels of functioning.

PHigher scores represent higher levels of symptoms and/or problems.

‘Higher scores represent greater quality of life.

9For body image and future perspective, higher scores represent lower levels of functioning; for sexual functioning and sexual enjoyment, higher scores represent greater levels of functioning; the

sexual enjoyment item would only be answered if the respondent had been sexually active.
®Higher scores represent higher levels of symptoms and/or problems.

rate, 60%) from December 2013 to January 2015. The reasons for
not approaching eligible women and those declining participation
are shown in Supplemental Figure 1; available in the online
version). The demographic and clinical characteristics of the study
participants are summarized in Table 2. The median interval from
the first diagnosis of breast cancer was 5.7 years (IQR, 2.0-11.6
years), and the median interval from the diagnosis of metastatic
disease was 2.0 years (IQR, 0.9-3.6 years). Of the 62 women, 24
(39%) had metastatic disease when breast cancer was first diagnosed
(ie, de novo MBC).

Most (39 of 62; 63%) participants were receiving treatment while
enrolled in the present study. Of these 39 patients, 37 attended
regular medical oncology clinic and chemotherapy day unit
appointments and 2 attended regular chemotherapy day unit ap-
pointments only. Of those who had not received medical treatment
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(23 of 62; 37%), 21 attended regular medical oncology clinic ap-
pointments only and 2 attended appointments for imaging studies
only. Twelve women received care as inpatients during the study
period. Eleven women were referred to the pain and palliative care
service of the cancer centre.

Descriptive statistics for the EORTC QLQ-C30 and QLQ-
BR23 scales and individual items are provided in Table 3. Other
than some small-sized differences, the participants’ self-reported
cancer- and diagnosis-specific health-related quality of life at study
entry were comparable to those reported previously for similar
samples.”*%%

Descriptive statistics for prevalent supportive care needs items are
presented in Table 4. An item was considered prevalent if > 25% of
the women had reported a moderate-to-high level of need. The top
10 items, other than “not being able to do things you used to,”
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Table 4 Descriptive Statistics for Prevalent Supportive Care Needs Survey—Short Form Need Items at Study Entry

Need Response, %
Need Item Domain Patients, n High Moderate Low None
Uncertainty about the future P 62 29 23 26 23
Fears about cancer spreading P 62 27 21 27 24
Concerns about the worries of those close to you P 62 23 21 21 35
Being informed about your test results as soon as HSI 62 21 19 15 45
possible
Being informed about things you can do to help yourself HSI 60 18 20 23 38
to get well
Not being able to do things you used to PDL 61 10 28 25 38
Worry that results of treatment are beyond your control 62 23 15 26 37
Learning to feel in control of your situation 61 11 25 20 44
Feelings about death and dying 62 19 15 21 45
Having 1 member of hospital staff with whom you can HSI 61 20 13 20 48
talk to about all aspects of your condition, treatment,
and follow-up
Being informed about cancer that is under control or HSI 59 20 12 24 44
diminishing
Work around the home PDL 61 8 23 21 48
Keeping a positive outlook P 62 11 19 26 44
Being treated like a person not just another case HSI 62 18 13 1 58
Lack of energy/tiredness PDL 61 10 20 34 36
Being treated in a hospital or clinic that is as physically HSI 62 18 1 18 53
pleasant as possible
Feelings of sadness P 62 10 16 26 48
Having access to professional counseling if you or your HSI 60 12 13 25 50
family or friends need it

Abbreviations: HSI = health system and information; P = psychological; PDL = physical and daily living.
@An item was considered prevalent if > 25% of the women reported a moderate-to-high level of need.

mapped to the psychological or health system and information
needs domains. The top 3 needs indicated the dominance of un-
certainty, fears, and concerns, and others highlighted the desire to
be well-informed, to learn strategies to manage their current cir-
cumstances, and, importantly, to have a single point-of-contact
within the hospital to discuss all aspects of their condition, treat-
ment, and follow-up.

Implementation Fidelity

The variable nature of the medical care and follow-up of the
participants, amendment of the study eligibility criteria, and the
requirement that consultations with breast care nurses and social
workers be undertaken face-to-face compromised the implementa-
tion fidelity (ie, ability of the new model of care to be delivered as
specified in the study protocol).”

Of the 62 women who had consented to study participation, 61
(98%) received > 1 component of the new model of care. Thus, 61
women met with a breast care nurse, 57 met with a social worker,
the cases of 59 women were discussed at an MDT meeting, and 55
women received a personalized care plan. The timing of the con-
sultations and delivery of the personalized care plans often deviated
substantially from the protocol-specified schedule (Figure 1). Also,
31 participants were withdrawn from the study at different points
and for various reasons (Supplemental Figure 1; available in the
online version).

Quality of Care and Coordination of Treatment

The linear mixed model results for the customized VAS are
presented in Table 5. The appropriateness of the MDT model was
shown, with a significant effect over time for 2 items: (1) coordi-
nation between the cancer center and other care providers in the
community; and (2) knowledge of the point of contact at the cancer
center to direct queries or address concerns in between clinic ap-
pointments. In both cases, the perceptions of quality had improved.

Interviews

Twenty randomly selected study participants with a median age
of 62 years (range, 36-76 years) were interviewed. They agreed to
participate in the interviews 13 to 21 months after enrollment into
the study. Eight women (40%) had a diagnosis of de novo MBC.
Six (30%), 2 (10%), and 4 (20%) women were diagnosed with
MBC 1 to 5 years, 5 to 10 years, and over 10 years after their initial
EBC diagnosis, respectively. The interviews took an average of 7
minutes (range, 3-21 minutes) to complete, and all interviews were
conducted via the telephone.

The women reported that the MDT model of care was useful:
“... very methodical and um we covered a lot of topics ...” (patient
3), and “... good thing that it’s offered especially you know in the
advanced stage ...” (patient 45). In particular, the consultation and
contact with the breast care nurse was viewed as helpful: “... nurses

are helpful in the clinical sense and to receive all the information
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Figure 1 Actual Timing of Assessments and Meetings

| Consentand baseline study
/ measures

8 months (6 to 10 months)

|

Meeting with breast care nurse
Usually first, or same day as meeting
with SW

Meeting with social worker
Usually second, or same day as
meeting BCN (except six women: 4
had no meeting with the SW and 2
were discused at MDM first)

|

Discussed at multidisciplinary
team meeting
Usually last (except four women: 2

meet with SW last and 2 were not
discussed at MDM)

‘| 1 month (0.5 to 2 months)

0.4 months (0.2 to 0.9 months)

‘| 2 months (0.8 to 3 months)

| | Received personalised |/
|/ management pla

| 3 months (3 to 3 months)

" 4 3-month PRO measures ‘

\

‘ l| 3 months (2 to 3 months)
13 months (12.5 to 15 months) 6-month PRO measures ‘i

" | 3 months (3 to 3 months)

". 12-month PRO measures <

y Semi-structured interview

needed...” (patient 45). Specifically, the women valued having a
clear point-of-contact in the hospital, someone who could answer
their questions and provide information relevant to their specific

«

needs: “... I only wanted to know about my own breast cancer, I
couldn’t even contemplate thinking more broadly than that”
(patient 5). Women valued the early consultation with a breast care
nurse and the benefits described included “didn’t make you feel so
alone” (patient 24), “giving me a place to touch base” (patient 55),
and “an extra kind of support” (patient 45). Knowledge of the
availability of a social worker to allow the women to access
additional support and counseling when needed was regarded as a

3

valuable component of the MDT model of care: “... the oncologist
and doctor, they don’t have the time to sit and talk and be um
more like a counsellor or somebody you can just have a chat to”

(patient 26).
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In addition, women provided helpful feedback regarding the
timing and mode of consultations with breast care nurses and social
workers and described the consultations to be of greatest value when
they first received the diagnosis of MBC and before they started
treatment. Some women could not recall having received a person-
alized care plan, which might be attributed to the long interval be-
tween the receipt of the plan and the interview (median, 13 months;
IQR, 13-15 months). When the women were able to recall receipt of
the care plan, they described it as a reassuring and a valuable docu-
mentation to refer to in the future: “Well I haven’t needed to refer to
it very much but I know it’s there and that is good” (patient 17).
Most of the women interviewed indicated that the MDT model of
care should be available to all women with MBC who could choose
whether to access it: “... for sure and then it’s, I think, up to the
woman, the individual, to [um] use that service ...” (patient 45).
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Table 5 Mixed Model Results for Customized VAS Assessing Quality of Care and Coordination of Treatment

Item
How well do you feel that your care has been

Baseline (n = 62);
Estimate + SE

79£02

Change From Baseline After Intervention (95% Cl)

3 mo (n = 46)
0.5 (0.0 t0 1.0)

6 mo (n = 37)
0.6 (0.0 t0 1.1)

9mo (n = 31)
0.1 (=05100.7)

P Value
12

coordinated between the doctors, nurses, and
allied health staff at Peter Mac?

How well do you feel that your care has been
coordinated between the Peter Mac Breast
service team and your GP?

How well do you feel that your care has been
coordinated between the Peter Mac Breast
service team and doctors in other hospitals
you have to attend?

How well do you feel that your care has been
coordinated between the Peter Mac and other
care providers in the community?”

| feel that | always know who to contact at
Peter Mac if | have a problem or query in
between appointments

| feel that | can always get to see or speak with
my treating doctor in a reasonable timeframe,

if | have a problem or query in between
appointments

| feel | always have an opportunity to be

involved in decisions about my care if | want
to be

70£03

78 £04

6.5+03

78 £03

79+£02

8.0+02

0.4 (~0.2 10 1.1)

—0.2 (—-1.0t0 0.7)

1.2 (0.3 t0 2.0)

0.4 (=02 10 0.9)

0.5 (=0.1 10 1.1)

0.2 (0.3 t0 0.8)

04 (~0.3101.1) | 0.2 (~06 1 0.9 57

—0.3(-1.2t00.6) [ 0.0(-1.0t01.0) .85

13031023 | 08(-03101.8) 02

0802114 | 08(0.11to1.4) 03

07011014 | 05(=021t 1.1) 10

03 (03109 | 0.3(-0.41t 0.9) .69

Abbreviations: Cl = confidence interval; GP = general practitioner; Peter Mac = Peter MacCallum Cancer Centre; SE = standard error; VAS = visual analog scales.
Baseline, n = 22; 3 months after intervention, n = 16; 6 months after intervention, n = 15; and 9 months after intervention, n = 9.
“Baseline, n = 48; 3 months after intervention, n = 38; 6 months after intervention, n = 26; and 9 months after intervention, n = 21.

Discussion

Despite active involvement of the breast cancer service at a large
cancer center in the present study, the paucity of women with a new
diagnosis of MBC relative to the large prevalent population with
MBC suggests how “hidden” these women are in hospital systems.
This finding supports recommendations® to improve the visibility
and care coordination for this group of patients.

Inviting all women with MBC, irrespective of the time since the
diagnosis of metastatic disease, to participate in the study resulted in
recruitment of a heterogeneous group of women in terms of the
time since the MBC diagnosis. Their needs for acute and com-
munity services varied considerably, as shown in previous studies.””
Therefore, a stable baseline against which to assess the effect of the
new MDT model of care could not be established. However, the
items related to community service referrals scored the lowest at all
assessment points, with only small improvements over time. This
finding underscores the importance of timely and appropriate re-
ferrals to community and supportive care, which is a key component
of the MDT models of care’’ and suggests an important area for
improvement.

Our study has demonstrated the limited capacity of breast care
nurses and social workers to provide timely face-to-face consul-
tations in an acute hospital setting with a variable model of MBC
care. They reported having little available time to follow-up with
women with MBC owing to the volume of, and focus on, women
with EBC. Women with MBC have different needs than those of
women with EBC and live with complex physical, emotional, and
social needs experienced within the context of incurable disease.”’
Other than a project officer, no additional study resources were

provided to coordinate and deliver the new MDT model of care,
which was intended to be sustainable after the study. The addi-
tional caseload arising from the study resulted in delays in the face-
to-face delivery of consultations and personalized care plans to the
study participants. In addition, the study protocol specified that
the face-to-face consultations were to coincide with participants’
regular hospital visits to mitigate the burden on the participants.
However, this requirement added considerable variation to the
timing and delivery of the components of the MDT model of care.
Thus, these findings underpin the importance of investigating
more flexible and sustainable modes of delivery of supportive care
to women with MBC. Telephone consultations and telehealth
have shown successful application in other MDT cancer care

432
models.?*73

Because MDT models of care are considered best practice,l’%’m
conduct of randomized controlled trials to evaluate these models
could be considered unethical.'*** This has made robust research
into MDT models of care challenging.'* Mixed methods, imple-
mentation science, and program logic and evaluation methods
might offer more meaningful approaches to designing and evalu-
ating health service delivery enhancements for women with MBC.

Our study has provided important insights regarding the sup-
portive care needs of women with MBC. The study participants
indicated their preference for early involvement of breast care
nurses and social workers in their care and highlighted the urgent
need for investment in supportive care expertise and timely
referrals for women with MBC. They also indicated the impor-
tance of access to their specialist MDT through a centralized
hospital-based point-of-contact. However, given the increasing
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number of women living with MBC, the provision of their care in
acute sectors only lacks feasibility and flexibility. The development
and evaluation of robust shared-care models among primary
health, acute care services, and specialist advocacy groups are
urgently needed.

Study Limitations

In the present study, a protocol amendment was required to
allow for participation of all women with a diagnosis of MBC,
irrespective of the time since the diagnosis, to achieve sufficient
study numbers. This resulted in recruitment of a heterogeneous
cohort of women who had had a diagnosis of EBC within months
or years of confirmation of MBC and who had diverse needs and
had received varying levels of support and awareness of support
services. The amendment also resulted in a sudden influx of study
participants who were required to be seen face-to-face by the breast
care nurses and social workers, in addition to their usual care
caseload. This challenged implementation fidelity because the
nurses and social workers lacked the additional time necessary to
meet time frames for face-to-face consultations as set out in the
study protocol. In reality, this would not be reflected in day-to-day
practice when the number of women with a new diagnosis of MBC
or those with progression to a diagnosis of MBC is very low. Thus,
the adoption of the model into usual care would be less resource
intensive. Owing to the project constraints, only a limited amount
of operational data could be collected, limiting the ability to address
all components of the implementation frameworks used to guide
the study design.

Conclusions

Our study results suggest that establishment of a structured
multidisciplinary model of care for women with MBC enabled a
coordinated and collaborative response to their complex treatment
and care needs. The study also highlighted the challenges of
implementing an MDT model of care for women with MBC, with
resource, time, and supportive care expertise implications. Although
the study limitations precluded definitive conclusions regarding
efficacy of structured MDT care for women with MBC, the findings
have confirmed a benefit as perceived by the study participants.

Clinical Practice Points

e Women living with MBC have reported varied and complex
supportive care needs in physical, psychosocial, spiritual, and
information domains.

e The international guidelines for MBC have advocated for the
provision of a multidisciplinary care approach; however, this
cohort of women has often been overlooked owing to the
ambulatory nature of their treatment and intermittent contact
with specialists.

e Acute cancer services have a dominant focus on treating large
numbers of women with EBC, and the resources available are
often restricted to these women.

e Women with MBC indicated a desire for early involvement of a
breast care nurse and social worker in their care and highlighted
an urgent need for investment in accessibility of supportive care
expertise and timely referral to a specialist multidisciplinary team
through a centralized hospital-based point-of-contact.

Clinical Breast Cancer April 2019

e In the present study, the lack of breast care nurse and social
worker resources to provide timely, face-to-face consultations
became apparent when implementing the mulddisciplinary
model of care.

Existing models of care might not adequately address the needs
of women with MBC and the resources targeted to them require
investment.

e The present findings suggest that establishment of a structured
multidisciplinary model of care can enable a coordinated,
comprehensive response to the complex treatment and care needs
of women with MBC.

Co-designing and trialing feasible models of supportive care for

this group of women will offer opportunity to affect patient
experience and delivery of efficient health care.
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Implementation of MDT Care for MBC

Supplemental Figure 1 | Participant Flow Diagram
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Abbreviations: BCN = breast care nurse; LTFU = lost to follow-up; MDT = multidisciplinary team; PRO = patient-reported outcomes.
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