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A National Cancer Institute-funded multi-site study is lending evidence to the idea that multidisciplinary cancer care improves patient care processes and patient outcomes.

The Multidisciplinary Care Research Project, undertaken by the NCI Community Cancer Centers Program (NCCCP), investigated whether specific elements of multidisciplinary care—for example, case planning or care coordination—appear to influence treatment decisions, overall survival, and care processes such as time to initial treatment.

Speaking at the Association of Community Cancer Center's National Conference, which had the theme “Spotlight on Success,”' Nicholas J. Petrelli, MD, Medical Director of the Helen F. Graham Cancer Center & Research Institute in Newark, Del., reported that the pilot study found that:

 * Patients treated for non-small-cell lung cancer (NSCLC) at institutions with higher levels of care coordination had a much higher likelihood of receiving multimodality therapy;

 * Colon, rectal, and lung cancer patients have a much lower risk of death if treated at hospitals with high levels of care coordination;

 * Colon cancer patients treated at cancer centers with a high degree of financial integration among caregivers were more likely to be evaluated for clinical trials; and

 * Colon cancer patients seeking care at institutions with higher levels of physician engagement—one element of multidisciplinary care—tend to receive treatment sooner.




The pilot study also had some counterintuitive findings, in which higher levels of multidisciplinary care were associated with poorer patient outcomes. One of the study's coauthors, Andrew L Salner, MD, Director of the Helen & Harry Gray Cancer Center at Hartford Hospital in Connecticut, said he believes those findings reflect the fact that multidisciplinary care, which is still rare in community hospitals, is not yet standardized and that research into multidisciplinary care is in its infancy.

“It is likely that we need to refine some of our measurement tools to measure multidisciplinary care as well as how we collect some of the metrics that determine how effective it is,” he said.

Another team member, James D. Bearden, III, MD, Associate Director of Gibbs Cancer Center & Research Institute in Spartanburg, S.C., said the study's positive findings reinforced his conviction that multidisciplinary care should be widely adopted.

“I really think this has influenced the care of patients more than anything else I've seen happen within the hospital, and I've been in practice for 36 years. When you have a complicated patient, it is so reassuring to know you will bring that case to a multidisciplinary team and get all their input to collectively make the best decision regarding that patient's treatment. It is inconceivable to me now to practice medicine any other way.”

The research was undertaken by the NCCCP, a network of funded cancer centers in community hospitals across the country, as part of its work to identify ways to reduce cancer care disparities, increase accrual in clinical trials, and improve the quality of cancer care. Records for 1,077 patients with Stage III NSCLC, Stage III colon cancer, or Stage II or III rectal cancer treated at 14 cancer centers were analyzed.

Despite the growing emphasis on multidisciplinary care in recent years, the study marks the first time that the concept has been examined for multiple tumor types across multiple institutions. In doing so, the researchers acknowledged that multidisciplinary care is practiced differently from one institution to the next and, thus, saying that multidisciplinary care has a positive effect is meaningless unless the nuances of care delivery are understood.

To address that issue, the researchers developed a matrix that identifies five levels of multidisciplinary care based on the implementation of seven elements of care: case planning, physician engagement, coordination of care, infrastructure, financial, clinical trials, and medical records (see next page).

The aim was to learn how each of those elements were associated with five patient outcomes and processes of care:

 * Receipt of multi-modality therapy (for stage III NSCLC);

 * Overall survival;

 * Time to receipt of initial therapy;

 * Evaluation for enrollment in a clinical trial; and

 * Adherence to National Comprehensive Cancer Network (NCCN) treatment guidelines.




“Intuitively, it just makes so much sense that the more you formalize the multidisciplinary care process, the better it's going to be for patients,” Salner said.

While that hypothesis was generally borne out, a few findings suggested just the opposite. The researchers hypothesize that comorbidities and other confounding factors at the patient level that were not captured in data collection may have influenced those findings.

“I just can't see how it doesn't improve the care,” Bearden said. “It adds peer pressure. If everybody in the room is saying a clinical trial or a certain guideline is the best thing to do, it's going to be hard to make a decision not to put them in a clinical trial, or not to follow NCCN guidelines.”

While more research is needed to fully understand which elements of multidisciplinary care yield the most benefits, the NCCCP matrix provides a framework for understanding multidisciplinary care, Salner said. “It does give cancer center leaders some good guidelines and suggestions about where they should be heading in terms of multidisciplinary care.”
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Level 1

Care planning is asyn-
chronous; patient pres-
ents to multiple physician
offices without a shared
medical record. 100%

of cases are reviewed
retrospectively.

Diagnostic and treatment
physicians belong to mul-
tiple independent groups
that have little interaction.
A representative from
some groups is engaged
with the cancer center.

Patient care is episodic.
Patient presents to mul-
tiple locations on mul-
tiple days; information is
stored in multiple loca-
tions. No navigator/care
coordinator.

Limited physical infra-
structure and information
system support. Hospital/
physician office model.

Billing s episodic based
on encounter with facility
or physician. No facility
fee is applied.

Patients are not reviewed

for eligibility for clinical
trials. No literature is

given to patients on cli
cal trials.

Paper chart plus some
with isolated pockets.

Source: NCI Community Cancer Centers Program

Level 2

Careplanning is asynchro-
nous; patient presents to
multiple physician offices
with a shared medical
record.

Diagnostic and treatment
physicians belong to mul-
tiple independent groups
that have little interaction.
At least one representa-
tive from each group is
actively engaged with the
cancer center.

Patient care is episodic,
but some treatment and
diagnostic modalities are
coordinated. Information
is coordinated and read-
ily available to physicians
and staff.

Limited physical infra-
structure but integrated
clinical and administrative
information systems are
used by all.

NA

Some patients are re-
viewed for clinical trial
eligibility, but there is no
formal process to review
patients for trials. Clinical
trial literature is given to
patients.

Mainly for documenta-
tion. Medical information
is not integrated, and
there is little to no shar-
ing. Mixture of paper and
electronic.

Level 3

Most care planning is
asynchronous; some
patient care plans are
discussed in weekly mul-
tidisciplinary conferences.

Multidisciplinary Clinic
has a physician agree-
ment of participation, and
physicians are actively
engaged in developing
treatment standards.

Multidisciplinary Clinic
has some dedicated di-
agnostic and treatment
abilities to meet patent’s
care needs. Information
is readily available to phy-
sician and staff.

Some dedicated physi-
cal facilities which do not
cover the full spectrum of
care; independent clinical
and administrative infor-
mation systems.

Physicians bill separately.
Introduction of facility
fee for communication
between and physician
offices.

2% of patients participate
in clinical trials. There is a
formal accrual and recruit-
ment plan, and clinical
trial literature is given to
all patients.

Mixture of paper and
electronic. Starting to
share info re: radiology,
medical history, treatment
plans, and medications.

Level 4

Al care planning is done
through a multidisciplinary
conference, which occurs
on at least a weekly basis.
100% of cases reviewed
prospectively.

Same as prior plus phy-
sicians are engaged in
quality improvement
initiatives and strategic
direction.

Multidisciplinary Clinic
is fully integrated with
treatment and diagnostic
modalities; all information
is available from a single
source. Navigator/care
coordinator is available.

Some dedicated physi-
cal facilities which do not
cover the full spectrum

of care but clinical and
administrative information
systems are integrated.

NA

4% of patients participate
in clinical trials. There is a
formal accrual and recruit-
ment plan, and clinical
trial literature is given to
all patients.

75% of hospital system
and physician offices are
integrated electronically
across the continuum.

Level 5

Al care planning is done
through a multidisci-
plinary conference which
occurs at the time the
patient receives care.
100% of cases reviewed
prospectively.

Same as prior plus physi-
cians have operational
and financial authority
for the Multidisciplinary
Clinic.

Same as prior with addi-
tion of ancillary services
such as education, sup-
port groups and wellness
programs for patients and
families. Navigator/care
coordinator is available.

Dedicated center with
ability to provide full
service to patients with
integrated information
systems.

Global bill for billing in-
clusive of facility fee.

6% of patients participate
in clinical trials. There is a
formal accrual and recruit-
ment plan, and clinical
trial literature is given to
all patients.

Fully integrated elec-
tronic record across the
continuum with access to
information.
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