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The high-risk surgical patient: a role for a
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There is a growing cohort of multimorbid, often frail and elderly
patients who disproportionally suffer predictable complications,
as a consequence of seeking surgical intervention.1 A strong case
for better Multi-Disciplinary Team (MDT) care during the perioperative period is gathering momentum. The Royal College of
Anaesthetists, in its recent discussion document2 emphasizes
the importance of a multidisciplinary team approach to improving outcomes for patients. It supports the introduction of new
working practices for some anaesthetists, to undertake MDT collaborative care both before and after surgery. Such practices are
likely to require the development of MDT meetings (MDTMs) to
facilitate better discussion, debate and consensus in the formulation of a patient-centred care plan, particularly where there is an
absence of high quality research evidence. Whilst such multidisciplinary approaches are relatively new to many anaesthetists,
they are part of established clinical practice in many other specialties, including oncology and geriatric medicine.
In cancer care concerns over patient outcomes and variation
in clinical practice led to the development and evolution of
the MDTM guided by a number of key publications over the last 25
yr.3–6 The 2004 Manual for Cancer services7 characterizes MDT as a
‘group of people of different health care disciplines, which meets together at a
given time (whether physically in one place, or by video or tele-conferencing)
to discuss a given patient and who are each able to contribute independently
to the diagnostic and treatment decisions about the patient’. Today more
than 80% of all patients with cancer are managed in the context of
the MDT meeting.8 MDT working is also well established in other

specialties, including geriatric medicine, diabetes medicine,9 respiratory medicine10 and those involved in stroke rehabilitation.11

Beneﬁts and criticisms of MDT working
Ensuring an evidence based approach
There is a strong rationale for multidisciplinary team working. As
disease management becomes increasingly complex, bringing
together a group of experts, all of whom can independently contribute to a diagnosis and suggested treatment strategy is important. The meetings can act as a safety mechanism, questioning
and aligning the practice of individuals. There is some evidence
that it encourages more ‘evidenced-based’ practice particularly
with use of decision support systems.12 This ﬁnding, however,
is not universal. Many MDTMs are not structured to allow for
in-depth discussion based on the available evidence, but depend
more on clinical consensus and anecdote.13 14

Timely management
Mandatory discussion at an MDT aims to facilitate the delivery of
timely management and treatment; a strong argument in favour
of use within cancer services. A clear and agreed management
plan can be quickly provided to the patient and streamline communication between primary, secondary and tertiary care. In
some specialties, however, incorrect diagnoses and inappropriate referral to the MDT can result in treatment delay.15
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Inter and intra-specialty dynamics
The personalities of team members and intergroup dynamics
may have an important impact on decision making. The MDT
discussion tends to favour those who are willing to more forcefully put their views across, in an environment where all team
members may not be considered equal in terms of weight of decision making. There is some evidence suggesting that nurses
may have limited participation in MDT meetings16 and this
may reﬂect the longstanding hierarchies that value contributions
from medical and diagnostic perspectives above others.

Patient experience
It has been suggested that MDT working may improve patient experience. Taylor and colleagues (2010)17 identiﬁed improved patient experience, reported by national surveys between 2000
and 2004. The authors concluded this was because of the introduction of multidisciplinary teams, as a greater improvement
was seen in specialties where MDTs were more established:
breast, colorectal and lung cancer. However, one of the major criticisms of the MDT process is the lack of patient involvement in
decision-making. The government has emphasized its commitment to this patient-centred care in its pledge ‘no decision about
me without me’.18 Despite directly inﬂuencing the patients’ management, the multidisciplinary team meeting rarely invites the
patient. Team members are concerned they would not be able
to speak frankly regarding prognosis and time constraints
would mean satisfactory explanations of the medical language
used could not be given.

Cost
In the current ﬁnancial climate, the high cost of MDT discussions
has been questioned. De Ieso and colleagues,19 estimated that a
years worth of MDT meetings at one institution cost £2 745 082
or £415 per new patient MDM discussion. This equates approximately to the yearly NHS salaries of 50 Band seven nurses or 20
consultants. It has been suggested this is not cost effective medicine. Ryan and colleagues (2014)20 describe how in 197 routine
patients discussed at a colorectal MDT, the discussion rarely resulted in signiﬁcant medical intervention or deviation from the
routine pathway. In contrast, after MDT discussion, patients
with more complex disease had their management changed in
more than 50% of patients. These ﬁndings suggest MDT discussion should be targeted at complex patients.

(2010), in a systematic review of 21 studies examining the potential relationship between multidisciplinary cancer care and patient survival, describe how the lack of a consistent deﬁnition
of MDT care hampers the construction of meta-analyses. They
also highlight that the favourable outcomes associated with
multidisciplinary care, may be associated with selection bias towards patients with more favourable prognostic features. Many
studies also do not adjust for the confounding effects of ongoing
treatment improvements over time, which may have been made
without the introduction of MDT care.

Perioperative medicine: the pathway
to better surgical care’
Considerable challenges face our profession: an ageing surgical
population, increasing surgical complexity and the growing cost
of healthcare combined with increasing societal expectations
for better outcomes. ‘Perioperative Medicine: the pathway to
better surgical care’2 states our College is ‘committed to developing
a collaborative programme for the delivery of perioperative care across
the UK; to deliver more efﬁcient healthcare to improve patient outcomes
and quality of life.’ The document emphasizes that any improvement in quality of care will necessitate MDT working. It
goes on to describe how a ‘perioperative medicine team’ should
be created to optimize the health of complex patients undergoing
surgery. Importantly the document introduces the concept
of the anaesthetist as perioperative physician, leading and coordinating perioperative care.
In the US, the ‘Perioperative Surgical Home’ (PSH)24 proposes a
single team care model, nested within primary care, optimizing
to improve outcomes and produce cost savings. The PSH requires
a team leader, a ‘perioperativist’, who co-ordinates a patient’s
care and all other healthcare stakeholders. The group suggests
a number of strategies that they feel would achieve all aspects
of the Institute for Healthcare Improvement Triple Aim (see
Fig. 1). These strategies include a greater emphasis on shared decision making and the patient being a more active member of the
healthcare team, better preoperative risk assessment and prehabilitation and a standardization of care plans to reduce geographical variation in the provision of care.

Case study: the POPS pathway, Guy’s and
St Thomas’ Hospital
Exemplars of perioperative multidisciplinary team working
exist and offer important guidance on how we might evolve

Clinical outcomes
The main criticism leveled at the MDTM is its lack of evidence
base. Their introduction was mandated by Department of Health
guidance and this eliminated the opportunity to perform any
randomized controlled trials: randomizing patients to an MDT
group or standard care. Hence most trials have a relatively
weak study design: ‘before and after’ or observational data only.
The lack of evidence base and lack of consultation about their
introduction has frustrated many commentators.13 17
Some studies do report improved survival: a retrospective,
comparative, interventional cohort study of 13, 722 women
with breast cancer in Scotland, found an association between
MDT working and improved survival and a reduced variation in
survival rates between hospitals.21 Friedland and colleagues22
(2011) also demonstrated improved survival in patients with
stage 4 head and neck cancer associated with the introduction
of multidisciplinary teams. However, Hong and colleagues23
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perioperative care.25 One such example is the Guy’s and
St. Thomas’ POPS (Proactive care of the Older Patient undergoing
surgery) team. This consists of geriatricians, specialist nurses, a
social worker, an occupational therapist and an administrator.
The team’s remit extends throughout the perioperative pathway;
from preoperative assessment and optimization to postoperative
care on the surgical wards and to safe and effective discharge
home of the older surgical patient.
Before surgery, patients referred to the POPS pathway25
undergo assessment and optimization of all their medical,
psychosocial and functional needs using the Comprehensive
Geriatric Assessment (CGA). An individually tailored perioperative management plan is produced covering expected complications and proactively communicating with patients, relatives,
surgeons, anaesthetists, ward teams and primary care.
The team chair three MDT meetings:
• The ‘POPS’ MDT: all patients reviewed in the POPS clinic are
discussed.
• A daily pre-assessment MDT: provides a forum for preassessment clinic nurses and anaesthetists to present
patients who may beneﬁt from POPS assessment
• Ward based MDT meetings: the POPS team and support
workers proactively assist in the postoperative medical
management, rehabilitation and discharge planning.
A POPS MDT intervention pilot study of 108 elective elderly
orthopaedic patients26 demonstrated a reduced incidence of
postoperative pneumonia, delirium, pressure sores and a reduced length of stay. Regular audit cycles continue to be carried
out to ensure improved patient outcomes.
The POPS MDT meeting provides a platform for both intraspecialty and inter-specialty education and learning. One of its
main objectives is the peer review of decisions made by members
of the team. Although, at times a highly medicalised meeting,
many support workers ﬁnd it an ideal opportunity to learn
more about common medical problems in the geriatric population and their management.

How to deliver MDT care in perioperative
medicine
One of the lessons learnt from cancer MDTs is that MDTM use
should be restricted to a subset of complex patients. With extremely complex or frail patients the expert clinical consensus
at a multidisciplinary team meeting is probably the best available decision making tool. For many of these patients, the details and problems are so individual, that a search of the
relevant literature will not provide any useful information as
to how to proceed and do little to inform a discussion about individual outcome.
The gold standard perioperative medicine MDTM, would be a
weekly meeting of all perioperative team members, probably
within the remit of pre-assessment clinic. In attendance should
be representatives from every specialty, who can independently
contribute to decision making in the complex perioperative patient: anaesthetists, surgeons, general physicians, cardiologists,
geriatricians, intensivists and specialty speciﬁc nurses and preassessment nurses. Logistically it is difﬁcult to see how this
would work in practice, with all specialties having so many competing demands on their time: operating lists, clinics and management responsibilities. Hence the responsibility for preparing
for, chairing and coordinating these meetings might need to lie
with the newly introduced perioperative physicians. Even if all
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perioperative team members cannot physically be in the same
room, the greater use of teleconferencing, electronic messaging
or virtual meetings could be used. Care co-ordination should be
the backbone of any new model of care as the integration of multiple medical opinions sometimes over multiple physical sites, is
pivotal to management of the complex surgical patient.27 Currently this process occurs, but on an ad hoc and consequently unreliable basis. The process needs to be formalized, systematic and
robust. The case could be made that the perioperative physician,
or team leader, does not necessarily need to be an anaesthetist
but, more importantly, be positioned to maintain a complete
overview of a patients care.
The meetings should be used to make a multidisciplinary
team decision as to whether or not to operate, to optimize the
patient preoperatively and outline the multidisciplinary care
needed intra and postoperatively. The use of better risk evaluation tools, better assessment of frailty and multidisciplinary expertise will allow us to better deﬁne differing care pathways. The
outcome of the perioperative MDT should not simply be a decision as to whether or not to operate, but what support is needed
for this patient. An emphasis should be placed on the need to
plan pre-emptively.
We have seen how in other specialties MDT decision-making
has been criticized for lacking a robust evidence base. With the
introduction of this new model of care in perioperative medicine,
there may be an opportunity to study the outcomes associated
with this. The successful perioperative MDT should be able to
demonstrate a reduction in mortality, morbidity and improved
scores in other outcomes measures such as PROMS, LOS and
PREMS. The target population requiring investigation would
only be that small number of patients in which there was true
equipoise about intervention.
As we move away from a culture of paternalism, a mechanism
for including the patient’s wishes within the MDT discussion
must be created. Experience from cancer MDTs suggests that
patient presence at meetings would be time consuming and
hamper clinical decision-making. However, ensuring that discussions are appropriately patient-centred is an issue that must
be addressed. This may require the specialty speciﬁc clinical
nurse specialists taking the role of patient advocate, as they
often develop the best and most productive relationships with
patients.
The contribution of perioperative medicine team members
will need to be recognized as a regular commitment, to ensure
that adequate time is allowed for preparation and meeting
attendance. It is not yet clear what the job plan of a perioperative physician may include, but attendance and preparation for
MDT meetings should be an important component. The AAGBI
guidance 28 on the 2003 consultant contract does include
‘multi-disciplinary meetings about direct patient care’ as an
example of direct clinical care to be included in a consultants
programmed activities (PA). However anaesthetists often attempt to ﬁt MDT attendance around operating lists, when
time allows. Further guidance from the College and Association
may be necessary to ensure MDT meeting attendance is
formalised.
The perioperative medicine MDT will be resource heavy. In
order to be sustainable in the current NHS, newly introduced
pathways must demonstrate improvements by measurable
metrics, as we have discussed and also ultimately lead to cost
savings. This will, however, probably require considerable investment in infrastructure before such improvements are seen.
Appropriate piloting of such schemes will be necessary before
their widespread introduction.
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Conclusion
Multidisciplinary team working and the perioperative MDT
meeting have been promulgated by the Royal College of Anaesthetists as the future of perioperative medicine. The use of the
MDTM within other specialties has been subject to much criticism. Despite this we propose that it may be useful methodology
for the multimorbid, frail perioperative patient and is worthy of
more formal investigation within the perioperative arena. The
perioperative MDT will need careful construction, learning lessons from the development of MDT in other specialties, to ensure
that it is both efﬁcacious and efﬁcient.
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