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1. Introduction

This report presents an abridged version of the full Diagnostic Report for the VICS MDM Quality
Program: Tools and processes project. It has been developed to provide a concise overview of the
key insights and themes identified through the focused assessment phase.

The report highlights the principal messages emerging from clinician engagement, including the
common descriptors used by clinicians to define a high-quality multidisciplinary meeting (MDM). It
also summarises the key findings related to current MDM practices, alongside the overarching
conclusions drawn from the analysis.

Finally, the report outlines the proposed next steps for the project as it transitions into the solution
design phase, ensuring continued collaboration with stakeholders and a clear pathway toward
strengthening MDM quality and consistency across Victoria. The full report is available on request.

2. Key messages/executive summary

As part of the broader program of statewide MDM work, the Victorian Integrated Cancer Services
(VICS) is currently undertaking the MDM Quality program: tools and processes project. This project
aims to address the increasing pressure on cancer services caused by rising patient volumes,
limited resources and constrained funding.

Between early December 2025 and early February 2026, VICS staff undertook a series of focused
assessments at health sites across Victoria to collect and analyse variations in current MDM
practices. A total of 75 clinicians participated in the focused assessments. which examined
examples of efficiencies and methods in use, approaches to minimum data collection, and
commonly experienced challenges and barriers.

Timing of the delivery of the focused assessment impacted the ability of some clinicians to
participate, however response and participation by the MDM teams contacted was high.

Focused assessment highlights (2025-2026)

= Focused assessment participants demonstrated high levels of commitment to delivering
quality MDM discussions for patients with new and recurrent diagnosis of cancer

= MDMs demonstrate strong alignment with core quality principles, particularly in practice
and clinical discussion.

= Broad multidisciplinary engagement is evident, with 59% of MDMs reporting strong
participation beyond core membership.

= Coordination and administration are critical enablers, with 30% of participants
highlighting the importance of a dedicated MDM coordinator.

» Practice and process improvement remains the primary priority (72%), alongside improved
funding and data collection.

* There is strong interest in strengthening data quality, outcome monitoring and reporting
to support continuous improvement.

= Key efficiencies noted included prioritising the meeting agenda and processes for noting
patients, however, some clinicians noted difficulties in sustaining changes aimed at
improving MDM efficiency. Focused assessment participants were motivated to learn new
sustainable methods of improving efficiency of MDM delivery.



Key findings from the focused assessments include:

Governance

Governance arrangements for MDMs are variably implemented, with moderate evidence of
formal structures and reporting, but low currency and consistency of supporting
documentation.

There is variation in consent processes and understanding of consent requirements across
sites.

There were concerns that changes to the preferred verbal consent process (i.e. to a written
patient consent form) would significantly impact the clinician’s existing time and resources.
The 2018 Victorian cancer multidisciplinary team meeting quality framework (the Quality
framework) shows limited alignment with more contemporary clinical governance
frameworks such as those from Safer Care Victoria. Improvements in content around
governance guidance could impact consistent application.

Respondents presented as keen to ensure governance processes and documentation were
relevant and fit for purpose, providing insight into their needs for identification of baseline
delivery and structure.

Monitoring

Participation in formal monitoring of MDM quality is low, despite moderate awareness of the
Quality framework

The length and complexity of the Quality framework was highlighted as a key barrier to use
in free text fields.

There is limited clarity on standards, performance indicators and monitoring expectations,
resulting in variable and largely informal monitoring practices.

Statewide monitoring is not routine or integrated, presenting an opportunity for standardised
indicators and reporting.

Practice and process

There was variation in the way MDMs were funding across health sites although NWAU was
more likely to be used in regional settings; some MDMs have no formal funding structure
MDMs were more likely to be fortnightly in regional health sites and metro MDMs were more
likely to be conducted weekly.

Time allocated per MDM per week is lower in regional health services.

Significant variation exists in MDM delivery models, particularly across metropolitan sites
(e.g. software, referral timing, and outcome distribution).

Late referrals to MDMs are common but may be required to meet key Optimal Care Pathway
time points. Late referrals may impact MDM delivery and clinical decision-making due to
increased workflow needs.

Regional MDMs demonstrate more consistent referral processes, training and use of
standardised practices.

Limited storage of MDM summaries in medical records highlights gaps in documentation and
continuity of care.

The Quality framework was identified as difficult to operationalise due to a lack of practical
tools and end-to-end process guidance.

Efficiency

Focused assessment participants identified unsustained attempts to improve MDM efficiency
and were highly motivated to learn more.

Regional MDMs demonstrate stronger approaches to capacity management, agenda
management and use of noting, supporting efficiency.



Metropolitan MDMs show lower uptake of practices known to improve efficiency, such as
structured noting and patient prioritisation.

Regional MDMs were more likely to apply a limit to the number of patients referred for
discussion.

Compared to metro MDMs the limit was lower on average and more likely to be exceeded in
regional MDMs.

Leadership from effective MDM chairs supports efficiency, but evidence of structured
guidance is limited.

The Quality framework provides minimal guidance on streamlining, protocols or alternative
delivery models, limiting its use in efficiency improvements.

Innovation

Low levels of innovation are evident in MDM governance, monitoring and delivery.
Changes implemented to improve capacity are often ad hoc and not sustained.

There is limited use of protocols, evaluation or implementation research to support new
approaches.

Opportunities identified in the Quality framework (e.g. patient prioritisation, automatic MDM
registration) remain largely unimplemented.

Other considerations

Time, resource and funding constraints are consistently identified as major barriers to quality
MDM delivery.

Technology limitations affect meeting delivery, data capture and monitoring across all stages
of the MDM lifecycle.

Variable understanding of MDM requirements (including consent, data capture and quality
monitoring) exists across craft groups, indicating a need for clearer guidance and education.



3. Words or phrases used to describe quality
MDM?

Focused assessment participants were asked for words and phrases which they felt best described
a quality MDM.

Good technology

Educational
Accurate Timely
Nalleaai: Relevant

E'H'lClent Comprehensive
e QPN discussion

Expertise COIIaboratlve
Optimal care

Resources

4. Conclusion

The diagnostic phase of the VICS MDM Quality Program (2025-2026) explored current MDM tools,
processes, and frameworks through focused assessments, a Quality framework review, and a
literature scan. Insights from 27 MDMs across Victoria highlight a strong commitment from clinicians
and good alignment with core quality principles, supported by broad multidisciplinary involvement.

Overall, MDMs are delivering valuable clinical discussions; however, opportunities exist to
strengthen consistency in governance, documentation, and quality monitoring. While governance
structures are often in place, their application varies and documentation is not always current.
Consent processes are generally understood but differ in practice, with some uncertainty around
expectations.

Quality monitoring is an area for development, with limited use of the existing Quality framework.
Barriers such as length, usability, and clarity have impacted its practical application, and current
measures tend to focus more on activity levels than on quality outcomes.

In terms of delivery, MDMs are resource-intensive and practices vary across regions. While there
have been efforts to improve efficiency, these have not always been sustained, and there is an
opportunity to adopt more structured and consistent approaches. Encouragingly, there is strong
interest among participants in improving data quality, monitoring, and overall efficiency, despite
ongoing challenges related to time, resourcing, and technology.



5. Next Steps

The project is now moving into the solution design phase, focusing on continued stakeholder
engagement and collaborative development of practical quality improvements. This will include
prioritising key opportunities, co-designing solutions with clinicians, and developing updated tools
and frameworks. A structured change management approach will support implementation, helping
to ensure alignment and sustainable improvements across the sector.



