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ABSTRACT

Background: Multidisciplinary Tumor Boards (MDT) are used to obtain input regarding cancer man-
agement. This study assessed the impact of our institutional Endocrine MDT.

Methods: MDT notes on patients with thyroid cancer treated during 2012—2018 were abstracted
retrospectively from the electronic medical record. Management change (MC) was prospectively
collected by the MDT coordinator. Biannual evaluations reviewed the impact of the MDT as observed by
attendees.

Results: MC was recommended in 47 (15%) of 286 presentations, with additional imaging being the most
frequent (43%). Presentation of recurrences were more likely to result in MC (24% vs. 13% initial,
p = 0.03). Overall, 98% of attendees found the conference exceeded educational expectations. About 24%
reported intending to use a more evidence/guideline-based approach after attending and this trend
increased over time (p = 0.002).

Conclusion: MDT presentations led to a higher rate of MC particularly in recurrent TC patients and
increased evidenced-based practice for attendees.

Thyroid imaging
Multidisciplinary

© 2021 Published by Elsevier Inc.

Introduction

Multidisciplinary Tumor Boards (MDT) are frequently used fo-
rums for presenting patients with various cancers for input
regarding management. The idea of an MDT to discuss the care of
cancer patients was first developed in 1975 and has expanded
significantly since that time.! A MDT generally consists of several
health care specialists including surgeons, oncologists, radiologists,
pathologists, nursing providers as well as other specialized support
staff such as nutritionists and genetic counsellors who meet with
the intent of discussing and coordinating the care of cancer pa-
tients.” MDT have been shown to result in changes in management
as well as improved patient and clinician satisfaction, and may also
improve survival.?

Cancer care is complex and varies widely based on cancer type.
Additionally, advances are continually made, and guidelines are

adjusted to reflect these new developments. The utility of MDT has
been shown recently in a variety of different cancer types, including
pancreatic cancer, colorectal cancer, gynecological tumors, lung
cancer, head and neck squamous cell cancers, and breast cancer.’ ™
MDT have been shown to identify and improve specific quality
markers based on the type of cancer discussed. As an example,
Quero et al. identified that MDT resulted in a change in the
resectability status of 29.7% of pancreatic cancers discussed.'” For
rectal cancer patients, Richardson et al. identified that MDT
improved the completeness of total mesorectal excision." In pa-
tients with breast cancer, MDT have been shown to result in
avoidance of immediate surgery, alteration of the type of surgery
performed and may also result in the identification of new suspi-
cious breast lesions.’

Thyroid cancer is the 12th most common cancer in the United
States, with approximately 50,000 new cases diagnosed each year,
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and the rate of new cases has increased over the last 15 years from 8
persons per 100,000 in 2000 to almost 15 persons per 100,000 in
2015."% Guidelines for management of thyroid cancers are largely
based on large cohort studies, as few prospective randomized
control trials have been completed.'® Therefore, decisions in man-
agement, such as use of radioactive iodine, can be a challenge'® and
we hypothesize that discussions regarding treatment of thyroid
cancer in a multi-disciplinary setting is likely to result in changes in
treatment decisions.

An Endocrine MDT was initiated in 2012 at our tertiary care
institution for physicians to present and discuss clinical cases of
cancer of the endocrine system, recent guidelines, and provide a
learning opportunity for trainees. This MDT includes physicians of
many specialties including Endocrine Surgeons, Endocrinologists,
Radiologists, Pathologists, and a variety of trainees such as resi-
dents and fellows. The aim of this study is to assess the Endocrine
MDT at our NCI-designated Comprehensive Cancer Center for al-
terations in management on thyroid cancer cases based on MDT
recommendations, and review its impact for attendees.

Materials and methods

The conduct of this study was approved by the University of
Iowa Institutional Review Board. The study population was
comprised of all patients with thyroid carcinoma presented at our
bimonthly institutional Endocrine MDT from July 2012 through
April 2018. All operative cases were presented at the tumor board
after surgery to review final pathology and discuss additional
treatment, if indicated. Pre-operative case presentation was at the
discretion of treating physicians. In addition, any case needing
input during follow up could be listed.

The primary outcome of the study was the incidence of change
in management after presentation at MDT. Secondary outcomes
included patient characteristics associated with higher likelihood
of change in management and evaluation of the frequency of
various types of change in management. In addition, secondary
outcomes encompassed attendee perception of the usefulness of
MDT as well as any changes in their clinical practice as a result of
MDT. Clinicopathologic data were abstracted on 286 MDT pre-
sentations for 284 patients. Pathologic features reviewed included
histology, focality, laterality, pathologic size, extra-thyroidal
extension (ETE), margin status, lymphovascular invasion (LVI),
perineural invasion (PNI), pathologic stage, and lymph node status.
Details regarding any recommended changes in management
(diagnostic tests and/or treatment) made by the MDT were also
noted. American Thyroid Association Risk Stratification was calcu-
lated and was defined as high if the patient had T4, gross ETE,
positive margins indicating incomplete resection, or distant
metastasis; intermediate for T3 disease, >5 involved lymph nodes,
or positive for LVI; and low if none of these features were present.'*
Risk stratification was not completed if all the needed variables
were unavailable.

Attendance records were reviewed to determine the typical
groups of providers comprising the Endocrine MDT. The Center for
Continuing Medical Education requires Endocrine MDT attendees
to complete a survey biannually to evaluate its effectiveness. The
survey includes a series of questions regarding frequency of
attendance, recommended changes to the MDT, barriers to these
changes, overall rating of the instructional process, and whether or
not attendees felt the Endocrine MDT would improve their patient
care and teaching. Response data from these evaluations were also
collected when the MDT became CME-accredited starting in 2014
through 2018 to review the impact of the Endocrine MDT on patient
care as perceived by attendees.

Statistical analysis: All analyses were performed using SAS
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(Cary, North Carolina). Chi-squared and Fisher's exact tests were
used to determine the effects of clinicopathologic features on
management change. Multivariate regression analysis was per-
formed to determine which factors were independent predictors of
management changes. P-values of <0.05 were considered statisti-
cally significant.

Results
Tumor board and patient care

Over the 6-year study period, 286 presentations of 284 patients
with thyroid carcinoma were identified and cases were reviewed.
The final study group was comprised of 70% women and 6.7% pe-
diatric patients (<18 years old based on the American Thyroid As-
sociation guidelines). Most patients (73%) had Stage I or II thyroid
carcinomas. The majority were papillary thyroid cancers (83.2%)
(Table 1).

Management change was recommended in 49 (15%) of MDT
presentations, with additional imaging being the most frequently
recommended alteration (42.5%), as shown in Table 2. Recom-
mended imaging included chest computed tomography (CT) scan,
radioactive iodine scan, PET/CT, MRI, or ultrasound. Of these pa-
tients 60% had additional imaging recommended to assess for
metastatic disease, 25% had additional imaging of the neck
(including ultrasound and CT scan), and 15% had an increased fre-
quency of imaging surveillance. Two of the 12 (17%) of patients who
underwent additional imaging for metastatic disease were actually
found to have it and the findings changed patient management.
MDT resulted in a change in the decision regarding administration
of radioactive iodine therapy (RAI) in 17% (n = 8) of patients. Of
these 8 patients, 5 had RAI recommended when it had not been
previously, and in 3 patients the decision was made against RAI
when it had been previously recommended. Additionally, after
discussion at MDT, for 14.9% of patients the decision was made to
pursue surveillance only rather than pursue additional therapy
options. Less common changes in recommendations included
additional tests such as FNA, labs, additional biopsy to clarify pa-
thology, BRAF testing, as well as changes in management including
TSH suppression and surgery.

Patients in whom a management change was made were
reviewed and clinicopathologic factors were compared with pa-
tients who did not have a management change based on tumor
board discussion. There was no difference in age at diagnosis (adult
or pediatric) or sex between the two groups of patients. Additional
clinicopathologic variables such as extrathyroidal extension (ETE),
lymphovascular invasion, margin status, tumor focality, laterality
and perineural invasion were also not associated with management
alterations, as indicated in Table 1. T-stage, nodal status and overall
stage were also similar between the two groups of patients. Time of
presentation at MDT, i.e. at initial diagnosis compared to evaluation
of recurrent disease, however, was significantly (p = 0.03) different
between the groups with recurrent disease resulting in a high rate
of change in management (24% of recurrent cases [13/54 cases] vs.
12.5% of cases for patients at initial diagnosis[29/232 cases]).

Evaluation of tumor board by attendees

Review of attendance records demonstrated that over the study
period, 68.7% of the attendees were faculty and 31.3% were trainees,
including fellows and residents. Surgeons comprised 20.2% of fac-
ulty attendees and specialized in both Endocrine Surgery and
Otolaryngology. Of the entire cohort of attendees, 22% were en-
docrinologists and 29% were radiologists (both Body Imaging and
Nuclear Medicine, the former due to the fact that at our institution,
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Table 1
Demographic and clinicopathologic features of patients presented at Endocrine MDT during the study period.
Change in management No change in management p-value
N =42 N =244
N % N %
Age of diagnosis (n = 286) * 1
<18 years 2 4.7% 21 8.6%
>18 years 40 95.2% 227 93%
Sex (n = 286) 0.48
Male 14 33.3% 69 28.3%
Female 28 66.7% 175 71.7%
T-Stage (n = 271) 0.50
T1 16 38.1% 108 44.3%
T2 3 7.1% 40 16.4%
T3 16 38.1% 81 33.2%
T4 1 2.4% 6 14.3%
ATA Risk Stratification (n = 275) 0.085
Low 13 31.0% 104 42.6%
Intermediate 12 28.5% 84 34.4%
High 11 26.2% 51 20.9%
Focality (n = 269) 0.48
Unifocal 21 50% 150 61.5%
Multifocal 15 35.7% 83 34%
Laterality (n = 273) 0.71
Right 11 26.2% 89 36.5%
Left 11 26.2% 73 30%
Bilateral 14 33.3% 69 28.3%
Isthmus 1 2.4% 5 2%
Extrathyroidal extension (n = 255) 0.42
Negative 21 50% 152 62.3%
Positive 13 31% 69 28.3%
Nodal status (n = 195) 0.23
Negative 10 23.8% 80 32.8%
Positive 18 42.9% 87 35.7%
Lymphovascular invasion (n = 251) 0.18
Negative 18 42.9% 145 59.4%
Positive 15 35.7% 73 30%
Perineural invasion (n = 228) 0.86
Negative 27 64.3% 187 76.6%
Positive 2 4.7% 12 4.9%
Margins (n = 264) 0.24
Negative 24 57.1% 183 75%
Positive 10 23.8% 47 19.3%
Overall Stage (n = 270)** 0.87
I 23 54.8% 159 65.2%
1l 1 2.4% 13 5.3%
111 9 21.4% 47 19.3%
IVA 3 7.1% 15 6.1%
Ve 0 0.0% 3 1.2%
Number of Presentations (n = 286) 0.37
1st 35 83.3% 214 87.8%
2nd 6 14.3% 28 11.5%
3rd 1 2.4% 2 0.8%
Initial diagnosis vs. Evaluation for recurrent disease (n = 286) 0.03f
Initial 29 69% 203 83.2%
Recurrent 13 31% 41 16.8%

The N listed for each variable is listed to account for those cases with missing variables. *Cut off age of 18 was considered based on the American Thyroid Association
recommendation; **No stage IVB cases were observed. Stage represents AJCC staging at diagnosis (versions 6—8 were used); 'Statistically significant.

ultrasonography falls within the Division of Body Imaging)

A total of 91 evaluations were reviewed. Overall, 54/91 CME
evaluation responses (59.3%) indicated regular attendance at MDT
(>50%) and 99% of attendees indicated that the MDT helped them
improve their patient care and teaching, as shown in Table 3. In
terms of the categories of changes or improvement planned by
providers, 28.9% of attendee responses indicated management
changes (including additional laboratory or genetic testing,
chemotherapy, thyroid replacement, and radioactive iodine use)
and 21% planned changes in imaging work-up based on attending
tumor board, as summarized in Table 4. Lastly, a total of 26% of
survey responses indicated that the provider “intended to use a
more evidenced-based, guideline or multidisciplinary approach

after attending MDT” and this trend increased over the study
period (p = 0.002) (Fig. 1).

Discussion

To the best of our knowledge, this study is the first to assess
management changes in patients presented to an Endocrine MDT
with additional provider outlook on the MDT and how it influences
their patient care. While many studies in the past have shown the
importance of MDT on patients’ cancer care and outcome,?>%%!!
few have addressed thyroid cancer MDT specifically. One such
study by Moore et al., demonstrated that the implementation of a
MDT resulted in a decrease in the use of high dose RAL'> While our
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Table 2
Categories of recommended management changes from MDT.
Type of change* Total (N) %
Additional imaging 20 425
Increased frequency of imaging surveillance 3 6.3
Additional neck imaging 5 10.6
Additional imaging for metastatic disease 12 255
Additional labs 4 8.5
Additional pathology 1 21
Additional testing 1 2.1
Fine Needle Aspiration 1 21
Genetic counseling 1 21
TSH suppression 2 4.2
RAI related decision making 8 17.0
RAI recommended 5 10.6
RAI no longer recommended 3 6.3
Surgery 2 4.2
Surveillance 7 149

*total N = 47 changes (in 42 patients) due to multiple recommended management
changes by the MDT.

Table 3
Evaluation of Endocrine MDT by attendees from 2014 to 2018.
N =91 %
Position of evaluator
Faculty 70 76.9
Fellow 20 22.0
Resident 1 1.1
Frequency of attendance
>50% of meetings 54 59.3
30—-50% of meetings 30 33.0
Rarely/Never 7 7.7
Presentations balanced and free of commercial bias?
Yes 91 100
No 0 0

Educational Series will improve patient care and/or teaching

Yes 920 98.9
Not Sure 1 1.1
No 0 0

study did result in a change to RAI treatment recommendations
(17%), the most frequently recommended management change was
additional imaging (42.5%). We did not examine changes to RAI
dosing.

Our findings are in contrast to other studies examining malig-
nancies other than thyroid cancer that demonstrate more frequent
changes in surgical management after MDT presentation and dis-
cussion.>®~!! Foster et al. reviewed the MDT recommended
changes for breast cancer patients presented across Alberta, Can-
ada. Similar to our endocrine MDT, the patients’ clinical histories
and relevant pathology and imaging were reviewed to assist with
decision making.” Their results demonstrated a 41% change in
management, with the majority being surgery-based. Our study,
however, showed a much smaller surgery-based change in man-
agement (4.2%). When examining all cancer types, previous sys-
tematic reviews showed management changes ranging from a low
of 2% to as high as 55% of cases after presentation at MDT.'®!” Our

Table 4
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Fig. 1. Trend over time of faculty, fellows and residents reporting by free response
using a more evidenced, guideline or multidisciplinary based approach in the personal
care of their patients after attending Endocrine MDT.

study specifically examining thyroid cancer is in keeping with the
lower end of these numbers. Tumor types with lower rates of
management change in these studies included urological cancer'®
and gynecological cancer,'® whereas high rates of change were
often seen in MDT for breast cancer,’>?! suggesting that rate of
change may be specific to the type of cancer discussed, as man-
agement strategies and guidelines vary widely between different
cancer types. Moreover, direct comparisons are difficult due to the
variety of tumor types, and variable definitions of what is meant by
“management change”.

In our study, management changes were more common in the
evaluation of recurrent disease. This is not entirely unexpected, as
recurrent disease will by definition be associated with more
complicated decision-making. Additional imaging optimizes not
only the ability to diagnose recurrent disease, but also facilitates the
discussion for additional treatment, such as surgery and subse-
quent operative planning.

A major strength of the present study is that it also offers a
unique perspective regarding the value of MDT from the attendees'
standpoint. Other investigators have reviewed attendee opinions
on MDT and found the top advantages for providers to be support
for patient management and competence development.’? Howev-
er, their study did not review the changes in patients' management
as a result of the MDT presentation. By comparison, in our study
98% of attendee responses indicated that this MDT improved their
patient's care. In addition, almost 75% of survey responses indicated
that attendees made some sort of change to the management of
their patients as a result of presenting them at MDT.

Our study does have some important limitations. Firstly, it is a
retrospective review of MDT documentation and charts to deter-
mine changes in management. To address this, our MDT notes now
have a section to specifically capture what the management change
was. In addition, although every effort is made to review all cases of
thyroid cancer undergoing surgery at our institution, this review

Category of changes or improvements in the care of patients due to Endocrine MDT recommendations and perceived barriers related to making the

changes from evaluations in 2014—2018.

Changes or improvements in the care of patients N =91 %
Management related® 26 289
Imaging work-up 19 21.1
Use of a more evidenced, guideline or multidisciplinary based approach 22 244
None or no response 24 26.4

¢ Management changes included laboratory or genetic testing, chemotherapy, thyroid replacement, radioactive iodine use.

4
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does not include every patient treated at our hospital but not un-
dergoing surgery. In addition, our findings, although applicable to
other NCI-designated cancer centers, may not be generalizable to
other types of practices. Although the frequency of management
changes in the present study were similar to those reported in the
literature for other MDT, its retrospective nature and lack of
consistent information regarding follow up limited our ability to
determine if the changes actually resulted in an improvement in
patient care and outcomes. While some investigators have shown
that travel to academic centers (more likely to be associated with
NCI-designated comprehensive cancer centers and have cancer
type-specific tumor boards) is more likely to result in care consis-
tent with published guidelines for thyroid cancer,”®> additional
prospective studies are needed in the future to address the question
regarding outcomes.

Conclusion

The implementation of a MDT board for the care of patients with
thyroid cancer is feasible and resulted overall in a change in man-
agement in 15% of patients. Management change was more com-
mon in recurrent cases, likely due to the greater complexity of care
these patients require. Overall, attendees reported positive expe-
riences with the tumor board and an increased use of a more evi-
dence or guideline-based approach to the care of their patients over
the time course of the study.

Funding

A.C.B. was supported by the NIH grant T32CA148062.
Declaration of competing interest

No authors have any personal or financial interests to disclose.

References

1. Murphy ML. The multidiscipline team in a cancer center. Cancer. Mar
1975;35(3 suppl):876—883. https://doi.org/10.1002/1097-0142(197503)35:
3+<876::aid-cncr2820350705>3.0.co;2-8.

2. Specchia ML, Frisicale EM, Carini E, et al. The impact of tumor board on cancer
care: evidence from an umbrella review. BMC Health Serv Res. Jan 31.
2020;20(1):73. https://doi.org/10.1186/s12913-020-4930-3.

3. Rao B, Syed A, Singh S, et al. Performance of a multidisciplinary pancreatic
cancer conference in predicting and managing resectable pancreatic cancer.
Pancreas. Jan 2019;48(1):80—84. https://doi.org/10.1097/
mpa.0000000000001209.

4. loannidis A, Konstantinidis M, Apostolakis S, Koutserimpas C, Machairas N,
Konstantinidis KM. Impact of multidisciplinary tumor boards on patients with
rectal cancer. Mol Clin Oncol. Aug 2018;9(2):135—137. https://doi.org/10.3892/
mco.2018.1658.

5. Wanis KN, Pineda-Solis K, Tun-Abraham ME, et al. Management of colorectal
cancer with synchronous liver metastases: impact of multidisciplinary case
conference review. Hepatobiliary Surg Nutr. Jun 2017;6(3):162—169. https://
doi.org/10.21037/hbsn.2017.01.01.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

The American Journal of Surgery xxx (XXxx) xXx

. Lee B, Kim K, Choi JY, et al. Efficacy of the multidisciplinary tumor board

conference in gynecologic oncology: a prospective study. Medicine (Baltim). Dec
2017;96(48), e8089. https://doi.org/10.1097/md.0000000000008089.

. Tamburini N, Maniscalco P, Mazzara S, et al. Multidisciplinary management

improves survival at 1 year after surgical treatment for non-small-cell lung
cancer: a propensity score-matched study. Eur | Cardio Thorac Surg. Jun 1
2018;53(6):1199—1204. https://doi.org/10.1093/ejcts/ezx464.

. Liu JC, Kaplon A, Blackman E, Miyamoto C, Savior D, Ragin C. The impact of the

multidisciplinary tumor board on head and neck cancer outcomes. Laryngo-
scope. Apr 2020;130(4):946—950. https://doi.org/10.1002/lary.28066.

. Foster TJ, Bouchard-Fortier A, Olivotto IA, Quan ML. Effect of multidisciplinary

case conferences on physician decision making: breast diagnostic rounds.
Cureus. Nov 24 2016;8(11):e895. https://doi.org/10.7759/cureus.895.

Quero G, Salvatore L, Fiorillo C, et al. The impact of the multidisciplinary tumor
board (MDTB) on the management of pancreatic diseases in a tertiary referral
center. ESMO Open. Feb 2021;6(1):100010. https://doi.org/10.1016/
j.esmoop.2020.100010.

Richardson B, Preskitt |, Lichliter W, et al. The effect of multidisciplinary teams
for rectal cancer on delivery of care and patient outcome: has the use of
multidisciplinary teams for rectal cancer affected the utilization of available
resources, proportion of patients meeting the standard of care, and does this
translate into changes in patient outcome? Am J Surg. Jan 2016;211(1):46—52.
https://doi.org/10.1016/j.amjsurg.2015.08.015.

National Cancer Institute Surveillance E, and End Results Program. Cancer stat
facts: thyroid cancer. March 23rd 2021 https://seer.cancer.gov/statfacts/html/
thyro.html.

Network NCC. NCCN guidelines for thyroid cancer. March 23rd 2021 https://
seer.cancer.gov/statfacts/html/thyro.html.

Haugen BR, Alexander EK, Bible KC, et al. American Thyroid Association
management guidelines for adult patients with thyroid nodules and differen-
tiated thyroid cancer: the American Thyroid Association guidelines task force
on thyroid nodules and differentiated thyroid cancer. Thyroid. 2015;26(1):
1-33. https://doi.org/10.1089/thy.2015.0020, 2016 Jan 1.

Moore MD, Postma E, Gray KD, et al. Less is more: the impact of multidisci-
plinary thyroid conference on the treatment of well-differentiated thyroid
carcinoma. World ] Surg. Feb 2018;42(2):343—349. https://doi.org/10.1007/
s00268-017-4308-9.

Pillay B, Wootten AC, Crowe H, et al. The impact of multidisciplinary team
meetings on patient assessment, management and outcomes in oncology
settings: a systematic review of the literature. Canc Treat Rev. Jan 2016;42:
56—72. https://doi.org/10.1016/j.ctrv.2015.11.007.

El Saghir NS, Keating NL, Carlson RW, Khoury KE, Fallowfield L. Tumor boards:
optimizing the structure and improving efficiency of multidisciplinary man-
agement of patients with cancer worldwide. Am Soc Clin Oncol Educ Book. 2014:
e461—e466. https://doi.org/10.14694/EdBook_AM.2014.34.e461.

Acher PL, Young AJ], Etherington-Foy R, McCahy PJ, Deane AM. Improving
outcomes in urological cancers: the impact of "multidisciplinary team meet-
ings. Int J Surg. 2005;3(2):121—123. https://doi.org/10.1016/].ijsu.2005.06.006.
Cohen P, Tan AL, Penman A. The multidisciplinary tumor conference in gyne-
cologic oncology-does it alter management? Int | Gynecol Canc. Dec
2009;19(9):1470—1472. https://doi.org/10.1111/IGC.0b013e3181bf82df.
Newman EA, Guest AB, Helvie MA, et al. Changes in surgical management
resulting from case review at a breast cancer multidisciplinary tumor board.
Cancer. Nov 15 2006;107(10):2346—2351. https://doi.org/10.1002/cncr.22266.
Chang JH, Vines E, Bertsch H, et al. The impact of a multidisciplinary breast
cancer center on recommendations for patient management: the University of
Pennsylvania experience. Cancer. Apr 1 2001;91(7):1231—-1237. https://
doi.org/10.1002/1097-0142(20010401)91:7<1231::aid-cncr1123>3.0.co;2-k.
Rosell L, Alexandersson N, Hagberg O, Nilbert M. Benefits, barriers and opinions
on multidisciplinary team meetings: a survey in Swedish cancer care. BMC
Health Serv Res. Apr 5. 2018;18(1):249. https://doi.org/10.1186/s12913-018-
2990-4.

White MG, Applewhite MK, Kaplan EL, et al. A tale of two cancers: traveling to
treat pancreatic and thyroid cancer. ] Am Coll Surg. 2017 Jul 1;225(1):125—136.
https://doi.org/10.1016/j.jamcollsurg.2017.02.017.


https://doi.org/10.1002/1097-0142(197503)35:3&plus;<876::aid-cncr2820350705>3.0.co;2-8
https://doi.org/10.1002/1097-0142(197503)35:3&plus;<876::aid-cncr2820350705>3.0.co;2-8
https://doi.org/10.1002/1097-0142(197503)35:3&plus;<876::aid-cncr2820350705>3.0.co;2-8
https://doi.org/10.1186/s12913-020-4930-3
https://doi.org/10.1097/mpa.0000000000001209
https://doi.org/10.1097/mpa.0000000000001209
https://doi.org/10.3892/mco.2018.1658
https://doi.org/10.3892/mco.2018.1658
https://doi.org/10.21037/hbsn.2017.01.01
https://doi.org/10.21037/hbsn.2017.01.01
https://doi.org/10.1097/md.0000000000008089
https://doi.org/10.1093/ejcts/ezx464
https://doi.org/10.1002/lary.28066
https://doi.org/10.7759/cureus.895
https://doi.org/10.1016/j.esmoop.2020.100010
https://doi.org/10.1016/j.esmoop.2020.100010
https://doi.org/10.1016/j.amjsurg.2015.08.015
https://seer.cancer.gov/statfacts/html/thyro.html
https://seer.cancer.gov/statfacts/html/thyro.html
https://seer.cancer.gov/statfacts/html/thyro.html
https://seer.cancer.gov/statfacts/html/thyro.html
https://doi.org/10.1089/thy.2015.0020
https://doi.org/10.1007/s00268-017-4308-9
https://doi.org/10.1007/s00268-017-4308-9
https://doi.org/10.1016/j.ctrv.2015.11.007
https://doi.org/10.14694/EdBook_AM.2014.34.e461
https://doi.org/10.1016/j.ijsu.2005.06.006
https://doi.org/10.1111/IGC.0b013e3181bf82df
https://doi.org/10.1002/cncr.22266
https://doi.org/10.1002/1097-0142(20010401)91:7<1231::aid-cncr1123>3.0.co;2-k
https://doi.org/10.1002/1097-0142(20010401)91:7<1231::aid-cncr1123>3.0.co;2-k
https://doi.org/10.1186/s12913-018-2990-4
https://doi.org/10.1186/s12913-018-2990-4
https://doi.org/10.1016/j.jamcollsurg.2017.02.017

	Influence of endocrine multidisciplinary tumor board on patient management and treatment decision making
	Introduction
	Materials and methods
	Results
	Tumor board and patient care
	Evaluation of tumor board by attendees

	Discussion
	Conclusion
	Funding
	Declaration of competing interest
	References


