Supplementary Materials

Methodology S1.Mapping review

The mapping review can map out and categorize existing literature and identify gaps
from which further primary research can be planned to fill.

PICO - Multidisciplinary team (MDT) overall role

e PICO question: In patients with unresectable stage IIl NSCLC who receive
chemoradiation treatment, does management with a multidisciplinary
team improve outcomes?

e P:NSCLC stage III receiving chemoradiation

e I:MDT

e C:noMDT

e O: death, progression-free survival, time to progression, quality of
life, chemoradiation complications, chemotherapy-related
complications, chemotherapy deaths, radiotherapy-related
complications, radiotherapy-related deaths, severe adverse events,
adverse events, pneumonitis, esophagitis, neutropenia,
immunotherapy treatment, duration of chemotherapy, duration of
radiotherapy, dose of chemotherapy, dose of radiotherapy, dose of
immunotherapy, patient management, EAs surveillance.

The literature review was reported according to the AMSTAR and the 2009 Preferred
Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) guidelines.

A total of 760 papers were retrieved. After eliminating 259 duplicates, the remaining 501
titles and abstracts were independently screened by two authors for eligibility. Inclusion
and exclusion criteria were applied after full texts were obtained from potentially
relevant papers. Included articles should be in concordance with the PICO question
topics (Supplement 1) and be either a systematic review, meta-analysis, randomized
controlled trial, or comparative observational study.

Additionally, topic-related keywords were Google-searched along with national and
international Oncology Societies and Health Institutions websites. References of the
included papers were also verified to identify additional studies, and the related articles
function was used. In total, 16 articles were included in this literature review.



[ Identification of studies via databases and registers ]

c
2 Records removed before
:é: Records identified from*: »| screening:
£ Databases (n = 760) Duplicate records removed
i (n =259)
\ 4
Records screened Records excluded™
—>
(n=1501) (n = 407)
\ 4
Reports sought for retrieval Reports not retrieved
—>

=] (n=94) (n=0)
£
a v

Reports assessed for eligibility »| Full-text articles excluded for not

(n=94) being in concordance with the

PICO question topics and not
being either a randomized
controlled trial, comparative
observational study (n = 78)

Studies included in review
(n=16)

Included

Figure S1. PRISMA flow chart of search strategy divided by
identification, screening, eligibility, and inclusion.

Methodology S2.Search strategy

Databases: Cochrane Library, EMBASE, Lilacs, Pubmed, Web of Science
Search date: May 18th, 2023

Total: 760

Duplicates: 259

After removing duplicates, 501

Cochrane - 20
#1 (chemoradiotherapy OR chemoradiation):ti,ab,kw - 9358
#2 MeSH descriptor: [Chemoradiotherapy] explode all trees - 2204



#3 #1 OR #2 - 9358

#4 "Non-Small Cell Lung Carcinoma" OR "Nonsmall Cell Lung Cancer" OR "Nonsmall
Cell Lung Cancer" : ti,ab,kw - 14613

#5 "carcinoma, nonsmall cell lung"[MeSH Terms] -5734

#6 #4 OR #5 - 15333

#7 Multidisciplinary OR Interdisciplinary OR Transdisciplinary :ti,ab,kw - 10346

#8 "interdisciplinary studies"[MeSH Terms] - 19

#9 #7 OR #8 - 10347

#10 #3 AND #6 AND #9 - 20

EMBASE - 522

('non small cell lung cancer'/exp OR 'carcinoma, non-small-cell lung"ti,ab,kw OR 'lung
cancer, non small cell':ti,ab,kw OR 'lung non small cell cancer":ti,ab,kw OR 'lung non
small cell carcinoma':ti,ab,kw OR 'non small cell lung cancer':ti,ab,kw OR non small
cell lung carcinoma'ti,ab,kw OR mnon-small-cell lung carcinoma':ti,ab,kw OR 'non
small cell cancer, lung':ti,ab,kw) AND (‘chemoradiotherapy'/exp OR
‘chemoradiation":ti,ab,kw OR 'chemoradiotherapy"ti,ab,kw OR
‘radiochemotherapy"ti,ab,kw) AND (‘'multidisciplinary team'/exp OR 'multi-
disciplinary team' OR 'multidisciplinary team' OR multidisciplinary OR
transdisciplinary OR interdisciplinary)

#1 'chemoradiotherapy'/exp OR 'chemoradiation':ti,ab,kw OR
‘chemoradiotherapy"ti,ab,kw OR 'radiochemotherapy:ti,ab,kw - 102.545

#2 'non small cell lung cancer'/exp OR 'carcinoma, non-small-cell lung"ti,ab,kw OR
Tung cancer, non small cell':ti,ab,kw OR 'lung non small cell cancer':ti,ab,kw OR 'lung
non small cell carcinoma':ti,ab,kw OR 'non small cell lung cancer":ti,ab,kw OR 'non
small cell lung carcinoma':ti,ab,kw OR 'mon-small-cell lung carcinoma'ti,ab,kw OR
‘non small cell cancer, lung":ti,ab,kw - 218.183

#3 'multidisciplinary team'/exp OR 'multi-disciplinary team' OR 'multidisciplinary
team' OR multidisciplinary OR transdisciplinary OR interdisciplinary - 424.736

#4 #1 AND #2 AND #3 - 522

Lilacs - 0 (recovered only from Medline)

(chemoradiotherapy OR chemoradiation OR quimiorradia¢do OR quimiorradioterapia)
AND ("Non Small Cell Lung Carcinoma" OR "Nonsmall Cell Lung Cancer" OR "Non
small Cell Lung Cancer" OR "Carcinoma Pulmonar de nao Pequenas Células" OR
"Carcinoma de Pulmao de Células nao Pequenas" OR "Carcinoma Pulmonar de Células
nao Pequenas" OR "Cancer Pulmonar de Células ndao Pequenas" OR "Carcinoma de
Pulmao de ndo Pequenas Células") AND (Multidisciplinary OR Interdisciplinary OR
Transdisciplinary OR multidisciplinar OR interdisciplinar OR transdisciplinar)

Pubmed - 128

("chemoradiotherapy"[Title/Abstract] OR "chemoradiation"[Title/Abstract] OR
"chemoradiotherapy"[MeSH Terms]) AND ("Non Small Cell Lung
Carcinoma"[Title/Abstract] OR "Nonsmall Cell Lung Cancer"[Title/Abstract] OR "Non
small Cell Lung Cancer"[Title/Abstract] OR "carcinoma, non small cell lung"[MeSH



Terms]) AND ("Multidisciplinary"[All Fields] OR "Interdisciplinary"[All Fields] OR
"Transdisciplinary"[All Fields] OR "interdisciplinary studies"[MeSH Terms])

#1 "chemoradiotherapy"[Title/Abstract] OR "chemoradiation"[Title/Abstract] OR
"chemoradiotherapy"[MeSH Terms] - 46,498

#2 "Non Small Cell Lung Carcinoma"[Title/Abstract] OR "Nonsmall Cell Lung
Cancer"[Title/Abstract] OR "Non small Cell Lung Cancer"[Title/Abstract] OR
"carcinoma, non small cell lung"[MeSH Terms] -96,498

#3 "Multidisciplinary"[All Fields] OR "Interdisciplinary"[All Fields] OR
"Transdisciplinary"[All Fields] OR "interdisciplinary studies"[MeSH Terms] - 282,944

#4 #1 AND #2 AND #3
Web of Science - 90

#1 TS=(chemoradiotherapy OR chemoradiation) - 53.173

#2 TS=("Non Small Cell Lung Carcinoma" OR "Nonsmall Cell Lung Cancer" OR "Non
small Cell Lung Cancer") - 102.930

#3 TS=(Multidisciplinary OR Interdisciplinary OR Transdisciplinary) - 238.730

#4 #1 AND #2 AND #3 109



Table S1.Nutritional and physical activity interventions

Dietary counseling and oral
nutritional supplement

Enteral and Parenteral
nutritional

Protein supplementation

Omega-3 fatty acids
supplementation

- Disease-specific ONS have a macro-and micronutrient composition adapted to the predicted needs of a specific disease like
lung cancer 8. ONS improves muscle mass and has a positive impact in cancer patient sarcopenia . A randomized controlled
trial (RCT) in head and neck cancer patients undergoing radiotherapy reported that ONS reduced 60% the need for changes
in scheduled anti-cancer therapy .. A meta-analysis among malnourished medical inpatients or patients at nutritional risk

reported that patients receiving nutritional support improved survival and nonelective hospital readmission rate [19°;

-. Many guidelines recommend the enteral route to be the first choice if oral nutrition remains inadequate after optimal
intervention (DC and ONS) 1s];

- Protein intake can be low, even in obese or overweight oncologic patients. A study revealed that 35% of obese or overweight
patients with lung and colorectal cancer consumed less than 1.0g/kg of daily protein. A cohort study in patients with stage III
colon cancer showed that a higher animal protein intake is associated with lower 7-year mortality ['°ll. These findings suggest
a benefit from a higher protein intake in the oncologic population;

- Whey protein supplementation as a nutritional intervention to reach the recommended protein intake during cancer treatment
has attracted increasing attention. A single-center randomized controlled trial with 166 malnourished advanced cancer patients
with mixed cancer types demonstrated that whey protein isolate supplementation (20g/day) during three months resulted in
improved body weight, muscle strength, and reduced risk of chemotherapy toxicities. The reduction was stronger for severe
(grade>3) adverse events ['®2. Despite the above-mentioned study, most literature assessing protein and amino acid intake have

focused on metabolic endpoints (e.g. protein synthesis) instead of clinical endpoints [1%;

- EPA and DHA are essential nutrients for humans 4. EPA/DHA reduces inflammation, promotes weight gain and nutrient
intake, and improves performance status in non-randomized studies 24;

- A systematic review for chemotherapy and/ or radiotherapy patients selected ten high-quality studies over 157 and found



Physical activity

that combining omega-3 fatty acids supplements with conventional chemotherapy was beneficial. The authors pointed out that
none of the studies reported a worse clinical endpoint for the supplement group [1%;

- In NSCLC, a clinical study (n=40) evaluated nutritional intervention with fish oil (2.2g EPA/day) over the standard of care
(S0OC) in chemotherapy patients. During chemotherapy, 69% of patients in the EPA arm maintained or gained muscle versus
29% in the SOC arm. Higher plasma EPA concentration was associated with the most significant muscle gain!1.

- Another RCT with ninety two patients with advanced NSCLC receiving chemotherapy evaluated diet plus ONS containing
EPA (ONS-EPA) vs. only isocaloric diet (C). ONS-EPA arm had significantly greater energy and protein intake compared with
control. Neuropathy, fatigue and anorexia were also improved in the ONS-EPA arm [107];

- Exercise training during cancer therapy improves physical function, reduces cancer-related fatigue (CRF) and increases
symptom control and quality of life [1%%]. A large meta-analysis (113 studies and 11,525 patients) has demonstrated that exercise
is more effective to improve CRF than pharmacological approach [1%;

- A Cochrane review in advanced lung cancer demonstrated that exercise capacity was significantly higher in the interventional
group versus control group 110}

-In a RCT, the researchers investigated the effect of curative intent therapy (surgery, RT, or CRT) and two rehabilitation
programs for stage I-III lung cancer. The primary endpoint was a change in 6-min walking distance (6MWD) after
rehabilitation. The study showed that curative intent therapy significantly impaired patients' exercise capacity. Resistance
training significantly improved and restored functional exercise capacity [!];

- A relatively new area of study is the role of exercise in prehabilitation. A recent meta-analysis suggested that prehabilitation
can reduce hospital stay in cancer patients undergoing major abdominal surgery. Although no studies address prehabilitation
in NSCLC treated with cCRT, this can be a helpful approach in this clinical scenario. Further studies are needed to evaluate
these benefits [112];

- A meta-analysis with meta-regression has shown that protein supplementation can positively impact muscle size and strength
during resistance exercise training in healthy adults ['3];

- In a double-blind, placebo-controlled RCT, essential amino acids (EAA) combined with aerobic exercise for 24 weeks
improved muscle strength and muscle protein synthesis compared with aerobic exercise or EAA alone [''4. A large RCT is

currently ongoing and will evaluate the impact of physical activity, nutritional counseling, and dietary intervention in patients



with sarcopenia [5;

Table S2. Recommended cCRT Regimens

Recommended cCRT Regimens!'®]

Chemotherapy Regimens$

Carboplatin AUC 5 on day 1, pemetrexed 500 mg/m? on day 1 every 21 days
for 4 cycles

Cisplatin 75mg/m2 on day 1, pemetrexed 500 mg/m? on day 1 every 21 days
for 3 cycles + pemetrexed 500 mg/m?2 for 4 cycles

Paclitaxel 45-50 mg/m? weekly, carboplatin AUC 2 + additional 2 cycles every
21 days of paclitaxel 200 mg/m? and carboplatin AUC 6

Cisplatin 50 mg/m? on days 1, 8, 29, and 36, etoposide 50 mg/m2 days 1-5 and
29-33

Thoracic RT, 60-70 Gy

Thoracic RT, 60-70 Gy

Thoracic RT, 60-70 Gy

Thoracic RT, 60-70 Gy

Radiotherapy Regimens

§ When consolidation immunotherapy (durvalumab) is used after definitive cCRT, additional chemotherapy after radiation is not recommended.



Table S3. MDTs and Adverse Events in stage III NSCLC

Adverse event

MDT role

Cardiac toxicity

Granulocytopenia

Pneumonitis

- MDTs could impact the management of patients with a history of cardiac
problems by choosing the optimal method of radiation delivery in order to
minimize cardiac risks, potentially contributing to more patients fit for cCRT.
The diagnostic and treatment of RT cardiac injury are similar to other cardiac
patients 1. Cardiac toxicity is a concern during chest radiotherapy when high

doses of radiation are delivered to the heart 16l

- MDT close monitoring is required to avoid the development of serious
infectious diseases in these patients. Granulocytopenia is the most frequent
hematologic adverse event in oncologic patients. It occurs in 20 to 40% of
NSCLC patients under chemotherapy, as platinum-based combinations are

detrimental to hematopoiesis [72].

- MDTs interventions can avoid further complications that could impair quality
of life and/or lead to interruption of cCRT. Investigation and monitoring by an
MDT consisting of navigational and practitioner nurses, radiologists, radiation
oncologists, pneumologists and medical oncologists are essential for
confirming the diagnosis and identifying the pneumonitis etiology, as well as
determining the optimal treatment and management and eventual adoption of
alternative radiotherapy techniques with lesser irradiation of healthy tissues
and chemotherapy regimen;

- Pneumonitis demands early intervention to minimize risks of serious

complications, so input from MDTs is fundamental for the differential



Esophagitis

diagnosis from infectious pneumonia, chronic obstructive pulmonary disease
exacerbation, and tumor progression or the mass effect of the primary
neoplasm on airways. In this scenario, nurse practitioners who are in constant
contact with patients play a vital role in the early detection of symptoms [58I.
Pneumonitis displays hallmarks of acute inflammation around one month
before the onset of respiratory and fibrosis symptoms (nonproductive cough,
presence or worsening of dyspnea, chest pain) that can be monitored, such as

increased serum interleukin-6, interleukin-1«, and tumor necrosis factor-o [117];

- MDTs with nursery, nutrition and psychology professionals can potentially
better address supportive care measures and habit changes. There are clinical
features associated with increased rates of acute esophagitis, such as low body
mass index, gastroesophageal reflux disease, poor initial performance status,
and pretreatment dysphagia 84. Most importantly, the Quantitative Analyses
of Normal Tissue Effects in the Clinic report estimated the risk of acute
esophagitis concerning mean organ dose to the entire esophagus. <34 Gy in 3D-
radiotherapy was estimated to result in a 5%—20% incidence of grade > 3
esophagitis (851,

- The identification of these clinical features by MDTs is essential to carefully
monitor patients with these characteristics and adopt strategies to minimize
radiation delivered to the esophagus. Considering that OS in patients with
advanced-stage disease worsens with cumulative intervals of delay, it is

indispensable to avoid eventual interruptions of cCRT 40;



Table S4. Real World Studies with Durvalumab

Study

Grivet

Barbaro

Sakaguchi

Jung

Eichkorn

Faehling

Year

2019

2019

2019

2020

2020

2020

N

121

146

81

61

437

126

% of patients ineligible
to PACIFIC

31%

27%

30%

55%

50%

not reported

PFS overall
population

not reported

not reported

not reported

not reported
vs. 9.6 mo

not reported

24 mo PFS of
46.7%

PES subgroup
ineligible to
PACIFIC

not reported

not reported

not reported

not reported
vs. 6.4 mo

not reported

20.1
(autoimmune
disease) and
13.3 mo (stage
V)

OS overall
population

not reported

15 mo OS rates
100% vs 85%

not reported

not reported

not reported

24 mo PFS of
66%

Pneumonitis

not reported

not reported

> Grade 2 was
16.4%

Grade 3 was
14.3% vs 2.5%

not reported

> Grade 3 was
8.7%

Country

Brazil

usS

Japan

Korea

Germany

Germany



Desilets 2021 147 32% not reported not reported not reached vs. >Grade3 was @ Canada/Japan
26.9 mo 6.1%
Table S5. Mapping review results overview
Author | Study | N MDT model and/or team Stage III | Outcomes Notes
,year | desig members analysis
n
Murray, RCT 88 Not clearly specified (multidisciplinary | No (i) 4-week time to Conventional chest clinic vs centralized two-stop pathway. It's a
2003 (181~ team). first treatment. feasibility study. The results show several advantages to
investigations and diagnosis in the central arm, particularly in time to
o .
(if) % of radical treatment initiation, patient satisfaction and rate of radical
treatment rate treatments;
Riedel, Cohort 345 Pulmonologist organized the clinic, but | No (i) time from Potential confounders include the absence of a surgeon in the TMC
2006 1191 multidisciplinary  discussions occurred initial presentation | setting, an ongoing weekly multidisciplinary conference in the non-
before and during a patient’s visit among to diagnosis TMC cohort, and existing infrastructures based on previous TMC
specialists ~ from medical oncology, L experiences and past provider experience;
radiation oncology, and pulmonary (1?) tlme.from
medicine. TMC: thoracic malignancy care dleguesk o
conference. treatment
initiation
The study failed to
reveal the benefit
of MDTs vs no
MDTs care model.
Bydder, Cohort 98, MDT A weekly MDT lung cancer meeting was | No (i) mean survival: Few patients in the non-MDT cohort and non-MDT patients with >
2009 201 (81) and held at the hospital. The MDT consisted of 280 vs. 205 days stage IV (82% vs. 57%);
respiratory  physicians, cardiothoracic (p=0,048)
surgeons, medical oncologists, a radiation




non MDT
17)

oncologist, a palliative care physician, a

radiologist, a pathologist, a nuclear
physician, and a specialist lung cancer
nurse, as well as doctors receiving specialist
training. Discussion typically included
review of the case history, review of both
imaging studies and histopathological
findings, followed by MDT commentary.
Patient details and the outcome of MDT
discussion, including provisional
management plans, were documented on a
prospective database accessible through
the hospital intranet and in a hardcopy

summary retained in the patients’ medical

records.
Freeman, | Cohort 1222, 535 At minimum, an evaluation by a thoracic | No (i) complete The number of patients receiving a complete staging evaluation
22010 no MDT surgeon, pulmonologist, and medical staging (79%/93%: p < 0.0001), multidisciplinary evaluation prior to therapy
[ and 687 oncologist for patients with a clinical stage evaluation; (62%/96%: p < 0.0001) and adherence to the National Comprehensive
MDT I or II malignancy or evaluation by the Cancer Network (NCCN) treatment guidelines (81%/97%: p < 0.0001)
above as well as radiation oncology for ) all increased significantly while mean days from diagnosis to
stage III or IV patients. multidisciplinary treatment significantly decreased (29/17: p < 0.0001) following the
evaluation prior to | ;..o e TMC;
therapy;
(iii) adherence to
NCCN guidelines
(iv) mean days
from diagnosis to
treatment
Boxer, Cohort 988, 504 Not reported Yes. Logistic | (i) Treatment The median patient age was 69 years and 73 years in the MDT group
2011 nor MDT and Regression receipt. and the non-MDT group, respectively (P < .01). There was no
484 no Model of pathologic diagnosis for 13% of non-MDT patients compared with 4%
MDT Factors That | (ii) survival of MDT patients (P <.01). Treatment receipt for MDT patients versus
Predicted non-MDT patients was 12% versus 13%, respectively, for surgery (P




for Receipt

value nonsignificant); 66% versus 33%, respectively, for radiotherapy

of (P <.001); 46% versus 29%, respectively, for chemotherapy (P <.001);
Treatment and 66% versus 53%, respectively, for palliative care (P < .001). In
patients with good performance status, the MDT group had
significantly better receipt of radiotherapy among patients with stage
I through IV NSCLC and had significantly better receipt of
chemotherapy among patients with stage IV NSCLC. MDT
discussion was an independent predictor of receiving radiotherapy,
chemotherapy, and referral to palliative care but did not influence
survival;
Pan, 2015 | Cohort 32,569 Not clearly reported. Yes Multivariate Cox The adjusted hazard ratio (HR) of death of MDT participants with
1200 proportional stage III & IV NSCLC was significantly lower than that of non-MDT
hazards model participants (adjusted HR = 0.87, 95% confidence interval = 0.84-0.90).
was used to This study revealed that MDT care is significantly associated with
explore whether higher survival rate in patients with stage III and IV NSCLC and,
the involvement of | thus, MDT care should be used in the treatment of these patients;
MDT care had an
effect on survival.
This study applied
the propensity
score as a control
variable to reduce
selection bias
between patients
with and without
involvement of
MDT care.
Senter, Cohort 308, MDC | All day consultation clinic with the No (i)median number | Multivariate analysis showed that participation in MDC was an
2016 31 (139) and following elements: (1) co-localization of of days from independent predictor for all-cause mortality. The MDC cohort had
non-MDC | specialists who see patients in an initial clinical visit | more T4 disease (36.7% vs. 18.9%, P < 0.01) and adenocarcinoma
(169) integrated, shared clinic space, (2) one on- to first treatment: histology (59.7% vs. 45.2%, P = 0.024);

one tumor board style discussion of each
patient prior to patient counseling, and (3)




combined patient/family education
covering nutrition, palliative and hospice
care, clinical research, and social work

24 vs 33 days
(p<0.01)

(ii) time to start

resources.
cCRT: 89.4% vs.
62.6% started
within 7 days
(p<0.01);
(iii) survival time:
30.9 vs. 21.5
months (p<0.01)
Rogers, Cohort 593, 294 MDM has a defined participant list with a No (i) mortality Lung cancer patients that were presented to a MDM prior to
2017 221 MDM and | quorum of treating physicians consisting treatment had a significant reduction in mortality (lung cancer hazard
299 no of at least one surgeon, medical oncologist, ratio [HR] 0.62, 95% confidence interval [CI] 0.50e0.76, P < 0.01);
MDM radiation oncologist, pathologist, and
respiratory physician. It also has allied MDM after adjusting for the potential cofounders of age, stage,
health, supportive care staff and other comorbidities, and treatment;
v et co el eo il This cohort also evaluated breast, hematological and colorectal
physicians of their representatives. S
Bilfinger, Cohort 1956 MDT | Thoracic surgery, interventional Yes (i) survival The 5-year survival rates in the propensity-matched sample were one
2018 18r* and 2315 pulmonology, medical oncology, radiation third greater among MDT patients compared with those receiving a
standard oncology, and 2 dedicated nurse traditional care approach (33.6% vs. 23.0%; P <.001). After adjusting
care practitioners as the core group. for potential confounders in the multivariable propensity-matched
Interventional radiology, radiation analyses, the MDT model demonstrated a significant beneficial effect
therapy, chest radiology, and social and on 5-year survival outcomes compared with the standard treatment
nutritional support are also on site. model (hazard ratio, 0.65; 95% confidence interval, 0.54-0.77);
Stage 3 survival - 1-y (66.6 vs 49.7; P<0.001); 3-y (30.1 vs 17.5; P<0.001);
1-y (19.3 vs 9.0; P<0.001); 10-y (7.4 vs 6.2; P<0.055);
Stone, Cohort 1197 cases The St Vincent’s Lung Cancer MDT Yes (i) The primary Survival analyzed by stage was greater in the MDT group at 1, 2 and
2018 23 were meeting was established in 2006 and is aim was to assess 5 years for all stages except stage IIIB at 1-year post-diagnosis.
included, attended by staff from a full range of the impact of MDT | Adjusted survival analysis for the entire cohort showed improved




295 medical subspecialties, nursing, and allied on survival after a | survival at 5 years for the MDT group (HR 0.7 (0.58-0.85), p < 0.001).
(24.6%) health professionals. History and clinical diagnosis of lung Survival probability at 1, 2, and 5 years by stage and whether
with MDT | progress are reviewed and management cancer presented at MDT:
presentati recommendations are recorded with the
onand 902 | responsibility of implementation given to B Stage IIIA ~1-y, 0.76 (0.59-0.87) vs 0.71 (0.57-0.82); 2-y, 0.66
(75.4%) the referring clinician. (0.48-0.78) vs 0.37 (0.24-0.50); 5-y, 0.61 (0.43-0.74) vs 0.27
without. (015-0.39);
- Stage IIIB - 1-y, 0.65 (0.44-0.80) vs 0.62 (0.48-0.74); 2-y, 0.46
(0.27-0.64) vs 0.40 (0.27-0.52); 5-y, 0.38 (0.20-0.56) vs 0.23
(0.13-0.35);
Friedman, | Cohort 78, TMDC | No information Yes (i) adherence to
2013 (124 (34) and clinical pathways:
non- 84 vs.46%
TMDC (p<0.001)
(44)
(if) number of
days from initial
clinical visit to
first treatment
20.62 vs. 29.03 (p
not reported)
Freeman, Cohort 13,254, At a minimum, patients were evaluated by | No (i) adherence to MDC care was less expensive than non-MDC.;
2015 Mo+ MDC a thoracic surgeon, radiation oncologist, NCCN guidelines:
(6,627) and medical oncologist before initiation of 88 vs. 71% Ubte fptoiblels s prtojpranilyy i, Letiflonis Slarionjpiled mn
and non- nonemergency therapy. (p<0.0001) Charlson comorbidity scores were comparable after matching;
MDC
(6,627) (ii) Complete

staging: 91 vs. 67%
(p<0.0001)

(iii) Diagnosis to
treatment 1948 vs




32+11 days
(p<0.001)

(iv) mean cost of
assistance,
diagnosis and
staging: USD 7,212
vs 10,213 (p<0.001)

Friedman,
2016 €21

Cohort

109,MDC
(52) and
non-MDC
(57)

The thoracic MDC at LVHN meets weekly
for prospective case reviews. Physicians
from thoracic surgery, medical oncology,
radiation oncology, diagnostic radiology,
and pulmonary medicine attend to the
clinic. Representatives from palliative
medicine and nutrition also attend to the
clinic.

Prior to each meeting, a nurse navigator
reviews all cases and collects pertinent
clinical data, including a full history,
radiology studies, and pathology (both
reviewed internally) for presentation to the
group. After group discussion, if
necessary, the nurse navigator will
schedule tests before treatment
recommendations are made. If no
additional testing is needed, the team
formulates a coordinated treatment plan..
If additional referrals are needed (smoking
cessation, pulmonary rehabilitation, and
pain management), they are made by the
nurse navigator.

Yes

(i) number of days
from initial clinical
visit to first
treatment:
19.85+13.8 vs.
29.09+27.3
(p=0.043)

(ii) adherence to
stage III clinical
pathway: 88.5 vs.
35.1% (p<0.001)

(iii) proportion of
patients with
mediastinal
pathological
staging: 57.7 vs.
24.5% (p<0.001)

(iv) overall
survival time: 17
vs. 14 months
(p=0.054)




Harbegue | Cohort 88 No information Yes (i) median OS in Low quality study. The majority of the results are descriptive data of
, 2019 01231 MDT treated patients seen by an MDT. The only comparative result does not detail
patients: 49 vs. 22 which is the comparison group;
months (p<0.01)
Hung, Cohort 515, MDT The members of thoracic oncology MDT Yes (i) median OS in Cox-regression analysis was used for multivariate OS analysis;
2020 26 (242) and included chest physicians, surgeons, MDT vs non-
non-MDT | medical oncologists, radiation oncologists, MDT: 39.6 vs. 257 | Authors do not report the proportion of patients with stage IIIA or
(273) radiologists, nuclear medicine physicians, months (p=0.018) IIIB in the MDT and non-MDT groups;
pathologists, nurses, psychologists, and
dietitians. All the specialists met once a
week to discuss cases of lung cancer,
especially in patients whose condition
were complicated or in those with stage I1I
tumor.
Hergebue | Cohort 88 patients | No information Yes (i) independent Multivariate analysis was performed to identify independent factor
,2021 11271 (MDT and prognostic factors | associated with survival;
non-MDT) influencing OS:

upfront surgery +
adjuvant therapy
(HR 0.61; 95% CI
0.38-0.96; p=0.034),
adherence to MDT
decision (HR 0.26;
95% CI 0.15-0.47;
p<0.01) and tumor
size >7 cm (HR
2.31; 95%CI 1.29-
4.13; p=0.005)

* Full text article; RCT: randomized clinical trial; MDM: multidisciplinary meeting;
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