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Abstract

Background Multidisciplinary team (MDT) meetings aim to optimize patient management. We
evaluated the impact of MDT discussions on the management and diagnosis of focal pancreatic
lesions in a single tertiary center.

Methods All patients with an initial diagnosis of solid or cystic pancreatic lesion discussed in our
institution’s MDT meeting on pancreatic diseases between January 1, 2020, and December 31, 2021,
were included. The impact of MDT discussion on patient management, defined as a modification
of the initially proposed therapeutic plan after MDT discussion, as well as the criteria leading to
this modification, were the primary outcomes. Impact on diagnosis was the secondary outcome.

Results A total of 522 patients were included. Of these, 185 (35.4%) and 337 (64.6%) had an initial
diagnosis of cystic or solid lesion, respectively. The most common referral query was regarding
the management plan (349/522; 66.9%). Endoscopy was the procedure most often proposed
before MDT discussion (109/522; 20.9%). Overall, the MDT discussion led to modification of the
management plan in 377/522 patients (72.2%), with a statistically significant difference between
cystic and solid lesions (63.2% vs. 77.2%; P<0.001). Management modifications were mainly
driven by revision of cross-sectional radiological images. MDT discussion led to modification
of the diagnosis in 92/522 patients (17.6%), with a significant difference regarding cystic lesions
(35.7% vs. 7.7%; P<0.001).

Conclusion MDT discussion impacts the management of patients with cystic and solid pancreatic
lesions, leading to a modification of the initially proposed management in two-thirds of them,
mainly through revision of cross-sectional imaging.
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The care of cancer patients has become increasingly
complex, with most patients now being treated with a
combination of therapies, including surgery, chemotherapy,
and radiotherapy [1]. As a result, multidisciplinary team
(MDT) meetings now play a crucial role in decision making
for all cancer patients worldwide [2,3]. MDT meetings allow
for multidisciplinary discussion of patient management,
focusing on diagnostic and therapeutic aspects [4,5], while
improving communication, coordination, and decision-making
among healthcare professionals when evaluating treatment
options [2,6]. In the field of gastrointestinal cancer, the MDT
usually consists of a surgeon, a radiologist, a gastroenterologist,
a pathologist, and an oncologist [7,8], although participants may
vary depending on the condition being discussed and the goals
of the MDT [9]. The inclusion of participants from different
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clinical areas allows the sharing of viewpoints from multiple
specialties [10], so that therapeutic management is both effective
and adapted to each patient [11]. For example, the results of
several studies have shown that multidisciplinary meetings are
associated with changes in the initial diagnosis and staging of
tumors [12,13], changes in management with minimization of
errors [3], shorter times between treatments [10], and better
adherence to existing guidelines [14].

MDT meetings can also be effective in the management of
chronic and complex non-cancerous diseases [8]. For pancreatic
pathologies of all types, the National Comprehensive Cancer
Network (NCCN) guidelines recommend multidisciplinary
consultations at high-volume centers for the elaboration of
the therapeutic plan [15]. However, there have only been
a few studies that have demonstrated the efficacy of MDT
management in the context of focal pancreatic pathologies. One
study by Haj-Mirzaian et al suggested that MDT management
is the best approach for treating patients with pancreatitis of
all etiologies [16]. The aim of this study was to evaluate the
impact of an MDT approach on the diagnosis and therapeutic
management of focal pancreatic lesions at a single tertiary center.

Patients and methods

Study population

All patients whose files were discussed in the weekly MDT
meeting for pancreatic diseases between January 2020 and
December 2021 were assessed for eligibility. We included all
individuals with solid or cystic pancreatic lesions referred
to the MDT, while patients referred to MDT with an initial
diagnosis of acute, chronic or autoimmune pancreatitis, or any
other pathology that could not be classified as a cystic or solid
lesion, were excluded from the analysis.

MDT meeting description

The meeting takes place once a week and experts from
different disciplines participate, including gastroenterologists,
surgeons, radiologists, oncologists, radiation oncologists and
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pathologists. Patients are referred either by gastroenterologists
or by surgeons from the same institution where the MDT takes
place, by other physicians from the same institution, or by
physicians from other institutions. There is a structured form
where the query is clearly described: “diagnosis’, “treatment
plan” or both. Each case is presented by the referring physician
or by one of the physicians involved in the MDT who has
previously reviewed all the relevant information. The patient’s
file, cross-sectional radiologic images, endoscopic ultrasound
reports and images (if available) and pathology results
(whenever applicable) are reviewed and, after discussion,
a decision about the proposed therapeutic management or
diagnosis is made. This decision is recorded, a complete report
is written and included in the patient’s electronic medical file.

Data collection

The medical file of each patient was reviewed and
demographic data, date of MDT discussion, referring institute,
and indication for referral were extracted. Then, based on
the written and validated reports of the MDT, we extracted
whichever therapeutic option was proposed to the patient after
MDT discussion and how this proposition differed from the one
suggested by the MDT. The criteria leading to modification of
the proposed therapeutic management plan were also recorded.
These criteria included cross-sectional imaging review,
pathology review, surgical opinion, or other. In addition, we
studied whether the first suggested diagnosis was confirmed, or
whether another diagnosis was made after MDT discussion; the
criteria leading to diagnosis modification were also recorded.

Finally, data were also collected regarding the time from
the first cross-sectional imaging to the first presentation of
the patient to the MDT, and the time from the last MDT to
initiation of the proposed therapeutic management plan.

Outcomes of the study
Primary outcome

The impact of the MDT discussion on patient therapeutic
management, defined as a modification of the initially proposed
therapeutic plan after all MDT discussions (considering
each patient had one or more MDT discussions), as well as
the criteria leading to this modification, were the primary
outcomes of the study. Modification also included proposing
a therapeutic plan when there was none before the MDT. The
criteria that influenced management were defined as surgical
opinion, cross-sectional imaging review, pathology review, or
other.

Secondary outcomes
i. To identify the impact of MDT discussion on the final
diagnosis, defined as a modification of the initially proposed

diagnosis, and the criteria that impacted modification. The
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transition from “unknown” to the proposition of a specific
diagnosis was also considered as a modification.

ii. To estimate the time from the first cross-sectional imaging
to the first MDT discussion of the patient, and from the
last MDT to initiation of patient therapeutic management,
based on the MDT decision. This time period did not
include subsequent follow-up periods, in case of ex
proposed surveillance

Statistical analysis

Statistical analyses were performed using SPSS v.24
software. Categorical and continuous variables are presented
as value (%) and as mean + standard deviation, respectively.
Comparisons were performed using a ¥’ test or Fisher’s exact
test with the Yates’s correction, or non-parametrical tests, as
needed. A P-value <0.05 indicated statistical significance.

Ethical considerations

This was a retrospective study that was approved by the
ethics committee at the Erasme University Hospital of Brussels
in January 2022 (decision number P2021/670).

Results
Demographics

Within a 2-year period, 845 patients were referred to the
MDT, with a total of 1329 cases discussed (patients could be
discussed more than once). Overall, 522 patients were deemed
to meet the inclusion criteria, as shown in Fig. 1. The average
age was 65.1+13.6 years, with 257 women (49.2%) and 265 men
(50.8%). The initial diagnosis was a solid lesion in 337 patients
(64.6%), and a cystic lesion in 185 (35.4%) patients. A total of
278 (53.3%) were referred from another institution. Among all
the patients with a solid lesion discussed by the MDT, 62.7%
were referred from another institution (209 patients) vs. 37.3%
of those with cystic lesions (69 patients) (P<0.001) (Table 1). The
mean number of MDT discussions per patient was 1.68+0.9.
Patients suffering from cystic lesions were discussed 1.48+0.76 vs.
1.80+0.99 times for those with solid lesions (P=0.04).

The most common referral query was regarding the
therapeutic management plan (n=349; 66.9%), followed by
queries regarding both diagnosis and therapeutic management
(n=99; 19%), and diagnosis alone (n=31; 5.9%). Of the
337 patients with a solid lesion referred to the MDT, 288 were
referred for a therapeutic management question (85.5%), 31 for
a query regarding both diagnosis and therapeutic management
(9.2%), 11 for a follow up (3.3%), and the 7 remaining patients
for a question about the diagnosis alone. On the other hand,
patients with cystic lesions were most often referred regarding
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Solid lesions
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Figure 1 Study flowchart

Table 1 Demographic characteristics of the study population

Characteristics Value
Number of patients discussed, (n) 522
Number of cases discussed, (n) 896
Age (years; mean+tstandard deviation) 65.1£13.7
Sex, n (%)

Male 265 (50.8)

Female 257 (49.2)
Referrals from another institution, n (%)

Yes 278 (53.3)

No 244 (46.8)
Type of focal lesion, n (%)

Solid 337 (64.4)

Cystic 185 (35.4)

both diagnosis and management (68/185; 36.8%), followed by
questions regarding management (61/185; 33%), follow up
(32/185; 17.3%), and diagnosis (24/185; 13%).

Primary outcome - impact on proposed therapeutic
management plan

For the entire cohort, endoscopy (e.g., biliary drainage by
endoscopic retrograde cholangiopancreatography, endoscopic
ultrasound with fine needle aspiration/biopsy) was the most
commonly proposed therapeutic management before MDT
discussion (109/522; 20.9%), followed by chemotherapy
(84/522; 16.1%), radiologic follow up (70/522; 13.4%), surgery
(49/522; 9.4%), and clinical follow up (33/522; 6.3%), while
for 171 patients (32.8%) there was no specific management
plan available. Based on the type of lesion, the most common
therapeutic management proposal for cystic lesions before
MDT was radiologic follow up (53/185; 28.6%) or clinical
follow up (26/185; 14.1%), while no treatment was proposed
for 81 patients (43.8%). For solid lesions, endoscopy (93/337;
27.6%) and chemotherapy (83/337; 24.6%) were the most



common therapeutic management plans, while there was no
specific therapeutic management plan for 90 of the 337 (26.7%).
There was a significant difference between cystic vs. solid lesion
therapeutic management plans before MDT (P<0.001).

As shown in Fig. 2, 377 of 522 (72.2%) patients had a change
in their treatment strategy after discussion of their case at the
MDT meeting. Changes in treatment strategy were more frequent
among patients with solid lesions compared with those with
cystic lesions: 260 (77.2%) vs. 117 (63.2%), respectively; P<0.001.

After the MDT meeting, chemotherapy was the most
commonly proposed treatment (n=193; 37%), followed by
radiologic follow up (n=115; 22.0%), clinical follow up (n=65;
12.5%), surgery (n=57; 10.9%), radiotherapy (n=20; 3.8%),
endoscopy (n=11; 2.1%), and palliative care (n=11; 2.1%).
Among patients with cystic lesions, radiological follow up
(n=89; 48.1%), and clinical follow up (n=39; 21.1%) were the
most commonly proposed therapeutic management plans, while
for solid lesions chemotherapy became the most commonly
proposed plan after the MDT meeting (n=181; 53.7%), followed
by surgery (n=42; 12.5%), clinical follow up (n=26; 7.7%), and
imaging follow up (n=26; 7.7%) (Supplementary Table 1).

The most common criterion leading to modification of
the therapeutic management plan for the entire cohort was
revision of the cross-sectional radiological images (computed
tomography [CT] or magnetic resonance imaging [MRI])
(n=244; 64.7%), followed by review of both cross-sectional
imaging and pathology report (n=77; 20.4%). Among patients
with a modification of their initially proposed therapeutic
management plan, review of cross-sectional images was the
most frequent criterion leading to this change among patients
with cystic lesions compared to patients with solid lesions
(n=87/74.4% vs. n=157/60.4%, respectively; P=0.01) (Table 2).

Secondary outcomes
i. Impact on initial diagnosis
Regarding the initial diagnosis, adenocarcinoma was the

most frequently suggested diagnosis before the MDT discussion
(n=250; 47.9%), followed by intraductal papillary mucinous

*p < 0.001

100%
90%
80%

70% 72.2 63.2 77.2
60%
50%
40%
30%
20%

10% 27.8 36.8 22.8
0%

For the entire cohort For cystic lesions For solid lesions
No modification Modification of the management
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neoplasm (IPMN) (n=108; 20.7%), neuroendocrine tumor
(NET) (n=42; 8%), and serous cystadenoma (n=23; 4.4%). For
cysticlesions, the most frequent diagnosis before MDT discussion
was IPMN (n=102; 55.1%), followed by serous cystadenoma
(n=21;11.4%), and mucinous cystadenoma (n=17; 9.2%). On
the other hand, adenocarcinoma was the most frequent initial
diagnosis among patients with solid lesions (n=250; 74.2%),
followed by NET (n=39; 11.6%). The diagnosis was unknown for
28 of 185 patients with cystic lesions (15.1%), and for 4 patients
with solid lesions (1.2%) before MDT discussion.

Overall, MDT discussion led to modification of the
diagnosis in 92 of 522 patients (17.6%). Following the MDT
discussion, a modification was made in 66 patients (35.7%)
with a cystic lesion compared to 26 patients (7.7%) with a solid
lesion (P<0.001) (Fig. 3).

For the entire cohort, the most common diagnosis after MDT
discussion remained adenocarcinoma (n=266; 51%). Among
patients with cystic lesions, the most frequent diagnosis after
MDT discussion was IMPN (n=93; 50.3%), followed by serous
cystadenoma (n=30; 16.2%), adenocarcinoma (n=14; 7.6%),
and mucinous cystadenoma (n=12; 6.5%). Adenocarcinoma
remained the most frequent diagnosis for solid lesions (n=252;
74.8%), followed by NET (n=34; 10.1%) (Supplementary Table 2).

The most common criterion leading to modification
of the initial diagnosis was revision of the cross-sectional
radiological images (n=50; 54.3%), followed by review of the
pathology results (n=37; 40.2%). Modification of diagnosis for
cystic lesions was mainly due to a review of the cross-sectional
imaging (n=40; 60.6%) and review of the pathology results
(n=22; 33.3%), while for solid lesions, the main criteria were
review of the pathology results (n=15; 57.7%) followed by
revision of the cross-sectional imaging (n=10; 38.5%).

ii. Time from diagnosis to MDT and from MDT to therapeutic
management

Overall, the median time between the first cross-sectional
imaging and the first time the patient was discussed at the
MDT meeting was 43+41 days, and the delay between the last
MDT meeting and the initiation of therapeutic management
was 21424 days. There was a significant difference between

*p <0.001
100% AT
90% 17.6 35.7
80%
70%
60%
50%
40%
30% 88.4 64.3 92.3
20%
10%
0%
Fot the entire cohort For cystic lesions For solid lesions
No modification Modification of the diagnosis

Figure 2 Impact of multidisciplinary team discussion on patient
management

Figure 3 Impact of multidisciplinary team discussion on patient
diagnosis
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Table 2 Criteria leading to a modification of the management plan, n (%)

Criteria Entire cohort Cystic lesions Solid lesions P-value*
n=377 n=117 n=260

Cross-sectional imaging review 244 (64.7) 87 (74.4) 157 (60.4) <0.001

Cross-sectional imaging review and pathology results 77 (20.4) 16 (13.7) 61 (23.5)

Pathology results 21 (5.6) 7 (6) 14 (5.4)

Other 12 (3.2) 1(0.9) 11 (4.2)

Cross-sectional imaging review+other 6 (1.5) 2(1.7) 4(1.5)

Cross-sectional imaging review+surgical advice 7 (1.9) 3(2.6) 4(1.5)

Surgical advice 10 (2.6) 1(0.9) 9 (3.5)

*Comparison between cystic and solid lesions

solid and cystic lesions. In fact, solid lesions were managed
more promptly compared to cystic lesions (time from MDT
meeting to management initiation 17 vs. 28 days, respectively;
P<0.001).

Discussion

The findings of our study suggest that MDT discussion
significantly impacted the therapeutic management of patients
with focal pancreatic lesions. Our data showed that the initially
proposed therapeutic management plan was altered after MDT
discussion in 72.2% of the patients and led to a change in the
proposed diagnosis in 17.6%. This rate is higher than those
previously reported, where the percentage of patients who
experienced changes in treatment plans after the MDT meeting
ranged from 4.5% to 52% [10,13,17]. However, the populations
in those studies consisted of patients with kidney, breast or
digestive cancers [10,13,17], and may not represent the specific
population of patients with pancreatic lesions. Another study
performed by Chingkoe et al on 252 patients with pancreatic
pathologies, including pancreatitis, malignant pathologies and
cystic lesions, reported a 38.5% rate of change in management
plan after MDT discussion [18]. Recently, Quero et al evaluated
the impact of a multidisciplinary tumor board on reviews of
148 patients with pancreatic adenocarcinoma, and reported
a change in diagnosis and management for 44 (29.7%) and
27 (18.2%) cases, respectively [19].

Various factors could explain this discrepancy. First, the
impact of MDT meetings varies depending on the type of
cancer and the stage of disease [10], and pancreatic pathologies
are known to be very complex, with the choice of treatment
being sometimes very challenging [20]. Second, in our
study, “benign” pancreatic diseases, e.g., acute and chronic
pancreatitis and autoimmune pancreatitis, were not included,
a fact that could affect the percentage of patients with an
altered management plan, since benign pancreatic diseases
often require only simple clinical and/or radiological follow
up. Third, the fact that our study included cases referred from
smaller centers, just after diagnosis and before any therapeutic
plan had been set, could have affected the rate of modification
of the initial plan detected in our study compared to previous
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results reported in the literature [18,19].

Inthe current study, a change in the therapeutic management
plan was proposed for three quarters of patients with solid
lesions, mainly patients with adenocarcinoma (Fig. 4, 5).
The number of patients who were to receive chemotherapy
increased from 83 to 181; this increase may have been due to
correction of the staging of adenocarcinoma by cross-sectional
imaging review. Indeed, revision of cross-sectional radiological
images alone was the sole indication for a modified treatment
plan for more than half of these patients. In the results
published by Chingkoe et al [18], reinterpretation of the images
in the context of pancreatic pathologies was beneficial in 143 of
the 252 cases (56.7%). These data highlight the importance of
high-quality imaging and expert review, since these may allow
for better tumor staging and lead to higher rates of detection
of metastatic disease or tumoral invasion around the major
abdominal vessels [1,20,21], placing chemotherapy as the most
suitable first treatment option.

Proper patient selection for operative resection is also not an
easy task. The NCCN classification of loco-regional pancreatic
adenocarcinoma divides pancreatic adenocarcinoma into
three categories—resectable, borderline resectable, or locally
advanced—based on the tumor contact(s) with the major
abdominal vessels such as the superior mesenteric artery or the
portal vein, thus justifying the participation of an experienced
radiologistinthe MDT meeting[15,22]. Withresectable pancreatic
adenocarcinoma, upfront surgical resection is recommended,
but the guidelines for borderline resectable tumors often involve
neoadjuvant chemotherapy. Neoadjuvant chemotherapy seems
to improve the chances of performing RO surgery for this type
of tumor, improving the average survival, while non-resectable
tumors are considered first for chemotherapy as upfront curative
oncological surgery is unfeasible [15,21,22]. Furthermore,
the role of radiotherapy—and in particular stereotactic body
radiation therapy—is promising, but still requires further
validation in randomized controlled trials (e.g., the STEREOPAC
trial [NCT05083247]) [15,23-25].

Endoscopy was the most common therapeutic plan before
MDT for patients with solid lesions, referring either to biliary
drainage by endoscopic retrograde cholangiopancreatography,
or to endoscopic ultrasound with fine needle aspiration/biopsy.
Patients who are candidates for chemotherapy require both
confirmation of malignancy through tissue acquisition and
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Figure 4 A 70-year-old woman with idiopathic acute pancreatitis.
A and B: CT with iodinate contrast medium in the arterial

(A) and venous (B) phase show swelling of the pancreatic tail with
heterogeneous enhancement and mid ductal dilation, associated with
mild inflammatory infiltration of peripancreatic fat. The features were
presented as focal autoimmune pancreatitis, but careful analysis of
the images detected a focal hypovascular tissular abnormality in the
proximal portion of the pancreatic tail and a concomitant lack of
visualization of the main pancreatic duct: the 2 features together (mass
and stricture) supported the idea of a neoplasm. (C) FDG PET shows
focal hypermetabolism in the pancreatic tail. (D) MR image using
T1 post-gadolinium injection in the portal venous phase, performed
2 months after the CT, shows regression of inflammatory signs in
the pancreatic and peripancreatic caudal region, and delineation of a
hypoenhancing 2-cm focal lesion with persistent upstream dilatation
of the main pancreatic duct, suggesting the diagnosis of pancreatic
ductal adenocarcinoma causing inaugural pancreatitis. EUS-FNB
confirmed the diagnosis.

CT, computed tomography; FDG PET, 18-F-fluorodeoxyglucose positron
emission tomography; MR, magnetic resonance; EUS-FNB, endoscopic
ultrasound fine-needle biopsy

resolution of jaundice through biliary drainage [26,27]. The
above endoscopic modalities had been performed before the
last MDT discussion; therefore, endoscopy represented only a
minor therapeutic management option at the end.

According to the results of this study, therapeutic
management of pancreatic cystic lesions was also significantly
impacted by MDT discussion, with 63.2% of patients
experiencing a modification in the proposed plan. After
MDT discussion, clinical or imaging follow up was the most
common proposition. The therapeutic management of cystic
lesions varies according to their nature. If the risk of neoplastic
evolution is nil or exceptional (such as in serous cystadenomas),
there is a priori no indication for surgery, except in cases of
compression of a structure such as the main bile duct. Follow
up by imaging or clinical examination is therefore usually
sufficient [28].

With regard to the role of MDT discussion in the definition
of the diagnosis of pancreatic lesions, we documented a
change in 17.6%, with a statistically significant difference
between solid and cystic lesions (7.7% vs. 35.7%, respectively).
Other studies, particularly those focused on malignant
solid lesions such as adenocarcinoma, have reported higher
numbers that ranged from 23-42% of cases for modification
of diagnosis [1,12,20,29]. The difference between our

Figure 5 A 55-year-old man with acute pancreatitis of unknown origin.
MRCP (A) MR T2 w images in coronal (B) and axial (C) planes show
features of chronic pancreatitis with main pancreatic duct irregularity
in the body and tail, and parenchymal atrophy. There is a pseudocyst
(star) in the lesser sac. No mass was detected. Careful analysis of the
images revealed the presence of tissue arising from the pancreatic body
at the level of the ductal stricture encasing the celiac artery (arrow),
suspicious for vascular invasion from ductal adenocarcinoma. The
finding was conformed at CT after iodine contrast medium injection
(D) and subsequent tissue sampling.

MRCP, magnetic resonance cholangiopancreatography; MR, magnetic
resonance; CT, computed tomography

percentage and those found in the literature can be explained
by the fact that, in the studies mentioned above, a change
in staging was considered as a change in diagnosis, while in
our study, such changes were not recorded in that way. In the
results published by Chingkoe et al, cystic lesions underwent
a change of diagnosis in 39% of cases, comparable to the
percentage found in our study (35.7%) [18]. The challenge with
cystic lesions is to provide accurate diagnosis and determine
their malignant potential before deciding between surgery,
surveillance or discharging the patient [30]. CT and MRI
imaging accuracy rates range from 73-97% for differentiating
benign and malignant cystic lesions, making image review by
an experienced radiologist at an MDT meeting essential [30].
In our study, providing a diagnosis after MDT in patients with
an unspecified cystic lesion was also considered a modification,
as it may determine further therapeutic management. One
of the important things to note about our study is that 14
adenocarcinomas were discovered among the cystic lesions
after review of the case in the MDT meeting, leading to an
adaptation in management. In these cases, the cystic lesion was
a consequence of ductal obstruction due to an adenocarcinoma
(e.g., a retention cyst or a dilated duct) and not a true cystic
lesion, making the final diagnosis more challenging.
Concerning the time until the MDT meeting and time
from MDT decision to therapeutic management initiation, we
observed a difference between cystic lesions and solid lesions.
Indeed, solid lesions were managed more rapidly, and this
difference can be explained by the fact that most solid lesions
are suspicious for malignancy, calling for prompt management.
However, the lack of a comparative group of patients without
MDT does not allow us to know whether the delays were affected
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in a favorable or unfavorable way by the MDT discussion.
Further studies should be conducted to evaluate the impact of
MDT discussion on the time to treatment initiation, as well as
the impact of any delay on the patient’s prognosis and outcome.

Our study has some limitations. First, its retrospective
design; the problem of missing data with this type of study is
well known. However, in our case, we obtained the data based
on written and validated recording of the patients MDT, which
is associated with a low probability of inadequate or missing
data. Moreover, the lack of a long-term follow-up analysis did
not allow for an assessment of the potential benefits of MDT
discussion in terms of patients’ prognosis. Finally, combining
patients with cystic and solid lesions in the analysis could
lead to a heterogenous group, with benign and malignant
pathologies, and therefore interfere with the results and their
comparison with previous studies. The strengths of our study
are the number of patients reviewed in a reference center, and
the fact that, to the best of our knowledge, this study is the first
to compare the impact of MDT discussion on the management
of pancreatic solid and cystic lesions.

Overall, our study highlights the fact that discussing
cystic lesions in a MDT meeting is of the utmost important
for providing accurate diagnosis. Moreover, MDT discussion
has an important impact on the therapeutic management of
patients with solid pancreatic lesions.

Summary Box

What is already known:

o Multidisciplinary team (MDT) meetings play
a crucial role in decision making for all cancer

patients, allowing better =~ communication,
coordination and  decision-making among
healthcare  professionals ~when  evaluating

treatment options

o Several studies have shown that multidisciplinary
meetings are associated with changes in the initial
diagnosis and staging of tumors, minimization of
errors, and better adherence to existing guidelines

o Theimpact of MDT discussion on the management
of patients with focal pancreatic lesions has not
been investigated

What the new findings are:

o MDT discussion significantly impacts the
management of patients with both cystic and solid
pancreatic lesions

o MDT discussion leads to a modification of the
initially proposed management in two-thirds
of patients, mainly through revision of cross-
sectional imaging

o The impact of MDT on lesion diagnosis was more
significant for cystic lesions than for solid lesions
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Supplementary material

Supplementary Table 1 Impact of multidisciplinary team discussion on patient management: cystic vs. solid lesions

Management Management of Management of P-value Management Management P-value
approach cystic lesions cystic lesions of solid lesions of solid lesions
before MDT after MDT before MDT after MDT
None, % 43.8 59 <0.001 26.7 2.1 <0.001
Chemotherapy, % 0.5 6.5 24.6 53.7
Surgery, % 4.3 8.1 12.2 12.5
Imaging follow-up, % 28.6 48.1 5 7.7
Clinical follow-up, % 14.1 21.1 2,1l 7.7
Endoscopy, % 8.6 1.1 27.6 2.7
Radiotherapy, % 0 0.5 1.2 5.6
Palliative care, % 0 1.1 0 27
Other, % 0 7.6 0.6 5.3
MDT, multidisciplinary team
Supplementary Table 2 Impact of multidisciplinary team discussion on patient diagnosis: cystic vs. solid lesions
Diagnosis Diagnosis of Diagnosis P-value Diagnosis of Diagnosis of P-value
cystic lesions of cystic solid lesions solid lesions
before MDT lesions after before MDT after MDT
MDT
Adenocarcinoma, % 0 7.6 NS 74.2 74.8 NS
IPMN, % 7.6 50.3 1.8 2.4
NET, % 1.6 3.8 116 10.1
Serous cystadenoma, % 11.4 16.2 0.6 0.6
Mucinous cystadenoma, % 9.2 6.5 0.3 0
Cholangiocarcinoma, % 0 0 2.7 2.7
Cystic dystrophy of the duodenal wall, % 22 22 0 0
Ampulloma % 0 0 2.1 1.5
Unknown, % 15.1 2.2 1.2 0
Other, % 5.4 11.4 5.6 8

MDT, multidisciplinary team; IPMN, intraductal papillary mucinous neoplasm; NET, neuroendocrine tumor; NS, non significant



