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Abstract: Multidisciplinary teams (MDTs) have shown great importance in help to diagnose the patient in a timely manner, patient tailored
treatment plan, better symptom management, greater recovery and a better palliative care. MDTs are currently being extensively researched
for integration into the management of GI cancers. GI cancers represent a multifaceted disease with a high morbidity and mortality rate. These
cancers typically present at later stages of disease making them exceedingly challenging to treat and as a result significantly impacting patient's
QOL. The purpose of this review is to describe the MDT’s role in making management recommendations for GI cancers and to outline their
impact on patients' QOL in detail. The review discusses the different types of GI cancers, the accurate diagnosis, as well as management of GI
cancers with the role of collaborative teams in developing the most effective treatment plan for these patients.

MDT is a useful tool in GI cancers that facilitates the provision of an appropriate diagnosis and help make suitable management recommen-
dations based on a team approach in this sub-specialty and is anticipated to address the growing global cancer burden. Future research should
focus on factors vital to establishing a team approach in GI oncology and identify the barriers to formation of a sustainable MDT ecosystem.
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INTRODUCTION

GI cancers significantly contribute to the global health burden,
and the rise in diagnosed cases has raised questions regarding
the gaps in preventing and managing these cancers. GI cancers
are one of the leading causes of cancer-related mortalities in the
world, making up nearly 35% of them. Approximately 5 million
new cases were reported in 2020 [1]. Research predicts that in
the next 20 years, the number of new cases and mortality from GI
cancers will go up by 58% and 73%, respectively [2]. Pakistan is
no exception in dealing with the increasing number of reported
GI cancer cases day by day. GI cancers account for about 13%
of all the cases of cancer in Pakistan, with approximately 35,000
new cases reported annually [3]. With the country carrying an
immense burden of hepatitis B and C cases, co-infection with
GI cancer has contributed to an increased number of mortalities
[4]. Annually, there are 15,000 GI cancer related deaths in Paki-
stan. These statistics are quite concerning and require the world
and Pakistan to act swiftly and propose strategies for improved
cancer management.

The purpose of this review is to emphasize and investigate how
the engagement of MDTs has improved the management and
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QoL of GI cancer patients. MDTs can improve patient care,
oncological outcomes, treatment recommendations, managing
side effects, and enhance psychological wellbeing of GI cancer
patients, thus helping the caregiver provide a more holistic care
of GI cancer patients [5].

These cancers have multiple risk factors that include age, genet-
ics, chronic alcohol consumption, smoking, and a high-fat diet
[6]. Advanced age is a significant risk factor, with most cases
being diagnosed in patients over 50 years [7]. APC gene muta-
tions for colorectal and BRCA2 mutations for pancreatic cancer
predispose individuals to develop these cancers [8]. In addition,
most GI cancers have a risk determined by geographic locations
and socioeconomic status. Gastric cancers are common in East
Asia with higher incidences associated with diet and increased
H. pylori infections and colorectal cancer is common in the
Western world [9]. These factors exemplify the complicated
pathophysiology of GI cancers and thus warrants a customized
approach to management of different populations.

QUALITY OF LIFE IN GI CANCER CARE

A definition of health related quality of life (HR-QoL) is a mul-
tidimensional assessment of how treatment and disease affect
patients' well-being and functional outcomes in life [10], which
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is measured with validated instruments, core cancer QoL ques-
tionnaire C30 (QLQ C30) developed with EORTC in conjunc-
tion with site specific tools [11]. As with other cancer types,
some cancers have additional modules available with a pattern
specific for symptoms relevant to their type, like for stomach
cancers EORTC QLQ-STO22 [12]. These toolkits are constantly
being converted into multiple native languages for the QoL
assessment with the values as applicable to the vast social and
economical values of the population. In a meta-analysis of 30
RCTs on the use of EORTC measure to quantify patients' QoL
who had survived due to different types of cancers, some QoL
factors like appetite, pain threshold, and physical functioning
were found to affect cancer patients overall survival. Acquisi-
tion of the additional 6% increase of the accuracy of survival
outcome assessment was also realized when factoring age and
clinical disease stage, as QoL assessments provide additional
information as to how patients are responding to treatment [ 13].

Effect of Treatment Modalities on QoL

Survival outcome and QoL should both be considered when
treating patients with GI cancer. Although there has been some
improvement in survival outcomes due to advanced treatment
modalities over the last decade, the overall prognosis remains
poor because QoL is highly dependent on the treatment type
[14]. Self-reported QoL is an independent predictor of treat-
ment response and survival outcome in a retrospective analysis
of patients with advanced GI cancer receiving first-line che-
motherapy [15]. Furthermore, another clinical trial reported a
positive survival outcome, alleviation of symptoms, and over-
all improved performance status in patients undergoing a sec-
ond-line chemotherapy regimen. Chemotherapy has been seen
to improve symptoms related to GI cancers [16]. In 2018, a sys-
temic chemotherapy regimen in a palliative setting was found to
not only extend the survival but also improve the QoL, leading to
the overarching goal of enhancing the patients well-being [17].

A randomized NORDIC9 study found that reducing the dose in a
combination chemotherapy regimen resulted in longer progres-
sion-free survival, overall survival, and fewer toxicities when
compared to full-dose chemotherapy, when compared to mono-
therapy in full dose, there was a trend towards improved QoL,
physical functioning, and fewer episodes of symptoms [18].
These trends in treatment regimens and patient QoL should be
considered while determining the appropriate treatment plan,
intensity, and duration for chemotherapeutic agents during inter-
disciplinary approaches [19].

There is general controversy regarding the effect of early post-
operative complications on patients' HR-QoL. One study has
reported that early esophagectomy postoperative complications
have a detrimental effect on HR-QoL. It has been discovered that
intrathoracic or intra-abdominal abscess, bleeding, sepsis, pneu-
monia, pulmonary embolism, renal failure, respiratory failure,
stroke, and myocardial infarction are independent predictors of
poor HQ-QoL [20]. Nonetheless, a recently conducted cohort
study discovered that there was no correlation between HR-QoL
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and postoperative complications following esophagectomy [21].
In order to reduce the likelihood of postoperative complications,
it is necessary to choose appropriate surgical techniques during
MDTs [22]. Physical symptoms like constipation, fatigue, and
loss of appetite, as well as physical, social, and cognitive func-
tioning, were found to be associated with cancer-specific sur-
vival in another study assessing the role of surgery as a curative
or palliative measure in gastro-oesophageal cancer [23]. Patients
are more likely to prefer treatments with fewer side effects and
no hospital stay, even when such options offers no survival ben-
efit compared to the standardized care [24].

Effect of Symptoms on QoL

The QoL of a patient receiving treatment for GI is significantly
affected by symptoms such as weight loss, heartburn, dyspha-
gia, reflux, early satiety, and dumping syndrome. Because of
their shortened life expectancy, this effect is more noticeable in
patients receiving palliative care for GI cancer [25].

Dumping syndrome, categorized as late and early, affects
approximately 40% of GI cancer patients. Early dumping syn-
drome is defined by constellation of vasomotor symptoms such
as fatigue, flushes, a desire to lie down after meals, perspiration,
palpitations, syncope, tachycardia, hypotension, which are in
addition to many GI symptoms such as nausea, diarrhea, abdom-
inal cramps, and bloating caused by the rapid passage of food to
the small intestine after gastrectomy. In contrast, late dumping
syndrome is defined as hypoglycemia occurring within 1-3 hours
of a meal. It often causes patients to avoid eating, thus acceler-
ating weight loss [26].

Weight loss has the potential to impair QoL in GI cancer patients,
particularly following gastrectomy. According to the results of a
three-year survival study, a higher level of ghrelin—a key cause
of weight loss that is released from A-like cells in the stomach
fundus and stimulates the hypothalamus's appetite centre—is
linked to a lower chance of surviving [27]. Moreover, impaired
delivery of pancreatic enzymes as a result of anatomical changes
after gastrectomy has been linked to malnutrition [28-30].
Therefore, patients should receive nutritional support from a
qualified nutritionist during a multidisciplinary approach. The
approach includes assessing the patient's nutritional status prior
to any medical or surgical treatment; developing a comprehen-
sive nutrition strategy before treatment begins; and, to avoid
surgical complications such as infections, working on immuno-
nutrition prior to the procedure [25, 29, 31].

QoL in Lower-Middle-Income Countries

According to one study, the lower-middle-income country's
patients with colorectal cancer had an overall mean QoL score
of 69.08. This was higher than the global QoL score of 65.48
measured in all GI cancers at the same center. It was seen that
patients with upper GI cancers are typically diagnosed in late
stages, which resulting in less curative treatment approaches than
those used for colorectal cancers [32, 33]. Racial, ethnical, and
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socioeconomic disparity, along with limited access to healthcare,
were significant social determinants of poor HR-QoL. Absence
of physical activity has been noted to be the most significant
behavioral factor associated with poor HR-QoL, followed by
heavy alcohol consumption and continued smoking [34].

Psychosocial Parameters and QoL

It was discovered that low levels of physical functioning, role
functioning, social functioning, and global QoL score were
linked to reduced survival rates of roughly 45%, 42%, 67%,
and 81%, respectively. It was also noted that a 10-point increase
in physical functioning reduced the risk of death in patients with
upper GI cancer. Furthermore, a 10-point increase in social func-
tioning was seen to significantly predict lower GI cancer survival
outcome, while a 10-point increase in global QoL and physical
functioning was found to reduce the risk of death by 13%. All of
these effects were more pronounced in upper GI cancer patients
[35]. Early and late individual patient data metaanalysis revealed
that GI symptoms had a negative impact on HR-QoL. Patients'
survival can be predicted based on baseline QoL parameters such
as pain, dyspnoea, loss of appetite, and physical function [36].

It has also been noted that patients receiving surgery for GI can-
cers scored lower on the prevalence of anxiety (20%) and depres-
sion (12%), respectively, than patients receiving no treatment,
or (29%) and (20%), respectively. This may be due to improved
functionality during treatment and the support of family and
friends. Regular communication with medical professionals may
also improve the patients' social wellbeing [37].

MDT APPROACH IN IMPROVING QOL AND SUR-
VIVAL

GI MDTs have been specifically designed to improve diagnos-
tic accuracy, rectify misdiagnosis, improve preoperative stag-
ing and postoperative mortality, and ultimately help improve
overall survival (OS) and QoL of patients [38, 39]. In addition,
preventing psycho-social burden by improving patient’s QoL is
of utmost importance in the treatment of gastric cancer patients
[40]. While most studies prove MDT groups to display positive
clinical outcomes, their role in improving the QoL still remains
to be seen. A recent Pakistani study reported global QoL to be
negatively impacted by ongoing treatment and positively asso-
ciated with a history of surgery [32]. Estimation of these scores
paves the way for improved QoL and enhanced treatment plans,
leading to better patient outcomes. A standardized approach for
discussion of cases from diagnosis, investigations, and treatment
plans to QoL, prognosis, and overall survival is therefore becom-
ing increasingly important [38]. Regardless of the format, MDTs
are focused on addressing the numerous challenges that may
arise due to tumor resectability, metastasis to other organs and
therapeutic and surgical complications across different patient
demographics. MDT approach influences endoscopic, patholog-
ical and radiological assessments. This leads to a more accurate
cancer staging and coordinated treatment planning that considers
the patient’s QoL. Some studies have even demonstrated that
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MDT-based interventions not only maintained but improved the
QoL of patients with advanced cancer [41].

GI cancer registries, which compare pre-MDT and post-MDT
cohorts, illustrate how changes in diagnosis after MDT involve-
ment are not uncommon. MDT plays a crucial role in guiding the
accurate diagnosis and informing treatment recommendations in
GI cancer. Ye et al. demonstrated that patients managed through
MDTs had a lower incidence of liver metastasis. [42]. Lowes et
al. expressed their concern regarding the overall low utilisation
of GI MDTs despite their proven effectiveness [39]. In addi-
tion to their role in pre-treatment decisions, a subset of patients
with metastatic or unresectable disease also benefit from MDTs,
as they facilitate clinical trial eligibility and offer patients and
providers access to resources for symptom palliation, including
radiation therapy and stent or feeding tube placement. This is
especially important, as many patients enter the clinic, unfor-
tunately, with advanced disease, and preserving the remaining
QoL is their only option [43].

CHALLENGES AND FUTURE DIRECTIONS IN
MDT

Despite being the standard for cancer care, MDT establishments
face numerous obstacles, including monetary, physical, and
social constraints. These barriers appear magnified for patients
residing in Lower-Middle-Income-Countries (LMICs) like
Pakistan, where, in addition to financial constraints, the role of
MTBs is impeded by lack of awareness, poor governance and
low acceptability [44, 45]. These set-backs can be attributed to
cultural norms like single-physician-management, hierarchical
medical decision making and limited professional availability
for timely collaboration [46]. The vast number of cases in com-
parison to limited physician availability demands a streamlined
system with defined interventions and protocols so that more
complex cases are targeted and selected for multidisciplinary
review, by implementing simple and available tools like MeDiC
(Measure of case-Discussion Complexity) [47, 48].

CONCLUSION

The nature of MDT demands dynamic changes with the times to
improve convenience, accessibility and accuracy. Artificial intel-
ligence subfields such as deep learning and machine learning
have transformed medical research, diagnosis, and treatment.
The integration of artificial intelligence and radiomics in oncol-
ogy provides another avenue for enhancing the decision-mak-
ing process of MTBs, which can further the improvement of
our patients’ QoL. Most current research on QoL in GI cancer
patients' care focuses on short- or intermediate-term results, and
studies examining long-term outcomes are necessary, particu-
larly following complex treatment modalities. With an increasing
number of cancer survivors, particularly those with colorectal
cancers, there is a need to provide additional support to patients
suffering from the effects of ongoing treatments, such as sexual
dysfunction, permanent stoma, bowel and urinary problems, as
well as other psychosocial issues [49]. Further, to overcome the
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physical barriers to holding meetings, Virtual Multidisciplinary
Tumor Boards (VMTBs) offer an alternative platform for mul-
tidisciplinary consensus [45]. This model could be beneficial in
obtaining more specialized professionals on board, particularly
in an LMIC. It is becoming increasingly necessary to explore
the impact of MDT decisions on the QoL of cancer patients and
to also consider the improvement of patients' lives alongside
survival outcomes during these interdisciplinary collaborations.
However, there is a paucity of research on patient-centered out-
comes from VMBTS, such as psychosocial or QoL elements.
With a patient-centered approach in mind, additional research
should be conducted on the contributions of auxiliary profes-
sionals, such as dietitians, palliative care managers, and mental
health specialists, whose close link to improving patient-cen-
tered outcomes paves the way for better, more comprehensive
cancer care.
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