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Abstract  

 

Purpose 

Previous research has identified a need for greater clarity regarding the functions of 

multidisciplinary team (MDT) meetings in UK community mental health services. We aimed 

to identify the functions of these meetings by systematically reviewing both primary research 

and academic discussion papers.  

 

Design 

Papers relating to adult Community Mental Health Teams (CMHTs) in the UK and published 

between September 1999 and February 2014 were reviewed and appraised using NICE 

quality checklists. The search was broad in scope to include both general CMHTs and 

specialist CMHTs such as Early Intervention Psychosis services and forensic mental health 

teams. A thematic synthesis of the findings was performed to develop an overarching 

thematic framework of the reported functions of MDT meetings.  

 

Findings 

Of 4046 studies identified, none directly investigated the functions of MDT meetings. 

However, 49 mentioned functions in passing. These functions were categorised into four 

thematic domains: discussing the care of individual patients; teamwork; team management; 

and learning and development. Several papers reported a lack of clarity about the purpose of 

MDT meetings and the roles of different team members which hindered effective 

collaboration. 

Practical implications 

Without clearly agreed objectives for MDT meetings, monitoring their effectiveness is 

problematic. Unwarranted variation in their functioning may undermine the quality of care.  

 

Originality/value 

This is the first systematic review to investigate the functions of CMHT MDT meetings in the 

UK. The findings highlight a need for empirical research to establish how MDT meetings are 

being used so that their effectiveness can be understood, monitored and evaluated. 

 

Keywords 

Multidisciplinary teams, teamwork 

 

Classification 

Literature Review 
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Background  

 

Multidisciplinary teams (MDTs) are assumed to improve the quality of care by incorporating 

a range of professional perspectives into care planning (Department of Health, 1999, Wagner, 

2004, Department of Health, 2007a). MDTs are widespread throughout the UK National 

Health Service (NHS) and have a long history in community mental health care in the form of 

Community Mental Health Teams (CMHTs).  Despite a sustained emphasis on 

multidisciplinary care in UK mental health policy (Department of Health, 1998, Department 

of Health, 2001a, Department of Health, 2007b, Department of Health, 1995, Department of 

Health, 2009a), there has been little empirical investigation of MDT meetings, the formal 

mechanism for achieving this multidisciplinary collaboration.  

 

There is limited national guidance on the objectives, organisational structure and processes of 

mental health MDT meetings, and policy has been inconsistent regarding what should be 

discussed. For example, conflicting policies state either that all cases should be discussed 

(Department of Health, 2002, Department of Health, 2010), that only complex cases should 

be discussed (National Health Service Executive, 1999, Department of Health, 1995), or that 

only ‘significant’ or ‘important’ decisions should be discussed (Department of Health, 2010). 

Consequently, the content, format and organisation of MDT meetings is largely locally 

determined (West et al., 2012, Department of Health, 1995), leading to wide variations (West 

et al., 2012).  

 

The need for improved consistency of care in mental health services has been recognised by 

policy-makers. The Care Quality Commission has committed to developing definitions of 

‘what good looks like’ in  mental health care and is establishing an assessment framework of 

indicators to facilitate quality inspections (Care Quality Commission, 2013). The government 

has also recently announced plans for “an information revolution around mental health and 

wellbeing” (p. 11) to better monitor variation in provision (Department of Health, 2014b). A 

strong evidence base documenting current practices and challenges is necessary to support 

such quality improvement initiatives. This paper reports on a systematic review of the 

academic literature which was conducted to provide an overview of the functions of 

community mental health MDT meetings.  

 

Method 

The study was conducted in accordance with ENTREQ (ENhancing Transparency in 

Reporting the synthesis of Qualitative research) guidance (Tong et al., 2012) and PRISMA 

(Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidance where 

applicable (Moher et al., 2009).  

 

Eligibility criteria 

 

The term ‘community mental health team’ was defined broadly, to include specialist teams 

catering to older adults, Assertive Outreach Teams (AOTs), Early Intervention Services 
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(EIS), Home Treatment Teams (HTTs), Crisis Resolution Teams (CRTs) and memory clinics, 

as well as general CMHTs.  

 

A number of inclusion and exclusion criteria were defined in order to determine the relevance 

of the papers to the review question (Table 1).  

 

As the review aimed to collate the range of views regarding the purpose of MDT meetings, a 

diverse range of publication types was included. This included both primary sources which 

reported original research and secondary sources such as editorials and books. Secondary 

sources were treated as distinct in the analysis as they are not amenable to formal 

methodological quality assessment. Author comments from primary studies that were not 

derived directly from the data (e.g. commentary in the introduction sections of papers) were 

also reviewed in this way.  

 

Two of the authors (CN & PX) piloted and refined the eligibility criteria by applying them 

together to a subset of 20 studies. Articles meeting all of the criteria were fully reviewed.  

 

[Insert Table 1] 

 

 

Data sources  

 

 

The following databases were searched to identify relevant published academic papers: 

Medline, PsychINFO, Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

Embase, and Health Management Information Consortium (HMIC).  The returned references 

were downloaded to EndnoteX7 (Thomson Reuters, Philadelphia, USA) bibliographic 

referencing software. Duplicate references were deleted. The citations of eligible papers were 

also searched and five expert clinical academics who have published in the field were 

contacted to identify additional relevant studies. 

 

Search strategy 

 

A scoping review was initially performed to identify the most relevant databases and the 

terminology to be used in the search strategy. Word clusters consisting of synonyms 

representing the concepts multidisciplinary, team meeting, community, and mental health 

were developed (Figure 1). Terms within clusters were combined using the operator ‘or’ and 

clusters were combined using the operator ‘and’.  
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Figure 1. Search terms grouped into word clusters 

 

The search was restricted to articles published between the 1st of September 1999 and the 17th 

of February 2014. In 1999 the Department of Health published the National Service 

Framework for Mental Health, which set out an agenda for improving mental health care in 

England (Department of Health, 1999). This initiated significant changes in how care was 

planned and delivered, therefore studies published after this date are likely to be of most 

relevance to current practice.  

 

Screening 

 

The review involved two stages of screening to exclude papers which did not meet the 

inclusion criteria: (i) title and abstract screening and (ii) full-text screening.  

 

At the full text screening stage, the reasons for excluding any ineligible articles were 

recorded.   

 

At each screening stage, 10% of the references were independently screened by a second 

reviewer (PX) for quality assurance.  

Quality Assessment 

 

Following the full-text screen, primary sources were evaluated using  quality appraisal 

checklists developed by the National Institute for Health and Clinical Excellence (National 

Institute for Health and Clinical Excellence, 2012). The checklist for appraising qualitative 

studies and the checklist for appraising quantitative studies reporting correlations and 

associations were used. Using these checklists the studies were classified in the following 

manner: 

CLUSTER 2 
 

Team* 

Working 

Conference* 

Collaboration* 

Care 

Decision making 

Decision-making 

Meeting* 

Round* 

Review* 

CLUSTER 1 
 

Multidisciplinary 

Multi-disciplinary 

Interdisciplinary 

Inter-disciplinary 

Multiprofessional 

Multi-

professional 

Interprofessional 

Inter-professional 

MDT* 

Care planning 

Care-planning 

CLUSTER 4 

 
Psychiatr*  

Mental health 

CMHT* 

Memory clinic* 

Alzheimer* 

Dementia 

CLUSTER 3 
 

Community 

Home 

Outpatient 
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++  indicates that all or most of the checklist criteria have been fulfilled, and 

where they have not been fulfilled the conclusions are very unlikely to alter; 

+  indicates that some of the checklist criteria have been fulfilled, and where they 

have not been fulfilled or adequately described, the conclusions are unlikely to alter; 

–   indicates that few or none of the checklist criteria have been fulfilled and the 

conclusions are likely or very likely to alter. 

A second reviewer independently quality assessed 50% of the eligible studies. 

 

Data extraction  

Study characteristics were recorded in a data extraction database (see Box 1). While the 

primary aim of the study was to identify the reported functions of MDT meetings, the search 

criteria were broad, and other findings and comments relating to the team meeting were also 

recorded. 

 

   

1. Author 8. MDT Meeting functions identified by participants  

2. Year 9. MDT Meeting functions identified by authors  

3. Title 10. Barriers to effectiveness identified   

4. Design 11. Facilitators of effectiveness identified  

5. Participants 12. Effectiveness measures identified  

6. Team type 13. Comments about team meetings  

7. Aim/research 

question 

14. Summary of other relevant findings 

15.  Recommendations for improving MDT meetings 

 

 

 

 

Box 1. Study characteristics recorded in data extraction database 

 

Data analysis  

 

We conducted a thematic synthesis (Petticrew et al., 2013, Thomas and Harden, 2008) to 

develop an overarching thematic framework of the reported functions. The stages of thematic 

synthesis are outlined in Box 2 below.  
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Box 2. The stages of thematic synthesis (adapted from Thomas & Harden, 2008).  

 

The relevant portions of text from each source were imported into NVivo9 (QSR 

International, Warrington, UK) qualitative analysis software for coding. 

 

 

 

 

 

Results 

 

The review process is illustrated in Figure 2. The electronic database search retrieved 5606 

results. Citation searching identified an additional 48 papers. Once duplicates had been 

removed 4046 papers remained. Of the five experts contacted, four replied that they had no 

further papers to add. One suggested an additional paper which was found to be ineligible at 

the full-text screening stage.  

 

On screening the titles and abstracts, 3808 papers were excluded, leaving 238 for full-text 

screening. At the full-text screening stage, 189 papers were excluded. The reasons for 

exclusion are provided in Figure 2. Two papers could not be accessed at the British Library 

or through contacting the journal’s online editor.  

 

Having excluded ineligible papers based on the full-text screen, 20 primary sources and 29 

secondary sources remained.  

 

Stage 1. Coding text 

The relevant sections of included studies are entered verbatim into a database. 

Each sentence of text is inductively coded to capture its meaning and content.  

 

Stage 2. Developing descriptive themes 

Codes are grouped into a hierarchical tree structure based on similarities and 

differences. These groups of codes are labelled with a descriptive theme to 

capture the meaning of the grouping. 

 

Stage 3. Generating global analytical themes 

More abstract themes are inferred from the descriptive themes to address the 

review question. 
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Figure 2. PRISMA flow chart illustrating systematic review process.  
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Agreement between reviewers 

 

At the title and abstract screening stage, the second reviewer independently screened 400 

(approx. 10%) of the titles and abstracts. Both reviewers reached the same conclusion in 97% 

of cases, giving confidence that the inclusion and exclusion criteria were robustly defined. 

Discrepancies related to 12 references and were due to a lack of clarity regarding whether 

certain specialist teams were within the remit of the review. Following discussion, we 

decided to include forensic teams and dementia home treatment teams, but to exclude teams 

focusing on intellectual disability due to their distinct policy and organisational context 

(Department of Health, 2001b, Department of Health, 2009b). 

 

At the full text screening stage, the second reviewer independently screened 10% of the 

papers. Initially there were discrepancies between the reviewers regarding the inclusion of 

two papers, however, these were resolved by re-examining the papers in question to clarify 

terminology. 

 

Quality assessment 

 

All primary sources were of adequate quality for inclusion. Eleven were rated as “++” and 

nine were rated as “+”, indicating that where checklist criteria were not fulfilled it was 

unlikely to have influenced the conclusions. There was only one discrepancy between 

reviewers, where a paper (Barlow, 2006) was rated as “-” by one reviewer and “+” by the 

other. Following discussion, it was agreed that the findings that were relevant to the current 

review were very unlikely to have been altered by the methodological limitations, and the 

study was therefore included. 

 

Overview of included primary sources 

  

Twenty primary sources were included in the review (Table 2). Nine were qualitative 

interview studies, three were surveys (with some open-ended questions) and seven used 

multiple methods. Eleven related to ‘generic’ CMHTs, two to home treatment teams, one to 

forensic teams, one to assertive outreach teams and four reported on multiple kinds of 

CMHT. Further detail on the methods and participants involved in the primary sources is 

provided as an Appendix.  

 

 

[Insert Table 2]
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Overview of included secondary sources 

 

Thirty-one articles referred to the functions of MDT meetings but did not report on any 

relevant primary data, and so were analysed separately (Table 3). These secondary sources 

included 12 service descriptions, nine editorials, three books, one book chapter, one report 

from the Social Services Inspectorate and one systematic review.  Five studies reporting 

primary data were also included in this section because, although they mentioned MDT 

meeting functions, this came from the authors’ commentary rather than from the primary data 

collected.  

 

Secondary sources discussed a more diverse range of teams than the primary sources. Nine 

related to CMHTs, six to AOTs, three to memory teams, three to Older Adults teams, two to 

EIS teams, one to a ‘Focused Intervention Team’, one to a CRT, and one to a combined 

‘Crisis Resolution and Home Treatment’ team.  

 

 

[Insert Table 3] 

 

Thematic synthesis 

 

None of the source articles directly investigated the functions of MDT meetings. They had 

other aims and most only mentioned MDT meetings briefly. Inductive coding of the relevant 

sections of text from the source articles produced 27 basic codes. These were grouped into 

eight descriptive themes, which in turn were clustered into five global themes. The first four 

themes represent four broad functions of MDT meetings in community mental health care:  

 

1. Discussing the care of individual patients 

2. Teamwork 

3. Team management 

4. Learning and development.  

 

A fifth theme discusses findings relating to clarity of purpose. The thematic framework of 

MDT meeting functions constructed from the first four themes is presented in Table 4, which 

shows the basic codes and the number of papers in which each function was mentioned. 

 

 

[Insert Table 4]
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The functions described are not mutually exclusive; rather, they overlap, reflecting the 

different ways they have been conceptualised in the literature. For example, functions within 

the domain of ‘teamwork’ (e.g. sharing discipline-specific knowledge) can facilitate functions 

within the domain of ‘discussing care of individual patients’ (e.g. allocation to keyworker). 

 

The thematic framework illustrates how meetings were perceived to be beneficial to both 

patients and staff. They served to benefit patients by allowing team members to elicit both 

specialist and generic input by discussing their cases with their colleagues. They served to 

benefit staff by facilitating both concrete tasks such as the distribution of work, and 

psychosocial processes such as peer support and learning. They also facilitated team 

processes such as management and supervision, which may be seen as benefiting patients 

indirectly by promoting the smooth running of the service. 

 

The primary and secondary sources differed in focus. Staff development and empowerment, 

sharing the burden of the work, and peer-support were only mentioned in secondary sources, 

whereas primary sources tended to report more directly observable, practical tasks (e.g. 

discussion of new referrals). 

 

In the following sections, each of the global themes is considered in turn. 

 

Theme 1. Discussing the care of individual patients 

 

Discussing the care of individual patients was the dominant theme. Where papers were more 

specific about the nature of these discussions, they could be organised into two further 

categories: discussions relating to transition periods and discussions relating to on-going care.  

 

Discussing patients at transition periods 

 

Teams were reported to use MDT meetings to define service boundaries when discussing 

patients experiencing transitions in their care pathways, such as the initial referral to the team, 

allocation to a care-coordinator, and discharge from the team (Simpson, 2007, Burns and 

Guest, 1999, Burns, 2006). Discussing new referrals was amongst the most frequently cited 

functions (Chisholm and Ford, 2004, King, 2001, McEvoy and Richards, 2007, Mohan et al., 

2004, Simpson, 2007, West et al., 2012, Lawley et al., 2005, Mitchell and Patience, 2002, 

O'Brien and Burns, 2000, Simpson and de Silva, 2003). Several papers referred to the weekly 

MDT meeting as the “referral meeting” or the “allocation meeting” (Simpson and de Silva, 

2003, Mitchell and Patience, 2002, King, 2001, Mohan et al., 2004).  

 

Seven papers mentioned teams having discussions about which practitioner would be most 

suitable to work with a given patient (Lankshear, 2003, McCrae et al., 2008, Simpson, 2007, 

Burns, 2006, Ingram and Tacchi, 2004, Shajahan et al., 2006, Social Services Inspectorate, 

2001). In theory, this decision was to be made by finding the most suitable match between a 

specific case and the expertise of a particular professional. In practice, however, Lankshear 

(2003) found that this thoughtful matching process was often bypassed, and it was assumed 
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that whoever had conducted the assessment would take the patient on to their caseload.  In 

the words of one participant, "At one point if you were allocated [to do the initial assessment] 

it was generally accepted that you took that one on [to your caseload]. So people who were 

full up were saying 'No I'm not even going to assess it because, I can't, I haven't got the time 

to take it on" (p.460). 

 

Resource constraints also affected admission to the service, with two studies reporting that 

team members sought out ways to decline or redirect referrals: “The team described how a 

considerable amount of time and effort was continuously spent, especially during referral 

meetings, on the process of finding ways of ‘sharing unwanted cases’ with other agencies” 

(King, 2001). A participant in a study on “gatekeeping” access to CMHTs stated that team 

members who personally found it hard to reject referrals would strategically present them at 

the meeting “so that other people may say, ‘no that's primary health care’ or ‘no, you 

shouldn’t be getting involved’” (McEvoy and Richards, 2007; p.389). In this way, the MDT 

meeting could be used to provide a buffer for over-worked staff, allowing them to redefine 

and reinterpret their stated remit in light of their current workload and each presenting case. 

 

Discussing on-going care 

 

Meetings were described as an opportunity to share information, such as feedback on recent 

work (Barlow, 2006, Brown and Crawford, 2003, West et al., 2012), day-to-day difficulties 

and risks (Simpson, 2007, Thompson et al., 2008, West et al., 2012, Burns and Guest, 1999, 

O'Brien and Burns, 2000). Some papers described meetings being used as a forum for making 

group decisions about care plans or diagnoses (Mitchell and Patience, 2002, Page et al., 2008, 

Page et al., 2012, Uddin, 2006). Others described meetings being used to approve or confirm 

care plans and diagnoses that had already been made by individual team members (McEvoy 

and Richards, 2007, West et al., 2012, Mitchell and Patience, 2002, Simpson and de Silva, 

2003). 

 

Theme 2. Teamwork 

 

Meetings were reported to facilitate teamwork in two distinct ways: first, by allowing team 

members to share specialist knowledge, and second, by allowing them to provide general 

peer support.  

 

Though the meetings were described as an opportunity for “multidisciplinary review” (Burns 

et al., 2001, Burns, 2007), few papers investigated how multidisciplinary input was achieved 

in practice and several reported challenges in achieving effective multidisciplinary 

collaboration. One source of difficulty was a lack of clarity about the roles of different 

professional groups and the roles of the different team members (McCrae et al., 2008, 

Freeman et al., 2000). For example, Freeman and colleagues (2000) described how (Edwards 

et al., 2000)the allocation of tasks in MDT meetings was hampered by confusion regarding 

the role of support workers. Another challenge was the need to incorporate the expertise of 

different professional groups in a systematic and balanced manner. For example, in one study 
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there was a perception that discussions were sometimes overly-medical “I do get concerned 

at times when I come into team meetings and the discussion is all about what medication 

people are on. That’s talked about a lot, and that disappoints me a bit” (Chisholm and Ford, 

2004; p.29). Another paper emphasised that psychological ideas were shared with the team 

only informally, with psychologists occasionally “chipping in” with ideas rather than 

systematically providing a professional opinions (Christofides et al., 2012).  

 

Other teamwork functions were unrelated to discipline-specific expertise; rather they related 

to general benefits of working in a team, such as sharing responsibility for decisions(Lawley 

et al., 2005) and facilitating cross-cover when a patient’s keyworker was 

unavailable.(Cunningham and McCollam, 2001)Peer-support was a recurring theme among 

secondary sources. These highlighted the importance of creating a supportive environment 

(Ingram and Tacchi, 2004) and sharing the burden of care (Jones, 2002); “Through sharing 

and processing their thoughts and feelings, the team can progress the therapeutic work” 

(Lowe, 1999; p.18). In this way, meetings were conceptualised as a means of cultivating staff 

resilience, serving to benefit patients indirectly by increasing staff wellbeing. 

 

Theme 3. Team management 

 

Several papers mentioned that the team meeting was used for “business matters” or “team 

business” (Brown and Crawford, 2003, Brown et al., 2000, Chisholm and Ford, 2004, 

Donnison et al., 2009, Simpson, 2007, Burns and Guest, 1999). ‘Business’ was not explicitly 

defined, but service improvement functions such as audit and quality improvement were 

mentioned (Burns and Guest, 1999, Liberman et al., 2001, Brown and Crawford, 2003). The 

meeting was also reported to facilitate staff supervision (Burns and Guest, 1999, Chisholm 

and Ford, 2004, Ingram and Tacchi, 2004) and performance monitoring (Burns and Guest, 

1999, Firn et al., 2013, Jones, 2002): “Meetings enabled far greater scrutiny of what key 

workers were doing with the clients” (Jones, 2002; p.263).Two primary sources stated that 

teams reviewed the minutes from their previous meetings (Simpson, 2007, Brown and 

Crawford, 2003), presumably to assess progress on agreed actions.  

 

Theme 4. Learning and development 

 

MDT meetings were perceived to be a forum for both formal and informal learning, and to 

provide opportunities for reflection on team functioning (West et al., 2012, Liberman et al., 

2001, Molodynski and Burns, 2008).  Participating in meetings was perceived to facilitate 

staff development and empowerment (Chisholm and Ford, 2004, Lawley et al., 2005, Singh, 

2000, Liberman et al., 2001), and several papers mentioned formal professional development 

activities such as training sessions and presentations from external speakers taking place 

during their meetings (Chisholm and Ford, 2004, Brown and Crawford, 2003, Liberman et 

al., 2001, Burns and Guest, 1999).  

 

Theme 5. Clarity of purpose 
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Several papers reported that team effectiveness was hindered by a lack of clarity regarding 

the purpose of MDT meetings (Brown and Crawford, 2003). Differences between ‘official’ 

rhetoric and the clinical experiences of staff led to difficulties in defining the boundaries of 

the service when deciding which patients should receive which kinds of support. For 

example, King (2001) reported that the definition of ‘severe mental illness’ in official 

documentation differed from how staff members understood it in practice, leading to 

difficulties in deciding which referrals to accept and which to decline. Similarly, Lankshear 

(2003) identified a disparity between the stated remit of teams and the needs of the local 

patients who were being referred.  

Several authors argued that there was a need to explicitly discuss and reflect on the goals and 

philosophy of the team and the aims of the meeting (Chisholm and Ford, 2004, Brown and 

Crawford, 2003, West et al., 2012). One study reported that a lack of agreed policies 

regarding caseload management led to disputes over the allocation of work, and that tensions 

between members of different professional groups undermined collaboration (Simpson, 

2007). A large mixed-methods study of 19 teams (West et al., 2012)  found that the purpose 

of MDT meetings was usually left implicit and that it was not always clear if or when a 

decision had been reached. The authors recommended that meetings be structured by a clear 

agenda and led by a trained chairperson who summarises discussions and steers conversations 

towards an explicit decision. 

 

Discussion 

 

This is the first systematic review to collate views on the functions of MDT meetings in 

community mental health care. None of the papers identified explicitly investigated the 

functions of MDT meetings. The papers reviewed investigated a broad range of issues, from 

staff knowledge of NICE guidance to the prioritisation of referrals. In discussing these other 

aspects of community mental health care, they mentioned a number of functions that MDT 

meetings were perceived to serve. These fell into four broad domains: discussing the care of 

individual patients; teamwork; team management; and learning and development. However, 

in the midst of the wide range of functions identified, several papers reported a lack of clarity 

among staff as to the intended purpose of MDT meetings. The importance of having a clearly 

agreed purpose has long been emphasised in studies of healthcare team effectiveness 

(Carpenter et al., 2003, Onyett et al., 1997, Ling et al., 2012, Onyett et al., 1995, Peck and 

Norman, 1999a, Edwards et al., 2000). Without a clearly agreed purpose, meetings risk 

becoming an unfocused “catch-all” forum, which is used to address a wide range of issues 

that are not resolved elsewhere. The failure to define an explicit purpose also makes it 

precludes the possibility of evaluating the extent to which the purpose is being achieved. 

Consequently, it is difficult to determine whether MDT meeting is an effective use of 

practitioner time. 
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Ambiguity of purpose explain the results of a recent study which found that mental health 

MDT meetings produced fewer decisions than those cancer and heart failure, and were less 

likely to implement the decisions they did make (Raine et al., 2014). Low rates of decision-

making may in part be a consequence of the relative lack of prescriptive policy and guidance 

on MDT working in mental health services compared with other healthcare contexts. In 

cancer care, for example, MDT meetings are nationally audited against a list of indicators 

specifying which patients should be discussed, which staff members should be in attendance, 

what administrative support should be available, and how decisions should be documented 

(Department of Health, 2000, National Peer Review Programme, 2013, National Cancer 

Action Team, 2013). The introduction of these standards has facilitated benchmarking and 

inter-team learning.(National Cancer Peer Review Programme, 2013).  

In parallel with these policy developments, there has been a growing body of research 

focusing on cancer MDT meeting effectiveness (Stalfors et al., 2007, Blazeby et al., 2006, 

English et al., 2012, Wood et al., 2008) and a range of tools has been developed to help 

monitor and improve the quality of cancer MDT meetings, including discussion checklists, 

observational evaluation sheets and self-assessment questionnaires (Patkar et al., 2012, 

Taylor et al., 2012a, Lamb et al., 2011, Lamb et al., 2012, Taylor et al., 2012b). MDT 

meetings in mental health have not received the same level of attention. Because mental 

health policy is less explicit regarding the desired outcomes of MDT meetings, it is less clear 

how their effectiveness should be monitored. 

In keeping with a broader political movement to grant mental health “parity of esteem’ with 

physical health (Department of Health, 2014a), the UK government has recently announced 

plans to establish a Mental Health Intelligence Network (based on the National Cancer 

Intelligence Network) to monitor variations in care (Department of Health, 2014b). The 

findings of this review suggest that MDT meetings warrant careful consideration in this 

regard, given the lack of established best practice, confusion among practitioners regarding 

its purpose, and a lack of clarity regarding the roles of different team members. These 

meetings are resource-intensive, occupying the whole team for substantial periods of time 

each week, and inefficient meetings may have substantial opportunity costs in terms of time 

spent with patients and the total number of patients seen. Given the current lack of guidance, 

it is crucial that teams take the time to reflect on what they are trying to achieve in meetings 

and whether their organisational processes and procedures support this purpose. Team 

reflexivity, the extent to which a team explicitly discusses their objectives and processes and 

adapts them to changing circumstances (West, 2000), has been associated with improved 

team effectiveness, creativity and innovation, both in healthcare settings (West et al., 2012, 

Mickan and Rodger, 2005) and elsewhere (Schippers et al., 2012, Gurtner et al., 2007, 

Widmer et al., 2009). 

 

Limitations  

 

The findings of the review must be considered in light of a number of limitations. The search 

may not have identified all relevant papers. To ensure that the search was as comprehensive 

as possible, an inclusive search strategy was employed and experts with relevant clinical and 

research experience were contacted for advice. It is likely that some teams use MDT 
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meetings for purposes other than those reported in the literature, and some of the teams 

described in the literature may be atypical in terms of how they conduct their meetings. The 

extent to which these functions are ‘representative’ of all teams is therefore unclear. None of 

the reviewed papers directly asked participants what they perceived the functions of MDT 

meetings to be, and the list of functions identified therefore cannot be considered exhaustive. 

Rather, the review has collated and synthesised those functions that have been reported in the 

published UK research literature since the introduction of the National Service Framework 

for Mental Health.  

 

Areas in need of further research  

 

The review has identified a number of gaps in the research literature to date. Most strikingly, 

it highlights a paucity of primary research investigating MDT meetings in community mental 

health care. Though a wide range of functions have been mentioned in the literature, the 

extent to which they vary across teams is unclear. None of the papers examined the 

effectiveness of teams in achieving the different functions identified or assessed whether 

participants considered these functions a valuable use of time. Such research would be 

valuable in guiding teams to organise and conduct their meetings in an effective manner. 

Furthermore, none of the papers reviewed involved patients as participants, thus what they 

expect from MDT meetings has yet to be established.  

Though multidisciplinary working is now standard practice in mental health care, the review 

highlighted that many practitioners are unsure of the purpose of their meetings and the roles 

of different team members. Several authors called for teams to explicitly discuss MDT 

functioning to ensure a shared understanding among staff. Given that some papers reported 

tensions between different professional groups, it would be instructive to investigate whether 

perceptions of the purpose of meetings vary by professional group or levels of seniority. 

Making these agendas explicit may help to resolve ambiguity regarding the overall function 

of the meeting and suggest a method of organisation that best meets all team members’ needs 

 

Conclusion 

 

The dearth of previous research and policy on MDT meetings in mental health suggests that 

the mechanism through which they are assumed benefit patients has been largely taken for 

granted. A clearer understanding MDT functioning is necessary to establish best practice and 

a consistent standard of high-quality, equitable care across mental health trusts requires. To 

this end, a solid research base is required to support evidence-based guidance and service 

evaluation. This review begins to address this issue by  making explicit some of the taken-

for-granted functions of MDT meetings. The findings can support practitioners and managers 

in reviewing and discussing which functions their team meetings currently serve, how well 

they are achieved, and how they should be prioritised with respect to time.  

 

 

Note: 
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[1] We recognise that people have different preferences regarding the best term to use when 

referring to people who receive mental health services (e.g. service user, client, user, 

survivor, consumer, recipient, service attendee and patient). We use the term ‘patient’ here 

because surveys have found it to be the preferred term overall among such people in the UK 

(Simmons et al, 2010; Dickens and Picchioni, 2010). 
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