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Multidisciplinary teams and line management

Practical problems and areas of conflict in clinical psychiatry
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Recent developments in psychiatry have required
increased inter-disciplinary collaboration to ensure
co-ordination of specialist skills. Simultaneously,
changes in management structures of participating
disciplines have produced vertically organised
systems of management with multiple tiers often
referred to as line management. The membership of
multidisciplinary teams (MDTs) now comprises in-
dividuals at varying levels in management hierarchy
and with different abilities to contribute to the
decision making process. Managers usually impose
attitudes, expectations and obligations on staff
working in MDTs which are often major obstacles to
effective teamwork by causing ambivalence and
opposing loyalties leaving individual workers in invi-
dious positions (Fagin, 1985). This paper reviews
current thinking on multidisciplinary teams and
present day management structures among disci-
plines in psychiatry and discusses the practical
problems and areas of conflict resulting from their
interaction in settings where MDTs are expected to
operate.

Multidisciplinary teams

MDTs have been advocated as the most appropriate
method for delivery of health care in psychiatry and
more particularly in the area of community mental
health (CMH) (Furnell et a/, 1987, Ramon, 1989).
Many advantages are claimed for teamwork in clini-
cal psychiatry (Qvretveit, 1986): it is assumed to pro-
vide a better co-ordination of different disciplines, a
clearer and more equitable division of labour within
the team, a holistic approach to the development of
therapeutic plans for patients, a stimulating environ-
ment for team members where each can contribute to
his/her optimal ability thereby inculcating team
spirit and mutual support among team members. In
practice, however, such lofty ideals are rarely, if ever,
achieved.

It is intuitively clear that many different forms of
MDTs exist depending on the nature of collabor-
ation required. The term network is sometimes
employed to indicate informal, often ill-defined
arrangements where members of different disciplines
meet on an ad hoc basis in order to discuss and resolve
mutual problems. Formal teams, however, imply
recognition by management, regularity of meeting
arrangements, agreement on explicit objectives with
a structure to match, adequate administrative and
clinical co-ordination and perhaps a defined geogra-
phical or operational base. At least four types of
teams have been described (Qvretveit, 1986):

(a) managed teams have one individual (the man-
ager) who s fully accountable for all case work
decisions

(b) integrative, or ‘democratic’ teams in which
there is no leader with formally agreed auth-
ority or accountability

(c) co-ordinated teams where one member as-
sumes the role of a team co-ordinator with
powers to organise casework and to negotiate

(d) core teams which are full-time and fully
managed by the team leader and are imple-
mented where two or more professions have
considerable overlap in their work. Many dif-
ferent permutations and combinations of
these basic structures exist in practice depend-
ing on the functions of MDTs: clinical teams
(ward rounds, assessment meetings, case con-
ferences, clinical reviews), planning teams,
management teams, discussion forums etc.

Internal tensions and external pressures that work
against successful MDT functioning are well docu-
mented (Dingwall, 1980). Thus all members face the
vexed questions of accountability and leadership
(Dvretveit, 1986), relative case autonomy and con-
sensus decision-making often produces internal strife
which increases with the size of the team (Furnell ez
al, 1987), unmet administrative needs pose problems
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of dealing with external bureaucracies (Noon, 1988)
and interpersonal difficulties result in formation of
cliques and covert power struggles (Ramon, 1989).
Other difficulties include loss of individual identity
through blurring of roles and professional bound-
aries (Borus, 1978), and inappropriate deployment
of group or individual resources resulting in disen-
chantment and disintegration of team structure
(Noon, 1988). A less well appreciated problem is that
the team approach may remove from clients options
which are rightfully theirs and from clinicians, de-
cisions they might think appropriate but are diluted
or vetoed through the team’s deliberations. Much
work and time has to be expended in maintaining the
cohesiveness of the team by harnessing the construc-
tive forces in teamwork. In one centre visited by the
authors, 40% of staff time was spent in adminis-
trative and staff group activities and only 25% in
activities directly related to patient care. In another
review of jointly funded projects, an average of 140
hours were spent by staff on management per year
per person (Vaughan, 1989).

Many reviews of MDTs within the framework of
CMH in United States revealed a disappointing state
of affairs with “‘regression into a decentralised type of
custodial care, blurring of boundaries and priorities
degenerating into false egalitarianism™ (Borus,
1978). This resulted in denial of care to the very
patients who were most in need of it such as the chro-
nically mentally ill whose plight in asylums initiated
the community psychiatry movement in the first
place. Although many model and successful pro-
grammes have been developed, attempts to find com-
monalities amongst them have not been successful
and most have not been reproducible in other set-
tings either completely or in part.

Line management

The original management structure, with the matron
and ward sisters as key figures in nursing manage-
ment at hospital level, was found outdated and inad-
equate with the establishment of National Health
Service. The Salmon Committee, set up to reorganise
the nursing services, decided to distinguish ‘adminis-
trative’ from ‘managerial’ functions, setting up in the
process a multiple tier system in which the top six
grades were to assume managerial and administra-
tive roles. The Mayston report extended this to the
community and reinforced the concepts of line
management with a strictly vertical management
structure, each level of management entrusted with
distinct and defined roles effectively separating clini-
cal and administrative nurses in a “military style”
(sic) hierarchy (Fagin, 1985). The separate lines of
management for hospital and community sectors
have resulted in distinct philosophies in relation to
MDTs with greatest adherence to their ethos in the
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community producing significant conflict and diffi-
culties particularly in CMH. In one district, ideo-

logical leanings of a nursing officer resulted in

community nurses being allocated to primary health
care teams, divorcing them completely from psychi-
atric services: subsequent departure of the nurse
manager produced major organisational problems.

A similar structure has evolved with respect to
social work management (Bamford, 1982) where at
least four grades are interposed between the director
of social services and social workers in the field who
between them are responsible for statutory services
such as child care which still takes precedence, and
community or hospital based social work (Seebohm
report). The hierarchical structure was further tight-
ened by the Birch report and the uniquely bureau-
cratic response of management to public criticism in
successive child care inquiries (Bamford, 1982). The
separation of social work teams from health service
into the sphere of local authority has resulted in
considerable friction between the two arms of social
welfare, with diverging philosophies and poor co-
ordination. The publication of the Barclay report has
not altered the traditional management structures. It
is noteworthy that few social work departments have
identified teams whose priority is delivery of care in
mental health.

Psychology services, after evolving into a major
diagnostic and therapeutic discipline, have stressed
their relative independence. A system of manage-
ment requiring several tiers from top grade through
principal, senior and basic grade levels has developed
based on traditional civil service lines. The develop-
ment of occupational therapy into an independent
profession has been followed by establishment of a
firm system of management where all major policy
decisions are left to the middle and top level manage-
ments within each district. The management struc-
ture of both these professions are at present under
review. Only the consultant psychiatrist lacks this
line management both in clinical and in planning/
administration; junior doctors rarely participate in
true MDT settings except perhaps on the wards or
under supervision.

Problem areas
Decision making

MDTs, by their nature and composition, include
members from horizontally as well as vertically or-
ganised professions. One result of this is that the con-
sultant psychiatrist is often required to collaborate
with staff in other professions who are in ‘intermedi-
ate’ ranks and in some ways are more comparable to
junior medical staff. Psychology and social work, as
independent disciplines, do, in a limited way, dis-
tinguish between a professional who can act with a
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degree of independence and one who acts under clini-
cal supervision. In reality, whereas doctors, and to
some extent psychologists, can make decisions based
on available information, this can sometimes be diffi-
cult for others, especially if their decisions have non-
clinical implications. In these circumstances, the de-
cisions may be delayed until they have been referred
to and instructions filtered back from higher levels of
management. Alternatively, the individual could
show initiative and make a decision only to find it
questioned by his superiors. Although MDTs can be
carefully constructed to ensure individuals are
matched for their status and influence in the organis-
ation, in practice, this is not always feasible and is,
therefore, a rare occurrence.

Lines of communication

A parallel problem relates to the delays in dissemina-
tion of information between tiers of organisation.
This delay can often result in some members being
excluded from crucial aspects of MDT functioning.
Deferment of decisions is commonplace in multi-
disciplinary administrative meetings. Hierarchical
structure may also lead to dissemination of misinfor-
mation leading to misunderstandings and improper
implementation of policies. We have sometimes
noticed different versions of a decision being passed
on to members of the team through their respective
lines of communication, leading to conflicts at MDT
meetings. Thus when senior management, after dis-
cussions, decided to implement a policy allowing
consultants in mental handicap to admit patients to
acute wards, erroneous communication to ward staff
resulted in consultants being refused a bed until the
managers had been approached, which was not
always possible in emergencies. Effective communi-
cation in any large organisation is problematic; para-
doxically, the existence of MDTs, because of their
need to respond rapidly to events, may serve to
identify and highlight these problems.

Supervision/performance reviews

Line managers in vertical organisations are expected
to provide supervision, and hold performance re-
views, to monitor individual members of the MDTs.
These are dictated by the policies and orientations of
the unit managers which often differ for different
disciplines and may also be in conflict with the phil-
osophies of the MDT. Not infrequently, decisions
following these reviews, are made and implemented
without recourse to discussions with other members
of the team, resulting in changes over which individ-
ual team members have little control. The conse-
quent friction can occasionally result in problems,
sometimes even disintegration of the MDT and the
service which the team provided. In one instance,
after a performance review by area social services,
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the social workers were advised to withdraw from the
community MDT and provide only advisory service,
despite protestations by the team and the social
workers concerned, which resulted in the clinical
team being dismantled. Another example of this was
seen when senior nurse managers reorganised com-
munity nursing services without consulting other
health professionals or even the nurses themselves,
resulting in a spate of grievances; within days the
decision was reversed.

Staff appointments

The appointment of team members is normally per-
formed by line managers and there is no requirement
on their part to consult or to ask other team members
to participate in the appointment process, which re-
quires careful attention to the need for compatibility
between members of the MDT and whether the ap-
pointee has the required training qualifications and/
or skills useful in the context in which the MDT
would be functioning. Appointments to the team
before it is commissioned are often left too late and
much valuable time may be wasted because the mem-
bers have been unable to resolve individual conflicts
which are innate in the process of working together.
Frequently, pressing needs in other areas result in
line managers imposing alterations in membership of
the team, resulting in significant upheavals in team
equilibrium and dynamics.

Staff training

It is reasonable to assume that at the time of the
establishment of the team, training of members
would be integrated with its needs and philosophy
and allocation of resources made, so that the team is
properly equipped to deal with the problems it is
expected to tackle. Often people are appointed by the
line managers without cognisance of the needs of the
team. Once appointed, many then get sent off to
training courses, again without consultation, result-
ing in a team that is depleted for prolonged periods.
Even if initially the training is taken into account,
frequent changes of personnel by line management,
often unrelated to career moves by team members,
produce significant unsettling effects. The opening of
one community mental health centre (CMHC) was
delayed for over four months because of these prob-
lems and, when opened, faced severe shortages for a
long time because the issues mentioned above were
not considered.

Clinical/managerial distinction

In many vertically organised management struc-
tures, there is a clear demarcation between clinical
and managerial posts. This is perhaps most obvious
in nursing where nurses, who are otherwise clinically
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competent, are compelled to relinquish ward or
community based jobs in order to improve their
remuneration and career prospects and move into
non-clinical managerial posts for which they may be
ill-equipped (‘Peter principle’) or have little enthu-
siasm. If many nurses who acquire experience in
patient care move into managerial positions, the re-
sult must necessarily be a dilution of patient care
since only the more junior or the less able nurses are
left to deliver service. There are no rewards in present
day health organisations for experience and/or excel-
lence in clinical practice other than ‘personal or job
satisfaction’. It is not unknown in clinical psychiatry
for wards to experience a rapid turnover of senior
nurses for reasons of such career moves. Another
drawback of this distinction between clinical and
managerial posts is that decisions which may
impinge directly on patient care are sometimes made
outside MDT settings, often by individuals with little
contact or knowledge of patients who would be affec-
ted by them. Not infrequently, consultation has been
lacking and decisions introduced without adequate
briefing. Poor grading systems and/or their improper
implementation often compound these problems
associated with lack of proper career structures in
clinical services; this was most vividly seen during
the recent nurse grading exercise prompted by the
1989 pay review where complaints and grievances
occurred in almost every hospital in the country.

Budgetary controls

Most MDTs have no control over resources which
are normally administered by line managers.
CMHCs are particularly vulnerable to these
influences since the staff are expected to provide not
only clinical care, but also to organise the unit on an
operational basis. In addition, the current climate
requires that their work be evaluated and the results
incorporated into their work practices. The structure
within health authorities is directed towards identify-
ing personal accountability for financial control thus
militating against ‘team budgets’. As such, therefore,
managers are loathe to devolve any budgetary con-
trol to those who are ‘on site’. One jointly funded
CMHC had to function without stationary and toilet
rolls for several months because the local authority
and health service managers could not agree on the
source of this funding!

Comment

Many of the factors that contribute to failure of
MDTs in clinical psychiatry relate to the structure,
establishment and other factors which are largely
intrinsic to the heterogeneous nature of clinical
organisation of delivery of service in psychiatry.
Extrinsic factors such as inadequate funding of
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physical and manpower resources, and political and
non-political ‘controls over the team etc are also
relevant. Both have been extensively reported and
are not the subject of this communication which
focuses on the problems that exist at the interface
between line managements’ attitudes, expectations
and actions and the MDTs.

Hierarchical managements are not without vir-
tues: they provide clear lines of accountability, give
authority to those in the top tiers and are comprehen-
sible to most individuals (Bamford, 1982). On the
other hand, they create a sense of distance between
management and ‘workers’ which is further aggra-
vated by burgeoning bureaucracy and marked pay
differentials. In addition, the several tiers through
which decisions have to filter and the need for exten-
sive liaison with other disciplines with similarly
convoluted management systems predisposes these
organisations to processes which result in decisions
that are not always concordant with individual
facets of patient care particularly in areas, such as
community mental health, where working with other
professions is essential. The tighter the control of
management over its hierarchy, the greater the diffi-
culties: an extreme case is the requirement in some
social work departments that all correspondence be
channelled through the directors of social services
(Bamford, 1982)!

It is possible that the problems described in this
paper may not necessarily be a direct result of hier-
archical management systems but due to inappro-
priate implementation of administrative procedures.
To some extent, these conflicts are inevitable; line
managers have to manage within a much wider con-
text where many different aspects of service delivery
and prioritisation often result in decisions which
conflict with the functioning of the team. Thus for
nurses, needs of the hospital may have to be weighed
against the needs of the community, for social
workers, needs for statutory requirements such as
child care against community mental health etc.
Perhaps a major reason for these conflicts is poor
appreciation by management and MDTs of the needs
of a heterogenously constituted team and the
insidiously damaging effects of dual accountability
and divided loyalties.

Several measures could ensure that the pernicious
effects of interaction between line management and
MDTs are minimised. In a dynamic system such as
MDT, where a delicate equilibrium is required to
sustain its constructive potential, a continuous sys-
tem of feed-back and monitoring is essential starting
from whenit is first conceived. It is now accepted that
all MDTs should have formal statements of policies
which are decided in advance and reviewed regularly
so0 as to accommodate any change that may occur in
time. The respective roles of line managers and the
extent of their control over the team or its members
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should be clearly defined; this is one aspect of current
operational policies that is sadly overlooked.
Arrangements for regular review of the team with a
small viable group of managers from different disci-
plines must be enshrined in the policy document
before the team is commissioned. There is some ap-
preciation in social services of the needs of MDTs as
evidenced by appointment of staff facilitators who
supervise and help teams establish themselves; what
their eventual impact will be is at present unclear.
The problem areas catalogued in this paper also
suggest measures that can be instituted once the team
is established. Line managers should develop and use
rapid and formal as well as informal channels of
communication. The presence of a project manager
is now considered a necessity for the proper function-
ing of the team (Vaughan, 1989) and he/she should be
regularly involved in any changes that are initiated
from either side. Line managers must consider the
training needs and their costs before accepting any
proposals for establishing MDTs and they must take
into account the recurrent costs of in-service training
in financial terms and in terms of effects on service.
The present arrangements where appointment of
staffis conducted without consultation with the team
produces instability and disequilibrium; appoint-
ments should be made early and in good time,
transfers without consultation kept to a minimum
and replacements arranged as rapidly as possible.
Performance reviews and regular supervision are an
essential part of effective management; their insti-
tution and results could be more open and collabora-
tive so that decisions about patient care are not
adversely affected. Clinical decisions should be left
to the deliberations of the team. In CMHCs, some
degree of devolution of budgetary control is essential
if they are to have the autonomy required for proper
functioning in the community and independence
from the stifling effects of rigid hierarchical control.
The position of individual members of the team in
the complex relationship between MDT and line
management is difficult and poorly defined. For clini-
cal decisions relating to patient care, members of the
teams are clearly responsible to the team leader; in
non-clinical matters, they would be answerable to
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their line manager. There is, however, an area of
overlap where difficulties arise; in these situations, it
is essential that individual team members are not
placed in situations where divided loyalties are in
conflict with the essence of shared responsibilities in
the team. The consultant has an important role to
play (Rawnsley, 1984) in CMH and more specifically
in MDTs: much evidence suggests that his sapiential
leadership, as a result of his rigorous training, exten-
sive experience in patient care and the specific legal
and clinical responsibility for patients makes him a
pivotal figure in the team. He also has a degree of
independent authority, unfettered by rigid hierarchi-
cal controls, to negotiate on matters relating to the
team.
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