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Abstract
Multidisciplinary teams (MDTs) and their meetings are central to cancer care and other chronic con-
ditions: promoting treatment standardization, reducing geographical variability, and improving patient
outcomes. However, increasing complexity, workload pressures, and resource constraints require effec-
tive leadership and chairing. Leadership sets strategic goals, shapes team culture, and drives long-term
improvement, while chairing ensures operational efficiency through structured and efficient discussions.
These complementary roles demand adaptive styles to balance inclusivity and efficiency within and
beyond meetings. Transformational and facilitative leadership inspire innovation and collaboration,
while directive approaches help maintain focus in high-pressure contexts. Human factors, including
cognitive fatigue and authority gradients, influence MDT dynamics, highlighting the need for work-
flow optimization, shared responsibilities, and fatigue management. Equally important is empowering
followers through training in communication and collaborative skills, which further mitigates power
imbalances. By aligning chairing and leadership styles with meeting demands and integrating support-
ive technologies, MDTs can sustain their pivotal role in patient-centred care and achieve both strategic
and operational success in cancer treatment planning.
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Introduction
While this editorial primarily focuses on cancer care, the principles of lead-

ership and chairing discussed herein apply to any specialty that uses the multidis-
ciplinary (MDT) model, including cardiology, neurology, and orthopaedics. The
challenges of coordinating complex cases, managing team dynamics, and balancing
leadership roles are common across all MDT settings.

Over the past three decades, MDTs have become the cornerstone of cancer care,
reducing variability, and improving patient outcomes (Calman and Hine, 1995;
Kesson et al, 2012; Lamb et al, 2011; Soukup et al, 2023). Rooted in reforms from
the Calman and Hine (1995) and mandated by the Improving Outcomes Guidance
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(NICE, 2019), MDT discussions are mandatory in the UK, promoting adherence
to best practices and supporting timely diagnostics and treatments (NICE, 2019).
Beyond clinical benefits, MDTs are perceived to contribute toward healthcare pro-
fessional wellbeing, education, and quality assurance (Taylor and Ramirez, 2004),
with their success extending to other chronic conditions (NICE, 2019).

However, as MDTs have evolved, they face mounting challenges. Rising can-
cer incidence, survival rates, treatment options, and comorbidities strain resources
(Soukup et al, 2019a,b, 2018). Over-reliance on MDT discussions for all cases, in-
cluding straightforward ones, has compounded this burden and created inefficien-
cies (Hoinville et al, 2019). National efforts (Cancer Research UK, 2017; Darzi,
2024; Gore, 2017) have examined strategies to optimise MDT function, highlight-
ing resource alignment, greater efficiency, and refined roles (Hoinville et al, 2019).

Leadership and chairing styles in MDT meetings serve both strategic and op-
erational purposes (Weller et al, 2014). While leadership shapes the overarching
vision, driving culture and long-term improvements through innovation andmotiva-
tion (Edmondson, 2012; Heifetz et al, 2009), chairing focuses on practical manage-
ment, structuring meetings, ensuring inclusivity, and guiding informed decisions
(Kauffeld and Lehmann-Willenbrock, 2012). Leaders (often surgeons, oncologists,
or radiologists) balance team culture with operational efficiency, focusing on col-
laboration, quality improvement, and care planning (Lamb et al, 2011; Taylor and
Ramirez, 2004). Chairs typically oversee 40–60 cases within 1–4 hours with their
MDT, requiring focus, time efficiency, addressing cognitive fatigue, and balancing
inputs for effective case reviews (Hoinville et al, 2019; Lamb et al, 2011). Follow-
ers play a vital role by contributing specialised expertise, engaging in discussions,
and improvement initiatives, while supporting both leadership and chairing efforts
to ensure inclusivity and comprehensive care planning (Alanazi et al, 2023).

Leadership and Chairing Styles
Table 1 shows different leadership and chairing styles have strengths and lim-

itations (Gottfredson and Aguinis, 2017). Transformational leadership inspires in-
novation and motivation, but risks overlooking immediate needs (Bass and Riggio,
2006). Facilitative and democratic styles encourage collaboration and inclusivity,
yet may slow progress (Gastil, 1994; Woods, 2004). Directive and autocratic ap-
proaches allow swift decisions in emergencies, but can suppress input (Gottfredson
and Aguinis, 2017). Laissez-faire empowers proactive teams but can lead to disor-
ganisation if members are less driven (Skogstad et al, 2007), while micromanage-
ment maintains control at the cost of morale and autonomy (White, 2010). Trans-
actional leadership handles routine tasks effectively but may limit innovation and
long-term vision (Bass and Riggio, 2006). Balancing these styles is essential for
building an effective, patient-centred MDT (Braithwaite et al, 2017).

While leadership focuses on shaping team culture and aligning broader objec-
tives (Heifetz et al, 2009), chairing emphasises practical aspects of individual meet-
ings, such as structuring discussions and synthesising diverse perspectives (Kauf-
feld and Lehmann-Willenbrock, 2012). Both require adaptive methods to engage
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Table 1. Leadership and chairing styles with overlaps, strengths and weaknesses.
Style Description Applies to

leadership
Applies to
chairing

Strengths Weaknesses

Transformational Inspires team members with a vision for long-term
goals and continuous improvement, focusing on moti-
vation and innovation.

3 7 Encourages innovation, team
motivation, and patient-
centred care.

May overlook immediate
practicalities and focus too
much on big-picture goals.

Facilitative Empowers teammembers to contribute equally and col-
laboratively. Ensures all voices are heard and consen-
sus is built. Applies to both chairing and leadership,
fostering inclusivity during meetings and collaborative
culture beyond.

3 3 Promotes teamwork, bal-
anced participation, and
conflict resolution.

Can be slower and less ef-
ficient if overly focused on
team process.

Democratic Involves the team in decision-making and seeks con-
sensus. Encourages team input during meetings, while
retaining authority to make the final decision if needed.
Promotes shared decision-making in both meetings and
long-term team initiatives, balancing operational and
strategic goals.

3 3 Ensures inclusiveness and di-
verse perspectives. Builds
trust and team engagement.

May slow down decision-
making, if overly focused
on consensus, especially in
urgent situations.

Directive Controls the flow of the meeting, enforces the agenda,
and ensures time management. Used to maintain focus
and efficiency in meetings.

7 3 Provides clarity and structure,
efficient in high-pressure situ-
ations

Limited team input, stifles
creativity, not ideal for long-
term

Autocratic Exercises tight control over decisions, with minimal
input from the team. Makes unilateral decisions and
limits discussion. Applies to both chairing and leader-
ship, ensuring efficiency during meetings and decisive
action in high-pressure situations, but potentially sup-
pressing team input and innovation.

3 3 Efficient in emergencies,
quick decision-making.

Suppresses team input, reduc-
ing engagement and innova-
tion.
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Table 1. Continued.
Style Description Applies to

leadership
Applies to
chairing

Strengths Weaknesses

Laissez-faire Provides little guidance or direction, allowing the team
to self-manage. Takes a hands-off approach, which can
lead to disorganized meetings. Applies to both chair-
ing and leadership, empowering highly skilled and self-
sufficient teams to function independently, but risk-
ing inefficiency and lack of structure in less proactive
teams.

3 3 Gives freedom to highly
skilled teams to function
independently.

Can lead to disorganization
and missed decisions if the
team lacks initiative.

Micro-
management

Overly controls every detail of team operations, stifling
autonomy. Primarily applies to leadership when team
members are micromanaged continuously.

3 7 Ensures tasks are done as ex-
pected.

Demoralizes team members,
stifles creativity and innova-
tion.

Transactional Focuses on structured tasks, rewards, and penalties to
achieve specific goals. Primarily used for managing
routine, task-oriented aspects of leadership.

3 7 Good for routine tasks and
meeting specific objectives.

May hinder creativity and
long-term thinking.
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teammembers and maintain focus (Heifetz et al, 2009). For example, leaders might
use transformational or democratic styles to unify the team around shared goals
(Bass and Riggio, 2006), while chairs employ similar techniques to ensure inclusive
and efficient discussions (Kauffeld and Lehmann-Willenbrock, 2012). By combin-
ing strategic leadership with operationally sound chairing, MDTs can pursue long-
term quality improvements while ensuring each meeting contributes meaningfully
to broader objectives (Edmondson, 2012; Weller et al, 2014). This integration en-
ables outcomes that are both practical and visionary, reinforcing the MDT’s role in
high-quality, patient-centred care (Braithwaite et al, 2017).

Human Factors Impacts
Human factors significantly influence MDT performance and decision qual-

ity (Soukup et al, 2019a,b, 2020a,b; Weller et al, 2014). Chairs often face dual-
task interference-juggling clinical inputs, decision-making pressures, and leader-
ship duties-creating a cognitive load that can weaken coordination and compromise
decision-making (Soukup et al, 2016). Emphasising shared responsibility through
a facilitative style helps reduce the burdens (Heifetz et al, 2009).

Prolonged meetings exacerbate these challenges (Soukup et al, 2019a,b). Cog-
nitive fatigue can erode decision-making and team contributions, leading to short-
cuts that undermine thorough case review (Soukup et al, 2019b, 2020a,b). Logis-
tical barriers, such as equipment malfunctions and administrative errors, further
disrupt meeting flow (Cancer Research UK, 2017; Soukup et al, 2020a). One study
found that logistical problems affected over 42% of MDT cases, contributing more
to decision-making variance than clinical complexity (Soukup et al, 2020a).

Power dynamics, including hierarchical structures and professional “tribalism”,
can also undermine decision-making. Adopting transformational and facilitative
behaviours encourage diverse input, mitigates authority gradients, and facilitates
an inclusive environment. Leaders can use transformational approaches to inspire
broad engagement, while chairs promote equal input, and followers engage collab-
oratively to prevent dominance by any one group (Alanazi et al, 2023).

Following are examples of human factors impact team dynamics:

• Teamwork: Hierarchy and varying expertise can hinder collaboration (Weller
et al, 2014), leading to fragmented discussions andmissed opportunities (Lamb
et al, 2011). Facilitating open participation can counter authority gradients
(Edmondson, 2012).

• Communication: Miscommunication risks incomplete or inaccurate recom-
mendations (Kauffeld and Lehmann-Willenbrock, 2012). Active listening, clear
data presentation, and structured turn-taking improve decision-making (Soukup
et al, 2016).

• Authority gradients and power dynamics: Senior voices can overshadow junior
input (Gore, 2017). Leaders can address hierarchy systematically (Heifetz et
al, 2009), while chairs can ensure balanced participation in meetings; and fol-
lowers ask clarifying questions to prevent any group from dominating (Alanazi
et al, 2023).
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• Cognitive load and fatigue: High case volume, complexity and meeting length
increase cognitive load, leading to errors and reduced participation (Soukup
et al, 2019a). Scheduling breaks and limiting cases per meeting can mitigate
fatigue (Hoinville et al, 2019; Soukup et al, 2019b).

• Workload and time pressures: Large caseloads and tight deadlines may rush
discussions, limiting exploration of complex cases (Soukup et al, 2020a). Stream-
liningworkflows and prioritizing cases can improve discussion quality (Soukup
et al, 2023).

Practical Recommendations for MDT Leadership
and Chairing

Effective MDT leadership and chairing require a dual focus: operational strate-
gies to enhance meeting management and strategic approaches to address broader
team dynamics and quality improvement initiatives. Effective MDT leadership re-
quires the strategic application of leadership styles tailored to the unique challenges
of MDT meetings (Heifetz et al, 2009; Weller et al, 2014). Transformational and
facilitative styles facilitate an inclusive culture, encouraging high-level discussions
and long-term innovation (Bass and Riggio, 2006; Edmondson, 2012). However,
in high-pressure situations or when managing a large caseload, directive and auto-
cratic approaches may be necessary to maintain efficiency/timely decision-making
(Gottfredson and Aguinis, 2017; Skogstad et al, 2007). Balancing these styles is
crucial for both operational and strategic success (Braithwaite et al, 2017; Heifetz
et al, 2009).

Additionally, chairs need to remain adaptable, shifting between facilitative and
directive styles as meeting progresses (Heifetz et al, 2009). Early in meetings, fa-
cilitation encourages diverse contributions (Kauffeld and Lehmann-Willenbrock,
2012), while later more directive approach can keep discussions on track (Edmond-
son, 2012). By responding to the team’s needs, chairs ensure that discussions are
productive and align with patient-centred goals (Weller et al, 2014). Leaders, mean-
while, may use transformational styles for long-term goals or more directive ap-
proach when swift action is required. Followers also play a crucial role by con-
tributing specialised knowledge, collaborating, and supporting both leadership and
chairing roles (Alanazi et al, 2023).

For instance, when a complex cancer case is being discussed, a chair might
adopt a transformational style to motivate the team to think innovatively about treat-
ment options. In contrast, during the final decision-making phase of the meeting,
the chair might switch to a directive style to ensure that decisions aremade promptly.
Followers may use collaborative behaviours, offering their insights and supporting
the chair in managing the discussion (Alanazi et al, 2023).

Many of the strategies described in Table 2 apply equally to MDTs managing
other chronic conditions where MDTs are involved. These strategies are grouped
into operational (meeting-focused) and strategic (beyond meetings) approaches to
clarify their scope and application.
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Table 2. Key strategies for effective multidisciplinary team (MDT) functioning.

Strategy Example

Operational strategy (in meeting)

1. Streamline workflows and priori-
tise cases

Focus MDT meetings on complex cases, delegating simpler or non-critical cases to alternative pathways. This reduces
unnecessary workload, ensuring discussions remain efficient and meaningful (Hoinville et al, 2019; Soukup et al, 2023).

2. Utilise technology Automate administrative tasks and integrate digital tools to streamline data access, enabling chairs to focus on facilitat-
ing discussions (Cancer Research UK, 2017; Gore, 2017). A transformational leadership approach ensures that these
technologies support patient-centred care rather than dictating decision-making (Bass and Riggio, 2006).

3. Adapt leadership styles during
meetings

Transition between facilitative and directive approaches as meetings progress. A facilitative style at the start encourages
diverse contributions (Kauffeld and Lehmann-Willenbrock, 2012), while a directive approach later ensures focus and
resolves discussions efficiently as fatigue sets in (Edmondson, 2012; Soukup et al, 2019a).

4. Rotate chairing responsibilities Sharing chairing duties prevents decision fatigue and reduces the cognitive load on any one individual (Soukup et
al, 2019a). Rotating roles across meetings can also foster engagement and build confidence among team members
(Edmondson, 2012).

5. Mitigate cognitive fatigue Incorporate scheduled breaks and refreshments into lengthy MDT meetings to sustain attention and maintain discussion
quality (Soukup et al, 2019b). Proactively managing fatigue ensures consistent engagement throughout the meeting.

6. Encourage proactive contribu-
tion from followers

Followers should be prepared to share specialized knowledge, raise clarifying questions, and volunteer for tasks. This
supports chairs in managing discussions and ensures all relevant perspectives are considered, maintaining a balanced
decision-making process (Alanazi et al, 2023).

Strategic strategies (beyond meetings)

1. Invest in leadership development Provide training programmes that equip chairs and MDT leads with strategies to manage dominant voices, ensure bal-
anced participation, and foster a collaborative environment (Heifetz et al, 2009; Weller et al, 2014). Structured par-
ticipation guidelines, such as checklists, can help mitigate hierarchical barriers and encourage inclusivity (Taylor and
Ramirez, 2004).
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Table 2. Continued.

Strategy Example

2. Regularly review processes Periodically evaluate meeting structures, workflows, and logistical arrangements to identify recurring challenges and
implement improvements (Pillay et al, 2016). Continuous assessment ensures MDTs remain adaptable and aligned with
evolving goals.

3. Separate the roles of meeting
chair and MDT strategic lead

This distinction builds on the complementary nature of leadership and chairing, as discussed, ensuring that chairs can
focus on immediate meeting efficiency while leaders address overarching goals and team development. Effectively
allocating time for MDT activities in healthcare professionals’ job plans is essential. While MDT chairs often have
allocated time to attend meetings, MDT leads require time for leadership activities such as case preparation, audit, and
quality improvement. Where redundancy exists within a specialty, MDT leads may selectively attend or chair meetings,
using the extra time for strategic improvement efforts.

4. Prioritise selection and recruit-
ment of chairs and leads

The appointment of chairs and leads should not default to the longest-serving member. Instead, candidates with an
appetite for leadership and a clear understanding of the complexities of MDT management should be prioritised. This
ensures effective, motivated leadership that aligns with the evolving demands of MDTs.

5. Provide professional develop-
ment for followers

Encourage followers to attend workshops or training on active listening, conflict resolution, and assertiveness (Alanazi
et al, 2023). Empowered, well-trained followers enhance collaborative dynamics and help maintain inclusive, high-
quality decision-making.
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Lastly, the behaviours essential for effective leadership, chairing, and follow-
ship in MDTs can be cultivated through targeted training. Programs for leaders and
chairs should develop transformational and facilitative skills that help manage team
dynamics, navigate authority gradients, and foster inclusivity. In parallel, train-
ing for followers can strengthen communication and collaborative abilities—such
as active listening and conflict resolution—ensuring they feel empowered to con-
tribute effectively. For example, a novel Leadership and Chairing Development
Programme within the Northeast London Cancer Alliance focuses on these core
skills, helping address power dynamics and enhance MDT efficiency.

By embedding such training in routine MDT practices, healthcare systems pro-
mote continuous improvement in leadership, chairing, and collaboration. This bal-
anced approach, which combines adaptive leadership styles, operational meeting
management, and proactive strategies for human factors, ensures MDTs remain re-
sponsive to evolving demands and continue delivering high-quality, patient-centred
care (Braithwaite et al, 2017; Soukup et al, 2018).

Key Points
• TheMDTmodel of care is the cornerstone of cancer care and other chronic

conditions, with leadership and chairing principles applied across special-
ties.

• Increasing MDT workload complexity requires adaptive leadership and
effective chairing to balance operational efficiency with collaboration and
inclusive decision-making.

• MDT roles (leaders, chairs, followers) need tailored leadership and chair-
ing behaviours: leaders inspire innovation and set vision; chairs ensure ef-
ficient, structured meetings; followers contribute collaboratively to team
cohesion.

• Behaviour styles, including transformational, facilitative, democratic, and
directive, can be applied by leaders, chairs, and followers depending on
the situation, fostering effective decision-making and MDT functioning.

• Power dynamics (hierarchies and tribalism) affect all MDT members; in-
clusive leadership and balanced participation from leaders, chairs, and
followers help manage these dynamics.

• Leadership and chairing behaviours can be developed through training.
• A collaborative MDT culture is enhanced through leadership develop-

ment initiatives, engaging all members in delivering high-quality, patient-
centred care.
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