
Multi-Disciplinary Teams 
Executive Summary  
   
Multi-Disciplinary Team Meetings (MDTMs) are among the most effective ways to ensure coordinated care 
for complex and high needs patients. When done well, they add significant value by reducing duplication 
of effort, improving communication between general practice teams and external providers, 
and improving patient outcomes.   
 

Implementation of MDTM actions is essential to their success. Actions from MDTMs are much more likely to 
be implemented if the purpose of the MDTM is to determine appropriate treatment plans and interventions 
and prioritise these in accordance with patients’ preferences and goals. This is best done through completion 
of a personal care plan prior to the MDTM.  
 

Therefore the key element of an MDTM is to implement treatment actions in accordance with patients’ 
preferences.  
 

The key steps for getting started with MDTMs are as follows:  
 

1. Assemble your team  

2. Confirm the purpose of your MDTM  

3. Assign a chair for each MDTM  

4. Agree on how much time you can invest in your MDTM  

5. Create an MDTM template  

6. Identify complex and/ or high needs patients that will benefit from MDTM input   

7. Collate a list of patients for discussion at each MDTM  

8. Make a note of each patient’s goals and preferences prior to the MDTM  

9. Invite relevant service providers to the MDTM  

10. Take notes on the MDTM template and use the Identify, Situation, Background, Assessment, 

Request/Recommend (ISBAR) format to discuss patients  

11. Review and update key information in patients’ Acute Care Plans  

12. Distribute MDTM minutes (including assigned actions and timeframes)  

13. Audit the MDT process  

14. Embed the MDTM process into internal practice orientation processes  

 

In addition to these steps, consider documenting Terms of Reference for your practice’s MDTM as well as a 
review and audit framework. Examples of these can be found in the appendices of the full MDTM practice 
guidelines.   
 

Once MDTM processes are embedded in your practice, consider inviting patients to your MDTM. Further 
guidance on this is detailed in the full guidelines. While challenging, involving patients in MDTMs has been 
shown to increase implementation of treatment plans and improve patient outcomes.   



 

What are Multi-Disciplinary Team Meetings (MDTMs)?  

Planned, regular meetings between health professionals from different disciplines involved in patients’ care 
to determine and prioritise actions required for patient-centred care. They may also include the patient (see 
Appendix 5).   
  

What are the benefits to the practice?  
• Improved communication within the practice team and with other service providers   
• Reduced duplication of work   
• Improved patient satisfaction and outcomes .  

  

What are the benefits to tell the patient?  
• People involved in your care communicate better with each other and you  
• You are less likely to attend multiple health providers  
• You are less likely to be asked for the same information over and over  
• You are more likely to stay well  
• Plans for your care and treatments will better reflect your preferences, values, and goals.  

  

What is the essential ingredient for an effective MDTM?  
There is strong evidence that actions from an MDTM are far more likely to be implemented if the meeting’s 
purpose is:  

• To determine appropriate treatment plans and interventions, and prioritise these in 
accordance with patients’ preferences and goals  

  
The essential starting point for coordinated care planning and delivery is asking the patient “what matters to 
you?”. Typically, this is part of the care planning process, prior to an MDTM, and helps build 
understanding and relationships. Asking “what matters to you” gives focus to what type of treatment 
options should be considered. This can be formally documented through the ‘personal care plan’ 
on HealthOne/ Health Connect South.  
 

Getting started   
  
1. Assemble your team. Identify champion(s)/coordinator(s), and others required for MDTMs within your 
practice. Consider roles and responsibilities as per the table below.  
 

Team 
member   

What will they do?  

Practice 
champion/ 
MDTM 
coordinator  

• take the lead for implementing this initiative  
• communicate goals and objectives  
• encourage and support the team throughout  
• keep the focus on searching for opportunities for improvement  

MDTM chair  • lead discussion of each patient following the ISBAR format  
• keep discussion focussed on treatment options in relation to goals and 
preferences  
• seek input from all relevant individuals  
• ensure the meeting keeps to time   

MDTM 
members  

• be willing participants in the discovery of issues and implementation of new 
approaches  



Patient/carer  • bring a fresh perspective and a unique insight  
• ensure that improvements are patient focused  

2.  Confirm the purpose of your MDTM among your team. Evidence suggests MDTMs focussed on 
 treatment plans that help patients achieve their goals are most likely to succeed.  

 

3.  Assign a chair to each MDTM, who is aware of the purpose, structure, and timeframes. A term of 
 reference (Appendix 1), may be a useful tool. This role may be rotated or assigned to a specific 
 individual for specialisation.   

 

4.  Agree on how much time you can invest in your MDTM; duration and frequency – book this into 
 internal staff calendars as a regular, recurring meeting.   

 

5.  Create an MDTM template that Is focussed on patients’ goals and treatment – use this to document 
 MDT discussions in real-time  

 

6.  Identify complex and/ or high needs patients who have, or need more, than two care providers and 
 are likely to benefit an MDTM discussion (e.g., CLIC level 3 patients)  

 

7.  Collate a list of patients, noting all current service providers, and distribute to the MDTM 
 members at least 2 weeks prior to MDTM if possible.   

 

8.  Make note of each patient’s goals and preferences prior to the meeting. Refer to the Personal Care 
 Plan (PCP) on HealthOne / Health Connect South for this information. Use these goals when 
 discussing treatment for each patient.  

 

9.  Invite relevant service provider representatives to the MDTM – this could be done virtually. In 
 addition to health service providers, consider inviting other social agencies/ providers involved with
  the patient such as Work and Income, Oranga Tamariki, Red Cross etc. Logistically, this step is likely 
 to be challenging. Contact the Health Care Home team to see how they can support you. Try and 
 group together patients who have service providers in common, where possible. Document these 
 agencies and individuals in the ‘circle of care’, under the care planning tab in HealthOne/ Health 
 Connect South to make this process easier for future meetings and follow-up actions.  

 
10.  Take notes on the MDTM template and assign tasks that have been decided on for specific 
 individuals to action during the meeting. Make sure it is clear who is doing what and when, and that
  notes are subsequently entered into the PMS (if this is not done in real-time).  The ISBAR format, 
 detailed below, is a useful way to think about how to structure case presentation and discussion for 
 each individual patient  

 

I  IDENTIFY    
Patient (name, age, sex, location, NHI)   

S  SITUATION  
State the patient’s current status and why they need MDTM discussion  

B  BACKGROUND  
Give the relevant details such as presenting problems, clinical history, 
and crucially – patient goals and preferences  

A  ASSESSMENT  
What is your assessment - state what you think is going on   
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R  REQUEST or RECOMMEND  
Be precise, and clarify timelines for actions where possible  

  

11. Review acute care plans to ensure they are current and update these if required.   

 

12.  Distribute MDTM minutes/ actions to all meeting attendees. Send each patient the minutes/ 
 actions regarding their care and treatment. Ensuring patients are informed about the purpose, 
 process and outcomes of MDTMs is crucial, see Appendix 2.  If they are not to be sent, this should be 
 justified and agreed upon at the time of the meeting.   

 

13.  Audit the MDT process, including the assigned actions implemented and not implemented from 
 MDTs. Analyse themes and feedback findings to the group. Refine processes as required. See 
 Appendix 3 for more information on how to audit MDTs.  

 

14. Embed the MDTM process into orientation for all new staff  
  



APPENDIX 1  

Example terms of reference  
Aims and Objectives  

1. The overall aim of the multidisciplinary meeting is to function as a mechanism for 
multidisciplinary input into care planning. This is done to determine appropriate treatment plans and 
interventions, and prioritise these in accordance with patients’ preferences and goals  

  
The objectives of the meeting are to:  
provide an opportunity for multidisciplinary discussion of current and new high needs and complex patients   
have access to secondary and primary notes to ensure a comprehensive set of clinical 
information eg HealthOne, MedTech  
present concerns or issues for individual patients  
agree to goals and tasks for proactive management  
  
Membership  
Membership of the multidisciplinary comprises clinical and non-clinical members involved in patient care   
  
Time and venue of meetings  
Initially meetings will be held monthly of one hour duration   
The meeting venue will be at the general practice   
  
Facilitation of meetings  
Each meeting will be facilitated by the MDTM co-ordinator  
Where the facilitator is unable to attend, the practice will organise for a proxy to facilitate the meeting  
The role of the facilitator is to run the meeting and summarise the MDTM discussion in the PMS  
  
Notification of meetings  
The MDTM coordinator will liaise with the team managers to set the meeting dates for the calendar year in 
advance  
The MDTM coordinator will also send meeting any other attendees as required  
The MDTM coordinator emails cases for presentation at least 14 days prior to the meeting (DN and Allied 
Health teams)  
They will also email cases for presentation to any other attendees required  
  
  
Case discussion  
The patients GP or care coordinator (most likely to be a nurse) will introduce the patient and lead the 
discussion   
Attendees must come to the meeting prepared (having previously looked at patient current state via PMS 
and/or Concerto)  
Patient case to be presented using shared communication tool (ISBAR)  
The MDTM coordinator will summarise actions and responsibilities from the discussion of each case before 
proceeding to the next case  
  
Confidentiality  
Attendees will maintain confidentiality  
  
Meeting documentation  
At each meeting the MDTM coordinator to record who is present and the list of patients discussed (the 
issue, the tasks and follow up) - under patient ‘MDTM’ in PMS  
  



Communication with patients and families  
The care coordinator will convey the recommendations of the meeting to the patient and/or their family. 
Their aim will be to assist the patient and family to participate in decision-making about ongoing treatment 
and care.  
  
Review  
These Terms of Reference will be reviewed annually as required and advised to stakeholders  
  



APPENDIX 2  
  
Example MDT meeting patient information sheet  
  
 

What does a multidisciplinary care approach mean for me?  
 
The purpose of this form is to help you understand multidisciplinary care.  
Multidisciplinary care is a team approach to health care. Doctors, nurses and other health professionals will 
meet to discuss options about your treatment and ongoing care.  This plan will be discussed with you.  
Research shows that it is useful to involve a range of professionals in deciding the best care for you. For 
example:  
each member brings a different area of expertise  
each member of a multidisciplinary team has a different perspective so the team as a whole can consider a 
wider variety of social, cultural and emotional needs  
a multidisciplinary meeting makes it easier to plan treatment, coordinate referrals and prevents unnecessary 
tests, saving time and resources  
 

What is a multidisciplinary team?  
 

Multidisciplinary team members may include:  
• Doctors   
• Practice nurses  
• District nurses   
• Dieticians   
• Physiotherapists   
• Social workers   
• Pharmacists  
• Health Improvement Practitioners  
• Health Coaches  
• Health Care Assistant  
• Other health service providers (for example, Asthma Foundation, Alzheimers NZ)  

To make sure you are receiving the best possible care, the team will meet to review your case and decide on 
the most appropriate treatments for you. The team is responsible for:  

• working out your treatment plan  
• deciding on further tests  
• making appropriate referrals to specialist services  
• collecting information and keeping good records.  

  
What happens at a multidisciplinary meeting?  
 

During the meeting the team will review your clinical history and test results. Personal or other health 
information that you have disclosed to any member of the team may also be discussed if it is considered 
relevant to your care. Everyone at the meeting is bound to keep the information confidential, just as they 
would in a face-to-face consultation with you.  
Do I have to be discussed at one of these meetings?  
 

It is important that your care plan may be discussed at a meeting with professionals that you may not have 
met. If you do not want the team to discuss your care you should advise your care co-ordinator.  
 
 
 



Can I attend one of these meetings?  
 

Option A:   
You will not be invited to attend the meeting, as the team will discuss several other patients at the same 
meeting and need to keep their information confidential as well.  
Option B:  
You are encouraged to attend the part of the meeting where your care will be discussed, then will need to 
leave for other patients to be discussed for confidentiality reasons. You may bring a support person if you 
wish. Your case coordinator will communicate when and where to go, and anything you need to know 
beforehand if you choose to attend   
 

What happens after the meeting?  
 

After the meeting, your care coordinator will tell you what course of action the team recommends. You will 
have the opportunity to ask questions and any decisions about your care plan will be made in consultation 
with you.  
 

What if I have any questions or concerns?  
 

If you have any questions about your team, or about the meeting at which your case will be discussed, 
please contact your general practitioner or your care co-ordinator.  



APPENDIX 3  

MDTM review and audit framework  
  
Meeting arrangements  

Meeting title  What name is the meeting generally known by?  

Venue  What is the usual venue for the meeting and what type of room is 
used (for example, seminar room)?  

Room arrangements  What is the room layout; for example, lecture style with parallel 
seating, or seating around a table?  

Time and duration  What time of day is the meeting held and how long does the 
meeting run?  

Frequency  How often is the meeting held?  

Parties involved  Which hospitals and organisations are involved?  

Others involved  Can any additional organisations attend (for example, NGOs)? If so, 
please list.  

Videoconferencing  Are the meetings videoconferenced and, if so, who is involved (for 
example, which disciplines and health services) and how is this set-
up (eg. Zoom)?  

Refreshments  Are refreshments provided and, if so, by whom (for example, 
sponsor or practice)?  

  
Equipment  

Equipment  What equipment is used in the meeting (eg projector, 
whiteboard)?  

Equipment arrangements  Is the equipment static or brought in from elsewhere (imported)? If 
imported, what are the arrangements for transporting the 
equipment?  

  
Meeting purpose  

Meeting purpose  What is the purpose of the meeting, and is the purpose 
documented or agreed in principle or does neither of these apply?  

Stage in pathway  At what stage in the patient pathway is the case discussion 
intended (after new long-term condition diagnosis, unplanned 
hospitalisation, CHA or other)?   

Prospectively  Are patients reviewed prospectively (the management plan under 
discussion has yet to be implemented) or retrospectively (the 
management plan has already commenced and is presented for 
review) or a mixture of prospectively and retrospectively (if so, 
what are the proportions of prospective and retrospective and is 
this balance right for the practice)?  

Educative component  Is there an educative component to the meeting? If so, is this in the 
form of an explicit education session (speaker, paper presentation 
etc) or is the meeting considered educational in itself?  

  
Membership and attendance  

Disciplines attending  Which disciplines regularly attend the meeting? How many people 
from each discipline attend?  

Notification of meeting  By what process are team members notified of the meeting?  

Recording of attendance  Is attendance at the meeting recorded? If yes, how and by whom?  



Use of attendance record  How is the attendance record used?  

Number attending  What is the approximate number of people attending the meeting 
on a regular basis? Is an increase/ reduction in attendees required, 
and how will this be addressed?  

Attendance by treating 
clinician required  

Does the Primary General Practitioner have to attend before the 
case can be discussed?  

Other disciplines 
required  

Which other disciplines must be present before the case can be 
discussed?  

  
Meeting organisation  

Coordinator  Is there a recognised person who coordinates the meeting? If so, 
who?  

Meeting organisation  What is involved in organising the meeting; for example:  
sourcing assessments  
making investigation results available  
notifying team members  
communicating with presenting clinicians  
communicating secondary care services  
communicating with primary care services  
preparing meeting agenda  
booking room and organising equipment?  

Reports required  What physical documents, assessments, templates etc are actually 
required at the meeting?  

Time taken to organise  What is the estimated time taken to organise each meeting? How 
could this be shortened?   

Protocols for meeting  Is the process for organising the meeting documented (in full, in 
part or not at all)?  

  
Organisation  

Written agenda  Is there a written agenda? If so, who creates it?  

Process for placing patients/ 
cases on the agenda  

What is the process for placing a case for discussion on the 
agenda?  

Criteria for inclusion in 
discussion  

Are there explicit criteria for including a case in the 
meeting?  

Consent process  Is the patient’s consent deliberately sought (verbally or in 
writing) before their case is included in the meeting?  

Percentage of total patients put 
on the agenda  

What percentage of level 3 CLIC cases are placed on the 
agenda? Is this figure actual or estimated?  

The proportion of patients put on 
the agenda that are discussed  

Of those cases placed on the agenda, what percentage are 
actually discussed in the meeting?  

The number of cases discussed 
per meeting  

Approximately how many cases are discussed in each 
meeting?  

The number of times a case is 
discussed  

How many times is a case normally brought to the team for 
discussion each year?  

The features of cases presented 
on more than one occasion  

Where a case is presented on more than one occasion in 
the year, what are the features that lead to this recurring 
presentation?  

Meeting format   Is there a structured format for running the meeting? If yes, 
describe the format and state whether it is documented.  

Chair and determination of chair  Is there a recognised chair? How is the chair appointed?  



Other MDMs at facility  Are there other multidisciplinary activities in this practice? 
If so, could they integrate with the MDM?  

  
Communication  

Communication within 
the meeting  

What sort of communication occurs within the team? (Please 
specify.)  
Is there an equal contribution from all team members?  
Do a few team members dominate the discussion?  
Do team members have to be invited to speak?  
Does each team member have the opportunity to be heard?  
Is the opportunity for open discussion limited?  
Are some individuals reluctant to contribute to the discussion?  
Is the meeting environment intimidating?  
Is feedback offered and graciously received?  
Is feedback sought and constructively received?  

  
Meeting outputs  

Clearly articulated  Is the management plan for each patient clearly articulated before 
moving on to the management plan for the next case? If so, by 
whom?  

Documentary evidence  Is documentation made during the meeting? If so, by whom and 
what type?  

The agenda  How is the agenda used during the meeting and what happens to 
the agenda at the conclusion of the meeting?  

Strategy for informing 
patient  

Is there a strategy for informing the patient about the 
recommendations arising from the meeting? If so, what is it?  

Communications arising  What communication deliberately arises from the meeting (eg, 
letters to/from other clinicians; notification to absent team 
members)?  

Process for checking 
meeting treatment 
recommendations are 
carried out  

Is there a process for checking whether recommendations are 
carried out? If so, what is it and is it documented?  

 

  



APPENDIX 4  
 

General Practice Confidentiality Agreement  
 

XXXX Medical Centre takes privacy and confidentiality very seriously and adheres to the Health Information 
Privacy Code. This can be accessed in full at www.privacy.org.nz.  
  
This agreement is for external clinicians/practitioners who have been given approval by XXXX Medical Centre 
to access your clinical notes for the purpose of their work. This agreement must be signed prior to access 
being given and will be held on file at the practice.  
  
NAME:  __________________________________________________  
  
I understand and agree that:  
  
I will grant permission for clinicians/external providers as part of my care team, to access my clinical notes.  
My signature below indicates that I have read, accept, and agree to abide by all the terms and conditions of 
this agreement and agree to be bound by it.   
  
  
Signed: __________________________________ Date: _______________________  
  

http://www.privacy.org.nz/


Appendix 5  

A guide to including patients in MDTMs  
Once MDTMs are embedded in your service, including patients is an important step in demonstrating 
how your practice values patient-centred care. Evidence shows that services which include patients in their 
MDTMs also have significantly higher rates of adherence to treatment recommendations compared to those 
that do not include patients.  
It is acknowledged that sometimes it may be inappropriate to include a patient or share the content of an 
MDTM discussion with them (e.g. where it may lead to unnecessary anxiety or disengagement from 
services). When this is the case, the decision not to include or feedback to the patient should be formally 
agreed and noted by the team  
The guide below is designed to help troubleshoot some of the challenges that will likely be 
encountered when including patients in MDTMs  
Assign a MDTM Coordinator  
If this step has not been taken already, assigning an MDTM coordinator to take responsibility for supporting 
patients before, during, and after the MDTM is an essential step in making this work. They will be the key 
communicator and contact with the patient. Key functions of the MDTM coordinator in relation to patients 
attending are:  

• Helping them understand what the purpose of the MDTM is   
• Discussing how the patient can add value to the process  
• Providing written information on MDTMs (see Appendix 2)  
• Answering patients’ questions on MDTMs  
• Confirming patients’ goals and treatment preferences  
• Contacting patients about MDTM times and dates, and providing directions to the location  
• Checking for patients’ understanding of MDTM recommendations  
• Ensuring any changes in patients’ treatment and care plans align with their 
goals and preferences  

  
Invite the patient to the MDTM.   
Before taking this step, make sure that the patient has been given information about the process. Ensure 
they are aware that they can bring a support person and that frank, clinical discussions regarding their 
treatment options will be taking place at a fast pace. Make sure they know (as well is their support person, if 
applicable) how long the discussion about them has been planned for. Inform them that any questions 
that they have during the meeting may need to be ‘parked’ and answered after the meeting by the MDTM 
coordinator or other relevant team member at a later appointment due to time constraints. Consider 
discussing how you could best support the patient through this process with the Community Health Council. 
If you decide not to invite the patient, justify and document the rationale.  
  
Seek Patient feedback  
After checking for patients’ understanding of MDTM recommendations, the MDTM coordinator (or other 
designated individual) should ask for feedback on their experience of attending the MDTM. There should be 
an agenda item on the MDTM template for reviewing this feedback, and changes should be made as a result 
when agreed by the team. Whether or not changes are made due to patient feedback, a response to 
patients’ feedback should be provided to them to the fullest extent possible. This will help ensure the 
patient feels their perspective is heard, and valued.  
  
Gather information from patient complaints and incident reports  
Look back over the past year and identify any complaints or incidents that relate to treatment, appointments 
or other care that has been missed or delayed, as well as care coordination issues, and review how these 
issues could be addressed through an effective MDTM. Incorporate findings into your MDTM process and 
repeat on a regular basis. Communicate the changes that have been made as a result of patient feedback, to 
patients.  


