Multidisciplinary Team Meetings in Residential Aged Care Facilities, 2nd Edition, 2007.  Tool 1

Planning Checklist
This checklist is to help you plan and conduct the multidisciplinary team meeting (MDT). 
PART A: GROUNDWORK: (Up to four weeks prior to meeting)
· SCHEDULING: Identify and schedule resident case conferences according to the following criteria and to ensure an annual review for ACFI requirements.


· MDT CRITERIA: Resident to be presented in accordance with the following criteria:


1. New residents  
2. Discharge from acute health care setting
3. Recent increase in the frequency of falls 

4. A change in their clinical status (physical, psychological, social or spiritual) which requires additional nursing, medical or the input of external health care providers

5. In accordance with the Commonwealth Government’s Regulation (ACFI)/other reasons.

· CONSENT: All residents or their Person Responsible will be asked to provide written consent, for the case conference on the ‘Multidisciplinary Team Meetings Resident and Family Information Sheet and Consent Form’. Ensure there is understanding of the purpose, who will be present and identify any issues not to be discussed.  Introduce the Palliative Approach Brochure and encourage identification of issues important to the resident and family. Arrange a time to meet with the resident and family. 

· CREATING THE INDIVIDUAL TEAM: Identify and list all health care professionals whose input is relevant to the individual needs of the resident and family eg GP, Facility care staff, Oncology, ACAT, dietician, speech therapy, OT, physiotherapist, activities officer, etc.  Identify the time to be allocated for the case conference, taking into consideration the complexity of issues to be discussed and the number of participants.

· MEETING VENUE:  Book the relevant meeting room and confirm teleconference facility available if required.
· NOTIFY THE TEAM MEMBERS IN PERSON: Contact all relevant team members and the family and/or Person Responsible of the MDT Meeting Date, Time and Place. Inform each member who else will be involved and ask if anyone else needs to be included.

· INVITING THE GP: Follow up the phone invitation to the GP with the fax, ‘Fax Invite GP to MDT’. Notify practice staff or the practice manager to book the MDT into the GP’s patient appointment schedule. 


· TELECONFERENCE: If the team members are participating via teleconference, ensure you have contact number, and an alternate number (mobile).

· GATHER RELEVANT RESIDENT INFORMATION: 

· Meet (in person or by telephone) with the resident/Person Responsible and family to discuss care issues, including advance care planning decisions.  Explain how the meeting is run.

· Meet with care staff to identify issues for inclusion. Encourage all staff to contribute by placing the “Staff Communication on Resident issues” sheet in the resident’s file along with the Residents Care Needs Checklist. Identify the most appropriate team member to present the information at the case conference.


· ASSESSMENTS: Based on the issues identified, ensure that that all relevant assessments, including evaluation have been completed. For residents with palliative needs ensure Palliative Care Clinical Assessment tools are used. Findings from the assessments should be documented in the resident’s medical record.



PART B: PRE-MEETING PREPARATION: (One week prior to meeting)
· CONFIRMING TEAM MEMBERS: Contact all of the relevant team members, resident/person responsible and the family, confirming the MDT Meeting Date, Time and Place. Confirm contact numbers for teleconferencing if applicable (check return of Fax Invite GP to MDT response).

· CLARIFY ROLES, MEETING PROCESS & ISSUES TO BE DISCUSSED: Speak with all participants prior to the meeting, clarifying their role, the MDT process and clearly identify and prioritise and desired outcomes.  



· MEETING PLAN: Ensure the team member presenting the information is prepared and has all relevant documentation and understanding of the issues to be addressed.

PART C: FACILITATION
· PREPARATION: Ensure that the meeting room is set up for the meeting. Make arrangements to ensure that the participants are able to locate the meeting room. Check teleconference phone system functional (if using).



· START AND FINISH ON TIME: Inform participants of the time allocated to discuss each residents care needs.



· WELCOME AND INTRODUCTIONS (include new participants), CONFIDENTIALITY

· SIGN CASE SUMMARY SHEET: All participants attending the MDT are required to sign the MDT Case Conference Summary Sheet. 



· BEFORE COMMENCING EACH INDIVIDUAL CASE CONFERENCE: 
· Issues that are not to be discussed are identified and a team member takes responsibility for ensuring confidentiality is not breached.
· State time allocated for each case conference.
· GETTING STARTED: Introduce the resident by providing an overview of their medical and social history. Ensure the issues that need to be discussed are promptly identified. Promote use of common palliative care language.
· FACILITATE PARTICIPATION ENSURING COMPREHENSIVE DISCUSSION: Ensure that everyone gets to contribute to the discussion. As the facilitator, you may need to invite their input.
· History – Medical and social
· Issues (patient/carer/health professional)
· Physical
· Psychological/Social
· Cultural
· Spiritual
· Advance Care Planning
· Current Management
· Clarify goals of care, formulate Action Plan, who will implement, time frame and review date (gain consensus from team)
· REVIEW OF PREVIOUS CASE CONFERENCE PLANS
· AT COMPLETION:  Acknowledge participation, disconnect from teleconference phone if applicable.

· FEEDBACK: Ask participants for feedback about the meeting, any learning achieved and identify any learning needs for future education. 
· CLOSE MEETING

PART D: COMPLETION AND DISTRIBUTION


· DOCUMENTATION: Complete the MDT Case Conference Summary Sheet/Action Plan. Ensure information is concise using accepted medical/nursing language, not abbreviations. Check spelling and grammar. Fax a copy to the GP using the fax cover sheet. If also posting the copy to the GP, include the “with compliments slip” identifying the relevant Medicare Item Number entitlement. Offer a copy to other relevant health care providers involved in the resident’s care. Please place the original in the designated area in the residents’ medical records. 


· UPDATE CARE PLAN: Update care plan to reflect the decisions made at the multidisciplinary team meeting.



· ENTRY IN RESIDENTS PROGRESS NOTES: Document- “MDT MEETING HELD. List the issues discussed and the outcomes and refer to the Summary Sheet and Action Plan.
· DATA COLLECTION: Complete the form for your records. Provide staff with regular feedback.
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