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This document is intended as a framework to guide PCNs in setting up  
multi-disciplinary teams (MDTs). 

Context
During COVID-19, primary care has been asked to increase the level of support given to 
care homes and enhance the care of the people who live in care homes.

Recognising that other partners have a role to play in this, establishing a ‘multi-disciplinary 
team’ (MDT) is a way of coordinating the support to the care home.

In the context of COVID-19, the MDT may be more reactive than proactive - in that it 
may be set up in response to an outbreak or a concern expressed by the care home or 
other partners. It would be the means by which a practice(s) would have a supportive 
conversation with the care home involving others who contribute to the care of residents 
who live there eg the neighbourhood team. 

Purpose
In simple terms, the MDT is convened (virtually) to meet 3 aims:

1. Discuss the right people - it’s not practical or needed to review large numbers of 
patients in an MDT, so choosing the right cases to discuss is key. Generally patients with 
complex issues, or those needing care from multiple clinicians lend themselves to the 
MDT approach. 

2. Review of patients - the patient is not present at the MDT so it’s important there 
has been recent clinical assessment and consideration of the clinical condition. So 
that ongoing management plans can be formed in a timely and efficient manner. 
Administrative  support in scheduling case discussions is critical to ensuring recent 
assessment is complete ahead of the meeting (eg fresh set of clinical observations by 
nursing staff).

3. Ensure care home has access to wider system support eg infection prevention and 
control training.

A regular check-in with the care home will ascertain if there are clinical concerns regarding 
individual residents or issues / queries that can be addressed in an MDT and provide 
the opportunity to review care and management plans for prioritised residents during 
COVID-19.

It is critical that the care home staff understand what the MDT is for and why they and 
their residents stand to benefit. The care home has a central role to play in identifying the 
residents who need to be discussed by the MDT.

For the purposes of a COVID-19 response the MDT takes place ‘virtually’ using appropriate 
technology eg Microsoft Teams.
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What is an MDT and who need to be part of it?
An MDT is usually described as the way of bringing together professionals from health 
and social care disciplines to make decisions regarding recommended treatment and 
management of individual patients. This approach ensures a comprehensive assessment is 
made of a person’s health and care needs, and enables the development of a personalised 
plan of care, with the person’s care preferences at the heart of it.

During COVID-19, the MDT is likely to be more focussed on ensuring that people have the 
right support and have timely access to care and services. The initial MDT with a care home 
is likely to be introductory in nature and an appraisal of the current situation.

The MDT will have a central core membership who will invite other more specialist 
colleagues as needed or follow up after the MDT to seek any necessary specialist advice.

•	 Core membership -  
care home lead; general practice lead*; neighbourhood team lead clinician; PCN 
pharmacist

•	 Specialist support - 
community geriatrician; palliative care; mental health to advise and guide core MDT

•	 Further support can also be sought via the neighbourhood team from clinicians who can 
do face to face assessments and provide specialist advice - 
for example -  tissue viability team; continence service; speech and language; dietetics;  
community respiratory team; physiotherapy or occupational therapy

* A care home may have residents registered with more than one GP practice and across PCN boundaries. 
For the purpose of an effective MDT - a chair of the meeting is needed to keep things running to time and 
ensure decisions are reached. Usually this is a clinician and could be identified from general practice, the 
PCN or the neighbourhood team.



Detailed objectives
The following can be used to guide the MDT in considering more detailed objectives:

To facilitate a virtual multidisciplinary approach across a Primary Care Network 
with organisations involved in the care for patients in Care Homes.

To review and discuss the ongoing management of care for patients living in a 
home who have COVID-19 symptoms, including as clinically appropriate, review of 
advanced care plans.

To review and discuss the management of care of patients who are at the end of 
life during the COVID-19 pandemic.

To discuss treatment and care plans with the patients registered GP or Advanced 
Nurse Practitioner and offer support and clinical advice from members of the MDT.

To provide support and clinical advice to the care staff working in the homes. 

To agree appropriate prescribing for anticipatory medications following current 
guidance and arrange future prescriptions 

To raise any concerns around ordering, stock and supply issues for anticipatory 
medication or regular medications with the Clinical Team such as GP, ANP, Matrons, 
Pharmacy Technician, Pharmacists and Specialist Nurses.  

To raise and discuss any safeguarding concerns and make appropriate referrals.

Decisions made
MDT recommendations and decisions for patient care are based on information provided 
verbally and in writing from staff involved in the patients care at the time of the MDT and 
the GP / ANP review of the patient’s records from the registered practice. As there is no 
direct clinical contact with patients, the clinical responsibility remains with the registered GP.

•	 Any decisions that are made and agreed at the time of the MDT should be carried out 
within the time scale agreed during the call. Patient medication changes, prescriptions 
and referrals should be done as soon as possible after the MDT ends. The patient’s 
records for each organisation must be updated by clinicians involved in their care. 

•	 All outcomes are recorded on SystmOne or EMIS care records for the patient.
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Practicalities and logistics
A coordinator providing admin support will need to be responsible for putting the virtual 
meeting in diaries - ensuring that the right people are available for the call and the required 
information is gathered in advance. The Confed primary care development team are able to 
coordinate the setting up of the MDT and will liaise with the relevant partners to attend.

It is important to record key discussion notes and agreed actions from MDT’s that 
are listed in the MDT outcomes and that there is a record of agreed actions. A care 
coordinator or MDT administrative support should record these during the meeting and 
circulate to the MDT members. 

LCH are currently identifying the following support from 
neighbourhood teams
Neighbourhood leads will be working in partnership with PCNs to ensure that care homes 
are supported during COVID-19. Your aligned neighbourhood team should be developing 
the following:

•	 Daily communication with each care home to provide nursing/clinical leadership support as 
required (not to duplicate support being provided by IPC, this will need to be coordinated 
approach). This is work in development based on a national ask and may not always be a 
Neighbourhood Team (NT) dependent on the type of care home and other factors.

•	 Care coordination/case management where this is most appropriately provided by LCH, 
for example, where this is already happening and could be a District/ Senior Nurse, 
Community Matron or other health care professional that undertakes this.

•	 Be a core member of the MDT for all care homes including those with nursing to provide 
enhanced support within the NT remit, particularly during the End of Life period.

•	 Where appropriate and agreed locally that this is the best use of available resource 
provide administrative support to the MDT - ensuring collation of notes and inputting 
of outcomes and decisions as appropriate via the Neighbourhood Team admin support. 
There does need to be consideration as to resource and capacity available to deliver this.

•	 Provide support to care homes around education and training as required within scope 
of NT practice e.g. support around syringe driver management, symptom control etc.

•	 Proactive support for care homes that includes a face to face COVID-19-19 patient visit 
and assessment following a hospital discharge. 

•	 The support to patients diagnosed with and or symptomatic of COVID-19-19 via remote 
monitoring or active care support via the Older Adult with Frailty and COVID-19-19 Pathway. 

•	 Working with the LCH IPC team to support effective training around IPC and use of PPE.

•	 Ensure access to specialist services as required within care homes from LCH services e.g. 
wound care, dietetics etc.

•	 Ensure effective and timely communication with Primary Care and other partners to 
support excellent patient care and outcomes.

•	 Work with partners to empower the care home staff to lead and direct the MDT process.
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