
394 April 1987 Vol. 38 No. 4 Hospital and Community Psychiatry

Guidelines for Developing
Multidisciplinary Treatment Plans

Deborah Galasso, R.N.,
M.S.N., C.S.

The formulation of a multidis-
ciplinary treatment plan is im-
portant not only because it is
required by federal and accredi-
tation agencies but because it in-
creases communication, consist-

ency, and direction among mem-
bers oftbe treatment team. Input

from all disciplines is most effec-
tively obtained through the mul-

tidisciplinary treatment plan-
fling conference. The author pro-
vides guidelines for formulating

a plan in each offour major steps:
assessment, problem identifica-

tion, planning (including prior-
ities, long- and short-term goals,
and interventions), and evalua-
tion.

One of the requirements for ex-
emption of psychiatric units from
Medicare’s system of prospective

payment based on diagnosis-relat-
ed groups is that each inpatient
have a comprehensive treatment
plan formulated by a multidis-
ciplinary team. Individualized
treatment plans are also a require-
ment for accreditation by the Joint
Commission on Accreditation of
Hospitals (JCAH).

Both Medicare and JCAH
guidelines identify specific ele-
ments that must be included in the
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treatment plan. They include a di-

agnosis; short-term and long-term
(or discharge) goals, written in
measurable terms; treatment mo-
dalities to be employed; target
dates for achievement ofgoals; and
designation of team members’ re-

sponsibilities for treatment (1,2).
While these guidelines are clear
and specific, staffcontinue to think
of treatment plans as a necessary
evil, and team members continue
to manifest resistance to writing
them. Although treatment plan-
ning is something staff do mentally

throughout the day as they interact
with patients, sometimes formulat-

ing a plan on paper can seem time-
consuming and burdensome. Staff
reason that, after all, they know
what they are trying to achieve,

even if it isn’t written down.
The problem with the unwritten

plan is that on a typical inpatient
unit the patient may come into
contact with personnel from as
many as six or seven different dis-
ciplines, all of whom have a “treat-
ment plan” for him. It isn’t difficult

to see that without a plan of care
that involves all team members,
consistency and effectiveness of
treatment will be jeopardized. In
addition, the process of staff mem-
bers’ formulating the treatment
plan as a multidisciplinary team
increases communication, en-
hances patient assessment, and de-

creases duplication of efforts. Sie-
gel and Fischer’s research (3) mdi-
cated that the treatment plan is the
most consulted part of the patient’s

record.
If the treatment plan is such a

valuable tool, then why does there
continue to be resistance to writing
it? According to Grant (4), “The
ill-preparedness of health care pro-
viders to meet contemporary re-

quirements for documented ac-
countability . . . arises primarily
from deficiencies in their profes-
sional education. Had the training
programs . . . contained any con-
certed continuing effort to incul-
cate . . . the skill of recording the
care of the patient succinctly and
accurately, we would be seeing
much less resistance to records.”

This paper will outline the steps
involved in devising a multidis-

ciplinary treatment plan that is not
only concise, meaningful, and
comprehensive but that also com-

plies with Medicare and JCAH
guidelines. The steps involved in
this process are assessment, prob-

lem identification, planning (goals

and interventions), and evaluation.
Each will be considered separately,

along with a discussion of the treat-
ment plan conference and docu-
mentation of the plan.

The treatment
planning conference
The most effective means of ob-
taming input from the various dis-

ciplines working with the patient is
through a multidisciplinary treat-
ment planning conference. Team
members meet together at a speci-

fled time to share their assessment
of the patient and assist in writing
or revising the treatment plan.
Each discipline brings its own area
of expertise to the process.

The importance of each staff
member’s attending the confer-
ence cannot be stressed enough.
While it is difficult to coordinate
schedules on a busy inpatient unit,
the benefits of planning confer-
ences for team communication and
consistency are worth the effort.
For a multidisciplinary conference
to work, all disciplines must be
committed to its importance. A
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team conference format also allows

the patient to be included in the
planning and evaluation process.

The question ofwho should lead

the treatment planning conference
may arise. The psychiatrist is often
the appropriate person because,

particularly in a general hospital
setting, he is the team member
who has seen the patient before

hospitalization. On units that use a
primary-therapist model, the pa-
tient’s primary therapist is the ap-

propriate leader, which means that
leadership during the conference
will vary.

Regardless ofwho leads the con-
ference, it is important that mem-
bers remain focused on the task at
hand and avoid involvement in
nonproductive discussions. It is

also helpful and expedient to have
one person consistently serve as
recorder. This person must not
only have a thorough understand-
ing of the treatment planning proc-

ess but also be able to transcribe
the information and suggestions
into a concise yet comprehensive
finished product.

Assessment
Assessment, the first step of the
treatment planning process, refers
to the collection of data that en-
ables the treatment team to identi-

fy areas of strength as well as dis-
ability. Assessment is focused on

physical, emotional, intellectual,

social, and spiritual dimensions of
the patient (5) and is based on
subjective data-verbal statements
made by the patient and significant
others-as well as on objective
data, or information obtained

through observation and examina-
tion of the patient (6).

Items in the initial assessment
include, but are not limited to, the
history given by the patient and
significant others, the physical ex-
amination, laboratory and x-ray ex-
aminations, the mental status ex-
amination, and psychological test-
ing. Assessment is an ongoing,
multidisciplinary process that con-
tinues throughout the patient’s
hospitalization. It is initially fo-
cused on problem identification
and later on evaluation.

Problem identification
The second step of the treatment
planning process involves problem

identification. A complete prob-

lem statement includes the need or
problem, the behavioral evidence
of the need or problem, and the
situation or stressor that creates it

(7). Describing the problem in be-
havioral terms that indicate what

the patient is actually doing that is
problematic is a prerequisite to

formulating measurable goals later
in the planning process.

A diagnosis cannot be consid-
ered a problem statement because
a diagnosis represents a group of
behaviors within which each mdi-
vidual patient may show variations.

Consider the diagnosis of chronic
undifferentiated schizophrenia.
Some patients with this diagnosis
may be withdrawn and isolative,
while others may be pacing and
agitated. Some may evidence hal-
lucinations and not delusions,
while others may evidence delu-

sions and not hallucinations.
The process of problem identifi-

cation involves breaking down the
patient’s diagnosis into the specific
behavioral components that re-

quire treatment. Examples of com-
plete problem statements are:

. Hallucinations as evidenced

by laughing and talking to self
when alone, related to not taking
medications as prescribed before
hospitalization.

. Suicidal behavior as evidenced
by overdose on Elavil, related to
depression and unresolved anger.

The purpose of hospitalization is
to provide treatment that cannot

be accomplished in an outpatient
setting because of the acute nature

of the patient’s problems. Thus
problems need to be identified in a
manner that justifies the need for
hospitalization to utilization re-
viewers and third-party payers.
When defining problems, it is
helpful to think in terms of ad-
dressing the question, What be-
haviors require that the patient be
hospitalized rather than treated as
an outpatient? With this in mind,
justification for hospitalization
would include behaviors that docu-
ment potential or actual danger to

self, others, or property; inability

to care for self; bizarre, psychotic
behavior; acute disturbances of af-
fect or behavior; need for drug
therapy that requires frequent ad-

justment and monitoring; and
need for acute detoxification from
drugs or alcohol (8).

Planning
The third step, planning, is a deci-

sion-making process that includes
setting priorities, determining
long-term goals, determining
short-term goals, and planning in-
terventions.

Setting priorities
Given the trend toward shorter

hospitalizations, it is unrealistic to
believe that the treatment team
can address and alleviate all of the
patient’s problems during a brief
hospitalization. It therefore be-
comes necessary for the team to
identify which problems are most
pressing and to focus their efforts
on alleviating the behaviors or
problems that require that the pa-
tient be hospitalized.

One model for setting priorities
is based on Maslow’s hierarchy of
needs (9), which identifies an mdi-
vidual’s most pressing needs as

physiological, followed by needs
for safety and security, love and

belonging, and self-esteem and
self-actualization. Consider the an-
orexic patient whose problems in-
dude impaired family relationships
and alterations in self-esteem and
self-concept as well as compro-

mised physical status related to in-
adequate nutritional intake. All of
these problems need to be ad-
dressed at some point during the

patient’s treatment. However, the
issue that takes priority and that
requires the controlled environ-
ment of the hospital setting is res-
toration of the patient’s physiologi-
cal status. While the other prob-
lems are obviously contributing to

the patient’s anorexic behavior,

they are less important because
they can be treated on an outpa-
tient basis.

Establishing goals
Once problems have been identi-
fled and prioritized, the treatment
team’s task is to formulate long-
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and short-term goals. Goals are

statements that describe in behav-
ioral terms what the patient will be
able to do as a result of hospitaliza-
tion and treatment (10). Because
goals serve as outcome criteria,
they must be measurable. Formu-

lating measurable goals requires
the use of objective, action verbs

such as attends, demonstrates,
states, identifies, verbalizes, and
participates (5).

The behavioral manifestations of
problems included in the problem
statement form the basis of a mea-

surable goal. Consider the prob-
lem statement “Hallucinations as

evidenced by laughing and talking
to self when alone, related to not
taking medications as prescribed
before hospitalization.” An apprO-
priate, measurable goal for this
problem is “Refrains from laugh-
ing and talking to selfwhen alone.”

The most common problem
team members have in writing
goals is the tendency to be vague
and formulate goals that are not
measurable. Consider the goal “To
be less psychotic.” It is meaning-
less because it fails to define how

the treatment team will decide that
the patient is less psychotic. As
written, it is subjective and open to
different interpretation by each
team member.

Long-term goals refer to behav-
iors that should be achieved by the
time of discharge and that consti-
tute the criteria for discharge from
the hospital. In formulating long-
term goals, it is helpful to think in
terms of what the patient will be
saying, doing, or looking like at the
time of discharge (1 1). Two exam-
pies of long-term goals are:

. By the time of discharge, the
patient’s statements are coherent
and reality oriented.

. By the time of discharge, the
patient states that she is no longer
suicidal.

Short-term goals are expected
outcomes that will be demonstrat-
ed or achieved by the patient in the

earlier phases of care. They are
prerequisites for meeting the long-
term goals and can be thought of as
steps to achieving them. Target

dates for achieving each short-term

goal should be indicated. Some

examples of short-term goals are:

. Attends all therapies daily.

. Eats 7 5 percent of all meals.

. Sleeps more than five consec-

utive hours during the night.
. Socializes in TV room with

peers for half an hour daily.

Interventions

Interventions are actions carried
out by members of the multidis..
ciplinary team that help the patient
resolve problem behaviors and ac-

complish goals. Team members are
often confused about the differ-
ence between goals and interven-
tions. Goals refer to what the pa-
tient will be doing; interventions
refer to what treatment team mem-
bers will be doing.

As with goals, it is important
that team members avoid writing
vague interventions. Listing “che-
motherapy” as an intervention is
inappropriate because it does not
reflect a specific plan for chemo-

therapy. A more appropriate state-
ment of intervention would be
“Administer 5 mg Haldol t.i.d.;
assess response and need for ad-
justment daily.”

It is important that intervention
and treatment focus on alleviating
the causal factors identified in the
problem statement. If “Noncom-
pliance with prescribed medica-

tions before hospitalization” is
identified as a contributing factor,
then intervention should be aimed
at alleviating this situation. An ap-
propriate intervention would be
“Identify reasons for medication
noncompliance and educate pa-
tient about prescribed medication
regimen.” For each intervention
included in the treatment plan, the
discipline responsible for imple-
menting it should be indicated,
keeping in mind that implernenta-
lion at times involves more than

one discipline.
Examples of interventions in-

dude:
. Involve in group therapy daily

and focus on marital relationship.
. Interrupt preoccupation with

fantasy by involving in occupation-
al therapy group.

. Contact spouse and encourage
attendance at family therapy

group.

. Build self-esteem by assisting

patient to identify strengths and
assets.

Evaluation
The final step, evaluation, involves

determining the effectiveness of
treatment modalities in terms of
whether the patient is meeting the
established goals. Initially evalua-

tion takes place during the assess-
ment phase, when the multidis-
ciplinary team compares the pa-
tient’s level of functioning with
accepted criteria of healthy func-
tioning. As hospitalization pro-

gresses, evaluation focuses on the
patient’s response to treatment
modalities and movement toward
the established goals. Evaluation is
based not only on team members’
observations about patient func-
tioning but also on feedback from
the patient and significant others
(5). While evaluation is an impor-
tant part of the treatment planning

process, it is best reflected in the
progress notes of the patient re-
cord rather than being a distinct
section of the treatment plan.

If the patient is not achieving the
goals, team members need to eval-

uate with him why he is not. Fail-
ure to reach a goal may indicate
either that the treatment approach-
es aren’t effective and need to be
modified or that the goal is unreal-
istic and needs to be revised. An-

other possibility is that while the
treatment goal may seem like a
good idea to the treatment team,
the patient himself does not find it

desirable. This possibility points
out the importance of including
the patient in the treatment plan-
ning process.

Figure 1 shows a sample initial

treatment plan for a patient hospi-
talized with major depression. It
does not list all the problems the
patient presented at admission,
only the major problems and those
for which the patient requires hos-
pitalization. The plan does include
measurable long-term and short-
term goals, with target dates for
meeting the latter, and specific
treatment interventions, with a
note of which disciplines are re-
sponsible for carrying them out.
There is no special section for dis-



Date: 8-7-86
Admission date: 8-6-86

Target date Date met
Daily
8-11-86

8-10-86
8-11-86
8-12-86

Discipline

Nursing

Nursing

M.D., nursing

Social work

Social work, nursing

Nursing, psychology,
occupational therapy
Nursing

All

All

charge planning, as it is a form of
intervention that can be included
in the intervention portion of the
plan.

Documentation of
the treatment plan
While the treatment plan is an

ing JCAH accreditation and DRG

exemption, it does not represent
an end in itself. Unless the imple-
mentation of the treatment plan is
carefully documented elsewhere in
the patient’s record, third-party
payment may be withheld.

With this in mind, entries in the

important requirement for receiv- progress notes made by members
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Figure 1
Sample initial treatment plan for a patient admitted with major depression

Name: MJ
Diagnosis: Major depression

Areas of strength
Adequate verbal skills; able to work and has well-paying job; adequate physical
health; appropriate parenting skills; husband willing to participate in treatment;
intelligent

Problems or needfor hospitalization (prioritized)
1) Suicidal ideations as evidenced by stating “I don’t want to live,” related to

unresolved loss
2) Sleep disorder as evidenced by two hours’ sleep per night, related to

depression
3) Social isolation as evidenced by remaining in bed during day, related to

depression
4) Marital dysfunction as evidenced by separation from husband, related to

impaired marital communication

Long-term goals
By the time of discharge, the patient will verbally deny suicidal ideations,
verbalize desire to live, and state realistic plans for coping with precipitants of
depression.

Short-term goals
Refrains from suicide attempt on unit

Sleeps more than six hours per night
Attends group therapy daily
Initiates verbal interaction in group
Verbalizes feelings related to marital

dysfunction and explores solutions

Treatment approaches or interventions
Utilize suicide precautions; obtain “no suicide”

contract
Initiate one-to-one interactions each shift to build

rapport and trust
Administer Asendin 50 mg t.i.d.; assess response;

educate patient about side effects
Interview spouse and patient to assess marital

communication and make appropriate referral

for outpatient marital therapy on discharge
Encourage spouse and children’s involvement in

family therapy group
Encourage daily attendance at all therapy groups

and facilitate verbal interaction; focus on
interpersonal relationships

Monitor sleep patterns at night

Explore feelings of loss and depression; promote
problem-solving skills

Build self-esteem by verbally pointing out
strengths and signs of progress

of the multidisciplinary team

should reflect the following: sub-

jective and objective assessment
data that support continued need
for hospitalization; the therapeutic
modalities and interventions that
were used with the patient and

their effect; subjective and objec-
tive signs of the patient’s progress;
the relationship of the patient’s
progress toward the established
goals; achievement of the estab-
lished goals; and revisions in the
initial treatment plan.

The multidisciplinary treatment
plan is an important part of the
patient record and is increasingly

becoming the focal point of ad-
creditation surveys. By following
the steps discussed, mental health

professionals can formulate treat-
ment plans that not only comply
with reviewers’ standards but also

enhance the organization and de-

livery of patient care.
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