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1.0 Purpose 

This guidance provides information about working collaboratively with therapists for 
Registered Case Managers (Registrants) and those on the Pre-Registrant Pathway 
(Pre-Registrants). However, it may also be helpful for aspiring case managers who 
want to know more.  Whilst the focus is on working with therapists some elements 
may also assist case managers working collaboratively with other service providers. 
 
MDT working refers to multi-disciplinary team working which is required as part of a 
case-managed package of rehabilitation provided to service users in the community.  
 
In general, the term “multi-disciplinary” refers to each discipline (therapy) working 
separately, but towards a set of common goals, whereas “interdisciplinary” refers to 
the disciplines (therapies) working on a more integrated level, such as working 
together in sessions to achieve the stated goals of treatment. Interdisciplinary 
working should present a more synthesised approach. For this guidance document 
we have used the term “multi-disciplinary” to refer to both these meanings and to all 
elements where therapy teams work together as part of a case-managed package of 
rehabilitation. 
 
This guidance is intended to highlight the breadth of the roles and responsibilities of 
Registrants and Pre-Registrants as case managers coordinating MDT working. It 
sets out best practice, but acknowledges that some case managers may be 
constrained, for example by working solely with statutory services when their budget 
or their working criteria sets limits on their role.  
 
The following standards apply to working collaboratively and where Registrants and 
Pre-Registrants are commissioning and managing services: 
 
Best interest of the service user  

2. The case manager will place the best interests of the service user at the 
centre of practice, and must: 

2.3.  show no bias in their professional decision making through influence by 
an outside agency, funder, or legal entity.  

2.4.  have a clear and transparent policy and process in place for declaring to 
all relevant parties, and dealing with, any perceived or actual conflicts of 
interest, whether it be personal, professional, or financial 

 
Integrity and Transparency 

3. The case manager will act with integrity, openness and transparency at 

all times and must 

3.9  act with integrity and transparency in any action necessitating a request 

for further services and/or funding in the best interests of the service user. 

 
Coordination  

12. Case managers navigate and facilitate the access, management, and 
cohesion of support and services for the service user, and must 
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12.1 identify and select the most appropriate resources, services, and 
pathways that will enable optimum outcomes, according to the service 
user’s needs and preferences.  

12.2 protect the safety and wellbeing of the service user, by undertaking 
appropriate due diligence, when referring them to third-party providers 
and services. 

12.3 proactively anticipate potential barriers to recovery and take steps to 
remove or reduce their impact by advocating or negotiating on the service 
user’s behalf and providing practical assistance and guidance to facilitate 
the case management process, as required. 

12.4 encourage the service user to engage with the services and support they 
are referred to and motivate them to undertake their own recovery-related 
activities, as appropriate.  

12.5 consult and collaborate with the service user and all relevant 
stakeholders, promoting teamwork where appropriate, to ensure 
integration and effectiveness of the services and support involved to 
facilitate progression towards agreed goals.  

12.6 maintain regular and effective communication with (and between) all 
relevant stakeholders, and ensure that appropriate feedback mechanisms 
are in place, with agreed roles, responsibilities, and timings.  

12.7 maintain contemporaneous, truthful, complete, accurate, and unbiased 
records of their practice, including the documentation of consent.  

 
Monitoring  
13. Case managers continuously acquire information about the service user’s 
health, functioning, environment, behaviour, or situation to evaluate their 
progress and modify plans and services where appropriate, and must  

13.1. regularly review the service user’s needs, and whether they are being 
met, acting to adjust the case management plan and the intervention(s) of 
engaged providers should the service user’s needs change.  

 
13.2. utilise systems for reviewing, analysing, and reporting about the case 

management process, including access, delivery, and service user 
engagement with services 

 

2.0 Commissioning of therapy, rehabilitation and other services 

Case-manager led community rehabilitation and packages of support require the 
commissioning of a range of therapists and services.  
 
It is crucial that Registrants and Pre-Registrants build the right team around the 
service user, and the key is to identify who is best to work with service users to meet 
their individual needs, alongside the skills, expertise and approach of any therapist.  
 
When working with any service user, the case manager should identify when to 
introduce a particular therapy or service, as in some cases it may be overwhelming 
to the service user and/or their family to introduce a number of therapists all at once. 
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When introducing a therapy provider, whether that is an individual working privately, 
a company or statutory service, Registrants and Pre-Registrants should understand 
the service user’s condition and situation in order to consider whether the service 
user may need to make gains in one area, before another input can be effective, i.e. 
which therapy to introduce first. The case manager should also consider the service 
user’s home situation, their family situation and their support system and how a full 
therapy team would impact these. 
 

2.1 Roles and Responsibilities of Registrants and Pre-Registrants 

Where there is well chosen, well-co-ordinated and directed therapy provision, this 
assists the service user to make gains in their rehabilitation and to progress with 
their goals.  A case manager’s role is to: 

• identify from assessment and ongoing review the level and nature of service 

users’ needs and the range of therapies they require to meet those needs; 

• research the therapists best placed for that particular service user at that 

particular time, considering any conflict of interest and whether private or 

statutory services may best meet service user need; 

• where there is a conflict of interest, set out the nature of that conflict and the 

rationale for selecting that service provider, clearly and transparently, in line 

with the Standards of Proficiency in Case Management and The Conflicts of 

Interest Guidance; 

• where required, co-ordinate timely assessment and provision of a report 

within set timelines, which details: recommendations, period of input required, 

person-centred goals for treatment, and costs,   

• oversee, guide and provide leadership to the MDT and therapists, to ensure 

service user needs continue to be met; 

• facilitate regular MDT meetings and a clear agenda where it can be 

established that there are areas of treatment to agree and review and the 

meeting is cost-effective to continuing to progress service user goals and 

outcomes; 

• where there is a mix of private and statutory therapists, work to educate all 

parties in the benefits of working collaboratively and encourage a whole team 

mentality in the best interests of the service user; 

• monitor input of therapy to act to remove any barriers to rehabilitation or 

service provision and ensure that all providers act in the service user’s best 

interests; 

• where it is identified that a therapist is no longer meeting service user needs, 

whether this be an over or under provision of services, or the skills or 

competence of the therapist is in question, address this to seek an outcome 

that benefits the service user; and 

• revise the case management plan regularly and proactively to ensure service 

user progress towards person-centred goals and stated outcomes. 
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2.2 Working with private and statutory services 

Whilst there are therapy services which sit within NHS/statutory services, there may 
be lengthy waiting lists or certain criteria to enable service users to access these 
services. Before a decision is reached, the first step may be to identify waiting list 
time and any set criteria in the service user’s particular case, rather than relying on 
general knowledge of service provision. In deciding on which provider is best placed 
in a service user’s particular instance, consider the skills and competence of the 
available service. 
 
Even then, many services are over-stretched and no longer able to meet service 
user need. Nonetheless, consideration of what is available or the possibility of 
working in tandem with NHS/statutory services should form part of the case 
manager’s decision-making around forming an MDT to support the service user.   
 

2.3 Introducing the MDT members 

All therapists should be selected on a case-by-case basis for a particular service 
user. When selecting private therapists, just because a therapist or service provider 
has worked well with one service user with a particular condition it does not mean 
that they are necessarily the right choice for every individual. For people with 
particularly complex needs, the therapist must be able to form a relationship and 
work within the service user’s frame of reference, in which case they will need 
knowledge and experience of their condition as a minimum. 
 
Geographical location and the therapist’s willingness to work as a part of the case-
managed MDT also needs to be considered. Should a therapist not be willing to 
share information openly or work as a team member under a case manager, the 
MDT dynamic will not support the service user adequately. It is acknowledged that 
there may be particular cases where a therapist has to travel in order for the service 
user to receive input from their specialism. However, this would require the case 
manager to evidence the need for this input and the lack of more local provision. 
 
As part of the case manager’s due diligence, they need to check that therapists they 
are engaging on behalf of the service user have the skills and capacity to address 
the service user’s needs, attend team meetings and report on progress. Any conflict 
of interest needs to be made clear.  
 
Other therapists should be researched and any external verification of their service 
taken account of. Further due diligence checks should be completed such as that the 
therapist has adequate insurance, any required registration and/or DBS clearance, 
as well as ensuring they have appropriate confidentiality and data protection 
processes. 
 

2.4 Initial Assessments 

Once the therapists have been identified and instructed, they should complete an 
assessment and report back to the case manager accordingly, within an agreed 
timescale. The case manager should review the provider’s recommendations, 
ensure there are stated person-centred goals for treatment and a specified level of 
estimated input required, including the frequency of sessions with the cost of input. 
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The case manager should consider each assessment within the over-arching aims of 
rehabilitation, the composition of the team and the priorities for treatment. 
 
A case manager may wish to consider introducing a therapist contract to set out the 
expectations of the provider’s role, which may include responsibilities for input, 
reporting schedules, meeting and feedback frequency, and mechanisms and 
timeframes for sharing of information.  
 

2.5 MDT Reporting and Meetings 

MDTs only work optimally where they are properly coordinated. The case manager is 
the most appropriate person to co-ordinate and lead the team.  
 
As part of their role, the case manager should be reviewing treatment input and 
progress made against the therapist’s stated goals for treatment.  
 
Prior to attending any MDT meeting, the case manager should ideally request written 
updates from the individual therapists which outline goals for treatment, progress 
made and any barriers, as well as setting goals and costs for the next period of input. 
Any meeting is best managed where there is a clear agenda, and this ensures the 
MDT meeting is focussed and has a purpose to support the service user to make 
progress with their goals.  
 
It should be a consideration of the case manager to include the service user (and 
potentially family members) as part of the MDT meeting. Case managers should 
consider service user presentation and their skills to manage being a part of the 
meeting – are there, for example, particular elements of fatigue or potential 
overwhelm, and does the service user have capacity to guide rehabilitation. Either 
way, the service user may be able to express their wishes and preferences and give 
feedback to the professionals they are working with in their rehabilitation. The case 
manager should consider the content of the discussion to take place in the meeting 
and should maybe ask their service user if they would like to be a part of the 
meeting. It can be helpful to have a ‘professionals only’ part of the meeting to identify 
inter-disciplinary working, followed by a feedback session with the service user. 
 
In terms of families taking part in the MDT, it may be helpful to consider: 

• Family knows the service user best and are usually key supports for our 
service users 

• Working together gets the best outcome for the service user – research 
demonstrates those service users with family support achieve the best 
community rehabilitation outcomes 

• Family may be able to help with the service user’s identification of new goals 
or with problem-solving ideas 

• Family can inform the case manager of changes, improvements or other 
information 

• Family feedback can ensure that the service user has access to the correct 
therapies, support and input. 

• However, it must be considered whether the service user wants them present. 
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There may additionally be questions around whether or not the parties from the 
litigation teams or the service user’s deputy should attend, particularly following the 
recent judgement of Hadley v Przybylo (2024). Attending MDTs and in fact any 
liaising with the legal teams or the Deputy should be “reasonable and proportionate” 
and should progress the rehabilitation of the service user.  
 
The case manager should consider whether there is some gain for the service user 
to have these parties present, rather than automatically inviting them to attend. 
Providing there is some benefit to the progression of the claim, it can be considered 
that their attendance may be part of rehabilitation, but “fact specific” to the case, and 
can be challenged. Although the litigation parties should consider this ruling in 
deciding their own attendance, rather than the case manager be responsible for 
speaking to the litigation process. 
 
Whoever attends, the case manager is best placed to lead the MDT meeting and 
should create and circulate the agenda in advance of the meeting, to capitalise on 
the time that the MDT has together to discuss shared inter-disciplinary goals and the 
next period of input. An MDT meeting should not be about each therapist telling the 
story of the last period of input, if update reports are needed, they should be 
requested and shared in advance. This approach leads to high quality and efficient 
input for each service user and the ability to track progress. 
 
MDT meetings may be best to be minuted rather than transcribed. The planned 
outcomes of the next period of rehabilitation should be clear. The case manager 
should be responsible for noting all actions of the team, where the team will co-work 
on the case and agreeing actions with timelines for all parties involved.  
 

2.6 Tracking progress and removing the barriers to rehabilitation 

To ensure that rehabilitation has every chance for success, case managers must be 
analysing and checking progress systematically and continually monitoring how the 
service user is coping and progressing with their rehabilitation. This includes 
evaluating goal achievement of both service user and therapist goals. The case 
manager should maintain or ensure oversight of the different therapist’s input and 
orchestrate input accordingly – there will be times when different professionals take 
the lead, and others sit back, and this will change over time and with the focus of the 
rehabilitation. There may be times when it is appropriate for differing members of the 
team to co-work or hold joint sessions.  
 
The case manager’s role should include holding the team to account over their 
specified treatment goals, reviews and establishing the projection of costs for any 
period of input. The case manager should be reviewing that the recommendations 
for the number of sessions and the costs associated with that input are reasonable 
for what is to be achieved.  
 
There will also be a time when active rehabilitation input is no longer appropriate and 
team members should be looking to provide a reduced intensity maintenance 
programme or discharge the service user. The case manager should be involved in 
any conversation around discharge and ensure feedback from the therapist or 
service provider to support the service user after their input has ceased.  
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Therapy provision should always include clearly stated person-centred goals for 
treatment. 
 

2.7 Troubleshooting within therapy provision 

The case manager is responsible for identifying barriers to effective therapy 
provision and resolving issues to the best of their ability. There may come times 
when the case manager needs to identify difficulties with service provision. 
Examples of potential difficulties include: 

• a therapist is not engaging as a team member; 

• a therapist is not completing work within agreed timeframes or cost estimates;  

• a therapist is undermining other team members’ actions;  

• a therapist is not adequately meeting service user need;  

• active safeguarding concerns arise; or 

• a therapist not reporting or sharing information appropriately.  

• a therapist over or under charging 

• a therapist not keeping within their professional remit 

 
The case manager should have first worked with the therapist to make clear their 
expectations and the needs of the service user and seek to have that provider 
improve their performance/provision. Where they continue to under-deliver against 
expectations the case manager may need to formally raise a complaint with the 
provider and seek to establish a resolution. Where this involves the consideration of 
removing a therapist, prior to this step being taken the case manager should discuss 
input with the service user, reasons for the therapist not working effectively and 
review this with the service user, in line with their capacity to be involved in the 
decision, as well as including the funder out of courtesy.  
 
Where this relates to a therapy provider, the case manager should weigh up the 
roles of the MDT in the team, the relationship each therapist has with the service 
user (as they could have a good relationship with the service user although not being 
effective) and the timing of changing any team member. This should be over-ruled 
where it is considered a therapist places a service user at risk and immediate action 
may then be required. 
 
A lack of effective MDT working may represent wider barriers to rehabilitation which 
are recognised to include a service user’s poor mental health; poor insight; their level 
of cognitive abilities and their ability (or that of a relative) to adjust to changes post-
injury. These need to be addressed to allow the service user to make progress and 
the case manager should utilise their skills to identify the right time to address any 
barrier.   
 
In any package, the case manager should use thorough and ongoing dynamic 
assessment to identify the service user’s needs, areas of deficit and relatively 
preserved areas of skills, making recommendations to balance various inputs 
provided in the most cost-effective way to maximise quality of life for the service 
user. 
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