
 

September sees the launch of the frail and elderly 

Locality MDT meetings.  After a successful pilot 

in July in the North Locality, it will now be rolled 

out in the West and South Localities, supporting 

GP practices manage their moderately frail and 

complex patients.   

 

Held once a month per Locality, the Locality 

MDT’s will be supporting the existing Borough 

(Hub) MDT which sees the most frail and com-

plex patients and Practice MDTs. 

 

These meetings are the fore-runner to MDTs at 

Neighbourhood level and are a prime  opportuni-

ty for practices to actively get involved and help 

shape the future of MDTs across Camden. 

 

The MDTs will be Chaired by Dr Stuart Mackay-

Thomas and Dr Jonathan Sheldon, with a dedicat-

ed MDT coordinator. 

The membership has been designed to be multidisciplinary and as such the membership will 

consist of (as a minimum); 

Core: 

 Chair (does not have to be a GP, although it is desirable for a GP to be present) 
 MDT Coordinator 
 GPs (of those that have patients being discussed) 
 District Nurse/ Complex Care Nurse 
 Geriatrician (rotating through each locality meeting)  
 Mental Health team member 
 Social worker 
 Care Navigator/Age UK Camden 
 Member of Camden Carers team 

 

Non-core:  

 Patients and their carers 
 Palliative care 
 Community pharmacist 
 Psychiatrist 
 Continuing Care team 
 Rapid Response / PACE team member 
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D I D  Y O U  

K N O W ?  

 There is a Read 

code for each 

type of MDT 

 The referral form 

now reflects all 

MDTs, SPoA and 

Localities 

 Each MDT has a 

T e r m s  o f       

Reference (ToR) 

 Neighbourhoods 

are part of the 

l o nger  t e rm  

vision of MDTs 

 Patients  and 

carers can self 

refer via the FE 

SPoA 

Referral Criteria 

MDT Membership 
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“Learn from yesterday, 

live for today, hope for 

tomorrow. The important 

thing is not to stop 

questioning” 

- Albert Einstein 

Locality MDT 

Practice MDT  

Hub MDT 
Complex/ Severely Frail 

 

Patients with the most complex level of need, requiring multilevel expert disciplinary intervention. 

The patients might be severely frail, and at risk to themselves or others due to their physical and 

mental health. 

  

Example: 

“A 90 year old man with severe heart failure, recurrent UTIs, and moderate dementia. Lives in flat 

with qds care (needs assistance with personal/domestic ADLs/assistance with transfers); children 

live outside London. Has had recurrent admissions with decompensated heart failure, delirium/

falls. Has now developed a sacral grade 3 pressure sore, and is developing challenging behavioural 

problems. Also has oropharyngeal dysphagia, with poor oral intake, is refusing food and has a very 

poor nutritional state. The family are increasingly concerned about his general decline, and his 

ability to manage at home.”  

Mildly Frail 

 

Usually older people needing collaborative working between disciplines for example medicine and 

district nursing. They might have one or two long term conditions including mental health problems, 

but are likely to be at low risk to themselves or others. They might be mildly frail. 

  

Example: 

“An 80 year old female with rheumatoid arthritis and diabetes. She lives on her own, and is inde-

pendent in personal ADLs. She is able to go out independently, travel on public transport and does 

her own shopping/manages her finances. The family help with heavy domestic ADLs. She has devel-

oped urge incontinence over the last few months, and is finding it difficult to manage, especially when 

outside. She has also noticed that her memory is causing problems at times; she has forgotten her 

medication and forgotten to pay the bills once/twice.” 

Moderately Frail 

 

Patients with a number of long-term conditions who require assessment, intervention and co-

ordination by more than two disciplines. They might have moderate frailty, with a mixture of men-

tal and physical problems. 

  

Example: 

“An 80 year old female with bilateral knee osteoarthritis and ischaemic heart disease. Has carers 

who support with domestic ADLs and provide some assistance with personal care, and is able to 

go out on a wheel chair/uses a frame to mobilise indoors. She is now beginning to develop increas-

ing problems with indoor mobility, and has had two falls. Also developing some mild problems with 

memory and is finding it difficult to manage her bills/medication.” 



Referral Form & Read Codes 
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The form: The referral form has been amended to reflect all MDTs and the Localities. 

If you are unsure which MDT is appropriate, you have the option to select Not sure” (or 

“SPoA”.— further information on this will be communicated in a further update). 

 

The referral can then be sent via email to the MDT Coordinator (admin mdt@nhs.net) 

who will process and discuss with the clinical chair accordingly.    

 

Read Code:  You can Read code the referral according to which MDT the patient is being 

referred to.    

 7L1W5  =  Locality MDT - “Assessment by multidisciplinary team NEC” 

 

 7L1W2  = Hub MDT -  “Assessment by multidisciplinary team” 

 

Dates for your diary 

In brief:  

The FE Single Point of Access 

(SPoA) will be a CNWL 

hosted service who will have 

a dedicated Frailty Nurse 

Monday to Friday 9am—5pm 

to triage and process frailty 

related referrals, ensuring 

they get referred into the 

appropriate pathway or 

MDT. 

 Sep-16 

 Date Time Location 

Hub MDT* 21/09/2016 9.30 - 11.30am SCCH 

South Locality 
MDT 

21/09/2016 12.30 - 2pm James Wigg 

North Locality 
MDT 

28/09/2016 12.30 - 2pm Hampstead Group 

West Locality MDT 28/09/2016 10 - 11.30am West Hampstead MC 

 

Meeting attendance: You will be invited to attend the meeting to discuss your patient in person or via video conference.  
Should you be unable to do either, the patient will be discussed and the outcomes on the care planning will be fed back to 

you within 24 to 48 hours of the meeting. 

Each Locality MDT will be held once a month with the frequency  as follows; 

South: 3rd Wednesday  of the month 

North/West: 4th Wednesday of the month (NB: no Hub MDT will happen on this day) 

mailto:mdt.admin@nhs.net

