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BRITISH GERIATRICS SOCIETY

SE Thames Regional Meeting — 3 April 2008

King’s College Hospital
King's Weston Education Centre, Lecture Room 2
Denmark Hill, London SE5 9RS

Hosted by: Dr Dan Wilson

IN ATTENDANCE FOR THE EDUCATIONAL MEETING:

Dr Balogun Dr S Burns
Dr A Elmarimi Miss N Hayes
Dr P Reddy Dr J Davies
Dr D Wan Dr V Riley

Dr T Doherty Dr R Yadaw
Dr N Sengupta Dr D Ramsey
Dr A Qureshi DrTlLi

Dr M Chellapah
Dr J Dennison
Dr A Evans

Dr W Fitzpatrick
Prof. Jackson
Dr M Jenkinson
Dr K Pettingale (Retired 2003)
Dr J Potter

Dr P Reynolds
Dr C Thom

Dr D Wilson

Dr E Ekp

Dr Gunathilahuj
Dr A Abdulla

APOLOGIES:
Dr G Noble, Dr N Forseka, Dr S Bruce, Dr M Patel, Dr S Jones, Dr J Hawkins, Dr D Harari, Dr
D Smithard, Dr J Hussein, Dr K Kelleher

SPEAKER LECTURES:

The first talk was:

Percutaneous Aortic Valve Replacement — now a definitive therapy? Dr Phil
MacCarthy, Consultant Cardiologist at King’s College Hospital

Dr MacCarthy gave an informative lecture on Percutaneous Aortic Valve
Replacement which is nhow coming into practice and is especially useful for older
people who cannot tolerate open heart surgery. Dr MacCarthy gave an overview of
the procedure, the outcome and results for the Centre at KCH.

The second talk was presented by:

Professor Sir George Alberti, National Director for Emergency
Accessing/Clinical Director for Service Reconfiguration entitled “Older People
and the Reconfiguration of Acute Services”

Professor Alberti presented a concise overview and his vision for the proposed
merger of services in the South East sector. He highlighted the importance of
incorporating elderly care services in any future models of emergency, acute and
elective care within the sector and encouraged all those in attendance to participate
actively in formulating the decisions and planning of these services within outer
South East London. Attached is a copy of Professor Alberti’s review report detailing
his plans. | (Appendix l)|
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SpR Abstract Presentations

Determinants of a Positive Response to Carotid Sinus Massage and Head-up
Tilt Testing — Dr J Milton, SpR, Maidstone Hospital (A study while at King's College
Hospital)

Methods - Retrospective analysis of the database and reports from tests carried out
between 1995 and 2006 at a tertiary referral centre. Patients age, presenting
symptoms, sex and test result were examined.

Results- Orthostatic hypotension (OH) was present in 402/1583 patients (25.4%), of
whom 175 (11.1%) were symptomatic. 188/1464 (12.8%) patients undergoing carotid
sinus massage had evidence of carotid sinus hypersensitivity (CSH). Both OH and
CSH were significantly more common in men than women (OH male 29.3% vs.
female 23.8% (p=0.025); CSH male 18.7% vs. female 10.6% (p<0.0001)). Both OH
and CSH were uncommon in those aged under 60 years (OH 8.5%, CSH 5.3%) and
became more prevalent in all age ranges above 60 years (OH 21.9-28.4%, CSH
12.5% to 17.6%). Both OH and CSH were more common in those patients referred
with syncope (OH 30.3%, CSH 14.1%), followed by dizzy spells (OH 26.2%, CSH
11.2%) and then falls (OH 23.9%, CSH 10.5%).

Conclusions - Being male, aged over 60 or being referred with syncope all
increased the likelihood of receiving a diagnosis of either carotid sinus syndrome or
orthostatic hypotension

Nutritional Supplementation Out of Hospital/in the Community —what is the
evidence? - Dr E Mucci, SpR, Conquest Hospital

There is a large evidence base for nutritional intervention in acutely ill and post-
operative hospitalised patients, but the evidence base for nursing home (NH)
residents is small. The prevalence of poor nutrition in NHs is high and baseline
nutrition appears to be an important determinant of response to nutritional
intervention. Residents with mininutritional assessment (MNA) scores above 23.5
tend to show less response than those with lower scores. This relates in part to
failure to increase intake in the better nourished as well as to actual response to
increased intake. At the low end of the MNA spectrum, the increasing prevalence of
multiple pathologies tends to result in a reduced response, but randomised controlled
studies in this group are probably not ethical. Most studies have tended to investigate
the intermediate group with MNA scores of 17-23.5 or equivalent using other scales.
Interventions have usually resulted in increased intake of calories and micronutrients.
Other end points have variously shown responses including weight, immunological
measures, infection rates, decubitus ulcers, falls and fracture rates. Many studies
have been too small to demonstrate benefit and some are likely to have suffered
from type 1 errors-showing benefit by chance. Poorly quantifiable variables likely to
be of importance include the local environment and catering as well as
pathophysiological variability. Published under the title “Nutritional Supplementation
in Community-Dwelling Elderly People” in Annals of Nutrition & Metabolism
2008;52(suppl 1):33-37 E Mucci, S.H.D.Jackson

Crisis Intervention of Sub Acute Patients at Day Hospital —

Dr R Rangasamy, SpR, King’s College Hospital

Background - The BGS compendium document (2006), recommends that all geriatric
medical day hospital should provide Crisis intervention and sub-acute assessment.
Innovation- We looked at the outcome of crisis intervention in a community-based
Day Hospital. Data collected from Day Hospital notes and Electronic patient records
of patients seen for sub acute crisis intervention from 09/01/2003 to 31/12/2006.
Evaluation - Total of 325 patients were seen, 57 (17.5%) patients admitted, 125 (39
%) discharged, 119 (36.6 %) followed up as day hospital patients and 24 (7.4 %)
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referred to other clinics for follow up. The common reasons for referral were
dizziness and falls (23.3%), confusion and failure to cope (18.4%) and pain control

(17.5%). There was no significant relation between reasons for referral and the need
for admission Among the 268 patients whose possible admissions were initially
prevented, only 32 (12 %) patients were subsequently admitted to hospital in the next
one-month from the initial visit. More people were admitted from the group
discharged after the first visit as compared to patients followed up in day hospital,
(21/125) 16.8% versus (11/119) 9.2%.

Conclusion - Crisis intervention can be effective in preventing possible hospital
admission.

We suggest a low threshold for following up patients referred, to monitor the success
of intervention to prevent later admissions.

Management of Acute Stroke Patients — experiences from a DGH

Dr K Saha, SpR, Brighton & Sussex Hospital

Introduction: the publication of the National Sentinel Stroke Audit has shown that
there is scope for improvement at the District General Hospital level. The objective of
this audit was to assess some aspects of the management of stroke patients in our
hospital.

Methods: Medical notes of fifty randomly selected patients admitted between
January and June 2007 were retrospectively analysed. The specific aspects
examined were: use of antithrombotic therapy; performance of CT brain imaging; and
time spent on the stroke unit, among others. Comparison was made between results
of local audit in 2003, and the results of NSSA 2004 and 2006.

Results

Indicator 2004 2006 2007
% of patients in SU 81% 80% 83%
% of patients >50% in SU 81% 75% 76%
CT scan within 24 hours 84% 60% 86%
Aspirin within 48 hours 85% 65% 80%

The majority of delayed scans (86%) occurred over weekends. The mean time of
transfer to SU was 4.1 days (range 1-24).
Conclusions: Better organisation of services is needed to improve NSSA targets.

Investigation, Assessment and Management of Hypoatraemia at the Royal
Sussex County Hospital, Brighton —

Dr V Shrivastva, SpR, Brighton & Sussex Hospita

Introduction - Hyponatraemia is the commonest electrolyte disturbance among in-
patients. Symptoms are non-specific, and subjective concerns had been observed
regarding its investigation and management.

Methods - Retrospective case note study for patients with a serum sodium <135
mmol/l over a 6 month period regarding: investigations, clinical diagnosis;
retrospective diagnosis; management; and outcome. All patients with serum sodium
<125 mmol/l should have: investigation for SIADH; glucocorticoid and thyroid status
assessment; fluid administration appropriate to sodium level and aetiology. Expected
standard 100%.

Results — 54 patients studied. Aetiology was multifactorial in 60%. The commonest
aetiologies were diuretics (especially thiazides), congestive cardiac failure, renal
failure and dextrose infusions. Of the 18 patients with SIADH, retrospectively only 2%
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met the accepted diagnostic criteria. Overall 26% died during admission; mortality
was linked to aetiology and not sodium concentration.

Discussion - A poor outcome is associated with severe hyponatraemia in the
elderly. Areas of concern included: inadequate assessment and investigation; poor
fluid management; and poor medication review.

Action plans
Create guidelines linked to trust Intranet through pathology results system

All non-medical patients to be assessed by physicians
Education regarding IV fluids for F1 / 2 training programs
Include section for biochemistry results on fluid charts

Quadriparesis — Lesson to Learn —

Dr U Umasankar, SpR, Princess Royal Hospital, Farnborough

Case summary

An 89 year old lady presented with a 2 day history of upper back pain and weakness
in the limbs. The pain was initially sharp and severe but began to subside after a
couple of hours, with some residual mild back ache remaining. The weakness started
in the left arm the next day and extended to the left leg, right arm and right leg. She
was unable to move her legs on the day of admission and was admitted to AE.

Her PMH included a TIA in 1998, locally advanced breast carcinoma June 2001,
initially treated with Tamoxifen for 6 months and later Arimidex. She was also given
palliative RT as the tumour was progressing. She developed peripheral arthropathy
possibly secondary to arimidex and discontinued. Instead wide local resection was
advised as a palliative measure, which she underwent in late 2003. There was further
progression of the disease and she underwent mastectomy in June 2006 and was
commenced on exemestane 25mg od.

1n 2005, she was noticed to have AF and was referred to the Rapid Access Medical
Clinic, when she was commenced on warfarin.

On admission she was on ramipril (10mg), pravastatin (40mg), atenolol (25mg),
omeprazole (20mg), exemestane (25mg) and warfarin. She lived alone in a
bungalow, mobile with a frame, and needed assistance with personal clean and
shopping.

Neurologically, she was alert and orientated. Both lower limbs were paralysed,
hypotonic and areflexic. Both plantars showed a flexor response. Upper limbs were
weak with a power 2-3/5. RUL had brisk reflexes and the LUL was areflexic. Touch
and pinprick was lost upto T4 segment and in both UL’s. position sense was absent
and bladder distended.

The clinical diagnosis was acute cord compression, possibly C5 level. Cause -
Metastatic disease?

The investigations on admission were:

e INR45

e Hb10.9

e Renal, LFT, calcium NAD

e MRI spine — epidural bleed with cord compression C3-C7 worst at C6

She was transferred to the neurosurgical unit KCH. Prior to transfer her warfarin was
discontinued; she received vitamin K 10 mg IV FFP. Her INR came down to 1.8.
However her condition progressed and she died 12 days later.

We will discuss spinal cord bleeds and the risks of anticoagulation, and lessons to be
learnt from this case.
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King’s College Hospital — 3" April 2008
BUSINESS MEETING

ATTENDED:
Dr E Mucci

Dr C Steves

Dr N Sengupta
Dr K Saha

Dr S Malde

Dr A Andrews
Dr W Fitzpatrick
Dr J Dennison
Professor S Jackson
Dr P Reynolds
Dr J Potter

Dr A Abdulla

Dr D Wilson

Dr F Martin

APOLOGIES FOR ABSENCE
Dr G Noble, Dr N Forseka, Dr S Bruce, Dr M Patel, Dr S Jones, Dr J Hawkins, Dr D Harari, Dr
D Smithard, Dr J Hussein, Dr K Kelleher

MINUTES OF PREVIOUS MEETING

The minutes from the last meeting on the 20 September 07 at Conquest Hospital
were viewed by Finbarr Martin and acknowledged by those present as an accurate
reflection of the meeting.

NEW MEMBERS/APPOINTMENTS
It was noted that Dr Indo Koshi, one of our Regional SpRs, was appointed as an
Acute Physician in Brighton.

BGS REGIONAL ADMINISTRATION

The latest statement of our account is attached for information.

REPORT FROM THE BGS ENGLAND COUNCIL MEETINGS

Dr Patel had given his apologies for the meeting but circulated a summary of the last
two meetings for the England Council on the 31 October 2007 and the 13 February
2008. There were also copies of the Minutes for both Council meetings. FM (Finarr
Martin) went through the summary and highlighted the issue of Dignity Framework
proposed by the Department of Health and the recommendations by England
Council. The summary also included information about the Immediate Care Audit
which Health Care Commission is planning to conduct nationally. There was also
concern of the lack of SpR training on the subject. Further discussion was around
the point of getting the right balance between service and dignity, especially in
regards to single sex wards and the availability of beds in an acute setting.

(Appendices Eﬂand@

FEEDBACK FROM THE STC AND PLANS FOR FUTURE SpR TRAINING

Dr Roger Lewis, Chair of Regional STC, could not attend the meeting but he
communicated that at present there were no plans for change in reconfiguration of
the structure of training for SpRs. Dr Claire Steves, representative for the SpRs, had
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recently attended the BGS Education and Training Committee meeting and updated
members in attendance of the recommendations for the use of assessment tools

training for those newly appointed to ST3 posts. There was some discussion about
the exit exam and also certification in geriatrics and acute medicine. Attached is a

copy of Claire’s report of the meeting

Professor Jackson commented that he would not be in favour of having specific
allocation for roles or responsibilities to a particular year in the SpR training
programme but was more in favour of it being non-descript unlike the other
specialties. Finbarr Martin commented that orthogeriatrics, as a sub-specialty, is
putting in place specifications and identifying work based assessments but this is still
work in progress.

Attending numbers were supportive with Finbarr Martin’s suggestion of inviting a
member of the BGS Training Committee for an update presentation at the next
meeting. It was also suggested that it was probably worthwhile if the Regional
Training Committee would nominate one of its’ current members as co-ordinator with
our SpR representative, Claire Steves.

SUGGESTIONS FOR FUTURE REGIONAL MEETINGS

1) Finbarr Martin raised the issue of poor attendance at the Business
Meeting. Although there has been significant increase in attendance for
the Scientific Meeting, which usually happens in the first part of the
afternoon of the day of the Regional Meeting, there is usually only a core
die-hard members left by the time the Business Meeting starts. It was
suggested by PR (Paul Reynolds) that the Business Meeting perhaps
should be conducted between the two sessions of the Scientific Meeting,
i.e. after the lecture and before the SpR presentation. All those in
attendance agreed that this change should be tried out as early as the
next meeting.

2) Updated BGS compendium statements; it was agreed that Dr J Potter, in
his role as Chair of the Standard’s Committee at the Royal College, would
probably be the best person to act as a vehicle for promoting issues of
national relevance for geriatrics, for example, NICE guidelines. Given the
importance of these reports, it was felt that presentations on these
important issues should be encouraged by SpRs, perhaps one
presentation per Scientific meeting.

ELECTION OF OFFICERS TO NATIONAL BGS
Finbarr Martin reminded that the office of President Elect will be coming up shortly
and that he intends to nominate himself for the role.

DATE OF NEXT MEETING
Guy’s & St Thomas' — 18™ September 08
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OUTER SOUTH EAST LONDON service Reconfiguration

Review of Clinical Case for Change: KGMM Alberti on behalf of the National
Clinical Advisory Team.

PREAMBLE

NHS London commissioned the National Clinical Advisory Team (NCAT) to review
the clinical case for change regarding proposals for service reconfiguration in outer
south east London (OSEL), with particular respect to urgent and emergency care,
elective care, children’s and maternity services and care outside hospital. The review
was conducted by Professor Sir George Alberti with assistance from Ms Lis Nixon
during October 2007.

The sector under review covers a population of approximately 1 million in the
boroughs of Greenwich, Lewisham, Bexley and Bromley. They are closely linked to
and contiguous with the inner London boroughs of Lambeth and Southwark. The
area includes large areas of deprivation with an ethnically diverse population with
many pockets of poor health status.

There are four district general hospitals in OSEL, two of which are in new PFI
accommodation - Princess Royal University Hospital (PRU), which is part of Bromley
Hospitals NHS Trust (BHT), in Farnborough and Queen Elizabeth Hospital (QEH) in
Woolwich - whilst the University Hospital Lewisham (UHL) has a new PFI block;
Queen Mary’s Sidcup (QMS) makes up the quartet. There are 4 primary care trusts
(PCTs), one for each borough. The Oxleas NHS Foundation Trust provides mental
health services to residents of Bromley, Bexley and Greenwich, whilst mental health
services for Lewisham are provided by the South London and Maudsley NHS
Foundation Trust. Many tertiary services are provided by King's College Hospital
NHS Foundation Trust and Guy's and St Thomas’ NHS Foundation Trust. The
number of beds in each of the OSEL hospitals range from 329 in QMS to 459 in
BHT.

It has been obvious for some time that safe, high quality, affordable services will not
be possible in the future unless services in OSEL are redesigned. The first major
stimulus to change came with Our Health, Our Care, Our Say, with the concept that
many more services could be provided out of hospitals and closer to home than at
present. Initially, a review of services was proposed for all 6 south east London
PCTs, but this was then modified to the outer 4, as this was where the main
problems lay. There has been a major emphasis on a collective approach to the
problems of OSEL with the 4 acute Trusts working closely together. The medical
directors of the 4 acute hospitals have led a series of discussions and have
proposed a series of radical changes to services provided in the four hospitals. The 4

1
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PCTs are now totally engaged and the plan for future developments A Picture of
Health for outer south east London is now integrating the suggestions from the acute
Trusts with those of the out-of-hospital services.

All the comments and views set out in this report are independent of the A Picture of
Health programme team. They are based on what the NCAT team has seen or been
told in carrying out the review. It is for NHS London and the PCTs leading the
programme to consider how to respond to the report, its conclusions and
recommendations.
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The Review

The review was undertaken from a clinical standpoint. Throughout, the emphasis has
been on quality of care, safety and service improvement. The proposals were
examined very much as starting with the patient and following a pathway of care with
care delivered as close to home as safely possible. Thus, care will range from home
services through to highly specialised services, which may mean patients travelling
outside OSEL in order to receive optimal care. Particular attention was paid to
whether there was real integration of care in the proposals rather than fragmented
care. Visits were made to all acute sites, to all PCTs, to community centres and to
some patients’ homes. Discussions were held with a wide range of health care
professionals, managers, members of the public and the joint Overview and Scrutiny
Committee. Meetings with MPs have also taken place. We were impressed by the
enthusiastic response by the majority of staff for service improvement and
redistribution of services, even when this meant considerable potential disruption to
their own working lives.

General comments

Overall, it is obvious that no change is not an option, both clinically and
economically. This has been stressed particularly by hospital clinicians, which gives
added power to the need for change. Many good ideas are included in the current
proposals and we were impressed by the enthusiasm for making tangible
improvements to current services of by far the majority of those we met in all sectors.
Nonetheless, some comments and suggestions may be offered.

1) It should be stressed that this review and the proposals in A Picture of
Health are not about hospital closures but rather the redesign,
redistribution and improvement of hospital services.

2) Urgent changes are needed now. Nonetheless, a clear statement of the 5 to
10-year vision for healthcare for the population covered by the 4 boroughs is
needed. Economic and other constraints will determine the rate at which this
vision is reached, but it then becomes obvious where the current and
immediate changes are leading.

3) The hospital services give a clear impression of a 4 in 1 approach. A similar
feeling is not yet apparent with the PCTs and overall a clearer sense of all
partners working to an integrated plan would be helpful - and is indeed
essential - to optimise resources. So far, the main focus has been on
changes in hospital services. The focus, however, should be on clear patient
pathways regardless of place of residence, obviously with some local
variations but always following the same principles. Changes in the hospital
sector will be extremely difficult without appropriate changes in the
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community, some of which will need to precede changes in hospital
services.

4) It will be helpful in the longer term if there is one body administering
the hospital sector and another representing the primary care trusts. In
the meantime, this could and should be achieved functionally. Clinical
networks across OSEL (and beyond, where necessary) should also be
strengthened.

5) Much is predicated on a decrease in use of acute hospitals by the flow of
work into the community. There are good examples throughout the health
economy of how this may be achieved, but a clear demonstration of this
occurring in practice is needed before complete redesign of hospital
services is undertaken and implemented. In particular, a decrease in acute
admissions and/or bed occupancy needs to be demonstrated. Several of the
more urgent changes in hospital configuration should, however, be made as
soon as possible on the grounds of safety and quality.

6) Inter-sectoral multidisciplinary clinical working groups should be
established in the major clinical areas as soon as possible to help
establishing clear safe patient pathways and to ensure proper working
across the primary, secondary and social care boundaries. These include:
urgent and emergency care, care of the elderly, children’s services,
maternity, support services, musculoskeletal conditions and long term
conditions. These should cover the whole of OSEL and not be divided up by
PCT.

7) Plans should encompass the principle that no fewer people should be
treated in their local hospital than at present, but the services offered will
be different and safe. Thus, if fewer seriously ill patients are treated in one
hospital, there should be more people dealt with on an outpatient basis on
that site. Plans should also be made to ensure that once the most acute
phase of care is completed, wherever that takes place, patients should
move back to their local hospital for second phase care.

8) Transport is also key to many of the changes proposed. The impact on the
ambulance service should be carefully assessed. Close examination of the
impact on public transport is also necessary, with possible modifications
negotiated with the appropriate authorities.

Acute Hospital Services

There is overall agreement that safe, high quality services cannot be sustained on all
4 acute hospital sites. Local clinicians in their working groups have suggested that
4
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for most specialties there should be two acute sites with acute medicine veering
towards a three-site option.

We agree with the general principles espoused. There are insufficient
experienced senior clinicians to provide appropriate cover in most specialties. In
addition, the situation will be worsened when the European Working Time Directive
is fully implemented. This will mean that there are fewer specialist registrars
available and those who are will be less experienced. People fall ill at any time of
day or night and should expect to get the same standards of care regardless of when
they arrive at hospital. Thus a genuine 24-hour service is needed, 7 days per week.
It is also obvious that seriously ill patients deserve to be seen, assessed and treated
by appropriately experienced clinicians as soon after arrival as possible. This cannot
be achieved on the current configuration of services.

Accident and emergency services (Emergency Medicine)

Currently there are 4 emergency departments with 85,000 to 110,000 attendances
each. There are:

e 20,000 admissions at UHL;
e 19,000 at PRU;
e 12,000 at QEH; and
e 10,000 at QMS.
Of these 50 to 70% are medical and about 15% surgical.

None of the Emergency departments are adequately staffed with consultants. It is
recommended by the College of Emergency Medicine that there should be 8 to 12
consultants per Emergency department, with the aim of having a consultant
presence in the department from 8.00am to 12 midnight, 7 days per week. None
come close to this. There should also be experienced middle grade staff overnight.
QMS has the poorest staffing and the smallest volume and could be absorbed into
one of the other acute Trusts. Ideally, two well-staffed departments would be
appropriate, particularly if the less seriously ill and injured (so-called “minors”) could
be dealt with elsewhere i.e. in an Urgent Care Centre (UCC). This is indeed in line
with the suggestions for the longer term made by the medical directors. It is
anticipated that if a full A & E department is present on only two sites then a UCC
should be located on the other two sites. This will mean that at least 60% of those
currently attending the non-full A & E sites will continue to use their local hospital.

Urgent Care Centres are already being created. There is one at QMS, run and
staffed by the PCT. We recommend strongly that there should be one on each
hospital site.
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For those UCCs co-located with a full Emergency department, they should be jointly
run and staffed by the PCT and the acute trust so that there is a single point of
entry to the Emergency department with rapid triage to the appropriate person to
deal with the attendee’s problem be it a minor illness, minor injury or other problem.
“Blue light” cases would go straight into the main Emergency department.

UCCs should also be established on other sites convenient for the population such
as Beckenham Beacon (where one already exists), the Waldron Centre in Deptford,
Eltham and Mottingham, and East Greenwich. All UCCs should have ready access
to radiology and other basic diagnostic tests during opening hours. Opening hours
will depend on workload but it is anticipated that the Centre at QMS will be staffed
24/7 and the others for extended working days 7 days a week. Wherever possible,
out-of-hours GP services should be co-located with UCCs, as should emergency
social services and the sites should serve as an ambulance base wherever possible.

We also recommend that an Urgent and Emergency Board be established
covering the whole health economy, to ensure that appropriate pathways of
care are in place and that people are directed to the most appropriate setting
for their care.

Full-scale Emergency departments can only function at their most efficient if there is
the full backup of appropriate other services. This includes round-the-clock radiology
with CT and ultrasound, laboratory services, level 3 intensive care, acute medicine,
acute surgery, acute orthopaedics, etc. It is possible, however, to do without acute
surgery, providing that a 24-hour surgical opinion is available and that there is
resident anaesthetic cover. If only selected medical emergencies are accepted, then
level 2 intensive care is probably adequate. This requires careful protocols agreed
with the ambulance service and with general practitioners. These considerations
are highly relevant to the proposals made for OSEL.

Acute medicine

The majority of major attendances and admissions at Emergency departments are
medical. Ideally, there should be a medical assessment unit (MAU) staffed during the
day by consultant acute physicians. Overnight and weekend cover is then provided
by the physician “on take” and their team. There should be a commitment to see all
patients referred to medicine from the Emergency department within one hour and
that person should be an experienced Specialist Registrar or Consultant. There
should be a maximum 48-hour stay in the MAU, with approximately half of those
patients going home from there and the others going to the appropriate specialist
ward. Early senior involvement will inevitably shorten lengths of stay as will more
effective 7-day discharge processes. All of this will increase bed capacity, which will
be required to accommodate the extra patients.
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None of the acute hospitals in OSEL have enough acute physicians (if any) and the
other physicians who participate in acute medicine are based on MAU when “on
take” due to shortage of humbers and other duties. By concentrating on fewer sites
this could and should be remedied. In the interim all the acute hospitals should
review their current processes. Careful calculations are also required regarding
capacity, with particular focus on the size of the MAUS. It is accepted that ultimately
better care in the community may decrease admissions, but conservative estimates
for this should be used for the immediate future.

More than half of the major patients seen and/or admitted are elderly. It is
recommended strongly that a care of the elderly multidisciplinary team is
present to see patients in either the Emergency department or on the MAU
early in their course. This has been shown to decrease both the number of patients
admitted and also the length of stay of those who are admitted.

We further recommend that a consultant-led care of the elderly service be
instituted at the non-acute hospitals from 9.00am to 8.00 or 9.00pm on 6 or 7
days for specialist assessment but not admission. This would allow significant
numbers of patients to be seen and dealt with closer to home and admission and
unnecessary travel avoided. A prototype already exists at QMS.

Overall, we suggest that the 2- and 3-site options be explored for acute medicine.
Our preference is that there should be 2 acute sites in the long term with 2 A & E
departments and 2 acute medicine departments and urgent care centres and
care of the elderly assessment units on the other two sites. We accept that this
will require major changes in the working of the two acute hospitals and feel that a
two-stage option is more realistic, with a rapid move to 3 sites and a carefully
planned move to two sites in the medium term (i.e. 5 years).

Acute surgery

For acute surgery, the numbers of patients are many fewer than that for acute
medicine. There is a uniform view that acute surgery should be concentrated on two
sites as soon as possible. Currently there are inadequate numbers of experienced
surgeons to allow 24-hour cover on all sites and this situation will deteriorate with the
full implementation of the EWTD. Concentration on two sites will allow there to be
teams of appropriate specialist surgeons available 24/7. We concur with this view.
For more specialist acute surgery (e.g. vascular), it may be necessary to focus on
just one site.

Intensive care

Level 3 intensive care is required on major acute sites. If elective surgery is
performed on the non-acute sites, then level 2 is probably adequate providing that
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complex cases are dealt with on the acute sites. Staffing and senior presence would
be greatly enhanced if this were to take place, as suggested in the current proposals.

Trauma

Minor trauma is currently dealt with in primary care, minor injury units (MIUs) and
Emergency departments. This will continue with Walk in Centres and MIUs re-
badged as UCCs. More major trauma will be dealt with in Emergency departments
by Emergency physicians with the acute orthopaedic team. This should be focussed
on the same two sites as emergency surgery. Fractured neck of femur is one of the
commoner emergencies generally involving older people. We suggest that inpatient
care of such patients should be supported by an orthogeriatric team at the two main
sites. The really major trauma should be taken immediately to the regional trauma
centre.

Children’s services

As with urgent care, the care of children occurs in all sectors of the NHS and in
social services. The majority of urgent needs of children are met in general practice.
However, significant numbers attend Emergency departments, making up 25 to 30%
of attendances. Only a small proportion of these require admission. Currently, it is
not possible to staff 4 departments as well as provide cover for neonates.
Concentrating on 2 acute sites (probably QEH and PRU) would allow better
consultant cover and separate rotas for neonatal care. The OSEL paediatricians
have suggested this, but also with ambulatory care services on all 4 sites enabling
children with less serious problems to be dealt with closer to home. We support this
view and, furthermore, feel it would be beneficial if some members of staff at the off-
site UCCs had paediatric training.

The problem of paediatric surgery remains and whether this should all be
concentrated at the Evelina unit at St Thomas’ Hospital. If it remains long term at
UHL, then there are problems with support services. Further discussions are urgently
needed with Guy’'s and St Thomas’ NHS Foundation Trust as to whether an
integrated children’s surgery service should be provided entirely at the Evelina or on
two sites, with the second at QEH or PRU alongside the acute children’s services.

As with urgent and emergency care we suggest strongly that an OSEL Children’s
Services board be formed so that a truly integrated service is provided.

Summary of acute service changes

We support the view of concentrating acute services on fewer sites as soon as
possible. It seems feasible to move these from QMS in the near future with care for
the elderly and an ambulatory care centre for children, as well as an Urgent Care
Centre, remaining on site.
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It seems likely that acute services should also move from UHL. This is likely to take
longer, although acute surgery and trauma could move quickly, to the benefit of
patients. It is also likely that paediatrics will be relocated with obstetrics (see below).
Plans should be drawn up for acute medicine to move at a later date with A & E.

Maternity services

One of the greatest concerns in OSEL has been the delivery of safe, high-quality
maternity services across 4 sites. The suggestion now is that obstetrician-led
services should be based on two sites only: QEH and PRU. This will result in two
very large units but will allow 96-hour consultant obstetrician cover and dedicated
paediatricians for the neonatal intensive care unit. Level 3 neonatal intensive care
will, however, continue to be in inner SEL. The more contentious issue is that of
midwifery-led units. There is no problem about these being adjacent to the
obstetrician-led units. The question is whether there should be stand alone midwifery
units on the two sites that no longer have obstetricians. There was support at public
meetings in Sidcup for all services to be moved, but this is not necessarily a
universal view. There is a strong move to increase home deliveries from the current
1% to closer to the 7% achieved by King’'s College Hospital NHS Foundation Trust.
This forms part of the overall London review and we would prefer not to offer a view
at this time. We do support focussing the main services on two sites, but obviously
capacity is an issue and needs to be dealt with before any formal moves are made.
An interim solution of 3 sites is also possible, although less desirable as
recommended levels of consultant cover will be difficult if not unachievable. We
would also strongly support continuing to hold antenatal and postnatal clinics on not
just the vacated site(s) but in other community settings as well (e.g. Beckenham
Beacon).

Elective care
Elective Surgery

Major complex surgery or surgery in those with multiple co-morbidities will need to
be conducted in one of the two acute sites. Otherwise, much surgery can be
conducted in the other two hospitals. Suggestions have been made that these could
be 23-hour units rather than just day surgery. This needs to be explored carefully as
it has implications for both junior doctor rotas and support services, which may not
be cost-effective. We certainly support the overall proposal of two “hot” sites and two
“cold” sites and suggest that the latter two are for day surgery with the exception of
some specialist surgical services such as urology, specialist cancer work and
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vascular surgery unless level 3 intensive care is needed, in which case they would
be operated upon at a full acute site.

Orthopaedics

There is local support for elective orthopaedics being centred on one site. This could
usefully be one of the non-acute sites. UHL may be optimal as they have an unused
floor of their PFI building and will have spare theatre capacity if acute and complex
surgery move off site. This would have major benefits for infection control,
concentration of resources and efficient working.

Outpatient services

There is nothing sacrosanct about conducting outpatient clinics on acute sites.
These should move closer to patients wherever humanly and economically possible.
Particularly for long term conditions, this will provide user-friendly services from
appropriate multidisciplinary teams with lessening of the primary care / secondary
care barriers. The same is true for other outpatient services. Senior staff should
consider that their responsibility is to the population of OSEL rather than a particular
institution and that part of their role will be peripatetic.

Tertiary services

There are already several tertiary services provided for patients in OSEL by the two
inner SEL acute Trusts, including good cancer and cardiac networks. In particular,
patients with heart attacks are now taken directly to the centre. In the future this is
likely to occur for stroke, where King's College Hospital has the expertise and
capacity to provide hyperacute care for stroke. For these and other tertiary services,
two proposals could be made: first, patients should be transferred back to their local
hospital as soon as the expertise and facilities of the tertiary centre are no longer
required; and second, as many outpatient procedures as possible should be carried
out locally, with specialist staff coming from the tertiary centres to work with and
alongside local staff. For example, more chemotherapy could be delivered locally
saving many difficult journeys for those under chronic treatment. This occurs to a
small extent now, but could be expanded substantially. Another area for discussion
is major trauma, where there are proposals in Healthcare for London for a small
number of highly specialised services to cover the whole of London.

We also strongly recommend that all consultants form part of clinical networks
both within OSEL and with neighbouring trusts where appropriate.

10
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Community services

There was less evidence, initially, of a clear unified vision of community services
than in the hospital sector, with different emphases from each of the 4 PCTs. This
was no doubt because the starting point of each was different, but also because
there had not previously been such close cooperation between the lead clinicians.
This has now been rectified with close working of the 4 PEC chairs and regular
meetings have also started between them and the medical directors of the acute
Trusts. Despite this criticism, the general direction of travel of the 4 PCTs is the
same, although economic constraints will dictate the rate at which they go. Every
effort is being made to follow the suggestions of Our Health, Our Care, Our Say and
move services as close to home as safely as possible. We were shown many
examples of innovative practices, such as home care for COPD patients and GP
clinics for heart failure. The challenge will be to roll these out across the whole area
in sufficient volume to make a difference to hospital attendances/admissions.

This applies to both physical location and human resources. It was unclear to us
whether modelling of numbers of community matrons, GPs with a Special Interest
and other specialist clinicians (e.g. physiotherapists and specialist nurse
practitioners) had been performed. This is essential and may well dictate the rate of
progress through both the availability of suitable practitioners and cost.

There was also a tendency in some parts of the health economy to chop services out
of hospital rather than ensure that the right person with the right skills was seeing the
patient in the right place at the right time. This will be less likely if the interdisciplinary
cross-sectoral groups are established covering the whole patient pathway as
suggested above. Good examples of this type of collaborative working are indeed
evident in some parts of OSEL (e.g. for diabetes and COPD).

Urgent Care Centres are described above and the most recent outline plans
describe these as an excellent interface between primary, community and secondary
care. It is envisaged that these will be at the front door of the 2 or 3 acute hospitals
as well as at the “local” hospital, working closely with social services, care of the
elderly teams, out-of-hours services and the ambulance service. They will also be
strategically located at other sites. We agree wholeheartedly with this approach.

We agree with the proposal to create Virtual Wards by Bexley Care Trust with
complete roll out by April 2008. We hope that this will be evaluated carefully and
then introduced in the other 3 boroughs.

We would recommend the creation of care of the elderly teams who are
responsible for proactive regular visits to all nursing homes and residential
care homes. This should pre-empt many admissions.

11
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Several other community developments are proposed. Again, we would welcome
critical evaluation of these in terms of clinical effectiveness, cost effectiveness and
suitability for introduction in a phased way across the whole of OSEL.

Intermediate Care

There is a clear realisation of the need for intermediate care across the whole
community. Estimates of the likely numbers of places should be made and capacity
concerns addressed. This is particularly relevant for rapid step down care from the
acute hospitals but also following elective surgery and for people travelling for care
out of OSEL.

Transport

Many patients and members of the public have expressed concern about longer
travel times. This is a particular issue for emergencies. However, we accept the need
for better focussing services so that quality and safety of care are improved. London
Ambulance Service is aware of the challenge this entails for them. It will be
necessary to model accurately the implications for the number of ambulances and
crews that will be needed to meet this challenge, allowing for patients also going
outside OSEL as some already do (e.g. for heart attacks). It is worth stressing that a
relatively small number of patients are involved compared with the large numbers
seen in the NHS every day. The numbers will be offset by a better distribution of
outpatient services, an expansion of other services, including some tertiary services,
being available locally and the rapid return of patients to care nearer home when the
acute episode is over.

It should also be emphasised that the ambulance service is not just a transport
service but that care starts when the paramedic arrives and continues through the
journey. We would, in fact, like to see plans for a substantial increase in Emergency
Care Practitioners who have the skills and experience often to deal with the patient’s
problem on the spot or to take them to the out-of-hours service or UCC rather than to
A &E.

Discussions will also be necessary with public transport companies to ensure that
travel across the area is possible and reasonably convenient.

Conclusions and Recommendations

1) Overall, we are in agreement with the outline proposals for future health
care delivery in Outer South East London and are impressed by the
clinical leadership.

2) We consider that no change to both hospital and community services is
not an option either clinically or economically.

12
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3) We would not recommend closure of any of the 4 main hospital sites,
but rather agree with the proposal to redesign services.

4) We would encourage an integrated approach across all sectors. This
would be facilitated by the 4 acute Trusts working as a single entity and,
similarly, PCTs working under one banner.

5) We agree that the two most viable options are: to move to two major
acute sites, with two “local” hospitals; or to three sites retaining A & E
departments and acute medicine, with one “local” hospital.

6) On balance, we feel that an immediate move to 2 acute sites is not
feasible but should be presented in the consultation. We prefer a variant
of the 3-site option as an interim (5 year) measure, with acute medicine
and A & E on 3 sites but acute surgery and trauma on 2 sites. This
should happen simultaneously with an increased focus on elective
surgery on the non-acute surgery sites. The long-term goal would
remain the two site option.

7) We are concerned about the safety and quality of inpatient obstetric and
paediatric services if these are not focussed on 2 sites sooner rather
than later.

8) Work should start now to streamline processes for acute admissions.

9) Realistic assessment should be made of capacity requirements and
constraints for all proposed scenarios.

10)Inter-sectoral multidisciplinary working groups should be established
for all major clinical areas as a matter of urgency.

11)We would like to see more emphasis on rehabilitation services and their
location.

12)Changes in community services should be well advanced or at least
clearly indicated with a timescale for change before major changes are
made in the hospital sector.

13)A long-term plan for healthcare in OSEL should be included in
consultation proposals so the public is clear as to why particular
changes are being made. This should be accompanied by a clear
indication of when a detailed implementation plan will be available.

14)Discussions should take place with neighbouring Trusts regarding the
provision of more outpatient tertiary services within OSEL.

13
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15)The possible introduction of a single telephone number for all non-999
calls should await the outcome of consultation on the London plan as

should consideration of the further development of tertiary emergency
services.

16)Amongst the most exciting developments is that of the 21 century
“local” hospital. This could be stressed and spelled out in more detail in
the consultation.

14
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BRITISH GERIATRICS SOCIETY
ENGLAND COUNCIL

Minutes of the meeting held on 31* October 2007 at Marjory Warren House, 31 St John’s Square,

London, EC1M 4DN

Present: Dr S Conroy, Prof M Datta Chaudhuri, Dr | Donald, Dr D Forsyth (Chair), Dr S Loharuka, Dr C

Long, Dr N Malik, Dr K McLean, Dr J Morris and Dr M Patel,

In attendance: Mrs S Allport

ECO07/28

ECO07/29

ECO07/30

Welcome and Apologies

Apologies were received from: Dr A Arora, Dr T Aspray, Dr S Morgan, Dr P
Woodhouse and Professor Young.

Dr Forsyth welcomed Dr Naveed Malik as the new Wessex representative
replacing Dr Matt Thomas, Dr Carl Long as the new SW Thames representative
replacing Dr Mark Cottee, Ruth Passman, Senior Health Policy Adviser,
Department of Health, Jon Hannah, Statistical Lead, Dignity Framework -
Department of Health and Rekha Elaswarapou, Strategy Development Manager
Long Term Conditions and Older People Services Healthcare Commission

It was noted that it was the last meeting of Dr lan Donald (South West and Policy
representative), Dr Jackie Morris (Policy Chair) and Dr Simon Conroy (Trainee)

The Dignity Framework: Department of Health

Mr Young presented the Departments Dignity Framework (copies can be obtained
from the office). The presentation covered outcome indicators, metric
consolidation, a literature review, the minimum standards of service and key
principles.

Council made the following comments:

¢ DH has a responsibility to ensure that adequate resources and funding are
in place.

e Hospitals are currently over assessed and the proposed assessments will

take more time and resources unless they are very easy to do.

Cleanliness is important especially commodes, curtains etc.

Practical dignity training for nurses is essential

Adequate training of registrars is required — not currently in the curriculum

Particular attention needs to be made to the treatment of patients who are

deaf or blind or have dementia.

Healthcare Commission Dignity Update

Ms Elaswarapou reported that the dignity report had been published in September
and they are now looking at expanding the work into other sectors and also
exploring dignity in the patient’s journey. Following the media coverage the public
have contact the commission with their experiences and they are analysing this
data to see what patterns emerge are and whether particular hospitals / areas
occur with any frequency suggesting that further investigation is required. They
are also working with the Department of Health on their dignity project and also
with CSCI ahead of their merger with the commission.

The Commission were invited to give evidence to the Joint Committee on Human

-1-
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ECO07/31

ECO07/32

ECO07/33

(@)

(b)

(©)

(d)

Rights and following this they are undertaking a mapping exercise of their core
dignity standards against the Human Rights Act. Dignity will now also be included
in the annual review of hospitals, published on the commission’s web site.

They are also scoping a piece of work on older people’s mental health which will
have dignity underpinning it.

Healthcare Commission Intermediate Care meeting

The Commission are beginning work on Intermediate Care and are looking at the
standards of care, the conditions of the facilities and the diverse quality of care
provided. They would like some assistance from Council on the following: best
practice models, information systems and outcome indicators such as out of hour’s
transfers back to the acute hospital.

Minutes of the meeting held on 6™ June 2007

The minutes were approved.

Matters Arising

Draft job descriptions for regional officers

Mr Mair’s revised paper had been circulated and Council were happy with the
changes.

Clinical Excellence Awards

Following England Councils request for more information on the number of
geriatricians we have on the committees Mrs Allport reported that we have 4.

To increase this number members have to apply. The society is not able to
recommend anyone; it is done by self nomination. There was an advert in the
recent BMJ about the vacancies they have. Details of how to apply are on the
ACCEA web site. Itis open to both National and Local Award holders and if
accepted you are placed on a list until a suitable vacancy arises.

http://www.advisorybodies.doh.gov.uk/accea/committees.htm

Revised England Council Constitution

The amended constitution had been circulated. The item referred to the
appointment of trainees’ members and stemmed from the changes made to the
trainee constitution. Council approved the amendment.

Vacancies — England Council reps on Policy Committee and UKMC

With the retirement of Dr lan Donald at this meeting and Dr Dominc Walshe in
February vacancies have arisen for members of Council to sit on the Policy
Committee and UKMC. If anyone is interested can they please contact Mrs
Allport? An e-mail will also be sent after the meeting to inform those unable to
attend.

-2-
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ECO07/34

ECO07/35

ECO07/36

ECO7/37

ECO07/38

ECO07/39

National VTE Risk Assessment Meeting
Dr Datta-Chaudhuri attended this meeting this morning on behalf of the Society.

NICE are issuing guidance on this but only in surgery. More people die of VTE
than MRSA so this group are looking to develop a national tool which must be in
place by the end of 2009. They are currently considering whether it should apply
to medical, surgical or orthopaedic patients. Professor Crome had raised concerns
about monitoring outside of hospital but this is outside the remit of this group. Dr
Datta-Chaudhuri will keep Council informed.

RCP PbR Working Group
This group next meets at the end of November or early December.
UKMC Minutes 13 September 2007

The minutes were circulated in advance and Dr Forsyth explained some of the
more important issues.

England Council Business Plan
Council reviewed the business plan and no amendments were made.
Older Peoples Specialist Society Forum
Dr Forsyth reported three key points from the last meeting:
e The National Dementia Strategy which has three strands:

1. Attitudes and awareness
2. Early intervention
3. Quality of care

e PbR this year will take on issues relating to co morbidities and will expect
within the first three to five days an assessment of functional impairments
and mental health, i.e. identification of co morbidities

e The Department of Health has specific focus now on intermediate care.
The direction of this focus has been influenced by the BGS rehab survey
and the other specific focus is on falls and bone health. With regard to
intermediate care the DoH hopes to refocus/revitalise intermediate care
and link with hospital reform so that there is integration throughout the
system to improve efficiency of care. This must include mental health
problems in older people and should be a pathway of the patient journey.
lan Philp is bringing together with the Hospital Reform Group a reference
group to look at this area and BGS recommended that John Young
should be our representative on this reference group.

Staff and Associate Specialists

Dr Morgan has sent her apologies as Wednesday'’s are difficult for her to be away
from the hospital.

-3-
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EC07/40 Any Other Business

(@) OAP & GAP Statement
Council agreed that we should support this statement and Dr Forsyth asked that if
this was occurring in a council members region that they contact him or Professor
Crome.

(b) DH Consultations
We currently have three consultations that we need to respond to: Mental Capacity
Act 2005: deprivation of liberty of safeguards; draft Mental Health Act 1983 Code
of Practice and Mental Health Act 2007: secondary legislation. We have forwarded
these to Professor John Starr so that he can ask a member of the Cerebral Ageing
and Mental Health SIG to draft a response.

(c) BTS Emergency Oxygen Therapy Guidelines
Council had asked the Respiratory SIG to provide a response for us to this
Guideline. The response has been circulated and was approved. It will now be
forwarded to UKMC for their approval.

(d) Assessment of Pain Press Release.
This is for member’s information. An article was written in Clinical Medicine and
the BGS authors should be thanked.
ECO07/41 Dates of Future England Council Meetings

NB — Meetings have now moved to a Wednesday

14.00 Wednesday 13 February 2008
14.00 Wednesday 4 June 2008
14.00 Wednesday 29 October 2008

Signed by Dr Duncan Forsyth
13" February 2008

-4 -
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BRITISH GERIATRICS SOCIETY
ENGLAND COUNCIL

Minutes of the meeting held on 13" February 2008 at Marjory Warren House, 31 St John’s Square,

London, EC1M 4DN

Present: Dr A Arora, Dr A Clegg, Dr D Dasgupta, Dr | Donald, Dr P Gosh, Dr S Loharuka, Dr C Long, Dr
N Malik, Dr M Patel, Dr N Penn, Dr T Solanki, Dr D Walshe and Professor J Young (Chair).

In attendance: Mrs S Allport and Mr A Mair

EC08/01

EC08/02

ECO08/03

(@)

(b)

EC08/04

Welcome and Apologies

Apologies were received from: Dr T Aspray, Dr M Baxter, Dr P Belfield, Dr D
Forsyth, Dr K McLean, Dr S Morgan, Dr D Walshe and Dr P Woodhouse.

Professor Young welcomed Dr Andrew Clegg as one of our new Trainee
representatives and Dr Amit Arora representing the West Midlands and Dr Tarun
Solanki representing the South West.

It was also noted that this is Dr Dominic Washes’ last meeting.
Minutes of the meeting held on 31° October 2007

The minutes were approved.

Matters Arising

Approval of England Council reps on Policy Committee and UKMC

Council were asked to give approval for the appointment of Dr M Datta-Chaudhuri
as our Policy Committee representative and Dr M Patel as our UKMC
representative. This was given.

Approval of Trainee reps on England Council

Council were asked to give approval for the appointment of Dr Andrew Clegg and
Dr Mark Baxter as our new Trainee representatives. This was given.

RCP PbR Working Group

Dr Forsyth had asked England Council for their assistance in answering questions
around perverse incentives in relation to the evolution of PbRs.

Council felt that the main perverse incentive was the fact that PbR was an
increasingly complicated and technical process such that it was difficult for the
majority of clinicians to engage with the work. One perceived benefit, however,
was that it had stimulated closer involvement of clinicians with coding and joint
working with trust.

Another perverse incentive was the pressures PCTs felt to reduce acute
admissions. One consequence of this was a trend to a situation of age
discrimination as some older people now have additional barriers and delays to
direct admission to acute care. In some trusts GP’s have to refer patients through a
liaison nurse who decided whether they should be an acute or community
admission.

-1-
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ECO08/05

EC08/06

EC08/07

Clinicians are being encouraged to fully code patients to ensure maximum income
recovery for the trust. Variation in practices in respect to this may be contributing to
erroneous discrepancies in high level trust performance indicators.

There are also inbuilt perverse incentives in the funding of out patient clinics.

Each clinic attendance has a fixed price. This puts pressure on clinicians to avoid
costly investigations. Could stimulate under investigation of illness in older people
for whom non-specific presentations are the norm. It is becoming common for trust
to publish lists of how clinics are performing. Potentially this could lead to under
diagnosis or delayed treatment for older people.

These comments will be fed back to Dr Forsyth. Office
UKMC Minutes 24 January 2008

The minutes were circulated in advance and noted.

Intermediate Care

Our second survey on rehabilitation beds included questions about intermediate
care and from the results of these questions raised questions about aspects of
care quality and involvement of geriatricians. This led to the idea of a national IC
audit.

The Healthcare Commission are very keen to work with us on an audit as they are
similarly concerned that the services are not properly monitored. However, they
would not be able to consider funding until 2009 as they are beginning the process
of merging with CSCI.

UKMC, the Policy Committee and the Primary and Continuing Care SIG have
given their support for this work and England Council felt that it was work exploring
further.

It was agreed that a small group of interested people should be convened to take
this forward with the specific remit of considering whether an audit might be
feasible and if so how it might be designed.

For example would we target all the PCT’s and have an organisational audit along
the lines of the Sentinel Stroke Audit? We would need to try and collate examples
of the areas where Intermediate Care is working well and formulate some
guidelines by which we can benchmark the services. It was suggested that
Professor Young's compendium paper would be a good starting point.

Whilst the way in which the service is delivered around the country varies it was
felt that we should be able to draw together some common principles that each
service could be measured against.

The Society is meeting again with the HealthCare Commission after Easter and
also with Dr David Behan, DH Director General of Social Care where this will be
discussed further.

Consultation responses

The list of the recent consultation responses submitted by England Council and the
Policy Committee was noted.

-2-
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EC08/08

EC08/09

EC08/10

ECO08/11

EC08/12

ECO08/13

A new consultation has just arrived from the Healthcare Commission entitled

“Developing the annual health check in 2008/2009: Have your say” It was agreed

that Mrs Allport would circulate the questions to England Council and collate the Office
responses.

England Council Business Plan

Council reviewed the business plan and no amendments were made.

Older Peoples Specialist Society Forum

The minutes of the last meeting were noted. For the new members of Council it
was explained that this group was created by Professor lan Philp who wanted to
bring together the various organisations in England involved in the care of Older
People so that they could discuss common issues. The group is multi-disciplinary
and has been running for around two years. With the departure of Professor Philp
the Chair of the group will be rotated through the organisations. The BGS is the
first Chair and also hosting the meetings and providing the secretariat.

The key issues for the group are to keep DH actively involved and to target the
influential people that would normally have been contacted by Professor Philp.
They also need to identify the issues they wish to work on.

The Society will be recognising Professor Philp’s contribution to the care of the
older person by making a presentation to him at the Spring meeting in Glasgow.

Dignity in Care — Behind Closed Doors

There is a conference organised by the BGS, CSIP, the RCN and the ADSS on
March 6" which members are welcome to attend.

Staff and Associate Specialists

Dr Morgan has sent her apologies as Wednesday'’s are difficult for her to be away
from the hospital.

Any Other Business
There was none.
Dates of Future England Council Meetings

14.00 Wednesday 4 June 2008
14.00 Wednesday 29 October 2008

Signed by Dr Duncan Forsyth

4" June 2008
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Update from the British Geriatrics Society Education and Training Committee Meeting and
JRCPTB Specialist Advisory Committee Meeting

3/04/2008

Zoe, Adam and | attended these meetings on your behalf last week. There were a lot of complex issues
debated which only goes to highlight that these are changing times.

There are 4 important housekeeping points you all need to be aware of which follow and 5 key
developments which | outline after. | apologise in advance for the length of this email!

House keeping
1. Head room posts for ST3 in geriatrics this year

You may all be aware that those who lost out in MMC last year, and didn't get a run through
post, have just had the opportunity to apply again for extra (headroom) posts. There are 23 such
posts created, but there could be more. Regional geriatrics consultants who know of vacant
or LAT posts in their area who want them to be converted to ST3 posts need to get in
touch with their Deanery Workforce Review Team as soon as possible. The interviews take
place on 08/05/2008 and for 6 weeks after that they will have a list of the applicants who might
be available.

2. New ST enrolment with JCRPTB
If you are a new ST (August 2008) you should have registered with the Joint Royal Colleges of
Physicians Training Board, which is responsible for you nationally. Many of you have not yet
done so. They realise this is partly because some deaneries have still not supplied you with
your NTNs. If so, just get in touch with the enrolments department at
Enrolments@jrcptb.org.uk or telephone 020 7935 1174 x 283. They will be able to accept
your letter of offer of appointment in lieu of your NTN. You need to do this soon because
without this, you wont get the CD rom with all your appraisal forms on it which you will
need to print out and fill in for your ARCP.

3. Flexible trainees — is your post recognised?
All flexible trainees (and their supervisors) MUST make sure that their flexible posts are
recognised by PMETB before they take up the post! Otherwise they may risk having to
extend their CCT date. If you are in an approved slot which has simply been split (job-share)
then there is unlikely to be a problem. The problem is particularly with 'supernumerary" posts.
To get posts recognised, the deanery would need to get the specific timetable of the job sent up
to PMETB. There is no appeal process!

4. Curriculum changes
There were some minor changes to the curriculum. If you want to look at this and other
training related documents use the link on
http://www.jrcptb.org.uk/Specialty/Pages/GeriatricMedicine.aspx
The only change of note was that you can now do an MBA or a Masters in Education as an
Out Of Program year, which comes in the context of the Darsi Report and central attempts to
get more clinical leaders and managers.
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Key Developments:
1. Knowledge Based Assessment

The trustees of the BGS share the concerns of trainees about the cost of this exam. Moreover they
legally cannot be involved with an exam which has profit because they are a charity. Matters are
further complicated by the fact that the price is standardised across all medical specialties and this is a
topic of ongoing negotiation between the specialist societies. The BGS now have the accounts for the
exam and are scrutinising them. The exam will not be allowed unless the fee is shown to be fair.

If it goes ahead there is likely to be a sitting this year.

This will be voluntary for SPRs (and will NEVER be compulsory) and obligatory for STRs (but they
can take it any time before ST5). There is no clear feeling for what would happen if an SpR
(voluntarily) failed the exam and how this would affect progress through training. SpRs should
therefore think carefully before volunteering for the KBA. There will be lots of centres in every region
and the exam will be online (like the new DVLA written).

Regarding its validity; the new exam has been tested much more rigorously than the previous pilot by
the Royal College of Physicians exam team. They have a process which involves review and piloting
in all 4 countries. The questions are new and have been set by 26 writers to question criteria modeled
on those for the MRCPO. They have been further reviewed by an exam board and standard setting

group.

To sit the exam, an applicant would have to have MRCP. If they passed, they would receive a
‘Certificate in Geriatrics'. Only if they then gained a CCT in Geriatric Medicine (through specialty
training) could they put MRCP (Geriatrics) after their name (to no extra cost!!). Candidates from
outside the UK will be allowed to sit the exam at a slightly higher cost (in the region of £1000) but will
only be able to cite a Certificate in Geriatrics — they will not gain the right to use MRCP (Geriatrics) as
a postnominal.

Zoe has submitted our list of questions to Oliver Corrado, who is leading the Geriatrics KBA nationally
— we have a pledge from him that he will answer these. We will pass these answers onto you, once
they are available.

2. Workplace Based Assessment pilots

There will be 7 of these in geriatric medicine which can be used to show competency in all areas of the
curriculum (see the blueprint on the jrcptb website). 5 of these have not yet been piloted in higher
training even though they have been brought in! The RCP wants us to help in piloting these. They
need 10 coordinating educational supervisors in different regions to each recruit 5 trainees
(voluntary). These will then be sent a pack of guidance documents and asked to do the ones they can.
The results will be anonomised and sent to the college for stats. The trainee would get educational
feedback from them, and be able to put the fact they were involved in the pilot on their CV!

If you are interested contact Joe Booth, Education and Projects Manager, RCP,
joe.booth@rcplondon.ac.uk and he should be able to put you in contact with your coordinator. Please
note — STs should still get these things done even though they haven't been piloted!
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3. The eportfolio

In the future you won’t have to lug your grey/red folder around! It will all be on an eportfolio which
trainees can use for self reflection, appraisal and assessment and choose what to share with whom. It
will mean that educational supervisors can keep up with their trainees without arranging a meeting. All
the WBAs will be on it linked to the curriculum areas they cover. It has been piloted in Mersey and all
CMTrainees will be used to it. It should be available for ST3s in Geriatrics from August. There is a
course for educational supervisors, run by the college in June — email Joe Booth for details. At the
moment it will be acceptable for trainees to use either paper or electronic documentation. When the
committee is confident that the eportfolio is 'fit for purpose’, everyone (including old SpRs) will need to
switch to the electronic version (prospectively only). Please note that when this happens you will be
assessed on the combination of accumulated paper AND electronic assessments — so your folder will
remain important up to CCT. STs using paper documentation need to ensure they have recorded all the
WBA required for the Annual Review of Clinical Progression (ARCP) (see jrcptb website).

4. Acute Medicine Certification

In the future, STs who have three years of acute takes (one of which may be an age related take) will be
able to have Level 2 Acute Medicine included on their CCT for Geriatric Medicine. Only if you have
done the training necessary for Level 3 will you have a separate certificate for Acute Medicine. To get
this you would need to either a) have applied for dual specialty training in level 3 AM and GM from
the beginning, or b) have competed and landed an advertised 1 year training slot to gain level 3
competency. As far as | understand Level 2 competency means you can be a jobbing consultant on an
acute medicine rota, Level 3 means you can run an AMU/MAU. A similar format is likely to emerge
for stroke training, with candidates required to either sign up to a programme with CCT (Stroke)
incorporated from the outset or to engage in open competition for stand-alone slots.

5. Workforce Planning

From an NHS workforce planning standpoint, things continue to be worrying and confusing in equal
measure. Last year 58 consultant posts in Geriatric Medicine were advertised in the BMJ, compared
with over 100 previous year. Of these 30 were generic, 18 required an interest in acute medicine and 9
required an interest in Stroke, of which 3 were pure Stroke posts. 104 PY As were done over the same
period, with 103 CCTs completed. This would suggest at least 45 people went out of NHS
employment over that time. This figure is likely to be misleading, however, as it doesn’t account for
the number of Geriatrics SpRs recruited into Acute Medicine. 27% of appointment committees in
Geriatrics failed to appoint last year and there was anecdotal evidence around the room of numerous
high-profile teaching hospitals which had failed to recruit consultants in Geriatrics over the course of
2007. The message seems to be not to get too pessimistic but at the same time to remain open to the
possibility of a future career spent (at least partially) in Acute Medicine.

Hope that informs but doesn't baffle you all!
Please email me if you have any questions and I will endeavour to answer them, or pass them up!

Claire
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		BRITISH GERIATRICS SOCIETY

		SOUTH EAST THAMES REGION

		FINANCIAL POSITION as at 31 August 2007																.

										£				£

		Audited balance as at 1 April 2007												5,080.24

		INCOME

		Donations:-

				Wesleyan Medical Sickness						220.00

														220.00

		EXPENDITURE												0.00

		Balance as at 31 August 2007												5,300.24
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		BRITISH GERIATRICS SOCIETY

		SOUTH EAST THAMES REGION

		INCOME & EXPENDITURE  for the year ended 31 March 2007

										£		£

		Audited balance as at 1 April 2006										5,080.82

		INCOME

		Donations:-

				Schering-Plough						225.00

				Bayer						225.00

				Astellas						220.00

				Norgine						220.00

				Glaxo Smith Kline						220.00

				Bayer						220.00

				Sanofi						220.00

				Sanofi						220.00

				P&G Pharma						220.00

												1,990.00

		EXPENDITURE

				Regional Training Day expenses						317.18

				Catering for 21/9/06 meeting						192.80

				R Lewis retirement gift						280.00

				B Downes honoraria						230.60

				Catering for 15/3/07 meeting						970.00

												1,990.58

		Audited balance as at 31 March 2007										5,080.24
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