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How mainstream journalism tellsyivews stories

e Short “story in itself” intro

* Who?

 What?

* When?

 Where?

 Why?

* How?

* |llustrated with some human interest

* “Inverted triangle” approach (different from clinical research papers/abstracts)

e Bear that in mind as we consider this issue.
e “Policy” and “Comms”_ are bedfellows
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on head hefore exposing himsefat
10ad Junction
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Strong policy-influencing narrative

* backed by data, evidence, guidance

* good practice resources & succinctly summarised examples
* told by effective individuals or organisatjon

* our best bet....

* Our brand as credible professionals with a commitment to evidence,
objectivity, patient care, advocacy is key

* Must badge our “asks” as/solutions to patient/public/provider/policy
makers’, politicians’ problems

* Not just “empire building” or “self interests” (“they would say that”)
e “Policy” goes well’beyond Whitehall, Westminster



To cover: with illustrative examples)

* |: Some history
II: Why try?

Ill: Who we target?
* Who else has influence? How is policy formed? Competing agendas? Value of alliances?

IV: What we target or engage with?
V: Where?

* VI: How we do it? (Not all public orwisible, and some “soft”) and don’t win em all
(that isn’t failure)

* VIl: When (Past, present, timingand horizon scanning)
* The concrete examples and hiStory to make it real

 VIII: Futurology?
* |X: How you could playyour part?
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Billy Joel Isaac Newton

e “We didn't start the fire * “Ifl have seen further, it is by
It was always burning standing on the shoulders of
Since the world's been turning giants”

We didn't start the fire
No we didn't light it
But we tried to fight it”



Marjory Warren

Medical director, West Middlesex Hospital
Inherited 714 bed poor law infirmary
Long-term patients

“Incontinent, with seizures, dementia, bedridden, elderly and sick with unmoved muscles”
“For full recovery, they require the full facilities.of the general hospital”

Created specialised assessment unit

Systematically assessed patients’ capacity for improvement

Most were re-mobilised, many discharged

Turnover increased 300% . Beds-reduced to 240

*  Warren, MW. 1946. Care of the chronic age@ksick. Lancet. i:841-3.

*  Warren, MW. 1943. Care of chronic sidk A%ase for treating chronic sick in blocks in a general hospital. BMJ. ii:822-3.



MH Nesbitt MD thesis

 Dr Warren’s routine was carefully studied, the method of admission, examination,
diagnosis and treatment, the return home or transfer to home or hostel, the
careful follow-up, the close contact maintained with the relatives, the help
obtained from almoner, physiotherapists, OTs and chiropodist. The
metamorphosis of an utterly hopeless helpless patient into an active, energetic
and everlastingly grateful one was observed again and again’.



We now call this “Comprehensive Geriatric Assessment”

* ‘a multi-dimensional, interdisciplinary, diagnostic.process to determine the
medical, psychological and functional capabilities of a frail older person in order
to develop a coordinated and integrated plan for treatment and long term follow

4

up’.

Stuck A.
Ellis G et al.

e Cochrane



Roots of the BGS

* Dr Trevor Howell

* GP and medical director of Chelsea Pensioners’. Home
* Convened “Medical Society for Care of the Elderly”

* |nitially 9 doctors

* the relief of suffering and distress amongst the aged and infirm by the
improvement of standards of medical care for such persons, the holding of
meetings and the publication-and distribution of the results of research’

* Barton, A. and Mulley, G. 2003¢History of the development of geriatric medicine in the UK.
Postgraduate Medical Journdle 79: 229-234.



In our first 30-odd years

 Early role models, pioneers and famous names

* Community geriatrics

* Care homes & long-stay care

* Day hospitals

e Orthogeriatrics

 Surgical-geriatrics

* Old-age psychiatry

* Frailty & “Geriatric Giants”

* Focus on age-related syndromes-& harms

* Move towards closer integration with GiM and move to general hospital mainstream
» Establishment as academic.discipline several new chairs
* Definitive textbooks



Many other substantial figures in first 30 years@PNHS some
pictured here e.g.

 Norman Exton-Smith (UCLb

* Prof Ferguson Anderson (Edinburgh)

* Prof George Adams (Belfast)

* Prof Bernard Isaacs (geriatric giants)
* Dr Lionel Cosin (day hospital)
* Dr Bobby Irvine (ortho-geriatrics)

* DrJoseph Sheldon (community)
* Prof Tom Arie (old age psych) ¥

John Brocklehurst (key textbook) 5wy
* Lord Amulree (sGs Presmeﬁm |



By 1977 — 335 consultant geriatricians UK

e RCP Working Party on medical care of older.people

» Geriatrics should be part of undergraduate and.postgraduate training for every
doctor and incorporated into the MRCP syllabus... GPs should become more
involved in delivering specialist geriatric care. There should be multidisciplinary
care for frail older people in every hospital and a review of elderly mental health
services. And there should be more-pasts for doctors fully trained in both general
internal medicine and geriatrics and integration of geriatrics into general medical
units’.



From RCP London Census 2017-18.

We are now 2"9 biggest GIM speciality & dgliver most GIM
apart from Acute Med. BGS Is largest (ne@n-college) society

The consultant and HST workforce | By gender and specialty
HSTs Consultants

a) Large specialties

Lorgespec Cardiology
Geriatric medicine
Gastroenterology and hepatology
Respiratory medicine
Haematology
Endocrinology and diabetes mellitus
Neuralogy
Rheumatology
Dermatology
Acute intemal medicine
Renal medicine
Palliative I'I'IEdIEIr‘IE

Medical oncology”
Genitourinary medicine and HIWAI[]S

b) Small specialties
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And if you want to explore the modern history

Oliver D BSG Newsletter Jan 2008 The BGS at 60

Barton A, Mulley G. History of the development of geriatric medicine in the UK.
Postgraduate medical journal 2003; 79: 229-234

Powell C. Whither geriatrics? Do we need.another Marjory Warren? Age Ageing
2007:607-10

St John P, Hogan D. Relevance of Marjory Warren’s writings today J Gerontology
2014



Philip Larkin: Annus Mirabilis

* Sexual intercourse began

* In nineteen sixty-three

* (which was rather late for me) -

* Between the end of the "Chatterley" ban
* And the Beatles' first LP.



Just a sample of many modern day (& future)poli¢y influencers
. - |







Charitable objects

The Society was established in 1947 to serve the frail, older person - a large and increasing sector of the UK
and world population. The Society’s objects, as set out in the Memorandum of Association,.are ‘the relief of
suffering and distress amongst the aged and infirm by the improvement of standards’ of care for such
persons’.

Charitable mission

In line with Objects, the Society’s charitable mission is to promote betterhealth in old age.

We pursue our Objects and mission through the objectives and activities set out in the section below.

OBJECTIVES AND ACTIVITIES, INCLUDING PUBLIC BENEFIT

Our objectives, which we refer to as our “specific aim§»are to

Inspire students and trainees to spamali,se in the care of older people, and to support their
education, training, clinical effectiveness and career development;

Promote high standards of clinical quality through conferences, meetings, information, good
practice guidance, and educafional and training opportunities;

Encourage the sharing of Jearniing and best practice, both within and across relevant disciplines;

Promote research intg the healthcare of older people, facilitating access to research and
opportunities to genérate research;

Act as the informed policy voice regarding educational curricula; clinical standards; research;
effective commijsSioning practice and health policy regarding the treatment and care of older people
across the UK;

Raise awdfeness among healthcare professionals of the role of ‘living well’ in preventing disease in
old age. .



Why try? (e.g.)

* Improve care for our patients and their families
* Improve the reach/influence/prestige of our ewn speciality
* And other professional groups/orgs we are‘closely aligned with

* Influence policy, systems and services.for older people who we don’t look
after

* Increase impact of our research, guidance and local/national good practice
* To get greater attention for our work

* Influence research, education, training, agendas

e Lobby for investment and funding

* Because it’s great'fun and we can learn from doing it



11l: Who to in&@%nce?

S
%
&

2
Q)(o



Who to influence?

* General public

* Especially those with related interest,
electoral influence

* Media (specialist/general/national/local)
* Health charities/campaigning groups
* Professional membership bodies

* E.g. NHS Providers, NHS Confed, LGA, ADASS
* Local government
* Local MPs

* National clinical leaders (e.g. NCD,/GIRFT,
NHS Med Director/CMO, ChiefSc¢ientific
Officer)

* Influential healthcare thinktanks
* E.g.King’s Fund, Nuffield, Health Foundation

Policy teams in political parties
Government ministers
Number 10

Senior Civil Servants

Non-departmental (arm’s length) national
NHS Bodies

Regulators/improvement agencies
Medical and other royal colleges
Other specialist clinical societies
Research funders

Educational bodies (national/local)
Medical schools
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What we target or engage with

e Build on what our distinct brand is as a group ofclinicians and researchers

and service leaders with a strong focus on
* Improving care quality, care systems, evidencebase, education/training, workforce,

research
» Specifically for older people with age related health needs

* Wider advocacy around prevention/healthy ageing
e Evidence-based practice

* Where other organisations/charities are better placed or more uniquely
influential we should collaborate as equals
* Or let them take the lead

e Although BGS is nearly 4,000 strong, we have a small in-house team and a
small number of-doctors doing work in spare time



Topics News, Resources & Events Networks, Countries & Europe Blog sm@

Health for Care (\q/

¢

08/02/2019 10:48:35

Health for Care is a coalition of 15 organisations representing the entire
breadth of the NHS joining forces to make the case for a sustainable, long-
term settlement for social care.

RCARE

Finding a long-term, sustainable solution to how we pay for and provide ’b EMAN DI NG A FUTU RE
care and support to people in England is among the greatest challenge& FOR SOCIAL CARE

country faces. The impact on the public has been profound, with recgrd
numbers of people now left to struggle each day without the ca@

support they need. We believe it is the time to put this right. 6

® Read the newly launched Health for Care coaliti%@r to the Prime Minister

3 recommendations critical to a@ving a new, long-term settlement

Our Health for Care coalition has deyelo set of principles upon which we believe a sustainable social care system should be based.
We hope they will be a useful contri n to the debate ahead of the publication of the adult social care Green Paper. Alongside the
principles, we have three recommendations that we believe are critical to achieving a long-term settlement for social care:

Members & Partners About Us

COUNLALL

Victoria Fowler
Victoria.Fowler@nhsconfed.org

EXTERNAL LINKS

Visit the Health For Care
Facebook page

Read the Early Day Motion: Lo
term social care settlement

Sign the 38 Degrees petition

RELATED LINKS
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Integrated care for older
people with frailty

Innovative approaches
in practice

British Geriatrics Society
Improving healthcare
forolder people

British Geriatrics Society
Improving healthcare forolder people

Fit for Frailty

Consensus Best Practice Guidance for the care of older people living
with frailty in community and outpatient settings - published by the
British Geriatrics Society and the Royal College of Nursing in
association with the Royal College of General Practitioners and Age UK

Part : Recognition and management of frailty in individuals in community and
outpatient settings

How to use this guide Why is frailty important?






Where we influence follows frommwhom?

* Most importantly own members and clinical colleagues
 Clinicians and managers we work alongside but in other disciplines (e.g. GP)

 National plans, frameworks, incentives and strategies by government and arms
length bodies

* National audit programmes

* National data driven initiatives like GIRFT (Getting it Right First Time) and “Right
Care” atlas

* National clinical directors and ather clinical leaders

* Local NHS managers, commissioners care system leaders, local government

* Education bodies

* By raising awareness andpressure from patients, public, carers, other charities
* Via media campaigns

* Other professional’bodies & societies



Modern Standards and Service Models

national

Older Peo ple service

framework

National Service framework
for Older Pecyule
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1d.nhs.ukfourwork/clinical-policy/older-people/frailty/frailty-resources/
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bout NHS England
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proving care for older
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Preventing frailty
Identifying frailty
Living with frailty

Electronic Frailty Index

Qur work Commissioning Get involved

Home » Ourwork > Living well, ageing well and tackling premature mertality > Qlder pecple 3
Ageing well and supporting peaple living with frailty > Frailty resources

Frailty resources

These resources are intended to help address the common frailty syndromes” of falls, immability,
delirium, incontinence and side effects of medication. There is also a range of case studies available at the
future NHS Collaboration Platform on the topic of supporting older people living with frailty. Please
contact us via england.clinicalpolicy@nhs.net to gain access.

1. Frailty as a long_term condition
2. Falls

Frailty resources
Y 3. Immobility
Webinar recordings 4 Delirium
althy ageing and caring 5. Incantinence %-
orking together fo improve b Med!cmes lo;ljtlmlsat\on %
blic health and wellbeing 7. Multimorbidity
8. Sharing information
9, Workforce development 6
vork/clinical-policy/older-people/frailty/fraifty-resources/¥meo

'ﬂ NHS England » Ageing welland - X ‘-I-

C & englandnhs.uk/ounvork/dinical-policy/older-people/faity/

oA @D ﬂﬂ &ar

About NHS England

Qurwor

Living well, ageing well and
fackling premature mortality

Older people

Improving care for older
peaple

Ageing well and supporting
people living with frailty

Preventing frailty
Identifying fraily
Living with fraity
Electronic Frailty Index
Frailty resources
Healthy ageing and caring

Working together to improve
public health and wellbeing

S

Ourwork ~ Commissioning et involved

Home > Qurwark 3 Living well, ageing well and tackling premature mortalty 3 Clder peaple )
Ageing well and supparting peaple living with fraity

Ageing well and supporting people living with frailty

W are working to develop patient centred services that enable peaple to age well Fraity is where
someang is less able to cope and recover from accidents, physical finess or ather stressful events, [t
should be treated s a long term condition throughout adultlife. This means starting with prevention and
early identification of fraifty and supporting people appropriately on the basis of their needs through to
the end of their lfe

Many of the factors that cause peaple to age differently can be influenced by interventions based on
preventative heafthcare, ifestyle choices and exercise. Fraity (rather than age) s an effective way of
identifying people who may be at greater risk of future hospitalisation, care home admission or death,
For example, people living with severe fraitty have over a four times greater annual risk for these
outcomes. Older psople with fraifty who need to undergo surgery can have less successful outcomes i
the frailty has not been identified prior to the operation.

This means population-level fraiky identification and stratification can help plan for future health and
social care demand whilst also targeting ways to help peaple age well,

Frailty is relatively easy to recognise when severe, but identifying it in older peaple with less advanced



NAIC 2018 - England key findings at a glance
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Background to the NAIC

The National Audit of Intermedia@r& was launched in November 2011 as a partnership
project between the British latrics Society, the Association of Directors of Adult Social
Services, AGILE, the R llege of Occupational Therapists, the Royal College of
Physicians (Londo oyal College of Nursing and the NHS Benchmarking Network. The
Patient's Association and The Royal College of Speech and Language Therapists became

. e o

We can confirm that the National
Audit of Intermediate Care
(NAIC) 2019 will not be running
in England and Wales.
Discussions are ongoing about
running the audit again in 2020.

The audit content will be
reviewed inlign with the NHS
Long Term Plan.

NICE quality standard

The NHS Benchmarking
Network are pleased to support
the publication of the new
National Institute for Care and
Excellence Intermediate care
including reablement NICE
quality standard.

NAIC 2019

NAIC 2019 Northemn Ireland
Audit Scope



. Managing Frailty and Delayed Transfers of Care in the Acute Setting

The NHS is faced with the demands of an ageing population and
Increasing numbers of people with multiple long-term conditions.

NHSBN Managing Frailty and Delayed Transfers of Care in the Acute Setting 2018

N : '
Whilst much can be done to keep people as independent as 4% 44% ‘\, o TraTi:::?ni:m )
possible and keep them safely at home, at some point in their of Consullant S 1
Journey of care, many people living with frailty and older people will ~ Gari;lfmnﬁ team availability in A&E ~ 937% of fnggj'; units use
need to be admitted to hospital for a period of acute care. In .

Se edical to ]

addition, older people, often living with frailty, can be subject to f::;:yn:mi;pam: 1 3WTE @ 20%
delayed transfers of care (DToC). 0

12 hrs Mon-Fri  Nurse and HCA staff per of total pay costs are
7 hrs Sat-Sun  designated care of older  spent on bank & agency

The Managing Frailty and Delayed Transfers of Care inthe Acute people bed across the pathway
Setting project focuses on the pathway of frail older people through ® 0 _(_)
secondary care, from assessment in A&E, assessment units 86% o/ |O= 61 /a

1 ’ 3.8 /ﬂ - of patients included in
i ' ' ' of delayed transfers of the service user audit
Inpatient .war_ds and supported discharge. Jhe project also takes a Sore wore atitiouiable  |GRGOSUENHERICIANS|  rove fad = hospita
deeper dive into the management of delayed.iransfers of care and to people age 65 and ~  delayed transfers of caré  admission in the last 12

aver in 201718 months

reviews protocols, processes, localseporting and onward routes out
of the hospital. The British Geriatries, Society (BGS) has also
worked with the NHS Bencbhmarking Network to develop a short service user audit which will be included in the project.

Managing Frallty and Delayed Tranafers of Care in the Acute Setting 2018 £ NN Benchmarking Metwark

This project is for allproviders of acute care where older people access their services. Subscribing members will receive:

« An interactive online toolkit, allowing you to benchmark your service across hundreds of metrics
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Acute Frailty Network

Home MDT Guidance Events Resources

Same-day acute frailty
services

Acute Frailty Netwark (AFN) - Supporting people with frailty and urgent
care needs to get home sooner and healthier

Published by NHS Improvement, NHS
© C | England, the Ambulatory Emergency Care

e s i R

May 2019

same day acute fra,.pdf A Showall X
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RCoA Perioperative Medicine Programme

The challenge

Surgery s an importont reatment option for ¢ wide rano@%efaefie and chronic diseases, with around 10 milion
patients having procedures annualy; & number wisleh wilcoryé®to rise. For most pafients surgery is @ suceess,
poth in ferms of the procedure fiself and the care D8#Te andofterwards. However, the populafion is changing
and so must our services. There are 250008 pafients af Waner risk from surgery and fhis numberis set o rise. So with
increcsing demand and the incresing,camBeNity of surgical pracedures, come new challenges that we must

adaress.

The solution

We believe that collobcrativé ond efficient peroperative care is the raute fo effective and sustainable surgery.
Many companents of the per xoom\w m=d cine pothway already exist within the NHS. We hove produced o
‘ etter Surical Care and have commissioned a fim fo

vision document, Periope

A Scienfic Meesing &/BGS POPS
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Nou 8 i 5y 0 9Bl Mo
Social Media

B6SCorf

(GerSoc

The Age Anaesthesi ssocatonand Properetive medicine for Ol Peopleundergoing Surgery (FOFS
Specilstnterest Group ok v o welcoming you o Brstol ot 2020 Amnual Scentfc Meetng whic
il tke plac a theBritolRoyal Mamoft Hotel n Thursday Lth o Fridey 15t May 2020, Ti it event
ntende tobring ogether feent specialites and cisciplnes nvobedinthe care ool sugical etents o
fcitte cros-houndary educatonand tning and help o improve qualtyocareforthis complex group of
neets. The 2 days il incude eynofepresentaions rom experts nthe e worsfops and plenry
sesions emonstain bt pactic pproaches avalble. e hope you il makeconacts and tat
colborationswhichwil contnueonrom thismeetn,

Who should attend:

Register onlne via AAA sie






How we influence? (Local)

* By having enough “boots on the ground” andlocal allies in services
around the country

* If we are crucial to service delivery and leadership

* And expertise/leadership in local systems

* If we are sufficiently strong/influential to advocate/inform

* And demonstrate local service improvements

* And engage with local media, 37 sector, community services etc

» And offer solutions to problems affecting whole organisation/systems
* And useful local system expertise



How national leadership can help lagal influence?

* Train more clinicians in policy, media, comms;.develop their
confidence/effectiveness

* National campaigns & alliances locally applicable

* National good practice resources & best practice examples
* Including workforce/training resources

* National literature reviews, guidelines, quality standards

* National/regional peer/learning networks

* National audits

* National datasets



Also...

* Effective influence over government policy

* Or plans/priorities of arms length bodies, regulators, improvement
agencies

* Workforce planning

e Research priorities

* National News Media (proactive placement and reactive to stories)
* Responses to policy consultations

* Proactive national campaigns

* Input to national working groups

* By having some of our people in national/regional policy roles
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Cheack for
updates

“We’re on the same side, really”’: medical profession
turns to soft power-to influence policy

Doctors’ leaders are starting totake-a different approach to winning people round to their way of
thinking, Tom Moberly finds

Tom Moberly UK editar, The BMJ, London, UK

tmabedy@bmj.com
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Terry Kemple BMJ rapid responses’2019

* “If we want to improve our healthcare services.we must equip our leaders
better to influence our policymakers and get'the outcomes we need. The
adversarial approach may be seen as aggressive by policymakers and be
ineffective”.

* “The amicable approach may be seen. by followers as appeasing and also
be ineffective”.

* “We need medical leaders who are assertive, have command of high
quality information, understand the policy processes, the competing
influences and the contextfor the policymaker, but who are flexible in their
approach, and can buildithe constructive ‘honest broker’ relationships that
result in the best outcomes for the health service.”

 \We need more suecessful influencers more than we need soft influencers”.



It is important to measure impact

* Refine/abandon/adopt new approaches accordingly
* e.g. in BGS members services review 2015

* e.g.in:
* Media mentions.
 Citations in policy consultations or final'responses
e Social media shares/mentions etc.
* Citations or use in national or local'policy/service development
e Through data (e.g. audit)
* Perceptions/awareness from-ather organisations

* Use by/influence on NHS national bodies, professional bodies, colleges,
improvement networks

* However well we influence policy (e.g. on Ageism/Age-Discrimination, Dementia
Strategy) need to-measure impact on services
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National Audit of Dementia

(NAD)

The National Audit of Deprentia (NAD) is a clinical audit
programme commissiopad by the Healthcare Quality
Improvement Partiiership on behalf of NHS England and the
Welsh Governmentjooking at quality of care received by
people with dementia in general hospitals.

NAD

NATIONAL AUDIT OF DEMENTIA




* “Since the policy process tends
to be very fast, papers must be
timely. An 80 % right paper
before a policy decision is made
it is worth ten 95 % right papers
afterwards, provided the

methodo
imposed

ogical limitations

oy doing it fast'are

made clear”

k What makes an academic paper X vm “

& C (® bmcmedicine.biomedcentral.com/articles/10.1186/512916-015%544-8

= oAops @ rD Bﬂ ear

What makes an academic paper useful for health
policy?
Christopher J. M. Whitif™

BMC Medicine 43, Article humber: 301 (2015)  Download Citation %
23k Accesses 30, Citations =~ 738 Altmetric  Metrics %

Vd\r;t

Evidence-hased policy ensures that the hest interventions are effectively
implemented. Integrating rigorous, relevant science into policy is therefore
essential. Barriers include the evidence not being there; lack of demand by
policymakers; academics not producing rigorous, relevant papers within the
timeframe of the policy cycle. This piece addresses the last problem. Academics
underestimate the speed of the policy process, and publish excellent papers after a
policy decision rather than good ones before it. To be useful in policy, papers must
be at least as rigorous about reporting their methods as for other academic uses.
Papers which are as simple as possible (but no simpler) are most likely to he taken
up in policy. Most policy questions have many scientific questions, from different
disciplines, within them. The accurate synthesis of existing information is the most
important single offering by academics to the palicy process. Since policymakers are
making economic decisions, economic analysis is central, as are the qualitative
social sciences. Models should, wherever possible, allow policymakers to vary
assumptions. Objective, rigorous, original studies from multiple disciplines relevant
to a policy question need to be synthesized before being incorporated into policy.
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Advancing rapid evaluation:
challenges and opportunities

The Nuffield Trust in collaboration with three national Rapid Evaluation
Centres - RSET, BRACE and the Improvement Analytics Unit.-held an event
to explore the growing use of rapid evaluation in the health\service as a
mechanism to drive improvement.

Conference/Seminar For more information on this conference
Start date: 29/01/2019 | 9:15 contact:
End date: 29/01/2019 | 16:30 id events@nuffieldtrust.org.uk

J/ 0207631 8450
Hallam Conference Centre
44 Hallam Street, London, W1W 6]]

What qualifies as a rapid evaluation? What challenges do they present - and how are they overcome?

Share this page



BGS Commissioning Guidance

High Quality Health Care for Older Care Home Residents

Introduction

Nearly 400,000 older people live in care homes in the UK, nearly 20% of those aged 85+. Their health and social care needs are
complex. All have some disability, many have dementia, and collectively they have high rates of both necessary and avoidable
hospital admissions. Standard healthcare provision meets their needs poorly, but well-tailored services can make a significant

difference.

The British Geriatrics Society (BGS) report Quest for Quality describes current NHS support for care homes and makes
recommendations as to how care home residents’ quality of care can be improved. This guide describes the clinical and service
priarities for meeting care home residents’ needs. It details the outcomes needed fram commissioned services and suggests how

these can be achieved.

A more detailed version of this guide is available on the BGS website along with reference material and links to useful resources.

Why specialist commissioning for older people in care
homes?

Health needs are different: Most residents have a mix of
comorbidities affecting both physical and mental health. Dementia
is prevalent, the majority of residents in most care homes being
affected to some degree, and depression is common.

Managing disability: The physical aspects of conditions which
are common in care home residents (such as late stage
neurodegenerative conditions including Parkinsonism and
dementia, and severe stroke disease) are complicated. Care
home staff need support from specialist health services to identify,
understand and respond to the everyday impact of providing
essential care. This includes appropriate provision of food and
drink, preserving residents’ skin integrity and preventing
contractures. Medical treatment remains an important part of the
response but requires a systematic approach and attention to
detail, which GPs may find difficult to deliver with existing time and
resource constraints. Some medical treatment may need
specialist support from geriatricians.

Disease based models are insufficient: Single condition b@sed
programmes don't work for people with co-existing late stage
diseases. An individualised anoroach is needed: shorter term

What are the outcomes needed from commissioned
services?

For residents themselves?

» Improved experience through high quality essential care 4
reducing distress from depression, disorientation;hagitatien,
pressures sores, contractures, constipatiofi, painy, and
sleeplessness.

P Minimisation of predictable acutéevents - urinary
infections, aspiration and pneumonia:

P Avoidance of unnecessary, prograssion of long term
conditions coupled with a reuctien, in adverse drug events
and the unnecessary burdens of irelevant treatments.

P Reduced risks of falls, fractures and other injuries.

P Enhanced autefiomy and<nvolvement in decisions about
care, place of.care\@nd place of dying.

» Reduced fearof,dying and enhanced experience of dying
for residents and their families.

Fonthelocal NHS?

P _Enhanced equity in care (bearing in mind the Equality Act
2010) and health related quality of life - by shaping services
to suit patients.

b Mnra affiriant nea nf laral racnirrae — radictinne in

Has influenced

NHS.5,year view

New Models Vanguards

GP Contract

10 Year Plan

Development of community geriatrics
And new clinical roles for nurses?AHPs
King’s Fund Events/Papers

Local service innovation/evaluation

We made all the initial running and
had a “niche”
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The Impact of a National Clinician-led Audit Initiative on Care and Mortality
after Hip Fracture in England
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Abstract Go to:
Background:
Hip fracture is the most common serious injury of older people. The UK National Hip Fracture Database
L (NHFD) was launched in 2007 as a national collaborative, clinician-led audit inttiative to improve the
= quality of hip fracture care, but has not vet been externally evaluated.
S

Methods:

We used routinely collected data on 471,590 older people (aged 60 years and older) admitted with a hip
fracture to National Health Service (NHS) hospitals in England between 2003 and 2011, The main
variables of interest were the use of early surgery (on day of admission, or day after) and mortality at 30

i days from admission. We compared time trends in the periods 2003-2007 and 2007-2011 (before and after
@ the launch of the NHFD), using Poisson regression models to adjust for demographic changes.

z

2 Findings:

Bone & Joint
Journal

Qe e of rboguedic exebence

tjournal, Vol. 1018, No.8 | Trauma

The number of hosptals participating in the NHFD 1ncreased from 11 1n 2007 to 175 1 2011. From 2007
to 2011, the rate of early surgery increased from 54.5% to 71.3%, whereas the rate had remained stable

over the period 2003-2007. Thirty-day mortality fell from 10.9% to 8.3%, compared with a small reduction
from 11.5% 10 10.9% previously. The annual relative reduction in adjusted 30-day mortality was 1.8% per
year in the period 2003-2007, compared with 7.6% per year over 2007-2011 (P<0.001 for the difference).
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Pay for performance and hip fracture outcomes

an interrupted time series and difference-in-differences analysis in England
and Scotland
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< Share
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Aims

Hip fractures are associzted with high morbidity, mortality, and costs. One strategy for
improving outcomes is to incentivize hospitals to provide better quality of care. We simed to
determine whether 2 pay-for-performance initiative affected hip fracture outcomes in
England by using Scotland, which did not participate in the scheme, as a control.

Materials and Methods

[

Vol. 101-8. No.8
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When to influence?

* We can be proactive and make the running in a particular area
* e.g. Nursing Homes, Frailty, Acute Frailty, Safety/Ql

* And develop the evidence base and good practice examples

* We can engage with and respond to policy’ consultations and working groups
e e.g.social care, ageing well, dignity, end of life

* We can plan for the medium term.fature (e.g. workforce roles/numbers/skills)

We can be constructive or outspoken critics
* E.g. health tech/digital, workforee crisis, funding, integration

* We can seize the day to helpprovide solutions to pressing wicked problems

* e.grising admissions, delayed transfers or care, stranded patients, readmissions, admissions
from care homes,
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Emerging policy consensus/orthodoxy
(but should be challenged here and there)

* Geared to acute * Geared toATCs

* Hospital-centric * Commuhity/whole systems-centric
e Dr-dependent * Team-based

* Episodic e Continuous

* Disjointed «Co-ordinated

* Reactive * Preventive

» System/disease * Person-centred

* Patient passive * Patient partner
 Self-care rare  Self-care supported

e Carers undervalued e Supported as partners
* Low-tech * High-tech

Preyention now becoming ideological turf war between broad social
policy/wider determinants inequality/pricing etc and individual responsibility,
genomics etc



The kind of issues that might countdloads
more besides)

» Tech/Digital
* Precision/predictive medicine
e Carers and changing population pyramid

* Prevention and non clinical, whole.community based approaches to
care

* Shift of expertise outside hospital walls

* Improving end of life care, for all

* Dementia prevalence

* Growing focus on teams and other workforce groups with right skills
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Background

models projecting future disease burden have focussed on one or two diseases.
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Future Hospital Journal 2016 Vol 3, No 1: 49-54

GENERALISM SPECIAL

Geriatric medicine and geriatricians in the UK. How they
relate to acute and general internal medicine and what

the future might hold?

Authors: David Oliver® and Eileen Burns®

The Royal College of Physicians and its Future Hospitals
Commiission has a renewed focus on general internal medicine,
But in 2015, most is in effect either acute medicine or geriatgic
medicine. Acute physicians and ‘organ specialists’ looking
after inpatients on specialty wards or at the acute hospital
‘front door” will need sufficient skills in geriatric medicine,
rehabilitation, discharge planning and palliative gake, as
frailty, dementia and complex comorbidities may complicate
the care of older patients with predominant speciality-defining
complaints. In an era where we are urged to facus on patient-
centred care, patients’ preference for continuity and ‘whole-
stay”’, consultants must be recognised and gespected. Ideally,
this will require increasing numbers of geriatricians and acute
physicians, more age attuned trainihg ferfall; a shift in values
and status. This should be backed'by adequate capacity and
rapid access to social and intermediate care services outside
hospital, as well as adequatemultidisciplinary staff and

skills within the acute hospital®o ensure that older patients’
needs beyond the immediate complaints are not neglected.
Meanwhile, geriatric medicine itself has diversified into
specialised, communify and/interface roles, aligned with the
integration agenda,/and\continues to contribute substantially
to acute, general and,stroke medicine. These developments
are described heres

KEYWORDS: Geriatrics. general, acute medicine and workforce

Mledical specialities in those early post-war vears tended
to focus on short-lived, infectious or “single-organ’ diseases
generally affecting people below retirement age. This has
indirectly coloured the way our services, training and
specialities are configured to this day.

UK geriatric medicine came to prominence in the 1940s with
the pioneering work of Warren, Amulree, Howell and Exton-
Smith among others, and with the founding of the British
Geriatrics Society (BGS).C Its pioneers demonstrated the value
of specialised and skilled assessment of older patients both to
those individuals and to hospitals. Back then, geriatricians were
far from the mainstream of acute adult medicine and centred
in long-stay facilities.® We are now the largest UK internal
medicine speciality with at least 1,350 consultants, with most
consultants dually accredited in general internal medicine
(GiM) and many also in stroke or acute medicine.”

The BGS has defined geriatric medicine thus: "a branch of
GiM that is concerned with the clinical, preventative, remedial
and social aspects of illness in old age. The challenges of
frailty, complex comorbidity, different patterns of disease
presentation, slower response to treatment and requirements
for rehabilitation or social support require special medical
skills™® This is explored in more detail in the Royal College
of Physicians® Consulrant physicians working for patients
resource on the speciality.” A recent article in this journal®
discussed how we identify older people with frailty and
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How you could get involved?

* Participate in BGS work (or other professional bodies like RCP, HEE)

* Get involved in working groups at national or regional level (e.g. NICE,
DHSC, NHSE, NHSI)

* Take on local system leadership roles

* Local Ql/innovation and sharing the story, peer support for others,
learning networks

* Get some policy and media training and experience & maybe take it
further

* Including some writing
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Limitations and realism

* BGS team (even RCP team) is small

* Small number of clinicians able to get fully<involved in supporting
employed team at HQ

* Have to prioritise key areas and stick-to those where we have
strongest expertise and stake

e Even for collaborations/alliances/coalitions have to choose battles

* Need to realise lots of other groups/organisations also lobbying for
their thing

* Through the eyes/ears of the people we are lobbying/engaging, we
and our issues are, one of many



Limitations and Realism

* Only some (if any) of what you say will stick
* Only some of that will make an immediate and enduring difference
* Some will be ighored completely

* Lots of other agencies or groups-have a different world view/ideology
re ageing and health

* Not getting everything we'want or having every message
heard/believed is not a.policy failure

* Even small victories are successes








