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How mainstream journalism tells news stories

• Short “story in itself” intro

• Who?

• What?

• When?

• Where?

• Why?

• How?

• Illustrated with some human interest

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

• Bear that in mind as we consider this issue.

• “Policy” and “Comms” are bedfellows
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• “Stunned customers in an opticians 
watched in horror as a flasher 
exposed himself outside a pub”

• “Preston Magistrates’ Court was 
told two women were stood in the 
Susan Hilton opticians on Babylon 
Lane, in Adlington, Chorley, when 
the incident unfolded at around 
10am on July 5”
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Strong policy-influencing narrative

• backed by data, evidence, guidance
• good practice resources & succinctly summarised examples 
• told by effective individuals or organisation
• 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”)
• “Policy” goes well beyond Whitehall, Westminster
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To cover: with  illustrative examples)

• I: Some history

• II: Why try?

• III: 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 or visible, and some “soft”) and don’t win em all 
(that isn’t failure)

• VII: When (Past, present, timing and horizon scanning)
• The concrete examples and history to make it real

• VIII: Futurology?

• IX: How you could play your part?
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I: Some history
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Billy Joel

• “We didn't start the fire
It was always burning
Since the world's been turning
We didn't start the fire
No we didn't light it
But we tried to fight it”

Isaac Newton

• “If I have seen further, it is by 
standing on the shoulders of 
giants”
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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 aged sick. Lancet. i:841–3.

• Warren, MW. 1943. Care of chronic sick. A case for treating chronic sick in blocks in a general hospital. BMJ. ii:822–3.
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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’. 
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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 
up’.

• Stuck A. 

• Ellis G et al.

• Cochrane
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Roots of the BGS

• Dr Trevor Howell

• GP and medical director of Chelsea Pensioners’ Home

• Convened “Medical Society for Care of the Elderly”

• Initially 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 Journal. 79: 229-234.
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In our first 30-odd years

• Early role models, pioneers and famous names

• Community geriatrics 

• Care homes & long-stay care

• Day hospitals

• 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

BG
S 

SE
&S

W
 T
ha

m
es

 A
ut

um
n 
20

19



Many other substantial figures in first 30 years of NHS  some 
pictured here e.g.

• Norman Exton-Smith (UCLH)

• Prof Ferguson Anderson (Edinburgh)

• Prof George Adams (Belfast)

• Prof Bernard Isaacs (geriatric giants)

• Dr Lionel Cosin (day hospital)

• Dr Bobby Irvine (ortho-geriatrics)

• Dr Joseph Sheldon (community)

• Prof Tom Arie (old age psych)

• John Brocklehurst (key textbook)

• Lord Amulree (BGS Pres/HealthMinister)
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By 1977 – 335 consultant geriatricians  UK

• 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 posts for doctors fully trained in both general 
internal medicine and geriatrics and integration of geriatrics into general medical 
units’.
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From RCP London Census 2017-18. 
We are now 2nd biggest GIM speciality & deliver most GIM 
apart from Acute Med. BGS Is largest (non-college) society
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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
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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.
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Just a sample of many modern day (& future)policy influencers
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II: Why try?
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Why try? (e.g.)

• Improve care for our patients and their families

• Improve the reach/influence/prestige of our own 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

• Lobby for investment and funding

• Because it’s great fun and we can learn from doing it
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III: Who to influence?
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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, Chief Scientific 
Officer)

• Influential healthcare think tanks
• 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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IV: What we target or engage 
with? 
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What we target or engage with

• Build on what our distinct brand is as a group of clinicians and researchers 
and service leaders with a strong focus on
• Improving care quality, care systems, evidence base, education/training, workforce, 

research
• Specifically for older people with age related health needs
• Wider advocacy around prevention/healthy ageing
• 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

• 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
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V: Where we influence?
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Where we influence follows from whom?
• 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 other clinical leaders

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

• Education bodies

• By raising awareness and pressure from patients, public, carers, other charities

• Via media campaigns

• Other professional bodies & societies
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VI: How we influence?
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How we influence? (Local)

• By having enough “boots on the ground” and local 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, 3rd sector, community services etc

• And offer solutions to problems affecting whole organisation/systems

• And useful local system expertise
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How national leadership can help local 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
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Also…
• Effective influence over government policy

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

• Workforce planning

• 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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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 context for the policymaker, but who are flexible in their 
approach, and can build the constructive ‘honest broker’ relationships that 
result in the best outcomes for the health service.” 

• We need more successful influencers more than we need soft influencers”.
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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
• Social media shares/mentions etc.
• Citations or use in national or local policy/service development
• Through data (e.g. audit)
• Perceptions/awareness from other 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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• “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 
methodological limitations 
imposed by doing it fast are 
made clear” 
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• 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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VII: When? 
Creating Opportunities. Seizing Opportunities. 
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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/QI

• And develop the evidence base and good practice examples

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

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

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

• We can seize the day to help provide solutions to pressing wicked problems
• e.g rising admissions, delayed transfers or care, stranded patients, readmissions, admissions 

from care homes, 
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VIII: Horizon Scanning and 
Futurology?
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Emerging  policy consensus/orthodoxy 
(but should be challenged here and there)

• Geared to acute

• Hospital-centric

• Dr-dependent

• Episodic

• Disjointed

• Reactive

• System/disease

• Patient passive

• Self-care rare

• Carers undervalued

• Low-tech

• Geared to LTCs

• Community/whole systems-centric

• Team-based

• Continuous

• Co-ordinated

• Preventive

• Person-centred

• Patient partner

• Self-care supported

• Supported as partners

• High-tech

Prevention now becoming ideological turf war between broad social 
policy/wider determinants inequality/pricing etc and individual responsibility, 
genomics etc
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The kind of issues that might count (loads 
more besides)
• Tech/Digital

• Precision/predictive medicine

• 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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IX: How you could play your part
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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 QI/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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X: Limitations, realism, targeting 
of efforts
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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

• 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
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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 ignored 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
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