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President's Column

This is my last newsletter as President of the 
Society. I find it hard to believe that four years 
have passed since I took up the post of President 
Elect.

During that time our Society has gone from strength 
to strength. Our membership continues to grow, now 
standing at over 3,400. We have an expanding Nurses 
and AHPs Council, and this year saw the inauguration of 
“Geri GPs”, a group for GP members. As you know, we’ve 
recently completely revamped and relaunched our website, 
making it much more “user-friendly”, with much improved 
navigability and content.

The aims of the BGS are to promote excellence in healthcare 
for frail older people, to promote high standards in clinical 
quality and research, to offer CPD, to be a leading national 
voice influencing policy, and to promote best practice on 
issues important to older people, especially those living with 
frailty.

Over the last two years we have continued to champion 
these aims. Members of our society are prominent in the 
development of NICE guidelines and we have shared 
examples of excellent practice through our publications and 
website. Our Education and Training Committee, working 
with the RCP, continues to ensure that the training we offer 
our young doctors make them fit future NHS consultants, 
and our workforce lead (Zoe Wryko) worked tirelessly 
to ensure that Health Education England understood 
and responded to the need to train adequate numbers of 
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consultant geriatricians. Members of our Society lead work 
to describe the knowledge, skills and competencies required 
of those working in new roles (such as ANP with an interest 
in frailty) to ensure a consistent standard of care.

Our journal remains one of the most respected in the field 
internationally, with a consistently high impact factor. Our 
Spring and Autumn meetings receive excellent feedback and 
the number of delegates last Autumn in London was our 
highest ever.

Our policy work is a story of increasing influence; for 
example, I am one of twelve experts advising the government 
regarding the Green Paper on Social Care and BGS 
currently contributes to the Long Term Plan for the NHS. 
We have responded to many requests for interviews, quotes, 
and TV and radio appearances, allowing us to promote the 
values of the Society to a wider audience.

All of this work is underpinned by the efforts of the staff 
team led by Colin Nee, the chief executive. Despite the small 
size of the team they achieve a huge amount. It was a huge 
blow when Colin announced his plans to retire early in the 
new year; he will be a very difficult man to replace. Many 
of you may not know Colin, as he’s self-effacing and shuns 
the limelight. However, he has transformed our Society 

into a model of good governance. His knowledge of the 
requirements of a charity (in law), his careful oversight of the 
Society’s finances and his management of the team are just 
a few of his many, many attributes. He has been a rock on 
which our Society has thrived, and his contribution cannot 
be overestimated.

I also learnt recently that our longest serving staff member 
plans to retire at the end of this year. Recia, who has edited 
the newsletter, and run our website (as well as other roles 
too numerous to mention) will retire after 26 years with our 
Society. She’s another practically irreplaceable team member 
and will be hugely missed. Thank you so much Recia, for all 
you’ve done for the Society!

I’ve thoroughly enjoyed my time as President and will miss 
the excitement and stimulation of the role enormously. 
I have been very proud to lead our society and am 
tremendously grateful to all the members and staff who 
have supported me during this time. It’s good to know our 
Society will be in safe hands with my successor, Prof Tash 
Masud.

Eileen Burns

Autumn Meeting

Wednesday focused sessions on:
• Intermediate care and community Geriatric Medicine; 
• Cardiovascular topics: Anaemia and Heart Failure

Plenary sessions sessions on:
• Bereavement
• Movement Disorders
• Comprehensive Geriatric Assessment
• Rheumatology
• Perioperative Medicine
• Urodynamics

14 - 16 November 2018, ExCel, London

Registration and programme at https://www.bgs.org.uk/events/autumn-meeting-2018

Joint session with AGILE 
[Chartered Physiotherapists 
working with older people]
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provide to older people. In order to achieve this there is a 
lot to do in the areas of education and training, workforce 
improvement, attracting more young doctors into our 
specialty, lobbying politicians around policy which can 
improve care for older people and to develop the evidence 
base for treating older people through research and 
innovation.

The evolution of geriatric medicine and the 
British Geriatrics Society

It has been most satisfying to see our specialty emerge from 
a perceived “Cinderella specialty” in the 60's and 70's to a 
well respected, popular and expanding specialty that has now 
become quite “powerful” in the appropriate circles. The credit 
must go to geriatricians and other healthcare professionals 
who have “fought” our corner and for our vulnerable older 
patients, in sometimes very difficult circumstances.

The BGS has become a much more professional and 
transparent organisation in the last few years. It strives hard 
to be “fit for purpose” in serving its members. I commend 
the efforts of Eileen Burns and the immediate Presidents 
who came before her, and particularly our hard working 
CEO, Colin Nee, for steering the ship. Colin will be retiring 
in a few months and my goal as President will be to work 
closely with our new CEO to ensure that we remain on 
course.  

Geriatric Medicine and the undergraduate 
syllabus

For some time, it was a struggle to get medical schools to 
understand that the medical care of older people differed 
from general internal medicine, but demographic changes 
in society have forced the issue. Most medical schools now 
incorporate geriatric medicine in their curricula. 

An interview with 
Professor Tahir 
Masud - BGS 
President Elect
At the Annual General Meeting of the BGS in 
November, Professor Tahir (Tash) Masud will 
accept the chain of office from Dr Eileen Burns 
when she steps down as President of the Society. 
We asked Tash about the journey that led him to 
this point and his views on the state of geriatric 
medicine in general and the British Geriatrics 
Society in particular.

My journey to geriatric medicine and to the 
position of President of the British Geriatrics 
Society

In my early teens, growing up in a small Northern town, I 
wanted to be a pilot but I gradually found that I enjoyed 
science and during my A-Levels my thoughts turned to 
medicine as a potential career, encouraged by my biology 
teacher. After JHO and SHO training in London and on 
completion of MRCP, I joined a medical registrar rotation 
(pre-Calman days) in Newcastle. I flirted with respiratory 
medicine for a while but after doing a six month attachment 
in Geriatric Medicine I was totally converted to the specialty 
after working with inspirational role models. I realised 
that I really enjoyed treating older people and working in a 
multidisciplinary team. 

I became a senior registrar in London and when a consultant 
job was advertised in Nottingham, I applied after meeting 
an enthusiastic and committed team intent on developing 
Geriatric Medicine in the hospital and the city as a whole. 
I became involved with the BGS after becoming a Training 
Programme Director, which led to my serving as a member 
of the BGS Education and Training committee. Through 
this committee I had the opportunity to join the European 
Union of Medical Specialists-Geriatric Medicine Section 
as the UK representative and eventually I was elected 
as the President of that organisation for two years. This 
experience grew my confidence in a major leadership role 
and I eventually decided to run for the BGS Presidency after 
encouragement from colleagues around the country. 

How I will judge my success as President of 
the BGS

Following my two year term as President, which will end 
in November 2020, it will, of course, be for others to judge 
my success as President but on a personal level I will be 
satisfied if BGS members feel more enthusiastic, optimistic 
and positive about developments on the health care that we 
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The BGS Undergraduate Curriculum 
in Geriatric medicine which has 
been updated several times since 
its inception (and is currently being 
updated again by the Education 
and Training Committee) has been 
instrumental in benchmarking medical 
schools on their Geriatric Medicine 
teaching and in identifying gaps in 
training. 

Repeat audits have shown improvements, although there is 
still more work to do, particularly in some medical schools.

A multi-disciplinary British Geriatrics Society

Geriatric medicine has at its core, the multidisciplinary 
approach and the Comprehensive Geriatric Assessment. 
Nurses and Allied Health Professionals do, and will continue 
to play a very important role in the future. It is only right 

therefore, that we have been expanding our membership to 
include these professions. We expect that our Nurses and 
AHP Council will play an increasingly important part in 
the Society. We need to think hard on how best to support 
this group through the work of the Society. As a start we 
have supported a Delphi process to develop a curriculum 
for Advance Nurse Practitioners, which has helped in their 
training programmes.

Onwards...

And so, as my term of office begins next month, I look 
forward to working with my colleagues and the staff of the 
British Geriatrics Society to continue the work of enhancing 
the value that our specialty brings to the NHS in general 
and to the care of our patients.

As is custom, I will be providing a regular column in future 
issues of this Newsletter and I welcome feedback on how my 
colleagues feel about our progress.

Tahir Masud
President Elect

Geriatric medicine 
- spreading the 
word abroad 
The British Geriatrics Society is occasionally 
approached by doctors and Geriatricians from 
other countries wishing to benefit from the 
established skills of the United Kingdom. 

An established 'outreach' programme which has long been 
supported by the BGS, is the BGS Medical Student Elective 
Grant, which encourages medical students to spend time in 
other countries, learning about their healthcare systems and 
contributing something from the UK's NHS.

Many hospitals and Trusts have established their own 
exchange or outreach programmes. These include delivering 
lectures, or more formalised programmes lasting up to one or 
two weeks, as well as collaborative projects including trainee 
exchanges.

I would like to explore the possibility of establishing an 
informal or formal special interest group for BGS members 
who might be interested in opportunities to collaborate with 
colleagues outside the United Kingdom, to pass on the skills 
and knowledge-base around geriatric medicine and to learn 
from other countries' experience. Such opportunities also 
present an excellent source for new research.

BGS members who have participated in various exchange 
programmes have enjoyed their outreach experiences. Often 
good friendships and /or future collaborations develop as a 
result. 

On a personal level, I have really enjoyed teaching and 
collaborating in different countries including Taiwan, 
Lithuania, Denmark, Qatar and Egypt. 

In this issue of the newsletter, we have articles from BGS 
members who have spent time in other countries, teaching, 
lecturing, researching or delivering services.

Professor Richard Walker describes his experiences in 
Africa. Many of you will have seen posters and papers on 
the research he has done as a result of his time there. Dr 
Duncan Forsyth reports on his time spent in Malaysia and 
other South East Asian and South Asian countries, while 
Professor Adam Gordon writes about his collaboration 
in Holland. We also have Dr David Attwood, one of our 
GP members. The pleasure that he took from his time in 
South Sudan is obvious. And finally, we have a report from 
Sophie Turton, a final year medical student who used the 
BGS Medical Student Elective Grant to gain experience in 
China.

We would like to hear from members who may be interested 
in these opportunities. If there is sufficient interest we will 
develop a list which will be held at the BGS so that outreach 
opportunities which arise can be communicated in a more 
structured way.

Tahir Masud
President Elect
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Outreach in the 
East
I have been involved with teaching Geriatric 
Medicine in Malaysia since 2003 when I 
was awarded, by the RCP London, the first 
International Association of Colleges and 
Presidents Travelling Fellowship to enable me 
to spend four weeks in Malaysia developing a 
teaching programme in Geriatric Medicine with 
the University of Malaya, linked to secondments 
for Malayasian health care workers to my 
department in Cambridge and to promoting the 
Diploma in Geriatric Medicine in Malaysia.

I also advised representatives from the Malaysian Ministry 
of Health regarding their plans to cope with the ageing 
population of Malaysia. This resulted in publications in 
Age and Ageing and the Medical Journal of Malaysia. 
Over the subsequent years I have lectured in Malaysia 
and neighbouring Singapore, making many friends from 
Pan-Asia Pacific countries. In 2016 I was invited to be 
external reviewer of the Malaysian Geriatric Society 
Delirium Guidelines, published in 2017. With my good 
friend Professor Chia, from Kuala Lumpur, I have pursued 
the development of a local Diploma in Geriatric Medicine 
and when Sunway University agreed to support us I was 
appointed Adjunct Professor in the School of Healthcare 
and Medical Sciences, Sunway University, Malaysia in 
January 2018.

I have worked with the Veterans Hospitals in Taiwan since 
2006, delivering seven one week teaching courses (2006-
2017) on their Postgraduate Fellowship Programme in 
Geriatric Medicine and hosting over 20 Fellows as observers 
in my department between 2007-18. It has been a privilege 

to teach our skills to enthusiastic trainees from all manner 
of specialties and then to see over time how they have 
embedded CGA back into their specialty and how some 
have gone on to develop Departments of Geriatric Medicine 
in their hospitals. How wonderful to have been part of this 
transformation!

From 2008 to 2012, whilst Associate Director in the 
International Office of the Royal College of Physicians 
(London), I have lectured on Geriatric Medicine in 
Shanghai, Singapore, Malaysia, Sri Lanka, Thailand and 
Myanmar and hosted ten Shanghainese doctors as observers 
in my department. I have published one collaborative paper 
in Journal of the Royal College of Physicians with one of these 
doctors. I remain in touch with some of the doctors and still 
offer advice on English language for their publications.

Since 2013 I have been working with Hunan Provincial 
People’s Hospital, Changsha, helping develop Geriatric 
Medicine in their hospital, including providing a three 
week observership for their newly appointed Professor of 
Geriatric Medicine in my department in 2013. I have visited 
Changsha four times, the last one being last month. 

I have also been facilitating nurse 
education by arranging teaching visits 
by two senior nurses (one from the 
RCN and one from Addenbrooke’s). 
I consider it a coup to have been 
able to get this hospital and the 
provincial government to recognise 
the importance of training nurses in 
geriatric medicine. 

Professor Ou and I are now exploring how we can arrange 
observerships for his doctors and nurses in my department.
I have been working with the Ceylon College of Physicians 



7

and Sri Lankan Medical Association since 2010 and the 
newly formed Sri Lankan Association of Geriatric Medicine 
since 2014 to develop the specialty of Geriatric Medicine in 
Sri Lanka and help design the postgraduate curriculum and 
examination in Geriatric Medicine. 

In 2016 I spent three-and-a-half weeks as the guest of the 
Sri Lankan Association of Geriatric Medicine teaching 
doctors, nurses and physiotherapists. This was an education 
for me, to see how wanderers would be restrained, fallers 
would be restrained and those with incontinence put closer 
to the toilet; there is a lot to do to change nursing practice 
but the nurses are eager to learn. 

In July 2018, I was guest lecturer at the 131st Anniversary 
International Medical Congress of the Sri Lankan Medical 
Association (equivalent to the BMA, so encompassing 
doctors from a wide array of medicine, surgery and 
general practice) disseminating wider knowledge of the 
medical care of older people (specifically delirium, frailty 
and Comprehensive Geriatric Assessment). I also acted 
as a resource person examining posters and platform 
presentations. I met with the past president of the Sri 
Lankan Association of Geriatric Medicine to discuss future 
training needs of postgraduate doctors wishing to specialise 
in Geriatric Medicine and how I can continue to help 
with this endeavour. There is now an established training 
programme for Geriatric Medicine and a Specialist Society 
in Sri Lanka. The next step is to see graduates from this 
programme and the specialty numbers growing. Alongside 
this, there will be a move to develop nurse training in 
Geriatric Medicine.

The countries I have been working with share a common 
theme of rapidly ageing populations and a decline in birth 
rates; a recognition and desire to change health and social 
care to manage demographic change; willingness to learn 
from us and see what aspects of our health and social care 
systems might transfer to their societies (with variable 
speeds of governmental response). I have learnt that we do 
not engage with families as much as we should in the UK, 

e.g. antiquated visiting times in our wards; slow uptake of 
John's Campaign.

There has been opportunity to educate professionals and 
public; and I have been immensely fortunate to see some 
beautiful parts of the world and make some excellent friends. 
Thirty two years ago when I started in Geriatric Medicine 
I would never have dreamt that it would provide a ticket to 
travel and to teach worldwide. 

I have had the pleasure of seeing my 
specialty develop in different countries 
and to know that I have played a 
part in this and that my contribution 
is appreciated by professionals and 
politicians in those countries. Some 
very good friendships have also been 
established.

For my hospital and department there has been, and 
continues to be potential for research collaboration, teaching 
links, attracting highly skilled overseas doctors to provide 
service and receive training that they would not gain in their 
own country. This is done under the auspices of the RCP 
Medical Training Initiative (MTI) under Tier 5 visa scheme.

If I have enthused you and you wish to get involved I'd 
be happy to discuss the prospects with you. Alternatively, 
contact the BGS office to register your interest in future 
outreach possibilities.

Duncan Forsyth 
Cambridge University Hospitals Foundation Trust
Addenbrooke’s Hospital
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African outreach
My first experience of working in Africa was 
as a registrar before I had commenced higher 
training in geriatrics.  Having always been 
interested in working in low and middle income 
countries (LMICs), I undertook the Diploma 
in Tropical Medicine and Hygiene (DTM&H) 
at the Liverpool School of Tropical Medicine 
(LSTM) in 1989 and having learnt all about 
infectious diseases, and nothing about non-
communicable disease in the tropics, took up 
a post as senior medical registrar employed by 
ODA (Overseas Development Administration) 
in the Royal Victoria Hospital (RVH), Banjul, 
The Gambia. 

On my first ward round I saw four young patients with 
strokes, which was certainly not what I had been expecting.  
A quick literature search established that there were very 
few previous data on stroke in sub-Saharan Africa (SSA), 
and none on long term outcome, so I undertook a study in 
which I recruited all patients admitted to the RVH over a 
one year period (seasonality has more to do with wet and 
dry season than summer and winter) along with an age 
and sex-matched control population made up of hospital 
visitors (there are no GP registers) to investigate risk factors.  
Without the normal basic requirements such as contact 
addresses or phone numbers, I then successfully followed 
the survivors up for three years.  Twice as many males were 
admitted to hospital and long term survival was very poor.  
Is this because stroke is twice as common in males in SSA or 
is there differential access to hospital following a stroke?

The only way to address this problem is to look in 
the community and thus began my more than twenty 
year involvement with Tanzania where the presence of 
demographic surveillance sites (DSS), at that time linked 
to Newcastle University, enabled me to investigate stroke 
mortality based on verbal autopsy as very few people have 
death certificates (Walker et al 2000a), and prevalence based 
on a house-to-house survey (Walker et al 2000b).  Even 
more challenging was the first, and only, fully community-
based stroke incidence study in SSA which demonstrated 
some of the highest stroke incidence rates in the world 
(Walker et al 2010) with HIV as an independent risk factor 
(Walker et al 2013), whereas carotid disease was almost 
non-existent ( Jusabani et al 2011). The stroke incidence 
study was only possible because of the advent of mobile 
phone technology in SSA, allowing village enumerators to 
text if a possible new stroke occurred and the patients could 
then be transported to hospital and undergo appropriate 
investigations. 

Parkinson's Disease

We have also become involved with epidemiological research 
in relation to Parkinson’s disease (PD) with the first large 

scale prevalence study of PD in SSA (Dotchin et al 2008) 
and the subsequent demonstration of the dramatic effects 
of cueing therapy in the drug naïve patients from this 
prevalent cohort (Rochester et al 2010), the first such study 
worldwide.  In the study less than one fifth of people had 
previously been diagnosed and based on our figures we 
estimate that more than half the people in the world with 
PD have never been diagnosed even though effective drug 
treatment is potentially available.  This led me to initiate the 
setting up of a SSA special interest group within the BGS 
Movement Disorders Section, and the subsequent African 
Task Force the main aims of which are to increase public 
awareness, improve training for doctors, nurses and allied 
health professionals and advocate for the availability of 
affordable drug treatment (Mokaya et al 2015) which is the 
most challenging of all.  

We have run courses for PD nurse 
specialists and doctors throughout SSA 
and have also enabled doctors, nurses 
and allied health professionals to gain 
further training in Europe. We have 
also informed update of the WHO 
Essential Medicines List (EML) for PD.

We are currently looking at other areas including dementia 
and frailty, which throws up new challenges such as how 
such conditions are identified in populations who often 
have little or no contact with medical services.  Standard 
cognition tools developed in high income countries such as 
MMSE or MoCA are inappropriate in such populations 
where, for example, a large proportion may never have been 
to school. We have investigated hypertension and atrial 
fibrillation (AF), risk factors for both stroke and cognitive 
impairment demonstrating very high rates of hypertension 
(mostly undiagnosed) in those aged 70 and over with few 
of those previously diagnosed on drug treatment, and 
even fewer controlled (Dewhurst et al 2013).  One of the 
other areas we have become interested in is health seeking 
behaviour and the role of traditional and faith healers, 
and the various conditions we have investigated, including 
dementia (Hindley et al 2017) in which diagnosis rates for 
dementia are even lower than those for PD.  

Dementia

Based on our research findings we are always looking 
at to how we might improve things.  We have adapted 
cognitive stimulation treatment (CST) effectively for use 
in SSA and, in relation to dementia, have helped with 
adapting undergraduate curriculae in medicine, nursing 
and occupational therapy, as well as influencing national 
guidelines in Tanzania. 

Therefore, having initially taken up a clinical job in The 
Gambia, I became involved in research to answer important 
and intriguing questions that I identified but it has not been 
easy.  Having never had a research job, I spent 12 years in my 
spare time writing up my MD from The Gambia.  Securing 
research funding for non-communicable diseases in LMICs 



9

has been very difficult until relatively recently but the 
rewards are there if one persists and there are many, many 
important unanswered questions, with the potential to be 
writing chapters rather than dotting I’s and crossing T’s.  It 
has been very gratifying for me to enable other people, both 
from the UK and Tanzania, to carry out their higher degrees 
(MDs or PhDs) as well as many intercalating Masters of 
Research (MRes) students at Newcastle University.  After 
many years of very limited funding there has never been a 
better time to be involved in global health research.

Training

In my role as Associate International Director for SSA for 
the Royal College of Physicians (RCP) we have undertaken 
training programmes in West Africa and currently have a 
programme for training in neurology and oncology in East 
Africa, as well as helping to establish the East, Southern 
and Central African College of Physicians (ESCACOP), 
a core aim of which is to improve postgraduate training.  
Another way that I have been involved with training in 
Africa is through our Trust higher education link with 
Kilimanjaro Christian Medical Centre (KCMC) in northern 
Tanzania since 1999.  This has included working with the 
physiotherapy and occupational therapy schools, the only 

ones in Tanzania, and other areas such as burns, laparoscopic 
surgery and foetal ultrasound.  There are other such links 
throughout the country run by geriatricians such as the 
Wessex link with the stroke unit in Accra, Ghana.

This also gives the opportunity for being involved in training 
and I think this should be a big agenda for the BGS. 
There would definitely be a demand for geriatrics training 
whether this be short courses for interested doctors or long 
term training programmes with mentorship.   It would be 
an opportune time to develop a special interest group in 
LMICs to increase training in geriatrics as the projected 
figures for ageing of the world population are massive and 
yet most of the increase will occur in LMICs where there 
are very few geriatricians (Dotchin et al 2013) and other 
health professionals with appropriate training and with very 
little in undergraduate curriculae. I am sure there are many 
members of the BGS who would be keen to contribute given 
the opportunity and we could have a potentially substantial 
impact. 

Richard Walker
Consultant Physician (Northumbria Healthcare 
NHS Foundation Trust) and Professor of Ageing and 
International Health (Newcastle University)
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The journey 
towards genuine 
integration - 
Chapter 2
In August, Dr David Attwood, a GP with a 
Specialist Interest in Older People wrote a 
blog, published on the BGS website, www.
bgs.org.uk/blog/tribalism-kills-the-journey-
towards-genuine-integration, discussing the 
failings of tribalism in the NHS and how it 
causes patients harm. This article, Chapter 2, 
explores how tribalism can be overcome through 
understanding each tribe’s perspectives.

It was the best job I have ever had, being a Consultant 
Physician on the Emergency Medical Ward (EMW) in Juba 
Teaching Hospital, South Sudan. It was 2011 and I was 
in charge of a vibrant and thriving ward, with two HDU 
beds, a reasonable abundance of life-saving equipment and 
drugs, and some highly trained staff. We were engaged in 
audits, research, teaching, and unlike any other ward, there 
was 24-hour consultant on call cover. Yet what I delighted 
in most was seeing the nurses and junior doctors grow in 
confidence as they gained experience and in witnessing their 
happiness when they knew that they had made a difference 
to a patient’s life. 

However, it didn’t start out like this. 

When I first walked into the Emergency Medical Ward, I 
felt like I had gone back in time. The nurses were dressed 
in white uniforms with a matching white nursing cap, 
reminiscent of the NHS in the 1950’s. The ward was a 
traditional Nightingale design; there was a long room with 
a central corridor, punctuated by two rows of beds on each 
side. The paint on the beds was cracked and peeling with 
rust filling the gaps. The mattresses looked equally tired with 
a worn, stained centre from many years of overuse. 

And on each of those beds, on mattresses laid out on the 
floor between the beds, amidst growing piles of rubbish and 
bodily fluids, were patients. 

So many young, sick, patients. 

So, in 38 degree stifling heat, with no skills in speaking 
Arabic, no medications or life-saving equipment, and a nurse 
to interpret, I commenced my first ever post take consultant 
ward round. 

Many young people died that day.  To the team, it was a 
normal day. 

The journey to change was a beautiful tale of hardship, 
friendship, and working alongside some of the nation’s 
kindest and cleverest minds. However, I want to tell you a 
different story, the tale that unlocked all this change. This 
is a tale of my ‘awakening’; how I grew to understand our 
different cultural perspectives.

08:30 Monday August 25th, 2008. Three 
years earlier…

I was a young SHO who had completed 18 months of 
training. My educational supervisor, a South Sudanese 
consultant in the UK, had suggested that I and one of my 
friends (also a doctor) James, take a brief career break and 
spend four months working in Juba Teaching Hospital, 
South Sudan. A few weeks later, the plane touched down 
on the runway of Juba International Airport and we were 
escorted by our hosts to our lodgings, which in a hastily 
arranged twist of fate, also happened to be a Roman 
Catholic Commune owned by priests and nuns of the 
Comboni Missionaries of South Sudan. This twist of fate 
soon proved to be a stroke of luck; neither I nor James 
were particularly religious, but the Comboni’s did not seem 
to mind and many an evening would be spent in sublime 
conversation, listening to their lifelong experiences in South 
Sudan. 

Our day would begin with a twenty minute walk to hospital. 
During the first days of our arrival- and about five minutes 
into our commute- I noted something familiar behind a 
fence that ran contiuous with the road. “James? Isn’t that 
building our office?”

“Um… yeah it is, I think.”

“It is, you know.” I looked ahead “And look there is a gate in 
the fence right next to our front door!”

This patient was critically ill with the “full house” of 
malaria complications- ARDS, rhabdomyolysis (see urine), 
AKI, anaemia, cerebral malaria, and hypoglycaemia. His 
death was a sad yet critical milestone in the evolution of 
our EMW. He did not die because he did not have access 
to basic life-saving equipment or medications. He did not 
die because of poor medical or nursing care (he had his 
own “HDU nurse”). He died when there was a power cut 
and the oxygen concentrator fell silent.



11

Any hopes of entering through said gate were dashed by a 
military grade padlock. We continued our usual journey and 
later that night James went on to Google Earth to see the 
journey we were actually doing, which looked annoyingly 
like the drawing below:

 “What kind of utter, inefficient, pointless dysfunction is 
this? Absolutely typical for South Sudan!”

“Everyone is late.” agreed James “Even the rush hour is two 
hours late.”

For the next four months we resigned ourselves to walking 
past this gate in hot weather, staring longingly at our 
airconditioned office before continuing on for another 
fifteen minutes, negotiating our way through a medley of 
locked gates and tortuous routes that doubled back and 
ended up with us being in our office, having a beautiful view 
of our house a few minutes away.

13:10 September 25th 2008. A month Later:

“Can you pass me the soap, please?” I asked.

“What’s soap?” Asked sister Anna.

“You know, soap. The blue thing that we wash our hands 
with. The same blue thing we do our laundry with?”

“Ah you mean ‘sop’!” She laughed and passed over a well-
used bar. “You khawaja’s speak such funny English.” Khawaja 
was a term used to refer to white people. 

She then grabbed a small watering can and poured water 
over my hands so that I could rinse them. 

“Now you are ready to eat with us, Dr David!”

The ward sisters were sitting around a coffee table, festooned 
with various South Sudanese culinary delights including 
greens (something akin to kale), eggplant with a delicious 
peanut butter source, goat, and the ubiquitous nile perch. 
There was no cutlery for this meal. You shared plates and ate 

with your hands.  

“Would you like a drink, Dr David?” a carrier bag was 
produced with various cans. 

“I’ll have a coke, please.”

“Coke?” 

I had an inkling how this might be pronounced. “This one?” 
I pointed at the diet cola. 

“Ah-ha you like ‘cock’.” She smiled, amused by the language 
difference. “Here you are.”

The food was lovely. “How do you think our first week of 
teaching went?” I asked. Anna and I had just finished a 
week-long course teaching the first cohort of nurses how 
to recognise and manage a sick patient and perform vital 
signs. The teaching was challenging - half the nurses spoke 
English and Arabic and half spoke only Arabic. Anna had 
very kindly agreed to be my interpreter. Prior to teaching I 
made her promise that if I was speaking too fast or not using 
the appropriate pronunciation, she would let me know. 

“It was good.” She answered.

“Good?”

“Yes.” She answered flatly. Then shot me a smile “They said 
they understood you! Unlike the Irish nurse!”

I grinned. Prior to starting teaching, Anna told me about an 
Irish nurse who delivered exactly the same teaching at the 
School of Nursing. She told me how the nurses appeared 
attentive, nodding their heads to appropriate cues on the 
blackboard. The Irish lady had reported back to her Charity 
that the teaching was a spectacular success. The nurses 
reported back to Sister Anna that they couldn’t understand a 
word their teacher had said. Culture dictated that they keep 
quiet so as not to cause offense. 

After that story I had made her promise to educate me 
about life and culture in South Sudan so that I could better 
understand things and not be “an ignorant Khawaja.” 
 “Dr David, you are eating with your left hand!” She said. 
“Is that bad?” I asked. 

Map of our commute to JTH

Training in recognition and management of the sick 
patient
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Another kind smile, “that is the 
hand that we use when we are in 
the bathroom. The right hand is for 
eating!”

Oh dear. 

That evening, I regaled James with the tale on the walk back. 

“I don’t know how they put up with us, James. They must 
think that we are such a bunch of ignorant jokers!”

“I think they do like us, though.” James chimed in, 
“Otherwise they wouldn’t be helping with the teaching.”

“True…” My voice trailed off as I walked past the locked 
gate next to our office. “You know,  I bet you there is a reason 
why this gate is locked. And I bet there is a really important 
reason why all the gates between here and our office are 
locked.” 

“And I bet you,” James continued “That it will be the last 
reason we can fathom on this planet!”

16:30 December 13th 2008. Four months in...

It was our last day at Juba Teaching Hospital. We had 
trained 120 nurses in recognition and management of the 
sick patient. Sister Anna and I had taken some volunteers 
and given them advanced training in fluid-resuscitating 
septic patients. The EMW was locked and loaded with 
two cupboards full of drugs and life-saving kit. The drugs 
were only to be used for patients who were too poor to buy 
their own medications or if critically ill and a first dose was 
needed. 

We then put the two together and stood back. The result was 
beautiful. 

Septic, hypotensive, malaria-riddled 
patients had lines sunk into them on 
arrival, given boluses of fluids, and 
early anti-malarials. Some patients with 
severe malaria were hypoglycaemic. 
Many woke up on the end of a needle 
following a dextrose bolus. Those 
who didn’t were put into the recovery 
position and most improved by the 
next day. 

Their care was reflected in a significant 
mortality reduction on the EMW. 

The hospital Director, Dario, thanked us for our work. 
However, it was time to say good bye.

“We will miss you all.” I said “You have been warm and kind 
hosts and I have learned much about life, about myself, and 
about the people and the culture of South Sudan.”

James and I had immersed ourselves in South Sudanese life. 
We had experienced the full spectrum of human emotions 
from hardship to kinship, apathy to love, failure to success. 
We felt more ‘alive’ in South Sudan than at any point in our 
lives before or since. 

A big handshake ensued. Followed by a hug. 

The diesel engine of the Toyota Landcruiser hummed in the 
background. Our driver was ready to take us to the airport. I 
was about to leave when a thought dawned. 

“Dario, one last question.”

“Yes?”

 “For the last four months there has been one question that 
has always bothered us.” I narrated our commute to hospital 
for the last months. “Why are the gates, leading to our office 
always locked?”

He looked at us both and roared with 
laughter. “It’s the goats. They keep 
eating the flowers!”

The chair as weapon for change

If I were to pinpoint the single most effective weapon in 
effecting change in healthcare, it would have to be the chair. 
Change requires strong relationships, whether that be across 
cultures as in South Sudan, or across providers in the NHS. 
These are built on shared understanding of each person’s 
perspectives, respect, and trust. 

EMW nurses with Sister Anna sitting on the bench, left, 
on our last day at JTH. Sister Anna spoke to the Ministry 
of Health and all EMW nurses were given uniforms and 
promoted for their hard work - in a land where nurses 
barely earn enough to support their families, this was a 
massive morale boost.
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There is no shortcut to this process, it takes time and 
conversation.

And the best place to have a conversation is sitting in a chair. 

The conversation is the process. Understanding perspectives, 
respect, and trust is the output. Change in healthcare is the 
outcome at a macroscopic level. At an individual level the 
journey from ignorance to understanding imparts much 
wisdom and humility along the way.

 

A conversation in a chair - with my 2012 self

When I was a medical registrar in 2012, I would see my life 
through the lens of a hospital medic. I was respectful of GP’s 
but never really understood what they did - they just seemed 
to generate work and not seem to be able to do much with 
their patients. I looked at my hospital world and felt that 
every day, the entire community of older people with frailty 
and dementia would spill its guts and end up admitted under 
the medical take. 

Patterns emerged; Older people with acute confusion hardly 
ever had a UTI, yet they were still being sent in as “confused 
?UTI.” Everyone on a thiazide always had an electrolyte 
imbalance, yet still they were prescribed. 

Worst of all were my vivid memories of seeing bedbound 
patients with advanced dementia, who had been yanked 
out of their care homes in the middle of the night to be 
admitted to hospital because they were peri-arrest. There, 
in A and E resus, I would see them and go through the 
motions. I remember thinking how unfair it was that 
nothing was happening in the community. 

I wish I could have sat my “2012 me” in a chair and told 
them what I now do as a GP. I would have told them that 
my over-arching function was to manage 95 per cent of all 

urgent care encounters across the NHS, only admitting two 
to five per cent to hospital. To do that I would see 35-50 
patients a day and process the bloods, medications, and 
letters on another 100-150. I would have told my “2012 me” 
that in primary care, it is uncommon for thiazides to cause 
electrolyte imbalance and a common cause of confusion and 
incontinence in an older people is in fact a UTI, although 
not the only cause! The vast majority are treated successfully 
and are never admitted, meaning that hospital doctors are 
naturally more likely to see other causes of confusion and 
incontinence in older people. 

We would certainly have talked about end of life patients in 
care homes being admitted in the middle of the night. We 
would be in agreement that, with very few caveats, it would 
not be in their best interests. However, I would suggest to 
my “2012 me” that many of these patients are kept out of 
hospital and the hospital teams never get wind of them. This 
is due the close working relations that GP’s have with other 
teams such as palliative care, district nursing, care homes 
and a medley of other services that are essential in a person’s 
care. I suspect the colour on my “2012 me’s” face would have 
drained when I told him the sort of things that are kept out 
of hospital!

In my next conversation in a chair, I 
might have told my “2012 me” some 
of the limitations we face as GP’s. Ten 
minute slots enable us to fulfil our 
role; to keep 95 per cent of patients 
out of hospital. This comes at a price. 

We have limited ability to monitor a patient to check for 
improvement or deterioration. As a result, high risk patients 
need admitting for monitoring. This working pattern also 
means that every ten minutes, we have to make a complex 
decision about diagnosis and treatment that can have 
massive ramifications on 50 people and their families 
every day. It is really hard and takes a lot of listening, 
concentration, and skill. It leaves one feeling very tired. 

GP surgeries are all privately owned companies that are 
contracted by the NHS to perform a function. Some 
might say this is a disadvantage; it makes us more “money 
orientated” as doctors. However, we are businesses and 
need to generate an income to pay our staff, just like bigger 
hospital organisations. Many strategic initiatives percolate 
their way through primary care and generally speaking, 
if you speak to a GP about “good medicine” you will get 
little disagreement. If you ask a GP to do this as extra 
“good medicine” in addition to their current work, you may 
sometimes see our feisty side! All GP’s would like to do 
more proactive care; I would love to spend my time doing 
advanced care plans and de-prescribing on older people in 
care homes. However, doing this will have a massive impact 
on our urgent care capability and the magic 95 per cent 
number. The best we can do is be a bit opportunistic, until 
funding arrives for extra staff to develop a new service. 

There is one great thing about being a small private business; 

The journey also results in friendship. Left to right: Mr 
James Alphonse (Consultant Orthopaedic surgeon, myself 
and Mr Mayen Achiek (Consultant Surgeon).
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we are dynamic and incredibly nimble. Issues are brought to 
partners meetings and decisions are made and acted upon 
immediately. No other NHS organisation is this rapid to 
adopt change. This is an incredibly useful tool for driving 
innovation in response to urgent care demand and as a 
result we have evolved to be as lean and efficient as possible. 
The ace in our deck is certainly primary care IT; it records 
our data, dispenses our medications, links with hospital 
and community IT systems, processes bloods, Xrays, and 
letters, manages our rotas, does all our audits and coding, 
manages our workflow, and allows us to design customised, 
pre-populated letters and proformas for every conceivable 
situation known to medicine. I challenge hospital clinicians 
to find an IT system that can fulfil all these roles.

And I put it to hospital clinicians that if they had our IT 
systems, urgent care demand in hospital would be more 
efficient, too. 

So ends my introduction to our GP tribe and our tribal 
perspective. I hope it helps you understand us better. 
However, the conclusion to this story deservedly lies with 
one last poignant thought from Sister Anna. 

Whilst in the EMW in 2011 I joked with her about 
something she had forgotten and said, “Sister Anna, you 
have the memory of a goldfish.”

“What is a goldfish?”

“It is a fish that we put in a tank.”

“Do you eat the fish?” She asked. 

“No.” I scratched my head and thought about how best 
to answer this one. “We just, kind of, watch it swimming 
around, I guess.”

“You Khawaja’s!” She laughed gently. Then she joked “And 
you people think that we South Sudanese are stupid?!”

I imagine Sister Anna might have chuckled at the irony of 
seeing my “2018 me” and my “2012 me” sitting in a chair 
in our cross-cultural dialogue. However, she would have 
approved. 

Because she taught me that all of our 
tribes are special. And if we want to 
make this world a better place, the 
secret lies in sitting in a chair and 
understanding.

The next article will explore how the concepts of tribalism 
and tribal perspectives may be built upon to create the 
structures needed for change in healthcare. It will, of course, 
feature more tales from South Sudan, including a wise 
Dutch professor in Public Health who offered up a simple, 
yet devastatingly effective formula for transforming care. 

David Attwood

Help our Society grow 
and diversify! 
Are your colleagues passionate about 
improving healthcare for older people? Are 
they interested in the latest research, and 
recent developments in best practice? Are 
they currently members of the BGS? If not 
please encourage them to join the Society - 
the official voice for geriatric medicine in the 
United Kingdom.
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Broadening 
horizons through 
international 
collaboration – 
the Anglo-Dutch 
Experience
Geriatric medicine in the Netherlands is an 
entirely hospital-based specialty.  Specialist care 
for older people in the community is provided by 
Elderly Care Physicians.  This specialty evolved 
separately from geriatric medicine, largely to 
provide specialist care to the 100,000 people 
living in Dutch Nursing Homes. Nursing home 
care in the Netherlands is provided free at the 
point of contact by the state. Routine care in 
the home is provided by resident Elderly Care 
Physicians.

As the Dutch government has sought to rationalise care of 
older people with frailty, supporting more care at home prior 
to moving to a nursing home, so elderly care physicians have 
found themselves seeing patients in their homes.  As more 
patients have received step-down rehabilitation in nursing 
homes, so Elderly Care Physicians have become more 
specialised in geriatric rehabilitation.  As discharge planning 
from acute hospital has become more complex, so Elderly 
Care Physicians have begun to provide in-reach assessment 
services to support discharge planning.

There are1600 elderly care physicians in the Netherlands, 
compared with 225 Hospital Geriatricians.  It’s as if the 
UK model of specialty geriatrics was flipped on its head, 
with community geriatrics making up the bulk of the work, 
rather than being a fringe (albeit growing) discipline. In 
working with Elderly Care physicians, the opportunity 
for organisational learning is considerable.  In Britain 
we’re trying to understand how GPs (with or without 
geriatricians) can support care homes in more effective 
ways, and we’re trying to work out how geriatricians can 
support Discharge to Assess Programmes using community 
based rehabilitation facilities.  Our ability to experiment is 
limited by the fledgling nature of most community geriatrics 
services and the way in which our primary care colleagues 
find themselves always over-stretched. Dutch Elderly Care 
Physicians, because of their greater numbers, can innovate 
around community services at greater scale and pace. We can 
learn a lot by watching what they do and listening to what 
they learn.  

In turn, Elderly Care Physicians can learn things from us.  
Sub-specialty geriatrics is much more fully developed in the 
UK and provides a possible template for how Elderly Care 
Medicine can develop as these doctors move away from 
being a discipline working exclusively in nursing homes to 
support a wider patient base. Academic geriatric medicine in 
the UK – despite our own worries that we are a Cinderella 
academic discipline – is more fully evolved than Academic 
Elderly Care Medicine is in the Netherlands.

I had been visiting and learning from Dutch colleagues for 
some time when, working with Professor Wilco Achterberg 
and Dr Monica van Eijk at the Leiden University Medical 
Centre, we decided that we wanted to extend the benefits of 
similar learning opportunities to our doctors in training.  We 
have been running our exchange programme for two years.  
Three UK trainees have visited Leiden, funded by Health 
Education East Midlands, and one academic registrar from 
Leiden has visited us in the East Midlands.  Two more are 
scheduled to visit before the end of this year.  Registrars 
from both countries have shadowed clinical services and 
“walked the care pathway” for patients in the host country.  
This has enabled them to contrast and compare their 
experience of the host country with their home country 
and has allowed them to spot opportunities for service 
development and improvement.  Our Dutch visitor, Anouk, 
implemented a weighted functional comorbidity index in 
a UK community hospital and, by doing so, learned about 
research governance and delivery in a UK setting in addition 
to the clinical experience she gained. Our UK trainees 
have been able to participate in multinational symposia 
at the EUGMS explaining the benefits of the exchange 
programme, what they have learned and why they’re now 
better equipped to do their job than if they’d stayed at home

Two of our UK trainees are now working with registrar 
colleagues in the Netherlands to develop video-link training 
sessions which will be delivered several times per year 
to extend the benefit of educational exchange between 
countries to more of their colleagues. This is an exciting next 
step.  They plan to evaluate this work and, with a bit of luck, 
land their next multinational symposium at an international 
conference.

This would be junketeering if all our British doctors brought 
home was stroopwaffles and Delft pottery and all our Dutch 
colleagues took away was some Fortnum and Mason goodies 
and Harry Potter souvenirs.  But they bring back and take 
away so much more. The benefits all round are broader 
horizons and a sense of perspective about “the way things 
work”. This, in turn, fuels imaginative approaches to service 
design and delivery.  Our Dutch colleagues share the same 
demographic challenges to service provision that we do.  By 
sharing our experiences, our successes and failures, both sides 
get a bit closer to the type of understanding needed to rise to 
these challenges.

Adam Gordon
Clinical Associate Professor in Medicine of Older People
University of Nottingham
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Ageing in China
Sophie Turton, a final year medical student 
at the University of Birmingham is one of the 
beneficiaries of the British Geriatrics Society's 
medical student elective grants which provides 
partial funding for a suitable elective. Here she 
reports on her experience in China.

When considering where I should go for my elective, 
China seemed like the perfect choice. I had been learning 
Mandarin for over a year and it was a country I had always 
been interested in visiting. As China has a large ageing 
population, I assumed it would be easy to find a hospital 
with a geriatrics department. However, geriatrics is a 
relatively new specialty in China, with most departments 
being developed after the year 20001. I was fortunate, on 
contacting the West China Hospital in Chengdu to have a 
placement organised with them. 

The majority of my time was spent in the Acute Care for 
the Elderly (ACE) unit. During the ward rounds, I found 
it interesting to see how involved family members were in 
the patients’ care. Due to a lack of social care, some patients 
have very extended stays in hospital. I saw one patient who 
had been in the hospital for over five years! In addition to 
attending ward rounds, I also sat in on a geriatrics clinic 
which was similar to clinics in the UK, with ten minute slots 
per patient. However, the internal medicine clinic was very 
busy with multiple people lining up at the door, waiting for 
their number to be called. Nearly 50 people were seen by the 
same doctor within one morning. 

People at the hospital were very welcoming. Everyone 
seemed to be very interested in why I had chosen to come 
to China out of all the countries in the world. The language 
barrier was difficult at first, but the doctors and medical 
students spoke English and many were happy to act as a 
translator during ward rounds and clinics. Very few patients 
spoke English, but some still tried to make conversation 
with me, even if they did have to speak extremely slowly 
for me to understand them. The dialect in Chengdu made 
things even more difficult!

The activities I was involved in at the West China Hospital 

Sophie and Dr Sun, a postgraduate student 
in front of the outpatients building

Sophie and her supervisor, 
Dr Cao 
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included attending case discussions, attending lectures for 
the overseas students, and observing the thesis defence 
presentations given by Geriatrics postgraduate students. 
I was also asked to give a presentation comparing my 
experiences in China to my experiences in the UK. 

Over the four weeks, I completed a project entitled: The 
relationship between family structures in China and the 
consequences of falls in their elderly population. I had been 
interested in the impact of the “one child policy” since 
learning about it at school. 

Traditionally the eldest son would look after his parents 
when they got older. However, an unintended consequence 
has been the burden on one person who may be required to 
look after two parents and four grandparents.2 The problem 
is aggravated by a growing tendency for younger people 
to migrate to cities for work, leaving larger numbers of 
older people without the traditional family support system 
and this, in a country which has relatively little by way of 
institutional social care3 despite the social welfare reforms in 
the 1990s. 

For my study, I hypothesised, that patients who live with 
fewer family members would suffer an increased number 
of adverse consequences following a fall. To explore this 
hypothesis, I gave a questionnaire to patients over the age of 
65, who were admitted onto the orthopaedics department 
because of a fall. The questions explored details of the fall 
and the patient’s home situation. Once they’d completed 
my questionnaire, I studied their medical records for 
information about the consequences following their fall. 

Before I began the project, I was concerned that the 
language barrier would be an issue. However, I had written 
a paragraph in Chinese which explained who I was and why 
I was there. Most people could understand me when I read 
it out loud. If they didn’t, I would show them the written 
passage. This worked very well and meant that I was able 
to complete the project by myself, without interrupting 
the work of other medical students or doctors. Originally, 
I had planned to give my questionnaires to patients on 
the geriatric wards, but due to the high average length of 
stay, the sample size would have been even smaller. I also 

considered using admissions to the emergency department, 
but after half a day of seeing no patients who had fallen, I 
decided that it would be too time consuming. 

Despite these problems, I managed to collect data from 
nineteen patients. Disappointingly, I found no correlation 
between the number of people living with the patient and 
the number of consequences the patient had following the 
fall. However, when I analysed the subgroups, this revealed 
that patients who received additional help at home, or those 
who lived in a family member’s home, rather than their own 
home, had on average less consequences following their fall. 
This suggests that it is informal care which is important in 
mitigating against the consequences of falls, rather than just 
the number of people at home. As my sample size is small, 
it would be useful to see if these trends are seen in a much 
larger sample across multiple hospitals in China. The trends 
in this study provide evidence to support increasing the 
availability of social care in China. As family structures are 
changing in China, older people are increasingly unable to 
rely on their children for care.

Completing this project has highlighted to me how much 
work is involved in research. However, it has also shown 
me how rewarding it can be when all of that hard work 
comes together and you finally have the answers you’ve 
been looking for. I hope that in the future I will have more 
opportunities to combine my interest in geriatrics with my 
interest in research. 

I really enjoyed my time at the West China Hospital and 
learned a lot from the experience, both about Geriatrics and 
the health system in China. 

Sophie Turton
Final year medical student at the University of Birmingham
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British Geriatrics 
Society launches its 
new website
Four years ago, the BGS embarked on an 
extensive project to review its communications, 
and to update its image and brand. This exercise 
has culminated in the launch of a brand new 
website, packed with exciting new features and 
functionality.

Member Portal

For members of the BGS, one of the most useful functions 
is the ability to log into and manage their BGS web account. 
When logged in, a member can update contact information, 
professional status, join multiple special interest groups, set 
communication preferences and much more. Members will 
be able to register for BGS events effortlessly and receive 
discounted rates automatically when logged into their BGS 
member web account.

A new feature of the website is the Members Directory and 
this is open to all members of the BGS on an opt-in basis 
(see box). 

BGS members who receive Age and Ageing as a member 
benefit can access the journal online for free. Members will 
simply need to log in to their BGS member account and 
click the read journal link on the lower right hand side of 
the page.

The new website has been designed to conform with modern 
websites in that it is mobile and tablet friendly with a 
simplified but comprehensive search function.  The menu has 
been kept uncluttered. Finding one of the large number of 
resources depends heavily on an exhaustive search facility.

Find that resource

The search function is facilitated by a handy Topics list, but 
visitors to the website can drill down into the search by, for 
example, selecting specific information types e.g. excluding 
blogs and news, to access only resources. Of course, 

searching on a particular phrase e.g. ‘Silver Book’ or ‘Fit for 
Frailty’ is also an option. Different information types reflect 
the authoritative weight of the material. For example, there 
are 'resources', namely practical guides to clinical and 
research practice, such as 'Fit for Frailty' or the 'Toolkit for 
comprehensive geriatric assessment in primary care settings'. 
The 'news' information type relates to news items impacting 
the care of older people or draws attention to a new research 
paper, for example: 'Dementia patients with delirium suffer 
in silence with over a third unable to verbalise pain' draws 
attention to new research on the subject of pain recognition. 
Other information types include policy updates, conferences 
and events and job vacancies. Resources are also categorised 
as either ‘research’ orientated or ‘clinical’ and again, the 
search facility allows the searcher to filter on these criteria.

Other features

The popular BGS blog is now an integral part of the BGS 
website. A visitor searching among the topics for material 
on 'frailty' for example, will find not only guidelines on 
recognition and management of frailty, but also several 
excellent blogs on the subject. 

Where resources are comprised of a large number 
of elements e.g. the CGA toolkit for Primary Care 
Professionals, Fit for Frailty or the various curricula for 
training in medicine and healthcare of older people, these 
are easily found in the sub-menu Resources/Resource 
Series.
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there is information specific to your nation or English 
region, contact the website administrator and we can train 
you to prepare and post information to your respective 
region or Special Interest Group’s page. Please note that 
nominated web authors will need to be endorsed by the 
relevant national/regional/special interest group officer. We 
currently have web authors for Scotland and Wales. We 
invite expressions of interest for the groups: Nurses, GPs, 
Researchers, Retired Members and all the special interest 
groups.

The website is the result of a gargantuan development 
project and it is to be expected that visitors may still 
encounter the odd gremlin. We welcome feedback. Are you 
having problems with the site, or managing your profile?  
What do you like? What could we do better?

We would love to hear from you.

Professional and special interest groups

Are you a GP, a nurse, a trainee, or a researcher? Find 
information tailored specifically to your group by visiting the 
relevant section under ‘BGS Groups’. Here, we also have our 
special interest groups and sections where news, resources 
and blogs relevant to your special interest is featured.

National and Regional Sections

Similar to the Groups page, the BGS devolved national 
branches and the English regions each have a section under 
'About us'. As with the professions and special interest 
groups, details of events and local news will be found in this 
area.

Get involved
The BGS is inviting members to get involved in keeping 
the website packed with up to date information. If you 
are a member of a special interest group, or if you feel that 

“Professional, fresh and easy to navigate. Particularly love the fact that 
joining as a member has a prominent position now. Well done to 
everyone involved, great team effort.”

Caroline McInnes, BGS Lay Trustee

BGS Members 
Directory
As part of the new services for members, we have introduced an 
online, searchable directory for members to encourage networking 
and to make it easy for members to contact each other or to find 
people who may have similar special interests in specific areas of 
the United Kingdom. 

This has evolved from the previous paper-based members directory 
that formed part of the BGS handbook (last published in 2009). 
It is also being introduced in response to the member services and 
communications review undertaken in 2015 when 61 per cent of 
surveyed members indicated they would be very likely to use such 
a feature.

The BGS currently has over 3,500 members. Over 4,500 people 
attended BGS events in 2017 and 7,500 people have signed up for 
our monthly emailed bulletin. We have 11,000 monthly visitors 
to our blog and 14,900 follow us on Twitter. Our membership 

continues to grow and diversify, and with healthcare of older 
people moving closer to home, delivered by multidisciplinary 
teams, networking and establishing contacts is increasingly 
important. The greater functionality and coordination on the new 
website help our members to become and stay connected. 

The Members Directory is open to all members of the BGS but 
requires you to opt in to this service. Your member profile, part 
of your online account, will be used to display brief biographical 
details, your place of work and your interests and expertise. This 
may include your research interests, your willingness to mentor 
others in particular areas or to speak at educational meetings.  
As with all member data, we take the privacy and security of 
your personal information very seriously. Your profile will not 
be included in the Directory unless you opt in and your email 
and address information will never be displayed in the Directory.  
Members will contact each other using the website, without their 
email details becoming exposed. 

To opt into the Directory, log in to your MyBGS account and make 
sure your profile is up to date with current information, including 
a picture if you wish. Then navigate to the “My Membership Details 
Tab”. Select Yes under Members Directory and join other BGS 
members in the new world. 

Box 1
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The Older Person Whisperer says:
 
I did this comic as part of a project for Brighton and Sussex Medical School looking at Parkinson's disease through comics. 
I interviewed geriatricians who look after people with Parkinson's. I turned the stories they told me into comics around the 
theme that doctors might need support groups as much as patients. If you want to read a great graphic novel by a man with 
Parkinson's disease I highly recommend, My Degeneration: a journey through Parkinson's, by Peter Dunlap-Shohl.
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Figure 1

BGS Scotland 
report - Autumn 
2018
NHS Scotland is responsible for healthcare in 
Scotland.  There are fourteen regional NHS 
Boards, seven Special NHS Boards and one 
public health body who report to Scottish 
Ministers.  

Since 2016 legislation has been in place to bring together 
health and social care in to a single, integrated system, with 
thirty-one Integration Authorities now responsible for £8.5 
billion of funding for local services, which was previously 
managed separately by NHS Boards and Local Authorities.
There is therefore a very different framework in Scotland 
for health and social care compared with other parts of the 
United Kingdom. One of the biggest differences is the focus 
on integration and collaboration in Scotland, compared 
to the focus on competition and choice in England. The 
Scottish Government continues to work towards their 2020 
vision, which aims to shift the balance of care from acute 
settings to the home, and the balance of power to patients 
and carers.

At ground level, progress with integration is variable and 
there is considerable regional variation in how quickly 
patients in hospital can be assessed and discharged with 
increased social support.  Availability of carers is often a key 
factor, despite additional Government investment.

Geriatricians working with Government

Dr Graham Ellis continues to work with Health 
Improvement Scotland on the topic of frailty and how to 

tackle the issue at a population level. They have published 
summary evidence around this subject which can be accessed 
using the links at the end of this paper.  There is a review 
of the Frailty tools available and a guide for Primary Care 
Teams undertaking multidimensional assessment for older 
people.  

The Health Improvement Scotland iHub is a very rich 
source of resources for Geriatricians and anyone interested 
in the care of older people both within Scotland and beyond. 
The Chief Medical Officer, Dr Catherine Calderwood 
has now published her third Annual Report on Realising 
Realistic Medicine. Each Health Board has a clinical lead 
for this programme and we are pleased to note that Dr 
Rowan Wallace, an active member of BGS Scotland, has 
taken on this role in her own Health Board.

Members of BGS Scotland continue to attend the Cross 
Party Group on Ageing at the Scottish Parliament. There are 
no meetings with the Health Minister or the Chief Medical 
Officer scheduled at the moment, but this will be a topic to 
discuss at forthcoming council meetings.  

Improvements at the Front Door

Frailty at the Front Door – (the Scottish version of 
the Acute Frailty Network) is gathering pace and early 
results suggest real progress on achieving better access to 
Comprehensive Geriatric Assessment within the first 24 
hours in hospital.  

There has been an explosion of 
Advanced Practice Roles in Scotland 
such as *ACE nurse/*ECAT/Frailty 
nurse and therapist roles in the acute 
units in Scotland. 

Where they exist, these initiatives are proving very positive 
and the practitioners involved have had their first stand 
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alone conference in 2017.  From a BGS point of view we 
have reflected this with a plan to add a nurse and an AHP 
representative to the BGS Scotland council.

Raising Standards

Also relating to work within hospital care, the Scottish 
Patient Safety Programme has delivered some improvements 
on themes affecting older people including work on 
reduction of pressure sores.  There is also targeted work on 
delirium recognition – championed by the Scottish Delirium 
Association.  A number of BGS members are prominent 
leads within the latter, including Professor Alasdair 
MacLullich and Dr Claire Copeland.

Benchmarking

Scottish Care of Older People (SCoOP) Project is a national 
evaluation project focussing on care of older people across 
Scotland in both Primary and Secondary Care settings. It is 
a joint initiative set up in late 2016 by three partners: Health 
Improvement Scotland, the British Geriatrics Society 
Scotland Council, and the University of Aberdeen as the 
lead Academic Institution with representatives from other 
Scottish Universities with Clinical Academic Departments 
in Geriatric Medicine.  It will evaluate the variation in 
service provision for older people who require health 
and social care in various settings to serve as a driver for 
standardisation and improvement of care across Scotland.
The BGS are supporting this programme, which is currently 
undertaking a second round of surveys.  The challenge 
remains achieving adequate funding for this important 
programme.

Education and Training

Geriatric Medicine remains a popular career choice in 
Scotland, though there remain concerns about variation in 
recruitment to Specialty training posts in different parts of 
the country.  The trainees annual meeting was held at the 
end of August in Glasgow, with introductory remarks from 
the BGS Scotland Chair.  It was well attended and BGS 
materials were available for any trainees who have not yet 
taken up membership of the organisation.

Patricia Cantley
Chair, BGS Scotland

References

https://ihub.scot/media/3940/lwic-frailty_evidence-for-what-works_
jul18.pdf
https://ihub.scot/media/3148/frailty-screening-and-assessment-
tools-comparator.pdf
https://ihub.scot/media/2456/frailty-and-falls-assessment-and-
intervention-tool.pdf
https://ihub.scot/a-to-z-programmes/
https://ihub.scot/frailty-at-the-front-door/
https://ihub.scot/spsp/acute-adult/pressure-ulcers/
http://www.scottishdeliriumassociation.com/
https://www.gov.scot/Resource/0053/00534350.pdf
https://www.abdn.ac.uk/iahs/research/acer/scoop.php

*ACE = Acute Care of the Elderly,  *ECAT = Elderly Care 
Assessment Team

Call for abstracts

The BGS wants to showcase your high quality scientific 
research. We are looking for work in the categories of:

from biogerontology to stroke

Submission windows

2019 BGS Movement Disorders (1 Feb 
2019)

1 Nov - 7 Dec 2019

2019 Spring Meeting (10 - 12 April 2019) 1 Nov - 1 Dec 2018

2019 Autumn Meeting (6 - 8 Nov 2019) 1 May - 1 Jun 2019

• Osteoporosis, Rheumatology and Bone 
Health   

• Dementia, Delirium and Mental Health
• Pharmacology
• Improving Continence
• Any topic related to the health of older 

people

• Cardiovascular disorders  
• Stroke
• Falls and Fractures
• Movement Disorders
• Frailty and Sarcopenia
• Telecare and Telehealth
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Research Profile - 
Dr Katie Robinson
When I finished my undergraduate 
physiotherapy degree I vowed never to use SPSS 
(the statistical software) ever again! 

However, as a newly qualified physiotherapist I began 
to realise that I had many unanswered questions. I was 
frustrated that many of the research papers I read excluded 
the patient groups I was seeing, and often, I couldn’t see how 
to apply the evidence of the research I was reading to a real 
life situation. 

I dipped my toe in the research world during my first 
physiotherapy job, working with a private company to pilot 
a vibration therapy intervention for young adults with 
complex physical disabilities. I absolutely loved being part of 
the project and found I was challenging and developing my 
problem solving skills. 

This was when I caught the research bug and, as they say, 
the rest is history. I undertook a National Institute of 
Health Research funded Masters in Research Methods 
which was a great grounding for understanding research 
across healthcare. Since then I have worked on a range of 
therapy focused research projects and completed a PhD in 
exercise for older people in 2017,  funded by CLAHRC 
East Midlands. More recently I have been involved in 
developing the evidence base for falls management for care 
home residents who experience frequent falls, often with 
devastating impact. Working alongside care home staff, 
residents, families, clinicians and academics, we are currently 
developing a nationally accessible set of free resources to 
support care home staff in the management of falls. 

I strive to make sure the research I am 
involved with matters to older people 
and their families and that it can have 
real world clinical impact. 

Although it was initially daunting, getting more involved 
in research has opened up so many opportunities. I am 
currently the Research Officer for AGILE (Physiotherapists 
working with Older People), which has opened 
opportunities to develop my own profession and gain a 
wider perspective.  Getting more involved in research is 
definitely not an easier option but I have had excellent 
support from clinical academic mentors and the opportunity 
to meet and learn from international experts in the care 
of older people.  In my experience there are many people 
willing to support one's research journey if one is willing to 
put in the hard work. 

Funding rejections are part of the life of a researcher and 
securing funding requires resilience and perseverance. I have 

successfully gained funding through a variety of sources; 
national schemes such as Research for Patient Benefit, local 
charitable funding and local clinical commissioning groups. I 
have however had as many unsuccessful applications! 

The importance of developing the capacity and capability in 
allied health professions has been recognised by the National 
Institute of Health Research and there are now established 
pathways to support clinical academic careers. Many people 
like me follow a non-linear route which may be just as 
rewarding and offer as many opportunities for development 
along the way.  I have recently taken up an exciting new role 
as the Clinical Academic Allied Health Professional Lead 
at Nottingham University Hospitals which will raise the 
profile of AHP research in a large acute trust. Allied health 
professionals need to develop evidence that is meaningful to 
our professions and the older people we work with, and we 
are the best people to do this! 

Katie Robinson
Clinical Academic Allied Health Professional Lead
Nottingham University Hospitals
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BGS Policy Update

In this update I have highlighted some new BGS 
policy publications. Linking into the work that 
Government are doing in developing their long 
term plans for the NHS, we have set out our own 
position on the issues that are BGS priorities for 
improving the health care of older people. 

You will see that the recurring themes in each of our 
publications are about the need for cross-service continuity 
and collaboration across specialties and professions, and the 
ways in which current barriers are being overcome. I also 
refer to our engagement with parliamentarians at Labour 
and Conservative Party Conferences where we were able 
to put hard copies of our BGS Priorities for the NHS 
long term plan into the hands of both the Shadow Health 
Minister, Jonathan Ashworth MP, and the Special Advisor 
to the Health Minister, Matt Hancock MP.  

Recent policy developments

BGS priorities for NHS long term plan.  In September, 
we published and publicised our priorities for the NHS 
long term plan. Our eight priorities are: greater investment 
in community-based, multidisciplinary working in primary 
care settings; integration and continuity of service; better 
identification of frailty among older people and earlier 
intervention; increased capacity in intermediate care; wider 
access to CGA and personal care plans; workforce strategy; 
healthy ageing; and measuring success. We have also just 
submitted our response to NHS England’s consultation on 
the long term plan, and this will be published on our website 
shortly.  

BGS Position Statement on primary care.  On 22 August 
we published and press released our position statement on 

primary care which sets out our views on how primary care 
can deliver better health outcomes for older people. We 
are calling for the changes required to achieve this to be 
built into Government’s long term plans for the NHS.  The 
focus of our statement is on enabling more older people 
with frailty to receive care as close to home as possible, 
and ensuring greater availability of geriatricians’ time in 
community settings, with CGA offered by community-based 
multidisciplinary teams. We have had positive feedback on 
our statement, including from NHS England.   

BGS and Royal College of Psychiatrists’ joint report on 
depression among older people living in care homes.  In 
September we published our joint report which contains 
a small number of good practice examples of collaborative 
approaches to treatment. We are now beginning to plan for a 
roundtable meeting with a group of senior opinion-formers 
and decision-makers to discuss how best to tackle the issues 
covered in the report. 

Social care funding.  On 2 October the Health Minister, 
Matt Hancock, announced additional funding of £240m for 
social care in England. The funding is for use by councils 
and is intended to go towards care for people who are 
medically fit for discharge from hospital and need social care 
in order to return home. However the additional funding is 
considered by independent expert analysts to be less than a 
third of what is required to meet current needs.  Therefore 
BGS will be continuing highlight the impact on health 
outcomes for older people when there are difficulties in 
accessing good quality social care, and to press for a long 
term sustainable funding solution for social care.  

Parliamentary engagement

BGS presence at Labour and Conservative Party 
Conferences.  At the end of September, BGS President, Dr 
Eileen Burns, and I attended Labour Party conference in 
Liverpool where they went to as many relevant fringe events 
as they could in order to promote the work of BGS members 
and our key messages, and increase the profile and influence 
of BGS through the useful networking opportunities. We 
were able to speak to Shadow Health Minister Jonathan 
Ashworth MP and present him with a copy of our priorities 
for the NHS long term plan.  

At the Conservative Party Conference in Birmingham, Dr 
Zoe Wyrko, Vice President, Workforce, represented BGS 
at the RCP’s roundtable meeting on Workforce while I 
attended seven fringe events, which led to some very helpful 
conversations and new contacts which we are following up 
on in the coming weeks.  

Further Reading

The King’s Fund have conducted a study into how 
Integrated Care Systems are developing and identified 
emerging lessons from the progress in eight of the first 
ICS’s.  A year of integrated care.  https://www.kingsfund.
org.uk/publications/year-integrated-care-systems

The Department of Health and Social Care published an 
interim report on primary care at the beginning of October.  
GP Partnership Review looks at evidence from around 
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Dr Eileen Burns and I will be discussing why and how we 
engage in policy and influencing activity, our key messages, 
and how you can become more involved, without any overly 
onerous commitments on your time.  If you are unable 
to attend please get in touch with me anyway, if you are 
interested in becoming more engaged – policy@bgs.org.uk 

Caroline Cooke
BGS Policy Manager

the world which shows that health care systems investing 
in primary care have better outcomes, with greater patient 
satisfaction delivered at lower cost.  

What can you do?  

Come to our Policy Breakfast at the BGS Autumn 
conference. We would like to increase member engagement 
in our policy influencing work. 

If you are interested in learning more 
about BGS’s work to influence health 
and social care policy at a national 
level, or become involved in shaping it 
then we would love to see you at the 
Policy Breakfast which is taking place 
at our Autumn conference in London 
next month.  

2019 Trainees Weekend

Who should attend?

This annual two-day weekend meeting addresses 
key training and learning points within the specialty. 
The meeting will be of benefit to all registrars 
training in geriatric medicine but it may also benefit 
other specialist trainees who will come into regular 
contact with older people and are interested in the 
specialty. In particular, those doctors undergoing 
training in generalist specialties, including GP 
trainees and Core Medical Trainees, are welcome.

Sessions on: continence, ageing ear, falls and 
syncope, movement disorders, dementia, pallative 
care, nutrition, intermediate and community care. 
There will also be SCE exam preparation and mock 
consultant interviews.

2 - 3 February 2019, Birmingham

Registration and programme available on 
the BGS website

Organised by geriatric medicine trainees  
for geriatric medicine trainees
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to be able to present them with this important award."

Having completed the GSF Community Hospitals Training 
Programme, all the successful wards, at Alderney, Blandford, 
Westhaven and Victoria Community Hospitals (all in 
Dorset) and Danetre Community Hospital in Daventry, 
were assessed by a panel of independent experts. The wards 
demonstrated that they proactively assess and meet their 
patients’ needs at this most vulnerable time, helping them 
communicate their wishes and coordinate their care. The 
hospitals have demonstrated the ability to better plan 
patients’ care with GPs and District Nurses as well as fulfil 
their wishes in terms of how and where they are cared for.

Two community hospitals are being re-accredited after three 
years of sustaining and building on this work. Patsy Hatfield 
a Ward Sister at Danetre Community Hospital in Daventry, 
which, along with Blandford Community hospitals is the 
first to be accredited for the second time, said that the GSF 
training had imbued the nursing team with a new-found 
confidence to initiate conversations with patients and 
families about the care they want as they approached the end 
of life.

She added: “The biggest difference 
between then and now is that we 
are so much better at talking to the 
patients and their families and helping 
them to plan their care. This makes 
life so much simpler and easier for 
everyone.

Hospitals fulfilling 
patients’ end of 
life care wishes win 
national award 
Wards in seven acute and community hospitals 
received awards recognising the excellent, 
proactive, person-centred, coordinated care they 
provide their patients approaching the end of 
life.

Members of the nursing teams from the front running 
hospitals were presented with the Gold Standards 
Framework Quality Hallmark Award by Dr Premila Fade, 
End of Life Care Lead at the British Geriatrics Society, 
which co-badges the award, at a special ceremony in 
London.

Dr Fade (left in the photograph above) said: “All clinicians 
caring for patients in hospitals need to be able to recognise 
when end of life is approaching and help patients and their 
families plan appropriately for their future care.  Hospital 
wards achieving GSF accreditation are inspirational, proving 
that they recognise this important responsibility and are 
committed to providing quality, coordinated care to their 
patients who are approaching the end of life. I am delighted 
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“Many of our patients when they are first admitted say that 
they would like to die at home. But when they actually come 
here and feel safe and well cared for they change their mind, 
and many opt to die here instead.”

Implementation of the GSF training has empowered staff 
at Alderney Hospital in Poole, Dorset to enable patients to 
achieve their preferred place of care too.

Chris Clarke, Manager of Herm Ward at Alderney 
Hospital, said: “The move can be distressing for patients 
with advanced dementia and their families. Since we started 
the GSF programme, no one has been transferred to the 
General Hospital and died there. In fact, we are now able 
to offer patients and their families a range of options in line 
with their wishes; whether to stay here, maybe go to a care 
home or even go home to die.

Three wards at Royal Devon and Exeter Foundation are the 
first from an acute hospital to be reaccredited by the GSF 
Centre, proving the sustainability of their end of life care. 
Three wards at Southend University Hospital Trust received 
the award for the first time. 

Wendy Warner, Palliative Care Lead Nurse at Southend 
UHT, said: “It has been fabulous to support the wards and 
teams and see them flourish as part of the GSF programme. 
It has helped us to embed advance care planning for those 
patients who are approaching the end of their life in order 
to meet their wishes and where appropriate to avoid hospital 
admissions. It has also helped us to focus as a whole team 
and improve further our care for patients in their last days of 
life and their families.”

The GSF Centre is the UK’s largest provider of training for 
health and social care staff, enabling them to help people 
live well as they approach the last phase of their lives. The 12 
GSF Quality Improvement training programmes have been 
developed to enhance care within the community, hospitals 
and all settings in planning and implementing care for those 
patients thought to be in the last stage of life. 

GSF National Clinical Director Professor Keri Thomas said: 
“These hospitals are making a huge difference to the lives of 
patients and their families. They are doing this by achieving 
early identification rates, of over 30% in acute hospitals and 
two thirds in community hospitals, which leads to more 
anticipatory care in line with people’s wishes and more able 
to live and die well where they choose.

“Through dedicated, planned and coordinated care, these 
wards are frontrunners and exemplars to others in what can 
be achieved in hospital care, supporting their population of 
people in the last phase of their lives.” 

Tom Tanner
Public Relations, Gold Standard Framework Centre
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BGS Falls and 
Postural Stability 
Meeting 2018
Conference Report
Is the falls service better in Liverpool or 
Manchester?  How would we know? How should 
we be testing vision in falls clinics? How do we 
pick those who would most benefit from the 
falls clinic? Is frailty a useful construct in falls 
assessment and management?

These were some of the hot topics discussed at an excellent 
BGS Falls and Postural Stability Conference in Leeds in 
September.  About 200 of us met for a day packed with 
discussion and presentations.

Dr Daniel Mackintyre from Public Health England started 
the day presenting the Consensus Statement on Falls and 
Fractures published in January 2017 (plus the resource pack 
in July 2017).  This report aimed to use the latest evidence 
base to guide commissioners when they are considering 
provision of falls and fragility fracture services. It is a rapidly 
changing field, with new evidence coming to light, and local 
issues and drivers also come into play as commissioners 
decide whether to give priority to fracture liaison or falls in 
the present cash strapped economy.  Many local programmes 
e.g. active balance classes are not run on the scale of those 
in the trials – are they still effective?  The electronic Frailty 
Index is an increasingly used tool and is currently not 
included.  The report is an excellent place to start, with a 
toolkit to come at the end of 2019, to help commissioners 
set up effective programmes.

The EUGMS Task and Finish group looked at a meta-
analysis of falls-risk-increasing medications.  The first 
period after starting a new medication appears to be 
the most risky, and the increased falls risk settles with 
time.  Of note, the newer antipsychotics were not better 
than traditional ones in this analysis.  Digoxin and loop 
diuretics were offenders, whilst statins appeared to be mildly 
protective. Other risks were with PPI use for more than a 
year.

A fairly aerated debate followed on whether frailty was 
a useful construct in considering falls. On the one hand, 
the Rockwood score on which the electronic Frailty 
Index is based contains many of the risk factors for falls.  
Recognition of frailty should trigger a comprehensive 
Geriatric Assessment including a falls review and 
medication assessment, although sadly does not always do 
so.  On the other hand, concentrating on the frail would 
miss about 18 per cent of fallers who are not frail (2 million 
people), and may distract from upstream prevention such 
as encouragement of exercise in the over 60s, osteoporosis 
detection, and other prevention measures. The attendees of 
the conference were divided 50:50 – Frailty is an important 
predictor of falls, but it must not stop us thinking wider as 
well.

The RESPOND trial in Australia sought to follow 
up all attendees at ED with falls who were discharged 
home, looking at vision, bone strength, and balance.  The 
intervention included one home visit and follow up phone 
calls.  This led to significantly fewer further falls and 
fractures compared with a control group.  A similar project 
in North Tyneside was mentioned by another speaker, which 
had a team to home visit callers to the ambulance service 
with falls which did not need medical services – this again 
was cost effective in preventing further falls and fractures.

Delegates had enormous fun leading one another around 
the coffee area, with the blind leading the blind – wearing 
glasses to simulate cataracts, leading those with glasses to 
simulate field defects (and vice versa..)  It gave a real insight 
into feelings of fear of falling and vulnerability.  

Visual assessment is often badly done in the falls clinic.  
Twenty-three per cent of the over 85s have visual acuity 
less than 6/18.  As well as visual acuity, contrast sensitivity, 
visual fields, visual attention and depth perception are also 
important factors.  

The Eyes Right tool kit and a quick field test might go a 
little way in improving the quality of initial screening.  The 
charity sector and OTs can be a great help in aiding those 
who are of poor vision in adapting to their loss of vision.

These are just a few highlights of a packed day with much 
food for thought.  Watch this space as our evidence base 
grows as to how best help this vulnerable group of people.

Rachel Tarling
Gloucester Hospitals NHS Foundation Trust
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Starvation diets as a deterrent to sin!

He found much to criticise - poor medical and nursing 
care plus such gross overcrowding that residents had to get 
out at the ends of beds rather than the sides. The Board of 
Guardians allocated starvation diets for single pregnant 
women to act as a deterrent.  Workhouse medical officers 
lacked executive power and had to use their meagre salary to 
pay for patients’ medication.  

In the 1860s, Rogers became increasingly politically active.  
In 1861, he appeared before a select committee of the 
House of Commons, to discuss the supply and payment of 
drugs in workhouse infirmaries.  In 1866, he founded the 
Association for the Improvement of London Workhouse 
Infirmaries where he was supported by Charles Dickens.   
In 1868, he was dismissed by his Board of Guardians due 
to his continued outspoken criticisms.  The same year he 
established the Poor Law Medical Officers' Association 
to improve their prospects and conditions of work.  His 
campaigning did not deter the Westminster Union 
workhouse who made him their medical officer in 1872.  

Epidemics

Its Board may have regretted their ‘impetuosity’ because, 
once again, he exposed shortfalls in management.  History 
repeated itself: he was suspended although later reinstated.  
He retired in 1886, viewing himself ‘as a child of the New 
Poor Law’ and published Reminiscences of a Workhouse 
Medical Officer. 

Arguably, Dr Rogers’ most significant actions involved the 
passage of the 1867 Metropolitan Poor Act.  He had given 
decisive evidence to the 1866 Lancet Sanitary Commission 
on the state of Victorian workhouses.  Its report, 
together with workhouse scandals, pressure from medical 
organisations, activists like Florence Nightingale and Louisa 
Twining, strengthened the influence of the President of the 
Poor Law Board as he urged the passage of the enabling Bill.  
The Act influenced services nationally, led to the separation 
of the medical and welfare roles of Poor Law system and 
the creation of the first state hospitals.  It established the 
Metropolitan Asylums Board (MAB), which provided new 
facilities for patients with infectious diseases.  The 1891 
Public Health (London) Act authorised these hospitals to 
become the first free-state hospitals. 

The major challenge for the MAB was endemic smallpox, 
which caused major outbreaks.  The 1871-72 epidemic 
killed over 50,000 people in Britain and Ireland.  The 
MAB developed a strategy of swift isolation and prompt 
vaccination. Unfortunately, local residents resisted 

Upon the shoulders 
of giants...Joseph 
Rogers and the 1867 
Metropolitan Poor 
Act and emergence of 
state hospitals 
 

In the early 1800s, medical advice/treatment was 
unsatisfactory.  Furthermore the public could find it 
difficult to distinguish properly qualified physicians 
from ‘quacks’: a problem not resolved until the 1856 
Medical Act.

Prominent amongst the non-medical fraternity offering 
guidance was John Wesley, the Methodist preacher, who 
wrote the successful manual: Primitive Physick (1747).  He 
gave advice on sensible life style and suggested herbal 
medicines for specific conditions.  

Medical input in the Victorian workhouse was mediocre and 
improvements waited until activists like Dr Joseph Rogers 
(1820-1889) were appointed.  He became an outspoken, 
passionate social reformer who carried his convictions to 
some of the highest in the land. 

He began his clinical practice with his brother in Soho, 
London in 1844.  There he found a patient dying from sepsis 
in a room where putrid material from the adjacent graveyard 
was seeping through the walls.  He visited other graveyards, 
found very unpleasant conditions, successfully persuaded 
Lord Palmerston to close similar council burial grounds and 
campaigned for the opening of suburban burial grounds.  
Later he crusaded successfully for the repeal of the window 
tax.
 
Unfortunately, an outbreak of cholera in Soho in 1854 
destroyed Rogers’ practice and in the following year, he 
became medical officer to the Strand Workhouse, whose 
entrance had the motto ‘Avoid idleness and intemperance’.  
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building new smallpox hospitals ‘in their back yard’, while 
parents ignored compulsory vaccination of their children.  
Nonetheless, by 1877 the MAB opened two new smallpox 
hospitals, one in Fulham (later named the Western hospital) 
and the other in Deptford (later the South Eastern hospital).  
When these proved inadequate, two old wooden battleships 
(Atlas and Endymion) were converted to medical use, 
moored at Greenwich before moved to Long Reach near 
Dartford.  When these in turn proved insufficient, a tented 
camp for smallpox patients was established at Darenth 
(near the M25 Dartford crossing).  A permanent smallpox 
hospital, Joyce Green hospital, replaced the hospital ships 
at a site adjacent to their moorings.  Two more temporary 
hospitals to be built adjacent to Joyce Green, the Long 
Reach and Orchard hospitals, following another smallpox 
epidemic in 1901-2.  Interestingly, when a motorway was 
planned across the smallpox burial grounds, constructors 
were banned for fear of disturbing the lethal virus.

Outbreaks of scarlet fever and cholera prompted building of 
other fever facilities: the North Eastern, Brook, Fountains, 
Grove and Park hospitals.  The MAB appropriated 
accommodation and built hospitals outside London to treat 
tuberculosis. Thus, the old Westminster Union’s infirmary 
was converted and reopened as Colindale hospital in 
1920.  Two years later the new purpose built King George 
V Sanatorium, Godalming, was opened.  Many of these 
hospitals are now housing estates. 

The MAB other duties included care of children, the 

mentally ill, vagrants, and providing an ambulance service.  
The arrangements for children included offering naval 
training of pauper boys, treatment units for ringworm, 
ophthalmia, and general illness.  The MAB managed 
‘imbeciles’, the feeble minded and those with learning 
difficulties by building asylums north and south of the 
Thames.  Other accommodation became training centres or 
colonies for epileptics.  In 1912, the MAB took over care 
of vagrants who had previously been admitted to special 
workhouses wards for overnight stay.  The Board reduced 
these 24 wards to six and created a central clearinghouse 
linked with the Salvation and Church Armies.  The MAB 
established a land and river based ambulance service.  The 
former was horse drawn until replaced by petrol driven 
appliances.

Neville Chamberlain abolished the MAB in 1929 with 
the Local Government Act, which transferred control of 
workhouses (now called Public Assistance Institutions) to 
local authorities.  In 1935, the West Middlesex Hospital 
took over the adjacent Institution, previously administered 
by the Middlesex County Council, invited Marjory Warren 
to assess its 874 residents, and so began another saga.

Michael Denham
BGS Archivist and Historian
and Past President (1992 - 1994)

Movement Disorders Meeting

The meeting highlights current clinical practice and 
provides a platform to present research outcomes and 
showcase successful service delivery. The intended 
audience is healthcare professionals working in the
field of movement disorders. The programme enables a
multidisciplinary audience of healthcare professionals to
share their experiences of best clinical practice.

Reasons to attend:

• Understand more on movement disorders in older 
people

• Hear focused presentation on research and clinical 
effectiveness projects

• Network and socialise with other healthcare 
professionals working in this area of older people 
medicine

 1 February 2019, Birmingham

Registration and programme available on the BGS website

Accreditation will be applied from the RCP (London)

Organised by the 
BGS Movment Disorders Section
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BGS Membership 
Subscriptions - 
2019
Each year at its July meeting the Finance, Fund 
Raising and Corporate Affairs Committee 
(FFRCA) recommends to the Trustee Board, 
proposed membership subscription rates for the 
following calendar year. 
 
Subscription income is the Society's second largest income 
stream, accounting for 32 per cent of our total income target 
in 2018/9 but we are very mindful that members often 
have several professional subscriptions and that NHS wage 
increases for members have been minimal over the past few 
years. That said, BGS membership subscriptions are lower 
than many (not all) comparable specialist societies and we 
have worked hard over the last five years to keep a below 
inflation rate increase. For example over the last 5 years UK 
inflation has increased by 8.8 per cent but consultants' subs 
have only increased by 7.8 per cent despite an expanding 
BGS remit. 
 
By considering past, current and anticipated rates of inflation 

(which affects the Society's staff salaries and other running 
costs) the FFRCA has considered a range of options for the 
coming year (including a zero per cent fee increase). After 
due consideration flat rate increases have been recommended 
and accepted by the Board of Truestees, and will soon be 
presented directly to members at the AGM in November 
2018. 
 
Flat rate increases of: £10 for consultants; £5 for registrars 
and overseas members; £3 for CMTs; £3 for GPs, Nurses 
and AHPs at the 'enhanced' rate (i.e. including Age and 
Ageing), and £1 for the latter group at the 'standard' rate 
(without Age and Ageing) are presented in panel below. 
 
Overall this does represent a slightly higher than inflation 
rate increase which will as always be critically reviewed 
in the next financial year, and paying by direct debit also 
provides a saving. Although some minor uncertainties 
surround the 29th of March 2019, planning for sound 
footings is prudent even if this transition is another 
millennial non-event. Unlike the bank of England’s setting 
of interest rates we don’t operate a committee voting system, 
so please get in touch if you have any questions.      
 
Finally I wish to mirror the auditor’s gratitude to our new 
accountant Janet Sarl who has diligently taken the reins.

 
Owen David
BGS Honorary Treasurer

Category Cheque or card payments Direct debit payments 
represents £20 saving on 
the full rate

2018 2019 2018 2019

Medical Students/Foundation Year Doctors, Student Nurses, 
Student AHP/Preceptorship nurses/AHPs

Free Free Free Free

PConsultants, Professors, Medical Directors £205 £215 £185 £195

PSpecialist Registrars, SpRs Geriatric Medicine, Clinical 
Fellows, Clinical Lecturers, SAS grade doctors, Specialty 
Doctors

£120 £125 £100 £105

PClinical Fellows, Core Medical Trainees 1/ST1, Core 
Medical Trainees 2/ST2, SHOs 

£102 £105 £82 £85

GPs, Nurses and AHPs (Enhanced benefits which include the 
Age and Ageing Journal)

£102 £105 £82 £85

GPs, Nurses and AHPs (Standard benefits wthout the Age 
and Ageing Journal)

£49 £50 £29 £30

All healthcare professionals based outside the United 
Kingdom

£95 £100 N/A N/A

For members on parental leave 50% concession on the full rate that is applicable to that 
grade

Less than full time equivalent (LTFE) - less than 60% of a 
full time practitioner’s working time 
* Applicable to categories marked P only

60% of the full rate that is applicable to that category
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National Audit of Inpatient Falls (NAIF)
The Falls Workstream is currently contracted (2018-2021) 
to deliver the National Audit of Inpatient Falls (NAIF), a 
clinically led, web-based audit of inpatient falls prevention 
care in acute and community hospitals in England and 
Wales. The British Geriatrics Society has representation in 
the form of an advisory group member who represents the 
BGS's views and contributes to developing the audit tools, 
facilitating uptake of the audit nationally and informing the 
analysis, being represented in reports as well as publications 
from the data.

National Audit of Intermediate Care (NAIC)
Expressions of interest from suitably experienced BGS 
members to take over as our second representative on the 
NAIC Steering Group. Our outgoing representative, Dr 
Fiona Kearney, has kindly agreed to brief her successor 
once appointed.  The new representative will take over in 
November/December 2018.  The representative will have a 
strong interest in intermediate care, and may be engaged in 
any relevant health discipline.

BGS representative on the Joint Stroke Medicine 
Committee
We are inviting expressions of interest from suitably 
experienced BGS members to take over as our representative 
on the committee. Our former representative, Professor 
Potter has kindly agreed to brief his successor once 
appointed. This is a standing committee established jointly 
between the RCP London, the British Association of Stroke 
Physicians, the BGS, the Association of British Neurologists 
and the British Society of Rehabilitation Medicine.    

For more detail on each of these positions, see the BGS 
website (About Us/BGS vacancies). Deadlines for 
application are at the end of October.

Vacancies for BGS Representatives

NAIF, NAIC and Joint Stroke Medicine 

Committee
The Northern Region of the British Geriatrics Society 
invites expressions of interest to fill the vacancy of 
Chair . 

The term of office is three years. The closing date for the 
receipt of applications in the form of a short expression of 
interest and covering CV is midnight on the 30 October 
2018. Applications should only be submitted by those 
who are fully paid up members of the BGS and who are 
also members of the Northern region.

Duties of a BGS regional Chair

•  To provide leadership to the regional committee
•  To guide the local organisers in the organisation of 

the biannual meeting
•  To write and present the Chair’s report to the 

regional meetings
•  To provide 6-monthly regional news and policy 

updates for publication (likely to be in BGS 
Newsletter, or e-bulletin, and/or on website) 

•  To ensure a representative from the region attends 
each meeting of the England Council

•  To ensure that key issues arising in the region are 
brought to the attention of England Council

Expressions of interest to reach Mark Stewart, BGS 
Office and Business Manager by 30 October, midnight

For a full description of the role, see the BGS website 
(About Us/BGS vacancies)

BGS Regional Officer Vacancy

NoticesSee the BGS website for more meetings (both BGS and 
external events and job vacancies)
Select Conferences and Events, or Resources/Vacancies




