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Over 500 delegates attended the main Autumn
Meeting, which was the last of many to have
been organised by Buckham Hill Meetings
(BHM), who were thanked on behalf of the
Society by the President, Prof Cameron Swift.

Interdisciplinary Day
The scientific meeting was preceeded by a well-
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The Society’s President performed
the Grand Opening for the
Autumn Meeting 2001, held for

the third consecutive year in the Novotel
Hotel in London’s Hammersmith.

attended Interdisciplinary Day on Wednesday,
which focused on implementing the National
Service Framework (NSF) and was in collabora-
tion with AGILE, NAGE, OCTEP and the
Royal College of Language & Speech Therapists.

Prof Ian Philp (National Director for Services

for Older People) gave an overview of the NSF.
As a young doctor, he witnessed discrimination
against patients because they were elderly, which
left him with a lasting impression. He emphasised
that a partnership between Health and Social
Services staff, professional organisations, the
government and users and carers would max-
imise services for elderly people.

During question time Prof Philp stressed the
importance of a diagnosis prior to patients
entering intermediate care and it being linked to
the rest of the system.
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Various aspects of the NSF were dealt with by
the speakers who came from therapy, nursing,
medical and voluntary sector backgrounds.

Concerns kept cropping up about
ageism in the NHS and about
intermediate care.

Gordon Lishman (Director
General, Age Concern England)

discussed ageism, quoting real
examples. Ms Diana Whitworth
(Executive, Carers National
Association, London) reminded

delegates that they had a 1-in-5
chance of becoming an unpaid carer.

Kevin Clifford spoke of the challenges nursing
faced. He claimed that brochures attracting
young people into nursing perpetuated ageism by
giving an expectation that patients are mainly
young. Educators perpetuate this in training,
which compounds the current recruitment
problem.

He felt that the Older People’s Nurse Specialist
could be several models within the same
organisation. To need such a specialist to focus
on the education of staff in handling elderly
people reflected a failure within the organistion.

Falls and falling
Dr Janet Simpson reviewed falls and falling,
reminding us that the framework also includes
those people afraid of falling. In promoting an
Integrated Specialist Falls Service, she empha-
sised that medical reasons for falls should always
be sought. On prevention, she advocated strate-
gies such as complex balancing exercises.

Prof Pam Enderby explored the concept of the
single assessment. Her experience is that it
involves sacrificing ‘sacred cows’ but improves
teamworking.

The aims of the Stroke Standard were addressed
by Dr Jane Maxim (Chair, Task Group on Stroke
NSF), who was concerned that rehabilitation
could be further diluted by intermediate care,
which has no current substantive evidence base.

A geriatrician’s view was given by
Dr David Black. He also had
concerns about intermediate care,
saying that it is not to be a
rebadging exercise, but a new
service targetted at patients with
a long hospital stay. It is a short-
term intervention (less than six
weeks) to maximise
independence. He reminded
geriatricians of their expertise

enabling them to play key roles in
stroke, falls and intermediate care.

They should consider re-engaging in long-term
care.

The meeting broke up into smaller groups to dis-
cuss the implementation of the NSF. Some
shared experiences of financial support, follow-
ing the embracing of new ideas which changed
practice. Many had still to start along that path....

Scientific programme 
Delegates were spoiled for choice by the high
standard and variety of the presentations. Dr Ola
Junaid reviewed dealing with disruptive patients,
and highlighted the use of distraction to avoid
potentially difficult situations.

Audit was back on the programme. Dr Jonathan
Potter told us ‘Why (to) do it?’, while Ms Penny
Irwin (Stroke Programme Co-ordinator, Clinical
Effectiveness and Evaluation Unit, Royal College
of Physicians) told us ‘How to do it well’.
Outcomes should be used for change, involve
management and should share information with
all concerned, including patient groups and cross
sector bodies.

Prof Clare Bradley found on viewing the posters
that geriatricians could distinguish health status
versus quality of life.

Continued from page 1
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Respiratory medicine had an airing. Dr Tim
Griffiths spoke on pulmonary rehabilitation, Dr
Martin Stern on asthma and Dr Tony Fennerty
on pulmonary embolus.

A special senses update left the audience wishing
for more! Dr Lesley Longman advised chewing
gum (sugar free) for a dry mouth to stimulate
salivary gland activity.

Mr David Spalton enlightened us on cataracts,
showing a video of cataract surgery using a fine
needle method with local anaesthetic, which takes
15 mins. Results are good, and patients have a
90% chance post-op of vision of 6/12 or better.

Dizzy spells from an ENT perspective was
addressed by Mr Richard Canter. The history
should be obtained during a structured interview,
obtaining a description of the dizziness in
everyday language. Management centres on
‘Make it safe, make it manageable and make it
function’.

Palliative care
On Friday, a palliative care update had a trio of

speakers. Dr Carol
Davies advised on
the management of
breathlessness. In
hypercalcaemia,
Dr Eileen Manning
reminded us of the
importance of
checking the
parathormone level
before treatment.

Prof Sam Ahmedzai
advocated a rational

approach to nausea/vomiting and
included options of relaxation,
hypnosis and acupuncture along-
side pharmacology. He recom-
mended a palliative care formu-
lary at www.palliativedrugs.com.

From Edinburgh, Dr Richard
Lindley talked about developing a
stroke service. Dr Peter Selby

gave an overview of the manage-
ment of Paget’s Disease, stressing that it is an
important cause of morbidity. The Mental Health
Act was described by Dr Rob Jones.

Mr Richard Cowie, Consultant Neurosurgeon,
confessed to not knowing the indications for
surgery for cervical myelopathy! It is one of the
clinical manifestations of the common clinical
problem cervical spondylosis. One-third of
women have degenerative changes in their lum-
bar intervertebral discs by the age of 25, 75%
will have cervical spondylosis over 50, and 50%
will experience pain and stiffness. Before
contemplating surgery for cervical myelopathy
there should be clinical, neurological and
radiological concordance, progression of the
disease and significant cord compression. An
improvement in functional status and a reduction
in pain can be expected by 60-70%, although the
neurological picture may show little change.

Movement disorders, including the role of deep
brain stimulation in Parkinson’s disease, was sped
through by Dr Nick Fletcher.

SIGS in parallel
The Cardiology Section, Diabetes Special Interest
Group and Respiratory Section all ran parallel
sessions, which are reported on more fully on
page 15 to 17 of this Newsletter.

Keynote lectures
The 2001 Marjory Warren Lecture, ‘Ruled by our
heart or by our head’, was given by ‘our own’
Prof Rose Anne Kenny and delivered ‘in her
own inimitable style’ (The President). She
described the use of the head-up tilt for unex-
plained syncope, and discussed carotid sinus
syncope as a cause of falls and syncope induced
seizures. Forty per cent of patients diagnosed as
treatment resistant epilepsy are due to this. Her
next area of investigation is to look at carotid
sinus syncope as a cause of dementia. She con-
cluded that cardiovascular and central nervous
system disorders do overlap, and stressed the
importance of guidelines in the management of
falls. In the absence of structured facilities, poor
diagnostic and intervention rates will persist.

The 2001 Trevor Howell Lecture, ‘Values,
dependency and old age’, was given by Lord
Sutherland of Houndwood, Principal and Vice-
Chancellor, University of Edinburgh, who had
chaired the Royal Commission on Long Term
Care. He stressed the importance of value
systems and the need to be aware of them. A
‘greying’ of the population over the next 10 years
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as the post retirement group
changes from 15-25% means
that government will have to
take notice of this significant
number of voters. The distri-
bution of resources is deter-
mined by their value in society
(and by the government). The
elderly should be valued for
their maturity and their capaci-
ty to remember why people
are what they are.

The Royal Commission on
Long Term Care had set up its
values before making propos-
als. There is inequity in that

patients with a fractured neck of femur have free
care but those with a dementia cannot have free
long-term care. Hence, in the value of providing
equity, the cost of long-term care should be
spread throughout society. The main theme was
to be aware of the value systems operating
before setting out your strategy.

Oral and poster presentations 
Ninety-six posters representing all interests were
displayed. Twenty-seven oral presentations of
submitted papers covering health service
research, clinical practice, stroke, locomotor/falls
and clinical practice in psychiatry were made.

Satellite symposia
The Society is grateful to its sponsors for the
continued success of these meetings.
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Evening symposia covered bringing the NSF to
life for falls/fractures, treating osteoporosis and
epilepsy in the elderly. Debates were held on
‘Geriatricians managing Alzheimer’s disease’ and
‘Older people should have older treatments’,
chaired by Peter Sissons.

For the early birds, there was a breakfast meeting
on trials on the management of hypertensive
type-2 diabetes.

Annual dinner
Diners were treated to the BBC’s 2001 Reith
Lecturer, Dr Tom Kirkwood, who was guest
speaker, and was presented with the Dhole-
Eddlestone Memorial Prize in recognition of his
outstanding contribution to the literature on the
medical care of the elderly (see photo below).

Our thanks
The success of this meeting goes to the organ-
iser, Dr Margot Gosney, outgoing Honorary
Meetings Secretary, as well as those at Marjory
Warren House, the pharmaceutical sponsors, and
the delegates, without whom the meeting could
not have taken place.

Dr S P Gawley
Musgrave Park Hospital, Belfast

and Lagan Valley Hospital, Lisburn

PRIZE WINNERS AT THE AUTUMN MEETING 2001

Dr John Knox
President’s Medal

Dr Mary Bliss
Medal for the Relief

of Suffering Amongst
the Aged

Dr Joseph Ngeh
Ferguson Anderson

Prize 2001

Dr Brenda Li Pak
Tong

Woodford Williams
Prize 2000

Dr Rachel M
Doyle

Elizabeth Brown
Prize 2000

Dr Tom
Kirkwood

Dhole-Eddlestone
Memorial Prize 2000

*Dr David Black is offering a prize to the first
member to correctly identify the doctor carica-
tured at the Autumn Meeting dinner! Replies
to the BGS office (see page 31).

Who am I?*
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I am sure you the readers will agree that in
Rebecca’s hands the Newsletter became the
Society’s communication life blood. Through her
efforts and the contributions of many of you,
the Newsletter has kept us informed and
entertained. So stepping into her shoes is a
daunting task indeed.

My initiation into the world of Editorship has
been ably handled by the formidable Rawia, our
sub-editor. Those who have contributed an
article may better know her as ‘Rawia the
Rottweiller’! Keep on at it Rawia!

The BGS needs you!
We need your views urgently on some fundamen-
tally important and essential changes in the
structure of the BGS.

Bob Stout’s paper on page 9 outlines the draft
proposals, which will be discussed at the Council
meeting on 17 January. As you will see, the
proposals are far reaching and will result in a
shake up of the structures and functions of
Council, the Executive and the committees as we
know them.

In addition, there are the devolution issues. By
putting this in the Newsletter, we are hoping to
reach out to all our members, especially those of
you who cannot make it to your Regional
meeting. Your feedback directly to the BGS
office (see page 31 for contact address) or
through your Council representative is vital -
much is at stake. SO THINKING CAPS ON,
PLEASE!

Thanks to Regional Secretaries
My sincere thanks to all you Regional Secretaries
- your invaluable input has resulted in my draft

paper on Regional structure and function, on
Page 7. This too will be discussed at the January
Council. So, once again, views please.

Another successful Autumn Meeting
Margot Gosney did it again, and sadly for the last
time as Meetings Secretary. The Interdisciplinary
Day on 17 October focused on implementing the
NSF and brought together experts at the
forefront of their field, including our very own
Ian Philp. The full report on this and the rest of
the meeting appear on pages 1-4 and 15-18.

BGS Yorkshire
Members in Yorkshire Region will be pleased to
know that your Council rep has been busy. The
resulting item on manpower or, to be more
politically correct, workforce planning, will be of
interest to all of us at the coalface struggling to
keep things going (see page 13). A reassuring
message comes from Alistair Main. Workforce is
high on the agenda as you will also see in David
Black’s article on the workings of the joint
BGS/RCP Committee (see page 18). Much good
work is done by this committee on your behalf.
Thank you David.

Age and Ageing
A warm welcome to Gordon Wilcock who takes
over as Editor-in-chief at Age and Ageing. Under
Gordon’s reign (see page 20) we will see a new
editorial structure operating – change is in the air.

Elephants never forget and nor must you. The
Spring Meeting this year is from 11 to 13 April in
Telford (see pages 24 and 30 for more details).

And, finally, this is your Newsletter. If you have
any news or views, perhaps an innovative service
or a problem you wish to share, let me know.
Help me to help you.

Have a successful new year!

Dr Chandi Vellodi
Honorary Secretary

It is with great trepidation that I take
on the Editorship of the Newsletter
from Rebecca Dunn.

Editorial
page



The last one has continued an eventful start to
the millennium. As a result, national and interna-
tional initiatives in the health care of older
people have not invariably secured the hoped-for
front-page coverage. Whatever the scale and
impact of extrinsic events, we have to ensure our
core agenda stays on track.

Structures for effectiveness
As an agreed part of the current 2000/02 plan,
The President Elect, Bob Stout, has been leading
a radical review of the Society’s structures. There
has already been extensive discussion and re-
thinking of this topic at the most recent
Executive and Council meetings and we have
now decided the stage of development of pro-
posals is appropriate (and the time and context
right) for us to share the issues with you for wide
and thorough consultation. Your Council repre-
sentatives have already received the papers, and
an outline of the main arguments and resulting
proposals are found on page 9 of this
Newsletter. They will form a major part of the
agenda for the January Council. There will then
be further opportunity for consultation, addition,
and/or amendment before recommendations are
finalised at the subsequent (May) Council for
ratification at the 2002 Annual General Meeting.

I would ask you to read these carefully, to pro-
vide feedback to your Council representatives
and to consider them seriously with colleagues at
BGS branch meetings. In particular, I would ask
you to be mindful of the following.
1 The climate surrounding the work of regis-
tered charities (of which the BGS is one) has
changed radically and there is no choice but to

bring its procedures and lines of accountability
into line with current guidelines and legislation.
2 There has been a major hiatus in strategy and
direction for academic aspects of our specialty,
which places its longer-term future in genuine
jeopardy.
3 The realities of devolved administration must
be addressed, so that the Society is fully equipped
across the UK to respond with expertise and
efficiency to health policy requirements and
initiatives. This is the only way in which we can
ensure the continued influence of our specialty
on policy and resources, and so safeguard the
best interests of older people with health needs.

What is absolutely clear is that change is neces-
sary. You rightly place considerable demands on
the Society’s office bearers, standing committees
and administration to deliver what is required.
They in turn, and the Society as a whole, require
workable and enabling structures to carry out the
necessary work on your behalf. Please give these
proposals careful thought and help us to get it
right for the future.

More on workforce
In response to popular request, our administra-
tive director has a piece on workforce needs and
planning on page 13, summarising the consider-
able work undertaken by the Society. Historically,
(and perhaps most efficiently) this has often been
something of a one-man show (from Bryan
Moore-Smith onwards), supplemented by occa-
sional position papers feeding into the Colleges,
the Department of Health and the successive
advisory groups. Prof Oliver James and I pro-
duced one of the earliest (‘Training and Manpower
in Geriatric Medicine’) in 1991 and sterling work has
since been done by Dr John Bendall and others. I
met with Health Minister Jacqui Smith in
November and did my best to stress the urgency
of this if the English NSF is to stand any chance
of delivering on its objectives. BGS leaders in
Northern Ireland, Scotland and Wales are also
making the case strongly in each health depart-
ment. We continue to press for improvement.

Happy New Year! I am delighted to
have an opportunity to wish all
the Society’s members in the UK

and worldwide a prosperous, enjoyable
and fulfilling New Year. 
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BGS International
Dr David Black, Prof Gerry Bennett and I were
invited to attend and represent the BGS at the
50th Anniversary meeting of the Argentine
Society of Gerontology and Geriatrics in Buenos
Aires at the beginning of November. Members
will recall with pleasure the presentation of a
BGS Jubilee medal to Prof Roberto Kaplan at
our own 50th Anniversary Meeting in 1998. The
Buenos Aires meeting hosted over 2000 delegates
from South America, Canada and the USA, and
several European countries, including Spain, Italy
and Switzerland. The UK contingent were kept
fairly busy giving presentations, but I also had the
pleasant duty on behalf of all the invited external
contributors of wishing their Society and its cur-
rent President (Dr Isadora Fainstein) well at the
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formal opening ceremony. The Argentine Society
has different origins from our own (its founder
was a Nobel prize-winning laboratory scientist in
diabetology) but the issues confronting geriatri-
cians in South America share common themes
with ours, in an even more challenging socio-
economic context.

There are a number of high profile events and
scientific meetings on the agenda for the New
Year from January onwards (see information on
pages 30-31) and I look forward very much to
meeting you both there and in visits to branch
meetings.

Prof Cameron Swift
President

Developing the Society’s

regional role 

This would enable the regions to contribute more
effectively to the decision-making processes of
the Society, to improve communication within
the Society, to provide an effective peer support
systems for individual members and departments,
and to enable the delivery of enhanced
CME/CPD.

The regional structure should form the lynchpin
between individual members and the function of
the organisation, but enquiries revealed that the
structures and functions of individual regions
vary greatly, causing an impediment to effective
decision-making.

This paper sets out the outcome of individual
semi-structured discussions between the
Honorary Secretary and the Regional Secretaries.

Findings
1 Regional officers - There was a variation in
the number and functions of office bearers at
regional level. Regions had between one and four
office bearers, variously covering the functions of
chair, secretary, meetings secretary, treasurer and
Council representative. There was also lack of
clarity regarding duration of tenure of the posts.

The structures and function in Scotland, Wales
and Northern Ireland were influenced by their
national agenda. This was not mirrored in the
structure for England.

2 Structure of meetings - Regions had
between one and four business meeting per
annum, with some regions having joint meetings
with other neighbouring regions every year or
every other year.

Attendance at regional meetings was generally
poor, with most regions having less than 50%
attendance for business meetings. Contributing
factors are: increasing consultants’ commitments;
travel related issues; timing of the meetings; and

The review of strategy and planning
priorities 2000/02 identified the
need to develop the regional role

within the British Geriatrics Society.
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but not a strictly curriculum based CPD pro-
gramme. Where the post of regional educational
organiser/meetings secretary existed, the ability
to deliver a more organised CPD programme was
improved. With the NSF, it was felt that regional
groups around key areas, e.g. falls, intermediate
care and stroke might potentially be developed.

Clinical audit/governance - It was felt to be more of
a Trust issue and enthusiasm for setting up such
activity was limited.

Networking - The importance of networking, e.g.
maintaining links with the regional offices, was
acknowledged. Mentorship for newly appointed
consultants was generally felt to be useful, as was
the peer support derived from the local networks
built up through the regional BGS. Formalising
peer review and support further was, however,
not welcomed.

Revalidation - This was felt to be centrally driven
by Government and the Royal Colleges and,
therefore, the role of the BGS and the regional
BGS was likely to be predetermined. If directed,
all regions expressed a willingness to participate.

Improvements needed - The general view was that the
current system was adequate, but improvements
were needed in respect of direct communication
with members, the functioning of the Council
and in the speed of working of the central com-
mittees. It was also concluded that the purpose
and functions of regions needed to be clarified
together with achieving consistency across the
regions.

8 Recommendations - Arising out of the
discussions, the following recommendations are
made.

Regional structures and function
i That the BGS English regions be realigned
with the Deanery and NHS regions, to achieve
co-terminosity (by April 2003), bearing in mind
the effect of geographical spread on attendance.
ii That a regional constitution similar to that of
the SIGs be developed, in order to clarify and
define the roles and responsibilities of the
regions and the roles of regional officers.
iii That consideration be given to standardising
the number and role of regional officers, with a
suggestion that each region should have a chair,

(in a minority) apathy. Specialist registrars’ (SpRs)
attendance was generally considered good.

3 Components of regional meetings - In
most regions the main component of the region-
al meeting was the educational programme.
Organisation of the CPD programme varied.
Most regions did not follow a set curriculum but
based the contents of their programme on locally
available specialist talent, invited speakers and
SpR presentations. Generally, programmes were
not prescriptive; some regions had rotating
themes, e.g. gastroenterology, cardiology in the
elderly, etc.

Other regional based committees - Apart from the
Regional Specialty Training Committee, the old
Regional Specialty Advisory Committee had
continued in three regions.

Arrangements in Wales, Scotland and Ireland
were determined in part by their national agenda.

5 Other regional activities - Only a few
Regions undertook any other extended activities
such as regional audit or clinical governance, and
mentorship schemes for newly appointed con-
sultants. Peer support through networking
formed an essential function of regional activity.
Peer review as a functional regional activity only
took place in Wales. Sub-specialty groups with
involvement of BGS members existed in some
regions.

6 Relationship between regional BGS and
‘Centre’ - There were mixed views with respect
to the working relationship between the regional
structures and central BGS.

Communication was particularly good where a
region had a member in a central BGS commit-
tee. Information technology had improved com-
munication. Getting responses from individual
members into the regional BGS structure was
difficult. The effectiveness of their regional BGS
as a decision-making machinery varied. Council
meetings were felt to be too big for meaningful
discussion.

7 Future roles and activities of regional
BGS CPD - Generally, there was enthusiasm and
willingness for the regions to take a more organ-
ised and formal approach to the delivery of CPD
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regional secretary/Council representative and a
deputy secretary/CPD organiser. Where there are
significant finances to be managed, there may be
a need to retain the role of treasurer, otherwise
the function would have to be undertaken by the
Secretary. The intention is to allow a separation
of the various functions within the regions
without overburdening any one officer with an
unmanageable role. Progression from Deputy
Secretary to Secretary to Chair could be
considered.
iv That the term of office of each post be
defined and recorded in each regional constitu-
tion.
v That job descriptions for the posts be pre-
pared, clearly outlining the roles and responsibil-
ities.

Communication
i That the centrally held database, particularly
for email addresses. be developed further and

made available to facilitate communication, with-
in regions as well as between individual members
and the central office.
ii That communication within a region, i.e.
between regional officers and individual mem-
bers, be improved, either by circulating minutes
of meetings or in a newsletter to all members.
Copying such to the central office for informa-
tion would be useful.
iii That a rolling program of visits by a National
Executive Officer be established.
iv That a study of whether direct lines of
communications between individual members
and the Executive Officers can be made to work.

Council/committees 
The future function of Council is the subject of
the paper by Prof Stout (see below).

Dr Chandi Vellodi
Honorary Secretary

This article contains proposals to
change the structure of the BGS by
providing for a smaller more
accountable management structure,
reflecting political devolution, pro-
viding closer and more effective
links to the regions and adjusting
the committee structure to reflect
both devolution and the new needs
of the Society. Discussed are:
A Council and Executive - the
legal requirement for change;
B devolution - the desirability to
reflect political change;
C proposals for a Management
Committee, Advisory Board and
national councils;
D committees - the need to adjust
the standing committees; and
E proposals for a revised commit-
tee structure

A Council and Executive -
legal requirement for change

Current structure
The Society is nominally managed
by its Council of Management, the
members of which are directors
and trustees of the charity. Council
is made up of the Executive
Committee, 21 regional representa-
tives (reps), 2 trainee reps (1 of
whom is also on Exec) and 4 non-
voting reps ex officio. The regional
reps comprise 1 for N Ireland, 2
for Wales, 4 for Scotland and 14 for
England; the non-voting reps are
the editor of Age & Ageing, and 3
external reps from the RCGP,
RCPsych and the DoH respectively.
A total of 43, of whom 39 voting
members cum directors/trustees.

Council delegates the day-to-day
management to the Executive
Committee, which currently con-
sists of the 8 officers (President,
President Elect, Hon Secretary and

Deputy, Hon Treasurer and Deputy,
and 2 Meetings Secretaries), 4
regional reps (England, Northern
Ireland, Scotland and Wales), and
ex officio 1 Trainee Group rep, the
director of CME, and the chairmen
of the Policy, Scientific and
Training Cttees. A total of 17.

Reasons for proposing a
revised structure
1 Recent legislation is aimed at
making ‘people governing an
organisation personally responsible,
to compel them to accept and
implement those responsibilities
and to be clearly identifiable people
who the authorities can bang on the
nose if something goes wrong’
(*extract from the legal advice from our
solicitors, Greene & Greene, 26 October
2001). In its present form and with
its current modus operandi, the BGS
Council is too remote from the

BRITISH GERIATRICS SOCIETY
- FUTURE STRUCTURE
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routine running of the Society to
be effectively accountable, even
though it is legally responsible for
the running of the Society. Even in
its proposed reduced form of 32
members it would be an unwieldy
executive body and it is unlikely to
want to meet more than the current
three times a year, which in itself is
a cause of remoteness in respect of
routine issues.
2 The Charity Commission has
complained that it does not
understand the link and the division
of responsibility between BGS
Council and Executive; the Society
has not yet satisfied the
Commission on this point. Until
the Commission is satisfied it will
not accept the revised Articles of
Association (constitution) of the
Society.
3 There have been complaints
over recent years that BGS Council
meetings are sterile. Much of the
agendae have consisted of reports
from the Executive and standing
committees with little debate on the
major national issues affecting the
specialty and the medical care of
older people. The intention is that
by relieving BGS Council of the
need to monitor routine manage-
ment, one would free it to become
a forum for debate and to make
proposals in respect of the wider
issues affecting the specialty, the
practice of geriatric medicine,
research and teaching, and the
provision of care for older people
in the UK.

It is proposed that the management
role of the BGS Council should be
devolved to the Executive
Committee (to be renamed
Management Committee (MC), and
that the BGS Council become an
advisory body, the Advisory Board
(AB), concentrating on monitoring
the position and role of geriatric
medicine in the UK and the
Society’s involvement with it.

Retaining democracy
1 Links to the regions - The
existing Council structure was
devised to provide as representative
a forum as possible reflecting all
national/geographical parts of the
UK and of the components making
up the Society. This will remain
intact, with direct national English,
Northern Irish, Scottish and Welsh
input into the MC (unchanged from
the input into the Executive
Committee), through their respec-
tive national councils.* 
2 Likewise the regions will con-
tinue to have input into the AB*.
3 The interface between the MC
(currently the Exec Committee) and
the AB (currently BGS Council)
will remain, as the directors will
form part of the AB as they do
now of Council.
4 The AB can, if it so wishes,
continue to receive copies of
minutes of the MC meetings and of
the standing committee meetings.
5 The MC should be obliged to
consult with the AB on major key
issues. The MC cannot be obligated
to follow AB recommendations,
otherwise the function of the
directors would be undermined.
6 The MC would ultimately be
accountable to the membership
through the medium of the AGM
when the appointment and reap-
pointment of directors has to be
confirmed, just as members of
Executive and Council are now.

(*Indeed, it is intended that with a more
formal system for dialogue and consulta-
tion, escalating from regional meetings to
national councils and then to the AB and
MC, members will have a greater and
more direct influence on the direction of
the Society.)

B Devolution - reflecting
political change
The last few years has seen the
strengthening of devolution in
Scotland, Wales and Northern

Ireland. Each country has had its
own Chief Medical Officer for
many years. Each now has its own
team of ministers responsible to its
own legislative assembly. It is likely
that the health policies in the four
countries will increasingly diverge.

It is not always recognised that
many of the initiatives, often
described as ‘national’, which come
from the Department of Health in
London only apply to England.
These include the NHS Plan, the
National Service Frameworks,
Intermediate Care, NICE and CHI.
When the Prime Minister
announces new funding for the
NHS, he is only referring to
England. Scotland, Wales and
Northern Ireland have their own
policies and systems. For example,
there are well-publicised diver-
gences between the countries on
the implementation of the recom-
mendations of the Royal
Commission on Long Term Care.
To add to the confusion, the press
and others often refer to ‘the health
minister’ or ‘the chief medical offi-
cer’, when they refer to the official
for England.

Nevertheless, a number of impor-
tant matters continue to be UK
wide; these include postgraduate
training and professional regulation.

All of this has important implica-
tions for the BGS which is a
national society with international
links and which responds to
Government initiatives and lobbies
on behalf of the speciality and its
patients. The BGS will have to
consider how it responds to the
new governance of the UK.

The current regional structure of
the BGS is listed in the new 2002
Handbook. Scotland and Northern
Ireland each have regional groups
of the BGS with their own office
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bearers and they are represented as
such on the Council and Executive.
(Scotland has four Council mem-
bers and Northern Ireland one).
Wales has two regional groups, each
with a Council member, but the
groups have the same chairman and
secretary. Wales has one represen-
tative on the Executive. The
Scottish, Welsh and Northern
Ireland groups have links with the
relevant Government departments;
for example a medical officer from
the CMO’s office regularly attends
the meeting of the Northern
Ireland BGS Regional Group.

The exception is England, which
has no national group, although it is
represented by one member on the
BGS Executive. England has 14
regional groups corresponding to
the former (pre 1993) health
regions, and each has a member of
Council. The BGS committees
currently do not have regional
representation. What is lacking is an
English Council of the BGS.

The future
The national groups will have to
become more involved with policy
issues within their own countries,
become adept at political lobbying
at ministerial and legislative com-
mittee level, and make links with
parliamentary or assembly commit-
tees and local politicians, including
the health spokespersons of the
various parties.

The BGS Council, Executive and
Standing Committees should
become more concerned with gen-
eral policies in relation to the care
of older people, against which
Government initiatives in different
parts of the UK can be judged.
The national groups would prepare
responses to Government policies
in their own countries and submit
these with the full authority of the
BGS.

The challenge will be to maintain
the BGS national identity, to avoid
it becoming parochial, and to have
it speak as a Society to the different
ministers and Government depart-
ments throughout the UK.

C Proposals
The BGS should adopt a federal
structure, with four national coun-
cils providing the major discussion
for, and having representatives on,
the BGS Advisory Council and
Committees (as they currently do
on the Executive and Council).
Much of the business of the
Executive and Council will come
from the national councils.

Advisory Board and
Management Council
1 Executive management and
responsibility will be permanently
devolved to the Management
Committee (MC).
2 The MC will be constituted
much as the Executive Committee
is now with 17 directors.
3 The MC will be answerable to
the membership through the AGM.
4 The present Council of
Management will become the
Advisory Board (AB), becoming
the main forum for debate on
major national issues, and the main
source of advice to the MC.
5 Regional representation is
retained both on the MC and AB.

National Councils 
1 There should be four BGS
national councils, one each for
England, Scotland, Wales and
Northern Ireland. These should be
known as the BGS English Council,
BGS Scottish Council, BGS Welsh
Council and BGS Northern Ireland
Council.
2 In England, a steering group of
the 14 regional chairs, chaired by
the Executive member, should draw
up a constitution for the BGS
English Council. This should be

submitted to the MC*.
3 The structures for the BGS
Scottish, Welsh and Northern
Ireland Councils already exist. The
constitutions should be submitted
to the MC*.
4 The membership of the AB
(formerly BGS Council) would
remain unchanged in the meantime,
but would be reviewed when the
new national and regional struc-
tures are in place
5 The AB already has national
representation and would remain
unchanged.

*The MC shall only involve itself in the
phrasing of the constitutions to the extent
necessary to provide for consistency and
mutual compatibility in the objectives and
modus operandi.

Election of Officers and
appointment to the MC
At present nomination to UK
office in the Society is made by the
regions. Council then votes as to
who from amongst the nominees it
prefers; the ensuing list is then
ratified by the AGM.

For the future, it is proposed that:
1 for the offices of Secretary,
Meetings Secretary, and Treasurer,
nominations will be made to the
national councils and by them to
the AB. The AB will choose a list
of names; these will then be subject
to a universal postal ballot amongst
UK members. The reason for hav-
ing an initial selection process by
the AB for these posts, is that a
practical knowledge of the work-
ings of the Society is thought to be
essential in identifying suitable
candidates for office;

the national representatives on
the MC will be appointed by the
respective national council (as now,
except that England does not yet
have a national forum);

the representatives from the
standing committees will be the
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committee chairmen who, as now,
will be elected by each committee;

the Trainee representative will
be the chairman of the Trainee
Group ex officio; and

the Director of CME will be
appointed by the MC (currently by
Council);
2 for the office of President
Elect (ultimately President),
Council’s views will be sought on
new nomination and election
arrangements.

D Committees - the need to
adjust standing committees
There are two ‘academic’ commit-
tees in the BGS - the Training
Committee and the Scientific
Committee. For a number of rea-
sons it is opportune to review the
remit of these two committees.
This falls under three broad head-
ings. In addition, there is a need to
alter the composition of the Policy
Committee to reflect the impact of
a devolved healthcare structure in
the UK. Following on from the
proposals for a devolved structure
within the BGS, an alternative com-
position for the Finance Committee
is suggested.

Education
For the last decade both undergrad-
uate and postgraduate medical edu-
cation has been undergoing review
and revision led by the universities,
the GMC, the Royal Colleges and
the Department of Health. Medical
education is a continuum from
undergraduate through to CME/
CPD and it is essential that artificial
barriers are not created for organi-
sational reasons. The BGS should
have an interest in all aspects of
medical education: in the under-
graduate phase, it might have a
view on innovative courses and on
the increasing interest in multi-pro-
fessional education; at the SHO
stage it is important that all doctors
have experience of the care of eld-

erly patients; clearly for Specialist
Registrar (SpR) training; but also
for continuing medical education
and continuing professional devel-
opment, which will form a compo-
nent of revalidation. The bi-annual
meetings of the Society have an
important role in the latter. The
Training Committee has concen-
trated on postgraduate training,
particular at SpR level for those
training for consultant posts in geri-
atric medicine but has had little to
say on other aspects of education.
Probably because the Scientific
Committee has the responsibility
for the scientific meetings, CME/
CPD has been added to its remit.
Thus, the BGS role in education is
incomplete and fragmented.

Research and scholarship
Like all other branches of medi-
cine, geriatric medicine must have a
research base and its practice must
be based on evidence obtained
from high quality research. There is
serious concern about the develop-
ment of the scientific base for
geriatric medicine in the UK and
there are problems in developing
the full potential of academic
geriatric medicine. As with other
aspects of academic medicine, there
are recruitment problems but these
may be more severe in geriatric
medicine than in some other spe-
cialties. The Scientific Committee
has until recently not paid close
attention to these aspects of the
specialty and the membership of
the Committee has not always fully
reflected academic interests. The
Committee has tended to concen-
trate on the organisation of the bi-
annual meetings of the Society.

Meetings
The meetings of the Society are of
great importance and are the only
occasion when the whole of the
Society has the opportunity to meet
together. They fulfil two functions -

CME/CPD and science - and it is
important that a balance is achieved
between them. The bi-annual meet-
ings of the Society should function
as show-cases for the research that
is undertaken in the specialty. There
should be opportunities for young
researchers to present their work
and to become known and develop
their scientific careers. This should
encourage recruitment into aca-
demic geriatric medicine.

E Proposals for a revised
committee structure
Policy Committee
Among its current activities, the
Committee prepares responses to
Government documents which
often apply to only one part of the
UK. The Committee should be
responsible for preparing national
BGS policies in relation to the care
of elderly people, and responses to
UK wide initiatives. Responses to
new policies and consultations
which apply only to part of the UK
would be prepared by the represen-
tatives of the relevant national
Council, (with the ability to co-opt
advice and assistance or to form a
national policy committee); the
responses would be endorsed by
the BGS Policy Committee to
ensure consistency with BGS policy
and to provide the authority of the
BGS. (This could be done by email
and would not require the
Committee to meet; the response
would be formally received by the
Policy Committee at its next meet-
ing.) The Policy Committee should
have two members nominated by
each national council, plus relevant
officers.

Finance Committee
This would have a federal structure,
e.g. one member each from
Scotland, Wales and Northern
Ireland, and 3 from England, nomi-
nated by the respective national
councils, plus relevant officers. Its
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remit would remain unchanged.

Education and Training
Committee
This would replace the Training
Committee and would have a remit
covering the whole of education
from undergraduate to CME/CPD.
Its membership should reflect the
different interests and it should
therefore have at all times at least
one member of a university
department of geriatric medicine
who has a particular interest in
education*, a member of the SAC
in Geriatric Medicine and the BGS
Director of CME/CPD. In addi-
tion there should be 2 representa-
tives each nominated by the N.
Irish, Scots and Welsh National
Councils and 6 from the English
National Council.

(*Wherever possible the academic represe-
ntation should be rotated between nations,
nominated by the respective national
councils.)

Academic and Research
Committee
This would replace the Scientific
Committee. Its remit should be the

development and encouragement of
research in geriatric medicine and
the development of academic geri-
atric medicine. It should be respon-
sible for developing a research
strategy for geriatric medicine in
consultation with other interested
parties. It would interact with
Research into Ageing and other rel-
evant bodies. There shall be 12
members on the Committee, 3
being nominated from each nation-
al council. In nominating members,
the national councils shall bear in
mind the need for the Committee
to reflect appropriate interests,
including members of university
departments of geriatric medicine,
at least one at professorial level,
and members who are active
researchers and managers of
research.

Meetings Sub-Committee
This would be a formally constitut-
ed sub-committee of the Academic
and Research Committee to oversee
the meetings, confirm the details of
the programmes, select abstracts
and adjudicators, and provide sup-
port to the meeting secretaries. It
will include the Autumn and Spring

Meetings Secretaries, the Director
of CME, a representative of the
Trainee Group and members of the
Academic and Research Committee.
It will be chaired by the Autumn
Meetings Secretary.

Suspension or alteration to
Committees
The MC shall retain the right (cur-
rently held by Council) to appoint
additional committees, to suspend
an existing committee or to sus-
pend a member of a committee
until the next AGM.

Regional structure
It is not the role of the BGS to
dictate whether national councils
should be supported by regional
structures, although the size of
England would seem to make a
regional structure essential.

National councils should review
their structures and functions,
taking into account Dr Chandi
Vellodi’s paper on ‘Developing the
Society’s regional role’ (see page 7).

Prof Bob Stout
President Elect

Inevitably, with the increasing
demands being made on geriatricians,
members have been asking what the

Society is doing to raise the number of
consultants in the specialty.

The answer is that the Society has been actively

putting the case for more geriatricians since the
time the Workforce Committee was established
under the chairmanship of Dr John Bendall
in 1997.

Before that, Prof Oliver James and others, in the
early 1990s, were working through the Royal
College of Physicians London to convince
SWAG (Specialist Workforce Advisory Group) of
the need to raise consultant numbers.
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Manpower planning in geriatric
medicine
It was in July 1998, however, that Dr Bendall and
his co-authors, Clive Bowman, Sir John Grimley
Evans, and Alistair Main, published ‘Manpower
Planning in Geriatric Medicine, Recommendations of the
British Geriatric Society’, which formally set out a
target for geriatrician numbers related to the
needs of patients aged 75 and over, the require-
ments of academic staff within the specialty and
the wider pressures being placed on the specialty.
They forecast that an expansion from 764 con-
sultants to 1332 in England and Wales would be
required by 2005.

This document was reinforced by the publication
(under the aegis of Dr David Black) of the
Society’s ‘GIM/GER Statement of Principles and
Recommended Practice, Consultant Manpower projections
to provide an effective service’ in November 1998,
which recommended a ratio of 1 consultant to
50000 population, where the percentage of the
population is 7.5% of the total; a norm that the
RCP have since been using as a yardstick.

Adjusted projections
The need has become more acute with the intro-
duction of the National Service Framework
(NSF) in 2001, and dialogue with the authorities
has continued. Representation has been made by
Prof Swift to the Department of Health
(including direct dialogue with the Minister), and
the Society has fed back its adjusted projections
to the RCP London; these are quoted in the
recently published ‘Consultant Physicians Working for
Patients’, which cites a requirement of 1433
WTEs (Whole Time Equivelants) or around 1533
actual consultants for the UK by 2010, compared
to the 903 WTEs currently in post.

In fact, the Society believes that allowing for the
fact of more women joining the specialty and, in
consequence, the likelihood of more part-time
working in future, actual numbers may need to
be even higher.

‘Sufficient unto the day...’. There is broad
acceptance that more consultant geriatricians will
be needed and hopefully more NTNs (National
Training Numbers) to train them, but one cannot
expect a quick fix, given the time required to
train and provide the required numbers. In the
meantime, the Society will continue to put the

case for the specialty related to the needs of
patients and actively lobby for more consultants.

Workforce Committee
Dr Alistair Main succeeded Dr Bendall as chair
of the Workforce Committee earlier this year and
now comments as follows.

“1 Consultant expansion is a reality, partly
driven by restriction in junior doctors’ hours.
However, expansion in geriatric medicine is
matched by expansion in other specialties, and
we will have to compete more than ever for
SHOs with a wide variety of career choices. Our
SpRs sometimes complain that their training is
too much dominated by general medicine.
Therefore, our registrar training must offer more
consistently the specialty elements which will
attract doctors who really want to be geriatri-
cians, especially in the light of the opportunities
(and demands) offered by the NSF.

2 Already the implementation of the NSF is
putting new pressures on our colleagues, e.g.
involvement in new intermediate care projects,
and falls services developments. The shift of
power in the NHS to primary care is likely to
generate new demands on our time as GPs look
for our help more and more outside hospitals.

3 It is of concern that a large number of con-
sultant posts appear to be hard to fill (as judged
by returns from RCP representatives on AACs).

The Workforce Committee will continue to put
the case for more trainees.”

New Older People Care Group
Workforce Team
Dr Main has joined the newly established Older
People Care Group Workforce Team, chaired by
Prof Ian Philp (National Director for Services
for Older People), which held its first meeting in
December.

This is part of the new workforce planning
which will incorporate the medical workforce
needs with multi-professional ‘national workforce
development structures’.

Richard Lynham
Administrative Director



n e w s BGS 15

Special Interest Groups
- Autumn Meeting 2001 parallel sessions

The Autumn Meeting provided our
first parallel session since achieving
Section status. The fact that the main
lecture hall was far from empty for
the session endorsed the committee’s

decision of the erstwhile SIG to seek the more
elevated status for the group! 

Interventional management
The theme we had chosen for the session was
interventional management for older patients
with IHD. Our Hon Secretary, Dr Rajkumar,
provided an introduction with some basic geron-
tological and demographic data relevant to
ischaemic heart disease.

The evolving debate on thrombolysis was sum-
marised by Dr Jim McLenachan (Yorkshire Heart
Centre, Leeds). In the wake of Thiemann’s paper
last year, which suggested adverse outcomes for
older patients*, there has been continuing con-
troversy. Dr McLenachan’s critique was provoca-
tive, suggesting a more careful analysis of the
retrospectively collected data might be justified.

The second presentation was by Prof Gianni
Angelini, the Bristol Heart Institute, who gave a
review of coronary bypass surgery in older
patients. He drew on the BHI’s prospectively
collected audit data**, which showed that despite
a significant increase in the number of older
patients being operated on in Bristol, the mortal-
ity rates had declined greatly over the last few
years. This documented improvement was the
result of two innovations: normothermic anaes-
thetic techniques (not surprisingly, older patients
tolerated hypothermia less well) and ‘beating
heart’ operating techniques. He included a video

showing how this latter technique was done,
which proved both enlightening and popular!

The ensuing panel discussion confirmed that
these issues are pertinent to most clinicians, and
that the area of the active management of IHD
continues to occupy much time, thought and
resource in the NHS. Both speakers agreed that
the indication for interventional management was
symptom control, rather than prognosis.

Dr Kit Byatt
Treasurer, Cardiology Section

*http://circ.ahajournals.org/cgi/content/full/10
1/19/2239
**http://www.ubht.nhs.uk/clinicalaudit/Clinical
%20Audit/Reports/cardio.pdf

Parallel sessions are
likely to become annual
events due to CME/
CPD requirements.
There were three pre-

sentations at this session. We are very grateful for
Servier’s continuing generous sponsorship of our
two external speakers.

Diagnosis of diabetes
Dr Simon Croxson declared that undiagnosed
diabetes is common, can be tested for, and treat-
ment benefits the patients. The emphasis of the
ADA criteria on use of fasting plasma glucose
(FPG) is misplaced since FPG will miss 15 to
25% of diabetic subjects, or even more in care
home residents.

The Cardiology Section, Diabetes
Special Interest Group (SIG) and
Respiratory Section ran parallel

sessions at this year’s Autumn Meeting.

CARDIOLOGY
SECTION

DIABETES
SIG

Modern diagnostic criteria - one of:
FPG ≥7.0 mM
Random PG ≥11.1 mM
2hr post challenge PG ≥11.1 mM

PLUS confirmatory evidence - one of:
Elevated plasma glucose on different day
Osmotic symptoms
Specific complications (retinopathy)
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A random plasma glucose (PG) of 8 mM or
more carries increased risk of diabetes in hospital
and community subjects; options are to perform
either just FPG and proceed to post challenge
PG if diabetes is not excluded, or to go straight
to glucose tolerance test; use whichever fits in
with working practice. If the patient comes from
residential care, the FPG is unlikely to be able to
exclude diabetes, but for community dwellers,
FPG <5.0 mM excludes diabetes. In subjects
with Impaired Fasting Glucose (FPG 6.0 to 6.9
mM), patients may have diabetes or IGT, and
post challenge plasma glucose is required.
Although most subjects will have type 2 diabetes,
some will have type 1, which has an insidious
onset in the elderly, and secondary diabetes
(steroids and chronic pancreatitis) is a disease of
the elderly.

New oral agents for type 2 diabetes
Andrew Krentz spoke about the benefits from a
0.9% improvement in HbA1c shown in UKPDS;
metformin performed well in this trial, although
GI intolerance is common and lactic acidosis
unhealthy.

Thiazoledinediones (TZDs), e.g. rosiglitazone
and pioglitazone, are agonists of the peroxisome
proliferator-activated receptor-γ, address the
underlying insulin resistance of type 2 diabetes,
and their metabolic effects include:

reduce hyperglycaemia:
i insulin-mediated glucose disposal;
ii hepatic glucose production;
reduce hyperinsulinaemia;
increase fatty acid uptake and lipogenesis;
improve aspects of diabetic dyslipidaemia;
reduce PAI-1 levels (  fibrinolysis); and
may also reduce blood pressure.

When used as monotherapy or with metformin,
there is no risk of hypoglycaemia, and modern
TZDs do not have the liver toxicity of troglita-
zone. They do require adequate insulin to work,
and there is a delay in hypoglycaemic effect of
about six weeks. There is slight weight gain,
which is peripheral subcutaneous (good) fat
rather than central mesenteric (bad) fat. LFTs
and haemoglobin should be monitored during
use of TZDs. There seems to be no deterioration
in glycaemic control with time with data to 30
months of use so far; we await longer term data
to assess whether this effect is genuine. There

may be an effect to prevent adverse vascular
events, and trials are ongoing at present.

When used according to UK license, TZDs must
be used in combination with either metformin,
or sulphonylurea, but not both. The NICE
guidelines for subjects failing on metformin plus
sulphonylurea, to remove one useful agent and
replace it by another, have no evidence to
support them; however, ‘triple therapy’ is not
recommended by Dr Krentz. TZDs must not be
used with insulin because of risk of cardiac
failure, and one should be alert to the possibility
of peripheral oedema when combined with
calcium channel blockers.

There are now two prandial glucose regulators on
the market; do post prandial glucose spikes
matter? Hyperglycaemia per se worsens beta cell
function and insulin sensitivity, and is implicated
in aetiology of vascular events and microvascular
complications. Certainly, the DECODE studies
have shown that post challenge hyperglycaemia is
an independent risk factor for mortality.

Repaglinide is a rapid acting insulin secretagogue
acting on a different receptor to the sulphony-
lurea’s K-ATP receptor, which is taken at the
start of each meal. It has low risk of hypos and
weight gain and can be effectively combined with
metformin. Tablets are taken with a meal allow-
ing great flexibility of dosing. The disadvantages
are mainly the dose titration of 0.5-4.0mg before
each meal. Thus, repaglinide is useful in patients
wanting flexibility of variable meal times, elderly
patients (especially if erratic meals), mild to
severe renal impairment (but titrate up carefully),
and ethnic groups practising day-long fasting.

Insulin use in the elderly
Mrs Sue Hamilton pointed out that given
UKPDS data on loss of control with oral agents
and the benefit of glycaemic control, more dia-
betic people will need insulin, and there are pre-
dicted to be more diabetic subjects. The time
action of insulins were reviewed; insulins have a
longer duration of effect than one appreciates,
e.g. actrapid given before an evening meal con-
tributes to 3.00am hypoglycaemia. The new ultra-
short acting analogue insulins allow insulin to be
given at the start of meals, and there will be a
long acting analogue insulin available in 2002,
which may be useful in once-daily regimes. Most
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insulins are available in pens (prefilled or reload-
able), but insulin syringes (possibly filled by dis-
trict nurses) have the easiest plunger to use. The
new Innolet and the preset Optiset pen were
demonstrated as being useful for the elderly, as
was the size of modern 5-6mm needles, ideal for
very thin, frail subjects. There are many regimes,
and one should use a regime acceptable to the
patient.

The Diabetes SIG plan to hold an annual meet-
ing next summer.

Dr Simon C M Croxson
Chairman, Diabetes SIG

The parallel session was
well attended and equal-
ly well received and,
rather like soccer, was a
‘game of two halves’.

Genetics of COPD
Prof Stuart Parker (Sheffield/Barnsley) and
Dr Charlotte Ruse (Leicester) performed an

erudite ‘double act’ on the genetics of COPD,
bringing the audience up-to-date with the latest
research and outlining the ongoing multi-centre
research studies in which they are intimately
involved.

Management of pleural effusion
They were followed by Mr Chris Forrester-Wood,
a Consultant Thoracic Surgeon from Bristol and
a guest of the Society, who gave a stunning,
clinically based presentation on the management
of pleural effusion. Mr Forrester-Wood was able
to draw on his 20 years of experience as consult-
ant as well as his senior registrar experience in,
among other places, Soweto, South Africa, to
make a complex area easier to understand. The
climax of his talk was a presentation of his
extremely impressive audit own practice in this
difficult area.

The session struck a good balance between two
areas - frontline research and frontline clinical
practice. These stimulated much discussion.

Dr Martin Connolly
Chairman, Respiratory Section

RESPIRATORY
SECTION

CME/CPD update
- Autumn Meeting 2001

It will be introduced as a five-year rolling pro-
gramme. As a back-up for this curriculum, a
website* has been produced, which contains
almost all of the information necessary to man-
age older medical patients. It is comprehensive,
up-to-date, one stop, readily available, relevant,
engaging, ready to apply, updated regularly, free,
with no advertising, and accommodates differing
levels of education and is therefore relevant

internationally. Its validity and reliability is
assured by the British and American Geriatrics
Societies, WHO and the Pan American Health
Authorities.

The text was submitted to specialist peer review
by an expert committee and the site is effectively
owned by the British and American Geriatrics
Societies. One of the most important features is
that the site is updated with important new
published work, as available, and in the light of
comments from users of the site. It is therefore
your site, and you can influence what it contains.
The review committee would welcome com-
ments from members about the content, omis-
sions and layout of the site.

Members will now be aware that
we have a curriculum aimed at
covering all of the topics that

geriatricians meet.
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The current membership is shown on page 19.
The main subjects dealt with in 2001 have
included the National Service Framework (NSF),

workforce issues and clinical governance.

The eventual publication of the NSF was
obviously the most important subject for geriatric
medicine during 2001. Delivering intermediate
care has been the most pressing issue; in con-
junction with the Royal College of Physicians
(RCP), we published statements in 2000 on the
nature of intermediate care, and in 2001 on the
implications for medical staffing of implementing
intermediate care, as envisaged in the NSF. On

The joint Geriatrics Committee
works on issues of importance to
both the British Geriatrics Society

and the Royal College of Physicians. 

Formal assessment
Because there is still a question of a formal
assessment of consultants, with the necessity to
show that they are fit to practice, the British
Geriatrics Society and the Novartis Foundation
for Gerontology are developing an online
assessment programme. This is aimed to reflect
normal medical practice and is not a rehash of
the usual multiple choice questionnaires. It is
intended to be educational and probing, with
questions on history, examination, investigation
and management of core clinical cases, of which
failure to achieve a reasonable score would raise
real doubts about a person’s ability and practice.

The programme is in the development stage at
the moment and almost certainly will not be
available until the end of 2002. Should it not be
required for revalidation then members will be
able to score CME points through completing
the assessment. At any stage in the assessment,
the geriatrician can stop the programme to read
up more about the subject, either from the
syllabus, which will be indicated when the pause
button is pressed, or from other sources that the
geriatrician may prefer. There will be a time limit
and also points will be deducted for dangerous
decisions and management failures. At the end of
the assessment the geriatrician will be given the
choice of submitting his/her score to the British
Geriatrics Society for certification, or of being
reassessed on the same core case at a later date.

Failure to achieve the required number of points
would be accompanied by an indication of where
the person’s deficiencies lay and how these might
be rectified by referral to the syllabus site.

Members are asked and encouraged to look at
the syllabus site, both for interest and specifically
for help with any clinical problems. Please do not
read it like a textbook; it is for cherry picking.
Please refer comments to myself and I will
undertake to pass them on to the specialist
review committee (c.castleden@clara.co.uk).

Comments are welcomed
Comments and suggestions on the idea of
assessment on core clinical cases would also be
welcome as members are able to influence how
any assessment is carried out, at this stage (the
assessment is only on a test site and cannot be
accessed at present. I would be happy to demon-
strate it to Regions or groups of geriatricians). I
would welcome any other general comments on
the assessment of geriatricians. Please remember
that the present syllabus site and the future
assessment site are your sites, and therefore
should reflect your thoughts and needs. Only by
commenting to me can you get changes made.

Prof Mark Castleden
Director CME/CPD

*www.healthandage.com/syllabus
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22 May 2002, we will be holding a conference on
medical aspects of intermediate care. The
Federation of the three Royal Colleges has also
recently agreed on a joint working party to
review progress on intermediate care and to
advise on the future implications, in particular,
for secondary care.

There was disappointment that there was no
increase in NTN’s (National Training Numbers)
for geriatric medicine at the time the NSF was
published. Alistair Main has now taken over the
Chair of the BGS Workforce Group and has
recently agreed figures with the RCP regarding
the number of geriatricians needed in future to
deliver both current medical care as well as the
requirements of the NSF. These figures are
recorded in the second version of the RCP
document ‘Physicians working for Patients’ and it is
hoped this will influence the new workforce
group being set up nationally to support the
work of the National Older People’s Task Force.

Stroke as a sub-specialty
A further important area for workforce planning
is the issue of stroke as a sub-specialty, which has
been widely debated in the BGS, as well as at the
Joint Geriatrics Committee. The committee
strongly supports the development of stroke as a
sub-specialty but there are still concerns about
implementation, including, importantly, the need
for more NTN’s if this leads to an extra year in
training for those wishing to have a sub-specialty
qualification in stroke disease. The committee has
written to George Cowan, Chair of the JCHMT,
clarifying these issues as the JCHMT will make
final decisions about implementation.

The committee has also debated on how best to
monitor the implementation of the NSF and
constructively feed back into the Department of
Health monitoring processes. As a result, a BGS
initiative is being taken forward by Chandi
Vellodi, Honorary Secretary, to involve regional
offices in a systematic process of information
gathering, which hopefully will be put together
with information obtained from Dr Jonathan
Potter at the RCP’s Clinical Effectiveness
Evaluation Unit. It is envisaged this will lead to
an annual report from a national geriatricians’
perspective on what is really happening in
delivering the NSF.

Clinical governance has not gone away!
The Joint Committee and the BGS have certainly
been the forefront of the medical specialties in
producing comprehensive ideas (probably the
most innovative) for the implementation of
clinical governance. The Royal College has
struggled to find a comprehensive model it could
endorse, taking on board all the views of the 20
plus medical specialties in general medicine. In
addition, there has been constant pressure from
the Government to have measurable standards so
that not just individual teams but individual
consultants can be compared on a national basis.
The problems of doing this in geriatric medicine
have been well rehearsed in the past.

Matters have come to a head, however, with the
insistence of the General Medical Council
(GMC) that all specialties should have their own
version of ‘Good Medical Practice’, based on the
generic version it publishes for all doctors in the
UK. At the heart of this is the expectation that
such a document will be used for appraisal on a
specialty basis and, building from that, revalida-
tion. It would also form the template by which
‘failing doctors’ would be judged, by either the
National Clinical Assessment Authority or the
GMC in the future. Geriatricians again managed
to produce a document to meet this requirement;
however, many of the other medical specialties
failed to do so. The Royal College will therefore
shortly be producing a generic document entitled
‘Good Medical Practice for Physicians’, with 20-25
short sub-specialty appendices. It is hoped that
this will be based on the previous work carried
out by the members of this Society. No one,
however, is expecting the first version to be the
last word, just a first draft in progress.

Membership of Joint Geriatrics Committee
Joint Geriatrics Committee 2001
Dr David Black (RCP Member, Chairman)
Prof Ray Tallis (RCP Member, Secretary)
Dr Rowan Harwood (RCP Rep, New Consultants Committee)
Prof Cameron Swift (BGS Rep, President BGS)
Dr Chandi Vellodi (BGS Rep, Honorary Secretary BGS)
Dr Jugdeep Dhesi (BGS Rep, Trainees Committee)
Prof Alan Sinclair (Chair SAC in Geriatric Medicine)
Dr Roger Smith (Scottish Colleges Rep)

In attendance
Dr Paul Knight (Chair, Policy Committee BGS)
Prof Mark Castleden (Director CME/CPD BGS)
Dr Alistair Main (Workforce Group BGS)
Department of Health Advisor (in future Prof Ian Philp)
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All change at
‘Age and Ageing’

The year 2002 will see a change in
the Editor-in-Chief of the Society’s
scientific journal, Age and Ageing.

Prof Graham Mulley, who has been editor for
the last six years, is retiring from this post and
will be succeeded by Prof Gordon Wilcock (see
page 21). The Society is extremely fortunate to
have two such able members available to
undertake this responsible and onerous task.

Prof Graham Mulley
Graham Mulley came to the post with a very
strong reputation as a clinician, an academic and
a writer. He is Professor of Geriatric Medicine at
Leeds and is well known for his research on
patients with stroke, on disability and on aids and
appliances.

Each editor builds on the achievements of his
predecessor and Graham has led Age and Ageing
to new heights. Both the content and the
appearance of the journal have benefited from
his time as editor. In particular, he has introduced
additional editorials, a new section of commen-
taries, a section of news and reviews, and striking
photographs of older people. The influence and
prestige of the journal have increased under
Graham’s editorship.

Prof Gordon Wilcock
Gordon Wilcock also comes to the journal with a
very high reputation, as a clinician, an academic
and writer. As Professor of Health Care for the
Elderly in Bristol he has led one of the country’s
most distinguished research teams in the field of
dementia and has made important contributions
to our knowledge of this condition, covering the
whole spectrum, from molecular biology to the
care of the older patient with dementia. He is the
author of a large number of scientific publica-
tions and a number of books, and like any busy
and successful academic clinician, he is well
accustomed to organising his time, making
decisions and delegating responsibilities, all of
which he will need as Editor-in-Chief. Although
the appearance of the journal will not change, at
least initially, Gordon is going to change the
editorial structure, with more delegation to
associate editors and increasing use of
international editors.

Our thanks and welcome!
We thank Graham most warmly for his time as
Editor-in-Chief of Age and Ageing, and congratu-
late him on his many achievements in that post.
We also welcome Gordon to the post and assure
him of our support in a key role for the Society.

Prof Bob Stout
Chairman

Editorial Board of Age and Ageing

Our thanks to Prof Tallis
Finally, the committee wishes to thank Professor
Ray Tallis, who is retiring from the committee
after a number of years of hard work and input,
always delivered with great intelligence and good
humour.

Dr David Black
Chairman, Joint BGS/RCP Geriatrics Committee

Although these have been the main subjects dealt
with during the year, the committee continues to
debate training issues, as well as CME for
physicians. It has dealt with unsafe job descrip-
tions, and has re-emphasised to the RCP the
importance of using Regional Specialty Advisors
in geriatric medicine. It has advised the RCP
London on training for GPs who wish to have a
special interest in geriatric medicine.
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PROF GORDON WILCOCK - NEW EDITOR-IN-CHIEF, AGE AND AGEING

Gordon Wilcock qualified in
medicine in Oxford, and after
junior hospital posts in Oxford,
Cambridge and the Hammersmith
Hospital, was appointed to a
Consultant post in Oxford, from
which he moved in 1984 to take up
the Chair in Care of the Elderly at
the University of Bristol. He was
also appointed as an Honorary
Consultant Physician in Geriatric
and General Medicine at Frenchay
Hospital, which is the main clinical
neuroscience centre for the South
West in the UK.

Prof Wilcock has been involved in
Alzheimer’s disease research since
the late seventies. He was the
founder chairman of the
Alzheimer’s Society, of which he
was the Chairman from 1979 to
1986, and he is currently a Vice-
President of the Society. Until
January 1999, he was also Chairman

of the its Medical and Scientific
Advisory Panel.

His early research in Alzheimer’s
disease explored its neuropathology
as well as its relation to the clinical
presentation and the neurochemical
changes. Current research
involvement includes the selection,
development and evaluation of new
therapeutic approaches and the
relevance of genetic factors to
disease expression and response to
treatment. In addition to a research
programme in Bristol which spans

the spectrum, from molecular
genetics in the laboratory at the one
end to the patient and carer at the
other, he is involved in collaborative
research with a number of other
centres in the UK, North America
and Europe.

Prof Wilcock’s editorial responsi-
bilities have included positions on
the editorial boards of Age and
Ageing, International Journal of
Geriatric Psychiatry, and Alzheimer’s
Review. He was one of the editors of
the Oxford Textbook of Geriatric
Medicine, and has also published
books, for both professional and lay
readers, on geriatric medicine and
the dementias, focusing in particular
on Alzheimer’s disease. He is the
author of numerous original papers
in medical and scientific Journals,
and is regularly invited to lecture or
lead seminars by national and
international bodies.

On 21 November, 2001 I represented
the Society at a reception at Portcullis
House, London, to celebrate 10 years
of SeniorLine, the Help the Aged
free telephone service, and a presen-
tation on the charity’s campaigning
priorities and vision for the future.

MP Paul Burstow, Liberal Democrat
Spokesperson for Older People, host-
ed the reception. He gave a welcome
speech, outlining his commitment to
older people, combating ageism and
raising the basic state pension to
enable them to live their lives in
dignity.

Steve Jones, Help the Aged’s Director
of Communications and Marketing,
gave a welcome speech on behalf of
Help the Aged. In this he stated that

SeniorLine was a major success story
although it would be preferable if
older people were given all the rights
they were entitled to. Elizabeth
Lodge, SeniorLodge Manager, spoke
about the type of calls the telephone
service usually deals with, e.g.
community care, help with benefits as
well as residential care. Since its
existence, the service has dealt with
half a million callers.

Paul Cann, Director of Policy and
International Affairs, spoke about the
charity’s campaigning priorities and
vision for the future. In particular, the
charity will focus on combating
ageism and a better pension for older
people. Help the Aged will give an
extra one million pounds to Research
into Ageing for research into the

effects of ageing, and it proposes that
pensions should not be set by
Ministers, but by an independent
assessment panel.

Ian McCartney, Minister of State,
Department for Works and Pensions,
gave the closing speech. He stated his
party’s commitment to older people
by the increase in the state pension
last year and providing additional
funds for the NHS.

After the presentation, there was a
wine reception where guests could
mingle with MPs and members of
the House of Lords. Clare Rayner,
President of the Patients’
Association, cut the anniversary cake.

Annette Guerda-Fischer

HELP THE AGED - FREE TELEPHONE SERVICE
0808 800 6565 (England, Scotland and Wales) - 0808 808 7575 (Northern Ireland)
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Keele University has been chosen as one of the
sites for a new Medical School. From September
2002, we shall be admitting medical students,
initially as part of the Manchester Course, but
from 2012 as an independent Medical School,
with a projected intake of 110 students per year.
The MSc in Geriatric Medicine, only in the
planning stages in 1998, is now established and
attracts students both nationally and internation-
ally. Last, but not least, we have the honour of
hosting the 2002 BGS Spring Meeting at Telford
International (see pages 24 and 30) and are really
looking forward to seeing you all there.

The Department
The academic department of geriatric medicine
came into being with the appointment of Prof
Peter Crome to the chair in 1994. Its clinical base
is the North Staffordshire Combined Health
Care Trust in Stoke-on-Trent, but from the very

start the department
has been multidisci-
plinary and multicen-
tre, incorporating
non-medical mem-
bers into the aca-
demic team and
placing senior lectur-

ers in
neighbouring
regional hospitals,
including
Stafford,
Shrewsbury and
Walsall. It there-

fore provides an ideal environment for
multidisciplinary and multicentre research. As
Head of Postgraduate Medicine, Peter Crome has
taken on wider responsibilities within the
University in August 2001, further facilitating
interdepartmental research projects.

Research
We in the department have resisted the general
trend of specialisation on an ever smaller scale -
from whole persons to organs, cells, and finally
genetic material - to concentrate on the whole
person, their environment and support systems.
The main areas of research are stroke, health
services research and therapeutics.

Much of the outcomes after stroke depend on
optimal treatment and care early after symptom
onset. In a two-centre project with Dr Helmut
Frohnhofen from Recklinghausen, Germany,
funded by the Novartis Foundation for
Gerontological Research, Christine Roffe (senior
lecturer), Martin Allen (chest physician) and
Sheila Sills (MPhil student) are investigating the
prevalence, causes and effects of hypoxia after
stroke. Mohamed Halim (PhD student) is further
looking at the effect of hypoxia on vigilance
during rehabilitation.

Barnabas Panayiotou has recently completed sev-
eral studies on postural hypotension after stroke,
with the surprising finding that it is a much more
prominent problem during rehabilitation than
during the acute phase. Christine Roffe is also
involved in two projects looking into the ethics,

costs and clinical implications of
PEG feeding, in collaboration with
Tim Bowling (gastroenterology),
Roger Beech (Health Planning and
Management), Angus Dawson
(Department of Philosophy) and
Peter Jones (Medical Statistics). The
department is supporting the work
of two physiotherapists, Maggie
Bailey (winner of the poster prize at
the BGS Autumn Meeting 2000) and

It has been four years since we last
featured as a Department in the
Society’s Newsletter, and much has

happened since then.

Keele Hall

First MSc in Geriatric Medicine, Keele University
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Sue Hunter, who are investigating hemi-neglect
and hand function after stroke as part of their
PhD projects, the latter funded by a grant from
Research into Ageing.

Peter Crome heads several research projects into
health service delivery and intermediate care,
together with Brenda Roe, Chris Phillipson
(Department of Social Relations) and Roger
Beech (Health Planning and Management). He is
also involved in the Tipping the Balance Project,
a pan-European study of differences in Health
Service use and quality of life, which is planning
to repeat its six-country study in 2003.

The dementia clinic is a focus for therapeutic
research, the latest project being the AD2000
trial, co-ordinated by Peter Crome in collabora-
tion with the Regional Clinical Trials Unit in
Birmingham.

Miriam Casey and Simon Hill are heading
research projects on osteoporosis and falls, and
Simon has more recently started a fruitful collab-
oration with the Robert Jones and Agnes Hunt
Hospital in Oswestry, examining the develop-
ment of osteoporosis after stroke.

Postgraduate teaching
The department organises weekly clinical semi-

nars and month-
ly research
presentations
with a multidis-
ciplinary focus.
The seminars
are a forum for
scientific discus-
sion, gossip and
networking,
especially at the
regular after
lecture dinner.
Peter Crome is
the Chair of
West Midlands
Specialist
Registrar (SpR)
Training
Committee with
responsibility
for the educa-
tion of 35 SpRs

within the region.

The MSc in Geriatric Medicine
This course has now been running since 1998,
and we have just had the fourth annual intake.
Keele is one of only a few departments in the
UK offering such a degree. All members of the
department are involved in its delivery, but Peter
Crome and Miriam Casey share the brunt of
organisational responsibilities. So far eleven stu-
dents have graduated, three with distinction. The
course aims to ensure students’ professional
development and to enhance their capacity to
take responsibility for their own learning through
emphasis on self-direction and on the need to
relate theory to professional practice.

The MSc is taught in modules (Principles of
Gerontology, Research Methods, Organisation of
Care Delivery in Geriatric Medicine and Clinical
Geriatric Medicine). Assignments include audits,
case reports and a research project, and many of
these have subsequently been presented at local
and national meetings and published in peer
reviewed journals. For the first three years most
of the teaching was done in weekly half-day
sessions. But from this academic year we have
changed the course outline to six blocks of three
to five days to make attendance easier for stu-
dents who have to travel long distances. A wide
range of optional modules are now also available
through the Keele Master of Medical Science
programme.

Conferences
The department organises two regular annual
conferences. The National CME conference at
Keele Hall aims to provide multidisciplinary and
multiprofessional updates to topical themes in
geriatric medicine. The 2002 conference in May
will address the new role of nurses in care
delivery and their interactions with the medical
profession. Past themes have been the interface
between geriatric medicine and rehabilitation
medicine, dementia, special senses, and mind and
brain. The Annual Stoke Stroke Study Day
provides up-to-date information on medical,
nursing and therapy issues, and attracts a wide
range of professions, locally and regionally. As
host of the BGS Spring Meeting in Telford, we
hope that you will enjoy the scientific programme
as well as the evening events at Weston Park and
the Royal Air Force Museum at Cosford.

Head of Department - Peter Crome

Senior Lecturers
Miriam Casey (Geriatrician, Stafford)
Simon Hill (Geriatrician, Shrewsbury)
Brenda Roe (Nurse, Stoke-on-Trent)
Christine Roffe (Geriatrician, Stoke-on-
Trent)

Senior Clinical Lecturers
Rod Brooks (Geriatrician, Walsall)
Barnabas Panayioutou (Geriatrician, Stoke-
on-Trent)
Tony Ward (Consultant in Rehabilitation
Medicine, Stoke-on-Trent)

Research Fellows
Sue Garbutt (Physiotherapist)
Kate Wilde (Pharmacologist )

Research Students
Maggie Bailey (Physiotherapist)
Emma Barradell (Social Scientist)

Wilna Dirkse van Schalkwyk (Psychologist)
Mohamed Halim (Physician)
Cheryl Jackson (Nurse)
Sheila Sills (Nurse)
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Scientific programme
highlights
Lectures include:

health promotion (M Minkler);
hearing (C M Hackney);
evidence-based medicine 

(R Leipzig); and
managing medicines in older

people (D Milson).

Clinical updates will cover
for example: assistance
technology in older people’s
homes; sex and the older
person; periodontal
problems; addiction;
exercise; and sleep disorders.

Symposia cover topics such
as stroke, social exclusion, and pain,
whilst a debate on the Friday
discusses regulating the professions.

On the Saturday morning a
Multidisciplinary Day will cover
ageing and health in the UK among
black and minority ethnic groups.

Social Functions
On Thursday 11 April, the evening
reception will be held at Weston
Park, a few miles east of Telford.
The house is set in a magnificent
park and was the setting for a

recent G7 Conference and for the
Anglo-Irish Peace
Talks. Guided
tours of the house
will be arranged
and coaches will
transport
delegates to and
from their hotels.

The confer-
ence Dinner
will be held on
Friday evening
at the Aircraft
Museum
adjacent to
RAF Cosford
in the main exhibition area, and
there will be opportunities to tour
the various hangars which contain a
large range of civil and military
aircraft. Entertainment will be in
provided by musicians and singers
and coaches will be laid on.

For those who find the scientific
meeting over-stimulating
there is the annual Golf
Tournament to be held at
the fabulous Telford Golf
& Country Club.

Around Telford
Why not extend your stay
and visit the numerous
local attractions.
Although Telford is a
‘New Town’ it is set in
glorious countryside with

the Wrekin and the Long
Mynd nearby. Just outside

Telford is the
Ironbridge, where
the Industrial
Revolution started.
In addition to the
bridge itself, there
are a number of
museums which
together justify
UNESCO in
awarding this venue

World Heritage Centre status. A
little further way is the historic town
of Ludlow with its castle and its
famous restaurants. For the brave
Wales is just over Offa’s Dyke.

Prof Peter Crome

SPRING MEETING 2002 - TELFORD INTERNATIONAL CENTRE
11 TO 13 APRIL 2002

The Medical School
Keele University will take 55 year-three students
from the Manchester Course from 2002, and pre-
clinical students will be taken from 2003, with
numbers increasing to 110 by 2005. As Deputy
Head of the Medical School, Peter Crome is
leading the integration of the existing School of
Postgraduate Medicine with the undergraduate
development. Initially, we shall be sharing the
Manchester Problem Based Learning Curriculum.
The core contents will be addressed in the form

of case studies. The students will work in groups
and acquire the knowledge required to address
the problems highlighted by the case through
individual study and by focussed attendance at
relevant teaching events and clinics. One day a
week they will spend in the community, and there
will also be firm-based teaching. By 2007 we will
have developed our own curriculum, and by 2012
Keele will be an independent Medical School.

Dr Christine Roffe

Weston Park

RAF Cosford



The original report in the Newsletter
confirmed the general impression that
these are cosy places providing appropri-
ate housing for frail older people.
However, there are problems associated

with the legal background upon which almshous-
es function. About three times a year, our service
sees subjects who have been summarily evicted
on the grounds that they no longer meet the
criteria decided by the Almshouse Management
Committee.

Licensees with no security of tenure
These actions can take place because those living
in almshouses are not tenants recognised by e.g.
The Rents Act or similar. People are appointed to
an almshouse and as such are licensees with no
security of tenure. This has been reflected in the
model Charities Commission Scheme, a template
used by almshouses when applying for charitable
status. Article 27 of this refers to ‘Termination of
Appointments’. This states that trustees may
terminate the appointment of any resident who
‘...is no longer suited to be a resident by reasons of illness
or disability.’

The Almshouse Association published a code of
practice entitled ‘The Care of Frail Almshouse
Residents’ in 1997. This is a worthy document,
which shows how increasing disabilities should
be handled and, as such, is entirely reasonable
and represents a fair model of what should hap-
pen. Unfortunately, there are no binding powers
to ensure that an individual almshouse acts in
accordance with this advice. The Almshouse
Association has also been active through its

newsletters in pointing out to its members that
summary termination of appointments on the
grounds of disability is probably in breach of The
Disability Discrimination Act.

My personal suspicion is that such activity would
also be a breach of The Human Rights Act. Even
before these powers arrived on the statute book
Britain had obligations in these areas - Article 12
of The Universal Declaration of Human Rights,
written at the United Nations in 1948, states that
‘no-one shall be subjected to arbitrary interference with his
privacy, family, home or correspondence … everyone has
the right to the protection of the law against such
interference or attacks’.

Abuse of rights is continuing
As yet, no case has challenged the right of
almshouse management to terminate appoint-
ments on the grounds of disability. Individual
cases suggest that the abuse of the rights of
those living in almshouses is continuing. The
Almshouse Association is proposing to make
changes in the wording of the Charities
Commission model scheme to bring these into
line with appropriate legislation. In the meantime,
I have concerns over the effect of any summary
termination of appointment, and suggest the
following.
1 The Charity Commission be made aware that
this is in breach of the Disability Discrimination Act
and The Human Rights Act. Furthermore, charita-
ble trustees are personally liable for any damages
ensuing. This liability is only limited if the charity
is also a limited company - a rather excessive
procedure that is rarely undertaken by those
running charities.
2 Talking to the Disability Rights Commission who
have recently been made aware of the problem.

Dr Jed Rowe 
Consultant Physician

Moseley Hall Hospital, Birmingham
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In January 1999, the British Geriatrics
Society Newsletter carried a report on
almshouses in the UK. In the first part

of this article, Jed Rowe highlights a
problem, whilst in the second part the
Almshouse Association responds.

Jed Rowe
hightlights
a problem

Almshouses
in the UK

Article continues on page 26
with the Almshouse Association response
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The Association, through its Deputy
Director, Mrs Heather Greaves, has
replied at length to Dr Rowe’s article,
the key points of which are set out
here, quoting in full the most relevant
paragraphs relating to disability.

The almshouse charity is established
and run, like any other charity, in
accordance with its Governing
Instrument, which reflects the wishes

of the original benefactor.

Interpreting the rules
It will also set out the circumstances in which the
trustees can set aside the appointment to an
almshouse: “…if the resident does not comply
with the rules of the charity; ceases to be an
eligible beneficiary of the charity; and is no
longer able to look after him/herself.”

The Association explains the need to interpret
the rules, which are known to the residents, and
the difficulties of interpreting the rules, e.g.
where a 90-year old lady technically becomes
ineligible on inheriting £60,000 but has no family
to support her.

Difficult situations can occur
The Association then reports the situation when
a resident is no longer able to look after
him/herself. This “… can be even more difficult
to apply. The trustees will provide as much
support as the charity can afford to help their
residents live independent lives. However, very
few charities are able to provide care. That is the
responsibility of other organisations, primarily
Social Services.

Many residents are able to remain in their
almshouses for much longer than hitherto
because they are provided with an appropriate
care package by Social Services. Problems only
occur if the package is inadequate. It is rare that
the trustees have to take action in these circum-
stances; the situation will be all too apparent to
Social Services, relatives and to the resident.
Even in disputed situations, the trustees should
only act on professional advice, such as that of a
geriatrician. There is one additional and most

important point. The almshouse is the resident’s
home. The trustees will rarely act to set aside an
appointment to an almshouse in such
circumstances unless and until the situation is
posing an unacceptable nuisance or risk to the
other residents.

Inadequate care arrangements will jeop-
ardise resident’s appointment
There can be problems when a resident is
discharged from hospital. Firstly, it is not unusual
for an elderly resident to be discharged from
hospital, often on a Friday, without the charity or
family being informed and with no care package
in place. The responsibility then falls on the
trustees, warden (if there is one), or the other
residents. This is unacceptable; none is trained
for this purpose.

The only way trustees have of making sure such
situations do not occur is to make it clear to all
concerned that inadequate care arrangements will
jeopardise the resident’s appointment to the
almshouse. This ensures that appropriate action
is taken to either provide an adequate care
package or more suitable housing. Greater
understanding and better co-ordination between
all concerned is improving the situation but we
still have a long way to go.”

The legal process
The Association explains: “The legal process for
appointing residents and setting aside such
appointments provides all the necessary safe-
guards. Any change, for example, to shorthold
tenancies, would not be an improvement or
provide greater security; arguably, it could be less.
The trustees must interpret their legal powers
reasonably and fairly. When they fail to do so,
there should be safeguards in the charity’s
complains procedure; if they are inadequate the
Courts will continue to provide these essential if
rarely needed safeguards.”

The Association has written to the Charity
Commission suggesting that, as the regulatory
body, the Commission make the appropriate
amendments to the model scheme, to which
Dr Rowe’s letter referred.

Mrs Heather Greaves
on behalf of

the Almshouse Association

Mrs Heather
Greaves

of the
Almshouse
Association
responds to
Jed Rowe’s

article

Almshouse article continued from page 25



Amulree esssay
- the ageing mouth

At the Autumn Meeting 2001, Priti Acharya, a
dental student, received the Amulree Prize 2000
for an essay on the ageing mouth and dental
needs of an elderly population. It is refreshing to
read her essay, which provides a simple and
pragmatic view of the dental requirements of
older people.

As people age many changes occur that are
normal physiological processes but may have
pathological consequences. Tooth wear results
from disease, habits and general wear and tear.
The gradual increase in the surface fluoride of
the enamel affects the tooth resistance to caries
attack and reduces the ability of phosphoric acid
to etch the enamel when composite restorations
are being placed. Thus aging not only results in
increased caries but also makes them harder to
deal with.

Oral mucosa
The oral mucosa is becoming more of an interest
to some groups already within the BGS and
although the mucosa is more easily damaged in
older people little is known about the functional
variation with age. As highlighted by Dr Lesley
Longman at the recent BGS Autumn Meeting,
xerostomia is a common finding in older people.
Up to 40% of older people are affected by
xerostomia and medication such as antidepres-
sants, anticholinergics, antihistamines and
antihypertensives, as well as chemotherapy and
radiotherapy may be the causation. In addition,
diabetes mellitus and autoimmune diseases may
be implicated. Xerostomia results in difficulty
with swallow and speech, increased throat
irritation and loss of sense of taste as well as
altered diet and complaints of oral dryness.

Dentures prove a problem
Dentures appear to be a frequent problem for
both wearers and health care professionals.
Alveolar bone resorption, which occurs with
ageing, is a major cause of poorly fitting den-
tures. There are several oral mucosal conditions
associated with the wearing of dentures, includ-
ing denture-induced stomatitis and fibrous hyper-
plasia. It is not surprising, therefore, that studies
in Europe and North America show the preva-
lence of oral mucosal lesions in older people to
be around 25%. Whilst this figure seems very
high, the situation is much worse in the develop-
ing world with nearly 60% of elderly patients
examined having mucosal pathology. Therefore,
even if the patient is edentulous, regular inspec-
tion of the oral cavity is essential to detect
lesions, which account for the five-fold increase
in premalignant or malignant disease occurring in
the mouths of patients over 65 years of age.

Denture related stomatitis is usually due to an
asymptomatic infection mainly with Candida
species and is induced by wearing dentures
continuously both day and night, especially in
patients with xerostomia. It is easily treated with
scrupulous denture hygiene, which may include
overnight storage of the dentures in a fungicide
and, in extreme cases, topical oral antifungal
medication are required.

The state of dentitian in the UK makes fright-
ening reading. In 1950, a study of older people
living in the community found that only 3.5% of
men and 0.5% of women had adequate natural
dentitian and 41% of dentures present were
inadequate. Throughout the 1960s and 70s there
was a trend for high levels of edentulousness and
the widespread use of dentures continued.
However, during the 1980s the levels of edentu-
lousness did fall nationally. Not surprising, when
one compares client need, subjects in institutional
care are more likely to require dental treatment
than those caring for themselves in the commu-
nity. However, we must not be complacent when
one study found oral pathology in 14% of long
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and the dental needs of an

elderly population. 
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stay hospital patients and 68% of those caring
for themselves in the community. This, together
with the large number of dirty dentures found in
old peoples’ homes and a high proportion of lost
dentures in long stay hospitals highlights the need
for regular education of health care workers.

Dental education programmes
In the 1990s, there were several areas in the UK
which set up residential and nursing home educa-
tion programmes. Homes were offered an oral
health training programme for their carers and
the impact of this on residents was assessed.
Studies showed that carers’ baseline knowledge

of oral health was
poor and whilst the
knowledge gained
immediately after the
training programme
was high there was no
perceived change in the
oral health care given
by the carers and no
measurable improve-

ment in the oral health of residents after carer
training. In keeping with our studies in Liverpool
there were few residents who had seen a dentist
in the past two years and the research points to
disgraceful levels of dental care in institutions for
older people. This is particularly worrisome since,
in March 1998, there were 19,000 residential and
nursing homes in the UK with a capacity for
453,000 elderly people. The main barriers to
providing health care to this group seems to be a
low prioritisation of oral health by nursing
management, lack of cooperation by cognitively
impaired patients and lack of training.

It is easy to speculate why older community
dwelling patients are non-attenders at a dentist or
are reluctant to accept treatment offered to them.
Problems include mobility and transport, poor
general health, cost (dentures need to be paid
for), and a lack of understanding of the dental
care required. Peoples’ knowledge of services
provided may be lacking and many older people
are fearful of treatment relating to poor dental
experiences when they were younger. Whilst this
will improve as we see less older edentulous
people from widespread extractions at a young
age many of these problems will still remain.
Once again, although the situation in the UK is
poor, in developing countries in the world where

dentistry is not advanced and the dentist:popu-
lation ratio is low, the situation is worse. One
imagines the situation in the USA to be better
although a large study carried out in 1995 sug-
gested that most US nursing homes offered some
level of dental services the pattern of availability
provided little evidence for the provision of
routine or systematic follow up of older people.

Plans for improvement in the future
Having highlighted the problems, it is important
that we plan for improvements in the future.
Firstly, issues around staff training must be
identified. The BGS has published meeting
abstracts on this subject but the audit loop
remains to be closed. In Sweden, oral health
training programmes have been more successful
but the staff involved appear to have more
enthusiasm than those seen in other studies.

Medicated chewing gums, particular those with
chlorhexadine, show significant suppression of
plaque formation and reduced gingival
inflammation and the study suggests that
chewing gum is acceptable to participants over 40
years of age. I personally have some doubts as to
whether this would be acceptable to many of the
patients that I see who are either edentulous or
have poorly fitting dentures.

We are left with a feeling of frustration that the
oral care of older people is not better. However,
as a group of professionals we must act across
the multidisciplinary barriers to ensure that
dentists and other professionals involved in the
care of older people do not accept the situation
that exists, particularly within care homes in the
UK. Funding agencies must be aware of this area
where data is absent or poor and target resources.
When patients are admitted we must include an
assessment of the oral cavity and it should be as
much part of the routine data as blood pressure
recording. Older people must be encouraged to
visit the dentist even if edentulous and oral care
must be seen as an area to highlight in clinical
governance.

The Society remains indebted to the author of
the paper for highlighting another ‘Cinderella’
area of geriatric medicine.

Dr Margot Gosney
University of Liverpool

Prof Swift with Priti Acharya,
winner of the Amulree Essay

Prize 2000



n e w s BGS 29

MALNUTRITION ADVISORY GROUP (MAG) POLICY FORUM 
- 5 DECEMBER 2001, WESTMINSTER CENTRAL HALL

Starvation in the midst of
plenty (Louise Wykes)
I attended the launch of ‘The Call for
Action on Malnutrition’ on behalf of
the BGS. Recommendations to reduce
the level of undernutrition in the UK
(Making Malnutrition History, MAG,
December 2001) include making the
detection and management of mal-
nutrition an integral part of clinical
practice. The morning session focused
on the malnutrition problem and
policy response. Prof Marinos Elia,
Chair of MAG, spoke of the increased
risk of malnutrition with age, residen-
tial accommodation and geographical
location. The response from Dr Evan
Harris MP (Liberal Democrat Health
Spokesperson) emphasised the recruit-
ment, training and retention of health
professionals. Dr Howard Stoate MP,
(Labour MP and Health Select
Committee Member) spoke in par-

ticular of the need to continue devel-
oping a coherent public health func-
tion. Tim Loughton MP (Conservative
Frontbench Health Spokesperson) also
spoke of the drain on resources
caused by caring for the effects of
undernourishment.

The afternoon session focused on the
role of health professionals. Prof
Chris Pennington (Chair, BAPEN)
gave evidence of the effect of good
nutrition in improving outcome.
Luci Daniels (Chair, British Dietetic
Association) spoke of the importance
of raising awareness across disciplines.
Lynn Young (Community Health
Adviser, Royal College of Nursing)
talked of the new PCTs and the
important role they could play in
health promotion. Hazel Rollins CBE
(MAG Member and Nutrition Nurse
Specialist) provided examples of the

opportunities for nutritional screening
in the cycle of care. The MAG
malnutrition universal screening tool
was endorsed. Speakers emphasised
the need for screening to be followed
by an appropriate care plan and
communication between primary and
secondary care organisations to ensure
continuity of care. Frank Ursell (Chief
Executive, Registered Nursing Homes
Association) spoke about the role of
the care home in nutritional screening
and the specific standards on meals
included in the Care Standards Act
2000. The National Service Frawework
for older people states that good
management of an older person’s care
will involve attention to a ‘nutritional
plan and risk management’; guidance
from the RCP London on the role of
the physician is expected in 2002.

Louise Wykes

New UK figures show
malnutrition remains a huge
health problem (Tom Thorpe)
At the MAG Policy Forum, Prof
Marinos Elia, MAG Chair, revealed
new statistics on the prevalence of
malnutrition in older people. The
figures showed that among the UK’s
nine million people aged 65 years and
over: (a) one in seven people are mal-
nourished or at serious risk of malnu-
trition; and (b) one in five people in
registered residential homes, registered
homes and dual-registered homes are
malnourished or at serious risk of
malnutrition.

These figures are based on an
independent analysis of data from the
National Nutrition and Diet Survey
(Nutrition and Diet Survey: people aged 65
years and over. Vol. 1: Report of the diet
and nutrition survey. London: The
Stationery Office 1998). They show
that people who are aged 65 years or
over and who are malnourished or at
serious risk of malnutrition utilise
health care services more often that
other individuals by having:
1 52% more in-patient episodes;
2 42% more in-patient stays; and
3 31% more GP appointments.
(Abstract in Proceedings of the Nutrition

Society (in press), 2001.) Professor Elia
commented: “These figures show unaccept-
able levels of malnutrition in the UK today
and reveal worrying regional variations. In
the North of England, the prevalence of
malnutrition in those aged 65 years and over
is 71% greater than that in the South of
England”.

Tom Thorpe
Malnutrition Advisory Group

For more information contact: MAG
Secretariat, 11-33 Porters’ Place, St
John Street, London EC1M 4GB. Tel:
020 7309 1127, Fax: 020 7309 1221.

PROF MARION McMURDO - WINNER OF LADY ILLINGWORTH AWARD 2001

Tenovus Scotland has selected Prof
Marion McMurdo of the University of
Dundee for this prestigious award in
2001. It is made every five years to a
UK clinician whose research work has
made a significant contribution to
improving quality of life for older

people. She was presented with the
award at a dinner at the Royal College
of Physicians & Surgeons in Glasgow.

Prof David Levison, Dean of the
Medical School, welcomed the award
saying: “All of us in the medical

school are delighted to see Marion’s
work recognised nationally through
this award.”

The previous recipient of the award in
1996 was Prof Rose Anne Kenny of
Newcastle University.
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SpR TRAVEL GRANT

Travel grant: up to £1,000

Parkinson’s Disease Section with Eli
Lilly Ltd offer this grant to support
SpRs presenting original research
(platform or poster) at a national or
international conference. The award
will fund registration, travel and
accommodation, where funding is
unavailable from another source.

More details available from: Dr
David Stewart, Mansionhouse Unit,
Victoria Infirmary, Glasgow G41
3DX. Tel: 0141 201 6126. Email:
David.Stewart@gvic.scot.nhs.uk.

Marjory Warren House, 31 St John’s Square, London EC1M 4DN
Tel: +44 (0)20 7608 1369 Fax: +44 (0)20 7608 1041 Email: Info@bgs.org.uk Website: www.bgs.org.uk 
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JOINT WINNERS OF AMULREE PRIZE 2001

Jill Tan (University of Edinburgh) for “Rationing healthcare by age?”
and

Ashley Liew (University of Glasgow) for “Elder Abuse”.

FELLOWSHIP AND
RESEARCH AWARD

Closing dates: 28 March 2002

BUPA Fellowship 2002

This one-year research fellowship
is for a graduate of UK Medical
School holding the MRCP (UK). It
will support salary and associated
costs together with a contribution,
where appropriate, to laboratory
expenses. There will be an opportu-
nity for trainees engaged in a flexi-
ble training programme to continue
their research on a similar basis.

Graham Bull Prize in
Clinical Science

This award was established in 1988
in honor of the late Sir Graham
Bull, first Director of the Clinical
Research Centre at Northwick Park.
A trust for the prize was set up to
provide a sum of £1,000 annually to
research workers under 45 years of
age who feel they have made a
major contribution to clinical
science, e.g. in molecular and cellular
biology, imaging technology,
psychiatry or health sciences.

Application forms from: Academic
Registrar, RCP London, 11 St
Andrew’s Place, Regent’s Park,
London NW1 4LE. Tel: 020 7935
1174. Fax: 020 7224 0719. Email:
conferences@rcplondon.ac.uk.

ELI LILLY AWARD

Eli Lilly Travel Award 2002

Clsoing date: 31 May 2002

Award: £300

Eli Lilly International provided
support for a bursary for financial
assistance to SpRs and Registrars
training in geriatric medicine for the
purpose of presenting research
papers at international meetings.

To apply, please send an application
to the BGS Administrative Director
(address on page 31), consisting of
an abstract no longer than one A4
sheet of paper, with a copy of the
acceptance of the oral or poster
presentation by the meeting in ques-
tion. Applications may be consid-
ered in retrospect of a meeting. If
none of the applications are deemed
suitable, the Society reserves the
right to hold on to the award until
the following year.

TRAVEL AWARD

Respiratory Section/Allen &
Hanburys Travel Fellowship

Closing date: 18 January 2002

Award: £750 (two available)

These are available for young clinical
and non-clinical researchers in the
respiratory field to attend the ATS
International Conference and/or the
European Respiratory Society
Conference. Abstracts must already
be accepted for presentation and
should be emailed to Dr Martin
Connolly at: martinconnolly@
altavista.com for consideration.

WINNER OF AWARD IN 2001

The recipient of the first of these
travel awards was Dr Charlotte
Ruse, SpR, Leicester, for her pres-
entation at the ATS in May 2001.
Her research concentrates on the
genetics of COPD.

BOOK ON ETHICS

“Going against the stream -
ethics of elderly care”, P Jeffery.

Available from: Gracewing, 2
Southern Ave, Leominster HR6
0QF. Tel: 01568 616835. Email:
gracewingx@aol.com. Price £14.00.


