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scientists with an interest in ageing
and the life course. Members connect
through seminars, conferences, virtual
learning platforms as well as through
participation on our committees.
Information on membership and
subscription rates are available here.

On behalf of your National
Executive Committee,
I am delighted to welcome
you to this, the first quarterly
ePublication of the Irish
Gerontological Society.
I am honoured to be
elected president of the
Irish Gerontological Society
in Autumn 2020.
I would like to pay a warm and grateful
tribute to my predecessor Dr. Diarmuid
O’Shea. During very challenging times
in 2020, he and the National Executive
have ensured continuity of our
commitment to education, training and
research through innovative outreach
programmes which will continue every
two weeks throughout 2020 and 2021.
The programme ‘Changing Horizons in
Gerontology’ has already included an
inspiring, insightful and informed IGS
ALONE Willie Bermingham lecture from
Dr Michael Ryan, Executive Director,
WHO Health Emergencies Programme.
This on-line Autumn Scientific Series
is available to members and the
forthcoming programme can
be viewed here.
The Society and its president have also
been prominent leaders in advocacy
to improve health, social support
and services and I will continue this
important advocacy role, arguably
more important now than ever before.
Application for membership of the
IGS is welcomed from all health
care professionals, researchers and

Our society of 69 years is more
essential, vibrant and interdisciplinary
than ever before and we continue
to grow. The IGS is a member of
the International Association of
Gerontology and Geriatrics and
is active in its European section.
Founded by Dr John Fleetwood and
Prof Jerry Jessop in 1951, the Society
has developed into an interdisciplinary
professional organization whose
membership reflects the complexity
and diversity of those interested in
promoting the interests of older people
and, in how knowledge about ageing
and later life can be enhanced and
improved. We should all aim to build
on the growth and success of our
society over the last 68 years.
The Irish healthcare system
continues to develop initiatives to
address the challenges of a rapidly
ageing demography in Ireland,
informed and enhanced by the
supportive scholarship and expertise
of IGS members. To ensure continued
change and progress, we will continue
to equip ourselves and the health
care system with the skills and
knowledge required to enable
optimum health and well being.
A central aim of the IGS is to highlight
the contribution which older people
make to modern-day society.
By bringing together health and
social care professionals, biologists,
social scientists, policymakers,
and increasingly those involved in
technological development, we
hope to encourage and support
an increasing and closer network
of professionals, researchers and
scientists who are dedicated to
better care throughout the life span.
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However, none of this working
together is of any value without the
extraordinary dedication and talent
of those who provide this
compassionate and expert care on
the front line. As frontline health care
workers you are all playing your part,
heroically going quietly, conscientiously
and compassionately about your work;
while meeting the everyday challenges
of treating older people who are unwell,
in need of medical care, therapy
and support in our acute hospitals,
residential and nursing home services
and the community. We recognise your
individual and collective contributions
and, thank each and every one of
you sincerely for your dedication,
commitment and compassion to
the work you do every day.
Empowering people, through
knowledge, research and education both society at large and health
care professionals specifically enables us all to address and
harness the collective innovative
skills, dedication and compassionate
care that health care workers strive to
provide. This, in turn, can ensure that
when people need access to the care
and support, it is better planned,
better coordinated, easier to access
and truly person-centred.
As your president, I am particularly
mindful that ageist attitudes and
language are widely prevalent
throughout our society and even in
our health and social care systems.
These have been particularly
unmasked during the recent crisis.
We encourage terms that are
precise, accurate and value-free.
I hope you find this publication
interesting and informative and I
hope it will encourage you to join the
IGS if you have not already done so.
Together, lets us Inspire (I), Grow (G),
Support and Sustain (S) the speciality
of gerontology and quality of care
provision across the island of Ireland.
Professor Rose Anne Kenny
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A Message
from the Editor.
Dr. Derek Hayden

I am delighted to introduce the
inaugural IGS quarterly e-publication.
This year in the context of the
COVID-19 global pandemic, the
IGS executive took the very difficult
decision to cancel the 2020 annual
scientific conference.
While it remains unclear when we
might see a return to such largescale gatherings the IGS has adapted
by moving to roll-out what has been
a highly successful and engaging
web-based scientific programme
for 2020-2021.This publication
aims to support the continued
and growing participation of the
IGS membership and to showcase
clinical, academic, scholarly, social
and cultural content relevant to
our membership.
In this, our first edition of the IGS
e-quarterly we read a message from
our new President Prof. Rose Anne
Kenny. On behalf of the editorial
team I would like to warmly welcome
and congratulate Prof. Kenny on her
election to the office of President of
the IGS. We are fortunate to have her
leadership and scholarship during
these challenging times.
We cover this year’s ALONE Willie
Bermingham lecture delivered by Dr.

Mike Ryan, Deputy Executive of the
World Health Organization, which
may be viewed here. In his lecture
Dr. Ryan outlines the health and
psychological impacts of COVID-19
on older people and highlights how
the pandemic has exposed ageism
in society as well as dysfunction in
health- and long-term care systems,
among others. Dr. Ryan references
the ‘resilience of older people’ during
the pandemic and outlines the WHO
policies and actions in response to
the pandemic in relation to older
people, highlighting the ‘need to see
the needs of our older generation as
a rights issue.’ In the context of the
beginning of the WHO Decade of
Healthy Ageing Dr. Ryan concludes
with the hope that ‘this year will also
go down in history as the year in
which we paved the way for a world
for all ages’.
In this edition Patricia T. RickardClarke, Chair of the National
Safeguarding Committee and
ALONE Willie Bermingham lecture
panelist discusses the importance
of Advance Healthcare Directives
in the context of COVID-19. In
her article which resonates with
Dr. Ryan’s lecture, she highlights
the importance of a ‘rights based
approach to decision-making
Page 5

capacity’ under the Assisted
Decision-Making (Capacity)
Act 2015.
Since the emergence of SARSCoV-2 virus and the subsequent
global COVID-19 pandemic, we
have in a relatively short time
learned much about COVID-19, a
disease which disproportionately
affects older people with greater
severity, morbidity and mortality.
This edition includes an update
from the IGS webinar Changing
Horizons in Gerontology: Frailty,
Delirium and Interface Geriatrics
including research from University
College London and a Cork-based
collaboration investigating frailty
and COVID-19. Both studies identify
that frailty is a poor indicator of
prognosis in COVID-19 with authors
emphasizing the need for ‘holistic
patient-centered approach’ to
treatment decisions.
Over recent months we have seen
our healthcare systems, and the
individuals working within them
adapt at a rapid and unprecedented
rate in response to the pandemic.
This is evident no more so than
among those involved in the
provision of care to older persons.
In this edition we read of the
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challenges experienced by older
persons services such as the Home
First team at St James’ University
Hospital, the EDITH service at St.
Vincent’s University Hospital and
the Older Persons Assessment
Hub in Galway University Hospital
during COVID-19 and how these
services have adapted to continue
to provide care to older patients
during the pandemic.
This edition of the e-publication
includes ‘A Call to Action for
Collaboration’ for Orthogeriatric
service development from presenters
of the IGS Bone Health symposium
which may be viewed here. The
authors outline the importance of
an ‘integrated model of care’ for
patients in meeting nationally agreed
hip fracture standards and review the
evidence base for improving patient
outcomes through delivering ‘the
right care, in the right place, at the
right time, with the right team.’
In the effort to prevent transmission
of the SARS-CoV-2 virus we have
dramatically altered many aspects
of how we live, work and behave,
including the introduction of social
distancing, face coverings and the
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concept of cocooning the most at
risk citizens. In his thought provoking
piece Illuminated truths: Coronavirus
Disease 2019 and Ageing in Ireland,
Prof. Kieran Walsh highlights the
absence of the ‘experience and
voices’ of at risk populations from
the ‘early stages of COVID-19
strategic planning’ and writes how
COVID-19 ‘offers a lens for critical,
but constructive, reflection that can
help reorientate us towards a better
future for all of our ageing lives’.
As Europe faces a second surge
in COVID-19 cases, and Ireland
heads into another week of level 5
restrictions we are for the second
time beginning to achieve reductions
in COVID-19 cases through the
collective actions of our individual
citizens. In this edition Prof. Diarmuid
O’Shea, outgoing President of
the IGS writes that ‘we are better
prepared and better understand
what we need and have to do’.
Reviewing the evolution of public
health advice from ‘cocooning’ to
‘support bubbles’ to mitigate risks of
isolation, Prof. O’Shea highlights the
need to regularly review and update
evidence and advice and echoes Dr.
Ryan’s call for us to see the ‘needs
Page 6

of our older generation as a rights
issue’. On behalf of the editorial team
I would like to thank Prof. O’Shea
for his leadership throughout his
term as President of the IGS but
especially during the unprecedented
challenge that has been the
COVID-19 pandemic, during which
he has overseen the creation of a
highly successful online scientific
programme as well as the inception
of this publication.
I wish to thank all of our authors
for their contributions to this
inaugural edition of the IGS Quarterly
e-Publication. I hope this publication
will continue to grow over time,
facilitating greater communication
and showcasing excellence
and leadership among the IGS
membership.
If you would like to submit articles
for consideration in our future
editions please contact me at
editor@irishgerontology.com
Take care and stay safe.
Dr. Derek Hayden
Editor
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This year’s ALONE Willie Bermingham lecture was
delivered by Dr. Mike Ryan, Deputy Executive of the
World Health Organization.
Speaking on International Older
Persons’ Day, Dr. Ryan began by
speaking of Willie Bermingham’s
‘example of duty, humility, courage
and selfless attention and care for
the community - especially its most
vulnerable members’ and went on
to detail the impact on older people
of COVID-19.
Outlining the direct health impact of
COVID-19, Dr. Ryan stated that ‘older
people face a higher risk of serious
illness and higher rate of death than
people in younger age groups’ and
that ‘more than 40% of COVID-19
related deaths have been linked to
long-term care facilities, with figures
being as high as 80% in some
high-income countries.’
Discussing the social and
psychological impact of the virus,
Dr. Ryan described how the ‘physical
isolation of older people from
their traditional social network including family, friends, and care
professionals - in the midst of

the pandemic also increased the
risk for social isolation, anxiety
and loneliness which can have a
tremendous effect on a person’s
physical and mental health.’
On the association between
COVID-19 and ageism, Dr. Ryan
stated that the ‘spread of the virus
has also amplified the spread
of ageism, with older adults
being wrongly stereotyped as
frail, vulnerable and in need for
protection’. He said that ‘ageism has
been present in language and, in
some contexts, in driving decisions
about who is tested and treated’
and that ‘efforts to combat ageism
across all policies, settings and
practices need to be increased
- and we all have a role to play.’
Dr. Ryan also highlighted how
the pandemic has ‘shown us the
resilience of older people, their
patience, their wisdom and their
vital role as part of the social
fabric of all our lives.

On the impact of COVID-19 on health
systems, Dr. Ryan said the pandemic
is ‘exposing dysfunction and fragility
in many systems’ and went on
to describe how the ‘demand on
staff, supplies and hospital beds,
especially for intensive care, exceeds
capacity even in countries with welldeveloped health systems’ and that
this ‘may have a long-lasting impact
on overall health, especially of older
persons, who have not been able to
access needed care and medication
and therefore faced declines of
physical capacity.’
Reflecting on the lessons learned
from the COVID-19 pandemic Dr.
Ryan said we ‘must use these
lessons to more effectively empower
communities, improve governance,
reduce transmission, and save
lives…to find the right balance
between controlling a pandemic
and minimizing its impact and risks,
while at the same time ensuring that
the measures do not compromise
people’s deep fundamental need for

“the pandemic has ‘shown us the
resilience of older people, their
patience, their wisdom and their
vital role as part of the social
fabric of all our lives.”
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social contact and care - the need
to quite literally be together.’
Dr. Ryan stated that the ‘WHO has
been working hard with partners to
develop guidance and advice during
the COVID-19 pandemic for older
people and their households, healthand social care workers and local
authorities and community groups’
and outlined as an example ‘a policy
brief, which provides 11 policy
objectives and key action points
to prevent and manage COVID-19
across long-term care. It further
addresses long-standing problems
in long-term care systems, including
underfunding, lack of accountability,
fragmentation between health and
long-term care and an undervalued
workforce.’
To view this policy document
click here.
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communities across the world’ he
also said ‘that it may also mark a
turning point in our conception and
approaches to care for older people.’
Within the context of 2020 being ‘the
year in which WHO Member States
called for ten years of concerted
action to foster healthy ageing by
endorsing the Decade of Healthy
Ageing at the 73rd World Health
Assembly’ Dr. Ryan outlined ‘four
very concrete Action Areas:
1. Changing how we think,
feel and act towards age
and ageing.
2. Developing age-friendly
communities in ways that foster
the abilities of older people.
3. Delivering person-centered
integrated care and primary
health services responsive
to older people.
4. Providing older people with
access to long-term care.

Dr. Ryan said that while this year
‘will be remembered as one of the
darkest episodes for almost all

In his concluding remarks,
Dr. Ryan said:

‘We need to see the needs of our
older generation as a rights issue the right to be cared for, the right
for social contact’
and that we

‘need to fundamentally rethink
the relationship we have with the
older generations and the way in
which we provide care for that
generation.’
Dr Ryan concluded by saying
that ‘One person matters, one life
matters, the rights of any single
individual matters and must be
seen and protected in every way
we possibly can. We cannot leave
anyone behind. Let’s make sure this
year will also go down in history as
the year in which we paved the way
for a world for all ages.’
If you missed the live event,
a recording is available here.
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Advanced Healthcare
Directives and the Assisted
Decision-Making
(Capacity) Act 2015.
Patrica T Rickard-Clarke
Irish Gerontological Society Willie Bermingham Lecture Panelist.

In the Department of Health’s Ethical
Consideration Relating to Long-Term
Residential Care Facilities in the
context of COVID-19 under the heading ‘Treatment Decisions’, it stated
that older people and people with
disabilities have the same rights as
all other members of the population
and pointed out that decision-making in relation to treatment should be
made in a manner which is fair and
transparent and which respects the
rights of residents. It was clear in
indicating, that where a discussion
about advance care planning was
taking place when the person had
capacity to participate in the conversation, the person’s treatment preference should be sensitively explored
and that it is the resident’s wishes
that are paramount. This is a clear
acknowledgement of a rights based
approach to care and treatment in
the health sector.
The Assisted Decision-Making
(Capacity) Act 2015 was enacted in
2015. The core principles set out in
the Act are a rights based approach
to decision-making capacity which
promotes the autonomy of the
person to make decisions (with
support if necessary) about their

own lives and to plan for possible
future incapacity. The Act provides
a legislative framework for Advance
Healthcare Directives (AHD) and
states that the purpose for making
an AHD is to enable persons to
be treated according to their will
and preferences and to provide
healthcare professionals with
information about persons in
elation to their treatment choices.
A limited number of the provisions
of the 2015 Act have commenced,
the part dealing with AHDs has not.
It was evident during COVID-19
that it would have been of great
assistance and comfort to the
person being treated, their families
and healthcare professionals if,
when the person was unable to
participate in any conversation
about their treatment choices and
critically some who were at end-oflife, their wishes had been set out
in advance in a format that wa
clear and had legal effect.
The Report of the COVID-19 Nursing
Home Expert Panel recommended
parts of the 2015 Act (to include
capacity assessment, recognising
each resident’s will and the wider
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use of advance healthcare directives)
be commenced within 6 months
of the publication of the Report.
A further recommendation related
to education programmes for
healthcare staff to promote the
wider implementation of advance
healthcare directives.
Safeguarding Ireland carried out
a RedC Poll in May of this year
and 14% reported that as a result
of COVID-19 they had considered
completing an AHD but very few
(less than 4%) had actually done so.
The Director of the Decision Support
Services is tasked under the 2015
Act to promote public awareness
of the provisions of the Act so it is
important that there is imminent
commencement so that those of us
who wish to set out our treatment
choices in an AHD can formally
do so. This will greatly facilitate
healthcare professionals to know
our will and preference and
respect our rights.

Irish Gerontological Society
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Here we go again; the
return of COVID-19
Are we better prepared this time round?
Dr. Diarmuid O’Shea
This year will go down in history
as the year that COVID-19 spread
across our country and indeed
the world, affecting societies and
economies to their core. What are
we learning in Ireland and how are
we adapting?
As you all know there are has
been an increase in the number of
Covid-19 cases across the country
and in his speech to us, Taoiseach
Micheál Martin, called on everyone
to “take this threat seriously”. He
also announced that, from midnight
on 21st October, we will all now live
and work under Level 5 restrictions
for the next six weeks, at least.
I have no doubt this is challenging
for each and every one of us on both
a professional and a personal level.
While it may be a feeling of “here we
go again”, that is not exactly correct.
Whatever way we look at this we
are better prepared and better
understand what we need and
have to do. What we are doing
is also evolving.
Across our hospitals and
communities, structures are in
place that will support us and those
close to us to get on with it and
get through this next surge.
Examples of new and innovative
practices around our hospitals
and communities abound.

Our continued, individual and groupadherence to the public health
and infection control guidelines,
hand washing, the regular wearing
of masks where appropriate and
maintaining social distancing
are as important as ever. There
is little doubt social distancing
is challenging in the hospital,
residential care and community
setting where the provision of close
personal care is required. But we
must all be vigilant and not become
complacent. Protecting yourself and
those close to you by getting the
Flu vaccine - unless there is a reason
you should not have it - will also
help. We all have our individual
part to play to help the collective.

If you need a boost!
Sam Bennett’s victory in Paris in
September was an example of the
importance of what an individual
and a team can do together.
Team planning, preparation and
perseverance along with endurance
and individual effort can achieve
many things if all stay focused
and work together. That is why
our individual effort and adherence
to the public health guidance
at the moment is so important
to our collective goal of surviving
and thriving during these
pandemic times.
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We now find ourselves heading
into the winter months and another
surge. If you have not had the
opportunity to listen to Dr Mike
Ryan’s Irish Gerontological Society
ALONE Willie Bermingham Lecture
from October 1st, please do. If you
need a boost, this will inspire and
energize you for the journey ahead.
His review of “Lessons from COVID
19 and how we can improve care
and support for older people in our
community”, spoke of “not leaving
anyone behind”, cherishing those
who have brought us to where
we are and who have given us
everything we have. He reminded
us that relationships with those
older than us shape us for the rest
of our lives.
We are all seeing the consequences
of isolation, loneliness and
deconditioning. We heard of people
who were not visited by family,
friends and neighbours. We saw
the longer-term effects of closing
respite services, withdrawing home
help and redistributing staff and
teams from community services to
acute hospital services. We heard
of people who died, families who
could not grieve normally. Families
and friends who could not celebrate
the passing of a life of well lived
because of the rules and regulations
around funerals.

Irish Gerontological Society

Support Bubble
vs. Cocooning
So that is why what is new in this
announcement is so important.
First time round we were introduced
to the term “Cocooning”. This time
round the new term is “Support
Bubble”. This will allow for
social support beyond the caring
exemptions already in place. This is
being put in place to help support
people at risk of isolation. While it is
not just focusing on older people it is
really picking up on a very important
thread in Dr Ryan’s speech where he
said “We must see the needs of our
older generation as a rights issue the right to be cared for, the right for
social contact.”
Viewed through the prism of how the
evidence for the use of face masks
and their use changed over the
course of the pandemic to date, it is
easy to understand that the evidence
and advice to medically vulnerable
and older people must also be
reviewed and updated, regularly.

New normal or
‘new different’
The Decade of Healthy Ageing,
proposed by the WHO Member
States, offers the vision, plan and
potential for a “new normal” to rise
from the pandemic and a path
forward for governments, civil
society, international agencies,
professionals, academia, the media,
and the private sector to improve
the lives of older people, their
families, and the communities
in which they live.
The Decade of Healthy Ageing
includes four very concrete
Action Areas:
1. Changing how we think, feel and
act towards age and ageing.
It means tackling ageism or
the stereotyping, prejudice and
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discrimination towards people
because of their age, which has
negative effects on their health
and well-being.
2. Developing age-friendly
communities in ways that foster
the abilities of older people.
The pandemic is exposing
different levels of preparedness
and response in communities
around the world and may
be increasing disadvantages
in those who were already in
a more vulnerable situation.
Building age-friendly
communities will not only help
prevent situations of heightened
vulnerability in the context of
this and future pandemics but
also enable older people with
different capacities to: age in a
place that is right for them, be
included and participate, develop
personally and professionally
and contribute to their
communities.
3. Delivering person-centered
integrated care and primary
health services responsive to
older people.
This novel virus has dramatically
increased demand on health
care systems, limiting their
ability to support many older
people who have several
conditions and complex needs.
The implementation of personcentered primary health care
is crucial as it can improve
community access to care, and
coordination across services and
providers, ultimately enhancing
the physical and mental capacity
of older adults. A focus on this
action area will move countries
one step.
4. Providing older people with
access to long-term care.
When people experience
significant declines in capacity,
access to quality long-term care
is essential to maintain their
Page 11

functional ability, consistent
with their basic human rights,
fundamental freedoms and
dignity. The pandemic has
exposed the devastating
impact of under-resourced and
poorly integrated Long-Term
Care services with health care
services. This action area is
proposing the accelerated
development of guidelines, tool
kits and good practice.
I am sure, like me, as you read each
of these 4 pillars they resonate with
you. Framed against these four
concrete action areas our efforts to
minimize the impact of “isolation and
loneliness” in those vulnerable, at-risk
and older people and maximize the
supports available to them in their
communities will aid Ireland to learn
the necessary lessons and improve
care and supports to older people
around our country.
This pandemic is teaching us, and
many others around the world,
some hard lessons, which have
only heightened the importance of
moving towards a vision like this.
As Dr Ryan said, “Let’s make sure
this year will also go down in history
as the year in which we paved the
way for a world of all ages”. Let this
be one of our legacies from this
pandemic.
I wish our new IGS President
Professor Rose Anne Kenny and our
new National Executive Committee
continued success in growing the
contribution our members make in
their advocacy work and improving
the support and care delivered to
the older people of Ireland. I would
also like to thank you all for your
continued commitment, energy,
dedication and hard work. Stay safe,
stay well, get the flu vaccine and
follow our public health guidance
and leaders.

Irish Gerontological Society
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In Ireland, over 9,000 patients receive
care through an Amgen patient
support programme every year

Cardiovascular Disease
Neutropenia
Anaemia
Rheumatology
Gastroenterology
Dermatology
Multiple Myeloma
Osteoporosis
Immune Thrombocytopenia
Amgen’s patient educational website is www.amgencare.ie
Amgen’s patient support programme referral portal is www.amgencarehcp.ie
Amgen offers Patient Support Programmes for patients who have been prescribed an Amgen medicine.
© 2020 Amgen Ltd. All rights reserved.
Amgen Ireland Ltd., 21 Northwood Court, Santry, Dublin 9, Ireland | IE-NPS-0820-00017 | Date of preparation: October 2020
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LOOKING AFTER YOU AND YOURS SINCE 1970

Enabling people with depression to feel, think and do better1
Brintellix is indicated for the treatment of major depressive episodes in adults1
Brintellix® (vortioxetine) film-coated tablets
Prescribing information: Please refer to the full Summary of Product
Characteristics (SPC) before prescribing, particularly in relation to
side effects, precautions and contraindications.Presentation: Tablets
containing 5, 10, 15 or 20mg of vortioxetine (as the hydrobromide).
Indication: Treatment of major depressive episodes in adults.
Dosage: 10mg once daily. Dose may be increased to a maximum of
20mg daily or reduced to 5mg if necessary. After depressive symptoms
resolve, treatment for at least 6 months is recommended. Can be taken
with or without food. Elderly (≥65 years): Initial dosage is 5mg once
daily. Caution advised if using doses above 10mg daily as data are
limited. Children and adolescents (<18 years): Not recommended
as safety and efficacy not established. Cytochrome P450 inhibitors
and inducers: Consider a dose reduction of vortioxetine if a strong
CYP2D6 inhibitor is added. Consider a dose adjustment if a broad
CYP450 inducer is added to treatment. Renal or hepatic impairment:
No dose adjustment is needed, however exercise caution given that
these subpopulations are vulnerable and data on the use of Brintellix is
limited. Contraindications: Hypersensitivity to the active substance or
excipients. Concomitant use with non-selective, monoamine oxidase
inhibitors (MAOIs) or selective MAO-A inhibitors (e.g. moclobemide).
Fertility, pregnancy and lactation: Should only be administered
to pregnant women if the expected benefits outweigh the potential
risk to the foetus. Limited data on the use of vortioxetine in pregnant
women. Animal studies have shown reproductive toxicity. Use of SSRIs
in pregnancy, particularly in late pregnancy, may increase the risk
of persistent pulmonary hypertension in the newborn (PPHN). It is
expected that vortioxetine will be excreted into human milk, and a risk
to the breastfeeding child cannot be excluded. Animal data showed
no effect on fertility, sperm quality or mating performance. Human
case reports with some SSRIs have shown that an effect on sperm
quality is reversible. Impact on human fertility has not been observed
so far. Warnings & Precautions: Closely supervise patients, especially
those at high risk, for suicide-related behaviours during first few weeks
of treatment and during dose changes. Use with caution in patients: at
risk of hyponatraemia; with a history of mania/hypomania; aggression/
agitation; undergoing ECT; with unstable epilepsy (discontinue

if seizures begin for the first time or increase in frequency); with
bleeding tendencies/disorders, taking anticoagulants or medicines
affecting platelet function; in patients on lithium or tryptophan; with
increased intraocular pressure, or those at risk of acute narrow angle
glaucoma. Monitor patients for appearance of serotonin syndrome or
neuroleptic malignant syndrome and discontinue if occurs. Patients
may experience feelings of aggression, anger, agitation and irritability.
Patients/caregivers should seek medical advice if such behaviour
emerges or aggravates. Brintellix tablets contain sodium (<1mmol/
tablet). Drug interactions: Alcoholic drinks not advisable. Vortioxetine
is extensively metabolised in the liver, primarily through oxidation
catalysed by CYP2D6 and to a minor extent CYP3A4/5 and CYP2C9.
Potential for interactions with: MAOIs, MAO-A and MAO-B inhibitors;
serotonergic medicines (e.g. triptans or tramadol); St John’s wort;
products which may lower the seizure threshold, e.g. antidepressants
(tricyclic, SSRIs, SNRIs), neuroleptics (phenothiazines, thioxanthenes
and butyrophenones), mefloquine or bupropion. Depending on
individual patient response, a lower dose of vortioxetine may be
considered if strong CYP2D6 inhibitor (e.g. bupropion, quinidine,
fluoxetine, paroxetine) is added to vortioxetine treatment. Additionally,
these effects may be greater in patients who are poor metabolisers of
CYP2D6. A dose adjustment may be considered if a broad cytochrome
P450 inducer (e.g. rifampicin, carbamazepine, phenytoin) is added
to vortioxetine treatment. There have been reports of false positive
results in urine enzyme immunoassays for methadone in patients
taking vortioxetine. Exercise caution in interpreting positive drug
screen results. Effects on ability to drive and operate machines:
No or negligible influence however, as dizziness has been reported,
use caution at the start of treatment or when the dose is changed.
Adverse events: The most common adverse reaction is nausea,
which is usually mild or moderate, transient and occurs within the
first two weeks of treatment. The following have been reported in
clinical trials and during post-marketing use: Very common (≥1/10
patients); nausea. Common (≥1/100 to <1/10); abnormal dreams,
dizziness, diarrhoea, constipation, vomiting, pruritus, including
generalised pruritus. Uncommon (≥1/1,000 to <1/100); flushing,
night sweats. Rare (≥1/10,000 to <1/1,000); mydriasis (which may

Page 13

lead to acute narrow-angle glaucoma). Not known (from postmarketing reports); anaphylactic reaction, hyponatraemia, insomnia,
agitation, aggression, serotonin syndrome, haemorrhage (including
contusion, ecchymosis, epistaxis, gastrointestinal or vaginal bleeding),
angioedema, urticaria, rash. Sexual dysfunction: The 20mg dose of
vortioxetine was associated with an increase in sexual dysfunction.
Class effect: Studies in patients ≥50 years of age, show an increased
risk of bone fractures in patients receiving SSRIs and TCAs. Not known
if relevant to vortioxetine. Prescribers should consult the full SPC in
relation to other side effects. Overdose: Management consisting of
treating clinical symptoms and relevant monitoring. Legal category:
POM, for non-renewable supply. Brintellix Tablets, blisters of: 5mg
(EU/1/13/891/002) 28 tablets. 10mg (EU/1/13/891/010) 28 tablets.
15mg (EU/1/13/891/019) 28 tablets. 20mg (EU/1/13/891/028) 28
tablets. Further information available from: Lundbeck Ireland
Ltd, 4045 Kingswood Road, Citywest Business Park, Co. Dublin.
Tel: 01 468 9800. Date of last revision of PI: July 2020. Reference:
IE-BRIN-0214. Brintellix® is a Registered Trade Mark.
Job number: IE-BRIN-0222
Date of preparation: July 2020
Reference: 1. Brintellix Summary of Product Characteristics. Available
at https://www.medicines.ie/medicines/brintellix-10-mg-film-coatedtablets-34817/smpc (Accessed: July 2020).
Adverse events should be reported. Reporting forms and
information can be found at www.hpra.ie. Adverse events
should also be reported to Lundbeck on:
01 468 9800 Email: SafetyLuIreland@lundbeck.com
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Hip fractures from low-impact
falls are the most common lifethreatening injury sustained by older
people with 3,751 hip fractures
recorded by the Irish Hip Fracture
Database (IHFD) in 2018 (1). They
are the leading cause of emergency
surgery and anaesthesia in the older
person and are associated with
increased morbidity, mortality, and
healthcare costs (2). In the context
of unparalleled population ageing
(3)
, prevention of fragility fractures
and restoration of function following
fracture through rehabilitation
are essential in maintaining
independence and supporting
older people to live well within
their own home.
Meeting nationally agreed Hip
Fracture Standards reduces
mortality rates and allows for
analysis of patient-centred outcomes
including quality of life (4, 5). The IHFD
commenced as a collaboration
between the Irish Gerontological
Society (IGS) and the Irish Institute
for Trauma and Orthopaedic Surgery
(IITOS) in 2012. The National Office
of Clinical Audit(NOCA) oversees
compliance with IHF Standards.
Improvements in patient care

through implementation of the
IHFD have been one of the great
success stories in Irish Healthcare
in recent times.
Hip fracture patients are amongst
the most complex, frail and at-risk
patient cohorts in our hospitals (6).
These vulnerable older patients
require early, proactive orthogeriatric
care to reduce: delirium incidence
and severity, postoperative
complications and mortality (7, 8, 9,
10, 11)
. Mounting evidence supports
an integrated model of care with
co-management of patients by
orthopaedic and orthogeriatric
teams as this model is associated
with reduced mortality, time to
surgery and length of stay (8, 9, 10).
Important in establishing an
orthogeriatric service are clear hip
fracture governance structures
that have oversight over the hip
fracture pathway, and that review
and analyse audit data to facilitate
improvements in service provision
(5)
. Person-centred care is delivered
best through the core multidisciplinary team (MDT) working
alongside the Orthogeriatric service
embedded within the trauma unit.
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Early comprehensive geriatric
assessment, a robust evidencebased methodology, allows for
prompt medical optimisation of
the patient pre-operatively with
individualised rehabilitation goals
for the postoperative period (12, 13, 14).
Careful history taking with a focus on
falls and syncope, informant history
regarding falls, syncope, cognitive,
mobility, functional baseline and
polypharmacy is key. The prevalence
rate of dementia is as high as 40%
(15)
, with delirum affecting up to 65%
of older hip fracture patients (7).
Therefore, delirium and cognitive
screening, baseline mobility scores
and medications reconciliation are
ideally completed in the pre-operative
period (7). Proactive orthogeriatric
management reduces the incidence
of postoperative delirium by 30% and
reduce the severity of delirium by
50% (7). Routine frailty assessment
should also take place preoperatively to identify frail patients
at increased risk of postoperative
complications and delirium (6, 16).
Close collaboration with anaesthetic
and orthopaedic colleagues
decreases time to surgery, which
improves patient outcomes (4, 5).
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Postoperative care should facilitate
commencement of rehabilitation at
the earliest stage possible either on
the day of surgery or the following
day (17). Recent evidence highlights
that early mobilisation with
physiotherapy reduces in-hospital
mortality (18), improves functional
independence, reduces sarcopenia,
shortens duration of delirium,
prevents delirium, and improves
bone health (19, 20). Rehabilitation
is a MDT collaboration that
ensures goals are patient-centred
and individualised with progress
monitored at weekly MDT meetings.
Objective outcome measures can be
utilised to assess progress such as
‘The Timed up and Go’ (TUG), ‘The
New Mobility Score’ (NMS) and ‘The
Cumulative Ambulatory Score’ (CAS).
The TUG is a sensitive measure that
can be used to assess risk of future
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falls in patients with hip fracture (21).
The NMS is a validated outcome
measure for accurately predicting
mortality after a hip fracture (22).
The CAS is a highly reliable predictor
of length of hospitalisation,
30-day mortality and postoperative medical complications
(23)
. Rehabilitation extends from
the acute postoperative stage to
off-site rehabilitation and into the
community. This is highlighted by
the Royal Osteoporosis Society
which details an excellent
rehabilitation regime for this hip
fracture group in their publication
‘Better Bone Health for Everybody’
(24)
. The Integrated Care Programme
for Older Persons emphasises
further the need to reduce future
falls through community falls
prevention classes so as to cement
gains made in the acute recovery

stage and to maintain functional
independence (25).
Patients who have experienced one
fragility fracture are high risk of
developing a subsequent fragility
fracture. Development of bone health
pathways to decrease the
risk of subsequent fracture should
be developed within the structure
of a fracture liaison service(FLS) (26).
An ‘FLS Champion’ is key in
narrowing the ‘Treatment Gap’ by
facilitating pharmacotherapy to
decrease the future fracture risk.
A proactive multi-disciplinary
collaborative approach is vital in
ensuring that these frail, older,
multi-morbid patients receive ‘the
right care, in the right place, at the
right time, with the right team.’
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The IGS Webinar
Proceedings:
Changing Horizons in Gerontology:
Frailty, Delirium and Interface Geriatrics.
Dr. Cliona Small, Specialist Registrar in Geriatric Medicine and special rapporteur.

Chaired by Prof. Roman
Romero Orturno and
Prof. Rónán O’Caoimh,
this webinar included
presentations from
healthcare professionals
involved in the delivery
of frontline care for
older persons during the
pandemic covering a
variety of models of care
for frail older patients and
new insights from Frailty
research during the COVID
19 pandemic.

Ms. Aoife Dillon, Advanced Nurse
Practitioner with the Home First
service, presented an overview of
how a specialist interdisciplinary
Gerontological team embedded in
St. James’ Emergency Department
(ED) with a focus on assessing
frailty and facilitating the safe
discharge of older people who
present to the ED operated during
the pandemic. The team presented
the results of a service level
review of predictors of disposition
outcomes in the ED and highlighted
the importance of Comprehensive
Geriatric Assessment in the ED and
the role of the Day Hospital / as an
ambulatory Hub to facilitate safe
discharge home from ED - which is
more important than ever during the
pandemic.
Ms. Edel Manion, Advanced Nurse
Practitioner in Older Persons Care
in the Older Person Assessment
Hub in Galway University Hospital
(GUH) gave an overview of
‘Alternative Pathways to Older
Person Care during COVID-19’.
Ms. Manion discussed how GUH
adapted their services for the older
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person including the provision of a
dedicated Covid-19 Geriatric team.
Ms Mannion described challenges
in achieving patient centred care
experienced by the team while
adhering to infection control
protocols, including the allocation
of frail older patients to single
rooms, reduced contact-time with
patients, as well as the impact of
mask wearing on communication.
Ms. Mannion outlined measures
implemented by the team to
tackle these challenges including
the use of technology to support
communication and the approach
of role-sharing approach taken
by the team. While technological
interventions helped some they were
not ideal for others. Ms. Manion
discussed the implemention of
virtual clinics and the role of video
consultations in the relaunched
Older Adult Hub.
Dr Rosa McNamara a specialist
in Geriatric Emergency Medicine
who leads the Older Persons Rapid
Assessment Hub (OPRAH) at SVUH
and the Prehospital Frailty response
team outlined the challenges in
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caring for the frail older person
during the pandemic. Dr. McNamara
described that necessary parallel
COVID/NON-COVID ED pathways
were created resulting in a loss of
the OPRAH operational space. The
team reconfigured the model to
maintain opportunistic screening
for older patients. Dr McNamara
outlined the ‘Ed In The Home’
(EDITH) service which aims to
reduce unnecessary visits to ED
and was expanded to operate 7
days/week during COVID. Patients
are assessed by an ED doctor and
occupational therapist and of the
more than 800 patients reviewed,
91% were able to remain in their own
home with the care provided.
Dr. Elizabeth Moloney Specialist
Registrar in Geriatric Medicine
presented the results of a
multicenter Cork-based study
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including 69 patients aged >70 years
of age with COVID-19. In her study
Dr. Moloney identified that patients
with frailty were older and more
likely to require ventilator support
but that frailty was not associated
with mortality. In her presentation Dr.
Moloney reviewed the incorporation
of frailty assessment in critical
care decision making. In her talk
she highlighted the importance
of appropriate training for those
involved in frailty identification and
the importance of a ‘holistic patientcentered approach’ to ‘critical care
decisions for older people with
COVID-19’ and concluding that
‘Frailty does not mean Futility’.
The final speaker, Dr. Daniel Davis,
Honorary Consultant in Geriatric
Medicine University College London
presented “COVID-19 and the
Interplay with Frailty”- where he

outlined a prospective observational
cohort study in University College
London Hospital – patients included
were >70 years with COVID-19 and
the primary outcome measured was
all-cause mortality. He emphasized
again that 1 in 10 patients did not
present with the typical symptoms of
COVID-19 (cough, fever, shortness of
breath). The patients were allocated
to subgroup based on CFS score. Dr.
Davis reported that frailty was not
associated with increased mortality
in the COVID-19 group and that
there was excess mortality in ‘fitter’
patients. Dr. Davis identified an
inverse relationship between markers
of immune response and increasing
frailty suggesting a potential role of
immune-senescence. The overall
message from his research was that
frailty may not be a good measure of
prognosis in COVID-19.

Life is a health journey,
with ups and downs,
which can be big
or small, lifelong or
momentary.
At Sanofi, we are there for those
challenges as a health journey partner.
Patients are depending on us. We aim
to protect, enable and support people
facing health challenges, so they can
live life to its full potential.
Through our unique and broad set
of expertise, we are committed to
supporting you and your customers on
their health journey.
For more information please visit
www.sanofi.ie
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Home First: a new
interface Geriatrics
Service in St. James’s
Hospital, Dublin

Roman Romero-Ortuno1,2,3, Lucinda Edge1, Aoife Dillon1, Sinéad Flynn1, Conal Cunningham1,2
1 Mercer’s Institute for Successful Ageing, St James’s Hospital, Dublin, Ireland
2 Discipline of Medical Gerontology, School of Medicine, Trinity College Dublin, Ireland
3 Global Brain Health Institute, Trinity College Dublin, Ireland

Background
Older people in the Emergency
Department (ED) are clinically
very heterogenous and some
presentations may be better suited
to alternative out-of-hospital
pathways. A new interdisciplinary
comprehensive geriatric assessment
(CGA) team (Home FIRsT: Frailty
Intervention & Response Team)
was embedded in the ED of St
James’s Hospital (SJH), Dublin
from May 2017.
The aim of Home FIRsT is to
promote admission avoidance and
maximise the use of alternative
care pathways. Home FIRsT provide
specialist nursing, functional,
cognitive and social needs
assessments to older people in the
ED, and liaise with the Emergency
Medicine team to identify the
optimal disposition, i.e. admission or
discharge; in the latter case, Home
FIRsT arrange referrals to the most
appropriate out-of-hospital services.
Home FIRsT is comprised of an
advanced nurse practitioner, clinical

specialist physiotherapist, clinical
specialist occupational therapist and
senior medical social worker, all with
specialist training and competencies
in the care of the older person.
Patients’ presenting complaint is first
established by an ED triage nurse.
As per Home FIRsT operational
policy, persons who present to SJH’s
ED during Monday to Friday core
working hours (8:00 – 18:00), are
aged 70 years and older and have a
Manchester Triage Score (MTS) of
urgent, standard or non-urgent are
referred to Home FIRsT, who initiate
CGA using validated tools. Where
indicated, Home FIRsT begin the
clinical/diagnostic and functional
work-up before the Emergency
Medicine (EM) doctor has been
assigned to the patient. After
assessment, Home FIRsT relays
their findings to the EM team, who in
turn establish the disposition.
When the ED disposition is
discharge, Home FIRsT recommend
the most appropriate out-of-hospital
pathway and facilitate referrals to
and communication with those
Page 18

‘the aim of Home FIRsT is to
promote admission avoidance
and maximise the use of
alternative care pathways.’
services. The main out-of-hospital
pathways are:
•

•

•

Discharge to GP and/or
community services (e.g.
community Occupational
Therapy and/or Physiotherapy;
Public Health Nurse; Integrated
Case Manager; Community
Intervention Team; primary care
team Medical Social Work);
Discharge to specialist geriatric
outpatient clinics (e.g. falls and
syncope unit, bone health clinic,
memory clinic, general geriatric
outpatient clinic), with a typical
waiting time of weeks to months;
Discharge to the Geriatric Day
Hospital. In Ireland, this has
evolved to an ‘Ambulatory Care
Hub’ model with access to
outpatient diagnostics/therapy
staff enabling ‘rapid access’
CGA and ongoing therapy
to support and facilitate ED
admission avoidance and
hospital Early Supported
Discharge schemes. The typical
wait for this is days to weeks.

Irish Gerontological Society

Quarterly ePublication Volume 1

Methods
We undertook an ethically approved service evaluation to establish if routinely
collected CGA metrics were associated with ED disposition outcomes. We
included all patients seen by Home FIRsT between 7th May and 19th October
2018. Collected measures were sociodemographic, baseline frailty (Clinical Frailty
Scale), major diagnostic categories, illness acuity (Manchester Triage Score)
and cognitive impairment/delirium (4AT). Multivariate binary logistic regression
models were computed to predict the following ED disposition outcomes:
hospital admission; discharge to GP and/or community services; discharge
to specialist geriatric outpatients; discharge to the Geriatric Day Hospital.

Results
In the 5-month period, there were 1,045 Home FIRsT assessments (mean age
80.1). For hospital admission, strong independent predictors were acute illness
severity (OR 2.01, 95% CI 1.50-2.70, P<0.001) and 4AT (OR 1.26, 95% CI 1.13
– 1.42, P<0.001). Discharge to specialist outpatients (e.g. falls/bone health)
was predicted by musculoskeletal/injuries/trauma presentations (OR 6.45, 95%
CI 1.52 – 27.32, P=0.011). Discharge to the Geriatric Day Hospital was only
predicted by frailty (OR 1.52, 95% CI 1.17 – 1.97, P=0.002). Age and sex were
not predictive in any of the models.

Conclusions
Routinely Home FIRsT-collected CGA metrics are useful to predict ED disposition.
The ability of baseline frailty to predict ED outcomes needs to be considered
together with acute illness severity and delirium. It is reassuring that high acuity
and delirium, which are often associated to adverse outcomes in the short term
(e.g. early ED reattendance), were not predictive of the use of out-of-hospital
pathways, suggesting appropriate clinical decision making and highlighting the
value of these routinely collected metrics for ongoing service monitoring and
quality improvement. Decisions on most appropriate service use were not
based on age or sex, suggesting that decisions were based on clinical need.
Home FIRsT adds patient-centered and operational value to our hospital.
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Illuminated truths:
Coronavirus Disease 2019
and Ageing in Ireland
Professor Kieran Walsh

What has COVID-19 ever done
for us? Well, in the context of
ageing and the interdisciplinary
scientific study of gerontology, it
has and continues to illuminate a
number of long-standing truths.
These are independent of the truly
significant, and often admirable,
intersectoral efforts that have
involved government, the Health
Service Executive (HSE), local
authorities, private organisations
and the community sector in
seeking to contain the pandemic.
Nonetheless, these truths undermine
the effectiveness, and in some cases
the fairness, of these efforts and,
potentially, our approach to ageing
and older people in the years
to come.
Our conception of ageing is still
locked within a health framing.
Despite the significant shift
towards a bio-psychosocial model,
it appears that we as individuals
and communities are reluctant to
abandon the security of familiarity
that comes with the more ingrained
health and clinical perspective. This
is at the cost of our social, economic,
cultural and civic lives as we age,
and the development of inclusive and
social equality goals for older people.
In general terms, it means that
there can be additional difficulties
in realising comprehensive policy
agendas, such as the National
Positive Ageing Strategy, that call for
cross-departmental implementation,
but that appear largely to be left
to those with health portfolios and

remits. In terms of a public health
crisis, like the COVID-19 pandemic,
it means that our formal response,
and our potential ‘solution-space’,
is a little narrower than perhaps
what it should be. While the clarity
around public health messaging
was/is welcomed, the solutions
offered for older people continue to
be somewhat one-dimensional. They
also give a new and uncomfortable
meaning to the goal of ‘supporting
older people in their own homes for
as long as possible’.
A systemic view of older people
exists that is tied to vulnerability,
sameness and low expectations for
later lives. In contrast to the policy/
practice discourse that is sometimes
evident for other groups (e.g. children
and youth; people with disabilities),
which focuses on rights, autonomy,
and individual development, our
default setting appears anchored
to paternalism (Ní Léime et al.
2015). As observed for Ireland
(O’Shea 2020a) and many other
countries (UNECE 2020), pandemicrelated language can be frequently
characterised as homogenising,
and often discriminatory. In effect,
it sometimes seemed to strip older
adults of their agency, their voice,
and their role in responding to the
crisis. This is despite the valuable
work of organisations like the IGS,
Age Action, Age and Opportunity,
Active Retirement Ireland, and
initiatives such as Framing Ageing,
and Imagine Ageing. It is also
despite the anecdotal evidence that
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suggests older people engage in a
variety of support practices during
the outbreak, and the scientific data
that demonstrates the contribution
of older people more generally
(TILDA 2020).
Substantial inequalities persist for
older adults across key domains
of participation. The COVID-19
pandemic has deepened and
widened unequal experiences for
some populations. Intensifying
pre-existing challenges, issues
around social isolation and
loneliness, digital exclusion and
lack of access to essential services
have all been highlighted – and
can be exacerbated and patterned
by income, gender, geography
and health status (Walsh et al.
forthcoming). But other areas
of disadvantage are less wellconsidered. This includes the risks
that can accrue to older workers in
low-paid occupations who may be
more likely to lose employment, and
experience difficulties in accessing
state income supports due to age
thresholds (Coyle 2020). It also
includes the limitations around civic
participation, where older people’s
grass roots organisations were
substantially constrained in their
activities as a result of cocooning again impeding agency and voice.
The perspectives of the most
marginalised and diverse groups
of older adults remain overlooked
in research, as well as policy and
practice – even with the propagation
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of the hermeneutic entanglement of
ageing and vulnerability during the
crisis. Experiences and voices of atrisk populations, such as older adults
living with dementia, their carers,
and nursing home residents, were
largely absent from early stages
of COVID-19 strategic planning
(O’Shea 2020b; Rochford-Brennan
and Keogh 2020). Arguably, in the
main, these voices are still underconsidered. We have also struggled
to account for older members of
other marginalised communities,
who are typically not associated
with the ageing population. For
individuals such as older adult
Travellers and older people who
have experienced homelessness,
accumulated disadvantages,
accommodation challenges, and
stigmatised positionalities can
undermine ageing experiences on an
every-day basis, never mind during
a global pandemic. Recognising
intersectional identities in general,

even in terms of gender and ageing,
and supporting the differential needs
and agencies of these populations, is
a challenge that we have yet to fully
embrace within our systems.
Frameworks that integrate voice, and
ensure fair and effective resource
allocation, for older populations
have been underdeveloped. If we
want to counter the ‘truths’ of our
current circumstances, embracing
a truly holistic ambition for later life,
this needs to be rectified. To be fair,
some of these ideals have always
been present within ageing-related
policy in Ireland, and certainly within
the objectives and intentions of
key statutory and community and
voluntary organisations across the
sector. We have thus far, however,
lacked the operational mechanisms
that would allow us to harness
these ideals. Concentrated efforts
to develop frameworks to include
the direct voices of older people in

decision making, and to facilitate
the integration of those voices into
policy development and resource
distribution, would pay significant
dividends. Interdisciplinary research,
such as that nurtured by the IGS,
has an important role to play in this
development.
What has been neglected in
highlighting these truths is the
shock and traumatic nature of the
pandemic for older populations.
We have a significant opportunity
to temper this nature. If harnessed
correctly, COVID-19 itself offers a
lens for critical, but constructive,
reflection that can help reorientate
us towards a better future for all of
our ageing lives.
Kieran Walsh is Professor of Ageing
& Public Policy and Director of the
Irish Centre for Social Gerontology
(ICSG), National University of Ireland
Galway.

2020 IRISH
ANTICOAGULATION
FORUM
WEBINAR SERIES
Topic:

Tuesday
17th November
13:00 - 14:00

Tailoring anticoagulant treatment to reduce vascular complications
in diabetes mellitus patients receiving anticoagulation

Speaker: Prof. Reinhold Kreutz, President of the European Society of Hypertension,
Director: Institute of Clinical Pharmacology and Toxicology
Charité – Universitätsmedizin, Berlin

Chair:
This meeting has been organised and
sponsored by Bayer Limited. Views
and opinions expressed by speakers
are not necessarily those of Bayer
Limited, The Atrium, Blackthorn Road,
Sandyford, Dublin 18, Ireland.
NVAF, non-valvular atrial fibrillation
PP-XAR-IE-0517-1

Clinical Considerations when anticoagulating NVAF
patients with Diabetes Mellitus:

Prof. Brendan McAdam, Consultant Cardiologist, Beaumont Hospital,
and Associate Professor of Medicine RCSI School of Medicine
CPD approval pending. Certificates of attendance will be issued to attendees

To register for the upcoming webinars please
scan the QR code or use the following link:
https://www.irishanticoagulationforum.ie/
en/register-for-iaf-webinars.php
Page 21

If you would like further
information please email:
travelandeventsireland
@bayer.com
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Irish Gerontological
Society Upcoming Events

Recordings of all past events and further
details on each upcoming event are
available on the IGS website here.

Date

Time

Event

Wednesday
Nov 25

17.00

The Acute Medicine Series: Hot Topics in Geriatric Medicine.
A joint education initiative by the Institute of Medicine,
Royal College of Physicians of Ireland (RCPI).
In association with IGS.

Thursday
Nov 26

15.00 - 16.30

Changing Horizons in Gerontology:
Early Detection and Management of Delirium

Thursday
Dec 3

15.00 - 16.30

Changing Horizons in Gerontology:
Improving Outcomes of Falls and Syncope in Older People.
Sponsored by Daiichi Sankyo

Monday
Dec 7

15.00 - 16.00

Programme Launch: Marginalised Ageing and Inclusive
Systems Symposium Series

Thursday
Dec 17

19.00 - 20.30

Christmas Miscellany for
IGS Members and Families.
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British Geriatrics Society Spring Meeting

Upcoming Events
(Non-IGS Events)

28 - 30 April 2021
Online conference

British Geriatrics Society
Autumn Virtual Meeting 2020

Click here to watch online.
8th Jan 2021 Deadline for abstracts.

Wed 25 - Fri 27 November 2020
This meeting has applied for 15 credits of CPD
accreditation from the Royal College of Physicians (RCP)

Nordic Gerontology Congress
2 - 5 June 2021

Click here to watch online.

Reykjavik Iceland www.25nkg.is
About 1500 delegates, excellent biannual meeting
in English with a very high standard, very friendly:

Framing Ageing: a Wellcome-funded
initiative between TCD and UCD

20 November 2020 Deadline abstracts symposia;
31 December 2020 Deadline abstracts oral
presentations and posters;
3 February 2021 Notification acceptance of abstracts;
1 March 2021 End of early-bird registration

15 December 2020
Series of online webinars viewing ageing
through the lens of the arts and humanities.

FREE but registration required.
Click here to watch online.

British Society for Gerontology
7 - 9 July 2021

The Acute Medicine Series:
Hot Topics in Geriatric Medicine

Lancaster University.
Broad range of gerontology;

25 November 2020 | 5pm

6 Jan 2021 Deadline abstracts;
25 March Notification acceptance of abstracts;
29 April End of early-bird registration.

Watch live here.

Click here to watch online.
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Join the IGS
Become a member of the IGS today
and avail of our many member benefits:

• Access to member-only events
• Continuing Professional Development (CPD) accreditation
• Access to the most recent gerontological and geriatric research
• Publication of abstracts and papers in IGS e-journal and blog
• Opportunities to participate in peer-review processes
• Active participation on committees, in special interest group meetings and at events
• Opportunities to develop your facilitation, presentation and adjudication skills
• Participation in gerontological expert working groups
• Opportunities to influence submissions and policy development
• Networking with a broad range of people from numerous disciplines and interests of gerontology
• Improve and enhance your research skills
• Receive regular gerontological news updates
• Participate in international networks through our membership of IAGG
• Learn from international thinkers and practitioners at our events
• Attendance at IGS AGM.

Interested in joining? Click here to register now.

The Irish Gerontological Society publishes the IGS e-publication quarterly.
The opinions expressed in articles and letters in the IGS e-publication are
the views of the authors and contributors, and unless explicitly stated to the
contrary, are not those of the Irish Gerontological Society, its management
committee or the organisations to which the authors are affiliated.
The mention of trade, corporate or institutional names and the inclusion
of advertisements in the e-publication does not imply endorsement of the
product, post or event advertised.
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