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The British Psychological Society

Response to the Joint Committee on Human Rights Inquiry on the Human Rights of Older Persons in Healthcare

1. 
The British Psychological Society is the learned and professional body, incorporated by Royal Charter, for psychologists in the United Kingdom. The Society has a total membership of over 42,000 and is a registered charity. This response has been prepared on behalf of the Society by the Psychology Specialists Working with Older People (PSIGE), a Faculty of the Society’s Division of Clinical Psychology. 

2.
The Society welcomes this opportunity to respond to the Committee’s inquiry into human rights issues arising from the treatment of older persons in hospital and residential care.

3.
The victimization, or neglect, of older people within the healthcare system, who may be particularly vulnerable to ill-treatment, has been a major concern to psychologists and others working in the health care context. Indeed the Rowan inquiry was initiated by concerns a psychologist had about the treatment of older people on that ward (brought to her attention by care staff). We agree that there are many examples where the use of age as a criterion in decisions about rationing of treatment is of concern e.g. access to psychological therapies (see e.g. Rights for Real, 2006, Age Concern).

What are the main challenges to the human rights of older persons receiving treatment in hospital and residential care homes? Do the same problems arise in both settings?
4.
Older adults are particularly vulnerable to having their human rights ignored by virtue of negative stereotypes, cultural or life experiences differences, language problems, direct and indirect ageism, poor education, lower financial status, poorer health, cognitive or physical difficulties. In their call for evidence, the committee has listed a number of exemplar cases where older people are disadvantaged. For example, in feeding, in toileting, in access to private space, in denial of their human rights to be sexual beings, in accessibility to services, treatments (both surgical, pharmacological and psychological). 
5.
The main challenge is that because of cultural and institutional ageism older people are often not seen as individuals but become part of a homogenous “other”. (e.g. Biggs 1993). Aside from a legislative framework that supports the rights of older persons and measurement methods that can sensitively detect when these are not being met, the best approach to ensuring that the principles of fairness, respect, equity and dignity are maintained may be through training. 

6.
One of the biggest impediments to the above is the lack of training and awareness of staff. The second, is that there are few if any consequences to organisations or to staff of not having an adequate training programme, or valuing continuing professional development, and this is particularly the case in residential care settings. Even in the NHS, the focus is on auditing our practice, not necessarily on the training needed to improve the quality of care.
Are there discriminatory restrictions of the rights of older persons to access healthcare without adequate justification, for example in relation to criteria used for sharing or rationing of finite healthcare resources?

7.
It is clear that there are discriminatory restrictions of the rights of older persons to access healthcare. This is true in relation to older people with mental health problems accessing intermediate care (e.g. Paton), in relation to access to mental health liaison services (Who Cares Wins), in access to psychological therapies (Everybody’s Business), and in access to stroke, coronary care, care for long term neurological conditions, alcohol services, and relevant day care. Finally, older adults are disadvantaged in relation to post code prescribing or reduced access to medications such as Aricept, a treatment for Alzheimer’s disease (which can usefully be contrasted with access of younger women to Herceptin).

What barriers face older persons, and their families, seeking to voice their concerns about possible abuse, neglect or discrimination in healthcare?

8.
There are considerable barriers faced by older persons, and their families, seeking to voice their concerns about possible abuse, neglect or discrimination in healthcare. Older people often do not want to complain. There may be beliefs that “doctors know best”, or what is the point in complaining? For carers there is often a “fear factor” that their loved one will be treated more unfairly if they complain. Some people are not aware of what they should be receiving. Examples of other colleagues who work in health and social care who know and do complain have said things like “ if it is hard for us to complain, so what must it be like for people who do not know the system?” Certainly, better information about human rights might help individuals and their families advocate more strongly for themselves.

Could older persons receiving treatment in hospital, or in residential care, be better informed about human rights principles? If so, how could better information and involvement be achieved?

9.
Greater national media coverage would be helpful in this regard (see e.g. media coverage of treatments for Alzheimer’s disease in the Daily Mail). There should be increasing fora for this, possibly via patient public involvement (PPI). Local authority older peoples’ fora (local area networks and local government) may be helpful, as will voluntary organisations such as Age Concern, and advertising posters in local libraries and GP surgeries. Clearly, better training for hospital and public sector staff is required. In particular, contracts with the residential sector should require that training in human rights principles and how this translates into good quality care is provided and monitored to staff. 
What examples are there of healthcare professionals or other workers, or advocates for older persons, using human rights principles to secure the dignity of older persons undergoing treatment for physical or mental illness? 

10.
There are many examples of individual care workers and professionals attempting to advocate for older persons so as to secure their human rights by ensuring that they have access to high quality health and social care. Psychologists have a particularly important role to play in teaching and training on ageism and ageing awareness. Some examples of good practice in regard to this are given below.

11.
Teaching staff to recognize and respond to the symptoms of depression, as in Victoria Carek and David Wallace’s recent article in the PSIGE Newsletter (Carek, V. & Wallace D. 2007. Piecing together a fuller picture of the patient: Can doing a jigsaw help to improve the psychosocial well-being of stroke and rehabilitation patients? PSIGE Newsletter, 97, 43-46, ISSN 1360-3671).

12.
Anna Fairhurst & Helen Toone describe workshops for training formal carers about so called challenging behaviour (Fairhurst, A. & Toone, H.,  Understanding ‘challenging behaviour’ in dementia: Reflections on a series of two-day workshops for formal carers, PSIGE Newsletter, 93, 31-38).
13.
Psychologists and Neuropsychologists often help support and advocate, via appropriate assessment, that older people may have capacity to make their own decisions. This is particularly so when there are issues of transfer of care/ accommodation, money and family conflict. The Society has a specialist working group which is developing advice for clinicians on the assessment of mental capacity - Assessment of Capacity in Adults: Interim Guidance for Psychologists. . These guidelines can be downloaded from the BPS website at: http://www.bps.org.uk/downloadfile.cfm?file_uuid=8B5A05CE-1143-DFD0-7E4E-65C98DAF0CA1&ext=pdf 

14.
Bradford Dementia Group was established in 1992 at the University of Bradford to develop teaching, education and research in the field of dementia care. It was established as the Division of Dementia Studies (http://www.bradford.ac.uk/acad/health/dementia/)  in 2003 and comprises a multi-disciplinary and multi-professional group engaged in a diverse portfolio of activities. Its mission is to improve the quality of life and quality of care for people with dementia and their families, through excellence in training, education and research, recognising the key role played by practitioners and professionals. The Bradford Dementia Group has been central to the development of ‘Person Centred Care’ originally devised by Tom Kitwood (Kitwood, 1997).

15.
The current director, Professor Dawn Brooker, has recently published a book describing the principles of quality care for individuals with dementia: Brooker (2006). The centre delivers training programmes as well as publishing Good Practice Guides which may be of interest to the Committee: http://www.bradford.ac.uk/acad/health/dementia/guides.php. 

16.
The Society believes that through examples of ensuring good practice such as these, the human rights of older people in healthcare to fairness, respect, equity and dignity can be maintained.

What are the main practical, management and resource considerations facing those working in healthcare settings, including residential homes, when seeking to protect the human rights of older persons in their care?

17.
The main practical, management and resource considerations facing those working in healthcare settings, including residential homes, when seeking to protect the human rights of older persons in their care are Health and Local Authority budgets, which affect staffing levels, equipment provision, training and thus awareness, plus a problem with willingness and ability to take action. 

Do NICE and the Healthcare Commission take sufficient account of the human rights of older persons in their work?

18.
We believe that they do not. A recent example of this is the Guidelines on dementia care issued by NICE which paid limited account to the needs of carers.
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