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CONTEXT


National Service Framework for Older People (NSF-OP) (2001)




European Commission Draft Directive
(July 2008) – COM(2008) 426




‘NHS services will be provided, regardless of age, on the basis of
clinical need alone. Social care services will not use age in their
eligibility criteria or policies, to restrict access to available services.’

‘Discrimination based on ... age ... is prohibited by both the public and
private sector in: social protection, including social security and health
care; ...’

Equality Bill




Currently making it’s way through parliament
Bans age discrimination and extends the public sector equality duty to
age
Discrimination only permissible as a proportionate means of achieving
a legitimate aim
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AGE DISCRIMINATION REVIEW
HEALTH AND ADULT SOCIAL CARE

AGEISM




‘Ageism is a set of beliefs … relating to the ageing process. Ageism
generates and reinforces a fear and denigration of the ageing process,
and stereotyping presumptions regarding competence and the need
for protection. In particular, ageism legitimates the use of
chronological age to mark out classes of people who are systematically
denied resources and opportunities that others enjoy, and who suffer
the consequences of such denigration, ranging from well-meaning
patronage to unambiguous vilification’. (Bytheway , 1995 referencing Bytheway and Johnson, 1990)
Ageism is broader than age discrimination. It refers to deeply rooted
negative beliefs about older people and the ageing process, which may
then give rise to age discrimination. (McGlone and Fitzgerald, 2005)
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AGE DISCRIMINATION


Age discrimination is an unjustifiable difference in treatment
based solely on age.



In definitions of discrimination within legislation, a number of
countries distinguish direct and indirect discrimination
 Direct age discrimination occurs when a direct difference
in treatment based on age cannot be justified. A direct
difference in treatment is a situation in which a person is, was
or could be treated in a less favourable manner than another
person in a comparable situation based on his/her age.
 Indirect discrimination occurs when a seemingly neutral
provision, measure or practice has harmful repercussions on a
person.
(for example: an early hospital discharge policy, universally applied,
may have an adverse effect on older people who may need longer to
recover from hospital procedures)

AGE DISCRIMINATION


Ageism or Age Discrimination that follows directly from the
policies, structures and systems of the health service is said to be
Institutional. Institutional age discrimination may occur in policy
at the political, national or overall level (Societal) or at the level of
individual institutions, SHAs, PCTs or health units (Systemic)



Much more difficult to identify and ‘root out’ is age discrimination
at the individual, clinical, level. Age discrimination at this level is
much more likely to be covert and may even be subconscious.
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NICE AND THE USE OF QALYS
( a case of institutional age discrimination?)








It is unclear, from the literature, whether the use of QALYs by
the National Institute for Health and Clinical Excellence, to
assess the relative cost effectiveness of treatments and
procedures, is inherently age discriminatory.
There is a strong suspicion that, no matter how it is packaged,
the use of Quality Adjusted Life Years to assess the relative
cost effectiveness of treatments and procedures will
discriminate against those procedures and treatments, for
example for Alzheimer’s Disease, Osteoarthritis, Osteoporosis
or Age-related Macular Degeneration, that are mainly
beneficial to older people with few remaining years.
It is however argued that, on the contrary, treatments
provided on a pay-as-you-go basis, without large up-front
costs, have the same marginal cost / benefit trade-offs at any
age.
It is not however, difficult to think of treatments, such as hip
or knee joint replacements, that have a one off cost near the
end of life

EFFECT OF THE NATIONAL SERVICE
FRAMEWORK FOR OLDER PEOPLE
2001/2 - Department of Health asked local NHS
trust to carry out an audit of policies to identify
those which were explicitly ageist.
 Cases of explicit, direct, age discrimination in
health care policy are now rare. When age
discrimination does occur it is either indirect,
through inadequate provision of services to meet
the needs of older people or as a result of the
cumulative effect of ageist attitudes by individual
NHS staff
 Healthcare Commission 2006 report (Living Well
in Later Life) found widespread evidence of
improvement in access to services and
treatments for older people
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SCREENING PROGRAMMES
Currently upper age limits of 69 for breast and
bowel cancer screening, 64 for cervical cancer
screening by routine invitation
 No national screening programme for prostate
cancer
 Vascular screening programme upper age limit
74 although most strokes occur in people aged
75+


CLINICAL TRIALS








It has been common for drug trials to exclude people
over 65 or 70.
Many of the drugs which are successfully tested are
then registered and become available for use.
Healthcare professionals either do not prescribe the
medications to those in the excluded age groups
because of the lack of age‐relevant data, or they
prescribe off‐label.
The continued under-representation of older people in
clinical trials, while improving, is a clear form of age
discrimination outside the NHS which has a knock-on
effect on available treatments for the older patient
inside the NHS.
Changes to the regulatory frameworks controlling
pharmaceutical and medical device licensing might
bring pressure for further improvement.

5

11/30/2021

ISSUES IN PRIMARY CARE


Access to GP services


Access from home







Home visits





Percentage of home visit consultations has fallen from 22% in 1971 to
4% in 2006
“if you are over 70 years old and ill or in pain and have to walk to the
surgery more chance of a home visit from a doctor would be nice” –
Bristol Older People’s Forum, 2007

Out of hours services




Over 65s visit GP 7 times per year (4 for younger adults)
Transport problems
Mobility problems
Lack of Saturday surgeries

Creates barriers to access for older people who prefer face to face
contact and fear travelling at night to a treatment centre

Access from a care home




There is evidence that the 400,000 older people living in care homes
have difficulty accessing the services of a GP and other primary care
services
Care Quality Commission carrying out a major review of healthcare
standards in care homes

ISSUES IN PRIMARY CARE - Quality of care


A 2008 study from the English Longitudinal Study on Ageing, compared self
reported care received in comparison with 32 quality of care indicators for adults
aged 50 or over in England (Steel et al, 2008)
Health
Condition

% of QoC
indicators
received

Health
Condition

% of QoC
indicators
received

Ischaemic heart
disease

83%

Patient centred
care

58%

Hearing
problems

79%

Poor vision

58%

Pain
management

78%

Osteoporosis

53%

Diabetes

74%

Urinary
incontinence

51%

Smoking
cessation

74%

Falls
management

44%

Hypertension

72%

Osteoarthritis

29%

Stroke

65%

General medical

74%

Depression

64%

Geriatric

57%
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ISSUES IN PRIMARY CARE - Referral to secondary care





Large unexplained variations in referral rates
between GPs
Evidence that age of the patient is a factor in referral
patterns for Parkinsons Disease, Diabetes, chronic
kidney disease, cholesterol testing, angiography and
revascularisation
Possible conflict between the need for early referral
and what some GPs see as a gate-keeping role to
secondary care

ISSUES IN PRIMARY CARE - Prevention








There is evidence of gender and age inequality in the
prescribing of preventative cardiovascular therapies
to older people in primary care
GPs appear reluctant to follow guidelines for
cholesterol measurement and lipid lowering agents in
people over 75
Few GPs assess the risk of falling among their older
patients or even know how to do such an assessment
Smoking, alcohol and safe drinking are rarely tackled
in health promotion for older people
GPs are less likely to discuss life style changes like
weight reduction with older people than younger
people
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ISSUES IN PRIMARY CARE - Other services


Dental care






Vision




Access to NHS dental services is problematic for older people
particularly for the 20% who are functionally dependent
Barriers older people face include mobility problems, illness,
inconvenience, the scarcity of NHS dentists, the cost or fear of
cost
There are variations in waiting times for cataract operations
for younger and older people which indicates the possibility of
age discrimination. In some areas people aged 65 and over wait
more than twice as long for cataract operations than those aged
under 65.

Podiatry






Foot care services are under resourced and in many areas have
been reduced, which affects older people disproportionately
Foot problems are given low priority in the NHS and chiropody
services are not subject to any government targets for
improvement
Fifty-eight per cent of older people needing foot care services
used private services, while 35% used the NHS

ISSUES IN SECONDARY CARE – Hospital Care


The older patient’s experience






Based on secondary analysis of 2004 NHS inpatient
survey
Older people are less likely to be critical of any
hospital experience
Taking cleanliness as an indicator and assuming that
actual cleanliness of wards and toilets will average
out much the same for all patients...
Older patients were much more likely than younger
patients to perceive wards and toilet to be very clean
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PERCEIVED HOSPITAL CLEANLINESS
In your opinion, how clean was the hospital room or ward that you were in?
Age Group
16-35
In your opinion, how
clean was the hospital
room or ward that you
were in?

36-50

51-65

66-80

81+

Total

Very clean

49.3%

49.3%

50.9%

56.8%

61.2%

53.9%

Fairly clean

41.4%

40.8%

39.2%

36.3%

32.9%

37.8%

Not very clean

6.9%

7.4%

7.8%

5.7%

4.7%

6.5%

Not at all clean

2.4%

2.5%

2.1%

1.3%

1.2%

1.8%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Total

(2004 NHS Inpatient survey, UKDA)

n=86,766

How clean were the toilets and bathrooms that you used in hospital?
Age Group
16-35

81+

Total

40.4%

40.9%

44.6%

51.8%

55.3%

47.5%

42.4%

41.7%

39.8%

36.2%

33.2%

38.3%

11.7%

11.4%

10.3%

7.7%

5.5%

9.1%

Not at all

4.2%

4.8%

3.9%

2.2%

2.0%

3.2%

I did not use a toilet or
bathroom

1.2%

1.2%

1.3%

2.1%

3.9%

1.9%

How clean were the Very clean
toilets and
Fairly clean
bathrooms that you Not very
used in hospital?

Total

36-50

51-65

66-80

100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
(2004 NHS Inpatient survey, UKDA)

n=86,607

HOSPITAL FOOD
While all patients rate hospital food badly compared with other aspects
of care, older patients’ tendency to be less critical than younger patients
is also true for hospital food.
How would you rate the hospital food?
Age Group
16-35 36-50 51-65 66-80
How would you Very good
rate the
hospital food? Good

n=86,550

Total

13.1
%

16.5
%

21.0 24.3%
%

17.9%

28.2%

30.3
%

33.6
%

37.9 39.6%
%

34.8%
29.4%

Fair

33.0%

32.2
%

30.8
%

27.5 25.4%
%

Poor

20.9%

18.9
%

15.3
%

11.0
%

8.7%

14.1%

8.4% 5.5% 3.8% 2.5%

1.9%

3.8%

I did not have
any hospital
food
Total

81+

9.6%

100.0%
100.0 100.0 100.0 100.0 100.0
%
%
%
%
%
(2004 NHS Inpatient survey, UKDA)
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ATTITUDES OF HOSPITAL STAFF
The oldest patients, aged 81 and over, are those most likely to feel
talked over ‘as if they weren’t there’ by medical staff sometimes or often.
Doctors are worse offenders than nurses in this respect.
Did doctors talk in front of you as if you weren't there?
Age Group

Did doctors talk in front
of you as if you weren't
there?

16-35
7.5%

36-50
5.9%

Yes, sometimes

23.5%

No

69.0%
100.0%

Yes, often

Total

51-65
4.7%

66-80
5.1%

81+
7.0%

Total
5.7%

20.1%

19.6%

22.3%

27.5%

22.1%

73.9%

75.6%

72.5%

65.5%

72.2%

100.0%

100.0%

100.0%

100.0%

100.0%

(2004 NHS Inpatient survey, UKDA)

n=86,093

Did nurses talk in front of you as if you weren't there?
Age Group
16-35
Yes, often
Did nurses talk in
front of you as if you Yes, sometimes
weren't there?
No
Total
n=86,487

36-50

51-65

66-80

81+

Total

5.8%

4.5%

3.4%

3.7%

5.2%

4.2%

17.7%

14.8%

13.6%

14.9%

20.5%

15.6%

76.5%

80.7%

83.0%

81.5%

74.4%

80.2%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
(2004 NHS Inpatient survey, UKDA)

PRIVACY AND SINGLE SEX WARDS
‘The 2006 NHS inpatient survey shows that only 76% of respondents were always given
enough privacy when discussing their condition and treatment..’ ‘...just under 23% of older
respondents reported they had shared a room or bay with patients from the opposite sex.’
(Healthcare Commission)
Secondary analysis of the 2004 NHS inpatient survey data reveals, surprisingly, that older
patients are more likely than younger patients to say they have been placed in a mixed sex
environment.
During your stay in hospital, did you ever share a room or bay with patients of the opposite sex
Age Group
16-35
Yes
During your stay in
hospital, did you ever No
share a room or bay
with patients of the
opposite sex?
Total
n=86,212

36-50

81+

Total

17.0%

17.8%

51-65
21.8%

66-80
23.4%

24.0%

21.5%

83.0%

82.2%

78.2%

76.6%

76.0%

78.5%

100.0%

100.0%

100.0% 100.0% 100.0% 100.0%
(2004 NHS Inpatient survey, UKDA)
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SURGICAL INTERVENTION






older patients are less likely than younger patients to be
referred for surgical interventions for cancer, heart disease
and stroke. This may, at least in part, be a function of
perceptions of how the older patient will cope with a
surgical procedure.
Major elective [non urgent] cardiac, vascular, oncological
and orthopaedic surgery can be performed on patients over
75 years old with good outcomes and adverse event rates
similar to younger patients. For carotid endarterectomy
“...the contribution of age to operative mortality is less than
that of gender – the risks for older people over 75 are lower
than those for women as a group.”
(Preston et al, Geriatric surgery is about disease not age,
2008)
Older patients could sustain higher levels of surgical
intervention than is currently the case but, for this to be
successful, the physiological changes and special needs of
older patients must be recognised.

THE SOCIAL AND PHYSICAL OLDER PERSON


A social view of older people recognises diversity
and that older people are just older ‘people’.
From a medical point of view the reverse is true.
Older people experience physiological change
which must be recognised in treatment to meet
need appropriately and avoid indirect
discrimination.
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ACCIDENT AND EMERGENCY / TRAUMA CARE




The perception is that older people form a high proportion of
Accident and Emergency cases but in reality, over 65s make up
15-18% of A&E admissions.
In relation to the numbers of older people in the population the
picture is very different. The attendance rate per 1,000 population
is much higher for those aged 80 and over.

Downing and Wilson, Older people’s use of accident and emergency services, 2005

ACCIDENT AND EMERGENCY / TRAUMA CARE


Evidence of age discrimination in accident and emergency
care is mixed. Older people wait longer in A & E but are
more likely to be admitted to hospital. Older trauma
victims are less likely to be taken from A & E to intensive
care, be managed in a resuscitation room or transferred to
a regional neurosurgical care centre.

 INTENSIVE

CARE

There is a recognised shortage of intensive care beds in the UK
for patients of all ages but the proportion of patients on a general
ward who should have been in intensive care increases with the
age of the patient. An older trauma victim is much less likely
than a younger patient to be transferred to intensive care.
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END-OF-LIFE CARE / PALLIATIVE CARE




Older patients do not receive equivalent levels of end-of-life
care to those received by younger patients. In part this is
explained by the better end-of-life care received by cancer
patients who are, on average, younger, but age appears to
be an independent factor both in place of death and access
to specialist care.
“The prevalence of symptoms in people with a non-cancer
diagnosis has many similarities to that for people with
cancer. But only 1% of those with a non-cancer diagnosis
have access to specialist community teams in the last year
of life compared with 40% of those with cancer.”
(National Council for Hospice and Specialist Palliative
Care Services, 2004)

RESUSCITATION






‘Do not resuscitate’ (DNR), ‘do not attempt
resuscitation’ (DNAR), ‘not for resuscitation’ (NFR),
and ‘allow natural death’ (AND) instructions on
patient notes have been a cause for concern by older
people’s organisations with a suspicion that, because
of ageist attitudes in the NHS, older people are more
likely to receive such orders, based solely on their age.
There is also a suspicion that, once a DNR order has
been imposed, it affects not just the decision about
whether or not to use cardiopulmonary resuscitation
but also the general level of care that a patient
receives
Suspicion of ageism in the application of ‘Do Not
Resuscitate’ order is widespread but, although there
is firm evidence that guidelines on consultation are
not being adhered to, there is no firm evidence of age
discrimination in their application.
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EMERGENCY READMISSION

The high, and increasing, rates of hospital readmission within 28 days of
hospital discharge, for older patients, is a clear indication of problems with the
hospital care or discharge procedures for this group. This would appear to be a
case of indirect discrimination, where universally applied policies are
particularly disadvantageous to older people.

TREATMENT OF CANCER

There is clear, multiple and widespread evidence of a reduction in the investigation
and treatment of cancers with the increasing age of the patient. The link with age
appears to be clear even when other factors such as comorbidity and tumour
subsite are taken into account.
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TREATMENT OF HEART DISEASE

There is clear and widespread evidence of age discrimination in the
hospital based investigation and treatment of heart disease and in the
instigation of secondary prevention regimes following treatment.

TREATMENT OF TRANSIENT ISCHAEMIC ATTACK
AND STROKE








The impact of stroke is high in terms of mortality, morbity and
expenditure. It is the third most common cause of death and a
major cause of adult disability.
Specialist care in stroke units has been shown to reduce
mortality and morbidity regardless of the age or gender of the
patient or severity of the stroke. The 2004 National Sentinel
Audit of strokerevealed that while 83% of hospitals have
stroke units only 46% of all stroke patients are treated in a
specialist stroke unit.
Older stroke patients are less likely than younger patients to
receive treatment in a specialist stroke unit
(Rudd et al, Access to stroke care in England, Wales and
Northern Ireland, 2007)
There is clear evidence of age discrimination in the treatment
of Transient Ischaemic Attack and Stroke. Older patients are
less likely than younger patients to be referred to a specialist
stroke unit, or to receive appropriate investigation and
treatment. They are also less likely than younger patients to
be prescribed secondary prevention measures.
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ATTITUDES AND TRAINING




There is some evidence of ageist attitudes held by health practitioners
and that doctors may be more ageist than other NHS staff but it may
be that doctors are the ones most aware of the complexities in the
treatment of older people. Ageist attitudes among medical staff may
do no more than reflect ageist attitudes in society at large.
The key to eliminating age discrimination in the National Health
Service is seen by many to be the raising of awareness of ageist
attitudes through education and training both during the prequalification period and in post.
‘The training and education of healthcare professionals needs to
change to reflect the fact that their day-to-day role will increasingly
centre on the care of older people with long-term conditions rather
than younger patients with curable single conditions.’
(Oliver, How do you stand working with these old people, 2007)



With older people forming an increasing proportion of patients, the
physiological changes associated with ageing should receive increased
emphasis in mainstream pre-clinical education and training for all
medical staff.

AGE DISCRIMINATION IN MENTAL HEALTH SERVICES







Specialist mental health services for older people
were introduced in the 1970s to improve the mental
health care of older people and focus on their special
mental health needs
There is widespread anecdotal evidence that, for an
older person with a common mental disorder,
transitioning from adult mental health care to older
people’s mental health services, there is a noticeable
fall-back in the level and quality of services available
Current projected government policy is to follow the
Royal College of Psychiatrist council report (2002)
CR110 recommendations and encourage the use of
adult or older people’s mental health services on the
basis of need rather than age
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AGE DISCRIMINATION IN MENTAL HEALTH SERVICES



In a 2007 study of mental health care providers, One
respondent, representative of the whole sample, said:
“Adult mental health teams have better access to
occupational therapy, occupational therapy assistants, day
centres in the community, psychotherapy services... So when
patients are transferred over to us they will sometimes get a
reduced level of care. For example... a patient with chronic
schizophrenia... transferring to use from the adult services...
was getting an OT assistant visiting once or twice a week, a
CPN visiting weekly and a consultant visiting every two
weeks. Once transferred the consultant and CPN would
visit every month if you are lucky.”
(Bawn et al, Transitions: graduating between general and
old age psychiatry services in England and Wales, 2007)

AGE DISCRIMINATION IN MENTAL HEALTH SERVICES


“... use of mental health services is lower among
older people, after adjusting for need and other
factors. The age-cost association appears more
marked for ‘common mental disorders’ such as
depression and anxiety than for psychosis,
although the physical health needs of people with
schizophrenia, especially as they age, complicate
the picture. Equalising expenditure across age
bands while controlling for need would cost in
around £2.0 billion.”
(Age Discrimination in Mental Health Services, PSSRU, May
2008)
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The central estimate is some £2.0 billion at 2006/7 prices (90% confidence intervals £0.4
billion to £4.0 billion). This is subject to a range of caveats relating to the use of PMS data.
It is based on the assumption that to eliminate age discrimination, expenditure per person
would be equalised across age bands (controlling for need) and that this would be
achieved by levelling up expenditure for those aged 55 and over to the levels of those
aged 35 to 54.
(Age Discrimination in Mental Health Services, PSSRU, May 2008)

THE COST

OF AGE

DISCRIMINATION LEGISLATION – OTHER COUNTRIES’ EXPERIENCES

May be part of steadily increasing growth rate – no discernable effect
- but average growth rate over 12 years 1963 -75 = 10.66% 12 years
1975 – 87 = 10.88%
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Controlling for inflation but not population growth – no discernable effect

Per capita health care costs increase by about $400 (adjusted for ppp) initially
(14%) –but later convergence towards previous trend line
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Canada - total per capita health care expenditure (US$)
[adjusted for purchasing power parity]
4000
3500
3000
2500

Ontario Human Rights code
(1990)

2000
1500

Ontario - public health service
mandated to municipalities
1997-8

1000
500

Source: OECD Health Data 2008 - version June2008
0

Unexplained fallback in trend

2000 Act - $175 (ppp) above previous recent trend (9% increase)
Combined effect 2000 and 2004 Acts $525 (ppp) above previous trend
(20% increase)
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CONCLUSION
It is likely that the total NHS budget will
continue to be determined by external economic
factors and that the Equalities Bill will have no
discernable effect on that total.
 The legislation may however result in a welcome
redistribution of healthcare expenditure that
may see older people treated more fairly and
equably.
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