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  Abstract
  Aims and methodTo provide a picture of availability and equality of access to mental health services for older people prior to the Equality Act. In 2010, a questionnaire was sent to health commissioners in England, Scotland and Wales under a Freedom of Information request.

ResultsOverall, 132 (76%) replied. Of 11 services, 7 were either unavailable or did not provide equality of access to older people in more than a third of commissioning areas. When provided by specialist older people's mental health, services were more often considered to ensure equality.

Clinical implicationsIncreasing need resulting from an ageing population is unlikely to be met in the face of current inequality. Inequality on the basis of age is the result of government policy and not the existence of specialist services for older people. Single age-inclusive services may create indirect age discrimination. Availability alone is insufficient to demonstrate equality of access. Monitoring the effects of legislation must take this into account.
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 Mental health services in the UK have developed into specialist services for older people, usually defined as those over the age of 64 years, and separate specialist services for adults aged 18-64 years. There is unequivocal evidence of discrimination against older people in mental health services in the UK fuelled by the approach to national policy implementation, which has promoted the needs of working-age adults and excluded older people.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1
 Independent reports demonstrate that when older and younger adults in England with equivalent need are compared, then older people have less access to mental health and social care services, and to redress that inequality would cost £2-4 billion of public money per year.
Reference Beecham, Knapp, Fernandez, Huxley, Mangalore and McCrone2,Reference Forder3



 Yet the ageing population presents the major challenge to health and social care services now and for decades to come. By 2026, the only increase predicted in the number of people with any form of mental disorder will occur by virtue of the rising number of older people.
Reference McCrone, Dhanasiri, Patel, Knapp and Lawton-Smith4
 The need for more specialists in old age psychiatry is recognised in advice to the UK government, recommending that the greatest increase in the number of psychiatry training posts and consultant psychiatrists to 2018 is in the specialty of old age psychiatry.
5
 This shortage of specialists trained in this area is internationally widespread.
Reference Draper and Anderson6



 In 2001, the National Service Framework (NSF) for Older People
7
 was published, with a 10-year lifespan, as the national health strategy for England and Wales and included one section (Standard 7) on mental health, specifically dementia and depression. Three years later a national survey of old age psychiatrists in England found that little had changed
Reference Tucker, Baldwin, Hughes, Benbow, Barker and Burns8
 and this strategy has never been delivered.
9
 This contrasts with the substantial increase in investment, clinical staff, new services and better clinical outcomes reported after implementation of the NSF for Mental Health, the equivalent mental health strategy for adults under the age of 65, published 2 years earlier.
10,Reference Appleby11



 Although only 2 years apart, the government approach to implementation of the two strategies was quite different.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1
 Driven by the NSF for Mental Health, substantial investment in mental health services for adults of working age that explicitly excluded older people expanded. Between 2002 and 2010, this investment in people aged 18-64 amounts to a real term increase of £2.315 billion (58% increase), with a focus on three priority areas of crisis resolution home treatment (CRHT) (592% increase), assertive outreach (89% increase) and early intervention in psychosis (1274% increase), with 162% increase in access and crisis and 141% increase in secure and high-dependency services.
12



 By contrast, there has been a combined primary care trust and local authority real-term investment in older people’s mental health services in England of 28% between 2006 (when separate financial mapping of these services began) and 2010, with evident inequality by region.
13



 The NSF for Mental Health is considered a success and brought substantial investment, whereas the NSF for Older People has never been delivered and stimulated little development of mental health services. Consequently, older people’s services have fallen behind despite serving the population where numbers and need have increased. This was acknowledged by national clinical directors,
Reference Appleby14,Reference Philp15
 although never addressed. The NSFs have been replaced by a mental health strategy that takes a lifespan approach, while emphasising that services must remain age and developmentally appropriate and not be based on an assumption that ‘one size fits all’.
16



 UK equality legislation makes unjustified discrimination on the basis of age unlawful and mental health services will need to review the way they operate. Making judgements solely on the basis of age is likely to be unjustified direct age discrimination. However, a failure to recognise the relevance of age as a personal characteristic and deliver exactly the same service to all adults regardless of age, might amount to unjustified indirect age discrimination, often referred to as ‘the chilling effect’ or age-blind approach.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1,Reference Anderson17
 To avoid both direct and indirect forms of discrimination, services will need to be age appropriate avoiding the ‘one size fits all’ approach and, at the same time, not exclude people on the basis of their age alone.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1,9,16-22



 In anticipation of new legislation in the UK, it is important to have a picture of the extent of discrimination at the level of service delivery at this point in time to provide a comparator against which the effect of legislation may be measured. The reported survey provides a service-level picture of the availability and equality of access to services for older people.


 Method

 In 2010, a Freedom of Information request was sent to all primary care trusts, health boards and National Health Service (NHS) boards (commissioners) in England (n = 143), Wales (n = 9) and Scotland (n = 21) respectively, requesting information on the availability of a range of mental health services. They were then asked for their opinion on whether people aged 65 and over had equality of access to these services compared with adults under age 65 years and whether these services were provided by a specialist older people’s mental health service or a single age-inclusive service. This information was requested for 11 services: in-patient, out-patient, community mental health team (CMHT), CRHT (24 hours and office hours), assertive outreach, intermediate care, dedicated general hospital liaison, rehabilitation, low secure, and specialist psychotherapy. Two of the three new services introduced by the NSF for Mental Health (assertive outreach and CRHT) are included but not early intervention in psychosis as this is typically targeted at people aged under 35.

 The definition of discrimination given in the questionnaire was taken from the Royal College of Psychiatrists’ position statement on age discrimination:
19






 ‘Discrimination will also exist when inequitable distribution of resources prevents services meeting needs, when older people are required to attend services not designed to meet their needs, or when older people are denied access to services available to younger people that could meet their needs.’



 This was used to inform the response on whether equality of access exists for an available service.




 Results

 Data were returned by 132 (76%) commissioners: 86% of boards in Scotland, 89% in Wales and 74% in England. There was at least one response from all English (strategic health authority area) regions (range 6-21).


Table 1 shows the level of availability for each service for older people and whether they are provided by older people’s mental health services or single age-inclusive services. The number of services available to older people ranged from 3 to 11 (median = 7). All 11 services were provided by 8 commissioners (6%), with no predominance of either older people’s mental health services or single age-inclusive services, and all were in England. In-patient, out-patient and care from CMHTs were the most widely available (in 99% of areas) and most were provided by older people’s mental health services. The least available service was assertive outreach and this was provided mainly by single age-inclusive services. Single age-inclusive services predominantly provided assertive outreach, 24-hour and office-hour CRHT and low secure care. The remainder of the services were predominantly provided by specialist older people’s mental health services, with the exception of psychotherapy which is equally provided by both types of service. Six commissioning areas had no services declared as provided by older people’s mental health services (three in England, two in Wales and one in Scotland). Similarly, 23 commissioners had no services provided by single age-inclusive services (15 in England, 5 in Wales and 3 in Scotland). In total, 1016 services were provided: 650 (64%) by older people’s mental health services, 319 (31%) by single age-inclusive services and 47 (5%) were not attributed to either service.



Table 1 Availability of mental health services to older people and the percentage of available services provided by OPMHS or SAIS
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	Service	Available	Provided by
		
n
	%	OPMHS, %	SAIS, %	NK, %
	In-patient	130	99	92	1	6
						
	Out-patient	131	99	92	2	5
						
	CMHT	130	99	92	2	5
						
	LiaisonFootnote 
a

	111	84	67	13	4
						
	Psychotherapy	90	68	33	30	5
						
	CRHT office hours	85	64	24	36	4
						
	Intermediate care	83	63	39	20	4
						
	Rehabilitation	74	56	33	22	1
						
	Low secure	70	53	7	42	4
						
	CRHT 24 hours	67	51	5	46	–
						
	Assertive outreach	45	34	7	28	–
						
	Total	1016	64	31	5




 CMHT, community mental health team; CRHT, crisis resolution home treatment; NK, not known; OPMHS, older people’s mental health services; SAIS, single age–inclusive service.




a. Dedicated general hospital liaison psychiatry service.







 Of the 1016 services provided, 846 (83%) were declared equitable, 74 (7%) inequitable and for 96 (10%) there was no declaration. Whether the total service provision for each area was considered equitable was examined by subtracting the number equitable from the number available for each commissioner. In the case of 86 (65%) commissioners, the number of services available and the number equitable were the same. For the remaining 46: 29 (22%) commissioners had 1 or 2 services that they considered were not equitable; 14 (10%) had 3 or 4 services that they considered were not equitable; and of the remainder, 2 commissioners had 5 services and 1 commissioner had 9 services that were held by them to be inequitable. Only three commissioners did not declare any service to be equitable (one each in England, Wales and Scotland).


Table 2 shows whether service provision was considered to be inequitable according to the type of service provided. In-patient, out-patient and care from CMHTs were considered to provide equality of access in 98-100% of cases. The highest levels of inequity are seen in assertive outreach, CRHT 24 hours and CRHT office hours (29%, 27% and 20% respectively) where provision was by single age-inclusive services. When considered whether the same service is inequitable when delivered by older people’s mental health services, the values were 0%, 14% and 10% respectively, and when tested using 95% confidence intervals the only significant difference in level of inequity by type of provision was for assertive outreach. Overall, 16% of services provided by single age-inclusive services were considered to be inequitable v. 4% of services provided by older people’s mental health services, a difference of 12%. When tested using a 95% confidence interval, these services are likely to be considered between 7% and 16% more inequitable if delivered by single age-inclusive services.



Table 2 Relationship between equality and provider
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	Service	Provided by 
OPMHS, n
	Do not provide 
equality (A), %	Provided by
 SAIS, n
	Do not provide 
equality (B), %	Difference in equality 
between providers B
 and A, % (95% CI)	Do not provide
 equality (all providers 
totalled), %
	In-patient	122	0	1	0	0	0
							
	Out-patient	122	0	3	0	0	0
							
	CMHT	121	2	3	0	–2	2
							
	LiaisonFootnote 
a

	89	7	17	6	–1	7
							
	Psychotherapy	43	7	39	5	–2	6
							
	CRHT office hours	32	10	47	20	10 (–6 to 27)	15
							
	Intermediate care	51	13	26	13	0	12
							
	Rehabilitation	44	10	29	11	1	10
							
	Low secure	9	13	56	9	–4	9
							
	CRHT 24 hours	7	14	60	27	13 (–16 to 41)	24
							
	Assertive outreach	10	0	38	29	29 (14 to 44)	21
							
	Total	650	4	319	16	12 (7 to 16)	8




 CMHT, community mental health team; CRHT, crisis resolution home treatment; OPMHS, older people’s mental health services; SAIS, single-age inclusive service.




a. Dedicated general hospital liaison psychiatry service.







 Regression modelling was used in an attempt to explain levels of inequity as a function of both availability and type of service provision: first, with the number of inequitable services used as the dependent variable; and second, with the number of equitable services. The number of services provided by older people’s mental health services, by single age-inclusive services, the number of services available and commissioning area were used as explanatory variables. The model for inequity explained little of the variability, with none of the explanatory variables significantly contributing to an explanation, possibly because there was little data. The model for equity, viable only because of missing data (i.e. equity is not the reverse of inequity in this situation), was a better model in that more of the variability was explained. The only important variable in the explanation of equity was availability (B = 0.8, 95% CI 0.6-1.0), reflecting the significant linear correlation between the two variables of r = 0.71 (P<0.01) explaining 50% of the variance between equity and availability.

 The data show there is wide variation in availability and equality of access between commissioning areas. Additional data available from the author and not given here show that there is also wide variation in availability and equality of access within commissioning areas, confirming that the postcode lottery remains prevalent.




 Discussion

 The main determinant of perceived equality of access is availability. Cleary, if a service is not available to one group, there cannot be equality of access. However, as availability only explains 50% of the variance, it is not a sufficient measure of equality. In-patient, out-patient and CMHT services were almost universally available, with the highest ratings for equality and almost always provided by older people’s mental health services. With the exception of four (in-patient, out-patient, CMHT, hospital liaison), more than a third reported that the other services were either unavailable or had inequality of access for older people, and for five services (office and 24-hour CRHT, rehabilitation, low secure, assertive outreach) 50% or less confirmed availability and equality of access (Tables 1 and 2). That these data show that even available services are considered inequitable indicates that monitoring the effects of equality legislation will need to take account of more than just availability.

 The greatest inequality is for CRHT and assertive outreach services preferentially developed to serve the needs of younger adults, supporting the notion that discrimination has been created by previous governments’ policy approach. When these services are available when provided by older people’s mental health services, not single age-inclusive services, then inequality is less, although only significant for assertive outreach. That this difference is not statistically significant is a function of small numbers and thus low power (approximately 15% when testing CRHT office hours and 17% when testing CRHT 24 hours) and not necessarily indicative of no difference.

 Where CRHT services are provided by older people’s mental health services they are more likely than single age-inclusive services to attend to the needs of older people, at least in terms of the number of people served. In 2006,
Reference Cooper, Regan, Tandy, Johnson and Livingstone23
 31.6% (25 services) of mental health trusts in England provided some form of CRHT access for older people, although half of these saw less than one older person per week. Overall, 21.5% (17 services) had a policy to provide younger and older people with the same service, although only 5 were actually seeing an older person at the time of evaluation, none were seeing people with dementia and all but 2 specifically excluded people with dementia. Conversely, 8.8% (7 services) with a specialist older people’s CRHT had a median case-load of 16, although only 1 was available 24 hours. These differences would suggest older people have a need for these services which is not met by a single age-inclusive service.

 In the present survey, 51% of commissioners reported 24-hour access for older people (67 services) but only 7 were provided by older people’s mental health services, the same as the number in England in 2006. Crisis resolution home treatment provided by older people’s mental health services now show reductions in unplanned admissions, discharge to care homes, length of stay and high user satisfaction.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1,Reference Dibben, Saeed, Stagias, Khandaker and Rubinsztein24,Reference Fraser, Clark, Benbow, Williams and Burchess25



 General hospital liaison is a rare example of service development for older people, with services increasing from 27% of providers in 2003
Reference Holmes, Bentley and Cameron26
 to 84% of commissioning areas now, with 91% considered to provide equality of access and 82% of the 91% provided by older people’s mental health services. Validity of this increase can be found in the National Audit of Dementia when 88% of general hospitals in England reported access to a liaison psychiatry service that can assess older people and 81% of those provided by a dedicated team.
27
 This is an area of rising demand
Reference Anderson, Nortcliffe, Duchenne and Wilson28
 that has received a particular focus by old age psychiatrists,
29,Reference Anderson and Holmes30
 subsequently translated into national guidance.
31-33
 The economic and clinical benefits of liaison services is now being realised, with 90% of substantial cost savings arising from the care of older people.
Reference Parsonage and Fossey34



 Preliminary findings from older people’s CRHT, contrasting with doubt that younger adult CRHT has had any impact on reducing admission
Reference Jacobs and Barrenho35
 and the findings that 90% of cost savings from hospital liaison services arise from impact on older people,
Reference Parsonage and Fossey34
 might suggest that the government has focused its investment on the wrong population.

 The development of single age-inclusive services is curious. It has been suggested that this has arisen from a cynical response to meeting the cost pressures in the NHS at the expense of older people or a simple misunderstanding of the principles of equality.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1
 Curious, because it runs counter to the evidence base and national guidance. There is evidence that older people’s mental health services are effective, with a lack of evidence for alternative approaches.
Reference Draper36
 The single age-inclusive service approach is not supported by guidance from the Royal College of Psychiatrists, Healthcare Commission or Department of Health, who caution against adopting a ‘one size fits all’ approach as a solution to age discrimination.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1,9,16,18-22
 Even the National Dementia Strategy expresses concern, describing the separation of organic and functional mental disorders in later life as a false dichotomy and emphasising that improvement of services for people with dementia must not be used as an excuse to dilute specialist services for older people with other mental health needs.
32
 These guidance documents recognise the lack of clinical rationale for a ‘one size fits all’ approach for older people where multimorbidity and complex needs are the norm.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1



 A further problem with single age-inclusive services is that it will become impossible to financially map investment in older people’s mental health. Disaggregating outcomes by age will be an important measure of equality, as when data collection is based on a single grouping, even only people over age 65, this leads to an underestimate of poor emotional well-being, life satisfaction and mental health problems by concealing higher rates among older people whose numbers are increasing the most.
Reference Allen37




 Strengths and limitations

 Strengths of this study include a high response rate (76%),
Reference Asch, Jedrziewski and Cristakis38
 with data covering a range of services from three countries. The high response rate may well be explained by having employed a short questionnaire of some interest to the participants.
Reference Edwards, Roberts, Clarke, DiGuiseppi, Pratap and Wentz39
 Similar data have not previously been reported.

 Weaknesses include single commissioning areas that may have multiple providers who provide services differently from one another (impossible to capture in this design) and equality of access being reliant on perception. There is a danger that equality is simply seen as a function of availability, even though the survey provided a more rigorous definition. We feel this is likely to underestimate inequality.




 Conclusions

 This survey confirms, in the eyes of commissioners, that inequality of access to mental health services for older people is widespread. Furthermore, the variation of response to the needs of older people confirms that the postcode lottery is prevalent. That the greatest degree of inequality is seen with services that have been preferentially developed for younger adults supports the notion that previous government policy implementation has been at the heart of this discrimination.

 Inequality was more likely to be reported when older people were seen by a single age-inclusive service. The danger that this age-blind approach may result in indirect discrimination should be taken seriously and such a development that runs contrary to evidence or support from national guidance would need to be explained.

 Health policy that has excluded older people has not only created discrimination and inequality but has missed a vital opportunity to improve clinical outcomes and cost-effectiveness.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1
 Governments and commissioners have shown a surprising failure to realise the significance of the ageing population, adopt best practice and make service development for older people a national priority. Positive action that sees a shift of focus to mental health services that better meet the needs of older people may produce greater economic benefit. Certainly, the rising demand for these services is inevitable.

 It is hoped that new government policy and discrimination legislation will form the basis on which age equality in mental health could be achieved, although this will have to be accompanied by a substantial change and more sophisticated approach to the way mental health services are configured, delivered and resourced.
Reference Anderson, Banerjee, Barker, Connelly, Junaid and Series1,19



 At the heart of this will need to be teams with competencies in older people’s mental health. Service reconfiguration, driven by the pressure to reduce costs or a misguided interpretation of the age discrimination legislation that fails to meet the special needs of older people must be exposed, as they will neglect increasing morbidity among an ageing population that will ultimately cost more and create indirect discrimination. That age-inclusive services may simply convert direct discrimination into indirect discrimination (the chilling effect), which is more difficult to detect, should be a major concern for legislators, mental health services and the public.












 
 Footnotes
 
 Declaration of interest
The survey was conducted by the Policy Unit of the Royal College of Psychiatrists on behalf of the Faculty of the Psychiatry of Old Age, Royal College of Psychiatrists. All authors were involved with developing the questionnaire and preparation of the paper. D.A. and P.C. were elected members serving on the Executive Committee of the Faculty at the time the study was conducted. R.M. was Policy Analyst with the Royal College of Psychiatrists at the time of the study.




 
 
 References
  
 
1

 1
Anderson, D, Banerjee, S, Barker, A, Connelly, P, Junaid, O, Series, H, et al.
The Need to Tackle Age Discrimination in Mental Health: A Compendium of Evidence. Royal College of Psychiatrists, 2009.Google Scholar


 
 
2

 2
Beecham, J, Knapp, M, Fernandez, J-L, Huxley, P, Mangalore, R, McCrone, P, et al.
Age Discrimination in Mental Health Services. Personal Social Services Research Unit, 2008.Google Scholar


 
 
3

 3
Forder, J.
The Costs of Addressing Age Discrimination in Social Care. Personal Social Services Research Unit, 2008.Google Scholar


 
 
4

 4
McCrone, P, Dhanasiri, S, Patel, A, Knapp, M, Lawton-Smith, S.
Paying the Price: The Cost of Mental Health Care in England to 2026. The Kings Fund, 2008.Google Scholar


 
 
5

 5
Centre for Workforce Intelligence. Recommendation for Medical Specialty Training 2011. Centre for Workforce Intelligence, 2011.Google Scholar


 
 
6

 6
Draper, B, Anderson, D.
The baby boomers are nearly here – but do we have sufficient workforce in old age psychiatry?
Int Psychogeriatrics
2010; 22: 947–9.Google Scholar


 
 
7

 7
Department of Health. National Service Framework for Older People. TSO (The Stationery Office), 2001.Google Scholar


 
 
8

 8
Tucker, S, Baldwin, R, Hughes, J, Benbow, S, Barker, A, Burns, A, et al.
Old age mental health services in England: implementing the National Service Framework for Older People. Int J Geriatr Psychiatry
2007; 22: 211–7.Google Scholar


 
 
9

 9
Healthcare Commission. Equality in Later Life: A National Study of Older People's Mental Health Services. Healthcare Commission, 2009.Google Scholar


 
 
10

 10
Department of Health. National Service Framework for Mental Health: Modern Standards and Service Models. TSO (The Stationery Office), 1999.Google Scholar


 
 
11

 11
Appleby, L.
Mental Health Ten Years On: Progress on Mental Health Care Reform. Department of Health, 2007.Google Scholar


 
 
12

 12
Department of Health. 2009/10 National Survey of Investment in Adult Mental Health Services. Department of Health, 2012.Google Scholar


 
 
13

 13
Mental Health Strategies. 2010/11 National Survey of Investment in Mental Health Services for Older People. Report Prepared for Department of Health. Mental Health Strategies, 2011.Google Scholar


 
 
14

 14
Appleby, L.
National Service Framework for Mental Health: Five Years On. Department of Health, 2004.Google Scholar


 
 
15

 15
Philp, I.
Better Health in Old Age. Department of Health, 2004.Google Scholar


 
 
16

 16
Department of Health. No Health Without Mental Health: A Cross-government Mental Health Outcomes Strategy for People of All Ages. HM Government, 2011.Google Scholar


 
 
17

 17
Anderson, D.
Age discrimination in mental health services needs to be understood. Psychiatrist
2011; 35: 1–4.CrossRefGoogle Scholar


 
 
18

 18
NHS Southwest. Achieving Age Equality in Health and Social Care: NHS Practice Guide. Department of Health.Google Scholar


 
 
19

 19
Royal College of Psychiatrists. Age Discrimination in Mental Health Services: Making Equality a Reality (Position Statement PS2/2009). Royal College of Psychiatrists, 2009.Google Scholar


 
 
20

 20
Royal College of Psychiatrists. The Equality Act 2010 and Adult Mental Health Services: Achieving Non-discriminatory Age Appropriate Services (Occasional Paper OP82). Royal College of Psychiatrists, 2011.Google Scholar


 
 
21

 21
Carruthers, I, Ormondroyd, J.
Achieving Age Equality in Health and Social Care. Department of Health, 2009.Google Scholar


 
 
22

 22
Department of Health/Care Services Improvement Partnership. Age Equality: What Does it Mean for Older People's Mental Health Services?
Department of Health, 2007.Google Scholar


 
 
23

 23
Cooper, C, Regan, C, Tandy, AR, Johnson, S, Livingstone, G.
Acute mental health care for older people by crisis resolution teams in England. Int J Geriatr Psychiatry
2007; 22: 263–5.CrossRefGoogle ScholarPubMed


 
 
24

 24
Dibben, C, Saeed, H, Stagias, K, Khandaker, GM, Rubinsztein, JS. Crisis resolution and home treatment teams for older people with mental illness. Psychiatr Bull
2008; 32: 268–70.Google Scholar


 
 
25

 25
Fraser, K, Clark, M, Benbow, SM, Williams, G, Burchess, I.
Old age psychiatry home treatment team – preliminary audit of services improvement project. Int J Geriatr Psychiatry
2009; 24: 648–52.CrossRefGoogle ScholarPubMed


 
 
26

 26
Holmes, J, Bentley, K, Cameron, I.
A UK survey of psychiatric services for older people in general hospitals. Int J Geriatr Psychiatry
2003; 18: 716–21.CrossRefGoogle ScholarPubMed


 
 
27

 27
Royal College of Psychiatrists Centre for Quality Improvement. Report of the National Audit of Dementia Care in General Hospitals 2011. Royal College of Psychiatrists, 2011.Google Scholar


 
 
28

 28
Anderson, D, Nortcliffe, M, Duchenne, S, Wilson, K.
The rising demand for consultation-liaison psychiatry for older people: comparisons within Liverpool and the literature across time. Int J Geriatr Psychiatry
2011; 26: 1231–5.Google Scholar


 
 
29

 29
Faculty of Old Age Psychiatry. Who Cares Wins. Improving the Outcome for Older People Admitted to the General Hospital: Guidelines for the Development of Liaison Mental Health Services for Older People. Royal College of Psychiatrists, 2005.Google Scholar


 
 
30

 30
Anderson, D, Holmes, J.
Liaison psychiatry for older people – an overlooked opportunity. Age Ageing
2005; 34: 205–7.Google Scholar


 
 
31

 31
National Institute for Health and Clinical Excellence, Social Care Institute for Excellence. Dementia: Supporting People with Dementia and their Carers in Health and Social Care (amended March 2011). National Collaborating Centre for Mental Health, 2006.Google Scholar


 
 
32

 32
Department of Health. Living Well with Dementia: A National Dementia Strategy. Department of Health, 2009.Google Scholar


 
 
33

 33
National Institute for Health and Clinical Excellence. Dementia Quality Standards. NICE, 2010.Google Scholar


 
 
34

 34
Parsonage, M, Fossey, M.
Economic Evaluation of a Liaison Psychiatry Service. Centre for Mental Health, 2011.Google Scholar


 
 
35

 35
Jacobs, R, Barrenho, E.
Impact of crisis resolution and home treatment teams on psychiatric admissions in England. Br J Psychiatry
2011; 199: 71–6.Google Scholar


 
 
36

 36
Draper, B.
The effectiveness of old age psychiatry services. Int J Geriatric Psychiatry
2000; 15: 687–70.Google Scholar


 
 
37

 37
Allen, J.
Older People and Wellbeing. Institute for Public Policy Research, 2008.Google Scholar


 
 
38

 38
Asch, D, Jedrziewski, M, Cristakis, N.
Response rates to mail surveys published in medical journals. J Clin Epidemiol
1997; 50: 1129–36.Google Scholar


 
 
39

 39
Edwards, P, Roberts, I, Clarke, M, DiGuiseppi, C, Pratap, S, Wentz, R, et al.
Increasing response rates to postal questionnaires: systematic review. BMJ
2002; 324: 1183–91.Google Scholar




 

  
View in content
 [image: Figure 0]

 Table 1 Availability of mental health services to older people and the percentage of available services provided by OPMHS or SAIS

 

 


View in content
 [image: Figure 1]

 Table 2 Relationship between equality and provider

 

 

       
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 [image: alt] 
 




Open access

 	13
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
13




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Hilton, Claire
2015.
Age inclusive services or separate old age and working age services? A historical analysis from the formative years of old age psychiatry c.1940–1989.
BJPsych Bulletin,
Vol. 39,
Issue. 2,
p.
90.


	CrossRef
	Google Scholar






Laing, Kenny
and
Nolan, Peter
2015.
Nurses' perceptions of mental health nursing.
British Journal of Mental Health Nursing,
Vol. 4,
Issue. 3,
p.
116.


	CrossRef
	Google Scholar






Chaplin, Robert
Farquharson, Lorna
Clapp, Melissa
and
Crawford, Mike
2015.
Comparison of access, outcomes and experiences of older adults and working age adults in psychological therapy.
International Journal of Geriatric Psychiatry,
Vol. 30,
Issue. 2,
p.
178.


	CrossRef
	Google Scholar






Warner, James P.
2015.
Old age psychiatry in the modern age.
British Journal of Psychiatry,
Vol. 207,
Issue. 5,
p.
375.


	CrossRef
	Google Scholar






Hilton, Claire
2016.
Psychogeriatrics in England: Its Route to Recognition by the Government as a Distinct Medical Specialty,c.1970–89.
Medical History,
Vol. 60,
Issue. 2,
p.
206.


	CrossRef
	Google Scholar






Asthana, Sheena
Gibson, Alex
Bailey, Trevor
Moon, Graham
Hewson, Paul
and
Dibben, Chris
2016.
Equity of utilisation of cardiovascular care and mental health services in England: a cohort-based cross-sectional study using small-area estimation.
Health Services and Delivery Research,
Vol. 4,
Issue. 14,
p.
1.


	CrossRef
	Google Scholar






Kruse, Andreas
and
Schmitt, Eric
2016.
Encyclopedia of Geropsychology.
p.
1.


	CrossRef
	Google Scholar






Bifarin, Oladayo O
2017.
Reinforced therapeutic alliance: The way forward in nursing practice.
British Journal of Mental Health Nursing,
Vol. 6,
Issue. 2,
p.
95.


	CrossRef
	Google Scholar






Kruse, Andreas
and
Schmitt, Eric
2017.
Encyclopedia of Geropsychology.
p.
1949.


	CrossRef
	Google Scholar






Moniz-Cook, Esme
Hart, Cathryn
Woods, Bob
Whitaker, Chris
James, Ian
Russell, Ian
Edwards, Rhiannon Tudor
Hilton, Andrea
Orrell, Martin
Campion, Peter
Stokes, Graham
Jones, Robert SP
Bird, Mike
Poland, Fiona
and
Manthorpe, Jill
2017.
Challenge Demcare: management of challenging behaviour in dementia at home and in care homes – development, evaluation and implementation of an online individualised intervention for care homes; and a cohort study of specialist community mental health care for families.
Programme Grants for Applied Research,
Vol. 5,
Issue. 15,
p.
1.


	CrossRef
	Google Scholar






Khrypunov, Oleksandr
Aziz, Raheel
Al-Kaissy, Ban
Jethwa, Ketan
and
Joseph, Verghese
2018.
Interface between general adult and old age psychiatry.
BJPsych Advances,
Vol. 24,
Issue. 3,
p.
188.


	CrossRef
	Google Scholar






Bifarin, Oladayo O
and
Jones, Steven
2018.
Embedding recovery-based approaches into mental health nurse training.
British Journal of Mental Health Nursing,
Vol. 7,
Issue. 5,
p.
234.


	CrossRef
	Google Scholar






Torales, Julio
Aveiro-Róbalo, Telmo Raúl
Ríos-González, Carlos
Barrios, Iván
Almirón-Santacruz, José
González-Urbieta, Israel
Caycho-Rodríguez, Tomás
Castaldelli-Maia, João Mauricio
and
Ventriglio, Antonio
2023.
Discrimination, stigma and mental health: what’s next?.
International Review of Psychiatry,
Vol. 35,
Issue. 3-4,
p.
242.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Turkey
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Mental health service discrimination against older people








	Volume 37, Issue 3
	
David Anderson (a1), Peter Connelly (a2), Richard Meier (a3) and Cherie McCracken (a4)

	DOI: https://doi.org/10.1192/pb.bp.112.040097





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Mental health service discrimination against older people








	Volume 37, Issue 3
	
David Anderson (a1), Peter Connelly (a2), Richard Meier (a3) and Cherie McCracken (a4)

	DOI: https://doi.org/10.1192/pb.bp.112.040097





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Mental health service discrimination against older people








	Volume 37, Issue 3
	
David Anderson (a1), Peter Connelly (a2), Richard Meier (a3) and Cherie McCracken (a4)

	DOI: https://doi.org/10.1192/pb.bp.112.040097





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















