QUESTIONNAIRE

Human Rights Council resolution 24/20 requested the United Nations Independent Expert on the enjoyment of all human rights by older persons to assess the human rights implications of the implementation of the Madrid International Plan of Action on Ageing (MIPAA). 

MIPAA was adopted at the Second World Assembly on Ageing in 2002. It requires that States take measures to address ageing in order to achieve a society for all ages and calls for the mainstreaming of ageing into national and global development agendas. It also contains recommendations for action focused on three priority areas: (i) older persons and development; (ii) advancing health and well-being into old age; and (iii) ensuring enabling and supportive environments, which are divided into specific issues, objectives and actions. 

The Independent Expert prepared the questionnaire below with the objective to collect information about whether the implementation of MIPAA has enhanced the enjoyment of all human rights by older persons or whether it has had a negative impact and which rights have been affected. It also seeks to identify good practices and challenges encountered by Member States regarding the promotion and protection of all human rights by older persons in the implementation of MIPAA. 

All information collected is intended to help the Independent Expert on the enjoyment of all human rights by older persons to elaborate her comprehensive report that will be presented to the Human Rights Council in September 2016. 

The questionnaire should preferably be completed in English, French or Spanish. Responses to the questionnaire should be addressed to the Independent Expert, Ms. Rosa Kornfeld-Matte and sent to olderpersons@ohchr.org, with copy to Mr. Khaled Hassine (khassine@ohchr.org) by 31 July 2015.
Kindly indicate whether you have any objection for the responses provided to be made available on the OHCHR website of the Independent Expert on the enjoyment of all human rights by older persons: http://www.ohchr.org/EN/Issues/OlderPersons/IE/Pages/MIPAA.aspx 
Question 1: What is the role of your organization? Do you participate in MIPAA implementation or monitoring thereof? 
Answer: AARP is the largest organization of older persons in the United States with more than 35 million members. Long active at the international level, AARP participated actively in both the 1982 World Assembly on Ageing and the 2001 Madrid World Assembly, which produced the MIPAA. Nonetheless, as a non-governmental organization with primarily a domestic focus and a Federal Government that has not actively promoted MIPAA, AARP has not participated directly in MIPAA’s implementation or monitoring. 

Question 2: Has a human rights-based approach been integrated in the implementation framework of MIPAA in your country and if so, how did this translate into concrete policies and normative actions? Are there any mechanisms to monitor and assess the impact of MIPAA implementation on the enjoyment of all human rights by older persons?
Answer: Very few people know about MIPAA in the US. There has been no conscious effort to publicize and/or implement the Plan at any level of government that we know of. However, this doesn’t mean that many of the principles and recommendations included in MIPAA are not being implemented in this country. In fact, as part of its own national values, the US has long been concerned about older people’s rights and their quality of life both in the community and in institutional forms of care. Important legislation, court decisions, regulations and policies have been enacted since the 1960s that are totally consistent with the intent of MIPAA to expand the rights of older persons.

The responses to the questions below cannot said to be a result of MIPAA but certainly fall within its spirit. We have described what is in our view some of the important legislation, court decisions, and programs that address issues raised by MIPAA.
Please include information on existing data, legislations, policies, programmes and institutional mechanisms and resources allocated to respect, protect and fulfill all human rights of older persons through the implementation of MIPAA. Please provide references and copies/ translation of relevant instruments.  

Answer: 

A. THE US AGE DISCRIMINATION IN EMPLOYMENT ACT OF 1967 (ADEA) 
ADEA prohibits employment discrimination against anyone age 40 and over by employers with at least 20 employees. It also applies to federal, state, and local government employee, labor organizations and employment agencies. ADEA specifically prohibits: 

· discrimination in hiring, promotions, wages, termination of employment, and layoffs;

· statements of age preference and limitations in job notices or advertisements; 

· the denial of benefits to older employees that are also provided younger workers.  

In 1986, ADEA prohibited mandatory retirement in most occupations. ADEA remedies include reinstatement and back pay for the affected employee, or damages if reinstatement is not feasible and/or the employer's violation is intentional.
The procedural requirements for an ADEA suit are complicated. To exercise their rights, older persons must file a charge with the federal Equal Employment Opportunity Commission (EEOC) in a timely manner before suing an employer in federal court for job discrimination. If the EEOC considers the charge valid, it may try to mediate a solution or seek damages on behalf of the client.
Many states have also enacted legislation prohibiting age discrimination in employment, some even before the federal statute came into being. Some of these laws may be broader in coverage, e.g., covering smaller firms and more age groups.  (See the attached for more information about ADEA.)
B. MONEY FOLLOWS THE PERSON (MFP) PROVIDES CHOICE TO RESIDENTS OF AMERICAN NURSING HOMES AND OTHER INSTITUTIONS
In June 1999, the US Supreme Court handed down a very important decision in Olmstead vs. L.C. and E. W., in which it ruled that Americans had the right to live in something other than an institution when health or supportive services are needed. The decision applied to all publicly-funded programs and to all people with disabilities, regardless of age or the kind of disability. The Court decisions paved the way for “a federal legal foundation for the creation of nursing home alternatives, a process for building an expanded non-institutional service system, and new advocacy avenues to serve nursing home residents and other long-term care consumers.1 
Following this decision, the federal Department of Health and Human Services (DHHS) urged state governors “to involve individuals with disabilities and other stakeholders in the process of design and implementation” of state plans to assure that individuals with disabilities obtain the care they need in the most appropriate setting. 1
Consumer-directed care is now reaching people of all ages living in institutional settings by giving them the choice of moving back to the community with extensive supports and services. The Money Follows the Person (MFP) Rebalancing Demonstration Grant, authorized by 2005 legislation, provides federal funds to the states to: 
“1) transition people of living in long-term care institutions to homes, apartments, or small group homes and 
 2) change state policies so that Medicaid funds for long-term care services and supports can ‘follow the person’ to the setting of his or her choice.” 2  (Medicaid is a means-tested federal/state partnership program that funds health and long-term care for eligible persons of all ages.) 
1 Turnham, H. (March 2001). The Olmstead Decision: Consumer Rights to and Opportunities for Nursing Home Alternatives.”
www.ltcombudsman.org/sites/default/files/norc/issues/Olmstead-Decision-Paper-Turnham.pdf
2Victoria Peebles and Matthew Kehn, Highlights from a Review of Services Available to Money Follows the Person Participants 

www.medicaid.gov/medicaid-chip-program-information/by-topics/long-term-services-and-supports/downloads/mfp-field-reports-2014.pdf
Forty-four states plus the District of Columbia are now participating in this demonstration.3
Despite the difficulties of doing so, at the end of 2013, over 40,500 people with chronic conditions and disabilities had transitioned from institutions back into the community through MFP programs. 
People who opt to take advantage of the program often need a variety of services that extend beyond what community residents typically receive. MFP allows states to test and implement innovative services such as: 1) giving participants the opportunity to make trial visits to new community residences and to test the personal care services they would receive before they make the transition (state of Georgia); 2) providing services that address anxiety or other mental health needs as participants experience disrupted routines during the transition back to the community (state of Washington); or 3) providing social work/ counseling services to MFP participants, their guardian, caregiver, or families to maintain a stable and supportive environment for the individual (state of Ohio).
C. LEGAL ASSISTANCE UNDER THE OLDER AMERICANS ACT (OAA)
The Older Americans Act was enacted in 1965 and amended many times since to promote the dignity and welfare of older individuals. It created the primary vehicle for organizing, coordinating and providing community-based services and opportunities for older Americans and their families under the authority of the Administration on Aging (AoA), part of the US Federal Government. Legal assistance and elder rights programs work in conjunction with other AoA programs and services to maximize the independence, autonomy and well-being of older persons.

The Title III-B legal assistance network, the National Legal Resource Center, the Model Approaches demonstration grants, and Legal Assistance Developers are programs designed to protect older persons from direct challenges to independence, choice, and financial security. These programs also help older individuals understand their rights, exercise options through informed decision-making and achieve optimal benefit from the support and opportunities promised by law.

Legal programs under Title III-B, Title IV, and Title VII of the OAA provide and enhance important protections for older persons:

· Legal Services for the Elderly (Title III-B)
· Model Approaches to Statewide Legal Assistance
· National Legal Resource Center
· Pension Counseling and Information Program
· Women and Retirement Planning Program
For further information, visit: http://www.aoa.acl.gov/AoA_Programs/Elder_Rights/index.aspx
3Medicaid.gov. Money Follows the Person (MFP)

www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Supports/Balancing/Money-Follows-the-Person.html
D. THE NURSING HOME REFORM ACT (OBRA) ESTABLISHES RESIDENTS’ RIGHTS
The 1987 Nursing Home Reform Act requires nursing homes to “promote and protect the rights of each resident” and placed a strong emphasis on individual dignity and self-determination. Residents’ rights established by OBRA and subsequent Federal law include:
· The right of citizenship. Nursing home residents do not lose any of their rights of citizenship, including the right to vote, to religious freedom and to associate with whom they choose.

· The right to dignity. Residents of nursing homes are honored guests and have the right to be so treated.

· The right to privacy. Nursing home residents have the right to privacy whenever possible, including the right to privacy with their spouse, the right to have their medical and personal records treated in confidence, and the right to private, uncensored communication.

· The right to personal property. Nursing home residents have the right to possess and use personal property and to manage their financial affairs.

· The right to information. Nursing home residents have the right to information, including the regulations of the home and the costs for services rendered. They also have the right to participate in decisions about any treatment, including the right to refuse treatment.

· The right of freedom. Nursing home residents have the right to be free from mental or physical abuse and from physical or chemical restraint unless ordered by their physician.

· The right to care. Residents have the right to equal care, treatment and services provided by the facility without discrimination.

Nursing homes must list and give all new residents a copy of these rights.

Question 3. Have the needs of specific groups of older persons been taken into consideration in the process of implementation of MIPAA and if so, how? 

Please provide information about existing data, legislations, policies, programmes and institutional mechanisms, and resources allocated regarding the protection and promotion of the rights of older women, persons with disabilities, persons of African descent, individuals belonging to indigenous peoples, persons belonging to national or ethnic, religious and linguistic minorities, rural persons, persons living on the streets and refugees, among other groups. Please provide references and copies/translation of relevant instruments. 
Answer: All Federal Government programs related to aging are open to members of all ethnic and religious minorities, women, disabled older persons, etc. 

(The following language is taken from the site of the US Administration on Aging, 
www.aoa.acl.gov/AoA_Programs/HCLTC/Native_Americans/index.aspx
Office for American Indian, Alaska Natives and Native Hawaiian Programs

In 1978, the Older Americans Act was amended to include Title VI which established programs for the provision of nutrition and supportive services for Native Americans (American Indians, Alaska Natives and Native Hawaiians) the program has since expanded to include caregiver support services. Eligible Tribal organizations receive grants in support of the delivery of home and community- based supportive services for their elders, including nutrition services and support for family and informal caregivers. These programs, which help to reduce the need for costly institutional care and medical interventions, are responsive to the cultural diversity of Native American communities and represent an important part of the communities’ comprehensive services.
After meeting program requirements, Tribal organizations have flexibility to allocate resources among the various activities funded by each program. Tribes may also decide the age at which a member is considered an elder and thus eligible for services. In FY 2011 grants for Nutrition and Supportive Services were awarded to 254 Tribal organizations (representing over 400 Tribes) and two organizations serving Native Hawaiian elders.

Grants provide funding to tribal organizations to fund a broad range of services to older Native Americans, including:

· Congregate and home-delivered meals

· Information and referral

· Transportation

· Personal care

· Chores

· Health promotion and disease prevention

· Other supportive services

Grants assist American Indian, Alaskan Native and Native Hawaiian families caring for older relatives with chronic illness or disability and grandparents caring for grandchildren. The program offers a variety of services that meet a range of caregivers’ needs, including information and outreach, access assistance, individual counseling, support groups and training, respite care, and other supplemental services.

Tribal organizations coordinate with other programs, including the Volunteers In Service To America (VISTA) program, to help support and create sustainable caregiver programs in Native American communities (many of which are geographically isolated). A core value of the Native American Caregiver Support Services, as expressed by Tribal leaders, is that the program should not replace the tradition of families caring for their elders. Rather, it provides support that strengthens the families’ caregiver role.
In addition, the Elder Care Initiative at Indian Health Services (IHS) promotes the development of high-quality care for American Indian and Alaska Native elders by acting as a consultation and liaison resource for IHS, tribal, and urban Indian health programs. And Medicare, Medicaid, and State Children's Health Insurance Program (SCHIP) play a critical role in determining the type and quality of healthcare received by American Indians/Alaska Natives. 

There has also been considerable work done by the Federal Government and the aging network it sponsors on how best to reach out to other older minority groups. See for example: 

www.google.com/url?q=http://www.aoa.acl.gov/AoA_Programs/HPW/Behavioral/docs2/Issue%2520Brief%252011%2520Reaching%2520and%2520Engaging.PDF&sa=U&ved=0CBIQFjAGahUKEwjHu6nmlY7IAhUDMz4KHVC_Ahk&client=internal-uds-cse&usg=AFQjCNF7NgzNUh-9RgXlgEOR9Y-e1YLUyQ
Question 4: Have older persons been informed about MIPAA and if so, how? How are older persons participating in the implementation of MIPAA including in decision-making about MIPAA implementation? 

Please provide information about existing data, legislations, policies, programmes and institutional mechanisms and resources allocated that ensure the full and effective participation of older persons in decision-making regarding MIPAA implementation, assessment and follow-up. Please provide reference and copies/translation of adopted instruments. 
Answer:  Not applicable to the US.
Question 5: What impact has MIPAA implementation had on equality and non-discrimination of older persons?
Please provide information about existing data, legislations, policies, programmes and institutional mechanisms and resources allocated that ensure equality and non-discrimination. Please provide reference and copies/translation of adopted instruments. 
Answer:  Not applicable to the US.
Question 6: What impact has MIPAA implementation had on the fulfillment of the right of older persons to an adequate standard of living?
Please provide information about existing data, legislations, policies, programmes and institutional mechanisms and resources allocated that ensure the right of older persons to an adequate standard of living. Please provide reference and copies/translation of adopted instruments. 
Answer:  Not applicable to the US.
Question 7: Please provide examples of best practices from a human rights perspective in your country in the implementation, monitoring, review and appraisal of MIPAA. 
Please explain why it is considered a best practice and provide concrete examples. 

Answer:  As mentioned above, the following can be considered best practices from a human rights perspective, but are not related to MIPAA.
A. PROTECTING THE RIGHTS OF OLDER PERSONS IN NURSING HOMES

1. Ombudsmen
The 1987 Nursing Home Reform Act created a set of national minimum standards of care and rights for people living in certified nursing facilities, including a nursing home bill of rights.  It required nursing homes to “promote and protect the rights of each resident” and placed a strong emphasis on individual dignity and self-determination.  Since many residents of nursing homes probably cannot protect the rights that have been extended to them over the years, a national, federal-funded Ombudman Program was created in the early 1970s to monitor the quality of residents’ care and the implementation of their rights. It was modeled after a similar program (although not focused exclusively on long-term care institutions) that had been functioning in Scandinavia for many years. 
Long-Term Care Ombudsmen are advocates for residents of nursing homes, board and care homes, assisted living facilities and similar adult care facilities. They work to resolve problems of individual residents and to bring about changes at the local, state and national levels that will improve residents’ care and quality of life.  Ombudsmen tend to be civic minded professionals, either retired or still working, who have a strong concerns about justice.
Begun in 1972 as a demonstration (experimental) program, the Ombudsman Program today exists in all states, the District of Columbia, Puerto Rico and Guam under the authorization of the OAA. Each state has an Office of the State Long-Term Care Ombudsman, headed by a full-time, paid professional. Some over eight thousand volunteers are certified to handle complaints and work with Ombudsmen in communities throughout the United States. In 2013, the ombudsman program investigated over 190,512 complaints on behalf of 123,666 individuals and provided information on long-term care to another 335,088 people. 
Ombudsmen address the following types of concerns:

· Violation of residents' rights or dignity;

· Physical, verbal or mental abuse, deprivation of services necessary to maintain residents' physical and mental health, or unreasonable confinement;

· Poor quality of care, including inadequate personal hygiene and slow response to requests for assistance;

· Improper transfer or discharge of patient;

2. Resident councils

One of the rights guaranteed American nursing home residents by the Nursing Home Reform Act is the right to organize resident councils. Homes are required to facilitate their establishment. Facilities certified for Medicare and Medicaid must provide a meeting space, cooperate with the council’s activities, and respond to the group’s concerns. Nursing facilities must appoint a staff advisor or liaison to the resident council, but staff and administrators have access to council meetings only by invitation. Most resident councils exist in relative isolation in individual homes and have little communication with one another. 

These councils have indeed been established in most nursing homes. However, there is little research evaluating their effectiveness. Certainly, a major challenge facing the councils is the great frailty of most nursing home residents, many of whom also suffer from dementia. Meaningful participation under such circumstances is very difficult. In some cases, family councils composed of family members of residents have been formed; they can sometimes be more effective in negotiating improved conditions with nursing home administrators and staff.
B. PROTECTING OLDER PERSONS IN THE COMMUNITY

1. Guardianship

In the US, state courts frequently assign guardians to older adults with dementia-related disorders or other mental disabilities. 

Guardianship laws vary by state, but in some states, guardians are given the authority to make all financial, legal, and personal decisions on behalf of another person. Essentially, the person can lose ALL of his or her rights to independence, autonomy, and decision-making. This approach assumes that people with disabilities and older adults are incapable of making decisions.4


This is often not the case, and a move is afoot to individualize the process and preserve as many rights as possible of the individual placed in guardianship. Supported decision-making in the opinion of the Government’s Administration for Community Living is a flexible process based on the assumption that impaired individuals should retain, to the maximum, all rights over decisions in their lives.

…it is a process of working with the person to identify where help is needed and devising an approach for providing that help. Different people need help with different types of decisions…The solutions also are different for each person… With Supported decision-making the possibilities are endless.
The key is that the process is centered on the person to whom the decisions apply, and it enables the person to make decisions based on his or her wants and preferences. Supported decision-making keeps control in the hands of the individual, while providing assistance in specific ways and in specific situations that are useful to the person.1
In brief, supportive decision-making takes protection out of the courtroom.

4A. Bishop and E. Walker, Preserving the Right to Self-determination: Supported Decision-Making, Available at: http://www.acl.gov/NewsRoom/blog/2015/2015_01_28.aspx
Supportive decision-making has not yet been formally tested in the US and, before proposing this solution as an alternative to guardianship to state governments, the US Government is now funding the Quality Trust for Individuals with Disabilities, a non-profit organization, to build a national training, technical assistance, and resource center to explore and develop supported decision-making further.
2. Expanding Choice and Control in Community Care 
Widespread support for consumer-directed or self-directed care in the United States began to build in the 1990s as a result of the influence of disability activists, the expansion of the philosophy of “independent living,” the self-determination movement for people with mental disabilities, and research findings on positive outcomes of self-directed services. Up to this time, professionals were in charge of determining what was best for the client.

Instead, consumer-directed care encourages people who are able to do so to manage their own care. This enables them to choose the type and timing of their services, hire and manage their workers, purchase supplies, make home modifications, and pay for personal care such as bathing, dressing, transportation, and other tasks.
Allowing program participants to hire/fire and supervise individual home care workers first became commonplace in the states of California, Oregon, and Washington. After a period of experimentation with individualized budgets that participants could use to purchase a variety of services and supports, the federal Medicaid agency began to encourage states to adopt this approach in 2002.  (Medicaid is a means-tested national/state partnership program that pays for health and long-term care services.) In 2005, Congress amended the Medicaid legislation so that states could henceforth implement consumer-directed budgets without requesting prior approval from the program. 

 

Self-directed programs are now common in the U.S. There are two types of programs. The more limited but the most common type gives beneficiaries employer authority—they may hire anyone to provide personal care services, including spouses and other family members.  

Many self-directing program participants choose family members to provide their care. A preference for family members as paid caregivers is particularly strong among program participants age 65 and older.
The second type of self-directed services gives budget authority to beneficiaries, who can not only hire and manage workers of their choice, but manage their own budgets, and purchase whatever other goods and services may be needed. Through cash-and-counseling programs, Medicaid beneficiaries eligible for personal care are given advice on how they can handle the monthly budget they receive. However, they develop their own “care plans” and can purchase services and supports of their choice from anyone. Cash and counseling programs also offer financial management services to assist consumers manage their services, keep track of costs, and stay within budget. 

 

Consumer-directed models of service delivery, including the budget authority model, have spread beyond the Medicaid program to Older Americans Act Title III-funded programs that serve older people whose income and assets put them slightly above the financial eligibility limits for Medicaid coverage.  In addition, the Veterans Health Administration is partnering with aging network organizations to offer consumer-directed budgets to disabled veterans, including both elderly veterans whose disabilities are age-related and younger veterans whose disabilities are service-connected.  

 3. Elder Abuse
a. National Center on Elder Abuse (NCEA)

Directed by the Federal Government’s U.S. Administration on Aging, NCEA is a resource for policy makers, social service and health care practitioners, the justice system, researchers, advocates, and families. Among its projects, the NCEA developed the Elder Justice Roadmap Project in which the input of experts and stakeholders from across the country was collected in order to develop a strategic resource — by the field and for the field — to combat elder abuse, neglect and financial exploitation. The report identifies and prioritizes actions that direct service providers, educators, and researchers can take to benefit older adults facing abuse, neglect or financial exploitation. Likewise, it provides a roadmap for strategic investment and engagement by policymakers in both the public and private sectors to advance collective efforts to prevent and combat elder abuse at the local, state and national levels. (For further information, visit: http://www.ncea.aoa.gov/Library/Gov_Report/index.aspx)

b. The Elder Justice Coordinating Council
The Elder Justice Act of 2009, as part of the Affordable Care Act, established a high level, permanent Elder Justice Coordinating Council to coordinate activities related to elder abuse, neglect, and exploitation across the Federal government. The Elder Justice Coordinating Council is directed by the Office of the Secretary of Health and Human Services and the Secretary serves as the Chair of the Council. The Elder Justice Act also names the Attorney General of the United States as a permanent member of the Council. In addition to the Secretary of Health and Human Services and the Attorney General, the statute provides for inclusion as Council members the heads of each Federal department, agency or governmental entity identified as administering programs related to abuse, neglect, or financial exploitation.
 
The Council was created to respond to the lack of standardized practice, public awareness, and public policy guidelines at the national level. The Council is a Federal entity charged with identifying and proposing solutions to the problems surrounding elder abuse, neglect and financial exploitation. The Coordinating Council receives continuous input and support from an Elder Justice Interagency Working Group, a group of Federal employees in Cabinet-level departments and Federal agencies with expertise in the field of elder abuse, neglect and financial exploitation.  (For further information, visit: http://www.aoa.acl.gov/AoA_Programs/Elder_Rights/EJCC/index.aspx)
Question 8: Please provide information about the main challenges (such as institutional, structural and circumstantial obstacles) your country faces at the various levels of government (communal, provincial and national etc.) to fully respect, protect and fulfill the human rights of older persons in the implementation of MIPAA. 

Answer: 

A. AGE DISCRIMINATION
It is quite difficult to bring, prove and win a case of age discrimination in employment before the federal Equal Employment Opportunity Commission. It is a minority of aggrieved older workers who do so. Further, it is quite difficult to prove that one has not been hired due to age discrimination. Employers who do not wish to hire older persons have become quite adept so that any legal action under the ADEA is prevented. 

Nor does legislative protection against age discrimination extend beyond the realm of work to other areas of life.

The even more difficult task of changing the public’s image of older persons has hardly begun despite the valiant efforts of advocacy organizations.

B. NURSING HOME RESIDENTS

1. Residents’ rights
At best, a nursing home bill of rights serves as a basis for corrective or legal action should resident rights be violated. This, of course, requires the establishment of appropriate mechanisms to receive complaints and act upon them. At worst, charters of rights remain a list of aspirations to work towards. But, even in this situation, it can provide a rallying point for advocates of older persons who then push for effective implementation.

While a bill of rights for nursing home residents is certainly an appealing mechanism to expand rights of institutionalized older persons, it must also be examined in the light of the shifting demographics of residents. For example, the average age of nursing home residents is becoming ever older and, consequently, residents are more ill, usually with dementia and other disabilities. This has important implications for the extent to which residents can understand and act upon their bill of rights. They or their family members—if they have any—must, after all, take the initiative to make complaints in case of any violations. To what extent is this likely to occur?
2. Ombudsmen

Ombudsmen and other regulations that govern nursing homes have not been able to completely overcome the abuses that still take place in American nursing homes. Ombudsmen are overburdened and, even with the help of many volunteers, cannot address all the issues that arise. Many cases still come to court to be resolved. Nonetheless, an argument can be made that residents of nursing homes in well-regulated countries like the US may be better protected than persons in need of long-term care who are still living at home. The arm of the law has more difficulty in reaching the latter, making them more vulnerable to abuse from caregivers.
C. COMMUNITY CARE
Consumer-directed forms of care have mostly worked well where they have been adopted by older persons, but it is still the minority of older persons needing services who opt for this form of care. Many are uncomfortable at the level of responsibility it imposes on them and prefer caseworkers to make the decisions for them. This is perfectly acceptable as long as the power of choice is retained.
However, governments should not introduce consumer-directed care in the belief this will reduce overall costs; this may not necessarily be the case even where the need for institutional forms of care may be delayed. Enhancements in the quality of life of service recipients should be highly regarded, however.
Similarly, the Money follows the Person program may not save governments any money given the level of support service recipients may require upon leaving a nursing home to return to the community. If this proves to be the case, will individual rights trump the need to reduce costs?
D. ELDER ABUSE
The phenomenon of elder abuse seems to be a growing one despite the considerable public and media attention it has received. It does not seem to be just a case of improved reporting to authorities. In fact, the majority of elderly abuse may still be escaping detection. These causes of elder abuse are complex, as are some of the required responses. While much research has been done and data collected, there are still large knowledge gaps about how to prevent elder abuse and the most appropriate interventions.
E. GUARDIANSHIP
The introduction of supportive decision-making is still in very early stages; guardianship remains the norm for older adults deemed not able to handle their lives and personal affairs. This can result in considerable hardship and even elder abuse for those placed under guardianship.
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