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1 Annual reports
1.1 Fundamental Rights Report 2016 Report
For more detailed information: http://fra.europa.eu/en/publications-and-resources/publications/annual-reports/fundamental-rights-2016. 
“Cyprus, Malta, the Netherlands, Slovakia, Spain and the United Kingdom took action to counter dis​crimination based on disability” (p.68) 

“In a similar development, the United Kingdom saw the creation of a House of Lords Committee on the Equality Act 2010 and Disability. This committee is tasked with consid​ering the impact of the Equality Act 2010 on people with disabilities, with a first reporting deadline of 23 March 2016.” (p.68)
1.2  Fundamental rights: challenges and achievements in 2014 – Annual Report 2014 (June 2015)
For more detailed information: http://fra.europa.eu/en/publications-and-resources/publications/annual-reports/fundamental-rights-2014.
“The other relevant conditionality Member States have to meet relates to arrangements to monitor the imple​mentation of Article 9 of the CRPD on accessibility, in the context of disbursing structural and investment funds. Monitoring here relates to ensuring the suita​bility of the built environment, transport, information and communication technologies or public services. It also relates to the availability of redress mechanisms to challenge situations where structural funds would be used in a way prejudicial to accessibility. Austria, Belgium, Bulgaria, Denmark, France, Hungary, Italy, Latvia, Lithuania, Luxembourg, Malta, Poland, Romania, Slovakia, Sweden and the United Kingdom took steps towards meeting this conditionality.” (p.31)
2 Thematic reports on the rights of persons with disabilities
2.1 Violence against children with disabilities: legislation, policies and programmes in the EU report (2015)
The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2015/children-disabilities-violence. Also available in easy-to-read: http://fra.europa.eu/en/publication/2015/violence-against-children-disabilities.  
 “We estimated that […] if you were a black boy, classed as ‘special educational needs’ from a low income background, you were 168 times more likely to be excluded from school than a girl from a more affluent area without ‘special educational needs’.” (Respondent from a national human rights body, United Kingdom) (p.8)
“As of Octo​ber 2014, 13 EU Member States explicitly recognise, in one form or another, a disability‑bias motivation in their criminal laws: Austria, Belgium, Croatia, Finland, France, Greece, Hungary, Lithuania, the Netherlands, Romania, Slovenia, Spain, and the United Kingdom. This applies equally to adults and children.” (p.38)
“At the policy level, few countries address hate crimes against persons with disabilities in their governmen​tal plans or strategies. The United Kingdom, how​ever, has a comprehensive policy framework on hate crimes, including against persons with disabilities. The Strategy and Action Plan on persons with dis​abilities, ‘Fulfilling Potential: Making it happen’, acknowledges that persons with disabilities are vic​tims of hate crime, and also acknowledges the need to change attitudes and behaviours to address this issue. The Government’s 2012 plan to tackle hate crime – ‘Challenge it, Report it, Stop it’ – proposes several measures, including to address the under‑reporting of hate crimes against persons with disabilities and to challenge negative media portrayals of disability issues. The police has its own Hate Crime Strategy and Guidance, and the Crown Prosecution Service has several policies, one of which addresses Disa​bility Hate Crime. The Crown Prosecution Service has also developed resources for teachers to explore the issue of disability in hate crime with children in schools, including a lesson plan, teacher’s guide and power‑point presentations.” (p39)

“FRA research found that data on hate crime against per​sons with disabilities is recorded and available in only four EU Member States (Croatia, Finland, the Neth​erlands and the United Kingdom).” (p.39)
“Turning to the responses of the stakeholders inter​viewed for this research, it is worth mentioning that only respondents from five countries – Denmark, the Netherlands, Sweden, Slovenia and the United King​dom – raised the issue of hate crime and its link to violence against children with disabilities.” (p39)
“[H]aving said that we are struggling to get the crime recognised properly and to be able to prosecute it […] [t]he difficulty is proving that the crime was committed because they hated the disability or because so many people with disability are easier to target. So for instance it is easier to steal from somebody who can’t run very fast or who is in a wheelchair. So to prove in court that that person had their money stolen because they were disabled is very difficult. It is more likely that they had their money stolen because it is easier to take.” (NGO representative, United Kingdom) (p.39)
“I imagine somewhere to the work we have done on hate crime, where people don’t see what has happened to them as something wrong and that they are actually being victims of a crime as such and therefore don’t report it.” (Representative of the national framework for implementation of the CRPD, United Kingdom) (p.40)
“FRA research reveals that all Member States except for Germany, Malta and the Netherlands have legisla​tion obliging professionals who work with children to report child abuse, neglect and violence. […] Only 15 of the 25 Member States who have such a reporting obligation impose it on all professionals (Bulgaria, Croatia, Denmark, Estonia, France, Hungary, Ireland, Lithuania, Luxembourg, Poland, Romania, Slo​venia, Spain, Sweden and the United Kingdom).” (p.40)

“But very little has been done at a national level. I would have said that recent experience, post-2010, is that there is less and less being directed, funded and instructed from central government and more is dependent on local good practice. It can be variable across the country.” (Public authority representative, United Kingdom) (p.46)
“Several respondents noted that professionals lack rel​evant knowledge when investigating sensitive cases of violence and sexual abuse of children with disabilities. In the United Kingdom, respondents highlighted that specialists who work with children who do not commu​nicate verbally – i.e. speech and language therapists or intermediaries in the court system – are lacking.” (p.47)

“Some of the areas of good practice and best practice have involved children and young people themselves developing anti‑bullying policy and strategy within those schools to contribute to and teach one another in terms of what acceptable behaviour is and what’s acceptable language, to have a peer mentor type programme.” (NHRB representative, United Kingdom) (p.53)
	Promising practices

	Involving children with disabilities in research on violence – examples in the United Kingdom 
A recent report of the Office of the Children’s Commissioner (OCC) in England was drafted with the involvement of four young researchers with disabilities. The researchers were supported and guided in their work; they defined the rights the research would prioritise based on their experiences, designed and facilitated four focus groups with children and young people with disabilities, analysed the data and helped draft the report’s recommendations. 

Source: Office of the Children’s Commissioner (2014), “They still need to listen more”: A report about disabled children and young people’s rights in England 
‘Ditch the Labelʼ, the British anti‑bullying charity, conducted its Annual Bulley Survey in partnership with schools and colleges from across the United Kingdom. Nine percent of respondents had a learning disability, 4 % had autism/Asperger and 3 % had a physical disability. The report found that respondents with disabilities are more likely to experience bullying than those without disabilities. Nine percent of all respondents thought they were bullied because of their disability. 

Source: Ditch the Label, Annual Bullying Survey 2015 
A study commissioned by the National Society for the Prevention of Cruelty to Children (NSPCC) gathered information on the experiences of deaf children and young people with disabilities in the child protection system. It includes direct accounts by ten deaf and disabled people from across the United Kingdom who experienced abuse during childhood. The study found that these children are at greater risk of child abuse, that they face a range of barriers to obtaining appropriate responses, and that the abuse is underreported, hidden and marred by stereotypes, which prevent the seeking of help, recognition and timely responses. 

Source: Taylor, J. et al (2015), “Deaf and disabled children talking about child protection”, London: NSPCC” (p54)


“Whereas children and young people do get bullied for physical disabilities, it is remarkable how high bullying rates are and the experience of bullying and hostility amongst children who […] have a learning disability or are autistic. I think some of these non‑average behaviours that are associated with someone with disabilities are causes for hostility towards them.”  (Public authority representative, United Kingdom) (p.58)
“We are probably not doing enough around integration at an early stage, so a lot of people become adults without actually having integrated and mixed with and understood people with disability.” (NGO representative, United Kingdom) (p61)

“This research found few specific legal or policy provisions concerning hate crimes against children with disabilities, though Member States have included disability as a possible bias motivation for ‘hate crime’. In this research, respondents raised the issue of hate crimes against children with disabilities in only five countries: Denmark, the Netherlands, Slovenia, Sweden and the United Kingdom.” (p66)
“According to an online survey commissioned in the United Kingdom, the most common forms of bul​lying experienced by children with disabilities are: verbal (36 %), emotional (30 %) and physical (28 %). According to the survey, bullying is mostly done by other children, while a small number of families reported bul​lying by other parents, or by teachers. Sixty‑eight per​cent of families who reported bullying allegations to school authorities said that the school’s response was not effective, and often negative or unhelpful.” (p.70) 

“There’s been a lot of debate and concern about children in care and particularly in residential homes around their exploitation and vulnerability. [W]e don’t know nearly enough [about] what goes on across the country in different residential settings.” (Public authority representative, United Kingdom) (p.74)
“National bodies tasked with protecting and promot​ing human rights also have the right to visit and monitor different institutions, including long‑term care institutions for people with disabilities and dis​ability day centres. National Ombuds institutions are often entrusted with this task. In some countries, there is a dedicated ombudsperson for children or child commissioners. This is the case in Cyprus, Fin​land, Croatia, Ireland, Italy, Lithuania, Luxemburg, Malta, the Netherlands, some regions of Spain, Po​land, Sweden and the United Kingdom.” (p.76)

“Unfortunately there is more and more evidence that children are being bullied because of poverty. Poverty compounds these issues for children with disability.” (NHRB representative, United Kingdom) (p.80) 
“Many respondents identified ethnicity as a factor that can increase children with disabilities’ risk of violence. In some countries – such as Austria, Denmark, Italy, the Netherlands Poland, Portugal, Sweden and the United Kingdom – respondents spoke about other eth​nicities or migratory backgrounds in general, while in Bulgaria, Croatia, the Czech Republic and Lithuania – countries with populations that have higher percent​ages of Roma – respondents spoke predominately about Roma ethnicity.” (p.81)

“Research based on focus group discussions and in‑depth interviews with women with disabilities in Austria, Germany, Iceland and the United Kingdom reveals that many women, especially those with intellectual disabilities and sen​sory impairments, were exposed to bullying in schools and residential care homes during childhood. Further​more, women with disabilities often experience psy​chological violence from their parents during childhood, which increases the risk of violence later in life.” (p.83)
“Many respondents, notably from Austria, Denmark, Italy, the Netherlands, Slovenia, Sweden and the United King​dom, identified gender as an important factor increasing the vulnerability of children with disabilities and their risk of violence. Specifically, respondents noted that girls with intellectual or psychosocial disabilities are at risk of becoming victims of sexual abuse.” (p84)
Table 5: Examples of programmes aimed at empowering and promoting participation by children with disabilities 

	Name 
	Description 
	Reference and link 

	Hear us out 
	A guide on how to involve young people with disabili​ties in decision‑making. It was jointly developed by young researchers with disabilities and young people with disabilities. 
	United Kingdom, VIPER project, see: 

https://councilfordisabledchildren.org.uk/help-resources/resources/viper-literature-review (p.90) 


“Respondents – in the Czech Republic, Denmark, Lith​uania, the Netherlands, Poland, Portugal, Slovenia, Sweden and the United Kingdom, for example – iden​tified child helplines as a common form of help and support service.” (p.91)

“FRA’s research identified only a few examples of accessi​bility measures put in place by child hotline services, for instance in Latvia, Sweden and the United Kingdom. [..]Similarly, in the United Kingdom, the national helpline ‘Childline’ provides information and support via email, phone, and message board. In addition, the National Deaf Children’s Society runs its own young person’s network, to which deaf and hard of hearing children can turn for support.” (p.91)
“Respondents also noted the importance of early inter​vention, and of social inclusion in general. An inter​viewee from the United Kingdom stressed the need to make sure that children with disabilities “are integrated in communities and education early on.” (p.92)
Table 7: Select examples of protocols and guidelines targeting various professional groups

	Name of protocol/ guideline 
	Description 
	Reference and link 

	Index for inclusion 
	The Index for Inclusion is a practical resource to support schools in improving the teaching and learning environment based on inclusive values. The toolkit uses the social model of disabil​ity but does not focus on children with disabilities exclusively, rather aiming to reduce barriers to learning and participation for all students. It includes possibilities for schools to start remov​ing obstacles for children with disabilities, as well as looking at how solutions to obstacles for one child can be transferable and benefit students more widely. The Index for Inclusion was de​veloped by a team of teachers, parents, governors, researchers and representatives of disability groups and over the years has been adapted and integrated in schools across many countries, with translations of the index available in over 10 EU languages. 
	United Kingdom, Supporting inclusion, challenging exclusion, Index for inclusion, see: http://www.csie.org.uk/resources/inclusion-index-explained.shtml . (p.95)


	Paving the

way – resource

for developing

effective local

services for

children with

challenging

behaviour
	This resource aims to provide guidance on how to develop effective local services for children with learning disabilities and behaviours described as challenging. It provides practical examples of different elements of positive behavioural support that deliver good outcomes for children and young people and their families. The resource was developed with input from children and young people, families, professionals, commissioners and academic experts.
	United Kingdom, Challenging

Behaviour Foundation (CBF), Council

for Disabled Children (CDC), Early

Intervention Project, Paving the way, see: https://councilfordisabledchildren.org.uk/help-resources/resources/paving-way . (p.96)


“There are areas like health professionals, GPs for example, notoriously blinkered sometimes in what they are looking for and what they don’t pick up. There will be a number of for ex​ample health professionals around disabled children who could be picking up signs and signals but sometimes they don’t see.” (Office of the Children’s Commissioner, United Kingdom) (p.97)
Table 8: Select examples of training for professionals who work with children with disabilities 
	Name 
	Description 
	Reference and link 

	Disability matters. E‑learning to inform and inspire 
	A free e‑learning resource for UK professionals. The programme is de​signed to support organisations, their workers and volunteers across all sectors in developing the communication and problem‑solving skills required to engage confidently with disabled children and young people. 
	United Kingdom, Disability Matters, see: https://www.disabilitymatters.org.uk/. 

	Compilation of guidance on bullying for professionals 
	The Anti‑bullying alliance offers a variety of resources to tackle and prevent bullying of children with disabilities. The information on their website targets schools and other settings, parents and carers. 
	United Kingdom, Anti‑bullying alliance, available at: http://www.anti-bullyingalliance.org.uk/resources/disablist-bullying/. (p.98)


 “Respondents also noted that social services provide support services for children with disabilities and their families – in Austria, Croatia, Denmark, Italy, Lithuania, the Netherlands, Poland, Slovenia, Sweden and the United Kingdom.” (p.101)
“Respondents from several countries – including Croa​tia, the Czech Republic, Lithuania and the United King​dom – indicated that a lack of specialised support for children with particular types of disabilities remains one of the main challenges to providing support services.” (p.102)

“Several respondents from Bulgaria, the Czech Republic, Sweden and the United Kingdom maintained that sup​port services for children with disabilities lack consist​ency and that practices vary in different localities.” (p.104)

“Respondents stated that differences and inconsistencies in territorial distribution, encompassing rural and urban areas, continue to challenge the provision of services to children with disabilities. As a result of EU Member States’ varied administrative histories, in some states, regional authorities may play a greater role in providing services than national authorities do. Some respond​ents in Bulgaria, the Czech Republic, Italy, Sweden and the United Kingdom, raised concern over discrepan​cies in service provision stemming from the devolution of powers and competences. […]Similarly, an NGO representa​tive from the United Kingdom also expressed concern that engagement levels amongst local authorities vary, due to a lack of coordination at the national level.” (p.105)

2.2 Implementing the UN CRPD: An overview of legal reforms in EU Member States (2015) 

The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/sites/default/files/fra-2015-focus-05-2015-crpd_en.pdf. 
“Other reforms focus on specific aspects of accessibility identified by Article 9 of the CRPD. Concerning the accessibility of the physical environment, FRA evidence shows that 15 Member States (Austria, Belgium, Czech Republic, Denmark, Finland, France, Hungary, Ireland, Italy, Lithuania, Luxembourg, Poland, Portugal, Spain and the United Kingdom) have mandatory accessibility standards for the construction, and alteration of national and local authority buildings, often in line with EU-level standards.” (p.8)

“A further area of reform is the transition from institutional to community-based care and support. In the United Kingdom, reforms which became law in May 2014 concern both the financing and the practical provision of support, and created a single harmonising law for all adult care and support.” (p.11)
“Education and formal qualifications open up access to employment and career advancement, crucial factors in promoting a high quality of life and the integration of people with disabilities in society. Many Member States, including Austria, Belgium, Bulgaria, Germany, France, Latvia, Luxemburg and the United Kingdom are taking steps towards an inclusive education system, reflecting the requirements of Article 24 of the CRPD.” (p.12)
2.3 Equal protection for all victims of hate crime - The case of people with disabilities (2015)

The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/sites/default/files/fra-2015-focus-03-hate-crime-disability_en_0.pdf 
 “In general, official statistics on disability hate crime are available in only a few EU Member States, for example Croatia, Finland, Netherlands and the United Kingdom.” (p.3)
	Promising practice 

	Disability-related harassment and its impact on UK policy 
Following a 2011 enquiry by the Equality and Human Rights Commission (EHRC) into disability-related harassment,12 which demonstrated the high level of harassment and violence against people with disabilities, the UK government took steps to tackle disability hate crime more effectively. 

A progress report was published in late 2013, highlighting action already taken and that planned for the future.13 One change was an amendment to the Criminal Justice Act raising the minimum sentence for bias-motivated murders of people with disabilities to the same level as that for racially motivated murders. The Law Commission also examined other offences, such as incitement to hatred on the grounds of disability, for which it held consultations with a number of civil society organisations. The Code of Practice for Victims of Crime was reviewed with a view to improving services for persistently harassed victims, and the Crown Prosecution Service updated its disability hate crime action plan. In the area of education, the school inspectorate surveyed bullying and its consequences. 

For more information, see the UK government’s response and progress update to the EHRC report ‘Hidden in Plain Sight’, available at: 
https://www.gov.uk/government/publications/government-response-hidden-in-plain-sight-report. (p.3)


“[The policeman said] ‘Did you not do it?’ ‘Did you not break your own window? Or chuck paint and eggs at your window?’ You must be joking!! And that’s how they treat you, because you have a learning difficulty. They have no respect for us. And sometimes some police say, ‘you shouldn’t be out here, you should still be locked up.’” Man with intellectual disability, United Kingdom, 63 years old (p.4)
“However, recent changes to national criminal codes show a trend towards including disability as a protected characteristic. As of October 2014, a number of EU Member States explicitly recognise a disability bias motivation in their criminal law, including Austria, Belgium, Croatia, Finland, France, Hungary, Lithuania, Netherlands, Romania, Slovenia, Spain, and the United Kingdom.” (p.5)
“Aggravating circumstance: Although bias motivation can also be defined as an aggravating circumstance, it may be only one among many, with the result that police reports and court proceedings are less likely to consider this motivation alone. The bias element may therefore remain invisible, which increased the victim’s suffering and at the same time reduces the chances that perpetrators will be deterred from committing bias-related offences in the future. For example, Austria, Croatia, Finland, France, Lithuania, the Netherlands, Romania, Spain and the United Kingdom currently use this approach with regard to disability hate crime.” (p.5)

2.4 The right to political participation for persons with disabilities: human rights indicators (2014)

The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2014/right-political-participation-persons-disabilities-human-rights-indicators.  

“In general, respondents with disabilities report a similar level of personal trust in government to the general population in EU Member States. In five Member States, Bulgaria, the Czech Republic, Slovakia, Sweden and the United Kingdom, respondents with disabilities report a noticeably lower level of trust in government than the general population.” (p.28)
“Seven out of the 28 EU Member States – Austria, Croatia, Italy, Latvia, the Netherlands, Sweden and the United Kingdom – guarantee the right to vote for all persons with disabilities, including those without legal capacity.” (p.40)

“Three EU Member States, Cyprus, Ireland and the United Kingdom, require all voters to register ahead of an election. In the United Kingdom, new Individual Electoral Registration has recently been introduced, requiring an individual to register and provide further identification. This means that voters with disabilities who could previously vote by post or by proxy will need to re-register.” (p.42)
“In eight EU Member States, Austria, Denmark, Estonia, Finland, Germany, Lithuania, the Netherlands and the United Kingdom, all voters can vote using alternative methods, typically postal voting. In the Netherlands and the United Kingdom, proxy voting is permitted, although in the Netherlands nobody may cast more than two votes by proxy per election.” (p.42)

“In Denmark, Luxembourg, the Netherlands, Romania, Spain, Sweden and the United Kingdom provisions regarding the voting of persons living in long-term institutions are part of general measures on alternative forms of voting.” (p.44)

“In a further seven Member States – Bulgaria, Croatia, the Czech Republic, Denmark, Italy, Slovenia and the United Kingdom – only public media providers are obliged to ensure that their broadcasts are accessible to persons with disabilities.” (p.47)

“The FRA’s analysis indicates that 15 EU Member States, Austria, Belgium, the Czech Republic, Denmark, Finland, France, Hungary, Ireland, Italy, Lithuania, Luxembourg, Poland, Portugal, Spain and the United Kingdom have mandatory accessibility standards for the construction and alteration of national and local authority buildings.” (p.48) 

“The research indicates that in 12 EU Member States, Croatia, Estonia, France, Germany, Ireland, Lithuania, Luxembourg, Malta, Portugal, Spain, Sweden and the United Kingdom, have legal accessibility standards which apply to all polling stations.” Within this group there is, however, considerable variation in the nature and scope of the legal requirements. In Ireland and Spain, for example, legislation contains detailed accessibility requirements, with a particular focus on persons using wheelchairs and persons with visual impairments. In contrast, in Croatia, Sweden and the United Kingdom, accessibility is mentioned as one of the factors which must be taken into account by authorities in the selection of polling stations.” (p.49-50)

“In 15 EU Member States, Croatia, Cyprus, the Czech Republic, Denmark, Finland, Germany, Hungary, Ireland, Poland, Portugal, Slovakia, Slovenia, Sweden and the United Kingdom, assistance in voting is available to persons with physical, visual and intellectual disabilities, subject to the authorisation of the election authorities.” (p.50)

“In all other Member States training for election authorities and officials on these issues is not required by law. However, in 15 EU Member States – Belgium, Bulgaria, Cyprus, the Czech Republic, Finland, France, Germany, Greece, Ireland, Italy, Lithuania, Poland, Slovenia,

Spain and the United Kingdom – the research indicates that training material or specific instructions on how to ensure non-discrimination on the ground of disability and accessibility in voting procedures is provided.” (p.52)

	Promising practices

	Setting standards for election authorities and officials

The United Kingdom’s Electoral Commission has published performance standards for returning officers, which require that election officials take into account the need to eliminate discrimination and consider accessibility when setting up polling stations, as well as “provide all materials in accessible formats that are easy for voters to use and understand”. The Electoral Commission has also published a handbook which states that all officials in charge of elections should provide training and briefing sessions for polling station staff in advance of elections. It specifies that “polling station staff must ensure that disabled voters are not offered a lower standard of service than other voters. Reasonable adjustments to practices and procedures must be made so that people with a range of disabilities are not disadvantaged in any way”.

For more information, see: Electoral Commission (2011) Performance Standards for Returning Officers in Great Britain, available at: www.electoralcommission.org.uk/__data/assets/pdf_file/0003/145371/Performance-Standards-for-ROs-FINAL-web.pdf and Electoral Commission(2010) Handbook for polling station staff: Supporting a UK Parliamentary election, available at: http://www.electoralcommission.org.uk/__data/assets/pdf_file/0003/175620/Polling-station-handbook-UKPGE-Combined.pdf. (p.52)


“The results for this indicator in many cases mirror those for indicator 2.2.1 on whether persons deprived of legal capacity are able to vote and stand for election. Laws in force in Austria, Croatia, Cyprus, Finland, Germany, Italy, Latvia, Malta and the United Kingdom provide that all persons with disabilities, including those who have been deprived of their legal capacity, have access to redress mechanisms in cases where they have not been able to exercise their right to political participation.” (p.53)
“In the remaining 15 EU Member States, the analysis indicates that consultation and involvement of DPOs in the development of laws and policies is not required by law. In 11 of these Member States, Belgium, Bulgaria, Croatia, the Czech Republic, Denmark, Estonia, Finland, Ireland, Latvia, Luxembourg and the United Kingdom, however, established mechanisms to ensure systematic consultation with DPOs are in place.” (p.57)
“A second group of EU Member States, Austria, Belgium, Bulgaria, Finland, Hungary, Latvia, the Netherlands, Portugal, Slovenia and the United Kingdom, provide information on complaint procedures regarding political participation in a format that is partially accessible.” (p.60)
“In seven Member States, data from official government sources reveal the existence of one or more members of parliament who publically identify as having a disability. Of these, Croatia was the Member State with most reported members of parliament with a disability (7) followed by Poland and the United Kingdom (3 each).” (p.68)
	Promising practice

	Supporting candidates standing for election

The government of the United Kingdom has developed a strategy to support disabled people who want to stand for elected office, whether at national or local level. Online information targeting potential candidates includes advice for disabled politicians and guidance for political parties on their obligations to provide reasonable adjustments. A €3.2 million (GBP 2.6 million) fund was established to help candidates with any disability-related costs of standing for election. Grants of between GBP 250 and GBP 20,000 can be made for any additional cost such as accessible transport, accommodation or sign-language interpreting. For more information, see:

https://www.gov.uk/access-to-elected-office-fund. (p.69)


“Very limited data were identified that would give a reliable indication of the number or proportion of members of municipal governments with disabilities. In Croatia, Greece and the United Kingdom alone were sources of official data identified, while in Austria and Sweden the FRA analysis indicates the availability of some unofficial data. The most comprehensive data were available in the United Kingdom, where a census of local authority councillors by Local Government Association in 2010 indicated that 14 % of local councillors indicated that they had a long-term illness, health problem or disability that limited the daily activities or work they could do.” (p.70)
	Promising practice

	Surveying the accessibility of polling stations

In the United Kingdom, the NGO Scope conducted a survey of 1,000 polling stations to assess the accessibility of the 2010 General Election for persons with different types of impairment. It found that 67 % of polling stations had one or more significant access barriers. Scope also sent freedom of information requests to all chief executives of local authorities to ask if they had carried out the legally required self-assessment of polling station accessibility. Of the 70 % of polling stations that responded, 89 % had undergone a review. Of these, 14 % were found not to be accessible.

For more information, see: Scope (2010), Polls Apart 5: Opening Elections to Disabled People, available at: http://www.scope.org.uk/Scope/media/Documents/Publication%20Directory/Polls-apart-2010.pdf . (p.72)


“In the case of both sign language interpretation and audio description even the best performing providers have very low percentages. In many cases the proportions of programmes with sign language interpretation were estimated, especially where they were very low (e.g. less than 1 %). Only four countries reported any direct audio description (Austria, Denmark and Luxembourg, with less than 2 %, and the United Kingdom with 14.6 %), underlining the general lack of audio described programming.” (p.80)

2.5 Legal capacity of persons with intellectual disabilities and persons with mental health problems (2013)
The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more information: http://fra.europa.eu/en/publication/2013/legal-capacity-persons-intellectual-disabilities-and-persons-mental-health-problems. Also available in easy-to-read: http://fra.europa.eu/en/publication/2013/laws-about-being-able-make-important-decisions-yourself. 
“The analysis shows that in a few EU Member States the condition which may lead to legal incapacity must be of a ‘permanent’ nature. […] In other EU Member States there is no requirement of permanent duration. In the United Kingdom, for exam​ple, “it does not matter whether the impairment or dis​turbance is permanent or temporary.” (p.33) 
        
“About half of EU Member States explicitly provide in their national legal frameworks for the person concerned to request a restriction of his or her legal capacity. This is the case in Austria, Denmark, Estonia, Finland, France, Germany, Greece, Italy, Luxembourg, Slovakia, Slove​nia, Spain, Sweden and the United Kingdom.” (p.35)

“The guardian appointed to represent, assist and safeguard the person’s well-being should be suitable for the post, according to Council of Europe Recom​mendation Rec(99)4. Similar wording can be found in national provisions, for example in the United Kingdom, where the person appointed should be someone who is “reliable and trustworthy and has an appropriate level of skill and competence to carry out the necessary tasks” (p.35)
“An ‘advance directive’ ena​bles adults to express their wishes about issues that could arise in the future, such as designating a future guardian. Austria, Belgium, the Czech Republic, France, Germany, Italy, Spain and the United Kingdom (England and Wales) have such provisions.” (p.36)
“The FRA analysis suggests that in many EU Member States the national legal framework stipulates that the principle of proportionality (as enshrined in Prin​ciple 6 of Recommendation R(99)4, see Section 1.2.4) should govern the guardian’s scope of power. […] The guardian is not competent, however, to give consent on behalf of the person represented in all matters. The person represented retains decision-making rights concerning marriage, adoption, acknowledgment of paternity or consent to it, making or revoking a will or representing him- or herself in other such matters of a personal nature. The statutory frameworks of Denmark, Germany, Slovakia, Spain, Sweden and the United Kingdom contain similar provisions.” (p.36)
“In a few other EU Member States, the judge has discretion whether to appoint a guardian for a specific or an indefinite period of time. This is the case, for example, in Finland, Italy and the United Kingdom (Scotland).” Section 58 (4) of the Adults with Incapacity (Scotland) Act 2000 states that “the sheriff [the judge] will normally appoint a guardian for 3 years, but has discretion to vary this, including making the appoint​ment indefinite.” (p.38)

“FRA research shows that the person under guardian​ship can appeal the decision affecting his or her legal capacity in many EU Member States, for example Aus​tria, the Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Italy, Luxembourg, Poland, Spain, Sweden and the United Kingdom.” (p.39)
“Similarly, respondents with intellectual disabilities in the United Kingdom reported a lack of information about opportunities to take decisions and said that, in practice, decisions were often limited to whether or not to take part in things other people organised.” (p.49)
	Examples of support to exercise legal capacity

	United Kingdom: 
Independent mental health advocate (IHMA): Established under mental health legislation, IHMAs help and sup​port qualifying patients to understand and exercise their legal rights. They are available to most detained pa​tients as well as to people with mental health problems who are subject to supervised community treatment orders or guardianship. The person or organisation appointing persons as IMHAs must ensure that they have the appropriate experience and training. 

Independent mental capacity advocate (IMCA): The role of the IMCA is to represent and support people at times when critical decisions are being made about their health or social care. They are mainly involved when persons are deemed to lack capacity to make these decisions themselves and they do not have family or friends who can represent them. The IMCA will bring to the attention of the decision-makers all factors that are relevant to their decision. If appropriate, IMCAs are able to challenge the decision-maker. 

Person-centred planning: Person-centred planning is a set of approaches designed to assist persons with intel​lectual disabilities to plan their lives and to support them by asking what they want, what support they need and how they can get it. It focuses on the positive aspects of people’s lives rather than on assessing what they cannot do. 

Circles of support: A circle of support, sometimes called a circle of friends, is a group of people who meet to​gether on a regular basis to help somebody (the ‘focus person’) accomplish their personal goals in life. The focus person is in charge of deciding both whom to invite to be in the circle and also the direction in which the circle’s discussions move, although a facilitator is normally chosen from within the circle to handle the work required to keep it running. The members of the circle of support, which may include family, friends and other community members, are not paid.”

For more information on IMHAs, see: www.legislation.gov.uk/uksi/2008/3166/contents/made and Independent Mental Health Advocacy, Effective Practice Guide, August 2009.
For more information on IMCAs, see: www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131963.pdf and http://webarchive.nationalarchives.gov.uk/20120802111034/http:/www.ic.nhs.uk/services/mental-health/using-the-service/datasets-databases-and-data-collections/mental-health-minimum-dataset-mhmds/specifications-and-guidance . 

For more information on person-centred planning, see: http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_115175. 
For an example of circles of support, see: www.circlesnetwork.org.uk/home.asp?slevel=0z&parent_id=1. (p.52)


“Participants in the United Kingdom noted that people who did not have good support from family and friends were more likely to seek formal sources of support. Lack of awareness of available decision-mak​ing support options also emerged as a theme, indicat​ing the importance of ensuring that information about such services is communicated and made accessible for persons with disabilities.” (p.53)

“Participants with mental health problems or intellectual disabilities from Latvia, Sweden and the United King​dom spoke of receiving professional support in deci​sion-making – including from social workers as well as from specialist decision-making supporters, such as NGOs and advocacy organisations.” (p.53)
“A number of respondents with intellectual disabilities from the United Kingdom had links to self-advocacy support services, which they val​ued more highly than traditional services. Stakeholders taking part in the focus group on mental health in Hun​gary said self-help groups could significantly improve the motivation of persons with disabilities to take deci​sions independently.” (p.53)
“Stakeholders taking part in the focus group on intellectual disability in the United Kingdom said that authorities often thought that legal advocacy was required, when people with disabilities more frequently preferred some​one to explain complicated issues and assist with reach​ing a decision. Better signposting of available services might help people to get the help required.” (p.54)
2.6 Involuntary placement and involuntary treatment of persons with mental health problems (2012)
The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more information: http://fra.europa.eu/en/publication/2012/involuntary-placement-and-involuntary-treatment-persons-mental-health-problems. 
“In EU Member States with a federal political structure, specific regional acts are relevant. This is the case in Germany where the 16 federal states have their own laws, which in some cases differ considerably. In other Member States such as Italy and Spain, regional or autonomous community acts contribute to shaping the national legal framework. Likewise, in the United Kingdom the Mental Health Act applies to England and Wales only. Scotland and Northern Ireland have different legal frameworks.” (p.30)

“Sometimes, the objectives of the law are of a broader nature. In each of the jurisdictions within the United Kingdom, legislation sets out non-specific aims and provides decision makers with a variety of justifications for involuntary placement, based on one or more of the following grounds: the patient’s health; the patient’s welfare; and/or public protection.” (p.31)
“In 13 Member States two criteria – the risk of harm and the need for treatment – are listed alongside having a mental health problem. This is the case in Denmark, Greece, Finland, France, Ireland, Latvia, Poland, Portugal, Romania, Slovakia, Slovenia, Sweden and the United Kingdom.” (p.31) 

“A small number of EU Member States laws do not refer to the person’s opinion in the course of an involuntary measure. This is the case in the Czech Republic, Greece, Latvia, Malta, Slovakia and the United Kingdom.” (p.34)

“In the United Kingdom (England and Wales), the application for placement is made by “two registered medical practitioners”, one of whom must be a trained psychiatrist.” (p.35)

“In the United Kingdom, depending on the jurisdiction, the decision is not always a judicial one but always remains outside the scope of the medical authority and is taken by other independent authorities. In England and Wales, involuntary placement can be initiated by the “nearest relative” of the person to be detained. The second possibility, which applies in the vast majority of cases, is that the decision is made by an “Approved Mental Health Professional”. In order to be an Approved Mental Health Professional, a person must be one of the following: a social worker; a nurse with practical experience in mental health; a learning disability nurse; an occupational therapist; or a chartered psychologist. That person must also have undertaken a government-approved course of training. A similar system applies in Northern Ireland, with the exception that the application of admission for assessment can be made only by the nearest relative or a social worker, and no other professional. In Scotland, all applications must be heard by the Mental Health Tribunal. The tribunal has powers to make various compulsory orders including involuntary placement and the provision of medical treatment. A Tribunal is made up of three persons, one of whom will be a lawyer, one a doctor and one a “general member”. The “general member” must have relevant training, skills or experience in dealing with mental disorder, and Regulations provide that this person must be one of the following: a registered nurse, a clinical psychologist, a social worker, an occupational therapist, or another person employed in the care sector. In any case, the person concerned must have experience either as a service user or as a service provider.” (p.36-37)
“In Bulgaria, Greece, France, Latvia, Romania and the United Kingdom, more than half of the interviewees had experienced institutional living in one form or another. Some of their experiences were recent, but others referred to events that took place in previous decades, which did not necessarily reflect the current situation.” (p.42)

“In addition to being given information at the time of admission, respondents from the United Kingdom suggested that it would have been helpful if someone, about a week after admission when the newly admitted were more stable emotionally, had taken the time to explain clearly what was happening and why they were there, as well as their rights and entitlements, such as the right to refuse consent.” (p.43)

“On this basis, respondents recommended that people should have a wider range of choice about where to go at times of crisis. Respondents in the United Kingdom suggested that the crisis support system should be reformed to include a short-term place for respite – a ‘home away from home’ – where people can take a break but still remain in the community, rather than being automatically admitted to a hospital. Such places of refuge do not appear to have been available to many of the respondents – a point which may have relevance to the perception, amongst a number of them, of a need to spend time in hospital from time to time.” (p.44)

“In the United Kingdom, Sweden and France a person can be allowed to leave hospital if they comply with certain conditions. Adherence to these conditions is a requirement for remaining an outpatient and living in the community.” (p.44)
“In France, Sweden and the United Kingdom, a person can leave in-patient psychiatric care on certain conditions. In the United Kingdom, for example, such conditions may include attending a clinic for regular health monitoring, not drinking alcohol and avoiding specified activities or situations considered likely to affect the person’s mental health.” (p.47). Two of the United Kingdom respondents had experienced such community treatment orders (CTOs) shortly before their interviews. One understood that the order required that he take the medication prescribed as a condition for hospital discharge. This blurred the distinction between voluntary and involuntary treatment, as his strong aversion to returning to hospital left him with little meaningful choice about taking the medicine.” (p.47)

“In the United Kingdom, a number of respondents in the stakeholders’ focus group claimed that the exact nature and requirements of CTOs are frequently not well understood. Taking particular medication is not binding under the terms of CTOs, but this is not the common perception among many persons subject to such orders. While they were, in theory, entitled to have access to an independent mental health advocate who might help in this regard, in practice, access to such advocates for people outside hospitals was often limited.” (p.47).
2.7 Choice and control: the right to independent living (2012)

The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2012/choice-and-control-right-independent-living. Also available in easy-to-read: http://fra.europa.eu/en/publication/2012/choice-and-control-right-live-independently-experiences-people-intellectual.
“In the United Kingdom only 6.4 % of adults with moderate to severe intellectual dis​abilities who are known to social services departments are in paid employment, while in Romania the figure is only 1 %.” (p.27)
“In the United Kingdom, the seventh Joint Parliamentary Com​mittee on Human Rights report noted that according to research the children of people with learning dis​abilities are more likely to be removed from their par​ents’ care than the children of people who do not have learning disabilities. Research suggests that this hap​pens in around 50 % of cases involving a parent with an intellectual disability.” (p.29)
“In the United Kingdom, respondents spoke of their problems with healthcare staff and services. They said that their physical symptoms, for instance, were not taken seriously by doctors. Medical staff have nega​tive attitudes, they added, or information is inacces​sible. They also said that they experienced particular unease when their usual doctor was unavailable and they had to make appointments with doctors and nurses they did not know. Although in some instances people took assistants with them to appointments, this was not felt to be ideal, due to the lack of privacy this entailed. Respondents said, however, that healthcare services are improving, especially in surgeries where awareness‑raising training on intellectual disability had been carried out: two research respondents were in fact involved in training and awareness‑raising for general practitioners.” (p.30)
“EU Member States, such as Germany and the United Kingdom, continue to evolve models of ‘self‑directed’ or ‘person‑centred support’ through mainly ‘direct pay​ments’ and ‘personal budgets.” (p.32)
“In the United Kingdom, direct payments became legal with the passing of the NHS and Community Care (Direct Payments) Act in 1996. While offering direct payments became mandatory for local authorities in 2003 in England and Scotland and in 2004 in Wales and North​ern Ireland, the law initially stipulated that applicants must be ‘willing and able’ to manage the process to be eligible. This requirement was removed in 2009 in England and in 2011 in Northern Ireland, opening up the possibility for a third party to directly receive and manage the payments. Recipients of direct payments may decide who to employ, the hours they work and the tasks they carry out. Additionally, the recipient may, if he or she wishes, take all or part of the benefit as an allocation in kind, in other words as a service provided by an organisation, rather than in money. Take‑up of direct payments and personal budgets (a modified form of direct payments) by people with intellectual disabilities has been low in comparison with people with physical disabilities. The number of people receiving direct payments also remains small in comparison with numbers living in residential care and those receiving community‑based services. Neverthe​less, according to NGO research, take‑up increased from 60 people in 2006 with intellectual disabilities reported to them as having personal budget to some 30,000 across local authority areas at the end of 2009.” (p.33)
	Promising practice 

	Supporting community living 

In the United Kingdom, KeyRing has set up a series of networks to support people with intellectual disabilities to live in the community. Each network is made up of 10 people living close to one another: nine who live in their own homes but need support, and one Community Living Volunteer. The aim of the networks is for the members to support and assist each other with daily living skills and activities, with the volunteer seeing members regularly and helping the group to work together. The volunteer also supports other members of the network to explore events taking place locally and to get involved in them. Paid Community Support Workers and Supported Living Managers can provide additional support services if required. 

For more information, see: http://www.keyring.org/home. (p.33)


“Of the nine countries covered by the fieldwork research persons with intellectual disabilities maintain the right to vote regardless of legal capacity solely in Sweden and the United Kingdom. In Hungary and France, a judge decides on the exercise of the right to vote on a case‑by‑case basis.” (p.33)

“In the United Kingdom, several people with intellectual disabilities were active in campaigning and considered this to be an effective means of raising the govern​ment’s awareness about their issues.” (p.34)
“In the United Kingdom, several respondents participated in the national self‑advocacy support organisation of people with intellectual disabilities, People First. Peo​ple First covers in Scotland over 90 local groups; in Northern Ireland, seven in Wales, 23; and in England, 18. In Sweden, user organisations play a vital role in dis​seminating information about the abilities and interests of persons with intellectual disabilities.” (p.35)

“A lot of them are going under. And that’s the problem, we desperately need all different types of advocacy and it needs to be really funded. If it’s not funded by grants and government and local authority then we need to make sure that it’s self‑sufficient.” (Man, 45, United Kingdom) (p.35)
In the United Kingdom, respondents valued leisure ser​vices highly, but for many the cost of participation was a barrier, especially when it was necessary to pay for the costs of support staff. (p.38)
“Respondents, for example in the United Kingdom, argued that cuts in services may jeopardise progress made in the direction of choice and control.” (p.38)
	Promising practice

	Inquiring into disability‑related harassment 
“The United Kingdom Equality and Human Rights Commission launched an inquiry into public authorities’ actions to eliminate disability‑related harassment and its causes, finding that for many people with disabilities, harassment is a commonplace experience. The results of the inquiry, published in September 2011 in a report entitled Hidden in plain sight, said that this harassment takes different forms, including bullying, cyber‑bullying, physical violence, sexual harassment and assault, domestic violence, financial exploitation and institutional abuse. Harassment is, however, often not reported. This may be because: people with disabilities do not know who to report it to; they fear the consequences of reporting; or they are concerned that police or other authorities will not believe their account. 

The inquiry highlights the need for additional data to be collected on the issue, as well as making a number of recommendations for how public authorities could improve their performance in preventing and dealing with disability‑related harassment. A ‘manifesto for change’, outlining the commitments public authorities have made and the outcomes they aim to achieve, is scheduled for publication.” 

For more information, see: Equality and Human Rights Commission (2011) Hidden in plain sight: inquiry into disability‑related harassment, Manchester, Equality and Human Rights Commission, available at: https://www.equalityhumanrights.com/en/publication-download/hidden-plain-sight-inquiry-disability-related-harassment. (p.40)


“In the United Kingdom, though, most of the respondents had made official complaints about their treatment in a wide range of situations. Most respondents said that the reason they refrained from complaining was the fear of retribution and most of those who had lived in institutions and had experienced unfair treatment never brought formal complaints.” (p.40)

“Respondents also spoke of incidents beyond verbal abuse. In the United Kingdom, respondents recounted incidents in which people made silent phone calls, set a front door on fire, hurled paint and eggs at windows, broke into homes smashing up furniture and, in one instance, launched a physical attack.” (p.41) 
“In the United Kingdom, all the respondents who had lodged complaints said that support to do so was essen​tial.” (p.41)
“In France, Greece, Latvia, Romania and the United Kingdom more than half of the research respond​ents with mental health problems had lived or had been treated in an institution, mostly psychiatric hospitals, but also, in Germany and Latvia, in social care homes.” (p.45)
“Secondary school was described as a difficult period by respondents in Greece, Latvia, Romania, Sweden and the United King​dom, where half of the respondents said they had been bullied.” (p.46)

“As with earlier schooling, one particular challenge was the failure of authorities to account for the fluc​tuating nature of mental ill health. One woman in the United Kingdom complained about being required to pay for one academic year again although she had missed a considerable amount of the previous one due to mental health problems.” (p.47)

“In Greece, Hungary, Latvia, Romania, Sweden and the United Kingdom more than half of respondents said that they were unemployed. In the United Kingdom, more than half of respondents had tried to mitigate the lack of employment opportunities by working voluntarily, mostly in jobs connected to mental health.” (p.48)
“Voluntary work is a good option for people recovering from mental ill health and participation in paid employment is low because the system for getting back into work is very inflexible. […] However voluntary work, which has the role of rehabilitation now that most of those services have gone, is being affected by local authority spending cuts – many work in voluntary organisations which are being closed.” (Stakeholder, United Kingdom) (p49) 



“For most respondents living in the community the most important healthcare relationship was with their local general practitioners (GPs) who provided gen​eral healthcare but could also act as access points for additional services related to their mental health. The respondents’ experiences varied significantly in terms of how they were treated by their GPs and the types of services that they were able to access through them. In the United Kingdom, for instance, the success of interaction with the GP was seen as directly related to whether or not the GP had had special training on mental health issues.” (p.49)                     












 
  “In Bulgaria all respondents said that they needed more such community services, while in Hungary, Sweden and the United Kingdom a lack of access to these ser​vices was mentioned.” (p.50)
“In the United Kingdom some respondents said that certain community‑based services offered alternative therapies to medication, such as relaxation and anxiety management.” (p.50)
“Strict eligibility criteria can also restrict access to the services offered by day centres or community men​tal health teams or clinics. In the United Kingdom, for instance, a respondent argued that the fluctuating nature of his mental health problem generated eligi​bility difficulties.” (p.51)
“British respondents appreciated the support provided by community‑based services and were concerned about the impact of public spending cuts on the local centres they relied on.” (p.51)
“In the United Kingdom, the English government, as part of the move towards more personalised services, issued guidance to move towards more extensive use of direct payments, in particular by those groups that have not made wide use of them up to now, including people with mental health problems. According to this guidance local councils have not just a power, but a duty, to offer direct payments in most circumstances. Furthermore, since 2009, people judged to lack mental capacity in England have been able to receive direct payments opening up the possibility for a third party to directly receive and manage the payment. Recipients of direct payments may decide who to employ, the hours they work and the tasks they carry out.” (p.53)
“In France, Germany, Hun​gary and Sweden fewer than half of those interviewed accessed specialised support services to facilitate inde​pendent living, whereas in each of the three Member States Greece, Romania and the United Kingdom all but one respondent did.” (p.53)
“Only a small number of respondents in Ger​many, Sweden and the United Kingdom brought forward experiences of formal support in the form of personal assistants.” (p.53)
“In the United Kingdom, respondents who did not use the direct payment system felt they had little control over who assisted them and the service they were given. While one respondent was campaigning for the wider use of direct payments by people with mental health problems, others expressed concern about the potential stress associated with employing staff and the risk that local authorities might replace other services with direct payment.” (p.53)

“According to the Office of the Public Guardian in the United Kingdom, for instance, advocacy is taking action to help people express their views and wishes; secure their rights; have their inter​ests represented; access information and services; and explore choices and options. In the United Kingdom three respondents received the support of an independent mental health advocate105 shortly after being involuntarily detained in hospital. Several respondents had also served as or were being trained to act as advocates or peer supporters for other people with mental health problems.” (p.53-54)

“Stakeholders stressed the importance of self‑help groups, and expressed their regret that Bulgaria, Hun​gary, Latvia and Romania did not have strong user‑led initiatives. Where self‑help groups are in place, stake​holders noted that they provided a valuable alternative to public services. They offer community programmes such as arts and craft making and other social events, as well as transport support, mentoring and training sessions that raise the quality of life. Stakeholders in the United Kingdom proposed establishing user‑led crisis houses that would provide an environment conducive to well‑being and recovery.” (p.56)

	Promising practice

	Focusing on peer advocacy 
In Scotland, United Kingdom, the collective advocacy organisation Highland Users Group has established a project to challenge the stigmatisation of mental health problems and to raise awareness and understanding of mental health issues. The project involves: supporting mental health service users to speak out about their lives; delivering user‑led mental health awareness training to professions such as psychiatrists, social workers and teachers; media and public relations work to increase public understanding and to challenge negative reporting on mental health issues; and the sharing of good practice in user‑involvement and anti‑stigmatisation work throughout Scotland and Europe. For more information, see: www.hug.uk.net/challengestigma_home.htm.  (p.57)


“The level of development of peer advocacy organisations was closely linked to participation in public and political life. In France, Germany, Sweden and the United King​dom several of the respondents were involved in service user groups which articulated the perspective of people with mental health problems in order to influence policy and service delivery.” (p.57)

“Participants mentioned financial problems in a variety of contexts. In Greece, Romania, Sweden and the United Kingdom, participants were concerned about changes to the benefits systems and cuts in provisions.” (p.59)
“In the United Kingdom and Hungary respondents spoke of glass doors in wards as having a particularly negative effect on women, who were made to feel vulnerable and exposed.” (p.60)
“Participants from Bulgaria, France, Germany, Greece, Romania and the United Kingdom recalled being victims of stigmatisation, abuse or bullying. Respondents and stakeholders recognised that there were entrenched misconceptions about people with mental health prob​lems which contributed to stigmatisation and reduced opportunities to participate in society.” (p.62)
“In the United Kingdom all respondents who had attended mainstream schools reported being bul​lied there, as did over half of those attending special schools. They also said that they had been verbally abused in the street and on public transport, and many had been subject to attacks on or in their own homes.” (p.63)
2.8 The legal protection of persons with mental health problems under non-discrimination law (2011)
The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2011/legal-protection-persons-mental-health-problems-under-non-discrimination-law. 
In the United Kingdom, Article 6(1) of the Equality Act 2010 states that a person has a disability if she or he “has a physical or mental impairment, and the impairment has a substantial and long-term adverse effect on [this person’s] ability to carry out normal day-to-day activities”. In addition, the Secretary of State issued guidance on the scope of disability as laid down in the Equality Act 2010, which states that “a disability can arise from a wide range of impairments which can be: […] learning difficulties; mental health conditions and mental illnesses, such as depression, schizophrenia, eating disorders, bipolar affective disorders, obsessive-compulsive disorders, as well as personality disorders and some self-harming behaviour; […].” (p.22)
“In the great majority of EU Member States, non-discrimination legislation contains a duty to provide reasonable accommodation for persons with disabilities (see Annex 2 for an overview).For instance, the Estonian Equal Treatment Act, transposing the Employment Equality Directive, requires employers to “take appropriate measures, where needed in a particular case, to enable a person with a disability to have access to, participate in, or advance in employment, or to undergo training, unless such measures would impose a disproportionate burden on the employer”. Similar provisions, as part of the transposing legislation, are found, for example, in Finland, Poland, Spain, Sweden and the United Kingdom.” (p.25)
“In the United Kingdom, the Employment Appeal Tribunal ruled that a college lecturer who was unable to perform her duties because of acute stress leading to physical and mental impairment had been discriminated against because the college management did not provide her with reasonable accommodation, which would have included allocating less popular teaching hours to other staff members.” (p.26)
“In the United Kingdom, the Equality Act 2010requires a number of persons and entities to take reasonable accommodation measures for persons with disabilities, including employers, service providers, certain private clubs, schools and further and higher education providers, and public authorities. The definition of disability in the Act, as well as the Secretary of State’s Guidance on the scope of disability, suggest that the duty to provide reasonable accommodation is applicable also to persons with mental health problems beyond employment. An Administrative Court decision has confirmed this, finding that the expulsion from school of a 10-year-oldboy with Attention Deficit and Hyperactivity Disorder (ADHD) because of his violent behaviour was a form of discrimination based on disability, as the school had failed to make reasonable adjustments for students suffering from ADHD.” (p.29)
2.9 The right to political participation of persons with mental health problems and persons with intellectual disabilities (2010)
The report includes extensive information regarding France, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2010/right-political-participation-persons-mental-health-problems-and-persons 
“In the seminal case of Hirst v. the United Kingdom No. 2, which dealt with the blanket ban on voting rights imposed on convicted prisoners in the United Kingdom, the ECtHR stated further that: ‘… the right to vote is not a privilege. In the twenty-first century, the presumption in a democratic State must be in favour of inclusion… Universal suffrage has become the basic principle (…). Any departure from [this] principle risks undermining the democratic validity of the legislature thus elected and the laws it promulgates.’” (p.10)
“Consequently, in the landmark judgment of Matthews v. the United Kingdom, the ECtHR considered that elec​tions to the European Parliament are included in the scope of Article 3 of Protocol No. 1.17.” (p.10)
“In the United Kingdom, the Electoral Administration Act 2006 abolished the common law rule that a per​son lacks legal capacity to vote by reason of mental health problems.” (p.19)
In the United Kingdom, the Representation of the People Act 2000 60 gives all electors suffering from blindness, physical incapacity or incapacity to read (which would encompass a num​ber of people with intellectual disabilities) the right to vote with the assistance of a companion. The Electoral Administration Act 2006 contains provisions requiring local authorities to review access to voting stations for all persons, including those with disabilities. Against this background, easy-to-read guides have been produced to inform people with intellectual disabilities about how to vote. For the last general election 2010, the main political parties provided their party manifestos in easy-to-read language (p.22)
Annex
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3 Other reports related to disability

3.1 Victims of crime in the EU: the extent and nature of support for victims (2015)
The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more detailed information: http://fra.europa.eu/en/publication/2014/victims-crime-eu-extent-and-nature-support-victims. 
	Promising practice 

	Adopting special measures for victims with disabilities

In the United Kingdom, for victims with a disability, Victim Support uses a Needs Assessment Tool to identify specific needs and tailor its services. Victim Support enables people with a disability to access its services using enhanced telephony and other communication systems, such as by email, fax, SMS/text message, directly to a text phone or via text relay. It also arranges to see victims in a location that is accessible to wheelchair users, where relevant.

Source: www.victimsupport.org.uk/ 

Supporting victims with learning disabilities

A United Kingdom‑based not‑for‑profit social enterprise, Beyond Words, produced a guide on supporting victims aimed at people with learning disabilities. The guide offers the following features:

• explanations of special measures to assist victims, making them feel more comfortable and helping them to give evidence;

• description of the Crown Court officials;

• short glossary of terms;

• relevant organisations and literature for further help;

• guidance on using the book.

Beyond Words publishes books and provides services for adults with learning disabilities, their family carers, support workers and other professionals.” 

For more information and to download the guide, Guide on Supporting Victims aimed at victims with a learning disability, see: https://www.cps.gov.uk/publications/docs/supporting_victims_and_witnesses_with_a_learning_disability.pdf. (p.88)


3.2 Inequalities and multiple discrimination in access to and quality of healthcare (2013)

The report includes extensive information regarding United Kingdom, these excerpts are just a selection. For more information: http://fra.europa.eu/en/publication/2013/inequalities-discrimination-healthcare. Also available in easy-to-read: http://fra.europa.eu/en/publication/2013/how-people-are-treated-differently-healthcare. 
 “In the United Kingdom, the preferred term is ‘persons with learning disabilities’. In all the EU Member States studied, with the exception of the United Kingdom which has an established minority ethnic population born in the country, it proved difficult to make contact with young people in this category.” (p16)
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  (p.21)
“The Labour Force Survey module 2002 was specially designed to fill this gap on an ad hoc basis. Results from this survey indicate an overall rate of EU residents with ‘longstanding health problems of disability’ of around 16.2 %. However, the rates vary considerably by EU Member State. For example, in Italy it is 6.6 %, in Aus​tria 12.8 % and in Sweden, the Czech Republic and the United Kingdom 20 % or more. It is difficult to identify the extent to which the differences between countries correspond to actual circumstances as opposed to cul​tural differences in definitions and self-perceptions.” (p.35)
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(p.37)

	Promising practice

	Counting people who use mental health and learning disability services 

‘Count Me In’, the National Mental Health and Learning Disability Ethnicity Census, is the first census in the United Kingdom to record all in-patients in mental health services and in learning disability health services. It provides the first complete overview of mental health and learning disability services in England and Wales. It provides accurate information on the numbers and ethnicity of all in-patients using mental health and learning disability services in the National Health Service and independent hospitals. It encourages all mental health and learning disability service providers to keep accurate records of the ethnicity of all patients; and aims to supply information that helps providers take practical steps at the local level to tackle discrimination in these services. 

The ‘Count Me In’ survey, started in 2005, makes it possible to highlight inequalities in access and outcomes that may affect in-patients from black and minority ethnic communities, or their carers; and studies how people’s hospital stays are managed. By tracking, for example, whether those from black and minority ethnic communities are more likely to be detained under the Mental Health Act, or be subject to seclusion or restraint; the survey provides information that supports positive action and change at local level.” 

For more information, see: http://www.cqc.org.uk/sites/default/files/documents/count_me_in_2010_final_tagged.pdf. (p.37)


 “Among the little data available on life expectancy and mortality rates among persons with disabilities, evidence from the United Kingdom suggests that people with intellectual disabilities have a lower life expectancy.” (P.39)
“In the United Kingdom, qualitative research with health​care professionals and users shows that Black Caribbean women with post-natal depression are less likely than others to consult practitioners. This is often because they lack familiarity with the problem, are reluctant to discuss mental health problems and tend to play down the level of depression and distress.” (p.43)

“Similarly, an interviewee in the United Kingdom stressed the vulnerability arising from the interplay between age and disability. The interviewee said that even non-migrant people with learning disabilities and older people, particularly those with memory or speech difficulties, may be unable to communicate that they are unwell or describe their symptoms to a practitioner.” (p.48)

“Healthcare providers in Austria and Sweden and representatives of United Kingdom advocacy groups working with older people and those with intellectual disabilities also mentioned the communication challenges linked to older persons who become disabled. In such cases, it can be difficult, they said, to ensure that the patients receive all the information they need, as they might forget, or need information repeated on numerous occasions.” (p.49)
“In the United Kingdom, a few healthcare users reflected on internal organisational barriers to the healthcare sys​tem that prevent quality care for people with learning disabilities. For example, a migrant woman with intel​lectual disabilities said that: “What about the learning disability nurses who are supposed to help? Families don’t know about them when they go to hospital. Why don’t they make themselves known? There is no communication between sections. It is all down to people to find out and they can’t. Doctors and nurses can’t be held totally to blame, sometimes they may be too busy or too overworked to even know someone has a learning disability. It is not always clear. How can they help if they don’t know? Also, the people who bring food, again, they are not necessarily aware or don’t know what a learning disability is if they have never met the person.” (Healthcare user, female, migrant/ethnic background, United Kingdom) (p.56)
“Aside from physical accessibility, evidence from this research in Austria, the Czech Repub​lic, Sweden and the United Kingdom revealed that unac​companied people with intellectual disabilities often find information in hospitals inaccessible. The lack of easy-read material made food menus particularly dif​ficult to understand; two people in the United Kingdom would not have been able to select food to eat from the dietary sheet without their mothers’ help.” (p.57)
“Furthermore, in the Czech Republic, Italy and the United Kingdom, the absence or cost of accessible transport to health facilities emerged as a strong theme. In the United Kingdom, those with physical or sensory impairments, common medical conditions among older migrants, faced financial and logistical problems given the unavailability of accessible local transport and long complicated journeys to specialist hospitals.” (p.57)
“Lack of flexibility and reasonable accommodation in booking procedures and opening times of healthcare facilities might disproportionally affect specific intersec​tional groups. In the United Kingdom, an Asian wheel​chair user described repeatedly being given Friday appointments when he would have been at mosque. The appointment times were only changed when an advocacy worker accompanied him to the hospital and raised the issue of the Human Rights Act and the CRPD.” (p57)

“For many healthcare users with intellectual disabilities, the consequence of inaccessibility and the lack of rea​sonable accommodations is a reliance on support to access healthcare. Interviewees from Sweden and the United Kingdom explained that family members help them to make appointments, complete forms and go to the doctor. Others reported reliance on staff in group homes or day centres. This leaves them vulnerable to situations in which support persons are either unable or unwilling to facilitate access to healthcare.” (p.57)

“In the United Kingdom, however, one healthcare user living in a group home explained that she refrains from asking for assistance with mak​ing medical appointments as the support worker is very busy and she does not want to “be a bother”.” (p.58)

“The specific needs of women with disabilities from spe​cific migrant or ethnic minority groups were mentioned by a psychiatrist working on intellectual disability in the United Kingdom. The families of these women are unlikely to accept mixed-sex respite or in-patient care, which can jeopardise the service they receive. When the health service provider does not take this need into account, it could become indirect discrimination on more than one ground.” (p.59) 
“Taboos regarding certain types of impairment among ethnic minorities may prevent persons with disabilities from accessing healthcare. According to a psychoana​lyst in the United Kingdom, Muslim people with psycho-social disabilities sometimes have difficulty speaking about negative aspects of their mental health due to a belief that bad spirits cause depression.” (p.60)
“Several groups of healthcare users, including asylum seekers and persons with disabilities, shared past experiences of institutionalisation which increased their fear of healthcare services. “Often people that have been in institutional care are particularly frightened of using health services in general because they feel it is an institutional environment. Uniforms and white coats can be very frightening.” (Policy maker, male, United Kingdom) (p.61)

 “People with intellectual disabilities in the United Kingdom claimed medical staff ignored them, left them unattended and neglected and that carers were expected to deal with their needs. One interviewee indicated that healthcare staff directed their attention towards the carer or family member.” (p.71)
“In Sweden and the United Kingdom, interviewees specifically described feeling that the perceived malpractice was the result of discrimination on multiple or intersectional grounds, most notably sex and ethnicity, and ethnic background and disability.” (p.73)
“Several respondents also reported what they identified as malpractice linked to multiple discrimination on the basis of ethnicity and disability status. The director of an advocacy group in the United Kingdom described the situation of a patient with depression whose diabetes was not under control. The interviewee asked the person in charge, who replied: “She’s fat and mad, what do you expect me to do?” (p.73)

“Similarly, healthcare users with intellectual disabilities in the Czech Republic and the United Kingdom described not being given important information about their healthcare or it being presented in an inaccessible form. […] Another healthcare user in the United Kingdom was taking treatment for an infection without being informed of the full purpose of the medication or how long treatment should last.” (p.74)

“For healthcare users with intellectual disabilities, the patient’s ability to give their informed consent can be undermined by healthcare professions when they direct information to parents, relatives or carers rather than to the patient themselves, even in situations where there is no formal loss of legal capacity. Several healthcare users in Austria, Sweden and the United Kingdom reported that healthcare personnel addressed their parents rather than them. […]In some cases, family members also spoke on behalf of the patient.” (p.75)

“Healthcare users in the United Kingdom filed only a few discrimination complaints, lodged predominantly by women of reproductive age, or on behalf of a child with intellectual disabilities. This research found occasions where healthcare professionals in the United Kingdom filed complaints against other colleagues on behalf of their patients. In one case, for example, staff expected a traumatised young female asylum seeker with psycho-social disabilities to speak to a male staff member, although the woman – the victim of a gang rape in her home country – fell into a hysterical panic upon seeing the man. In this case, one health worker made a formal complaint against her peers as she felt this treatment caused her patient significant harm.” (p.83).
“Family members who are themselves fearful of the potential repercussions of complaints can also put pressure on healthcare users not to complain. One healthcare user with intellectual disabilities and a South Asian background in the United Kingdom said she had never complained about her treatment at hospital because she was worried about her sister’s reaction.” (p.91)

	Promising practice

	The Patient Experience Group in the United Kingdom

“The National Health Service (NHS) created the Patient Experience Groups to improve the healthcare user experience. Specifically, the group meets regularly to ensure provision of choice in access and in treatment by providing a range of information accessible by the local population. The Patient Experience Groups are also designed to: monitor environments that promote dignity and respect for patients’ needs review survey requests; deploy patient experience tools and monitor feedback from the tools. They are based on feedback to and from patients, carers and relatives on ‘what actually happened’ in the course of receiving care or treatment, both the objective facts and their subjective views of it. The groups are made up of representatives from inpatient and outpatient healthcare services and service users. They have procedures for processing complaints with set timescales, according to the chair of one group interviewed for this research. Most complaints concern staff attitudes. A patient liaison service provides support to healthcare users who wish to file a complaint.” (p.92).


3.2.1 Annex: Supplementary data on patients’ rights, health outcomes and access to healthcare in five selected EU Member States
[image: image6.png]efaufesinequlites-multiple-discriminaton-heathcare-2nn 0 - © [[y ] 18 - [ o] GO S| G0 P ] © 5. o )= | @3 5..[ [Tl 1. [ @

Annex: Supplementary data on patients’ rights,
health outcomes and access to healthcare in
five selected EU Member States

Table 1: Patients’ rights in five EU Member States

Right

AT [ SE UK

Horizontal Antidiscrimination leg. yes' yes* yes? yes* yess
Right access to care and treatment yes® yes? yes® yes? yes ™
Right to information yes™ yes ™ yes® yes™ yes's

Right to explanation appropriate to the

patients capacity of understanding ves* ves?” ves® yes®” ves™
Right to translation or interpreter support no no no yes® no
Right to informed consent yes® yes= yes® yes= yes”
Right to free choice no yes® yes= yes= yes®
Right to privacy and confidentiality yes® yes® yes yes® yess
Right to dignity yes® yess yes» yes® yes®
Right to observance of quality standards yes yess yes yes® yes

Notes:

. The Charte of Patints'Rights (Vereinbarung zur Sicherstelung der Ptientenrechte, Patientenchar a), BGALI N 43/2006, Art. 3.

2. The Charterof Fundamental Rghts and BasicFreedoms, No.2/1995 ColL (2/1993 Sb, Listna ziKiadnich prdv a svobod), At 3 () and
At 24; The Anti-Discrimination Act, Act No. 198/2009 Call (zskon ¢ 198/2009 S, o rovném zachdzeni 2o prawnich prostiedeich ochrany
pied disigiminacia o zméné nékerich zikont (antlsiriminacni zkon), para 2 3.

3. The Itaian Constiution Costtzione delta Repubbiica taans, 6.U. 7121947, no. 208), Art.3; Law 8831978 on the Establishment of the
Natonal Healthystem (Legge 883/1675, ktituzione dl srviio sanitario nazional, .U. 6.121978 no. 360 Suppl. Ordinaric, Art. ()7
The Etica code for physicians (Codicedi deontologia medica), Art. 6 (3).

4. The Disrmination Act (Diskrimineringsagen, SFS 20081567), Chapter 2, para. 7.

5. The NHS Constitution, Section (1) availsbe at: www.dh gov.uk/prod_consum_db/oroups/dh_digtalassets/@ch/@en/@ps/documents/
ditalosset/dh_n3645 pof.

5. The Charte of atints'Rights(Vereinbarung zur Sicherstellung der Patientenrechte, Patientenchar ), BGBLI N 43/2006, Art 4 (1
The Professional Qualfcaton o Physicians and medicalchambers Act (Bundesaesetz ber die Ausibung des &rtchen Berues und
die Standesvertretung der Arzte, Arztegeset), BGBL I 165/158, Section 45 (1) The Health and HeathCare Act (Gesundheits-und
Krankenpflegegesetz, GukG), BGBL | Nr. 108/1997, Section 4 () The Federal Hospitas Act (Krankenanstalten- und Kuranstaltengesetz),
BGBL N 3/1957, Sections 22 and 23 The Viemness Hospitas Act (Wiener Krankenanstaltengesets), LGB 198;/23, Sectons 30 ()
and 36 (4); Th Styrian Hospitals Ac (Steiermirkisches Krankenanstaltengesets), 1GBL Nr. 66/7095, Section 9 () () (1.

7 The Charte of Fundamental ights and Baic reedoms, o 3/1995 Coll (3/1993 S, Listina zdkladichpriv a svobod), Art. 35 The Act
on Health Care No. 20/1966 Cll. (ékon ¢. 0/1966 5., 0péei o iravilidu, para. o ) The Code of Patient rights (Prava pacienti CR),
It rand 7.

o




(p.1)
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Source: FRA, 2012

Thble 2: Avalabilty of systematic tatistics on health outcomes and access to healthcare
bles EUMemberState Sex  Age Source.
AT YEs | YES Death registers
a Yes | YEs Death registers
" YEs | YEs Death registers
se Yes | YEs Death registers
UK YEs | YES  NO cobjethn  Death registers
AT YEs | Y NO mig  Austrian Health Survey
a YEs | YES | YES No EHIs
Healthstatus " YEs | YES | ¥ES dt ke
st Yes | ¥ no cob Conditions Sumey (ULF)
UK YEs | YEs | ¥ES ethn  Census, HSE
AT YEs | YES  NO mig  Austrian Health Survey
a YEs | YES  NO No EHis
" YEs | YES  NO t Multiscopo
s YEs | YES  NO cob uLr
uK YEs | YEs | ¥YES ethn  HSE
AT YEs | YES  na mig  Austrian Health Survey
a YES | YES  na NO EHIS
ST " YES | YES  na dt iz
st Yes | ¥ ne cob Conditions Sumey (ULF)
UK YES | YES  na et Census, LFS
AT YEs | YES  NO mig  Austrian Health Survey
a YEs | YES  NO No EHIs
Mental health " YEs | YEs | ¥YES t Multiscopo
s YEs | YES  NO cob NSPH
uk YEs | YEs | ¥ES ethn  HSE
AT YEs | YES  NO mig  Austrian Health Survey
a YEs | YES  NO No EHis
:f:s':::'““ 3 YES VES YES dt Multiscopo
s YEs | YES  NO cob NSPH
K YES | YES  YES ethn HSE
AT YEs | YES  NO mig  Austrion Health Survey
a YEs | YES  NO No IHIS, insurance funds
e 3 YES  VES YES dit Multiscopo
s YEs | YEs | ¥ES cob Register
uk YEs | YES | ¥ES ethn  HSE

Notes: *Mortality and infant mortaity:
** Ethnicity or main proxy,including Ethnicity (ethn); nationality/citizenship (cit); country of birth (cob) and ‘migration background’ -
some groups only (mig).

Source: FRA, 2012




(p.3)
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