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1 Introduction

The issue of abuse, mistreatment and neglect of older adults is a relatively new concept. Inte-
rest in child abuse appeared for the first time in the 1960s in the USA, followed in early seventies
by interest in partner - domestic violence. Finally elder abuse also became a public topic. In the
Czech Republic, this trend is still reaching its peak. Like in timing, there are also intercultural
differences in perception and definition of violence. For instance, there is no clear consensus
as to whether neglect is a sub-type of abuse or whether functional disability, impaired health
or dependence is a correlate of one or of both. For a long time, mistreatment of older people
was deemed a “domestic issue”, a problem which takes place inside the family. Hudson [2002]
summarizes, however, that mistreatment is not limited to domestic violence but includes also
mistreatment by persons in professional roles connected with the concept of trust, such as lawy-
ers, physicians, nurses and other caretaking staff. This author further recommends that neglect
and abuse should be understood and studied as separate concepts and attention should be paid
to intentional and unintentional forms of both those phenomena. In her theoretical definitions,
Hudson [2002] divides the concept of violence against older people into several levels. On the
first level, mistreatment of older people is defined as destructive behaviour of sufficient inten-
sity and frequency, directed against an older adult, which takes place within any relationship
where there is an expectation of trust, and which causes physical, psychological, social and/or
financial harm, unnecessary suffering, injury or pain, the loss or violation of human rights, and
a decreased quality of life for an older person. As indicated above, the relationship between the
perpetrator and the victim may be personal/social or professional. In the first mentioned case,
such persons are related persons, partners, relatives, neighbours or other “important others”.
In a professional relation, trust and expected services are presumed (in addition to the persons
mentioned above, this group of persons includes social workers, real estate owners, bankers,
home care providers, etc.). At the second level, the author distinguishes between abuse/mistreat-
ment and neglect. Abuse/mistreatment means aggressive or invasive behaviour and conduct or
threat with such conduct, which causes harm to the older person. Neglect means failure of the
responsible person(s) to provide assistance which is adequate and reasonable and failure to as-
sure basic physical, mental (psychological), social and financial needs of an older person. Such
conduct is deemed intentional if it is carried out with an intention of harming, deceiving, coer-
cing or controlling the older person with the aim of generating profit for the assailant. This form
is also called active abuse /neglect. Its opposite is passive, unintentional conduct, which does
not pursue the aims defined above. At the most detailed level, the author distinguishes between
conduct in the area of physical and psychological condition, social relations and finances, as well
as sexual abuse. Physical abuse means use of force against an older person or refusal to provide
the necessary and warranted physical assistance, which leads to neglect. Psychological abuse
is a similar behaviour/conduct, particularly verbal, or refers to neglect of provision of agreed
psychological and emotional assistance and support. Social abuse means behaviour or conduct
preventing the fulfilment of basic social needs of an older person. Theft or misuse of an older
person’s funds or failure to provide warranted and available means to secure material needs - all
this represents financial abuse.

Neglect by the care giver has negative consequences for an older person; however, since this
represents a de facto “inaction”, neglect is less apparent and more amorphous than abuse and is
usually discovered only as a result of accumulation of visible consequences. Intensity of neglect
may vary - from insufficient social stimuli up to total abandonment of a dependent older person.
Although this form of mistreatment is substantially more frequent than mistreatment (e.g. phy-
sical), it received only very limited empiric attention. Hudson [2002] states that while both heal-
thy or fragile older people of various ages may be victims of abuse, the risk of neglect is higher in
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case of fragile, very old people (80+) who depend on the assistance of others in the satisfaction
of their basic needs. Surveys quoted by Hudson, which were conducted in the USA among older
people living in domestic settings, show that three percent of older people have become victims
of physical and psychological abuse from the part of their caregivers. Another survey of persons
older than 65 years indicates that 7.5 percent of those persons were physically, mentally, socially
or financially abused.

In our survey, we focused on various indicators of all four types of abuse and neglect of the
specific population of institutionalized older people who live in rest homes. The most recent
available data indicate that a little more than 50,000 people lived in various types of rest homes
(source: Ministry of Labour and Social Affairs (MLSA), as of 31 December 2006). This figure
represents 3.4 percent of the entire population older than 65 years and mere half percent of the
population of the Czech Republic. The number of these establishments keeps growing every
year, as well as the number of applications for placement in a rest home which could not be satis-
fied. This confirms a traditional, culturally enshrined trend, according to which the state or an
institution should take care of us when we become old. Such tendencies may further escalate in
future due to gradual ageing of the population and the increase of the share of the oldest people
among the older component of the population. This would result not only in problems with long-
term sustainability of such system; above all, it would be necessary to think about the quality
of life in such institutions and to define its alternatives. The aim of this study was to highlight
certain problematic aspects of life in rest homes for older people and, based on its results, to offer
some possible alternatives.

In the following chapter, we provide a technical description of the collection of data and a
characteristic of our sample of respondents. This is followed by monothematic chapters dealing
with manifestations of social, psychological, financial and finally also physical neglect, abuse
and mistreatment. In the end, after a brief discussion about applied methods, we present several
points for objective discussion which should inspire - as we hope - some substantive changes in
rest homes and increase the quality of their services.

2 Methodology

In this report, we present results of a pilot project aiming to provide an initial insight into a
very complicated methodological issue concerning mistreatment of older people belonging to a
specific population living in institutional settings.

The basic document used in selection was a directory of rest homes for older people (hereinaf-
ter RH!), provided by the Minister for Human Rights and Ethnic Minorities. From this directory,
social workers of the organization ZIVOT 90 made the initial selection according to predetermi-
ned criteria (region, municipality, founders). From a total of 49 selected establishments, the Mi-
nister Stehlikova selected randomly by a draw 26 establishments, which were sent a request for
cooperation in the survey. 23 of those 26 establishment responded to the Minister’s request and
three did not respond. One establishment expressed disagreement without cause; one refused
the request due to shortage of personnel/ lack of time; three establishments changed their statute
from RH to protected flats (after the effective date of Act No. 108/2006 Coll.) or for other similar
reasons; finally, 18 establishments agreed with the survey and the survey was then conducted
in 16 of them. The data collection lasted from 21 November 2007 until 11 January 2008. Questi-
onnaires were administered “face to face” by six interviewers by way of random selection in the

! For the purpose of simplicity, we refer to all these establishments as “rest homes” (abbreviated as RH).



selected establishment. With regard to the nature of the survey and selection, the results do not
aspire to be representative. As a result of applied methods, it is also impossible to present any ju-
dgments concerning statistical correlations, associations and materiality of the relation between
two variables. We refer to monitored relations only on the basis of percentage shares. Due to the
pilot nature of the study, the only socio-demographic indicators which were monitored were the
age, sex and level of education. We note that the age was not a selection characteristic.

None of the results indicate the specific establishment where they were collected. The survey
was not conducted to inspect the quality of care provided in these establishments but with the
aim of trying to describe the phenomenon of abuse and neglect in quantitative terms. Since this
phenomenon has generally low prevalence and we worked with a random selection of respon-
dents, the “zero” result achieved in a specific establishment does not refer to total absence of the
monitored phenomena. Therefore, the establishments and respondents were kept anonymous for
the purpose of sociological analysis. Referring to respondents, we mean both men and women.

2.1 Char acteristics oft he group of responden ts

A total of 518 interviews with respondents aged between 49 and 103 years (80.8 years in ave-
rage) were conducted during the survey. Women comprised 74 percent of the group and their
average age was 82.1 years. The average age of male respondents, who comprised 26 percent of
the group, was 77.2 years.

Table 1. Age range of the of respondents

N %
49-59 16 3
60-69 46 9
70-79 124 24
80-89 270 52
90 - 103 61 12

More than one half of respondents (58.6%) had finished secondary education; almost 35%
had elementary education and only 7% were university graduates. Twenty two percent of respon-
dents were childless during their entire life (32% of men and 19% of women). The vast majority
of respondents (88%) have no partner; three percent have a partner but do not live with him/her;
the remaining nine percent have a partner living in the same RH.

Table 2. Share of respondents who have currently a permanent partner (columnsin %

men women
Yes, living in the rest home 17.0 6.1
Yes but not living in the rest home 8.9 1.1
No 74.1 92.9
Total 100 100




The state of health was measured by a proxy variable, which we call “subjective mobility” and
which is represented by the distance that may be cut by a respondent by himself or with minor
assistance without encountering major problems. 20% of respondents in our group are able to
walk longer distances; 40% of them go outside but do not walk long distances, only around the rest
home; 24% of respondents are able to walk freely around the rest home (e.g. to reach the dining
room and common recreations rooms); 5% can only move around their room or go to the toilet or
bathroom; the remaining 11% stated that they are confined to bed and do not go anywhere.

3Lifein RH

Based on the year when the respondent moved in, we may say that the average period for
which our respondents live in the monitored establishments is four years and half - half a year
more in case of men and only 4.4 years in case of women. There is also a certain association with
the respondent’s age - the higher the age the shorter the average length of stay (4.9 years in case
of respondents aged 49 - 59 years; 4.1 years in case of respondents aged 90+).> A longer period
of stay is stated by people whose partner does not live in the rest home or who have no partner
and also by people who have finished elementary education (4.8 years vs. 3.7 years in case of
university graduates).

The average age of respondents at the time when they moved into the RH is 76 years, and it is
again higher in case of women (77.3) than men (72.1) and in case of university graduates (77.4)
than for people with elementary education (75 years).

The fact that men and people with lower level of education come to RH earlier and had spent
a longer time there at the time of their interview might confirm the hypothesis of multiple jeo-
pardy, according to which the impact of ageism, the extremes of which are manifested by mis-
treatment, is multiplied by marginalized social status or gender [definitions see e.g. Vidovi¢ova
2005, 2008].

Almost one half of respondents live in single rooms; 40% live in double rooms. Rooms with
three beds are also relatively common (12%); seventeen of our respondents (a little over three

percent) lived in rooms with four or more beds (Table 3).

Table 3 Number of inhabitants per room, including the respondent

rooms N %
Single 241 46.7
Double 198 384
Three beds 60 11.6
Four beds 11 2.1
Five beds 2 0.4
Six beds 4 0.8
Total 516 100

2 These average values have been calculated from a variable after deduction of marginal values. Our group included five re-

spondents who moved to the RH (as they alleged) in 1950, 1973, 1974, 1977 and 1984, when they were younger than 30 years
of age. Since such cases are exceptional, they were not included in these analyses.



The number of roommates seems to be also affected by the respondent’s level of education -
the higher the level of education, the higher probability of living in a single room and vice versa,
the lower the level of education the higher the probability of living with other people in the same
room. In other words, while people with elementary education have 1.8 roommates and secon-
dary school and vocational training graduates have 1.7 roommates, university graduates have
“only” 1.4 roommates.

Table 4. Number of roommates by respondent® education (columnsin %)

Elementary | Vocational. + secondary University
Single 42.9 46.8 62.9
Double 424 36. 31.4
Three beds 11,3 12,6 5,7
Four beds 34 3,7 -

The data also indicate that more mobile clients live more often in smaller rooms than client
with limited mobility; however, this relation is relatively low (while fully mobile people have in
average 1.6 roommates, people confined to bed have 2.1 roommates).

According to respondents, 43% of them receive financial contribution to cover the costs of
care; 36% of them do not receive any, 10% are not sure whether they received and 11% do not
know what it is. This contribution is taken only by 23% of fully mobile persons but by 69% per-
sons confined to bed. The last mentioned group also contains a higher number of people who are
not sure whether they receive it. It is also more frequently taken by university graduates (57% vs.
39% of elementary school graduates). Thus, knowledge of this entitlement becomes more wides-
pread among people with higher level of education.

3.1 Subjective reasons of s tay in RH

Seventy one percent of respondents stated that they live in RH out of their own incentive, the re-
maining 29% (a surprisingly high number) moved there on the basis of an incentive of their family
or close ones. In this case, however, we have to be very cautious with our interpretation. Although a
pessimistic alternative, i.e. that those older people were somewhat forced or directed by their envi-
ronment to move to a rest home, suggests itself, this response may be wholly neutral and may only
indicate that a certain person played the role of a mediator in their moving to the rest home. Some
authors point out that it is often the middle age generation which is a source of information for older
people and helps them select social services [see e.g. Kubal¢ikové 2007, Sykorovd 2007].

Table 5. Main reasons for the respondent® stay in RH

%
Health grounds - needs full-time care 46.3
I have no one who could take care of me elsewhere 15.5
I felt lonely at home 9.8
I had the appropriate age for it 7.1
It is comfortable for me and the family is at peace 4.6
For financial reasons 2.8
The family the “young ones”) needed a place to live and I vacated mine for them 1.5
Other reasons 124

Note: Each respondent could state up to two reasons; their priority was not tracked.



The above table 5 indicates that the most frequent reasons for which our respondents moved
to RH included the need for intensive care which cannot be provided by the family, which fulfils
the purpose of such establishments. Despite the foregoing, the share of less legitimate reasons -
such as age - is rather high.? Other reasons included various family circumstances, such as the
death of the person who cared for the respondent; existence of barriers in the previous place of
residence (stairs without lift, absence of infrastructure), accompanying or following a partner;
in some cases, the reason was fear (of the environment, crime) and also domestic violence and
loss of residence due to fraud. Among “other reasons” also stated by the respondent was that they
“did not want to become a burden”.

3.2 Relationsto and connection with former residence

Roughly one half of respondents, more frequently women, came to RH from their own sing-
le-member household; less than one half of them, more frequently men, had lived with a part-
ner immediately before moving to RH. The number of men who spent time with their children
immediately before moving to RH was three times higher than the number of women (Table 6).
The “other” variant included homelessness and various types of hostels. Table 7 shows which
respondents living alone or with a partner owned their previous residence.

Table 6. Places where respondents lived before moving to RH (in %)

Total Men | Women
Alone in the flat/house 52.5 39.3 57.4
With partner or spouse 23.5 37.0 18.5
With his/her children 7.6 3.0 9.3
With other relatives or friends 4.1 5.9 3.4
In a hospital, treatment home 6.8 8.1 6.3
In another rest home for older people 3.9 2.2 4.5
Elsewhere 1.6 4.4 0.5
Total 100 100 100

Table 7. Owner of the respondent® former residence (in %)

City/municipality or employer 45.9
The respondent (“I”) 43.0
My spouse 8.8
Other family members (children, relatives) 2.1
Common-law spouse 0.3
Total 100

Note: only respondents who lived in their own home, either alone or with partner/spouse.

3 We consider the age as an inadequate reason for the “need” for social services, although the age is among the prerequisites

for their provision as it is stated by the legislation.



In cases where the respondent owned his/her previous residence, we wanted to know how
he/she disposed of such property before moving to RH. Results in Table 8 indicate that more than
one half of the respondents transferred such property to their closest relatives.

Table 8. How the respondent disposed of the property owned before moving to RH

N %
Uses or leases it 12 6.1
Transferred it to children or relatives 115 58.4
Occupied by children/relatives but still owned by the respondent 22 11.2
Sold 47 239
Provided to RH 1 0.5
Total 197 100

Note without Ol @ not knowO (1 = 11).

More than one half of respondents, more exactly 58% of them, had their former residence in
the same location as the RH; other 29% used to live near the establishment - not more than 30
kilometres or one hour’s ride, which is very essential with regard to social, primary and com-
munity ties. Relocation of further 10% of respondents did not take longer than one hour and half
- their residence was not farther than 100 km. The remaining three percent of respondents are
relatively far from their former place of residence; one percent even farther than 200 km.

Table 9. Active and passive visits (in %

Go outside to visit Receive visits in RH
Total | Men | Women Total Men | Women
yes | 31.8 36.8 30.0 85.5 83.1 86.3
no | 68.2 | 63.2 70.0 14.5 16.9 13.7

Almost one third of respondents (32%) visit their friends and relatives in their former place
of residence. While men go out more frequently, women receive more frequent visits in RH.
However, it applies to both men and women that the lower the age the more frequent active visits
outside RH and vice versa, the higher the age, the more frequent “passive” visits received in RH.
We had presumed that the destination of the former residence from RH would affect the pattern
of visits. This presumption did not stand; however, the frequency of visits was affected to a non-
negligible extent by the state of health, which we measured by means of a proxy variable inqui-
ring about the ability to move. In this respect, it applies, as expected, the lower the subjective
mobility, the lower the share of active visits. On the other hand, we have found that the state of
health does not affect “passive” visits. The probability of visits in the rest home is also increased
by the presence of the partner residing with the respondent in the home and vice versa, the ab-
sence of the partner increases the risk of absence of visits. It is, however, quite encouraging that
94% of all respondents who transferred their real property to their children and relatives receive
visits from their former home. The smallest number of visits of all monitored groups is received
by persons who sold their property, whereby they probably cut most of their social ties in their
former community. However, we cannot rule out the opposite causal chain, i.e. that they sold
their property and moved to RH as a result of loss of social ties in their former abode.



If we disregard the 18% of respondents who stated that they do not leave the home and do
not know the rules of the home relating to “outings”, the vast majority of residents (86%) may
leave at any time for a visit or trip, subject only to prior notification of the staff; ten percent leave
RH freely even without notifying the staff. Only three persons responded that they have to take
permission prior to going out and such permission is sometimes denied. With regard to such low
frequency, this may represent a subjective perception of the situation rather than a “problematic
regime” of the rest home or the influence of a staff member.

Several things concerning relations to staff and satisfaction of the older person may be indi-
cated by the analysis of the preferred and the actual manner of addressing clients in the home

by the staff, for instance by nurses.

Table 10. Usual and referred addressing of the dder person by the RH staff

Usual Preferred
addressing addressing
By academic title (.e.g. Engineer, Doctor) 1,4 1,5
(5, Mis, Novikovd/Mr Novéld 675 526
“Mr., Mrs:i and first name (e.g. Mr. Jaroslav) 41 41
By first name only (e.g. Jaroslav) 3,5 5,8
By nickname (e.g. Jarousku) 2,1 2,5
By a common address, e.g. granny, grandpa 14 1,2
Other: ..o 0,4 2,3

The most frequently used address is the polite “Mrs” and surname, which is also the most
preferred form. Only older people with university education are addressed by their academic
title; however, not all university graduates enjoy this “privilege”. Women are addressed more
often than men with a “Mrs.” and first name or nickname. On the other hand, men are addressed
more frequently than women only by their first name. It is, however, essential that the wish of
the respondents is almost always identical with reality. Based on our data, we are unable to de-
termine the extent to which such satisfaction with the form of address is real or whether it is only
rationalization of the existing situation. The most “dissatisfied” seemed to be those addressed by
surname, who wished to be addressed by the staff by their first name only. The most frequent
option “other” was “I do not care”, followed by several familiar nicknames. One client preferred
the title “comrade”. The wish “to be addressed by any general manner” was expressed rather by
older respondents over 85 years of age.

In our culture, social relations also include gifts as a manifestation of gratitude. However,
such manifestation may have a new context in the relation between a recipient of care (potential
dependent) and the caregiver, i.e. a person in the position of authority and power. Therefore, we
asked our respondents the following question: “When you feel that you wish to express your
gratitude to a staff member, what form do you use most often?” Most respondents (almost 67%)
express their gratitude primarily verbally - with a nice word, a smile, thanks or praise. This
method is elected by 70% of women, but only by 58% of men. The second most frequent method
is represented by small gifts, which are given by almost 21% respondents. Such gifts include cof-
fee, chocolate, and also giving away accepted “inappropriate” gifts (e.g. “the fruit I do not eat”,
“sweets from my niece” etc.). These two ways are often combined, which was stressed additio-
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nally by many respondents (e.g. “thanks for ordinary favours, coffee for extraordinary favours”).
Only one percent of the group expresses their thanks by a smaller amount of money, specifically
respondents with very high age average - 87.2 years. Others ways of expressing gratitude inclu-
ded “reciprocal services”, e.g. a massage, raking leaves and cleaning waste. Twelve percent of the
whole group stated that they do not seek any ways to express their gratitude. The number of men
who gave this response was by seven percent higher than the number of women.

3.3 Protection of privacy and potential risks of its breach

Privacy during visits

85% of respondents have always sufficient privacy to meet with their visitors; 13% have such
privacy only sometimes and 2% contend that never. This variable is influenced by the number of
roommates; logically, the more roommates, the less privacy for meeting a visitor. And since the
number of roommates depends on the level of education and mobility of the respondent, more
educated and more mobile people have more privacy, also because they can find it more easily
by themselves.

Knocking at the door

These results are also supported by the finding that only less then two percent of respondents
complained that the rest home staff never knocks before entering their room. According to our
respondents, the staff of the surveyed rest homes knocks at the door in 79% of cases at all times,
in 16% of cases sometimes and 3% of respondents admit that they are not sure because they
cannot hear well. The average age of the last mentioned respondents is significantly higher (87.9
years vs. 75.8 years in case of respondents who say that the staff never knocked and about 80
years in the other categories). We can also see a certain relation between “not knocking” and
the larger room size and more serious restriction of mobility (which are also mutually related
variables). The staff knocks at the door in case of 85% of fully fit respondents but only in case of
66% respondents confined to bed.

Possibility to protect own property

89% of RH residents have a possibility to place their belongings and to lock them with their
own key in a desk or cabinet; 3% of them deposit their things with nurses. Despite the foregoing,
almost 8% do not have such possibility. This percentage can be considered as relatively high,
since a part of the clients move to RH due to various fears for their safety. Thirteen percent of
the whole group of respondents experienced that some of their things were taken without their
permission. Two percent of those experienced this frequently while the remaining eleven per-
cent only exceptionally. Such unpleasant experience occurred more often to men (4% vs. 2% of
women), to university graduates and people who feel that they cannot control anything in their
daily lives.

Hygiene

Daily hygiene is an indicator of a certain level of comfort and, at the same time, the most inti-
mate area. The need for hygiene is one of the basic biological and physiological needs and should
be one of the most accentuated needs in old age [NeSporovd, Svobodovd, Vidovic¢ova 2008]. We
inquired whether the respondents have an opportunity to perform their hygiene as frequently
as they need and at any time, or whether they have to adapt themselves in this respect to the
rest home schedule and perform their hygiene only when made possible by the staff. Sixty three
percent of respondents may perform their private hygiene as they need; the remaining 37% feel
that they have to subjugate themselves to the rest home schedule. As indicated by Table 11 below,
the second mentioned option is nine times more frequent in case of respondents with limited
mobility.
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Table 11. Possibility to perform private hygiene - by the level of respondentsGmobility

. Goes out | To the canteen To the
but only and common toilet and | Confined
- longer .
distances close to | recreation rooms | bathroom to bed
RH (inside the home) only

Whenever needed 90.4 75.6 46.8 429 13.2
According to RH 9.6 24.4 53.2 57.1 86.8
schedule
Total 100 100 100 100 100

The vast majority of respondents in RH have a possibility to take a shower, a bath or to wash
themselves in private, without the presence of other persons, of course except for those who pro-
vide immediate assistance to the respondent with this act. However, 8% of respondents are still
deprived of this possibility (N = 42). As expected, most of those are respondents living in rooms
with three and more beds and persons who have to adapt themselves to the rest home schedule
as regards frequency and time of washing.

Table 12. Possibility to perform hygiene in private - by the level of respondentsGmobility

To the canteen To the
Goes out Goes out . .
and common toilet and Confined
- longer but only :
. recreation rooms | bathroom to bed
distances closetoRH | . .
(inside the home) only
Yes 92.3 93.2 91.2 89.3 88.9
No 7.7 6.8 8.8 10.7 11.1
Total 100 100 100 100 100

We further inquired about the rest home schedule in cases where the respondents have to
adapt to it. In 15% of cases, respondents may satisfy their needs for hygiene once a day, in 10%
of cases about twice a week, but most frequently (75%) once a week. The remaining two percent
responded spontaneously “any time”.

3.4 Food

Food is another basic human need [Maslow 1943] and one of the key elements of the quality
of life. Food plays an important role among the older population for several reasons: 1) nutritio-
nal needs may change with increasing age, and 2) the ability to take food may be also changed.
However, another important factor is the fact that, in an institutional setting, 3) the possibility
to select food is limited and 4) there is no possibility to control the quality and quantity of food
and the frequency at which it is served. Therefore, we focused in our survey on details of this
aspect.
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Table 13. Satisfaction with the size of helpings of served food (in %)

Total Men Women
[ would welcome larger helpings, sometimes I do not
2.1 1.5 2.4
have enough
Helpings correspond to my needs 774 86.7 74.1
Helpings are too big, it is a waste 204 11.9 23.5
Total 100 100 100

Our results indicate again that most respondents are satisfied with the size of daily helpings
served in the RH. While more men than women are satisfied, women believe more often that the
food is wasted. Helpings seem too big more frequently to older respondents, who also receive
less frequently their favourite food. Looking at the whole group, 46% of residents in rest homes
receive their favourite food about once a week, 31% about once a month, 18% only a few times
and 5% never. For the sake of interest, those who stated that they have come to the rest home
out of their own initiative feel that they receive their favourite food more often than those who
reside in the home out of the incentive of their families. This is also partly supported by the fact
that people who feel that they have no control over their affairs have fewer possibilities to taste

their favourite food.

Table 14. Most favourite dishes (in %)

Meat (schnitzel, meat loaf, goulash...) 19.5
“I eat anything; not picky; do not care” 18.1
Potatoes (mashed, pancakes, salad, cones...) 14.7
Sauce (tomato, cream) 10.4
Sweet dishes (dumplings, buns, bread pudding...) 10.0
Pork with dumplings and sauerkraut 7.8
Chicken, duck, goose 6.0
Dumplings, pasta, rice 5.8
Vegetables, fruit, salads 3.6
Soup (potato, with boiled eggs and sour cream...) 2.8
Fish 0.6
“Any modest, ordinary food” 0.6

The most favourite dishes include meat and potato dishes. The option “I eat everything and
have no favourite dish” was also very frequent and was selected spontaneously by eighteen per-
cent of respondents. Looking at the “menu” in Table 14, we can see that these are no expensive

and time consuming specialities, but traditional Czech cuisine known from our households.
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4 Financial assistance to families

Financial abuse is presumed to be one of the most frequent types of abuse of older people.
Some even refer to “folklore”, when younger relatives go for a “visit” to RH only at the time when
pensions are paid. Therefore, we wanted to know whether this situation is prevalent from the
viewpoint of the older people themselves. Due to ethical difficulty and presumed diffidence of
the respondents to speak about this topic, we formulated the question as follows: It happens so-
metimes that the family or dose persons needfinancial assistance How often do you provide such
assistance?Results are summarized in Table 15.

Table 15. Frequency of financial assistance to the family (in %

Often, several times a month 0.3
Every month, from my pension 1.6
From time to time, when they need something 4.7
Very rarely in a crisis situation 2.9
Never, the family has not needed any money from me 87.2
Do not remember 34

We asked those ten percent of respondents who continue the “parental” trend of supporting
their adult children about their feelings when they provide such contributions to their families.
Although it could be expected that a high percentage of respondents affected potentially by fi-
nancial abuse would rationalize their behaviour, we hoped that we would succeed in “filtering
out” at least an approximate percentage of persons who are dissatisfied with this situation. As
regards methodological aspects, this possibility could be provided by the offer of options in the
questionnaire.

Table 16. Feelings of older people accompanying their financial donations to their families

N %
I am always happy that I can give 21 35
I do not know 21 35
I like to contribute since I do not need anything any more 10 17
It is a duty to help 4 7
[ am angry sometimes, but they need it and I assist them 3 5
[ do not care 1 2
Total 60 100

Note: answers provided only by respondents who support their families.

A total of thirty five percent respondents who provide some form of financial support to the-
ir families said that they feel always happy when they may give. However, the unusually high
percentage of persons (also 35%), who were unable to express their feelings in this respect, is
baffling. Ruling out potential methodological error, we have to consider whether this elusive an-
swer hides diffidence to express dissatisfaction in respect of the conduct of their close persons.
Unfortunately, our data do not permit us to confirm or refute this assumption. A focus on “fee-
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lings” accompanying financial assistance to the family, divided by frequency or intensity of such
assistance - as shown in Table 17 below - sheds more light on the surveyed patterns.

Table 17. Feelings of older people accompanying their financial donations
Bby frequency of donations (in %)
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Often, several times a month 33 3
Every month, from my
pension 33 25 14 100 100 18
From time to time, when they
need something 33 70 57 50
Very rarely in a crisis
situation 75 30 29 30
Total 100 100 100 100 100 | 100 100

Older people who “are happy” or feel the “duty” to give are those who are asked for assistan-
ce only in cases of financial problems. In cases where the family visits on pay days or more
frequently in a month, the respondents do not conceal their negative opinion on such conduct.
“Rationalization” is also present, but to a smaller extent.

5 Mistreatment
Pba multidimensional phenomenon

Now, we will focus on explicit indicators of abuse and mistreatment. First, we focused on sub-
jective feelings of danger or fears and asked whether the respondent has a reason to fear anyone
of his/her family, the staff or a roommate.*

Table 18. Respondent@feelings of threat from the part of various groups

Yes No Do not know/N/A¥)
A family member 0.8 (n=4) 93.3 5,9
A staff member 1.4 (n=7) 95.7 2,9
Other residents 5.7 (n=29) 89.5 49

Note: *) In case of the family, the third option was QV/A, the respondent has no family®
in case of staff, the option Glo not knowQOapplied.

4 The following questions were asked: QRelations inside families may vary, like the people forming the family. Relationsin some
families are rather tense. Do you think that there is a specific reason in your family due to which you should fear someone®
QWould you say that you have a eason to fear any staff member of the home?® G\nd what about the other residents in the
home? Would you say that you have a reason to fear the other residents?0

15



In all three cases, those who speak more often about their fears are women, rather than men.
We have to admit that we did not expect such large prevalence of fears of threat from the part
of the other roommates - such fears are almost six times higher than fears of family members.
While examined in detail, this situation may be explained relatively reliably by the fact that
some respondents elected to move to the RH due to dismal conditions in their home environment
and are thus protected against them. On the other hand, certain unnatural living environment
in homogenous age groups in rest homes, the high level of stress accompanying relocation and
adaptation to the life in a new environment, the necessity to share often a very intimate space
with strangers and last but not least, the higher probability to encounter persons developing a
mental disorder or emerging dementia, contribute to an increased risk of discord, which may
result in tense situations, such as conflicts or even physical assault. Table 19 summarizes the
experience of respondents in our group with other forms of mistreatment, this time regardless
of its originator.

Table 19. Subjective statement of frequency of mistreatment

Often Sometimes | Never
% | N| % | N %
Hints that he/she bothers staff with his/her problems 08 | 4 | 87 44 90.5
Et:/ei; Zh;égldes/she does not receive medication 13 | 6| 44 5 943
Has been recently threatened with harm 06 | 3 |27 14 96.7
Has been recently physically assaulted, hit, pushed, etc. 06 | 3 |15 8 979
Has been humiliated/ridiculed by a staff member 06 | 3 | 3.5 6 95.9
Has been forced to lie in bed against his/her will 0.2 1 |0.,6 3 99.2

The most frequent answer was that someone from the respondent‘s surroundings or staff in-
dicates to him/her that he/she bothers them with his/her problems. Such attitude was experien-
ced by almost ten percent of respondents. Further almost six percent feel that the staff does not
provide to them the medicines they would need with regard to the state of their health. If we look
at the absolute numbers of mistreated older people, the third place would be occupied unfortuna-
tely by seventeen respondents who experienced threats of physical abuse. While the adequacy
of medication is most frequently questioned by people with higher level of education, we cannot
identify any relevant associations in other aspects due to the small number of identified cases.
Although the results indicate that most victims of degrading or threat are women (however, one
of the three victims of threats is a man), this may result from the much higher representation of
women in the sample. In summary, it can be said that cases of mistreatment monitored by us in
this survey showed to be rather marginal. Despite this fact, we have to think once again about
these results. Our observations indicate that, with a few exceptions, persons who complained of
various types of mistreatment were not the same (so we can abandon the hypothesis of a chronic
complainant). Therefore, we can conclude that almost twenty percent respondents of thewhole
group have encountered, to a varying extent, a form of mistreatment.

Fifteen respondents (2.9%) - three men and twelve women - responded affirmatively to the
question whether they know anyone in the RH who experienced in the past year some form of
mistreatment, abuse or neglect. It was surprising that a total of thirty respondents (5.8%) - five
men (3.7%) and twenty five women (6.6%) answered affirmatively the question whether they
themselves had ever experienced mistreatment, abuse or neglect.
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In the following section, we reproduce brief testimonies about specific experiences of our
respondents, recorded by our interviewers. Each experience is marked in brackets by the respon-
dent’s sex (M/W), age and identification number of the questionnaire. As indicated by results
shown in Table 16, probably the most frequent problems concerned relations with the other re-
sidents. Beside aggression from the part of roommates, there were phenomena, such as neglect
and abuse, unavailability of medical care, rigidity of the system and complaints of staff behavi-
our. In the end, we include two cases of domestic violence, which did not occur in the RH but
which were a supporting reasons to move to the institution.

Aggression from the part of roommates

¥ Intolerance and even aggression of dient. | have experienced twice nervous pressure. (W, 78,
ID 226)

¥ My roommate accused me of stealing her things, however, he daughter told methat she can no
longer distinguish reality (W, 90, ID 219)

¥ | had an aggressiveroommate; she hit thetablewith her stick, things werelost, she hit meand
threatened to pull out my hair. The problem has been resolved, they moved me away and | was
visited by a psychologist. (W, 77, ID 222)

¥ The mommate does not want to let the dient go to the bathroom, and destroyed her scissors;
the dient does not know who cut her sink; when she brought along things from the studio,
residents laughed at her where $he wauld place them. (W, 84, ID 161)

¥ danders among residents (in RH) (W, 73, ID 213

¥ An insane female resident, uses offensive language and hits doors at night (W, 89, ID 240)

¥ Onedient of this home sware, pushed the others and hit another resident Bthe incident was
reported to nurses (W, 77, ID 265)

¥ Aresident of thishometold that she would ratherkill me. It has been reported and | am awai-
ting a angle room apartment. (W, 83, ID 274)

¥ Ablind roommatethreatens aresident that hewill kill him, but doesnot do that often and has
not done anything in this respect. (M, 66, 1D 623)

¥ Misunderstanding and verbal abuse from other residents (W, 78, 1D 624)

¥ Pacement in award with a serioudly ill patient is a burden for me; she disturbs me at night, |
am afraid to go to sleepat night; shetalks persistently; sheisnot aggressive and does not even
know what she says; | do not deep well and feel nervous (W, 85, ID 712)

¥ The roommateis choleric, takes my things, hits with her stick (W, 83, ID 720)

¥ | am afraid of my roommate, she is horrible (W, 86, ID 725)

¥ Reationswith roommates are a problem; dients used to take things from the mentally ill (W,

85, 1D 166)

¥ | am suffering and awaiting relocation to a single room. Age structure of residents and age
differences should be taken into account. Some people feel that when they are old they can do
anything and refuse to accept the wishes of others (W, 78, ID 226)

Neglect, insufficient care

¥ Thedient uses a spedal easy chair as her toil et but the nurse takes the chair away during the
day and forced her to go next door. The dient moves on crutches and the nurse is often rude
with her. (W, 88, ID 94)

¥ Nurseson night shiftsdo not perform therequired cheds; thedient fell down several timesand
nobody helped her, she had to spend the whole night on cdd floor (there are no carpetg. This
happens ratively frequently. (W, 66, ID 135)

¥ About a year ago, the nurse washed the fridge with a dirty cloth and the dient cauld not even
canedosetothefridgeand had to stay in theroom in that bad odour. While driving the dient
in awhedchair, the nurseturnedthewhedchair twice abruptly and the dient felt dizzy (W, 79,
ID 126)

17



When he stays alone without his wife, he does not get e.g. tea when he asks for it (M, 83, ID
186)

Nobody cames to her room to defrost the fridge; massages were cancelled (W, 89, 1D 216)

The nurse massaged callbbusly my leg and almost fractured it; she was angry (W, 89, 1D 240)
They forget to bring food; | waited for a long time for adjustment of the shower (M, 57, ID
750)

Cheating in meals (M, 83, ID 186)

Restriction of food, little food (W, 81, ID 189)

Five years ago, two nurses threw out the contents of the wardrobe without reason; thiswas re-
peated oncea month. Thedirector knew about it but did not do anything (none of those pele
works here any longer) (M, 71, ID 260)

Inspedion of dosets without the dient® cansent (W, 68, 1D 36)

Negled B ny husband wants to deep but the gaff helps ¢ to bed to ancther client who wauld
prefer to stay awake (W, 84, 1D 169)

Few events no cantact with the management, nobody asks how you fedl; the situation of de-
pendent dients is more difficult, | am afraid of being canfined to bed (W, 86, ID 223

Unavail able medical care

¥

¥
¥

*

Medical care does not function, when the dient broke her leg, no physician visited her. (W, 73,
ID 213)

Health problems of the dient are denigrated (W, 68, ID 36)

Saff@fail ure to adhere to the physician®recommendations. The dient camplained of insuffi-
cient care after an injury (fracture) but was afraid to say that shewas not satisfied. (W, 82, ID
227)

Before his death, my husband suffered from common cold; he was kept dean but was not mo-
tivated to eat while | was in the hospital. (W, 86, ID 223)

Needfor regular visits of the physician, fear whether an ambulancewill be provided (M, 72, ID
627)

The physician visits rarely and spends only a short time with the dient (W, 73, ID 213)

The physician is scarcely present; physiotherapy was cancelled; has to commute e sewhere for
physiotherapy (W, 90, ID 219)

Complaints of the system and staff

¥
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An order Qvho is able to walk has to eat downstairs® | would like to take my breakfast later
(about 9:00 a.m.) but | am afraid to ask. More of us would like to sleeplonger. (W, 86, ID
223)

Thedaily scheduleisbad; canflictsin rooms dueto religion; not respeding privacy in the bath
(W, 84, ID 161)

The dace has not been deaned br a long time (W, 87, ID 230)

They have sopped srving us milk, fears d what will h apped (W, 99, ID 235)

The staff forcedthe client to get up and walk, not to stay in bed although shewassick (had a
fever) (W, 87, ID 258)

The dient® money often disappears. (M, 56, 1D 131)

| feel that the staff treatsme worse than the other pele. | believe that it is due to misunders-
tandings with my roommate. | havereportedit to thenursebut in vain. They force meto get up
in the morning to take kreakfast (I like to deep hte). (W, 84, 1D 283)

| take the cantribution to care, but do everything by myself and the contribution goesto therest
home D | &d that thisis not just (W, 78, ID 624);

The dient remembers a resident who was dissatisfied; she felt ignored and often wrote com-
plaints but she has moved away. (W, 73, ID 129

| fed that richer pegle and locals are treated better here (W, 84, 1D 283)



Domestic violence

¥ Thedient used to be beaten much by her husband in the past; he got drunk and beat her; the-
refore, she had to move away. She does not currently see him, since he was forbidden to cane
to the RH. (W, 77, ID 102)

¥ My son found out that heis gay; sincethen, he has becane rude, drew himself away from the
family, asked his mother for money but she refused to give him any; most recently (for the last
three months) he has cut catacts (W, 65 ID 107)

The fact that it was not always easy to talk about such experience is documented by the case
of a female client (85 years old) where the interviewer recorded that “an unpleasant event has
happened but the client is afraid to confide” (ID 713).

Although this survey was not primarily focused on spreading awareness, we wanted to make
use of this opportunity and to offer to respondents further information about this topic. Howe-
ver, over 90% of respondents stated that they are not interested in other information about mis-
treatment, abuse or neglect of older people. Only a little over eight percent (N = 42) would like
to read something about this topic and the remaining one percent - seven respondents - would
welcome a talk with a reliable person about this topic.’ If, however, we took only persons who
stated that they had personally experienced mistreatment, 11% of them would welcome further
information and 7% a private talk (Table 20).

Table 20. Interest in further information about abuse - by existence of personal experience
with mistreatment, abuse or neglect (in %)

Personal No personal
experience with experience with
mistreatment mistreatment
Yes, I would like to read something about this topic 10.7 8.1
Yes, I would like to talk to someone reliable 7.1 1.0
Not interested in further information 82.1 90.8
Total 100 100

5.1 Autonomy asthebasicdeterminant of absence
of mistreatment

Almost 31% of our respondents feel that nobody cares for them any longer; less than six
percent of them often have such feelings. These are mostly respondents with lower level of edu-
cation and respondents who consider that they moved to the RH out of the initiative of their
families or relatives. This feeling is also bound to the last variable, which we will present in this
report - the “belief in the ability to control their affairs and life”. In the course of our analyses,
this issue has proved to be a key proxy variable associated with the majority of explicit indictors
of the quality of life. According to Sykorova [2007], who devoted an entire monothematic study
to the concept of personal autonomy in old age, the concept of autonomy is often identified with
individual freedom, self-governing or sovereignty, and also as free will or freedom of choice or
decision. We have formulated autonomy in operative terms in the following question: How many
thingsin your daily life you would say you decide just by yourself?It is gratifying that almost 42%
respondents feel that they keep their full autonomy and responded that they decide about all

5 Those respondents were provided contacts to the relevant professional help.
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their daily affairs. Almost 36% respondents feel that they decide on “most” of their daily affairs.
Nineteen percent of respondents do not share this positive approach and answered that they
decide only on a few matters; the remaining less than four percent feel that they do not decide
“on anything”. It is evident that this indicator does not necessarily reflect objective reality; de-
spite this fact, it has a crucial impact on the evaluation of our results. According to the famous
“Thomas’ Theorem”, if people define situations as real, they are real in their consequences. The
following paragraph will show how this principle functions in relation to mistreatment.

Table 21. Extent of feeling of autonomy by the party initiating relocation to RH (in %)

In all Most A few Nothing at
matters matters matters all
Own initiative 79.0 75.6 48.9 444
Initiative of the family, close persons 21.0 244 51.1 55.6
Total 100 100 100 100

According to our observation, the extent of autonomy perceived by respondents is affected by
a number of questions examined by us. For instance, persons with low level of autonomy speak
more often about absence of privacy at meetings with visitors and impossibility to lock their
belongings; their things are more often taken without their permission; nurses knock the door
less frequently before entering their room; they are more often addressed by nicknames rather
than by their full names; they receive less frequently their favourite food and appropriate me-
dication and have to adapt themselves more often to the frequency of hygiene (Table 22). As we
have already mentioned, those people feel more often that they bother their surroundings with
their problems and that nobody cares for them any longer. As shown in Table 21, a significantly
reduced level of autonomy is also perceived by people who did not move to the rest home on their
own but out of the initiative of their families or close persons. And what is the most likely crucial
point for our topic is the fact that the occurrence of abuse or mistreatment is more than double
compared with the other respondents.

Table 22. Frequency of hygiene by perceived level of autonomy (in %)

All Most A few | Nothing
matters | matters | matters | atall
As needed 779 67.6 33.3 33.3
According to RH schedule 22.1 324 66.7 66.7
Total 100 100 100 100

Of course, these impacts are interrelated to a considerable extent. A better example may be a
spiral or a vicious circle, which reflects the correlation of operation of these negative impacts on
the reduction of the feeling of autonomy, which further deepens and aggravates, in its turn, the
victimization of the affected person. The feeling of restricted control over one’s life thus beco-
mes, in consequence, actual and such effect may be further enhanced by other factors of social
exclusion.
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6 Discussion

The figures presented in this summarizing survey report do not seem extreme or shocking at
first sight. Since there is no possibility of comparison, we are unable to confirm or refute whether
we have described the proverbial top of the iceberg, where only one fifth of it “floats on the water
surface”, or whether mistreatment of older people in institutional settings is a deviant and thus
only marginal behaviour. It has to be noted, however, that such “deviation” is inherent to such
behaviour and its marginal nature (if any) does not alleviate in any way of its seriousness.
Due to the ethical and moral context of this phenomenon, our interest (or absence of it) cannot
be justified by (in)sufficient figures. And as the police do not resolve murders only after a suffici-
ent number of them is accumulated in statistics, such conduct may not be legitimately expected
or required in this case either.

Possible reasons for under-representation of the surveyed phenomena may include the feeling
of shame, which prevents respondents to speak about such experience (i.e. if the perpetrator is
their own child), fears resulting from dependence on the perpetrator or underestimating the
gravity of the assault. A certain role in the low share of reported and registered cases may be
also played by false belief that it was a unique excess. On the other hand, the reasons for iden-
tification of a less than actual share may be technical. For instance, the applied quantitative
research method is not always successful at describing marginal phenomena. We can consider
a too small sample and the necessity for an exhaustive survey which would provide a more re-
liable description of this phenomenon; unfortunately, such survey exceeds the capacities of our
project. Another restriction is represented by the use of questionnaires. Despite an instruction
on standardized conduct of an interview, which was provided to interviewers, it was impossible
to guarantee that all respondents would understand the questions and would interpret them in
the way contemplated by us during their construction. Moreover, it is the principle of a questi-
onnaire to offer a limited choice of option and the necessity to select one of them and accept the
meanings input by us may represent another source of distortion and narrowing the scope of the
described phenomenon. For instance, no attention was paid to sexual abuse, etc.

On the other hand, we have to consider whether some phenomena described in this report are
not overrated in answers provided by our respondents. One of potential reasons of over-represen-
tation of the registered phenomena is the subjective and contextual perception of the situation.
We have to ask whether the statement of the respondent about being forced to get up while be-
ing sick could be interpreted as a manifestation of good rather than of poor care, etc. Could the
staff conduct have certain medical grounds? Similarly, respondents suffering from depression
or other mental disorders may assess the situation more negatively than others. Moreover, the
selected method worked explicitly with feelings, i.e. with the respondent’s view of the situation.
We did not try intentionally to record “objective reality” but the reality perceived and construed
by the respondent.

These limitations may affect our results and had to be therefore mentioned in this part of
the discussion. Despite the foregoing, we are convinced that we have managed to describe (for
the first time in the Czech Republic as we believe) the abuse, mistreatment and neglect of older
population in institutional settings. We tracked both explicit negative behaviour of various per-
sons and more subtle characteristics of life in rest homes for older people which indicate a risk of
lower quality of provided care.

21



7 Recommendationsresulting from
the survey Life in Rest Homes
forOlder People @7

Results of our survey are essentially positive. Most respondents are satisfied with their stay
in rest homes in most of the surveyed dimensions. Despite the foregoing, our survey pointed to

several areas where the quality of life in institutional settings could be improved.

The environment of rest homes for older people is specific due to its age homogeneity and
existence of special needs of persons who have moved from their home environment to rest
homes for older people. These starting points affect a number of our findings - from dissatisfac-
tion with the level of privacy up to identified violation of neighbourly tolerance. These are some
points where would be useful, as we believe, to be further worked out in the form of legislative

provisions and guidelines:

one of the most serious problems is the share of rooms with more beds, which is still high -
this fact restricts privacy and increases the risk of roommate aggression

the results indicate that more “problematic” clients (confined to bed, demented, persons with
lower social status) are placed in rooms with more beds. This result should be verified by
further survey and measures which would improve this situation should be considered

about 40% of respondents reside in RH for reasons which could be overcome by cheaper fi-
eld and outpatient services, or by more significant structural changes, e.g. at the real estate
market (so that confining the old person into an institution would not be a good solution of
the housing problem of younger family members - which seems to be the case of 70% of our
respondents); a longer stay of the older person in his/her home environment would also have
a positive impact on his/her physical and mental health, which represents another possibility
of saving funds of social and health care budgets

most of the “objections” concerned system shortcomings - dissatisfaction with food, insuffi-
cient respect for residents (knocking at the doors, addressing) and mainly the impossibility
to protect the respondent’s privacy and property; one of the most alarming problems is the
absence of respect and protection of decency during intimate hygiene;

it is necessary to introduce more effective protection from financial abuse of older people,
which does not seem as frequent as we have expected but is quite serious in surveyed cases

the results indicate insufficient relief “from fear”, which represents the failure of the idea of
the entire system in a situation where a part of the respondents have moved to the rest home
due various fears existing in their home environment

a factor which is connected with most of the negative characteristics of life in the RH is the
feeling of absence of control over one’s daily life, the absence of the possibility of “owning
oneself”, to cultivate internal locus of control - this would also require minor and also cheap
system adjustments to achieve higher emancipation of clients in their daily decisions (break-
fast time, selection of lunch menu, client satisfaction surveys, etc.)



* there are also reserves in informing older people about their rights and possibilities of using
the contribution to care; such information should be distributed by various channels to in-
crease the likelihood of covering the entire heterogenic older population; it seems that a part
of the respondents was not familiar with this new concept and identified the contribution to
care with the contribution in total incapacity

* however, the absolutely essential factor is the recognition of dignity and individual character
of each person and adherence to the golden rule of “behaving with people in the same way
which you wish them to behave with you”

* anumber of difficulties can be removed by strict adherence to and “enforceability” of existing
quality standards of social care

» support to the caregiver staff is inevitable - professional development, financial appreciation,
targeted protection against burn-out and work overload; such care to caregivers may prevent
a number of minor failures which were sensitively felt by the respondents

» cases of mistreatment cannot be resolved against the victim’s will because this is also related
to respect to the free will of the individual. Therefore, it is required in this case to invest into
prevention and awareness of persons who may come into contact with potentially abused or
neglected older person, to enable them to provide immediate and effective help if the older
person so wishes; professionals who are more likely to come into contact with an abused/neg-
lected older person should be trained and educated in techniques of help to victims of such
abuse; however, the solution of such cases usually requires a multi-disciplinary cooperation
of health care professionals and social, psychological, legal, housing and other assistance.
Funding of such prevention should be provided on an inter-ministerial basis

» it would be also interesting to make a more profound analysis if individual risk factors of mo-
ving into RH and to seek their effective prevention.
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9 Annex

We would like to express our thanks to all founders, directors, staff and particularly to resi-
dents of the establishments listed below, due to whose enormous willingness and courage this
survey could be conducted. Our special thanks and admiration belongs particularly to those
who decided not to keep silent.

Project team

A list of establishments for older people which participated in the project:
¢ Rest home for older people Dobrichovice

¢ Charles Jordan’s Rest Home for Older People

¢ Rest home for older people Praha 11 - Héje

+ Diakonie CCE - centre in Libice nad Cidlinou

¢ Pension Celina

¢ Rest home for older people Krabcice

¢ Rest home for older people Dobi{s

» Saint Ludmila’s Home of Peaceful Old Age

e Pensioner’s home and social care facility in Mastov
¢ Pensioner’s home in Bystfany

¢ Rest home for older people Nadéje

¢ Rest home for older people - Dé¢in

¢ Rest home for older people in Most

¢ Rest home for older people Osoblaha

¢ Rest home for older people Korytko

* Home of Peaceful Old Age of Virgin Mary in Frydek
* Saint Nicolas’ Charity Home - Ludgefovice
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