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Preface

The mandate to protect and promote human rights was endowed on the Austrian
Ombudsman Board (AOB) in July 2012. The year under review 2017 can be seen as
an important milestone in exercising this preventive mandate: the AOB and its six
commissions have been committed to protecting persons deprived of their liberty from
abuse and inhuman treatment for five years.

During this time, over 2,300 institutions and facilities were visited and some 300
police operations observed. Thanks to the unannounced visits, the examination of
documentation and confidential meetings with the personnel and affected persons in the
visited facilities many deficiencies were uncovered. The overwhelming majority of these
can be classified as of a structural nature. These deficiencies are thus not attributable
to accidents, carelessness or selective misconduct, but caused by structural peculiarities.
The politically competent persons and the supervisory authorities were informed.

The Austrian NPM made over 500 recommendations and defined standards — also as a
result of international experience — which should be guaranteed in the institutions and
facilities. It has been successful in improving protection of human rights in many cases
to date. However, in some areas, far-reaching reforms on the political side are necessary
which can neither be resolved in the short-term nor implemented quickly.

The NPM is doing everything in its power to accelerate these processes. Public support
is also necessary to this end. Prevention needs the general public, as information and
the right attitude are required. A key aspect of the NPM is thus raising public awareness
for human rights. This is done by using a large number of events aimed at different
target groups, lectures, cooperation with the media and consistent PR work in an effort
to make human rights a topic of discussion and ingrain respect for human dignity in
society.

That these efforts are already bearing fruit can be seen from the media coverage after
the last annual report was sent to Parliament. Various media seized the findings of
the AOB and its commissions. There was great concern about the detected cases of
maladministration, and the debate on guaranteeing human rights gained new
momentum. Human rights violations towards the residents of retirement and nursing
homes in particular were at the centre of the public discussion. This report shows once
again that there are still grave deficits in retirement and nursing homes that must
be rectified as soon as possible. The dominating theme of retirement and nursing
homes in 2017 should however not detract from the fact that there are many persons
who are deprived of their liberty in institutions and facilities and that these groups of
people are at considerable risk of being treated inhumanely. These include children
and adolescents, persons with disabilities, detainees and patients in psychiatric wards.
Many of the findings of this NPM report refer to these groups of people and do not only
highlight the need for action but also point out possibilities for improvement.



The emphasis is thus not solely on observing deficiencies — threats, maladministration
or the violation of human rights — but above all on finding solutions. The subject matter
of this report are also concrete recommendations that are intended to be considered
as a type of good practice guideline for guaranteeing human rights standards. They
should also accentuate that the objective of the preventive work of the Austrian NPM,
i.e. to make inhuman and degrading treatment of persons as unlikely as possible, is
not merely a political demand but can also be realised with commitment, the right
expertise and the framework waiting to be created by the competent politicians.

The work results documented in this report are possible due to the dedication of many
people whom we would like to thank. These include the heads of the commissions and
all of their members who, with their commitment and expertise, detect and show ways
of preventing threats. The Human Rights Advisory Council also deserves our thanks for
its support as an advisory body of the NPM. We would also like to extend our sincere
gratitude to all of the staff who, with their daily work, contribute significantly to making
the protection of human rights a reality.

This report will also be sent to the UN Subcommittee on Prevention of Torture (SPT).

fraltes N e M Y A

Glinther Krauter Gertrude Brinek Peter Fichtenbauer

Vienna, August 2018
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Introduction

Introduction

This report documents the activities of the Austrian Ombudsman Board (AOB)
and its six commissions in 2017. A total of 495 inspections were conducted
in the year under review, of which most took place in public and private
institutions and facilities where persons are deprived of their liberty. The
human rights of persons staying in such facilities are at a great risk of being
violated, as they are living in a specifically dependent relationship and cannot
be sufficiently heard. The purpose of the visits conducted by the commissions
of the Austrian National Preventive Mechanism (NPM) is to protect persons
from abuse and degrading treatment.

The observations made during these visits emphasise the importance of Defailed reports on the
preventive human rights protection. They are addressed in detail on over resulis of the visits
160 pages in this report. Not all of the findings of the monitoring activities

were included, as this would go far beyond the scope of an annual report.

On the one hand, the selection for this report put a focus on those human

rights risk areas that were observed most frequently and are thus considered

attributable to structural deficits. On the other hand, cases are reported in

which human rights were violated. Possible reasons and the reactions of the

responsible authorities are also covered. These statements demonstrate that

the work of the NPM is not limited to monitoring and control. Every visit,

every monitoring of a police operation entails extensive correspondence, often

over a long period of time, and meetings with the affected facilities and the

competent supervisory authorities.

Concrete recommendations derived from the findings show how the situation Many recommendations
can be improved and which reforms are necessary. All of the recommendations by fhe NPM
formulated by the NPM since taking up its work are listed in the last chapter of

this report. This list is continued and updated on a yearly basis. A compendium

of human rights standards to be complied with should thus materialise over

time.

The systematic, continued development of the work of the NPM is guaranteed Exchanging experiences
through international

not least through international cooperation. It has been possible to not only :
cooperation

establish but also expand the exchange of information between experts on
an international level in recent years. Membership in networks,such as the
South-East Europe NPM Network, as well as regular meetings with other NPMs
ensure that experience and expertise on international human rights standards
and monitoring are shared. The objective here is also to agree on a uniform
approach and the interpretation of the OPCAT.

This report provides a concentrated summary of the entire work of the NPM
before the detailed reports. It contains the most important information on the
content and scope of the preventive mandate, and describes the organisational
framework and the available resources. Statistics on the monitoring work are

11



Introduction

also included. These provide information on how many visits took place in
which institutions and facilities, and the areas in which deficiencies were
frequently observed. The statistical data underline the importance of the visits:
the commissions criticised the human rights situation in some 74% of all visits
carried out in 2017.

12



Overview of the National Preventive Mechanism

1 Overview of the National Preventive
Mechanism

1.1 Mandate

The Austrian NPM is based on authorisation granted under the Constitution and
in a general legal context. The AOB and its six multidisciplinary commissions
regularly and extensively monitor public and private institutions that are
classified as “places of deprivation of liberty within the meaning of Article 4 of
the OPCAT” nationwide and on a regular basis. The main responsibility of the
NPM is to detect structural deficits that can lead to cases of maladministration.
Additional preventive competencies of the NPM pursuant to Article 148a
(3) of the Federal Constitutional Law are the inspection of institutions and
programmes for persons with disabilities (Article 16 (3) of the UN CRPD) as
well as monitoring and concomitant control of the authorities empowered to
exercise direct administrative power and coercive measures. These preventive
competences can overlap with the OPCAT mandate and/or complement it.

The commissions conducted 495 visits in 2017. Most initial visits were to
psychiatric institutions, medical facilities, retirement and nursing homes,
child and youth welfare facilities. Many classic places of detention, such as
correctional institutions, police stations and police detention centres, were
also visited on a number of occasions. All visits are conducted pursuant to a
monitoring methodology developed by the NPM and according to uniform
standards. The specifications for the monitoring framework and methodology
can be accessed on the AOB homepage (http://volksanwaltschaft.gv.at/en/
preventive-human-rights-monitoring).

The efficacy of the NPM also depends on its acceptance by the institutions and
facilities and their responsible operators or owners. As a rule, the competent
authorities and administrative departments, but also the management of
private institutions and facilities, have willingly complied with their obligation
to engage in constructive dialogue with the NPM (under Article 22 of the
OPCAT). The implementation called for by the NPM was considered in greater
detail in different working groups. In addition to the monitoring work, the
commissions held 21 round-table meetings with institutions or their senior
administrative departments.

The NPM worked with educational institutions in 2017. As already announced
in the 2016 report, a training module on the work of the Austrian NPM was
implemented in the two-year police training programme. Members of the
commissions and AOB staff members held eleven classes in 2017; additional
courses are already set for 2018. Prison guards have also been receiving
instructions on the preventive and ex-post control work of the AOB as part of
their training since 2017 (2017: four classes).

95 visits by the
commissions

Working groups and
round-table meetings

Police training and
prison guard training

13
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A total of 451 visits to
institutions and facilities

Observations of 44
police operations

1 round-table meetings

14

The NPM is also obliged to inform the public about its responsibilities and the
results of its work, thus fulfilling its obligation to inform at events, lectures and
training programmes.

1.2  Monitoring and control visits in numbers

The six commissions carried out 495 visits Austria-wide in the year under
review 2017. This total figure includes both monitoring visits and observation
of police operations. At 91%, the majority of these visits were to institutions
and facilities. The average duration of the visits was about five hours. The
visits were unannounced in most cases. They were announced in only 5% of
the cases.

Monitoring and control activities of the commissions in 2017
(absolute figures)

Preventive human rights monitoring

495
Monitoring of Monitoring of
institutions and facilities police operations*
451 44

*these include: forced returns, demonstrations, assemblies

Expressed in absolute numbers, 451 visits were made to institutions and
facilities throughout Austria. It must be considered that the number of visits
is not equivalent to the number of visited institutions, as many of them were
visited several times during the year under review. This applies to correctional
institutions and police detention centres in particular.

Police operations were monitored by the commissions 44 times in total. The
predominant areas for observation were major police operations, raids, football
matches where trouble was expected, forced returns and demonstrations.

In addition to the monitoring and control activities, the commissions held
21 round-table meetings with institutions and senior administrative
departments.

The following table breaks down the visits in detail, indicating how many
visits were made to which type of facility. Depending on the institutions to
be visited, differentiation is made between police stations, retirement and
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nursing homes, youth welfare facilities, institutions and facilities for persons
with disabilities, psychiatric wards in medical facilities and hospitals, as well
as correctional facilities. The observed police operations are shown in the
last column. The different Laender are listed in relation to these categories,
thus visualising the number of times a type of institution was visited in the
respective Land.

Number of visits in 2017 in individual Laender
according to type of institution

i ret.+ 0 inst.f.  psych. COILT. 0 ]
olice ou others ol.op.
s nurh. disabl. wards inst. B
Vienna 21 24 42 20 8 8 3 23
Burgenland 2 8 10 8 0 1 1 0
Lower
. 10 17 16 15 6 11 8 1
Austria
Upper
bpe 18 8 3 11 2 3 3 3
Austria
Salzburg 3 5 2 7 0] 1 1 3
Carinthia 2 3 2 10 5 0 0 2
Styria 12 16 5 4 8 6 0 7
Vorarlberg 4 5 0 4 4 2 0 1
Tyrol 10 14 13 10 3 3 0 4
Total 82 100 93 89 36 35 16 44
unannounced 82 100 91 89 36 35 15 21
Legend:
ret.+nur.h. = retirement and nursing homes
youth = youth welfare facilities
inst.f.disabl. = institutions and facilities for persons with disabilities
psych.wards = psychiatric wards in medical facilities and hospitals
corr.inst. = correctional institutions
others = asylum seeker accommodation, barracks etc.
pol.op. = police operations

Three things are noticeable from these statistics. Most of the visits took place
in retirement and nursing homes, youth welfare facilities and institutions for
persons with disabilities. This is attributable to the fact that these institutions
constitute the majority of all institutions to be visited by the NPM commissions.
Marked differences in the distribution of the visits over the individual Laender
are also evident. Most of the visits were in Vienna and Lower Austria, as the
density of facilities is very high in these Laender. The following table shows the
overall number of visits per Land.

15
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Around 74% of visits
uncovered deficiencies

16

Number of visits in 2017 in the individual Laender

Vienna 149
Lower Austria 84
Styria 58
Tyrol 57
Upper Austria 51
Burgenland 30
Carinthia 24
Salzburg 22
Vorarlberg 20
Total 495

The observations made by the commissions are recorded comprehensively in
standardised reports and stored anonymously in a database. This facilitates
the evaluation of the results of the visits made in 2017 such as the number of
observed deficiencies: the commissions felt compelled to criticise the human
rights situations on 346 visits of institutions and 18 police operations. There
were no grounds for criticism on 131 visits (105 institutions and 26 police
operations). This means that deficiencies were identified in 73.5% of the visits.
The observation of police operations resulted in criticism less frequently by the
commissions on a pro rata basis than the visits carried out in facilities (40.9%
compared to 76.7%).

The AOB examines these cases based on the findings of the commissions
and contacts the competent ministries, supervisory authorities and also
the institutions and facilities themselves in order to draw their attention to
improvements.

Proportion of visits in 2017 with or withour criticism

with criticism  without criticism
Monitoring of

institutions and 76,7 % 23,3%
facilities

Monitoring of 40,9% 59,1%
police operations

Visits in total 73,5% 26,5%
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The following graph provides a breakdown of criticisms according to individual
issues and the percentage share of all criticisms. It must be taken into account
here that the number of deficiencies observed is not equivalent to the number
of visits made, as multiple areas were inspected on each visit and therefore
the criticisms relate to multiple topics. The most frequent reasons for criticism
were living conditions, including sanitary and hygiene standards, food and
the offer of leisure activities. The proportion of criticism relating to medical
care was almost as high. Measures that restrict freedom as well as insufficient
human resources were also grounds for criticism.

Topics of criticism voiced by the commissions

(share in %)

Living conditions ] 14.5
Health care system J14.2
Measures that restrict freedom ]12.1
Personnel ]11.8
Infrastructural fixtures and fittings ]7.9
Educational and occupational opportunities ]6.4
Right to family and privacy ]5.6
Signs of torture and abuse |52
Complaint management ]5.0
Care plans and enforcement plans ]4.8
Building structure in general | 29

Location 2.2
Access to information 2.0

Forced returns and releases 1.9
Contact with the outside 1.8

Security measures 17 | | 1 J
0 3 6 9 12 15

1.3  Budget

In 2017, a budget of EUR 1,450,000 was available to remunerate the heads
and members of the commissions, as well as the members of the Human
Rights Advisory Council. Of this amount, around EUR 1,257,000 (2016: EUR
1,163,000) was budgeted for reimbursements and travel expenses for the
commission members alone and around EUR 83,000 (2016: EUR 87,000) for
the Human Rights Advisory Council. Around EUR 110,000 was available
for workshops for the commissions and the AOB staff members working in
the OPCAT sector, as well as for other activities. It was therefore possible to
avoid budget cuts, thanks in particular to the National Council as the federal
legislative body in financial matters but also the Federal Ministry of Finance.
Both of them emphasised the necessary financial independence for preventive
activities and showed understanding for a sufficient budgetary allocation to
the NPM.

17
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Six regional
commissions

European NPM Forum
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1.4 Human resources

1.4.1 Personnel

In order to implement the OPCAT mandate, the AOB received 15 additional
permanent positionsin 2012 to fulfilitsresponsibilities. One permanent position
has since been eliminated due to budgetary restrictions. The organisational
unit “OPCAT Secretariat” is responsible for coordinating the collaboration with
the commissions. It also examines international reports and documents in
order to support the NPM with information from similar institutions. The AOB
staff members who are entrusted with NPM responsibilities are legal experts
who have experience in the areas of the rights of persons with disabilities,
children’s rights, social rights, police, asylum and the judiciary.

1.4.2 The commissions

To fulfil its responsibilities in accordance with the Act on the Implementation
of the OPCAT (OPCAI-Durchfiihrungsgesetz), the NPM must entrust the
multidisciplinary commissions it has appointed (see Annex) with the tasks they
have to perform. If required, the regional commissions may involve experts
from other specialist areas provided that members of any other commissions
are not available for this purpose. In this way, persons with physical
impairments as well as persons with migration or refugee experiences took
part in visits to facilities in 2017 in order to contribute their special expertise.
The commissions are organised according to regional criteria. They usually
consist of eight members and one head of commission.

1.43 Human Rights Advisory Council

The Human Rights Advisory Council was established as an advisory body. It
is constituted of non-governmental organisations and federal ministries (see
Annex). The Human Rights Advisory Council supports the NPM regarding the
clarification of monitoring competences and questions that arise during visits
by the commissions and go beyond the problems inherent in an individual
case.

1.5  International collaboration and cooperation

The European NPM Forum was initiated on a joint project between the EU
and the Council of Europe. The goal of this regular meeting is the exchange
of opinions and experience. NPMs from the Member States were invited to a
kick-off event in April 2017 to identify important questions and key topics,
and to create the work programme for future network meetings. The kick-off
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event already concentrated on focal questions regarding the tasks of the NPM
such as generating reports and issuing recommendations.

Experts from the NPM took part in different NPM Forum meetings. Observations
and findings by the NPM in relation to arrests and the detention of immigrants
and the comparability of applicable monitoring standards were discussed.
Two meetings are planned with the close involvement of the Austrian NPM in
2018 to address the topics of geriatric care and the setting up of a database for
detention conditions.

The Austrian NPM has been a member of the South-East Europe NPM Network
(SEE NPM Network) since October 2013 and actively supports the exchange of
experience with NPM institutions from South-Eastern Europe.

Experts took part in an SEE NPM Network meeting in Belgrade in May. The
main objective of the meeting was to identify deficiencies in dealing with
particularly vulnerable groups of persons and to develop good practice
recommendations. Observers from the APT (Association for the Prevention
of Torture), CPT (European Committee for the Prevention of Torture and
Inhuman or Degrading Treatment or Punishment) and SPT (Subcommittee on
Prevention of Torture) took an active part in discussions with the participants.
There was agreement on the importance of considering the care needs of
these vulnerable groups of persons. A second SEE NPM Network meeting in
Podgorica in the middle of the year addressed the issues of health care in
prisons and psychiatric facilities.

At a further meeting in Belgrade in December 2017, the methodology used
by NPMs in its monitoring and control activities was the focus. The NPM
Montenegro will take over the chair of the SEE NPM Network in 2018. The
Austrian NPM will head the working group for legal matters.

In autumn 2017, a very successful training programme was organised in
Vienna in which 29 staff members from ombudsman institutions from
21 countries took part — predominantly from Europe but also from Africa
and the Pacific region — in order to learn communication techniques and to
improve interviewing skills. Observers from the SPT and APT contributed to
the learning curve and the success of the programme with their expertise.
The innovative approach is orientated on the principle of “do no harm”. The
practical exercises were not performed on real patients but by interacting
with trained actors who portrayed the symptoms of illnesses in their roles and
reacted accordingly in the interview situation. They were then able to explain
how they experienced the interview from the perspective of the affected
person in ensuing feedback meetings. This helped the participants to practise,
analyse and improve their communication techniques. The participants were
able to follow the visit of two members of the commissions per livestream in

SEE Network meetings in
Belgrade and Podgorica

Training for improving
inferviewing techniques
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Armenian delegation
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a second training unit. Thanks to the technical support of the IT companies
Cisco and X-tention, the meetings were followed in the training room, and
the observations shared with the members of the commissions in the ensuing
questions and answers discussions.

The NPMs from the German-speaking countries (Germany, Austria and
Switzerland) have been meeting to share their experience and ideas every year
since 2014. The 2017 meeting was held in Berlin (Germany) and focused on
the topic of the police. The work of the NPM in connection with forced returns
and detention pending forced return, police detention, police complaints
and investigations offices, as well as major police operations were presented
and discussed. The details showed that in spite of a similar starting situation
the resulting problems can often be very different. Having said that, many
similarities between the NPMs were observed during the discussions as well.

A Bulgarian delegation consisting of representatives of the NGO Centre for
the Study of Democracy und Cooperation for Voluntary Service and of the
Bulgarian Federal Ministry of the Interior visited the Austrian Federal Ministry
of the Interior, the Federal Office for Immigration and Asylum, the Association
of Human Rights Austria (Verein Menschenrechte Osterreich) and the AOB on
the topic of “Monitoring Returns”. The AOB presented its work as NPM and
reported on its experience in monitoring the complete return process from the
initial contact to the return to the country of origin. Work is currently being
carried out in Bulgaria on standards for monitoring forced returns.

The bilateral cooperation with the Hungarian ombudsman institution was
further strengthened by a visit by the Fundamental Rights Commissioner
Laszlo Székely. He informed himself about the experience of the AOB in
implementing the OPCAT and the preparation and execution of visits to
places where persons are deprived of their liberty within the framework of
the OPCAT mandate. The visits created incentives for further collaboration
as well as broadening the cooperation. On a follow-up visit, the experts from
the AOB were able to accompany their Hungarian colleagues on a visit to a
correctional institution in Sopron (Hungary) and see how the Hungarian NPM
works on-site.

The AOB also welcomed a large delegation consisting of representatives of the
Armenian NPM, the judiciary and different NGOs to a meeting for the purpose
of exchanging experience that lasted several days. Armenia ratified the OPCAT
in 2006; here too the ombudsman institution was entrusted with the NPM
mandate. The Armenian Parliament is currently examining a constitutional
amendment for improving the NPM mandate. This is aimed at securing
adequate financial resources and strengthening the work of the NPM. The
delegation showed great interest, in particular in the cooperation between the
members of the commissions, the AOB and Human Rights Advisory Council.
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A delegation of the Ombudsperson Institution of Kosovo came to Vienna for
a three-day meeting. The Kosovan ombudsman institution was entrusted
with the NPM mandate in 2015. The main focus was on the monitoring
methodology, the treatment and processing of individual complaints from
detained persons and the involvement of external experts when visiting
institutions and facilities. Members of the commissions and the Human Rights
Advisory Council provided insight into the work of the NPM.

The Anti-Torture Committee of the Lebanese national armed forces visited
Vienna in November. The stay was organised by the Geneva Centre for the
Democratic Control of Armed Forces. The focus was on the working methods
and the organisation of the Austrian NPM. The delegation was accompanied
by the former Serbian ombudsman, Sasa Jankovic, who presented the torture
prevention structures in the Republic of Serbia. This facilitated the exchange
of experience between Austria, Serbia and the Lebanon concerning police
detention and the penal system. The delegation gained an insight into
everyday practice on ensuing tours of the Korneuburg correctional institution
and the Roflauer Ldnde police detention centre. Experts from the Federal
Ministry of the Interior and the Federal Ministry of Justice answered the many
questions posed by the guests.

At the end of the year, experts from the AOB welcomed a delegation of human
rights officers from the Ukrainian Parliament to an exchange of information,
and presented both the preventive and ex-post working methods in Austria.
The focus of the meeting was on questions surrounding the protection of
privacy in view of the close cooperation with the media, notably the weekly
TV programme “BiirgerAnwalt” (“Advocate for the People”). The study visit
was organised by the Ludwig Boltzmann Institute of Human Rights as part
of a twinning project. The goal of the project is to strengthen the Ukrainian
ombudsman institution. The AOB contributes content to this project by
providing experts.

Furthermore, an expert from the AOB took part in a conference of the Council
of Europe dealing with the issue of “Children in detention pending forced
return”. The same expert also participated in a United Nations expert seminar
on the topic of “The use of force: police work at assemblies and accountability”.

1.6  Report fo the Human Rights Advisory Council

The Human Rights Advisory Council met five times at plenary meetings in
2017. In addition to these plenary meetings, the Human Rights Advisory
Council also met at meetings of the working groups and prepared statements
on the preventive protection of human rights and draft recommendations
of the NPM. The Human Rights Advisory Council also evaluated NPM visit

Study visit from Kosovo

Lebanese Anti-Torture
Committee

Ukraine twinning project

Constructive cooperation
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reports and analysed the resulting monitoring priorities.

The considerations regarding issues elaborated in the year under review dealt
amongst other things with the following topics:

¢ Factors determining inhuman and degrading treatment in institutions
and facilities for persons with disabilities

* Detention cells in the basement of police stations

e Intimacy in medical examinations carried out by police or public health
officers in police stations (a NPM recommendation to the Federal Ministry
of Justice followed)

e Protection of victims of conduct that violates boundaries by residents of
facilities for persons with disabilities

Furthermore, the Human Rights Advisory Council dealt with AOB
recommendations on the following structural human rights issues:

¢ Recommendation to the Federal Ministry of the Interior on “Light switches
in detention rooms in police stations” (Human Rights Advisory Council
meeting from 28 February 2017)

¢ Recommendation to the regional government of Carinthia on “Centres
for psychosocial rehabilitation in Carinthia” (Human Rights Advisory
Council meeting from 20 June 2017)

e Recommendation to the Federal Ministry of Justice on “Quality criteria
for residential facilities providing social therapy” (Human Rights Advisory
Council from 19 September 2017)

¢ Recommendation to the Federal Ministry of the Interior on “Human rights
standards in police detention centres” (Human Rights Advisory Council
meeting from 21 November 2017)

The Human Rights Advisory Council statements are an important contribution
for the NPM, as the multidisciplinary composition of the Council enables
it to not only provide additional expertise but also to offer a value-adding
perspective.
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2 Findings and recommendations

2.1 Retirement and nursing homes

2.1.1 Introduction

During the year under review 2017, a total of 100 retirement and nursing
homes were visited by the NPM commissions. On the positive side, in many
cases the facilities welcomed and accepted the recommendations made by the
commissions as positive feedback and promised to make improvements. So-
called follow-up visits were carried out 24 times in order to monitor whether
the promises made had been kept. In the year under review, the commissions
made the most critical findings in the area of “measures that restrict freedom”
(56), immediately followed by those related to living conditions in the facilities
(53). There were also major findings on the issues of “health care” (45) and
“personnel” (39).

The activity of the NPM in the highly sensitive area of long-term inpatient Great media response
care from a human rights perspective attracted considerable interest in 2017. 0 NPMreport 2016
This is substantiated by the huge response to the reporting about this section

of last year’s report in the media (see NPM Report 2016 p. 27-47). The fact that

structural violence is the subject matter of a report from a control body to the

legislative breaks taboos and touches the self-perception of all those involved

and the affected institutions. The report brought long-term care in homes to

the focus of current media coverage. Any attempt to attribute the problem to

isolated “cases of maladministration” or “black sheep” in the industry would

be tantamount to trivialising the dramatic nature of the situation.

The former Minister of Social Affairs used the report on retirement and nursing Care summit as reactfion
homes in July 2017 as an opportunity to invite the competent regional

ministers to a care summit. He informed the NPM in a written statement that

the following topics were discussed at the summit: the existence, drafting

and implementation of strategy concepts, systematic quality assurance and

improved quality indicators, measures for determining personnel requirements

to improve staffing levels and increase attractiveness of the caring profession

as well as training and further training of staff in the prevention of violence,

pain management, dealing with dementia and hospice and palliative care.

The NPM then contacted all of the Laender to obtain concrete information.
The Laender referred to the monitoring and control activity of the competent
supervisory authorities as a quality assurance tool in their statements. The
following initiatives are worth mentioning:

The NPM considers the compendium of evidence-based “Care and nursing” New guidelines for all
guidelines (“ Pflege und Betreuung”) published and updated in July 2017 by the \c/gnfrac’rual partners in
Association for Viennese Social Institutions in Vienna as good practice in the ennd
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quality assurance field. These are now mandatory in all of the institutions and
facilities recognised by the Vienna Social Fund (Fond Soziales Wien). Another
set of guidelines for aggression, violence and de-escalation management will
be completed soon.

The expert commission deployed by the Land Tyrol after publication of the
NPM Report 2016 has presented their “Recommendations for action” including
a “Package of measures for the further development of care” which has been
resolved by the regional government. The measures include amongst others
an amendment of the Tyrolean Nursing Homes Act (7iroler Heimgesetz),
the requested replacement of the minute (time) ratio by binding standards
for a staffing ratio, night duty and social care, the binding qualification for
management in all homes, and the re-organisation of supervision. The wages
for all caregivers working in care facilities, hospitals and the health service
should also be standardised.

In Styria, a four-step plan is in place to increase staffing in homes, in which case
an additional total of 700 positions for full-time employees are to be created.
Mandatory minimum night duty staffing was agreed in this context and is
due to be implemented in 2018. The regional government of Carinthia has -
as promised to the NPM - since then unanimously agreed a new regulation
for the Carinthian Nursing Homes Act (Kdrntner Heimgesetz). The ratio of
nursing staff to those in care will thus be improved from 1:2.5 to 1:2.4 in 2018.
From 1 January 2018, every nursing home in Carinthia must have a dedicated
member of staff for animation/entertainment.

The Upper Austrian regional government made reference to the concept of
“Integrated Care Dementia” (Integrierte Versorgung Demenz) developed with
the Upper Austrian Public Regional Health Insurance Office. The concept
started in 2013 and was also tested in selected nursing homes in the second
pilot phase in 2017. Far more facilities had expressed interest in participating
in this project. The declared objective is the strengthening of existing resources
and specifically fostering the skills and abilities of residents with dementia,
a diagnostic clarification by medical specialists (neurology, psychology) as
well as (neuro) psychological testing by psychologists. The efficacy of different
measures is currently being tested. An extensive, consistently structured
network of dementia counselling centres and relevant offers which will also
benefit nursing relatives are planned for Upper Austria in the future.

In Vorarlberg, a project on the further development of gerontopsychiatric
competence in Vorarlberg nursing homes (, Weiterentwicklung der
gerontopsychiatrischen Kompetenz in den Vorarlberger Pflegeheimen®) was
established for protection against violence and duty of care. By the beginning
of 2017, 32 out of 51 nursing homes had taken part. The goal of the project
is to ensure the professional care of those suffering from gerontopsychiatric
illnesses and mostly very elderly residents and to increase the professional
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competence of the nursing staff. A group of experts is drawing up guidelines
for institutions on the issue of violence.

The Land Salzburg, which primarily refers to the controls of the supervisory
authorities for quality assurance, has added several of the risk areas also
mentioned frequently by the NPM to the questionnaire they have been using
to date. These include dealing with pain and disoriented residents.

In April 2017, following the model used by other Laender, the extended
team of the Lower Austrian Patients and Care Advocates took up their work
as a point of contact for complaints from staff, residents, their relatives and
representatives. Regular feedback from the outside should act as an early
warning to all nursing homes about deficits and risks and the need for
improvement.

Further positive developments were observed during the commissions’
monitoring visits in the year under review. These are dealt with in chapter
2.1.7 “Positive observations”. In spite of these improvements in individual
areas, several fundamental requirements of the NPM relating to structural
deficits have not yet been addressed.

The NPM appeals once again to the overall state responsibility of the Federal
Government and the Laender to establish nationwide, uniform quality and
care and financing standards. It also calls on to push for an occupational- and
healthcare-science-based assessment of current qualitative and quantitative
requirements in inpatient long-term care. There is unanimous agreement on
the fact that the demand for nursing services is due to grow considerably in
the future because of demographic developments and increasing employment
levels. Under the slogan “ageing in place” or “mobile rather than inpatient”
locally available and affordable types of care for older persons should be
supported that enable senior citizens to remain living under their own roof
for as long as possible. These would include care offers that structure their
day, mobile services, 24-hour support and/or the support of relatives at a time
when the care needs of older persons are on the increase. According to surveys,
this actually reflects the wishes of the vast majority of older persons in Austria
and other European countries (European Commission 2007, IFES 2010, WIFO
2014). In the opinion of the NPM, the care fund should be permanently
safeguarded and amongst others used to pursue the harmonisation of the
resident long-term care conditions in the Laender.

An “age of longevity and care” is imminent in Austria due to demographic
change. In less than ten years, Austria will be one of the countries with the
oldest population in the world. New ways of looking at age and models for
the inclusion of the elderly in all areas of politics are thus needed — and not
only significant changes in the health and social area. Increasingly complex
care processes and a changed morbidity spectrum for geriatric patients
require a more intensive interlinking of primary medical and nursing care

Expansion of
competence of
supervisory authority
mechanism

Early warning system
in Lower Austria

Safeguarding the future

of care provision is
responsibility of State

Longevity and care is
challenges all areas
of politics
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in the facilities too. Psychiatric disorders are very prevalent among the
residents of homes. Dementia, depression and anxiety disorders are very
widespread. Scientific studies in the area of long-term care showed that
multidisciplinary intervention in the care of these persons is the most effective
solution. Collaboration between doctors, care specialists and other therapeutic
professionals is thus critical. From the NPM’s point of the view, inadequately
coordinated therapy strategies and care planning equally endanger treatment
and achieving care (quality) objectives.

In addition to awareness for the necessity of interdisciplinary cooperation,
retirement and nursing homes require the appropriate structures and
resources to ensure that this can actually be implemented and supported.
These structures can be joint interdisciplinary case reviews, for example, joint
meetings with the relatives, or common electronic documentation. Training
nursing teams in the field of mental health is crucial to understanding the
illness and supporting the residents.

The health care sector, homes and service providers have to prepare for growing
complexity and increasingly specialised demands for nursing and care in any
case. Care providers will also have to assume more of the routine medical tasks.
According to current estimates from the Austrian Healthcare and Nursing
Association (Osterreichischer Gesundheits- und Krankenpflegeverband), in
2030 there will not only be an insufficient number of doctors but some 30,000
vacant positions for qualified nursing staff.

The disparity between increasing demands and the actual human resources
available in institutions was observed by all of the commissions. The new
health care profession register will be set up from the middle of 2018. 120,000
employees working in the health care and nursing professions as well as in
higher technical medical services and 10,000 graduates every year will be
entered in this register with their respective advanced and further training.
Entry in the register is the condition for working in the profession. Registration
will not only support administration in the future, it should also help the
regional health care planners to detect gaps. This is very much appreciated
by the NPM.

In meetings with the commissions, nursing staff often claim to suffer under
tight time constraints, extreme workloads, mental and physical stress,
unfavourable work atmosphere, rigid hierarchies or constantly changing work
rosters. They also concede that, due to stress, certain actions or the failure to
act are accepted, which is not compatible with their professional ethics. Some
even consider leaving the profession earlier than planned. Clearly, there is a
relation between the qualification and the quality of nursing intervention.
Some but not all of the structural deficits and incidences of structural violence
highlighted by the NPM in previous years are linked to outdated “minimum
staffing ratios” that represent de facto maximum staffing limits. They reinforce
a perception of nursing that does not do justice to the UN Convention on



Retirement and nursing homes

the Rights of Persons with Disabilities (CRPD) which must be fully observed
in this area. The CRPD sets forth the right to support of autonomy and
self-determination, rehabilitation, participation and sharing. Not enough
attention is given to individual resources, the habits and the mental needs of
persons with cognitive and dementia-related impairments. Findings made by
Commission 5 can be mentioned as an example of structural violence. In the
summer of 2017, they made several unannounced visits to institutions and
facilities. There were no residents to be seen in the gardens, on the terraces or
in the recreation rooms already at around 6 p.m.

Staffing is kept to a minimum in many facilities, particularly during the
night. What is more, the operators do not consider permanently installed
occupational support, regular teambuilding or availing of supervision as
being essential and indispensable for efficient organisational development.
The NPM sees a need for action in the alignment of remuneration systems and
the further development of age-appropriate jobs in the areas of retirement,
nursing and residential homes in particular.

The NPM took on the discussion on the future of nursing and violence in NPM brochure on
institutionalised care at many meetings with different stakeholders in 2017. preventive standards
It also published a brochure entitled “Preventive recommendations for
the protection and promotion of human rights in retirement and nursing
homes” (“Prdventive Empfehlungen zum Schutz und zur Férderung der
Menschenrechte in Alten- und Pflegeheimen und in Einrichtungen fiir
Menschen mit Behinderung”). This brochure will be further developed in the
coming years. It is designed to provide orientation to supervisory authorities,
but also to nursing and care organisations on the assessment standards laid
down and required by the NPM. At the sa me time, the publication should

be a source of information for residents, their relatives and volunteers.

2.1.2 (Human) Righst of residents in retirement and nursing
homes

The violation of human and residents’ rights is often observed in retirement
and nursing homes. It is probably attributable to the fact that these rights are
not enshrined at all or to different degrees in the laws of the respective Laender.
This gap explains to a certain extent why there is still little awareness of the
issue. This conclusion is the result of observations by the commissions which
repeatedly confirm that little is known about the human rights guarantees of
residents and how they should be protected.

Human rights are the rights of every individual to be granted respect, protection
and freedom from the respective state. It is the responsibility of the Federal
Government and the Laender to respect the human rights of those in need of
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care, protect them from injury and violence by third parties or structures and
safeguard the conditions necessary for humane care.

In order for elderly persons in retirement and nursing facilities to be able to
fully exercise their rights, the state has first to take certain precautions and set
up structures that define human rights as a criterion when assessing the quality
of nursing and care (cf. Aronson, P. / Mahler, C. [2016]: “Menschenrechte
in Pflegeheimen: Wie Menschenrechte der Altenpflege verankert werden
kénnen”, German Institute for Human Rights, p. 1). It must be borne in mind
that a care situation can always present temporary or permanent conditions
that prevent someone from exercising their rights themselves.

Article 1 of the Universal Declaration of Human Rights (UDHR) affirms that
all people are born free and equal in dignity and rights. Elderly persons
in residential care must therefore also be perceived as human beings with
individual rights - regardless of their care and help needs.

The following rights also apply to the field of geriatric care: the right to life and
physical integrity (Article 2 ECHR, Article 6 ICCPR), prohibition against being
subjected to torture or cruel, inhuman or degrading treatment (Article 3 ECHR,
Article 7 ICCPR), right to liberty and security in person (Article 5 ECHR, Article
1 Federal Constitutional Law on the Protection of Personal Freedom, Article
9 ICCPR) and the right to respect for private and family life (Article 8 ECHR,
Article 17 ICCPR). Furthermore, the ICESCR documents the right of everyone
to the enjoyment of the “highest attainable standard of physical and mental
health” (Article 12) and the right to an “adequate standard of living for himself
and his family, including adequate food, clothing and housing” (Article 11).
The Convention on the Rights of Persons with Disabilities (CRPD) also contains
provisions for the protection of elderly persons in long-term care, e.g. guidelines
on removing barriers (Article 9), for self-determination (Article 14, 15, 25) and
for the right to independent living and inclusion into the community (Article
19). Furthermore, the principle of freedom from discrimination included in
various human rights conventions applies, in particular with regard to access
to health care and nursing services and rehabilitation. It is thus clear that,
from a human rights perspective, long-term care cannot be reduced to merely
providing help with accommodation, eating, hygiene or mobility (“warm,
full, clean”).

Even though the principle of respecting and protecting human dignity is
explicitly articulated as an objective in most of the Laender laws (with the
exception of Upper Austria and Lower Austria), the details in the said laws
provide no concrete orientation for those in need of care and their relatives.
What is also incompatible with the concept of the universality of human
rights is the varying degree of implementation in the Laender laws, covering
just a mere part of the legal positions which Austria guaranteed to realise on
an international level, be it in UN conventions or recommendations of the
Council of Europe. This is explained in extracts as follows:
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At the moment, an explicit right to respectful, professional nursing or care
based on current standards is only stipulated in the Laender laws of Vienna
and Tyrol. The right to medical care (including adequate treatment of pain)
is only stipulated in Vienna, Tyrol and Styria. The situation is similar with
regard to the right to die with dignity, which is anchored solely in the laws of
Vienna and Lower Austria. The right to end-of-life care by relatives or other
trusted persons is only found in the laws of Lower Austria and Burgenland.

Currently, only the pertinent laws of Vienna, Styria and Burgenland contain
the right to an appropriate diet (in accordance with medical knowledge). The
right to sufficient fluid intake in long-term care is only documented in Vienna.
Anditisonly in Vienna that the home operators are obliged to honour the right
to measures that preserve and support functional integrity and reintegrate the
residents through the help of therapists.

A right to the support and nurturing of one’s own abilities, independence,
self-determination and personal responsibility is currently only stipulated
in the laws of Lower Austria, Tyrol and Vorarlberg. In Vienna on the other
hand, a right to function-preserving, function-supporting and reintegrating
measures as well as a right to go or be taken outside (in fresh air) have been
incorporated into law.

None of the Laender laws contain considerations relating to the — regardless
of age and the extent of care and help needed - vested right to sexuality and
respect for gender identities. Neither is there reference to the rights that might
enable residents to influence their quality of life as well as the content and the
forming of care relationships (right to primary nursing, right to same-sex care,
right to validation, hospice or palliative care etc.). There is also no mention of
guarantees from the UN Convention on the Rights of Persons with Disabilities
(CRPD) such as the right to supportive communication, rehabilitation,
participation, integration in society etc. The human rights obligation on the
preventive protection against violence and the right to non-violent care are
not mentioned in the Laender laws either.

With regard to the right to life and physical integrity (cf. Article 2 ECHR, Article Profection against
violence and arbitrary

6 ICCPR) as well as the prohibition against subjection to cruel, inhuman e i
deprivation of liberty

or degrading treatment (cf. Article 3 ECHR, Article 7 ICCPR), a preventive
approach in the area of the nursing and care of elderly persons in nursing
homes is mandatory. The same applies for the protection against arbitrary
deprivation of liberty (cf. Article 5 ECHR, Article 1 Federal Constitutional Law
on the Protection of Personal Freedom, Article 9 ICCPR), which however has a
uniform regulatory content nationwide thanks to the Nursing and Residential
Homes Residence Act (Heimaufenthaltsgesetz). In order to protect elderly
persons in long-term care against violence or abuse or arbitrary deprivation of
liberty, in addition to adequate financing and staffing of control mechanisms
such as the supervision of homes and resident representatives pursuant to the
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Standardisation and
precise specification
necessary

Nursing and Residential Homes Residence Act, relevant opportunities to voice
complaints must be available and accessible to residents and their relatives.

In order to anchor and further promote the protection of human rights in
the daily nursing routine of elderly persons, the rights of residents in nursing
homes should be reformulated, standardised throughout the country and,
for the purpose of improved enforceability, specified as precisely as possible.
Furthermore, it must be guaranteed that the residents are informed of their
rights and relatives and other trusted persons know these rights as well.

> The rights of residents must be standardised throughout the country and specified as
precisely as possible with the objective of fully implementing human rights guarantees
for the purpose of improved enforceability.

> It must be guaranteed that residents are informed of their rights, and that relatives and
trusted persons know these rights.

Complaint management

30

as an important
preventive tool

Issues on confidence
and relationship level

2.1.3 Complaint management

Voicing complaints gives each individual including the organisation the
opportunity to bring about clarification, sort out misunderstandings and
solve problems. For this reason, it is extremely important to the NPM that care
facilities have several easily accessible complaint channels in place. This will
give clients, their relatives but also volunteers an opportunity to communicate
their dissatisfaction or critical observations in a way that seems most
appropriate for them. It must therefore be guaranteed that complaints can be
submitted verbally, in writing, by telephone, by email but also anonymously.
Professional complaint management is an important preventive mechanism
to avoid conflict and violence, and should thus motivate those involved to
voice their criticism. Staff should be informed about complaint and processing
channels and be able to provide information about who deals with which
communication form and which content. Transparent complaint management
is an expression of an open culture and proof of an endeavour to rectify
conflict and the willingness to solve problems. This helps staff to become more
confident in properly dealing with criticism.

The overwhelming majority of complaints in care facilities that came to light
during interviews with the commissions had to do with issues regarding the
confidence and relationship level and was linked with concrete negative
experiences. If these issues cannot be rectified quickly, the resulting frustration
and annoyance can continue to have an effect.
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Residents and their relatives need to be certain that the nursing home deals
with critical observations and is seriously interested in making improvements.
No organisation is safe from “blindness of the system” and negative routines.

The way in which individual facilities deal with complaints differs greatly,
as ascertained by the commissions on their visits to retirement and nursing
homes.

The commissions were told in one facility in Tyrol and in Burgenland that Few complaints do not
the establishment of a low-threshold complaint management had not been zssc;s;‘;r:lzgzsfi;‘g;in
dealt with, as it was possible to contact the head nurses or facility manager,

which was a rare occurrence anyway. In a nursing home in Upper Austria,

Commission 2 observed that written criticism could be submitted but that

staff were unable to explain how the complaints are processed and how

the outcome is communicated. It was also not possible to voice complaints

anonymously. The home operator assured the NPM that a comprehensive new

concept would be developed and implemented in 2018.

In a facility in Styria, residents testified to Commission 3 that there were
several cases of verbal abuse on the part of two employees. They also spoke
of “assault” when being assisted with personal hygiene. In concrete terms,
they described situations in which those in need of care were shouted at or
even “pushed” in front of others. As a penalty for undesired behaviour, these
persons’ mobile phones were taken away temporarily or they were forced to
stay in their room or not allowed to go to the dining room. Residents claimed
that they have stopped complaining about these caregivers, as there has been
no reaction to date. They also rarely tell their relatives anything negative
“so that they won’t worry”. The management of the facility and the staff on
the other hand were convinced that there is an open complaint culture in
their organisation, as there is the opportunity to voice complaints in a forum
once a month. An internal anonymous complaint channel was however not
planned. Besides, there were no notices on contacting the Styrian Patient and
Care Ombudsman Board (Steirische PatientInnen- und Pflegeombudsschaft)
and the representatives of the residents. There was also a complete lack of
information on the rights of residents. When the problematic behaviour of
the caregivers was brought up, the manager admitted to the commission that
she was aware of the allegations and had organised that the two caregivers in
question are no longer permitted to work alone and “were under observation”.
Commission 3 had the impression that trying to improve the atmosphere or
openly discuss the problem with those affected had no priority.

A care facility in Lower Austria installed a residents’ council in order to give the Residents’ council
residents the possibility to have their say. The residents elect one representative

for each floor who is invited to regular meetings with the home management.

Ideas, feedback, wishes and filed complaints are discussed and decided on

together, as are the form in which residents are informed about solutions and

what is rejected or in the process of being implemented.
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Professional complaint management is an important preventive mechanism for
avoiding conflict.

Residents should be supported in submitting verbal, written or anonymous complaints.

Complaints should be followed up on without delay. Misunderstandings and unfulfilled
wishes must be clarified, the lack of information rectified, and solvable problems should
also be addressed quickly.

Palliative care in nursing
homes is organisational

32

process

2.1.4 Hospice culture and palliative care

A project on “Hospice Culture and Palliative Care in Nursing Homes”
(“Hospizkultur und Palliative Care in Pflegeheimen”) was developed by
Hospiz Osterreich (Hospice Austria) in 2004 based on experience gained in
Vorarlberg. Experience has been gathered on model projects in Vorarlberg,
Lower Austria, Salzburg, Vienna, Styria and Burgenland for more than a decade
and is documented in the form of quality objectives, structural and process
standards and guidelines. The Austrian Institute for Health (Osterreichisches
Bundesinstitut fiir Gesundheitswesen) published a process manual for hospice
and palliative facilities for adults that was developed with the involvement of
expert teams from the Hospiz Austria umbrella organisation and employees
from the hospice and palliative facilities. The manual is used by the NPM for
defining assessment criteria.

Hospice culture and palliative care is an approach that enhances the quality of
life of those, who are in the final phase of their lives and enables them to pass
away with dignity. Holistic nursing, palliative medical care and pain therapy
to ease the symptoms accommodates the mental, social and spiritual wishes
of the patients. With the help of a specifically developed communication tool
— the care dialogue - residents’ wishes are voiced in order to facilitate advance
planning.

This type of care requires special knowledge and experience in treating pain
and dementia as well as communication that recognises and respects the
special situation of the residents. Interdisciplinary collaboration, above all
between the medical and nursing staff, and the involvement of close relatives
play a key role. The Hospice Culture and Palliative Care in Nursing Homes
project is therefore a comprehensive, two-year organisational development
process focusing on hospice and palliative care. Part of this process is the
further training of 80% of the staff from all professions according to the
palliative geriatric curriculum, further training within the framework of the
Care Dialogue (Vorsorgedialog) project - an integral part of hospice culture
and palliative care - and the continued development of procedures in nursing
homes to better satisfy residents’ needs during the end-of-life process. Advance
care planning for the final phase of life is an important condition for enabling
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persons to pass away in familiar surroundings. If the project on Hospice Culture
and Palliative Care in Nursing Homes is not established in nursing homes and
there is a shortage of staff anyway, persons in the final phase of their lives are
often moved to hospitals. The NPM is of the opinion that this can constitute a
violation of human rights.

In order to preserve the quality of life and human dignity until the end, the
NPM holds the view that the goal must be to implement and sustainably
maintain Hospice Culture and Palliative Care in Nursing Homes project
throughout Austria.

At the beginning of 2017, 129 retirement and nursing homes in eight Laender No nafionwide
had applied the Hospice Culture and Palliative Care in Nursing Homes implementation
project. Home operators in individual Laender have made commendable
efforts in this regard in recent years and have specially trained their staff.
Corresponding initiatives have thus been implemented in two thirds of all
state nursing homes in Lower Austria (33 out of 48). However, this is still far
from a nationwide implementation in 850 nursing homes all over Austria. But
this could change. In addition to care funding, an increased budget of EUR 18
million per year has been made available for the hospice and palliative care
area for the financial equalisation (redistribution of income) period 2017 to
2021, whereby the Federal Government, Laender and public social insurance
carriers will share a third of this respectively.

The NPM states that Nils Muiznieks, the Commissioner for Human Rights of
the Council of Europe, sees a serious violation of human rights in the denial of
palliative care. He expressed this in January 2018 as follows:

“The importance of palliative care as an integral part of health services and Denial of palliative
its denial as a human rights violation are being increasingly recognised at the ~€Are is a human rights
international level. Special Rapporteurs of the UN on Torture and on Health violaion

stated that the denial of pain relief causing severe pain and suffering may

amount to cruel, inhuman or degrading treatment. Within the Council of

Europe, the Recommendation of the Committee of Ministers on the human

rights of older persons devoted a chapter to palliative care, providing that

‘any older person who is in need of palliative care should be entitled to access

it without undue delay, in a setting which is consistent with his or her needs

and preferences, including at home and in long-term care settings’.” (Source:
https://www.coe.int/en/web/commissioner/-/the-right-of-older-persons-to-
dignity-and-autonomy-in-care).

The commissions visited facilities which still lack spatial or other conditions Missing condifion for
to enable residents to receive palliative support in the final phase of their lives Polliofive care

and bid their relatives farewell in intimacy. In this context, a nursing home was

visited in Styria which only offered shared rooms and had no rooms available

where the relatives of the dying could spend the night. Staff shortages on night

duty made it impossible to spend time with the dying.
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Alleviation of fears

through Care Dialogue

Guidelines for palliative
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sedation therapy

In other retirement and nursing homes visited by the commissions, there are
farewell rooms and prayer rooms. Some facilities are taking part in hospice
projects. There are palliative care plans that include emergency and treatment
plans, and are regularly evaluated by all those involved (medical and nursing
staff, relatives, and if possible the residents as well). Palliative care is a focal
point in further training there.

In 2017, the Care Dialogue (Vorsorgedialog) became an important and integral
component of hospice culture and palliative care projects. Facilities that are
working on or have already implemented this reported about their experience
to the commissions. Addressing this topic is perceived as a relief because it
alleviates the fears of residents and their representatives and, at the same
time, supports the care staff in ethically difficult decisions at the end of a life.

Palliative care affirms the finite nature of life and advocates as peaceful a
death as possible for residents. This includes possible ways of dying and the
differentiated use of passive euthanasia options (dispensing with life-prolonging
intervention). The Care Dialogue thus encourages the self-determination of
residents with regard to dying too and guarantees an individual end-of-life
care as a measure of respect for the inseparable dignity of human beings in
the final phase of their life. The Care Dialogue is also anchored in the 2°¢ Adult
Protection Law that will come into effect on 1 July 2018. Legally speaking,
this is equivalent to a substantial patient decree, provided that the resident is
sufficiently able to reason and make decisions during the dialogue.

The NPM considers the Austrian guideline for palliative sedation therapy
(PST) a progress. There was no standardised ethically grounded guideline for
this therapy in Austria until 2017. On the recommendation of the Bioethics
Commission, a multi-professional working group created a guideline for
palliative sedation therapy on behalf of the Austrian Palliative Association
(Osterreichische Palliativgesellschaft). The guideline was published as an
open source in Vienna Medical Weekly (Wiener Medizinische Wochenschrift)
in 2017.

PST is important when caring for terminally ill residents who are experiencing
intolerable suffering. It is not a standard medical measure but the last medical
way of controlling intense pain, which cannot be otherwise treated in therapy,
with a pharmacological lowering of consciousness. The legally effective
execution of PST requires the same legitimation criteria as other medical
therapies: a corresponding indication and a legally effective consent to the
treatment.
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> Every seriously and terminally ill person has a right to the comprehensive medical,
nursing, psychosocial and spiritual care and support that is commensurate with their

Individual life situation and hospice-palliative care needs.

> The nationwide implementation of an equal access to hospice and palliative care in
nursing homes has to be sensitive to the personal and cultural values, beliefs and rituals

In order to facilitate dying with dignity.

> Care Dialogues should be established in all facilities. Residents and their trusted
persons should be supported in making decisions that affect the final phase of their
life. This requires space and time for passing on comprehensible information related to

predictions as well as treatment and care opftions.

2.1.5 Drug safety - polypharmacy

Many of the residents of retirement and nursing homes are multimorbid and
have cognitive and/or physical restrictions. This means that they are extremely
vulnerable and worthy of protection.

During their visits to retirement and nursing homes the commissions observe
that geriatric patients often receive polypharmaceutical treatment. The NPM
is well aware that prescriptions are necessary in isolated cases under certain
circumstances. In most cases however, it is not possible for the commissions
to examine whether or in how far the prescribing doctors and nursing staff
considered the possible effects of this type of medication. In many cases, it
is also not transparent how medication-based therapy objectives and care
planning are aligned and evaluated.

The number of side effects and undesired interactions increases with the
amount of medication taken. According to a study, there is a 13% probability
of interaction if two medicines are taken simultaneously. If four medicines
are taken, the probability is 38%, and 82% for seven medicines taken on
the same day. If ten medicines are prescribed per day, over 45 interactions
can be expected mathematically speaking (source: Hiemke, C. / Eckermann,
G. (2014): “Kombinationstherapie/Polypharmazie - Interaktionen von
Psychopharmaka”. Arzneimitteltherapie 2014; 32: 361-370). However, these
medication-based interactions are often misinterpreted as the symptoms of
new diseases in elderly people. Dizziness, disorientation and falls are often
seen as age-related changes for which new medicines are prescribed. For elderly
persons, the most frequent health problems caused by medication are states
of confusion, depression, tendency to collapse, constipation, incontinence and
Parkinson’s disease with impaired movement.

The undesired effects of medication foster intellectual decline, immobility
(impaired movement), instability and incontinence. For this reason, drug
safety is of key importance. It is also scientifically proven that inconsiderate
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Documentation is not
merged

pharmacy in geriatric patients increases the probability of mortality and
morbidity.

In order to make the provision of medication and care planning safer, not
only the individual competence of all those involved in the administration
of medication should be strengthened, but also the cooperation and
communication of all stakeholders (general practitioner, medical specialists,
pharmacists, nursing staff, social support, patient and relatives) improved
and intensified.

But in reality this is lacking to a great extent. In the year under review, the
Medical Chamber of Tyrol sent out a circular — which is in the possession
of the NPM - expressly recommending all practising office-based doctors to
strictly separate medical documentation from nursing documentation in care
facilities. They also hold the view that the nursing staff do not have to be
informed about diagnoses and medical therapy objectives.

It goes without saying that a good collaboration of all professions in the
interest of the patients is essential. However, it is not guaranteed in all care
facilities. “Tribal thinking” on the part of the medical profession — in other
words, the tendency to act separately or even in competition with nursing -
is indefensible and unacceptable as far the NPM is concerned. The Federal
Ministry of Labour, Social Affairs, Health and Consumer Protection was
informed about this. Qualified nursing staff may not be left in the dark about
diagnoses and therapy objectives or where health promotion, prevention,
therapy, rehabilitation, palliation, but also safe medication therapy are
concerned. After all, they are also responsible for measures to improve the
quality of life and should be able to plan the same. Furthermore, the lack of
coordination feeds stressful — and expensive — “revolving door effects” if those
in need of care are alternating between the nursing home and hospitals at
short intervals.

Medication reviews by medical, pharmaceutical and nursing staff are long
since established in the Anglo-American region. This type of cooperation is
legally possible in Austria too and is practised in isolated cases. There are
also some care facilities in which general practitioners use the nursing home
documentation system and document visits and treatments themselves. This
helps prevent transcription errors, reduces the workload for nursing staff and
improves the safety of residents. Care facilities in which joint nursing rounds
and case reviews take place demonstrate how the important nursing home/
general practitioner interface can be optimised. The availability of the doctors
is regulated. Treatment by a substitute is guaranteed if the doctor is not on-site
or has other commitments. There are also fixed emergency rules which are
observed by both sides.
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Another key aspect of drug safety is the adequate handling of psychotropic Use of psychotropic
medication. Without question, treatment with psychotropic medication is one ~Medicafion

of the most important pillars of modern psychiatric therapy. Having said that,

in the interest of those affected a clear indication and careful application of

therapeutic standards are a must in this context. In the year under review,

the commissions observed several cases in which the use of psychotropic

medication was questionable:

In a Tyrolean facility, a remarkably high number of prescriptions for long-
term medication (13 to 16) and additional individual medication was observed
for almost all of those in need. One resident was prescribed Psychopax and
Temesta at the same time. Both drugs are benzodiazepines (tranquilisers that
can cause adiction). Besides, Psychopax is on the Austrian list of potentially
inappropriate medication (PIM) (see also NPM Report 2014, pp. 32 et seq.
and NPM Report 2015, pp. 38 et seq.) and is thus potentially inappropriate
medication for elderly persons. Commission 1 was also critical of psychotropic
medication being prescribed for persons who had not been diagnosed with
mental illnesses in the nursing home. Even more so, as only the following
indications were found: “hiccups”, “for nausea/shortness of breath”, “before
showering”; for “agitation, when worried, headache, pressure in the head”.

Due to the lack of availability of data on the safety and efficacy of some
medication in elderly persons and the lack of evidence of the safe use of
medicine in old age, the list of potentially inappropriate medication (PIM
list), which is based on expert knowledge, was created for the Austrian
pharmaceuticals market. 73 substances are classified as being “potentially
inappropriate” for patients over 65 on the PIM list. It is assumed that avoiding
this medication contributes to improving the safety of medicine-based therapy
in old age. Ultimately, thanks to the many practical tips, the PIM list can also
be used as a decision-making tool to support doctors when selecting a therapy.

> Residents must be protected against polypharmacy by constantly assessing existing
medication and discontinuing medicine-based therapy If it is not (no longer) necessary.

> In particular, prescribing benzodiazepines and antipsychotics without corresponding
Indication or without reqular evaluation of whether another prescription is necessary
should stop.

> A changed morbidity spectrum requires the interlocking of primary medical and
nursing care. The collaboration between general practitioner's surgery and nursing
specialists should comprise joint case planning, effective communication and mutual
understanding.
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Large facilities for

persons with psychiatric
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disease

2.1.6 Misplacement of persons with chronic illnesses in Styrian
nursing home

In the year under review, Commission 3 visited nursing homes in Styria that
care for persons with psychiatric diagnoses. These facilities have 70 to 140 care
places and are primarily for the long-term care of patients with a psychiatric
disease. In these cases, private operators also receive a psychiatry allowance
from the Landin addition to the regular daily rate.

In the past, the NPM has already criticised placing persons with mental illnesses
in nursing homes. The chronically ill are thus excluded from normal everyday
life. However, the objective of the psychiatry reforms in recent decades was
to build up local care structures for persons with chronic mental illness in
tow with reducing the number of beds in psychiatric hospitals. This was also
designed to avoid repeated long-term stays and involuntary placement in
psychiatric long-term wards.

But there have been no accompanying structural reform efforts for the
development of adequate, alternative and local assistance for persons with
chronic psychiatric diseases in Styria. The failure to build up local care
structures (fully assisted living and housing facilities and a rehabilitating daily
structure) coupled with the simultaneous surplus of beds results in persons
currently being hospitalised at just 30 years of age.

The main focus in the care of persons with chronic psychiatric diseases in
the facilities visited by Commission 3 is primarily on nursing aspects. The
nursing homes have neither the specific needs-based treatment concepts that
are adapted to individual needs for assisting persons with ICD-F diagnoses nor
do they provide tailored support measures for their rehabilitation. Continuing
and long-standing functional problems however would call for specific
assistance and help for every functional area (self-care, work, taking part in
social life). Nursing homes are not in a position to provide this. It is crucial
that the misplacements are (at least gradually) reversed and stopped. The
NPM views the approach practised by the regional government of Styria to
be a breach of the UN Convention on the Rights of Persons with Disabilities
(CRPD). This comprises sponsoring nursing homes with psychiatry allowances
when they admit younger persons rather than reallocating existing funds to
the setting up and expanding of suitable residential groups, partially assisted
living and social and occupational rehabilitation.
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> Persons with mental illnesses must be cared for in compliance with the UN Convention
on the Rights of Persons with Disabilities (CRPD) in low-threshold and local care

settings. Misplacements must be reversed and stopped.

> Specific needs-based care concepts must be established for the treatment of persons with

chronic psychiatric diseases.

> Individual support measures that facilitate full reintegration should be part of the

rehabilitative treatment concept.

2.1.7 Positive observations

On a positive note, most institutions, facilities and operators were able to see
and accept the suggestions made by the commissions as welcomed feedback.
The scope or content of the OPCAT mandate are only questioned in exceptions.
The recommendations of the NPM are recognised to a great extent and some
of them quickly implemented, as the following examples show.

First and foremost, heightened awareness for both the mechanical and
medication-based restriction of freedom was achieved in the area of the “core
mandate” of the NPM, the monitoring of measures that restrict freedom. There
were report updates and the recommendation of an evaluation was followed
through by taking up contact with the representatives of the residents. In
some cases, training on the Nursing and Residential Homes Residence Act
(Heimaufenthaltsgesetz) or changes in documentation were announced.
Several facilities reported that meetings with the competent general practitioner
have brought about improvement in cooperation and the issue of more precise
prescriptions for administering the appropriate medication. In December 2017
the President of the Austrian Healthcare and Nursing Association assured the
NPM in writing and in reaction to last year’s report that an e-learning tool for
nursing staff is being developed that provides information about the Nursing
and Residential Homes Residence Act and resulting obligations. It should also
help in implementing alternatives for medication-based and mechanical
restrictions of freedom. This tool is scheduled to be deployed in further training
sessions in 2018.

The NPM made many recommendations on how nursing homes should be
organised in order to enable those in need of care to keep their individual
routines in this living environment. It is important to the NPM that the
nursing process routines are not so formalised that they obstruct these claims.
Accommodating the requirements of those in need of care has been proved to
prevent violence. The subjective quality of life of the residents is thus improved.

Some retirement and nursing homes have acted on these recommendations
and changed work rosters for example, introduced a late shift and stopped
having evening meals so early or scheduled them more flexibly. A nursing

Reaction to
recommendations by
the NPM

Measures that restrict
freedom

Normality principle
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Measures for relieving

40

the staff

Fall management

Pain management

Accessibility of call
buttons and alarm
systems

home in Lower Austria actively offers late mealtimes and even provides these
at night if desired. Afternoon and evening entertainment was introduced
in a facility for senior citizens in Styria at the request of the residents. New
concepts for guaranteeing that residents regularly spend time outside and a
more extensive activity plan were developed by facilities in Vienna and Tyrol
for example, and brought to the attention of the commissions. In one home
in Lower Austria, the hitherto practice of “set” shower days was replaced by
a more flexible alternative after the visit by the commission. “Remembrance
areas” commemorating those who have passed away were made more
appealing. Directly after the commission’s visit, a facility in Upper Austria
gave all residents without serious cognitive impairments front door keys,
which they had been denied until then. Screens for safequarding privacy in
double rooms were bought for the first time in a nursing home in Burgenland.
Dividing curtains were hung up in a retirement home in Upper Austria.

Attempts to relieve staff were another consequence of NPM activity.
Teambuilding days were therefore introduced in a facility in Lower Austria,
shift lengths restructured and special staff rest areas created. The installation
of a night shift could also be achieved in a few isolated cases. Increased further
training was often announced as a consequence of the commissions’ visits.
One facility in Lower Austria thus provided training in hospice and palliative
care for the majority of staff. A senior citizens’ home in Tyrol acted on the
recommendation of further training on violence prevention and validation for
example. Training on dealing with persons suffering from dementia was held
in a facility in Salzburg. The NPM is of the opinion that supervision should
be available in all nursing homes. Commissions were told in a retirement
and nursing home in Salzburg and in Burgenland that individual and group
supervision offers are perceived by nursing staff as an enormous relief. In a
facility in Lower Austria, there is a life and social counsellor available to the
staff whom they can contact with work-related or private problems.

Some facilities recognised the knowledge deficits identified by the NPM with
respect to professional fall management. One Tyrolean facility thus declared
fall prevention to be the main focus of further training in 2017 and hired a
new member of staff for this purpose.

In the year under review, the commissions again recommended setting
pain management measures based on the current nursing standards and
introducing tools for assessing pain in patients with advanced dementia
(PAINAD scale). This was also confirmed.

Many facilities inspected and optimised the height and accessibility of call
buttons in all rooms after the express recommendation from the NPM. One
Styrian facility now also offers those in need mobile call buttons in the form
of wristbands. The NPM is fully aware that residents suffering from dementia
sometimes activate the alarm systems to get attention and care without there
being an “obvious emergency situation”. They often do this repeatedly and at
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short intervals. The reason for this can be that they suddenly feel acute anxiety
and need to be comforted personally. This does not justify the temporary
“deactivation of emergency call systems”.

Measures recommended for improving accessibility for persons with disabilities Accessibility for persons
were implemented in some facilities. These included the visually contrasting “ih disabilifies and
design of walls, floors, skirting boards, and handles or putting coloured siructural measures
marking and fall protection devices at the top of stairs. On recommendation,

additional handrails were mounted, foot mats arranged flush or glass surfaces

made more recognisable as such. Information was made more legible and

understandable in some facilities, because being able to inform oneself and

communicate about the shared environment is a basic need. The interior

design between bed and toilet was improved by direct visual connections

making it easier for residents to go there on their own. In a nursing home in

Upper Austria, mirror tiles were laid and new lamps mounted in the rooms

for wheelchair users in order to compensate for the insufficient lighting

conditions. Recommendations for improved orientation in the use of rooms

were acted on in a Tyrolean facility for example. These included having the

“handcraft group” in the nursing home produce signs with simple graphic

images, symbols or photos that indicate what the room is used for. The interior

space of the rooms were given a dementia-sensitive design to support the

residents’ perception of time. Large clocks and calendars as well as decoration

around a certain theme help the residents recognise the seasons or special

days or public holidays.

4]
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hospital personnel

22  Hospitals and psychiatric institutions

2.2.1 Introduction

In the year under review, the commissions of the NPM visited 36 medical
facilities including 21 psychiatric and 15 somatic clinics or wards. Most of the
observations made by the commissions in the year under review dealt with
the issues of “health care” (18) and “measures that restrict freedom” (17).
There were also critical observations on personnel matters (13) and structural
deficits (12).

With regard to current formal legal suggestions made by the NPM in the
area of preventive human rights monitoring, the (former) Federal Ministry
of Health and Women’s Affairs promised improvements in the Hospital and
Convalescent Homes Act (Krankenanstalten- und Kurzanstaltengesetz) and
the Hospitalisation of Mentally Ill Persons Act (Unterbringungsgesetz) in a
declaration in July 2017. The “Health” area was transferred to the field of
competence of the Federal Ministry of Labour, Social Affairs, Health and
Consumer Protection in January 2018 as a result of the amendment to
the Federal Ministry of Health in 2017. The NPM tentatively assumes that
preventive human rights monitoring in health care institutions and facilities
will continue to be developed by the new Federal Minister using the results
achieved to date as a base.

In accordance with the long-standing demand by the NPM, the Ministry
promised that the obligation for psychiatric wards and hospitals to keep a
central register for recording measures that restrict freedom will be enshrined
in law with the next amendment of the Hospital and Convalescent Homes Act.
A legal amendment is necessary because the commissions again observed in
the year under review 2017 that central registers in medical facilities were not
in place on a nationwide basis. An anonymous central register that complies
with the CPT standards is a vital condition for an effective and systematic
prevention strategy to reduce the use of measures that restrict freedom. The
central register makes it possible to compare the number of such measures
inside the clinic but also between the medical facilities. Only when these data
are available can there be a concrete discussion on how such measures can be
avoided. They also form the basis for developing pertinent strategies that help
the institutions to avoid measures that restrict freedom.

The Human Rights Advisory Council has dealt with the problem of sexual
harassment of patients by personnel in depth and developed recommendations
for improvement for the purpose of a preventive approach (see NPM Report
2016, p. 49 et seq.). One suggestion was that the patient advocacies of the
Laender should be invited when there are allegations of sexualised violence to
patients.They could assist the victim support groups in hospitals, especially if
a member of the medical facility staff is suspected. According to one promise,
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this recommendation should also be implemented with the next amendment
to the Hospital and Convalescent Homes Act.

However, the NPM would like to emphasise that in addition to formal legal
requirements, a comprehensive preventive concept for avoiding sexual assault
is necessary. This includes basic and further training to increase the awareness
of clinic staff with respect to dealing with “sexuality”. These training sessions
should emphasise that patients can perceive suggestive remarks for example
or even an imprudent, fleeting physical touch as a violation of personal
integrity.

It has regularly come to the knowledge of the NPM that security organs,
in rural areas in particular, are forced to judge whether the conditions for
necessary hospitalisation pursuant to the Hospitalisation of Mentally Il
Persons Act are given in the event of imminent danger. Police officers are
thus often left alone when having to decide whether a person displaying
behavioural disorders is suffering from an illness, which due to acute and
considerable harm to themselves or others justifies the involuntary placement
in a psychiatric hospital. These decisions are extremely stressful for people
without a medical background and foster misjudgement and the insufficient
description of situations in states of emergency. As a consequence, doctors in
psychiatric wards may not think that the conditions for hospitalisation are
fulfilled, and those affected are left alone in what is still a difficult situation,
sometimes far from home even at night.

The NPM thus suggested that emergency doctors as well as office-based
psychiatric specialists be legally authorised to issue certificates pursuant to
the Hospitalisation Act. The former Federal Ministry of Health and Women’s
Affairs indicated to the NPM that the topic is being taken seriously and
different solutions are being discussed, for which a formal legal solution is
also being sought.

It was outlined in previous reports (see NPM Report 2015, p. 53 et seq.)
that even in the area of application of the Hospitalisation Act pursuant to
the jurisdiction of the Supreme Court, the administration of psychotropic
medication can constitute a restriction of the freedom of movement in certain
conditions. This should, contrary to current practice, be specially documented
as a medication-based restriction of freedom and reported to the patient
advocacy pursuant to Section 33 Hospitalisation Act. The Supreme Court
substantiated this by explaining that it is not critical “within the meaning of
restrictions of the freedom of movement” whether a restriction of freedom is
effected by physical coercive measures or by pharmacological intervention.
The observations made by the NPM during the period under review, however,
give reason to believe that in psychiatric hospitals the opinion still prevails
that every medication-based therapy is indicated and thus an indispensable
component of psychiatric medical treatment. From the NPM's point of view,
it is still essential that potential medication-based restrictions of freedom in

Hospitalisation without

medical certificate

Medication-based
restriction of freedom
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Reporting measures that
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restrict freedom

Extension of video
interpreting system

Security deployment

psychiatric hospitals are included in guidelines and mandatory reporting is
introduced pursuant to the Hospitalisation Act.

Another area of contention in the day-to-day routine of psychiatric hospitals
emanates from the Supreme Court jurisdiction stipulating that every
application of measures that restrict freedom must be reported immediately,
that is without any delay. This obligation applies regardless of whether
vacation-related delays can be expected in the procedure in isolated cases.

However, the NPM observed that the organisational procedures required
have still not been implemented on a nationwide basis. Reports are still
not submitted immediately, in particular on Sundays, public holidays and
weekends. On the other hand, due to the continued emphatic confrontation of
the issue by the NPM, the medical facilities have now indicated that they are
willing to close existing “time gaps” through IT solutions and streamlining of
the reporting procedure for example.

The increasingly problematic intercultural care of patients poses a
continuing challenge for psychiatric hospitals. Language barriers can lead
to communication problems that result in misjudgement in the area of
nursing and medical treatment. The extended use of video interpreters in
hospitals is increasingly helping to bring about the necessary improvement
in communication. Video interpreting systems were installed in all regional
hospitals in Lower Austria in the first six months of 2017. Measures were also
taken to expand the already existing video interpreting systems in Vienna.
However, expansion of this nature is not only advisable for foreign languages
but should also be used to improve communication with certain patients
(e.g. sign language). This ensures that an interpreter can be involved in the
treatment setting without delay.

A further positive development is the willingness of some hospitals to acquire
less severe solutions to avoid using measures that restrict freedom, e.g. low beds
or sensor floor mats. It is thus possible to reduce restrictions of the freedom of
movement to the required minimum level.

The NPM also criticised the deployment of the security service in Innsbruck
Regional Hospital, University Hospital for Psychiatry, in 2017, as the security
service was granted extensive powers (see NPM Report 2016, p. 56 et seq.).
Thereafter, the Tyrol clinics agreed on further procedures at a meeting with
representatives of the University Hospital for Psychiatry and the cooperative
management of Innsbruck Regional Hospital, the Police Department of
Tyrol and the local Innsbruck police. As recommended by the NPM, it was
agreed that only health care staff are authorised to take measures that restrict
freedom, such as detention or returning the patient to the psychiatric ward.
This also applies in cases of accompanied transportation. Insofar as patients
under the Hospitalisation Act escape, the police will have to be called in future
if these patients pose a threat to third parties. The security service shall thus
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reduce their activity to de-escalation measures in such cases and should only
intervene in emergency situations if this is absolutely necessary to protect the
staff from existing, direct, imminent danger.

The NPM is fully aware that, due to the increase in dangerous situations,
there is a greater need for security for the health care staff including employee
protection aspects. The presence of private security personnel in itself
is therfore viewed as support. This is understandable but falls short of the
mark. It is important to understand how aggression emerges, as this provides
information for preventive measures. Staff-related, organisational and
patient-related strategies have to intertwine here. Time constraints, the much
lamented work overload and staff shortages continue to provide the breeding
ground for a tense communication atmosphere. If the needs and feelings of
persons who subjectively consider themselves to be in a health emergency are
not sufficiently appreciated, their annoyance can erupt as an overreaction in
order to get attention.

In most cases, the facilities concentrate on secondary prevention, which
only sets in after escalation has started. Specifically focusing on primary
intervention measures that prevent crises from occurring in the first place
would be just as important. These include training in verbal and non-verbal de-
escalating behaviour and communication strategies but also other measures
that demonstrably reduce the number of conflicts: bright waiting areas with
sufficient possibilities to be alone and have privacy, two entrances and exits per
room, emergency buttons or silent alarms, easily understandable orientation
systems etc. For the purpose of tertiary prevention, it is also necessary to develop
clear instructions on what to do after an incident. Staff who are traumatised
by a violent incident need personal support in order to work through what
they have experienced. An inadequate prevention strategy thus fosters those
emergency situations which cannot be countered with security services alone.

The NPM continues to expressly object to private security companies being
routinely deployed on the threshold to nursing and care whereas effective
alternatives (e.g. specially trained professional crisis teams) are not taken into
consideration.
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> Central registers for recording measures that restrict freedom should be enshrined in the
law as an effective and systematic prevention strateqy as quickly as possible.

> A comprehensive preventive concept is required in order to avoid sexual assault in
medical facilities.

> Medication-based restrictions of freedom can also be applied in psychiatric hospitals
and must be reported pursuant to the Hospitalisation of Mentally Ill Persons Act ().

> Staff-related, organisational and patient-related strategies must be intertwined in
violence protection. Security services should never be deployed in the borderline area to
nursing and care. Preference should be given to alternative measures (e.g. crisis teams)
In as far possible.

Structural violence

Psychological violence
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2.2.2 Hidden violence in the day-to-day routine of psychiatric
hospitals

Coercive measures are a component of psychiatric treatment that can be vital
in acute situations with aggressive patients. Proximal restrictions such as
restraint for the benefit of the patients can be necessary during the nursing
process. One of the main tasks of the NPM in this area is to monitor the general
conditions and point out non-compliance where appropriate. This is often
caused by the insufficient exploitation of preventive measures for avoiding
restrictions of freedom. Corresponding observations are highlighted in this
report.

A distinction must be made for aspects of a structural nature and the non-
physical use of force, which can have a negative impact on the care situation.

These include insufficient human resources. Staff shortages are a problem in
many institutions and facilities, in particular during the night, when a lot of
staff are on sick leave and at the weekends. This causes stress for the staff and
overload in acute situations. From the view of the NPV, it is thus necessary
to create a more flexible system. This would guarantee being able to react
faster to existing demands and ensure that sufficient capacity is available.
Otherwise, it is to be feared that staff will be unable to cope with the tasks and
end up suffering themselves from mental illness such as burn-out.

Difficult underlying conditions can also result in some forms of psychological
violence which manifest as threats, insults and abusive language for example.
Cognitive or emotional, affective or mental damage can be the consequence.
An appreciative approach and careful choice of words are of great importance,
especially when dealing with persons with mental illnesses, some of whom are
in a psychiatric facility against their will and often feel at the mercy of others
and helpless.
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Patients plausibly claimed in interviews with the commissions that they were Threat and restraint
threatened with restraint if they questioned their medication or did not comply

with the prescribed therapy. They were also urged to take their medication

in a very aggressive manner (“If you do not take the medicine, then...”).

One patient reported that she was threatened with the cancellation of her

forthcoming discharge from the facility if she did not clear away the trays.

The interviewed patients, some of whom have been admitted to a psychiatric
ward several times, find such treatment degrading and frightening.

The NPM is insistent that the nursing staff should be sensitized in general
about the use of such verbal pressure. Pertinent information from the NPM is
taken very seriously by the hospitals and is the basis for meeting with staff in
order to underline the significance of an appreciative approach when dealing
with patients.

Ultimately, violence to patients can be accounted for in treatment methods that
are difficult to see objectively. An unfriendly look, roughness when assisting
with personal hygiene or apparent impatience during care treatments can
thus be perceived by the patients as intimidating or degrading.

The NPM also observed that the prescription of so-called PRN medication Precise prescripfion
often fails to comply with the regulations: amount, dose, channel and time of ©f PRN medication
administration must be recorded in the patient documentation by the doctors necessay
authorised to write prescriptions. Whilst the administration of medication is
a medical activity, it can be delegated to qualified nursing staff within the

framework of a multi-professional area of competence.

Prescriptions that do not include a specified time plan are only permissible
if the criteria for assessing the time and the dose of the medication to be
administered are clear, unequivocal and transparent according to medical
standards. It must be possible to preclude an inadmissible diagnostic or
therapeutic activity by the nursing staff. However, the documentation viewed
contained some vague information (such as “additionally for severe agitation”
or “for agitation”). The consequence of such unspecific prescription of a PRN
medication is naturally that the nursing staff have a relatively large amount
of leeway. It cannot be ruled out that medication is used hastily to sedate
patients without first trying milder measures. This kind of approach can also
allow hidden violence to occur which patients can perceive as a “sanction” in
extreme cases.
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> Flexible personnel planning systems must be implemented in medical facilities in order

to facilitate fast reaction to concrete conditions and existing requirements.

> Attention must be given to an appreciative approach when caring for persons with

mental illnesses in order to avoid a feeling of powerlessness and degradation.

> The prescription of PRN medication must be precise and in accordance with the legal

requirements.

2.2.3 Application of measures that restrict freedom

Profection of personal  Measures that restrict freedom are only permissible if they are applied to

hallways and in shared

have alleviating effect
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ntegrity  gyert a serious or considerable danger to the life or health of the patient or
others, or if they support medical treatment or care and are not inappropriate.
Therefore, it must be examined on a case-by-case basis whether measures that
restrict freedom are absolutely necessary to reach this goal both qualitatively
(type of measure) and quantitatively (spatial scope and duration of measure).
Restrictions of freedom can only be considered as a last resort in which case
the principle of minimum possible intervention applies.

The NPM observed in the current year under review that these requirements
regarding restraints are not always complied with in practice in psychiatric
hospitals.

Restraints in beds in  In the absence of a specially designated room, restraints were often applied
in the hallway or in shared rooms in the presence of other patients. This kind
rooms . ;
of approach is absolutely unacceptable, as the privacy and personal space of
those affected is violated and other patients can be frightened and traumatised

when they experience coercive measures.

A similar situation is, for example, when people can see into rooms designated
for restraints. In cases like these, the NPM normally succeeded in having some
form of privacy screen installed in the relevant wards.

Furthermore, restraints are still applied in which only an abdominal restrain
(one-point restraint) is used, even though this is associated with a greater
risk of strangulation and does not comply with the specifications of the
manufacturers. The NPM still insists that 1:1 supervision is ensured if possible
in the event of a restraint. Supervision of this type would, however, be advisable
as a pre-emptive measure in order to avoid having to restrict the freedom of
the patient in the first place.

Follow-up meefings  Follow-up meetings after the application of a measure that restricts freedom
have an important function. They help in working through the experience and
are seen as a relief by those affected. Studies and reports from former patients
prove that follow-up meetings make it easier to cope with these experiences,
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which are often perceived as traumatising. However, the experience of the NPM
indicates that these follow-up meetings are often not given sufficient attention
or that there was no reference to a follow-up meeting in the inspected medical
history after a restraint had been applied.

Reference is made to the importance and necessity of follow-up meetings in the
CPT standards. According to the CPT, follow-up meetings should take place as
soon as possible after a restraint. This gives the medical staff the opportunity
to explain why the restraint was applied and build up a positive doctor-
patient relationship. The follow-up meetings give the patients the opportunity
to talk about how they experienced the restraint. In this way, the health care
professionals receive feedback on whether and how their own behaviour has
to be changed in an imminent conflict situation. For this reason, the NPM
sees follow-up meetings on restraints and other serious restrictions of freedom
as a fixed component of medical treatment. Generally speaking, working
through experiences with measures that restrict freedom from a professional
and preventive human rights perspective should be emphasised more because
they improve continued compliance.

Guidelines in which binding quality standards are defined should also serve
this purpose. In this way, uncertainty on the part of the staff in dealing with
measures that restrict freedom can be avoided. Detailed ongoing training
programmes on the application of measures that restrict freedom are also
necessary in parallel. The training content should not only be limited to the
“technical” application of these measures. What should also be emphasised is
the vital importance of the circumstances before, during and after a measure
that restricts freedom in the interest of a preventive approach and as gentle a
treatment as possible for the patients.

It is necessary that the application of measures that restrict freedom is
documented in a comprehensible way. Corresponding proof of execution
identifies the persons applying the measure and documents which interventions
were made on which day, at which time, for how long, by which person. This
also benefits quality assurance.

Therefore, the application of all interventions must be confirmed in writing
or electronically by means of a local signal or set digital ID with time or time
period and date. This is stipulated in the work aid for nursing documentation
2010 that was created on behalf of the former Federal Ministry of Health.

From a human rights point of view, it should be considered that these quality
assurance measures make a considerable contribution to raising awareness.
Due to the written documentation, the staff member applying the measure
will automatically reflect on their actions.

CPT standards

emphasise importance
of follow-up meetings

Guidelines

Complete
documentation is
essential
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Furthermore, the traceability of the measures taken is an important aspect for
the protection of the patients in the same way as it is for investigations in cases
of alleged human rights violations.

Intensive personal care with very frequent verbal contact and sufficient staffing must be

provided in order to avoid or reduce the use of coercive measures.

A designated single room must be set up for applying restraints.

Measures that restrict freedom must be applied as gently as possible. This also includes
holding follow-up meetings with the patients after the end of the measure.

The application of measures that restrict freedom must be fully documented in a

comprehensible way.

Doctor’s prescription
mandatory

2.24 Measures that restrict freedom prescribed in advance

The right to freedom is protected by the Constitution as one of the highest
legally protected rights through Federal Constitutional Law on the Protection of
Personal Freedom and through Article 5 ECHR. Section 33 of the Hospitalisation
of Mentally Ill Persons Act (Unterbringungsgesetz) also regulates the procedure
for restriction of the freedom of movement in detail. Restrictions of the freedom
of movement depending on type, extent and duration are only permissible
insofar as they are absolutely vital to avert danger pursuant to Section 3 (1) of
the Hospitalisation Act (danger to patients themselves or to others) as well as
to perform medical treatment or care on a case-by-case basis, and are not out
of proportion to their purpose. Every restriction of the freedom of movement
to one room or inside a room must be prescribed specifically by a doctor,
documented in the medical history including the reason and reported to the
representative of the affected person without delay.

During a visit to the gerontopsychiatric ward of Rankweil Regional Hospital,
Commission 1 observed, however, that in practice, restrictions of freedom
were applied using prescriptions that were written by doctors in advance
on a weekly basis and held ”“on stock”. This is incompatible with the legal
requirements and results in the illegal infringement of the right to freedom
guaranteed under constitutional law.

This practice means in particular that it is not the doctor who prescribes
the measures but that the authority to carry out the measure by using the
prescription is delegated to the nursing staff, who can decide on the “if” and
“how long” directly before the measure is applied. This is even more the case,
when several measures are prescribed as an alternative and/or cumulatively,
because the nursing staff then also decide which of the possible measures is to
be applied.
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Advance prescriptions also preclude reporting the dangerous situation which Dubious predictions
makes the measure that restricts freedom allowable because the actual

situation has not yet occurred and can therefore not be known. It can at most

be predicted based on previous threats.

The NPM thus insisted that the current practice of restrictions of freedom
facilitated by doctors who write advance prescriptions on a weekly basis has
to stop. This should ensure the legally compliant application of restrictions of
freedom in the ward.

As a reaction to this criticism, a working group was set up in the affected
gerontopsychiatric ward. Together with the patient advocates, the group is
developing the definition and implementation of a procedure that is designed
to guarantee the legally compliant application and documentation of
restrictions of freedom.

The NPM will evaluate the results of this working group and ensure that the
legally compliant application and documentation of restrictions of freedom
are guaranteed in practice.

> The application of measures that restrict freedom due to advance doctors’ prescriptions
must stop because it results in the illegal delegation of the relevant mandatory
authority to write prescriptions to the nursing staff.

2.2.5 Inadequate child and adolescent psychiatric care

Some 165,000 children and adolescents are considered to be in need of treatment  Considerable

in Austria. A current study by the Medical University of Vienna and the Ludwig under.ochiev.emgn'r in
Boltzmann Institute shows that actually a quarter of all 10- to 18-year-olds are planning objectives
affected by some form of mental illness. But there are structural deficits both

in the outpatient and inpatient area of child and adolescent psychiatry as was

observed by the Federal Ministry of Health and Women'’s Affairs in the Child

and Adolescent Health Report published in 2016.

The Austrian Health Care Structure Plan (Osterreichischer Strukturplan
Gesundheit) 2017 still stipulates a benchmark of 0.08 to 0.13 inpatient child
and adolescent psychiatric beds per 1,000 inhabitants.

The number of beds available nationwide for child and adolescent psychiatry
has risen slightly from 389 in 2015 to 392 beds in 2016. However, the 2016 bed
index for child and adolescent psychiatry was still only 0.04 beds per 1,000
inhabitants due to the average national growth in population. In addition to
the beds in child and adolescent psychiatric wards, there were another 122
beds for the psychosomatic care of children and adolescents in 2016.
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High proportion of stays
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in adult psychiatric
wards

Stressful environment
for children and
adolescents

Transition psychiatry

It is, however, still incontestable that there is a large gap between the actual
number of available beds and the targets set down in health planning. This
is also evident from the fact that the number of stays in hospitals registered
for children and adolescents up to 19 years of age diagnosed with mental and
behavioural disorders increased from 15,363 in 2014 to 16,552 in 2016.

Of these in 2016, 6,626 stays (40%) were in child and adolescent psychiatric
wards, 2,095 stays (12.7%) in child and adolescent psychosomatic wards,
and 7,831 stays (47.3%) in wards for various adult-related specialist fields
including 2,868 stays (17.3%) in adult psychiatric wards. There was thus a
slight increase in the proportion of children and adolescents admitted to a
child and adolescent psychiatric ward, whilst there was only a slight decrease
in the proportion of children and adolescents in adult psychiatry.

In the age group up to 14 years, 46.3% of stays were in child and adolescent
psychiatric wards in 2016, 21.3% in child and adolescent psychosomatic
wards, and 32.3% in wards for various adult-related specialist fields including
0.7% in adult psychiatric wards. There was thus a slight drop in the number
and proportion of this age group in adult psychiatry from 66 (1%) in 2014
to 52 (0.7 %) in 2016. The comparable figure in the age group of the 15
to 19 year olds, however, continues to be proportionally high in 2016 at
29.6% (2,816 stays). The proportion of this age group fell slightly compared
to 2014 (31.1%) but there was actually an increase in the number of stays
(in 2014: 2,750).

Being confronted with adults with mental illnesses is extremely stressful for
minors, as their needs cannot be adequately met in this environment. Adult
psychiatry does not provide age-appropriate care, a pedagogical programme
or allow children and adolescents to be with others of the same age. Adult
psychiatry has neither the necessary resources nor specially trained staff for
taking care of minors with mental illnesses.

The jurisdiction therefore emphasises the rule of separation for adolescents
in psychiatric hospitals. Obligatory care in a dedicated child and adolescent
psychiatric ward is inferred in the UN Convention on the Rights of the Child, the
Federal Constitutional Act on the Rights of Children (Bundesverfassungsgesetz
liber die Rechte von Kindern) and the Patient Charter.

The NPM is of the view that, in order to ease the transition phase from
childhood to adulthood, it is necessary to provide continuous treatment of
adolescents from the age of 16 through 24 that involves multidisciplinary
outpatient day-care, inpatient care and complementary services. The creation
of relevant treatments, in particular a transition section in dedicated wards, is
required to this end. Special areas for adolescents should be set up in psychiatric
institutions, in which child psychiatrists and psychotherapists work closely
with experts in adult fields of expertise, in order to guarantee the ongoing
treatment of patients in this age group.
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On the basis of these general deficiencies and problems in the care areaq, the
NPM recently highlighted the situation in Styria and Vienna as an example.
Existing deficiencies in the cooperation with the patient advocacies were also
highlighted at press conferences.

A mere 33 inpatient beds for child and adolescent psychiatry and 14 child and Care deficits in Styria
adolescent psychiatry day-clinic places were available in Styria in 2016 for

example. Seen in the context of the current bed index of 0.04, Styria held last

place in Austria.

This inadequate care situation causes extreme stress in child and adolescent
wards in the Graz Sud-West/Standort Sud Regional Hospital. Adolescents
regularly have to be placed in adult wards. This already grossly inadequate care
is exacerbated by the absence of medical specialists for child and adolescent
psychiatry who have a contract with the public health insurance office in
Styria. There are only outpatient services for minors in the day-care clinics in
Graz Sud-West/Standort Stid Regional Hospital and in Hochsteiermark/Leoben
Regional Hospital.

Action was taken as part of the Regional Health Care Structure Plan for Styria
(Regionaler Strukturplan Gesundheit Steiermark) 2025 in response to the
criticism formulated by the NPM. The plan includes setting up a total of 84
beds for child and adolescent psychiatry, of which 72 are for the Graz region
(15 beds in the University Hospital Graz and 57 in Graz Stid-West/Standort Siid
Regional Hospital) and 12 as a separate day-care clinic in the Hochsteiermark/
Standort Leoben Regional Hospital. This is equivalent to a capacity increase
of 38 beds compared to the current 46 beds. The minimum number of 96
beds defined in the Austrian Health Care Structure Plan 2017 has not been
achieved, but a significant expansion of the outpatient care facilities outside
of the hospital sector is planned in parallel with the reinforcement of the
inpatient area. As a supplementary measure instigated by the NPM, a chair
of child and adolescent psychiatry is being set up for the first time at the
University Hospital Graz.

In the interest of a decentralised, outpatient child and adolescent specialist
service, a total of ten outpatient child and adolescent psychiatric facilities
are to be created in Styria. These were in the development phase at the time
when this report was completed. These outpatient facilities should be closely
linked to some of the existing psychosocial counselling centres for children
and adolescents. In 2018, the NPM will continue monitoring if and in how
far the goal of treating children and adolescents as outpatients for as long as
possible can be met; regardless of the type of illness.

There is also significant underperformance of the goals of the Austrian Health Insufficient bed capacity
Care Structure Plan 2017 in Vienna (128 to 208 beds). The child and adolescent N Vienna

psychiatry at the Neurological Rehabilitation Centre Rosenhtigel and Vienna

General Hospital had only a total of 56 beds in 2016.
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Rapid implementation

Increase in number of
training places to cover

of intended projects
urgently required

demand

Shortage of contracted
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office-based medical
specialists

Current municipal health care planning includes 15 new beds at the
Neurological Rehabilitation Centre Rosenhiigel, which should be ready for
occupancy in the first six months of 2018. Furthermore, an additional ward with
24 inpatient and six day-care places is being set up at Vienna North Hospital.
Additional positions have already been created in the nursing, psychological
and administrative areas in both the Neurological Rehabilitation Centre
Rosenhiigel and Vienna General Hospital. The number of admissions to adult
psychiatry decreased to 163 in 2016.

Current developments in the field of child and adolescent psychiatry
demonstrate that appropriate measures have been taken to finally rectify the
many years of shortcomings. Existing care services are also being expanded in
Tyrol and Vorarlberg.

However, it must be carefully observed, if the planning objectives are actually
met. In any way, the planning horizon in Styria and the expansion in the
inpatient area (up to 2025) have to be reconsidered, and the existing inpatient
capacity must be increased at a faster rate. These structural changes are
urgently necessary to stop the current practice of caring for children and
adolescents in adult psychiatry in as far as possible.

Furthermore, the efforts being made to heighten awareness for child and
adolescent psychiatry in the area of medical specialist training must be stepped
up considerably. This is necessary to meet the growing demand emanating
from the required expansion of treatments in the outpatient and inpatient
area.

In the view of the NPM, medical specialists for child and adolescent
psychiatry who have contracts with a public health insurance office should
be increasingly integrated in this care structure. The aim is to facilitate local
care and to promote the de-stigmatisation of the psychiatric treatment of
children and adolescents in the interest of the patients. As a rule, the opening
of outpatient child and adolescent psychiatric facilities is commendable, but
the range of services — as in other medical fields — should be supplemented
by contracted office-based doctors who can be consulted at the expense of
social public health insurance. The nationwide stepping up of public health
insurance fund contracts should help ensure the prevention, early diagnosis
and timely treatment of children and adolescents in particular in order to
avoid as far as possible the further deterioration and progression of an acute
mental disorder into a chronic condition. A differentiated system in which the
services both in the inpatient and day-care area, as well as the outpatient and
office-based area are fully networked would make it possible that the living
conditions of the affected children and adolescents and their parents can be
considered in a flexible way. It would also enable them to choose between care
in an outpatient facility and at an office-based doctor’s surgery at least in the
medium term.
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In this context, the NPM questioned the practice of admitting and treating Psychosomatic sections

predominantly minor patients with psychiatric diagnoses (depressive phase,
ADHD, conduct disorder) in the psychosomatic sections of child and adolescent
psychiatric wards.

Since further treatment in the event of an acute serious psychiatric disease that
requires forced placement and measures that restrict freedom is not possible in
these psychosomatic sections, the affected minors have to be accommodated
in a child and adolescent psychiatric ward. In Styria for example, this means
that such a transfer from the psychosomatic section of the Hochsteiermark/
Standort Leoben General Hospital and the University Hospital Graz, where
a child and adolescent psychiatric ward is already planned, to the Stid-West/
Standort Siid Regional Hospital is required. This transfer is undoubtedly
stressful for those involved and can also be perceived as punishment.

There is a similar problem in Carinthia because minor patients have to be
transferred to the child and adolescent psychiatric ward at the Klagenfurt
Regional Hospital in the event of massive crises during their stay in the
psychosomatic section of the paediatric ward in Villach Regional Hospital.

The situation in these wards is exacerbated by the fact that they are very
confined. The critical lack of space is also evident in the use of beds in
hallways and extra beds in shared rooms. This means that psychiatrically ill
children and adolescents with special needs are regularly placed in rooms with
somatically ill children.

The NPM thus considers it desirable that, as a first step, psychiatric beds are
clearly designated as such in psychosomatic sections and fully taken care of by
psychiatrically trained staff and medical specialists for child and adolescent
psychiatry. In the medium term, there are plans to set up a separate child
and adolescent psychiatric ward in both Villach Regional Hospital and
Hochsteiermark/Standort Leoben Regional Hospital. This would improve
regional care on the one hand, and help avoiding patient transports in the
interest of the affected children on the other.

in psychiatric wards

> The intended increase in bed capacity in the child and adolescent psychiatry area

should be implemented quickly.

> Strengthening and the regionalisation of the structures for outpatient and day-care

clinic child and adolescent psychiatry are urgently required.

> Training capacity must be stepped up to meet increasing demand and expansion of

services in the area of child and adolescent psychiatry.
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The number of office-based medical specialists for child and adolescent psychiatry who

have a contract with public health insurance offices should be increased in all Laender
In light of the rising nationwide demand.

The care mandate of the psychosomatic sections of paediatric wards should be clearly

defined by separating it from treatment reserved for child and adolescent psychiatric

wards.

Centralisation in Styria
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Inadequate area for
hospitalisation of
mentally ill persons

2.2.6 Deficits in regional inpatient psychiatric care

The NPM already pointed out deficiencies in regional inpatient care for
persons with psychiatric diseases in Styria and Carinthia in its Report 2016
(p. 59 et seq.).

In Styria, inpatient psychiatric care is centralised in Graz. Affected persons
are thus isolated from their normal surroundings. The caregivers have to
spend a considerable amount of time traveling in order to be able to visit
the affected persons, which is often an irregular occurrence. Furthermore,
in acute situations, time-consuming patient transfers from the outskirts of
Styria to Graz are often necessary, causing patients a considerable amount of
additional stress in what is already a difficult situation.

According to the Regional Health Care Structure Plan for Styria 2025 however,
the concentration of psychiatric inpatient care in the Graz area is to remain
unchanged as a matter of principle. Only at the Hochsteiermark Regional
Hospital in Bruck an der Mur a psychiatric ward including accommodation
area is to be set up.

Furthermore, the range of psychiatric services in the Graz metropolitan area
will bereorganised. The Elisabethinen Hospital in cooperation with the Hospital
of St. John of God in Graz (Krankenhaus der Barmherzigen Briider) under the
name “KA Graz-Mitte” will have a psychiatric ward with a predominant focus
on geriatric psychiatry.

The NPM believes that the planned opening of a psychiatric facility at the
Hochsteiermark General Hospital in Bruck an der Mur should be implemented
as quickly as possible in order to at least make a first step towards regional
inpatient care. Consequently, a third location at the very least with acute beds
including accommodation should be set up in Upper Styria. The transfer of
beds should also free up capacity in the Graz Stid-West/Standort Stid General
Hospital where the existing confined space makes it difficult to care adequately
for the patients.

A similar problem still exists in the Department of Psychiatry and
Psychotherapeutic Medicine at Villach Regional Hospital. The lack of space
caused by the inadequate building structure and the lack of a sufficiently
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protected area have a considerable negative impact on the care situation of
the patients. These inadequate overall conditions mean in particular that
patients in acute situations usually have to be taken to the psychiatric ward of
Klagenfurt Regional Hospital by the paramedics.

In this way, the decision of whether those affected can “just about” be treated
in an open ward or be transferred to Klagenfurt Regional Hospital is imposed
on the staff. Also from a legal liability perspective, it appears unjustified to
transfer such a responsibility to the medical and nursing staff, when it could
be avoided in a specific organisation. This causes stress and demotivates, and
can ultimately be to the detriment of the affected patients.

It must also be considered that the legal entity behind the medical facility must
ensure that patients are treated according to the principles and recognised
methods of medical science. The medical facility is thus bound by the obligation
to consider whether it will be possible to fulfil the treatment contract with the
existing human and spatial resources when admitting the patient.

The NPM thus still insists that the ward for hospitalisation of persons with
mental illnesses in Villach Regional Hospital be extended as an interim solution
before the planned completion of the psychiatric facility and the structural
changes in Villach and Klagenfurt, which can be expected in 2020/2021 at
the earliest.

> Local care of the patients must be ensured as part of the regionalisation of psychiatry.

> Time-consuming transports must be avoided by setting up decentralised accommodation

areas for patients in acute situations.

2.2.7 De-escalation training programmes

The CPT standards stipulate that initial attempts to bring agitated or violent
patients under control should not be of a physical nature in as far as possible
(e.g. use of verbal orders).

Staff in psychiatric facilities should thus be trained both in non-physical
and manual control techniques. This should enable the staff to apply the
appropriate technique in difficult situations, with which the risk of injury to
the patients but also to the staff can be substantially reduced.

In this context however, the NPM observed that only some of the staff
completed the relevant training programmes. A visit to the Otto Wagner
Hospital indicated that almost all of the nursing staff (95%) had completed the
basic de-escalation management training. In contrast, only a small minority

Training in non-physical

contirol techniques
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of the medical and therapeutic staff, psychologists as well as social workers
had completed the training (less than 10% respectively).

All staff with patient contact should have adequate competence in the field of
de-escalation in the interest of violence prevention.

The NPM is thus of the view that an incentive system should be created in
the medical facilities to ensure that as many employees as possible from all
professions take part in de-escalation management training programmes. In
addition to corresponding basic training, regular detailed courses should be
offered.

> All staff of the medical facility with patient contact should take part in de-escalation
training programmes in the interest of comprehensive violence protection.

Structural deficits

Therapy conversations
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in shared rooms

2.2.8 Protection of privacy and personal space

In the year under review, the NPM once again observed that, due to the
confined space in psychiatric hospitals, the personal space of the patients is
often not adequately safeguarded. Patients are still often cared for in shared
rooms, which are only provisionally divided by folding screens.

The legal entities behind the medical facilities regularly promise to refurbish
existing buildings and construct new facilities. The implementation of such
measures, however, can usually only be expected in several years’ time. From
the NPM'’s point of view, interim solutions are thus necessary in order to
improve the care situation of the patients.

It can be stressful for patients who are not suffering from a cognitive
disorder if they are taken care of in a ward together with patients who have
considerable care needs or are seriously cognitively impaired. This can cause
sleep problems which can in turn require more of the prescribed sle