The Archipelago of the Forgotten: 

Social Care Homes for People With Mental Disorders in Bulgaria

 

[image: image1.png]



The original Bulgarian publication and this summary has been produced with the financial assistance of the European Community. The views expressed herein are those of the Bulgarian Helsinki Committee and can therefore in no way be taken to reflect the official opinion of the European Commission.

Table of contents 

	List of abbreviations 
	3

	
	

	Introduction 
	4

	
	

	1.        Placement
	6

	1.1.     Regulatory Mechanism for Placement in Social Care Homes 
	6

	1.2.     Financing of Social Care Homes for People with Mental Disorders
	7

	1.3.     Practices
	8

	1.3.1.  Basic Data
	8

	1.3.2.  Designation of Profile and District
	8

	1.3.3.  Procedure for Placement by the Social Welfare District


	9

	2.        Declaration of incompetency -- Definition, Consequences and Procedures 
	10

	2.1.     Definition
	10

	2.2.     Consequences 
	11

	2.3.     Procedure for the Declaration of Incompetency
	12

	2.4.     Procedure for the Appointment of a Guardian or Trustee


	13

	3.        Material Conditions
	16

	
	

	4.        Medical Services
	19

	
	

	5.        Mortality


	23

	6.       Physical Restraint Measures and Violence. Restraint and Seclusion.
	26

	6.1     Restraint
	26

	6.2     Seclusion
	27

	6.3     Long-Term Confinement in Locked Wards
	27

	
	

	7.       Rehabilitation, Activities, Occupational Therapy, Recreation
	28

	7.1     Necessary Infrastructure for Social Reintegration Activities
	28

	7.2     Staffing
	29

	7.3     Activities
	29

	
	

	8.       Right to a Personal Life, Correspondence, Religion, Sex Life, Contact with 

   Friends and Relatives, Upkeep of Physical Appearance, Right to Information
	30

	
	

	9.        Staffing
	31

	
	

	10.      Inspections
	32

	
	

	Recommendations of the Bulgarian Helsinki Committee
	

	
	

	Annex 1: Persons placed in social care homes for adults with mental disorder
	


Annex 2: Number of people with mental disabilities living in social care homes in Bulgaria

Abbreviations

MLSP 


Ministry of Labour and Social Policy 

SWA



Social Welfare Agency 

BHC 



Bulgarian Helsinki Committee 

HDDA


Homes for Developmentally Disabled Adults 

HMIA


Homes for Mentally Ill Adults 

HAD



Homes for Adults with Dementia 

SWA



Social Welfare Agency 

SWD



Social Welfare Department 



RESWA 

Regulations for the Enforcement of the Social Welfare Act 

LEPC


Labour Expert Physician Commission

CMR


Council of Ministers Resolution 

HDDCY 

Homes for developmentally disabled children and youths  

PFA


Persons and Family Act 

Introduction 

The present publication of the Bulgarian Helsinki Committee (BHC) is the result of the three-year monitoring of the system of social care homes for adults with mental disorders in Bulgaria. These institutions are social, rather than healthcare institutions, and the presumption is that their clients do not need active treatment. In the most general terms, they can be defined as institutions for placement of people who as a result of mental illness or a developmental disability are unable to take care of themselves alone; who do not receive any support from their relatives or do not have any relatives, since they have been abandoned by them from early childhood and are thus left to the care of society. In other words, these are the places where we look after our weakest and most vulnerable citizens that nobody else will look after. There are three types of social care homes in Bulgaria: Homes for Developmentally Disabled Adults (HDDAs), Homes for Mentally Ill Adults (HMIAs), and Homes for Adults Suffering from Dementia (HADs). This categorization, however, as this publication will illustrate, is to a great extent provisional since in many of the homes the categories of residents are mixed.

The BHC involvement in the sphere of psychiatric institutions in Bulgaria dates back from the mid-1990s. Information on the situation there was featured in our first reports on the state of the closed institutions.
 In 1997, the BHC published its first study of several social care homes for people with mental disabilities where it revealed the horrifying material conditions and quality of care in them.
 A series of publications by BHC researchers followed in the media and active assistance of the observations of international organizations for the protection of human rights. In 2001, the BHC published the results of its systematic monitoring of the institutions for active treatment of mentally ill people in Bulgaria.
 The following year, the committee published the research on the organisation of the state homes for children with special needs, where it gave a detailed account of the institutions for children with serious mental impairments that have been abandoned by their parents.
 The BHC publications, as well as those of international organisations, gave rise to a strong response among the domestic and international human rights community.

This publication is the last in the series of BHC books on the institutions for people with mental illness and developmental disabilities in Bulgaria. In the course of the three-year monitoring of the social care homes for people with mental disorders, the BHC researchers visited every one of these homes, making follow-up visits to many of them. These visits were made possible thanks to the cooperation of the Ministry of Labour and Social Policy (MLSP). After the first year of monitoring, the BHC concluded a formal agreement for the visits with the MLSP. The agreement enabled our researchers to make unannounced visits to the homes, to inspect the documentation and interview residents and staff. Information was gathered using a special questionnaire. The visits became the basis of the BHC monitoring since they gave a rich empirical foundation for the general conclusions and evaluations. In addition, the team studied in detail the Bulgarian legislation, which regulates the system of social relations connected with the rights of people with mental and developmental disabilities, and the applicable international standards and practice in other countries. In the beginning of 2004, the BHC monitored 58 court cases for declaration of incompetence in regional courts in eight Bulgarian cities. The goal of the monitoring was to establish how the courts applied the law and how the rights of people declared incompetent were protected in practice.

A number of foreign researchers, experts and journalists and assisted the BHC in its research of the social care homes. The BHC performed joint visits to the social care homes for people with mental disorders with them, they took part in seminars and conferences and performed practical trainings in some of the homes. To these people, whose knowledge and experience our researchers had the privilege to use constantly, we would like to offer our special thanks: Ivan Fiser, Elizabeth Jones, Dr. Eva Szeli, Esther Simor, Oliver Lewis, Irene MacNight, James Welsh, Dr. Mary Mayers, Clarence Sundram, Theresa Treeck, Karen Allen, Mark Mullins, Karen Simpson, and Paul Davies. 

Our thanks also go to Dr. Galya Petrova, who took part in several joint visits, and whose expertise the BHC team relied on. 

The chapters in the publication were written by the BHC researchers Slavka Kukova (Chapters 1, 3 and 7), Krassimir Kanev (Chapter 2), Stanimir Petrov (Chapters 5 and 6), Dr. Georgi Bankov (Chapter 4), and Vanina Nikolova (Chapters 8, 9 and 10).

Elitsa Gerginova helped the BHC team in collection of information from several social care homes. Antoaneta Nenkova carried out follow-up visits to some 20 homes in 2003 and 2004. She prepared part of the cases quoted in the publication. 

* * *

The BHC research in the homes for people with mental disorders was carried out in a period of reform of both the social welfare system in Bulgaria as a whole, and in the social care institutions. Some of the worst social care homes were closed down, and the material conditions and quality of care in several others improved in 2001-2004. Although the changes were carried out by the Ministry of Labour and Social Policy, it came about mainly under the pressure of local and international human rights organisations. It has to be noted however that such changes were also carried out by previous ministers of the Labour and Social Policy and that the reforms undertaken by the current minister are far from ensuring an adequate system of care and protection for the rights of people with mental disorders in Bulgaria. In many cases the reforms were cosmetic and did not significantly affect the lives of the people in the institutions.

1. Placement

1.1. Regulatory Mechanism for Placement in Social Care Homes 

When the Bulgarian Helsinki Committee (BHC) team began its investigation of all social care homes for people with mental disorders in September 2001, Bulgaria barely had any regulatory mechanism for the provision of social services to such persons. It was primarily regulated by Regulation No. 4 on the Conditions and Procedures for the Provision of Social Services of March 16, 1999,
 which defines “adults with mental disorders”
 as those who have been diagnosed with different degrees of developmental disability, psychological disorders or dementia.  According to Art. 12 of the Regulation, homes for adults with developmental disorders aged 18 and over (HDDAs), homes for mentally ill adults aged 18 and over (HMIAs), and homes for adults aged 18 and over suffering from dementia (HADs) are designated as institutions for the year-round provision of social services outside the normal home environment. As they are financed by the state budget, they are state homes in the sense of Art. 2 of the Regulation.

The inability to provide "care specific to the state of their health, in the home environment" (Art. 27), after all the possibilities for remaining with the family have been exhausted, is grounds for placement in a home for people with mental disorders. In addition, Regulation No. 4 (Art. 39) stipulates that "the placement in a social care home of persons whose psychological and physical condition do not correspond to the profile of the institution is prohibited," and that "placement in a social care home must be made according to district location."

Since the amendments made to the Regulations for the Enforcement of the Social Welfare Act (RESWA) and the establishment of the Social Welfare Agency (SWA), which replaced the National Social Welfare Service, placement in homes for people with mental disorders is made in accordance with the following procedure: the candidate or his/her legal representative submits a request to the Social Welfare Department (SWD) in the region in which he or she resides, along with a medical document that certifies the candidate's illness. Afterwards a social worker from the local department conducts a social assessment, in which the family, property and social situation of the candidate are studied, and prepares a proposal for placement in a social care home (or a denial of placement, if the social worker finds that there are other means of providing social services to the candidate). Then the entire set of documents is sent to the Social Welfare Department, which issues an accompanying letter to the appropriate Regional Social Welfare Department for the candidate's placement in a home. Upon placement, a contract is signed between the institution and the individual in need of care or his or her legal representative, stating the amount and time-frame of the provision of social services, as well as the fee the resident will pay for them. A mandatory medical examination is made of each individual newly accepted into a social care home. In letter SG-91-00-77 of October 20, 1999, paragraph 9, subparagraph b), former Deputy Minister of Labour and Social Policy Dr. Tatyana Vassileva stipulated that "when an individual placed in a social care home has no parents or designated guardian/trustee, it is the responsibility of the director of the home for mentally disabled adults to send a request to the court that the individual be declared incompetent and placed in the home" and in subparagraph c): "after the ruling of the court [it is the responsibility of the director of the home] to consult with the liaison of guardianship in the appropriate municipality for the designation of a trustee or guardian."

In and of itself this procedure for placement in a social care home does not appear to presume involuntary detention or custody. Investigations by international and Bulgarian human rights organisations show, however, that in practice there are exceptionally few individuals with mental disorders who have been placed in social care homes upon their own request.
 Often placement requests and social service contracts contain not only the name of the provider of the services and of the candidate for placement, but also the names of relatives, neighbours or spouses of the mentally disabled person, who are not even the candidate's guardians or trustees, but have submitted a request for placement in a home in their name. And even when the placement is made in the candidate's own name by a guardian or trustee, the will of the candidate is not taken into account. The candidate is not represented by an attorney. There is also no follow-up court supervision of the social welfare agencies.

Since after placement there are only exceptional cases when those living in social services homes are transferred or taken in by their families, most of those placed in the homes live the remainder of their lives in them. This is why it is so important that the initial placement be made by a court organ, with guarantees that the interests of the candidate for receiving social services be protected.
 The actions of the municipal or state agencies that carry out the social assessment and make the decision with regard to placement should be observed and supervised by an independent agency. This would be one way to reduce the number of cases of arbitrary placement of individuals in social care homes. Of course, parallel to this, new and alternative methods of providing social services also need to be introduced, as appropriate to the varying needs of people with mental disorders.

1.2 Financing of Social Care Homes for People with Mental Disorders

The 2003 amendments to the RESWA brought about the legislative regulation of a relatively broad spectrum of types of social services connected with the various needs of people with mental disorders. In addition, they placed upon the mayors of the municipalities in which the homes are located responsibility for initiating, amending and ending contractual labour relations with the directors and staff of the homes. Since the provision of social services is designated as a state activity, delegated to the homes' directors by the municipal administrations, the financial resources provided by the state are now managed by the municipal mayors.

In connection with this, two decisions by the Council of Ministers imposed standards for the annual financial support of those placed in social care homes.
 Council of Ministers Decision No. 612 of September 12, 2002 established Bulgaria's first-ever state-imposed minimum standards for the support of each individual placed in a specialized institution The standard in 2003 was 1446.12 Levs [741.60 Eur] for HDDAs, 1143.12 Levs [586.22 Eur] for HMIAs and 3145.20 Levs [1612.92 Eur] for HADs. Council of Ministers Decision No. 743 of October 29, 2003 designated the standards for 2004 at 1601.07 Levs [821.06 Eur] for HDDAs, 2346.56 Levs [1203.36 Eur] for HMIDs and 3264.72 Levs [1674.22 Eur] for HADs. The BHC determined that in many of the visited homes, most of the staff were unfamiliar with the new regulatory changes and that the opinions of the homes' directors and employees were not solicited before the financial support standards were formulated.

Up to now, the support of those placed in social care homes has been funded by fees paid by the residents themselves. The fees for social services financed by the state budget are set according to the rates established by Council of Ministers Resolution (CMR) No. 91 of April 21, 2003, and CMR No. 128 of June 10, 2003. Sums up to 80% of the pensions of those placed in the homes are paid to the state budget, with 70% of that amount remaining in the state budget and 30% deposited into the Social Welfare Fund of the Ministry of Labour and Social Policy. The possibilities for financing from this fund are designated in the Social Welfare Act and in the regulations for its implementation. The main purpose of the Social Welfare Fund is to aid social services by improving the assets of existing institutions and supporting the activities performed by NGOs.

1.3 Practices

1.3.1 Basic Data

At present in Bulgaria there are 26 social care homes for developmentally disabled adults, 13 homes for adults with mental illness and 13 homes for adults with dementia. About 4,500 people live in these homes, of which about 2,500 are in HDDAs, about 1,200 in HMIAs and about 800 in HADs. Thirteen HDDAs and eight HMIAs are for the placement of women only, and ten HDDAs and five HMIAs are for men only. Both men and women are placed in all of the HADs, and in six of the HDDAs. Overall, women make up about 55% of the total population in the three types of homes. There are about 30% more women than men in the HMIAs, and about 24% more women than men in the HADs. Men outnumber women only in the HDDAs, but only by about six percent.

Most of the residents (52%) are placed in homes that house 50 to 100 people, with most of these being placed in HDDAs. A further 42% of residents are placed in homes housing over 100 people, again most of them in HDDAs. Only 5.8% of residents are in homes for fewer than 50 people, and they are primarily in HADs. There is not one HMIA that has a capacity or population of fewer than 50 people.

About 70% of social homes for people with mental disorders are located outside of populated areas (towns, villages, etc.).

1.3.2 Designation of Profile and District

Designation of the profiles and regions served by the homes has proven in practice to be entirely nominal. It is clear that not only employees of the social welfare districts, but also employees of the Social Welfare Agency, consistently fail to follow the regulatory requirements and place people in homes whose profiles are inappropriate to the individuals' respective diagnoses. Because of this atrocious practice, developmentally disabled people and people with mental illnesses reside together in many of the homes. Unfortunately, this cohabitation has led to the death of the most vulnerable residents in several of the homes. In Bulgaria's homes for the developmentally disabled, about 26% of the residents suffer from mental illnesses, and their placement does not correspond to the profile of the institution in which they currently reside. Although less common, there are also cases of residents with developmental disabilities living in homes for adults with dementia. Of a total of 818 people placed in HADs, 78 (9.5%) are diagnosed as having a "developmental disability." In addition to the homes' profiles, their regional district designations are also not adhered to, due to the fact that not all districts have all three types of homes.

1.3.3 Procedure for Placement by the Social Welfare Department

Another, more serious problem with the placement of people with mental disorders in social care homes is the lack of possible alternatives for the provision of social services. In practice, the "exhaustion of possibilities to remain with the family," which is a mandatory precondition before the placement of an individual in a home, is not an enforced regulatory requirement. 

In the course of its 2003 investigation, the BHC visited 25 social welfare departments, on the territory of which there are homes for people with mental disorders. The aim was to establish how the placement of such people in homes was being conducted, with relation to the exhaustion of the other possibilities for care within the community before placement in a home. The directors and social workers in these districts were unanimous in stating that the criteria for placement in specialized institutions were: medical (the primary diagnosis and the level of developmental disability or mental illness), and social (abandonment by relatives and friends, poverty, unemployment, lack of social support or preventative measures against institutionalisation by the state, incapability of the individuals to care for themselves and lack of relatives/friends or of desire on the part of the relatives/friends to care for them). Employees of some of the social welfare departments also indicated that the departments on whose territory people are placed into institutions have the least participation in the social assessment of the reasons for placement due to the problematic profile and district designations of the homes. Assessment of the so-called "exhaustion of possibilities" is carried out according to the place of residence, and the final placement decision is made by the Social Welfare Agency.

In theory, before the social assessment can be prepared and a report recommending placement in a home written, the social status of the person requiring social services should have been investigated, the possibilities for the delivery of services: private and social assistant, social patronage to have been analysed, and job opportunities for the people close to the person who submitted the request to have been sought. Regardless of whether the social worker does this to a greater or lesser degree, the only possibility for a person in need of social services still turns out to be placement in a home. In most of the cases that the BHC learned about, the social assessment questionnaire does not contain information regarding the concrete daily needs and existing capabilities of the candidates, it does not indicate their precise diagnoses, nor when they were last re-evaluated, and does not reflect contact made with relatives (if any) and their opinion regarding the reasons for which they cannot or do not wish to care for the candidate. 

The BHC researchers uncovered numerous instances of social assessment questionnaires being completed with incorrect or unverified data, which then have a serious influence on the Social Welfare Departments’ decision regarding placement in a home. This conclusion was also confirmed by some of the social workers and home directors. In addition, the recommendation for placement and the placement decision do not contain information regarding the exhaustion of possibilities for the given candidate's remaining with the family and/or community. The overall impression given by the social placement questionnaires (of those already placed in homes) that were examined by the BHC was that that in most cases they were prepared according to a model, without including documented evidence of the candidate's assets or marital status, and without an individual approach being taken toward the decision in each particular case with regard to the exhaustion of possibilities, but rather that data were collected to support the argument that the only possibility for assisting the candidate was placement in a home. The BHC also determined that the social workers in the Social Welfare Departments are not specially trained to conduct the social assessment, how to verify the data about the candidates or how to make a precise selection of candidates who could benefit from other social services provided by the community.

Up to now many people have ended up in social care homes entirely or primarily due to social reasons; homelessness, lack of material means, unemployment, and lack of desire or ability on the part of their relatives to care for them. The medical indications in these cases have not been the main criteria for placement in a home. It is noteworthy that during the past two to three years, people have been placed in homes for individuals with mental disorders when with precisely targeted, adequate assistance they could have remained in the community, but due to a lack of variety of forms of social welfare available to them and their families, they end up in a home. Some of the residents are placed in homes as the result of the self-serving interests of their relatives. Others end up in a social care home because they were abandoned by their relatives as children, due to birth defects or social reasons, such as lack of resources to care for a child, unemployment, inability to provide care due to the mother having a health problem, etc. This is a tendency more characteristic for the homes for adults with developmental disabilities, in which the prevailing part of the residents have been transferred from homes for children and youths with developmental disabilities or from special schools and SUPZ. Even among this group, however, there are people who could have lived independently in the community with minimal assistance and intervention. The picture is different in homes in which the majority of residents come from homes for developmentally disabled children and youths (HDDCY).  The diagnosis of the persons placed in these homes is usually "moderate or severe and profound mental retardation." These diagnoses have not been re-evaluated except in the case of those who acquire a disability pension, and the institutionalisation of these people from an early age has led to serious violations and the prevention of their social reintegration. 
In the course of its project the BHC determined that the majority of the residents (about 80%) have no contact whatsoever with their relatives - they do not write or receive letters, they do not receive packages or visitors, and their relatives do not come to pick them up for home visits.  

2. Declaration of incompetency – Definition, Consequences and Procedures 

At the time of the visits by the BHC investigators, about 85% of the residents of HDDAs, about 73% of the residents of HMIAs and about 44% of the residents of HADs had been declared incompetent. Among these, the overwhelming majority were cases of total incompetency: 92% of those committed to HDDAs, 89% of those committed to HMIAs and 88% of those committed to HADs.

2.1 Definition

Under Bulgarian law, incompetency is the deprivation or limitation of a physical person's civil legal capacity – their ability to conduct lawful legal proceedings, through which they initiate, preserve, amend, lapse or terminate rights and responsibilities.
 The Persons and Family Act (PFA) recognizes only two degrees of this legal status: full or partial incompetency. An adult that has been declared partially incompetent is put on an equivalent level of ability to conduct legal affairs as a juvenile child (14 to 18 years of age). A juvenile or an adult that has been declared fully incompetent are put under the same status as a minor child (up to 14 years of age).
 A guardian is appointed for a person declared fully incompetent, while a trustee is appointed for a person declared partially incompetent. The difference in the basis for determining full or partial incompetency according to this regulation is in the degree. According to Art. 5 of the Persons and Family Act, "adults with such afflictions, whose condition is not so severe as to warrant declaration as fully incompetent, are declared partially incompetent." Using language from the beginning of the previous century, Art. 5 of the PFA (last amended in 1953) sets forth two criteria for declaring a person incompetent:



1. Medical: presence of "feeble-mindedness or a mental disease" or



2. Legal: presence of a state in which the person "is unable to manage his own affairs."

The legal criteria are also similarly defined. The social relationships in which different people participate are different. The scope of his or her "own affairs" that a person must "manage" differs depending on many characteristics of one’s social status. The BHC observations in cases of declaration of incompetency and of the clients in social services homes who have been declared incompetent confirm this supposition. The motives for evaluation by the court of whether a person "is able to manage his/her own affairs" includes a broad spectrum of factors of dubious legal character. Such factors include the person's lifestyle (for example, whether they are vagrants or engage in "amoral behaviour"); whether they have a place of their own; income, including the pension paid by the state; attitude on the part of other family members toward them, etc.

The BHC researchers also received many complaints from clients in the social care homes, some of them confirmed by the staff, of the use of groundless declaration of incompetency and commitment to a social care home by family members, in order to receive property benefits, especially when those persons succeeded in being appointed the guardians of those declared incompetent.

In quite a few of the homes visited by the BHC, the researchers met people who had been declared incompetent, the grounds for which were debatable from the very level of medical diagnosis. This was most clearly seen in the cases of residents with slight developmental disabilities.

2.2. Consequences

In Bulgaria, declaration of a person as incompetent deprives them of or limits their civil legal capacity, thereby seriously affecting their ability to sufficiently achieve fulfilment in life. The generalized, not individual, approach toward declaring incompetency is compounded by the limited legal norms in many laws and sub-regulations that presume to describe a set of officially regulated social relationships, participation in which by persons declared incompetent is prevented or limited, without regard for their individual possibilities.

2.3. Procedure for the Declaration of Incompetency

The procedure for declaring a person incompetent in Bulgaria is legally regulated by one of the special provisions in Art. 275-277 of the Code of Civil Procedure (CCP). The procedural guidance in these provisions is quite vague and has largely been expanded by interpretation/precedent. The regional district courts have jurisdiction over cases requesting a declaration of incompetency. The procedure may be instigated by filing a claim "from the spouse, from close relatives, from the prosecutor or from anybody who has a legal interest in this [matter]" (Art. 275, para. 1). This circle of people includes direct and lateral relatives up to the fourth level, and any legal heirs threatened by dissipation of the estate, who may not necessarily be close relatives.
 The participation of a prosecutor is mandatory. The court makes a ruling regardless of which kind of incompetency is requested – full or partial.
 

According to Art. 275, para. 3, "the person whose declaration as incompetent is being sought, must be personally interviewed and if necessary, made to appear involuntarily. When the person is in a medical institution and his health condition does not allow his personal appearance at the court hearing, the court is required to obtain a first-hand assessment of his condition." When the person is in a medical institution, the entire panel of judges must go to the medical institution, in order to familiarize itself with the condition of the defendant.
 It is not permissible for the questioning of the defendant to be carried out by a delegation from another court. The same court [panel] that rules on the declaration of incompetency must question the defendant. Failure to adhere to this condition is grounds for striking down the ruling of the first-instance court and for the case's being returned to be reheard by a different panel of judges.
 According to Art. 276, Para. 1 "the court rules on the claim after questioning the person whose declaration as incompetent is being sought, and of the people close to him. This, according to the interpretation of the Supreme Court, means that as well as questioning the defendant, the court must question the persons close to him.
 If the court does not do so, it would be committing a procedural violation.
 

Art. 276, para. 1 of the CCP permits the "collection of other evidence and testimony of expert witnesses." However, this is not mandatory in all cases. The court may make a ruling on the basis only of its own first-hand impressions and other evidence.
 In practice, it happens only in cases when some medical data regarding the defendant's condition has already been gathered for the case, such as, for example, a decision by the Labour Expert Physician Commission (LEPC). The BHC's observations regarding incompetency hearings show that in the vast majority of cases, it is precisely the medical experts' report that dictates the court's ruling. Once that report has been accepted, it is difficult for the court to disregard its conclusions. According to one Supreme Court decision, in order for the court to discount the conclusions in the medical report, the court is obligated to identify "concrete shortcomings, or an incorrect or unscientific starting point for the medical experts' report."
 

In principle, it is possible for an attorney hired by the defendant or a representative appointed by the court to participate in the incompetency hearing. However, the defendant was represented by an attorney in only one of the total of 58 cases examined by the BHC. In all of the other cases the defendants had to fight for their own freedom by themselves, against the people close to them and their attorneys, the prosecutor and the medical expert.  

According to Art. 277 of the Code of Criminal Procedure, "the procedure for overturning the finding of incompetency is the same as that for declaring incompetency." This does not mean, however, that the procedure can be initiated by filing a legal claim to overturn the ruling of incompetency, since the would-be claimant has already been found unable to engage in legal proceedings. This, in accordance with Art. 16 of the CCP, renders him unable to participate in court hearings on his own behalf. Both the precedents set by the Supreme Court and the interpretations of leading attorneys are categorical with regard to this matter.
 A person who has been declared fully incompetent may request that the organ in charge of guardianship and trusteeship or the prosecutor's office file a claim to overturn the declaration of incompetency.
 People who have been declared partially incompetent may take part in court hearings on their own behalf, but only with the permission of their trustees.

When the incompetency hearings of the clients of social care homes (those who were not legally incompetent at the time of their placement) are instigated by the social welfare services or the homes' directors, the legal expenses are usually covered by the budget of the home. However, on one of its visits the BHC discovered the curious fact that the legal costs of the incompetency hearings of 20 of the residents were paid for by the defendants themselves. The funds came from the residents' disability pensions.

The BHC monitoring of incompetency proceedings discovered that the court hearings were essentially a formality, in many cases to the extent that they actually constituted a mockery of justice. The BHC researchers witnessed how Bulgarian courts would place people in a position of being deprived of almost all of their rights, including some of their most fundamental human rights, in the course of a hearing lasting five to 10 minutes, conducted without the defendants' representation by an attorney and in many cases without any expert testimony.
 In addition, contrary to the rulings in many other types of civil proceedings, rulings declaring incompetency are in practice not subject to appeal under the initiative of the person declared incompetent. Not one of the district courts, whose work in 58 cases was observed by the BHC researchers, had ever held a hearing on whether to overturn a declaration of incompetency. 

2.4. Procedure for the Appointment of a Guardian or Trustee

The procedure for the appointment of a guardian or trustee and the duties of guardians and trustees are set forth in the Family Code, Art. 109-128. Art. 128, para. 3 specifies a group of persons who may by law become guardians or trustees. These are the legally responsible spouses of persons declared fully or partially incompetent, or, if they have none, their parents. The Family Code also provides that the guardians or trustees of minors or juveniles placed in specialised institutions shall be the directors of those institutions. However, no such requirement is specified for social care homes for adults, although there is a practice in some of them for the homes' directors to be appointed en masse as guardians or trustees.
 In the remaining cases, which are in fact the majority of cases in HDDAs and HMIAs, the guardians or trustees are appointed by the liaison in charge of guardianship and trusteeship. This liaison is either the mayor of the municipality or an official appointed by the mayor, often the municipal secretary. Together with the guardian or the trustee, the liaison appoints to each person declared fully incompetent an alternate guardian and two counsellors. Together, these persons constitute the guardian committee. A guardian committee is also appointed when the parents of the person declared incompetent, although still living, are for one reason or another unable to fulfil their obligations as guardians.
 In cases of partial incompetency, a guardian committee is not formed; only a trustee and an alternate trustee are appointed. According to Art. 114, para. 1 of the Family Code, until the appointment of a guardian or trustee, the guardianship and trusteeship liaison is obliged to take an inventory of the [incompetent person's] property and take measures to protect the interests of the person who is to be placed under guardianship or trusteeship. In cases with guardians, as well as those with trustees, the Family Code requires that they be appointed from "among the relatives and close persons... who shall best take care of [the person's] interests." In practice, however, especially in the case of the clients of HDDAs, who were abandoned by their parents and families from very early childhood, such persons cannot always be found, due to which in such cases the employees of the homes become their guardians and members of their guardian committees or trustees and alternate trustees.

This situation leads to an obvious conflict of interests. The idea of guardianship or trusteeship is for the person who has been declared incompetent to be assisted by another person in his relationships with the outside world, and especially with those who might violate his rights. In the social care homes this means above all the members of the administration of the home, who, because of their objective position supervise and/or perform the activities that affect every important aspect of the residents' lives. In reality, however, according to the observations of the BHC, in about 62% of the cases in HDDAs, in about 65% of the cases in HMIAs and in about 38% of the cases in HADs, the clients' guardians or trustees are people from the staff of the home, most often the director. According to one of the most out-of-touch with reality rulings of the Supreme Court, when a conflict of interests arises between the guardian and the person declared incompetent, the guardianship and trusteeship liaison must exclude the guardian from the guardian committee.

This ruling is out of touch with reality because, according to the observations of the BHC, the guardianship and trusteeship liaisons who take any interest at all in how the guardians and trustees take care of their charges are the exception, rather than the rule. Above all, in a series of cases the BHC discovered that the guardianship and trusteeship liaisons in the municipalities, in which the homes for people with mental disorders are located, do not appoint guardians or trustees for months, or sometimes even years, at a time, even though they have received from the respective district courts rulings declaring incompetency or other documents, according to which they are clearly legally required to fulfil this duty.  In other cases, due to inexperience, inefficiency, lack of interest or frequent administrative changes, the directors of the homes or social welfare departments in question do not seek out any information about the guardians or trustees of the homes' residents.

Still, many of the cases in which relatives were appointed guardians or trustees were no different from the cases in which relatives could not be found. The Family Code imposes several obligations upon guardians and trustees. Guardians are required to care for the person placed under guardianship, to manage his property and to represent him in dealings with third parties (Art. 117, para. 2). The guardian and the trustee may dispose of the property of their charges only with the permission of the regional court (Art. 118, para. 1). They are also required to inform the guardianship and trusteeship liaison about any property acquired by their charges (Art. 117, para. 3). The Family Code requires that people under guardianship or trusteeship reside with their guardians or trustees, "except when important reasons require that they reside elsewhere" (Art. 120, para. 1). Each year, by the end of February, a guardian is required to render an account of his activity to the guardian committee, after which the report is submitted to the guardianship and trusteeship liaison (Art. 126, para. 1). A trustee submits such an account only if requested to do so (Art. 126, para. 2). The guardianship and trusteeship liaison exercises supervision over the accounts and when necessary requests additional explanations. The liaison has the right to penalize the guardian or trustee with a fine, if the account or a requested supplementary explanation is not submitted (Art. 126, paras. 3 and 5).
 At the request of the liaison, the regional court may issue a writ of execution against the guardian for any funds not accounted for (Art. 126, para. 4).

Both guardians and trustees are to receive the cooperation of the municipal councils in the execution of their duties (Art. 124). 

According to Art. 117, para. 1 and Art. 122, para. 1, the duties of guardians and trustees are "honorary"; i.e., they do not receive payment for them. Some of the directors of social care homes and employees of the social welfare departments and municipal social welfare services confided to the BHC that this is one of the reasons for which guardians and trustees have no interest in the fate of their charges, especially once they have been placed in social care homes. However, this is surely not the only reason. No less important is the system of supervision over the fulfilment of their duties. The BHC observations reveal that such a system does not, in practice, exist. For the mayors of the municipalities, who appoint the majority of the guardians and trustees of the clients of the social care homes, this activity [appointing guardians/trustees], which is not supported by the voters/electorate, is obviously near the bottom of their list of priorities. Even lower are duties related to the supervision of the fulfilment of the guardians' and trustees' functions, which the law also imposes upon them. 

With regard to all of the defects in the legislation/regulations dealing with incompetency, guardianship and trusteeship in Bulgaria, the observations of the BHC show that on the local level there is a problem with the enforcement of even the most basic legal regulations, such as the submission of annual accounts by guardians to the guardian committees and the guardianship and trusteeship liaison. At the time of its visits to the guardianship and trusteeship liaisons, the BHC researchers did not discover a single reasonable account by a guardian, which presented in a more-or-less adequate manner the nature of the care provided to the incompetent person over the course of the year. In the best cases these accounts amounted to the reporting of the charge's existing property and financial resources expended during the year. In some municipalities, no reports at all were found, and there were even some guardianship and trusteeship liaisons who had no idea at all of what these activities consisted of. There were unique instances of municipalities that had created forms for reporting the annual accounts, which in general terms fulfilled the legal requirements. 

At the time of the BHC visits, the chaos in the system of guardianship and trusteeship had led to several instances of situations in which, regardless of the fact that there was a home for mentally disabled adults on the territory of a certain municipality, as well as municipal residents who were guardians/relatives of persons declared fully incompetent, there was not one functioning guardian committee. 

The absurdities in the system for deprivation and limitation of the ability to participate in legal procedures (legal incompetency) call for serious legislative reforms.
3. Material Conditions

The material conditions, as well as the lack of adequate medical care and activities, in the social care homes have provoked extremely serious concerns among the human rights monitors from joint Fct-finding missions of the BHC, Mental Disability Rights International (MDRI), Amnesty International and Mental Disability Advocacy Center (MDAC). The BHC's very first visit to the social care home for women with developmental disabilities in the village of Sanadinovo on September 11, 2001, gave the impetus for an international campaign of several human rights organisations
 on account of the categorically unacceptable material living conditions and the staff's degrading attitude toward the residents there.

According to Amendment 40a of the RESWA,
 the social services provided in specialised institutions must meet the following standards for location and material necessities: "accessibility [and] a well-maintained household and surrounding environment." Of the total of 52 homes for people with mental disorders in Bulgaria, only 10 are located in cities. All of the rest are located in or just outside of small villages, where they are the only source of income for the local population. Several of the homes are located close to the border checkpoints at Bulgaria's borders with Turkey, Macedonia, Serbia and Romania, and nine of the homes are located in mountainous regions, away from populated areas. 

Most of the social care homes are housed in buildings constructed for a variety of purposes during the period from the 1930s to the 1960s, from a gunpowder factory and an alcohol distillery to military boot camps, schools and hospitals. Only four of the homes are in buildings specifically intended to be social care homes. Of the total of 52 social care homes, seven are housed in military boot-camp barracks, two in dormitories built for construction workers of a hydroelectric power station, eight in school buildings constructed between the 1920s and the 1960s, two in hospitals, four in state farming cooperatives and three in monasteries. The remainder are spread among buildings that were originally customs stations, a gunpowder factory, a border station, a forest ranger station, brigade work camps and an alcohol distillery. 

According to information from staff members of most of the social care homes, overhaul of the buildings has not been carried out since the homes were established in the 1960s and the 1970s. For this reason, as of 2001 most of the buildings, with a few exceptions, were in extremely dilapidated condition. As is seen in the information regularly submitted to the MLSP by the home directors, hardly any funds have been allocated from the state budget for repairs or new buildings. In the autumn of 2002 the MLSP announced that repairs and reconstruction work had been made in 14 social care institutions in the country, at a cost of 2 million levs (1 mil. Eur), paid for by the Social Welfare Fund and from the NSWS.

While it is true that in several of the homes the construction of new buildings using budgetary funds was begun in the period of 1990-1994, in four of these construction still has yet to be completed. Construction of new buildings or fundamental repairs to existing buildings has been completed at 12 homes, again with funds from the state budget. At seven homes, repair work has been conducted using only funding from donors.

In contrast to the homes mentioned above, there are homes in the social care system that are still in appalling condition and in need of emergency repairs or relocation to new buildings. According to the evaluation of the BHC researchers, the homes in the most critical material condition are: the Home for Adults with Mental Illness in the village of Pastra, the Home for Adults with Developmental Disabilities in the village of Oborishte, the Home for Adults with Developmental Disabilities in the village of Kudelin, the Home for Adults with Developmental Disabilities in the village of Orsoya, the Home for Adults with Mental Illness in the village of Trustika, the Home for Adults with Developmental Disabilities in the city of Svilengrad, the Home for Adults with Developmental Disabilities in the village of Bulgarevo, the Home for Adults with Developmental Disabilities in the village of Prekolnitsa, the Home for Adults with Developmental Disabilities at Gara Samuil, the Home for Adults with Developmental Disabilities in the village of Butan, and the Home for Adults with Mental Illness in the village of Petkovo.

Of course, during its visits the BHC also discovered some good practices in the organisation of some homes and the management of a good level of material upkeep. Such cases were found in the HDDA in the city of Plovdiv, the HDDA in the village of Pchelishte, the HDDA in the village of Draganovo, the HDDA in the village of Malko Sharkovo, the HAD in the city of Dryanovo, the HAD in the village of Dobri Dol, and the HAD in the city of Slavyantsi. In these homes, the good material living conditions of the residents are the result of the initiative and active engagement of their directors in attracting funding (from the budget and from donors) for repairs, as well as a high level of motivation among the staff and of the organisation of their work. 

As a result of its observations, the BHC determined that there are a few single homes in which the dormitories (sleeping/bedrooms) meet the established standards.
 First and foremost, the capacity of the social care homes is designated according solely to the number of available beds, without taking into account access to toilet facilities, square footage or the furnishing of the rooms. Of all of the homes for people with mental disorders, those with the largest capacity are the HDDA in the village of Tvurditsa, with a capacity 220 persons, and the HDDA in the village of Kudelin, with room for 180. The maximum capacity of any HMIA is 114 persons, and 115 persons is the maximum capacity of any HAD. Among the 26 HDDAs, only six have a capacity and occupancy of 50 to 60 persons. 

The most overcrowded rooms are in the HDDA in the village of Gorno Vurshilo, with 12 to 15 people in each room, the HDDA in the village of Prekolnitsa, with 9 to 12 people, the HDDA in Prisovo with eight to 10 people and the HDDA in the village of Trustika, with 13 to 17 people. On the average, in the system of social care homes for the people with mental disorders one resident occupies two to three square meters in a dormitory, including the area occupied by the bed. In most of the homes, the dormitories contain only beds (donated by the Ministry of Defence, from decommissioned military bases). In some places even the beds are in extremely dilapidated condition. In the homes that have lockers or cabinets for the storage of personal items (these are mostly homes for people with dementia), there are not enough of them in each room for all of the people who reside in them.

Very rarely in these homes, and only in unique instances, do some residents keep personal belongings in their rooms. This is entirely understandable, given that the residents mostly do not have any personal belongings; they wear communal clothing and shoes and personal hygiene articles are given to them for use only when they are getting dressed. The only rooms that are furnished with any thought for the people living in them are those in a few of the homes that are sponsored by foreign donors.

Heating in most of the homes is supplied by local central heating with liquid or solid fuel. However, the central heating systems are often dilapidated or of outdated construction, so that they consume unreasonably high amounts of fuel. The BHC team very rarely found normal temperatures in the residents' dormitories during its winter visits. Just as rare were its discovery of findings to this effect by the Hygiene and Epidemiology Inspectorate (HEI) or of recommendations that a temperature of 20 degrees Celsius be maintained. There are, however, still some homes that are heated by solid-fuel burning stoves.

Residents of five of the homes have only outdoor toilets. There is an average of one toilet to every 13 to 14 residents in the HMIAs and HADs. At the HMIA in the village of Pastra there is one toilet for every 30 residents, one for every 25 at the HMIAs in the villages of Petkovo and Rovino, one for every 22 at the HMIA in the city of Svilengrad and the HAD in the village of Opanets, and one for every 20 at the HADs in the village of Gorna Mahala and the city of Kazanluk. In the HDDAs there is an average of one toilet to every 15 residents; in eight of them there is one toilet for every 20 to 45 residents. Besides the high number of residents to each toilet, in most of the homes the toilets themselves are extremely filthy and neglected.

Most of the homes have one bathing facility, which is used by all residents. In three of the homes, over 100 women use one bathroom with one shower. Most of the bathing facilities do not afford the residents the opportunity to bathe when and as often as they wish. Hot water in the homes is provided by boilers, which are insufficient in quantity and require frequent repairs. Conditions in the bathrooms are miserable, with mildew on the walls, stained and broken tiles and porcelain, faucets that don't work, missing shower heads, a lack of heating and of dressing rooms, and long distances to the bathing facilities from the dormitories, and sometimes even from the residential building.

The social care provided in the specialised institutions and in the community must meet the established standards and criteria for nutrition.
 The BHC monitoring revealed that the average daily food allowance per resident in 2003 was 1.63 levs (0.84 Euro) in the HDDAs, 1.61 levs (0.83 Euro) in the HMIAs and 1.87 levs (0.96 Euro) in the HADs. With a few exceptions, the food in the homes is prepared onsite in the kitchens, and is consumed in ground-floor cafeterias that are in need of refurbishment and entirely new furniture. The electrical equipment in the kitchens is about 20-30 years old. The canteens, especially in the HDDAs and the HMIAs, are dingy and extremely dilapidated, with no tablecloths, chairs with bent or broken seats and legs, and torn-up upholstery.

The residents' food, especially in the HDDAs and the HMIAs, where there is less funding for food than in the HADs, is monotonous and insufficient, in terms of both quantity and quality. Dairy products, fresh fruits and vegetables and processed meats are provided very rarely.

4. Medical Services

According to the Social Welfare Act (SWA) and the regulatory handbook for its enforcement, medical services are not provided in homes for people with mental disorders. Rather, the homes simply assist in the receiving of medical services.
 However, under current conditions, securing access to medical care ends up being a challenge, especially in homes located in mountainous areas or places close to the country's borders. It is due to this that when the BHC visited social care homes for people with mental disorders, it established sharp differences in the practice and organisation of medical services. In some homes there had been no regular contact at all with medical professionals for a long period of time, while in other places medical care was being provided by two or even three institutions, independently of one another, with varying levels of involvement.

The status of these medical services and of the homes themselves with respect to the Medical Institutions Act (MIA)
 is unclear, because they are not mentioned in the Act and are therefore not medical institutions, although obviously medical services are performed and medical records maintained in them
 (though these records do not meet the medical/legal criteria that are recognized in Bulgarian medical practice). There is no institution in Bulgaria that requires, accepts and analyses medical statistics from the homes, and therefore such statistics are not collected by the homes themselves. 

In each home there is a position on the payroll (though not always occupied) for a senior nurse (a "feldsher") or a physician. The lack of coordination between the patients' personal general-practice physicians (GPs) and the institutional medical personnel is striking. As of now the doctors (senior nurses) working on the staff of a home do not have any legal authority with regard to the prescribing of medicines or other articles, nor to make referrals to other medical specialists or laboratories. The records they keep cannot be used by GPs or other medical institutions. The system of supervision over the health care provided by the medical services in the social services homes is unclear. The only agency that conducts inspections within its own area of competence is the Hygiene and Epidemiology Institute; however, HEI's activity does not constitute supervision over the provision of health care in the professional medical sense.

Each social care home is equipped with a medical infirmary, with wide variations in the amount of space and number of examining rooms. Most of these infirmaries have not been inspected or issued permits by the HEI. The medical equipment in them is, unfortunately, only minimal, and what there is, is old and broken down. In accordance with MLSP letter No. 482, dated July 31, 2000, there must be a first aid kit, which must contain the medicines and materials specified in the 2000 National Framework Agreement for first aid kits.

According to the MLSP's Regulation No. 5, of February 16, 1999, homes for people with mental disabilities with less than 150 residents (which is the case in 95% of the homes in Bulgaria), must have one staff position for a doctor, while homes that have more than 150 residents must have two doctors. Homes with less than 70 residents must have five staff positions for nurses, while homes with over 70 residents must have eight nurse positions. Despite the requirements of Regulation No. 5, in practice it has been observed that the staffing levels in the different homes vary greatly. Only about 70% of the social care homes have doctors (senior nurses), and only in very few of the homes does the proportion of nurses to the number of residents correspond to that required by Regulation No. 5. Only about one-third of the homes have medical personnel on duty at night, and even in those the level of staffing is inadequate.  

According to the BHC observations, the level of medical care in the homes with senior nurses on the staff is always higher, even though they primarily give oral consultations and advice (it is hard to find any written record of any treatment initiated by a senior nurse). This is because there are no medical teams or health clinics responsible for providing medical services in the social care homes, just specialists. Still, when it is difficult to establish communication with the patients' GPs, the senior nurses in the homes doubtless examine and treat them. However, such activity on the part of the senior nurses is contrary to the requirements of the Medical Institutions Act.

In accordance with Bulgarian legislation, it is mandatory to seek and obtain informed consent before conducting [medical] examinations, manipulations, or treatment. With regard to the informed consent given by mentally disabled people in social welfare homes, there are several causes for concern. First of all, members of the medical staff of the homes often serve on the guardian committees or as guardians of the residents who have no close relatives or friends, or whose relatives have no interest in caring for them. It is sometimes possible for a conflict of interests to arise between the legally incompetent resident and the medical worker, who is simultaneously acting as the resident's guardian. Conflict situations are created in two other instances: when the resident is declared legally incompetent and the when examinations and treatment are conducted by a medical practitioner. In the first situation, the patient's legal representative signs on his behalf. According to data collected by the BHC, the guardians of the homes' residents are most often the homes' directors or social workers. In some cases, when the residents' guardians are their relatives, but live far from the homes, they empower the homes' directors or some of the staff to look after the everyday interests of the legally incompetent residents. It is unrealistic to suppose that a social worker or director from a home would be present at every medical examination, in order to receive information from the physician and give written consent on behalf of the legally incompetent patient. Another solution to this problem that is often seen is for the director, in his capacity as guardian/trustee, to give legal power of attorney to the home's medical officials, so that they may give informed consent on behalf of the legally incompetent residents. Aside from the inevitable conflict of interests, such transfers of legal rights are quite disputable.

In the second type of situation, medical examinations and treatment provided by a senior nurse are not reimbursable by the National Health Insurance Fund (NHIF). In cases of senior nurse-provided medical care, a medical chart is not maintained and there is no objective way to establish informed consent. 

With regard to the choice of a GP for those placed in social care homes, the applicable regulations are found in the Health Insurance Act
 and the Regulation on Access of the Insured to Medical Institutions for Outpatient and Inpatient Hospital Care.
 These patients are legislatively treated under the general provisions, and for those declared legally incompetent, their guardians choose a GP. The BHC discovered that in homes for people with mental disorders, it is common practice to choose one GP for all of the residents.  

As is seen in Art.119, para.3 of the National Framework Agreement of 2003, responsibility for the medical condition of those placed in homes is imposed almost entirely upon their GPs, under the condition that the person has chosen or has been appointed a general practitioner. In fact, however, in almost all of the homes the BHC team visited it heard reports of past and/or present problems with the medical services provided by the GPs. The difficulties encountered ranged from lack of medical experience and an actual refusal to provide medical care, to complex situations involving appearance before the LEPC and securing a referral for hospitalisation or an examination by a specialist. 

According to an expert who accompanied the BHC researchers on its visits to several of the homes, a peculiarity of the medical care in the homes is that initiating medical care remains the responsibility of the residents themselves, without their mental health condition being taken into account. This is in keeping with the requirements of the NHIF, and the residents receive nothing more than the average Bulgarian citizen, despite their mental health disorder.

The BHC discovered great variances in the frequency of GP visits to the social care homes; from two visits per week to a lack of visits for the entire year. The NFA provides for a fixed schedule of GP visits, to be formulated by the doctor and the institution and then signed by the Regional Health Insurance Fund, which makes it mandatory. During its visits to the social care homes, the BHC researchers could not find one such schedule prepared according to the above-mentioned procedure. Despite this fact, many of the social care homes had unofficial agreements for regular physician visits for 2003, which were most likely to be extended for 2004 as well. Some of the homes had also hired psychiatrists, on part-time employment contracts.  

Emergency hospitalisation of social care home residents is extremely rare; there are a few planned hospitalisations from each home per year. Homes for adults with dementia are an exception to this rule. Terminally ill residents from some of the homes are usually sent to a hospital, where they die. The directors of all of the homes confided in the BHC that there are problems associated with the hospitalisation of residents. In principle, if the illness does not fall into one of the designated groups covered by the NHIF (the so-called "clinical track"), admission to a hospital is practically impossible. In all cases the hospitalised patients or the homes have to pay for medicines and other supplies and services.

In essence, the term "emergency" is defined in medicine as a situation that is immediately life threatening or will lead to the rapid development of a permanently impaired state of health. Every physician is duty-bound to respond in the case of such an emergency. Emergency medical assistance is an obligation and a priority of the state. It is provided by specialised state entities, Centres for Emergency Medical Assistance (CEMAs), which have adequately trained personnel, structure and technology. According to the data collected by the BHC, there are on average several cases per year of a CEMA being alerted by a social care home. Not all of the cases were actual emergencies. On the whole, the staff of the homes had developed good communications with the CEMAs.

Dental care is the most poorly provided service in the social care homes. It is provided according to the terms of the National Framework Agreement. Only a handful of homes have regular dentist visits for treatment and preventative care. Unfortunately, dental care in over half of all homes for people with mental disabilities is either totally lacking or else limited only to extractions of bad teeth.

In the homes visited by the BHC in 2003, the immunization schedule had been completely fulfilled. In addition, vaccinations were administered against influenza and typhoid fever, by order of the MLSP. 

Preventative examinations are the duty of the GPs, and are to be conducted in accordance with the terms set forth in the NFA. Interpretation of the text indicates that the physician is to some extent financially motivated to conduct preventative care examinations, but is not obliged to do so. On the other hand, the patients are obliged to present themselves for such prophylactic check-ups. Adherence to the NHIF regulatory handbook and its ideology has led to such situations as that of the residents in one home for adults with mental illness, for example, who have not had a preventative-care medical exam for the past four years. The same is true for these female residents’ annual gynaecological exam required by the NHIF. The impression of the BHC is that most of the patients have had the number of medical check-ups set forth by the NFA.  In only a handful of homes had such exams not been conducted at all. By order of the MLSP, fluorographic studies had been conducted in almost all of the homes. An unusually high number of cases of tuberculosis was discovered in several of the homes.

Certain diseases are subject to observation and treatment in accordance with Health Ministry Regulation No. 28 on preventative-care examinations and clinics. Clinical care is instigated by the GPs for certain groups of diseases, while they refer cases of more specialised illnesses to specialists. Clinical care by psychiatrists is the type of clinical activity most widely applied in the social care homes. Henceforth, extremely negative consequences are expected to result from the enforcement of Regulation No. 28 on preventative-care examinations and clinical care. In practice, it makes it impossible for any of the psychiatrists in Bulgaria to work with the NHIF, except for those working in the district psychiatric clinics. According to the regulation, "clinical care is conducted in medical institutions for inpatient and outpatient hospital care and by the dispensaries" (Art. 2, para. 2). The mental disorders that are included on the list of those qualifying for clinical care are: senile dementia, schizophrenic psychoses, affective psychoses, phobic neurosis, Alzheimer's disease, Parkinson's disease and epilepsy. The frequency and number of clinical admissions for diseases that are covered by the NHIF are designated in the NFA. Clinical care for minors under 18 years of age who have diseases such as schizophrenia, Alzheimer's disease, Parkinson's disease and epilepsy is paid for by the NHIF. 

In most of the homes clinical care for hypertension and HOBB, conducted by GPs, is either insignificant or completely nonexistent. There are only a few homes in which there is adequately provided clinical care. The registered level of the diseases hypertension and HOBB may be considered to be realistic in only a few of the homes, as juxtaposed with the official data for the entire nation. 

In Health Ministry Regulation No. 26 of December 17, 2002, designating the list of diseases for which the NHIF either fully or partially covers home care, the following mental disorders are included, respectively: schizophrenic psychoses, affective psychoses, and phobic neurosis, only in cases of panic attacks, but not developmental disabilities. However, in the homes there are more developmentally disabled people than there are with mental illness, and they often receive treatment that is fully paid for by the home's budget or with their own personal resources. 

The BHC observations show that the routine prescriptions of the residents are rarely changed. They are updated depending upon the health insurance fund's requirements for the reimbursement of medications. Psychotropic medicines are either free-of-charge or to a great extent reimbursable. The list of psychotropic medications used in the homes does not reflect the true level of different types of illness. In order to fit in to the NHIF's requirements for reimbursable medications, psychiatrists are forced to modify their diagnoses or to forego treatment for certain diseases and conditions. Antidepressants, for example, are not prescribed or used in the social care homes, because the NHIF does not pay for them. Thus, the residents who require medication receive those medicines that are 100% covered by the NHIF; for example, Finlepsin, Carbamazepine, Tegretol, neuroleptics (Rispolept, Leponex, Haloperidol, depo-neuroleptics), Parkisan, Amitriptilin. Medications that are not 100% covered by the NHIF must be purchased with funds from the home's budget (such as Chlorazin, which is 50% covered). Funding for purchase of medications not covered by the NHIF is inadequate in all of the homes, but there is a clear disparity in the amount of funding that different homes have at their disposal for the purchase of medicines. The NHIF's "positive" list of medications fluctuates quite dynamically, but the general impression is that financial assistance to the patients is decreasing. This places an ever-greater burden on the homes' budgets for the drug treatment of their residents. 

There is a serious problem with regard to those medicines that are not reimbursed for at all: antibiotics, vitamins, antidepressants, neuroleptics prescribed to those diagnosed as "mentally retarded". More rarely used medicines (ampules, vials, et al.), which the home purchases for in-hospital treatment, often exhaust the entire monthly budget for medicines. 

5. Mortality

The relative proportion of deaths in homes for people with mental disorders is one of the main indicators of the quality of social services, including medical care, provided to the residents. The mortality statistics in these homes show a disturbingly high number of deaths in proportion to the total number of residents. Depending upon the profile of the home, annual mortality rates vary from 0-20% in HMIAs and HDDA, and 10-120% in HADs. Because of the wide variation in mortality rates in homes for adults with dementia, the mortality rates in HADs will be examined separately from those in the HDDAs and HMIAs.

In 1996 and 1997 public attention was focused for the first time on the high mortality rates in the homes, following external observers' findings about the conditions in the HMIAs in the villages of Radovets and Terter. In the former, 24 people had died just in the period from January until the end of June 1997. In not one of the cases was an autopsy performed.

The problem of high mortality rates among the residents was discovered again during the BHC visits to the homes during the fall of 2001. At the beginning of 2002, the BHC ascertained that there had been a total of 22 deaths in a one-year period (January 2001 - January 2002) at the social care home for men with mental illness in the village of Dragash Voyvoda. On-site attempts by the investigators to obtain more detailed information regarding the circumstances of the residents' deaths were unfruitful, since no statistics regarding the deaths were maintained at the home and the employees could not explain under what circumstances or for what reasons so many residents had died. In February 2002 the BHC investigators presented their findings about the high mortality rates and the inhuman conditions in the home to then-Deputy Minister of Labour and Social Policy, Ms. Christina Christova. They also demanded detailed information about the deceased residents: their total number, their ages of death, causes of death and dates of death. The Municipal Social Welfare Service (MSWS) in the city of Nikopol submitted information to the National Social Welfare Service (NSWS), from which it became clear that 12 residents had died in January and February 2001, and the other 10 had died during the period from October 22, 2001 to January 14, 2002; i.e., almost all of the residents had died during the coldest months of the year. According to the home's former director, the main factor in most of the residents' deaths was severe bilateral bronchial pneumonia, which resulted from medical care not being provided in time by the home's former physician, and a lack of medicines for treatment. Several letters from the director of the home, in which the dire situation was described, had been sent to the Nikopol MSWS and remained unanswered. An analysis of the medical care in the home showed a significantly high turnover in medical staff. The residents' general practitioner had also been changed several times during this period. According to a doctor from the Pathological Anatomy Ward of the Medical University in the city of Pleven, who performed autopsies on three of the residents in February 2001, the cause of the men's deaths was bronchial pneumonia, which had not been diagnosed and treated, and further, in all three cases the disease had progressed with the sufferers being in a state of chronic malnourishment, and was additionally exacerbated by their extremely miserable living conditions. Immediately following the exposure of the problem of high mortality at the HMIA in Dragash Voyvoda, it became clear that the District Social Welfare Service in Pleven had not submitted information to the NSWS about the number of deceased and their causes of death in a timely fashion; however, this does not justify the inaction of the responsible state employees from the then-NSWS [now the Social Welfare Agency].

As early as 2002, the leadership of the MLSP and of the NSWS had aligned themselves toward the only possible solution to the many problems at the home in Dragash Voyvoda: closure of the institution and transfer of the men living there into homes that could provide better conditions. This was not done until 2003, when half of the residents were transferred to such other homes, while the other half – a total of about 70 men – were transferred to a home opened specifically for that purpose in the village of Govezhda, in the province of Montana. Prior to the new home's opening, repairs had been made on the existing bungalows and job positions had been advertised.

During the year 2001, there were a total of 17 deaths at the HDDA for men in the city of Batak. In only three of those cases was the cause of death disease (cancer, cirrhosis and anaemia, respectively). As in the HMIA in the village of Dragash Voyvoda, the cause of death for all the others was "severe cardiac and respiratory insufficiency." This assignment of identical diagnoses for the cause of death does not provide objective information about the true causes of death, and would not in any of the cases correspond to the pathologist's findings if an autopsy were conducted. Most of those who died in the homes were young people. In previous years, autopsies were conducted on all of the deceased, but this practice has been discontinued. During the following year of 2002, there was only one death at the home. The high number of deaths during a short period of time again suggests that the reasons for this mass of residents being allowed to die off are hidden in inhuman living conditions and in the total medical negligence of and irresponsibility for the health of the residents.

Gaining access to information about the deaths in those homes with distressingly high mortality rates has always been problematic. As in the above-mentioned homes in Dragash Voyvoda and Batak, the staff of the HMIA in the village of Radovets either did not maintain mortality statistics, or did not want to make the statistics available to the researchers. In one of the joint visits to this home in June 2002, a representative of Amnesty International ascertained that the number of deaths during the first nine months of 2001 had not been six people, as had been reported earlier, but nine.
 At a visit during the following year it was reported that the total number of deaths in 2001 had been 14. During a visit to the home in June 2003, staff members presented information to the BHC investigators according to which there had been not 14, but 17 deaths during 2001. The difficulties in researching mortality rates for 2001-02 were compounded by the lack of uniform standards for recording and maintaining documentation, including after the residents' death. Thus, for example, in several homes the BHC ascertained that death certificates were not kept at the home, and could be found only at the corresponding social welfare service.  

Ten women died during the calendar year of 2001 at the HDDA in the village of Malko Sharkovo, in the Yambol province; 10 women died in 2002 at the HDDA in the village of Banya and 12 men died during 2003 at the HDDA in the city of Tvurditsa. The general overview of the number and proportion of deaths in 2002 and 2003 is as follows:

	Type of Home
	Number of Residents in 2003


	Number of Deaths in 2002


	Number of Deaths in 2003


	Deaths as Percentage of Total Number of Residents in 2003 

	HDDA
	2536
	98
	110
	4.3%

	HAPD
	1112
	91
	60
	5.4%

	HAD
	811
	328
	339
	41.8%

	Total:
	4459
	517
	509
	11.4%


Inadequate psychiatric care, a shortage of orderlies and inappropriateness of the profile of the type of home are the basis for the majority of conflicts between residents, which sometimes result in fatal consequences. At the HDDA in the village of Butan, an argument and fist-fight between two residents resulted in the death of one of them. On February 24, 2004, at the HMIA in the village of Govezhda, in an argument and fist-fight between two residents – over two cigarettes – one of them died. Beatings suffered in fights were also the cause of two of the deaths at the HDDA in the village of Batoshevo. Six women died at the HDDA in Butan between January and November 2001, with the cause of all of the deaths reported as severe cardiac and respiratory insufficiency.

An analysis of the fatalities in the homes shows that the average mortality rate in the HMIAs is slightly higher than that in the HDDAs. The reason for this, despite better medical care in the HMIAs, is that the residents who suffer from mental illness significantly more often have ancillary diseases, and their state of health is very dynamic.

The mortality rate statistics show that the proportion of those who died in the homes with bad living conditions is significantly higher than the proportion of deaths in the homes that have acceptable living conditions. Thus, for example, in 2002 and 2003, 24 people died in each of two of the homes – the HDDA in the village of Podgumer and the HMIA in the village of Pastra. During the same period a total of 19 residents died in the HMIA in the village of Petkovo, and 18 at the HMIA in the village of Radovets. For this reason, extremely miserable living, sanitary and hygienic conditions can be placed first among the reasons for the high mortality rates in the HDDAs and HMIAs. The other reasons for the high mortality rates may be generalized as follows:

- Lack of adequate individual care for bedridden residents who are unable to care for themselves; 

- Inadequate action on the part of the GP;

- Shortage of qualified medical personnel on staff and negligent medical care;

- Ineffective mechanisms for the provision of specialised medical care;

- Lack of emergency medical assistance;

- Lack or shortage of the necessary medicines.

As is evident, all of the reasons listed above can be attributed first and foremost to serious deficiencies in the management, organisation and regulation of the system of care for people with mental disorders. For this reason, the possibility that such people might lose their lives if they end up in an institution is significantly greater than that if they remain in the home environment.

It became clear during the visits to HADs near the end of the research period of the project that the mortality rate in the HADs is significantly higher than that in the HDDAs and the HMIAs. The consistently high mortality rates in these homes are due not only to the advanced age of the residents, but also to the development of their disease being in the final stages at the time of their placement in the homes and the fact that other possibilities for treatment have previously been exhausted. The poor quality of care in the homes is also a contributing factor. In two of the homes it was discovered that the number of deaths was disturbingly high. The employees working in HADs are prone to accept a high mortality rate as normal. When they have to explain this fact, in addition to the reasons mentioned above they usually answer that the deceased had severe disabilities and a series of ancillary illnesses. Despite this, the overall impression of the BHC researchers was that the mortality rates in HADs are to a large degree a function of the total range of care that the employees provide for the residents. 

In only a few of the homes, which are located close to regional centres, did the BHC hear reports of autopsies being performed following the death of residents. In a further few homes, there were reports of unique instances of autopsies being conducted. It is necessary that autopsies be performed on every deceased resident of the homes, in order for there to be an unbiased investigation into the reasons for each fatality. This is even more so, since the circumstances surrounding the deaths of people with mental disorders most often remained unexplained.  

6. Physical Restraint Measures and Violence. Restraint and Seclusion

The BHC discovered that sometimes in order to punish or restrain residents, orderlies and nurses resort to the use of physical force, with the goal of forcing the residents to stop doing something, or to frighten or punish them. Of course, in most cases it is impossible to prove categorically that residents' injuries have been caused by actions of the staff. Despite this, staff members, as well as the medical personnel, are responsible for the health of the residents and they should be ready at any given moment to prevent any attempts at self-inflicted harm. The BHC researchers witnessed many instances of beatings and violence among the residents, in which the staff either would not get involved or failed to respond adequately.

6.1 Restraint

When the use of physical force on people with mental disorders does not have the punishment or behaviour-modification effect desired by the staff, they resort to restraint, by binding the limbs with chains, using straitjackets or handcuffs, or restraining the body with belts (straps). There is no law or other regulation that permits the use of physical restraints on the mentally ill in Bulgarian social care homes, and with regard to their use in other institutions in Bulgaria, it is not regulated as to duration, type of restraints or procedures for their use. Despite this, physical restraints are used in the social care homes in order to control outbursts of agitation caused by the mental state of the residents, as well as for punishment. Restraint is most often imposed in unlocked rooms, by binding the limbs with chains, holding down the body with straps or by using a straitjacket.

International law, which is directly applicable in Bulgaria, also fails to offer some sort of standard regarding restraint and seclusion. The so-called "soft" international standards are more clear-cut, but they are also sometimes contradictory.
 Principle 11 of the UN Principles on the Protection of People with Mental Illness permits the seclusion and restraint of mentally ill people, provided that these measures are:

· used as a last resort in cases when there is immediate or imminent harm to the patient or others;

· employed in accordance with the officially approved procedures;

· recorded in the patient's medical record;

· applied in humane conditions, under the regular supervision of a qualified staff member;

· and provided that a personal representative of the patient is promptly informed.

Recommendation 1235 of the Parliamentary Assembly of the Council of Europe permits the use of restraint, but not of mechanical restraint.
 The European Committee for the Prevention of Torture makes contradictory statements on this important question. On the one hand, it recommends that restraints be applied "in principle, without using leather straps or straitjackets [and be limited to manual control],"
 while on the other hand it still permits their use [the use of straps and strait-jackets], although only "exceptionally."
 Still, the Commission requires that each instance of seclusion or restraint, regardless of its character, be ordered by a physician and entered in a special institutional logbook, as well as in the patient's record. "The entry should include the times at which the measure began and ended, the circumstances of the case, the reasons for resorting to the measure, the name of the doctor who ordered and approved it, and an account of any injuries sustained by patient or staff."

The internal written regulations of Bulgaria's social care homes for people with mental disorders contain nothing regarding the question of seclusion and restraint. In the autumn of 2003, in outgoing letter No. 9100-251 dated September 30, 2003, the executive director of the Social Welfare Agency, Mr. Nikolay Angelov, informed the directors of the regional social welfare departments that seclusion and restraint in areas behind metal bars is a gross violation of the human rights of residents suffering from developmental disabilities or mental illness. However, the letter gives no orders for the dismantling of existing apparatus and bars, nor does it require the documentation of each use of confinement. 

6.2 Seclusion

The third group of restraining measures consists of confining the residents in solitary confinement rooms, in isolation rooms inhabited by several persons, in outdoor cages, in rooms with prison bars, or in wards completely isolated from the outside world, with their own toilets, in which aggressive, hostile or unpredictable residents live permanently, without any access to the common areas of the home. Periods of confinement in solitary or group isolation rooms is most often used as a punishment, and the length of time spent in them may be from several hours to one or two weeks. Confinement in outdoor cages and mesh-enclosed gazebos or barracks is usually for shorter periods and besides being used as a punishment and disciplinary measure, is imposed preventatively on residents who often disturb the others or would attempt to escape. There are rooms located in the dormitory buildings that are partitioned off by bars and used as permanent isolation rooms, in which violent or escape-prone residents are most often confined.  There are locked sections – probably modelled after the so-called "acute wards" in psychiatric hospitals – where aggressive and escape-prone residents are confined, as well as those with unstable/unpredictable behaviour. In one of the homes, this separate ward was known as the section with increased supervision. In homes for adults with dementia, lock-out and exclusion from the residents' rooms is practiced in certain cases.

By the beginning of 2004, local and international pressure had resulted in some of the isolation rooms being removed and no longer used for that purpose. 

6.3 Long-Term Confinement in Locked Wards

In several of the HDDAs and HMIAs, the staff had adopted the practice of designating locked or "acute" wards, for permanent occupation by residents. The selection of residents placed in them was subjective, without using previously established criteria. Most often the home's director and medical staff would decide whether a resident's behaviour deviated drastically from that of the others, whether he was dangerous to himself and/or others, and whether he was likely to attempt escape or commit violence. 

7. Rehabilitation, Activities, Occupational Therapy, Recreation

In accordance with Art. 41, para. 3 of the RESWA,
 the social services provided in specialised institutions and in the community must comply with the following standards and criteria for educational services: they must help secure the participation of the users in an educational programme, in keeping with their age and personal choice, and ensure access to information.

At the time of its observations during the 2001-2004 period, the BHC ascertained that in the prevailing percentage of social care homes in the country, due to a deficit of administrative and financial resources, as well as their distance from larger cities, activities are not offered that fulfil the requirements of contemporary mental health care for people with severe, permanent psychological disabilities, which call for an individual and comprehensive approach. The more severely disabled people in the homes do not participate, as a rule, in the organized forms of socialization activity. At the time of the BHC visits to the homes, the prevailing part of the residents were watching television in the day rooms, walking around in the yards or lying down in their rooms. Special group and individual activities, conducted according to programs developed in advance, are not conducted almost at all.

There are several reasons for this nearly complete lack of social work with those placed in social care institutions: a lack of necessary infrastructure [appropriate space and equipment] for conducting the activities on the territory of the homes, a lack of sufficiently qualified staff, and a lack of funds for having a recreation break at least once a year. In addition, the social work in the homes is still viewed as a luxury, which most of them cannot afford due to the necessity to solve much more serious problems regarding the material conditions in the residential buildings, toilets, clothing, food and medical services. 

7.1 Necessary Infrastructure for Social Reintegration Activities

Since as of now almost all of the homes for people with mental disorders occupy buildings that were not originally intended to meet the needs of social care homes, the rooms that are used for daytime activities are not suitable for that purpose. They are insufficient in number and square footage to accommodate all of the residents and they do not have enough furniture and equipment to ensure the effective provision of daytime activities. Moreover, the residents do not always have access to them at all hours of the day. In some of the homes, the foyers or lobbies of the residential buildings or the canteen are used for daytime activities. In the rest of the homes there are day rooms, although they are sparsely furnished, with just tables, chairs and a television (and sometimes a stereo system), and have insufficient space for all of the residents.  

Besides the day rooms, which are usually used only for watching television and/or listening to music, a few of the homes also have other types of space; two of the homes have student kitchens and one has built a culinary atelier, four of the homes have cafes, three have chapels, three have gyms and four have libraries.  

Twelve of the homes still have functioning subsidiary farms, the maintenance of which is supported by foreign donors.  

7.2 Staffing

There are 54 social workers in total, working in all of the 52 homes for people with mental disorders, with two social workers working in each of five of the homes. According to MLSP Regulation No. 5, as of February 16, 1999, there must be one social worker and one rehabilitation [occupational] therapist in each HDDA, HMIA or HAD, regardless of the number of residents.

Social workers must have a higher education, post-secondary or specialized secondary education, with a specialisation in social education, social activities or social work; they must be computer literate, have the ability to work on a team and be psychologically fit for working in the social welfare system. Prior work experience is not required. In practice, the main activity of the social workers in the homes comes down to gathering and maintaining documentation about the residents. They often lack the required qualifications and professional preparation for conducting activities related to the socialisation and reintegration of the homes' clients. In only about 20 of the 52 homes do the social workers have a higher education degree in Social Work or Social Education.

According to the specific terms of MLSP Regulation No. 5, of February 16, 1999, when a social care institution for persons over 18 years old has an auxiliary farm, there may be a job position for an "organizer of farm activity." At the homes that have a workroom, an occupational therapist may be hired. In the absence of either, the provision of occupational therapy is obviously not envisioned as simply imposing some household chores, and occupational therapists are not hired. According to the requirements for the qualifications needed to work in the social welfare system, enumerated in Regulation No. 5, an occupational therapist may have a post-secondary or specialised secondary occupational therapy diploma, and an organizer of farm activity may have completed a higher, post-secondary or specialised secondary education in any field.

A total of 34 occupational therapists work in the social care homes in Bulgaria: nine in HMIAs, 25 in HDDAs and none at all in HADs. There are organisers of farm activity working at four of the homes. The occupational therapists usually have a secondary education or are former art, music or vocational teachers. There are rehabilitation therapists working at only two HADs and three HDDAs. 

7.3 Activities

Along with the problem of the insufficient or in some places completely lacking infrastructure for conducting any kind of activities, as well as inadequate staffing, the BHC observations naturally also perceived the problem of the lack of activities in which the residents can participate, even though almost every home has a social worker.

Most often the residents whose faculties are still most intact (5 to 10 people in each home) are included at the staff's discretion in the daily household chores: cleaning the yard, cleaning the rooms, help in the kitchen or serving the food, helping carry firewood or groceries, help with the laundry. In some cases the residents who perform these activities are actually carrying out the staff's duties, and are being demeaningly exploited, without being paid. In the homes that have auxiliary farms, a small percentage of the residents engage in digging, weeding, feeding and caring for the animals, and other activities, without receiving payment.

With regard to helping ensure the participation of the user of social services in an educational programme, the homes undertake almost no initiatives. Literacy training for certain individual residents is conducted in just four HDDAs.  

Only in about 1/3 of Bulgarian social care homes are there organised excursions or vacation trips outside the home for the residents. In contrast to the HDDAs, for which out of 26 homes one-day excursions are conducted at least once a year in 12 of them, of 13 HMIAs and 13 HADs, excursions are conducted in just three of each type of home. The homes that do organize excursions usually manage to fund them with resources from donors or the residents' own personal funds. Only those residents who are able to serve themselves and move around unassisted participate in the excursions and vacations, since the accompanying staff is usually limited to two or three employees for about 20 or 30 residents. Most often the social reintegration activity consists of walks or hikes in the mountains, or a once-a-year visit to the nearest city.

Rehabilitation, social work and occupational therapy are not conducted in Bulgarian social care homes. There are a few disorganised, sporadic initiatives that involve only a few of the residents, are not financed by the state budget, and do not have a significant effect on the lives of the people placed in the homes. 

8. Right to a Personal Life, Correspondence, Religion, Sex Life, Contact with Friends and Relatives, Upkeep of Physical Appearance, Right to Information 

In more than half of all social care homes, the residents do not have closets or any other place to keep their personal belongings. Most often, personal belongings (for those who have any) consist of televisions, radios, cassette players, cosmetics, clothing and linens, and books. In most of the homes, the employees claim that the residents are free to maintain their physical appearance. In practice, this is not really possible, since only a small number of the residents possess clothes and toiletries of their own. The clothing in the homes is mostly acquired from donations, which in a large number of cases come from decommissioned military bases. The residents' personal funds are often used to purchase personal underwear, but are not sufficient to buy clothes and shoes. Since parasites are a problem in some of the homes, in most cases women's hair is kept short.

Only about 20% of the residents maintain contact with their friends and relatives. Visits and contact with friends and relatives are more frequent in the homes for adults with dementia. Unfortunately, in many of these homes the directors complain that some of the residents' family members only visit the homes in order to take the residents to a notary public to conduct a transaction related to their real estate property. In most of the HADs in Bulgaria, access to friends and relatives is not denied, and they may call the residents by telephone at any time. Most of those placed in HDDAs have no relatives, since they were babies or children when they were abandoned and institutionalised by their parents, who signed declarations surrendering their parental rights. Visits from friends or relatives are very rare in these homes, and letters are almost never written or received. While the residents of HMIAs do in most cases have family, they usually end up in homes because their families cannot or do not want to care for them, and for this reason there also is not much visiting or contact with relatives in the HMIAs.  

Separation of the sexes in most of the homes, social isolation of the residents from the outside world and limited freedom in most of the homes to go out in the towns and villages all limit the possibilities for the residents of homes for the mentally disabled to have mixed-sex contact. Only the homes for adults with dementia, as well as six of the HDDAs, have men and women residing together. There is not one mixed-sex home for adults with mental illness. In many of the homes, the BHC found dissatisfaction among the residents with regard to their inability to have contact with members of the opposite sex. 

In some of the social care homes, acts of sexual harassment of some of the residents by others have been observed, as well as by employees of the homes. These cases are extremely difficult to prove, given the fear and the illness of the victims. At this time the BHC does not possess evidence from any official investigation into such cases, only the testimony of the residents who have suffered harassment and of eyewitnesses. This is because the practice of the homes' directors in cases of sexual harassment of a resident by an employee is not to alert the prosecutor's office, but simply to impose disciplinary action.

A high proportion of the HADs, HMIAs and HDDAs maintain good relations with religious communities and churches, which raise funds and collect donations for the homes. Some of the most active donors and visitors to the homes are representatives of the Catholic Church and of foreign Christian organisations. Despite all of this expressly religious charity work, very few of the homes have any religious activities for their residents.

Almost all of the homes, except for the HDDA in the village of Butan and the infirmary of the HAD in Sofia, have televisions. Despite this, televisions are not put in the rooms of the most severely disabled and bedridden residents. The homes have cassette players, radios and stereo systems, most of which were acquired as donations or purchased with the residents' personal funds. Most of the homes do not subscribe to newspapers, because they can't afford to, and staff members bring newspapers and magazines from home to those residents who can read and are interested. In every home there are at least a few residents who are interested in the news and current events in Bulgaria and the world.  

According to the staff of all social care homes that were visited, the residents are not prevented from expressing their own opinions, and some readily did so in the presence of the staff and the BHC researchers. In many cases, however, the staff of the homes did not allow the BHC representatives to talk to residents in private.

9. Staffing

The number, type and qualifications of the employees in social care homes in Bulgaria are designated in MLSP Regulation No. 5 of February 16, 1999, and in the RESWA. It is interesting to note that this regulation on the number of employees is not fully complied with almost anywhere. In some places the homes are far too short-staffed to provide for the needs of the residents, and most of the employees are support staff, not specialists appropriate to the residents' specific needs. This is why it is common practice in social care homes for the staff to orient itself toward the physical and physiological care of the residents. In the best-case scenario, there would be one social worker and one occupational therapist in each home. However, even with the most optimum distribution of the social workers' hours, it would be impossible for them to conduct individual and group sessions with the residents who need them and at the same time to meticulously keep up the required documentation. Only 11 of the homes have a staff position occupied by a hired physician; in most cases they are half-time or even 1/4-time positions. There are about four or five people on the medical staff of most of the homes. For this reason it is difficult to arrange the schedule in such a way as to comply with the regulations on overtime work and also ensure 24-hour medical care in the homes. A lack of specialised staff members in Bulgaria's social care homes – In terms of both numbers and qualifications – is the basis for the inadequate attention paid to the social integration and rehabilitative activities of the residents.

The low or inappropriate qualifications of the staff in Bulgaria's social care homes also present an obstacle to adequate healthcare being provided to the residents. In 95% of cases, the nurses and medical assistants have no supplementary qualifications for work with people with mental disorders. In only about 20 of the social care institutions do the social workers have degrees in Social Work or Social Education. The occupational therapists usually have a secondary education or are former music, art or vocational teachers. The directors of two of the homes are physicians; the rest are primarily engineers, economists or educators. Only a few have an advanced degree or a supplementary qualification in Social Work.

The location of most of the homes in small villages and unincorporated areas in economically depressed municipalities makes if impossible for the directors to hire qualified staff, especially in the area of service. It is exceedingly rare for the service staff in the homes to have received training specific to their work, such as how to behave toward the residents, how to earn their respect and trust, how to deal with violent outbursts without endangering themselves or the residents, etc. Such qualifications cannot be achieved without appropriate, up-to-date, practical and theoretical training of the staff, nor without attracting particular specialists from larger towns and cities. Unfortunately, qualification courses and lessons cannot be organised without additional financing from the state. Instead of just filling the laws and regulations with requirements regarding the necessary numbers and qualifications of employees in social care homes in Bulgaria, the state should make it easier to train staff.

Working conditions for the staff are exceptionally harsh, and the wages paid are not only insufficient to motivate them in their work, but in most cases aren't even enough to pay for transportation to the workplace. Most of the employees in the homes travel to them from neighbouring villages and cities, at least once per working day. Only in about half of the homes does the municipality or the management of the home cover part of the staff's transportation expenses or provide transportation to and from the home. 

Night shifts by staff in homes for the mentally disabled are paid at about 0.60 levs (0.30 Eur). The average monthly salary in social care homes is about 200 levs (app. 100 Eur) – 120 to 160 levs for orderlies, 190 to 250 levs for social workers and 250 to 350 levs for the directors. The employees in all of the homes are dissatisfied with their wages. Despite this there is low, almost nonexistent staff turnover, since there aren't any alternative job opportunities in the poor municipalities in which the homes are located. In most of the homes, the staff members have been employed in them for over ten years. The social workers have been working in them for a shorter period of time, since most of the homes had not hired a social worker until the past few years.  

10. Inspections

Inspections and visits are made to homes for people with mental disorders by a series of state and municipal organs, and by a very few non-governmental organisations. Among the agencies that check up on the homes most often are HEI, PAB (Fire Safety Department), the Social Welfare Department (SWD) for the territory of that municipality, the Regional Social Welfare Department (RSWD), the MLSP, the SWD, and representatives from the municipal administration, since the homes are under the direct authority of the municipalities in which they are located. The municipalities mostly conduct financial supervision over expenditure of the homes' budgets and also over the personal funds of the residents.

In each of the homes there is usually a journal, into which the visits of HEI and PAB (Fire Safety Department) are recorded, along with their findings, recommendations and penalties imposed (if any). Written documents are rarely left after the other types of inspections, and official reports of findings are rarely sent to a home that has been inspected. For this reason, misunderstandings often arise about the inspections carried out in the homes, between the information given by the staff on the basis of the documentation left by the inspectors and the information given by the inspectors themselves. Such misunderstandings occur most often with the employees of the SWDs and the RSWDs. They claim that they visit the homes several times per year, but in the homes themselves there are no official reports from such visits. 

The SWDs and RSWDs are not particularly regular in their visits to and inspections of social care homes, especially since the homes were placed under the direct authority of the municipalities on January 1, 2003. The new functions of the SWDs and RSWDs are connected with the provision of methodical assistance and direction to the staffs of the homes, as well as quality control of the social services they provide. As of now there is no effective cooperation between the social welfare organs of the municipal administrations and the regional structures of the SWA/MLSP, and contact by specialists from the SWDs with the social care homes is limited. Unfortunately, aside from the fact that representatives of some of the SWDs and RSWDs do not visit the homes on a sufficiently regular basis, representatives of the SWDs and RSWDs also do not always approach their duties diligently enough.

The BHC concerns and those of other NGOs regarding the lack of sufficiently effective supervisory control over the entire system of homes for people with mental disorders are also shared by the state as embodied by the MLSP. Unfortunately, at the time of their visits to these institutions throughout the country, the BHC researchers did not come across many attempts on the part of the MLSP to set up an independent control mechanism, despite its expressed readiness to do so. As of the beginning of 2004, most of the social care homes had not been visited by MLSP representatives for several years. On March 22, 2004, the MLSP, the SWA and the RSWD undertook an inspection campaign in over 40 homes for people with mental disorders, in cooperation with NGO representatives. The results of these inspections were not officially published.

Representatives of the MLSP and the SWA did not leave reports of their inspections in most of the homes they visited during 2002 and 2003 – or at least that was the information received by the BHC team from the homes' directors – but in some places they did leave recommendations and even took some measures to improve conditions in the homes.

The prosecutors do not feel any responsibility toward the social care homes in Bulgaria. The only instance of a prosecutor making a check on a social care home was instigated by a letter that Amnesty International sent to the Prosecutor General. Case File No. 6675 of 2001 was opened, in which the district prosecutor in the city of Pleven was delegated to make an inspection in the Sanadinovo case. Although the material conditions in Sanadinovo are described in great detail in the inspection report and fully correspond with those witnessed by representatives of the BHC and Amnesty International at the Sanadinovo home, the prosecutor concludes that "the inspection did not uncover conditions that would give us grounds to undertake any preliminary proceedings against any guilty official persons." According to the prosecutor's conclusions, the home needs "more employees and doctors, to take increased care of the patients, and mostly greatly increased financial resources and improved structure of service, much more medical care, and more social contact." The municipalities usually exercise financial supervision over the homes' activity and the expenditure of the residents' personal funds.
� See Monitoring of the Situation in the Places of Detention and Some Psychiatric Hospitals in Bulgaria, BHC report, Sofia, 1995 (in Bulgarian). 


� Dolls on Chains, Human Rights Without Frontiers, no. 5, 1997 (in Bulgarian and French).


� Inpatient Psychiatric Care in Bulgaria and Human Rights, Sofia, BHC, 2001.


� Homes for Children with Special Needs, Sofia, BHC, 2002 (in Bulgarian). 


� State Gazette, issue 29, March 30, 1999, amended in issue 54 of June 15, 1999 and not repealed to date.


� From this point on in its analysis the present document uses the term "adults with mental disorders" to encompass three groups of people 18 years of age and over with developmental disabilities, mental illnesses and persons suffering from dementia.





� See "Far from the eyes of society: Systematic discrimination against people with mental disabilities," Amnesty International report published on October 10, 2002, available online in Bulgarian at http://www.amnesty.org.


� With the amendments made to the Child Protection Act (prom. State Gazette, issue 48, June 13, 2000) from April 18, 2003, placement in children's institutions is made by the court. Article 26 as amended (State Gazette, issue 36, April 18, 2003) provides: "Placement of a child in the family of relatives or close friends, as well as placement of a child with a foster family or a specialised institution, is performed by the court. Until the court has ruled on the case, the Social Welfare Department makes a temporary placement on the child's behalf, according to the administrative rules.” Such a procedure, however, is not provided for placement in a social care home for adults. 


� The decisions are also unclear as to the exact nature of the expenses included in the established standard for the support of one individual and what the mechanism for their calculation was.


� Pavlova, Maria, Civil Law, main section, paragraph 1, Sofi-R Press, Sofia, p. 232.


� This basic principle has not, however, been subsequently incorporated into Bulgarian law. See as one of many examples Article 54, para. 4 of the Family Code, in which the position of those pronounced partially or fully legally incompetent is equivalent to that of the minor.


� The BHC researchers met R.T. during two of its visits to the Home for Adults with Mental Illness in the village of Pastra. He conversed articulately and lucidly, and was well-acquainted with money and the prices in the region. According to R.T. the main reason for his being declared incompetent and placed in a home was his family's desire to remove him from the family residential property.


� Stalev, Zhivko, Bulgarian Civil Procedural Law, 6th ed., CIELA, Sofia, 2000, p. 578.


� Decision No. 876а of the 2nd civil section of the Supreme Court, 29-Sep-1994.


� Decision No. 2133 of the 2nd civil section of the Supreme Court, 12-Dec-1984.


� Decision No. 113 of the General Assembly of the civil division, 29-Oct-1986.


� Decision No. 267 of the 2nd civil section of the Supreme Court, 31-Mar-1987.


� Decision No. 1368 of the 2nd civil section of the Supreme Court, 27-May-1970.


� Decision No. 593 of the 2nd civil section of the Supreme Court, 4-Mar-1967. See also: Zh. Stalev, op cit, pg. 579.


� Decision No. 3152 of the 2nd civil section of the Supreme Court, 26-Dec-1969; Also: Decree No. 5/79 from the 13-Feb-1980 Plenary Session of the Supreme Court, §5.


� See: Decision No. 585 of the 2nd civil section of the Supreme Court, 10-Mar-1965; Also: Zh. Stalev, op cit, p. 581.


� Decree No. 5/79 of the 13-Feb-1980 Plenary Session of the Supreme Court, §10.


� On March 5, 2004, the BHC monitored a hearing from the incompetency proceedings in the city of Russe District Court against 10 youths from the HDDCY in the village of Mogilino. The youths had reached the age of majority and, in order to be transferred to a home for adults, they would have to be declared incompetent. The hearing, which was the first in the case, lasted for a total of about 20 minutes. No experts were called upon to testify on the case, but the LEPC decisions regarding each of the 10 youths were submitted. No medical professional was present. Not one of the people, whose incompetency was being sought, was represented by a defence attorney. It was not clarified at the session whether or not they had any relatives. The only person to be questioned, besides several of the defendants, was Ms. T.R. from the administration of the home in Mogilino. 





� The erroneous opinion is unfortunately circulated, in commentary literature and elsewhere, that if the person is placed in a social institution, "the director [of the institution] is by law the guardian or trustee of the person declared incompetent." (M. Pavlova, op cit, p. 246).


� Decision No. 1213 of the 2nd civil section of the Supreme Court, 03-Jan-1996.


� 22 Decision No. 1249 of the 2nd civil section of the Supreme Court, 23-Dec-1993.





� This fine is currently set at a maximum of 20 stotinki (0.20 levs). The fact that legislation with regard to this matter has not been re-evaluated for many years is in itself proof of the low level of attention paid by Bulgarian legislators to the fulfilment of these functions.


� Mental Disability Rights International, web page for its Bulgarian campaign http://www.mdri.org/takeaction/bulgaria.htm. Amnesty International created a special web page about the Bulgarian social care homes, where a film about the homes visited by AI representatives is also available, http://web.amnesty.org/web/content.nsf/pages/gbr_bulgaria.


� State Gazette, issue 40, May 1, 2003. 


� News item from http://www.mlsp.government.bg/bg/news/news.asp?newsid=134&catid=1.


� Regulatory Handbook for the Enforcement of the Social Welfare Act (SWA), Art. 40е, Sect. 2, 3, 4. 





� RESWA Art. 41, para. 1.


� RESWA Art. 41, para. 2.


� Medical Institutions Act, amended, State Gazette, issue 62, July 9, 1999.


� Decreed in MLSP outgoing letter number SG-91-00-04, dated January 11, 1999.





� Amended, State Gazette, issue 70, June 19, 1998.


� Adopted by Council of Ministers Resolution No. 206 of November 17, 1999, amended in State Gazette, issue 101, November 23, 1999.


� Ibid.


� Letter from the Social Welfare Agency to the BHC, No. 92/23, dated May 20, 2004.


� See: Krassimir Kanev, “State, Human Rights and Mental Нealth in Bulgaria”, New York Law School Journal of International and Comparative Law, Vol. 21, No.3, 2002, pp.461-462.


� GA Res. 46/119, U.N. GAOR, princ. 11, item 11.


� Council of Europe, Parliamentary Assembly, Recommendation 1235 (1994) on psychiatry and human rights, para. 7.iii.c.


� 8th General Report, CPT/Inf(98) 12, para. 47.


� Ibid., para. 48.


� Ibid., para. 50.








� Amended in State Gazette, issue 97 from 2001, issue 40 from 2003.


� http://asp.mlsp.government.bg





PAGE  
2

