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FOREWORD

Today, aging population of Turkey reached the highest point in our 
country’s history. The ratio of the People over 65 who are defined as “elderly” 
to the general population was %7,34 in 2011. This number is expected to 
increase to &17,5 by 2050. This situation is a sign that the policies related 
with aging will have and need to have an increasing importance. Senility 
is not just an individual experience, but it has a national importance. The 
approach to “senility” needs to be broadened from simply an issue of “care” 
to “rights”, since the elderly are crucial and active parts of the society. 

In this context, the Project that was implemented by our foundation 
“Elderly Rights and Care Services at EU Standards” aimed to emphasize 
social and judicial rights of elderly, and to get attention to the aging issue 
in our country. 

The Project ,co-funded by European Union and Republic of Turkey, 
intended to witness the best practices related with elderly in Germany, 
Italy and Spain and the EU Standards on this issue and to introduce these 
standards in the our country. 

Through the Project that lasted 13 months, the study visits to the 
countries mentioned above and research in Italy, Spain, Turkey helped 
us to witness and get familiar with the best practices related with elderly 
and we shared our experiences in our country through the seminars we 
conducted in Turkey. We hope that the outcomes and experience of this 
Project will inspire future projects related with elderly care and elderly 
rights. 

We thank to the board members of YÖRTÜRK Foundation for their 
support, to Mr. Rasim Canatan and Ms. Didem Yıldırım for their most 
valuable contribution to the implementation of the Project, to Ms. Nazlı 
Deniz Fenercioğlu for her irreplaceable support and contribution to the 
research and analysis activities. Lastly, we are also thankful to Ministry of 
EU Affairs for their support during all the phases of the project. 

H. Mustafa TOMBULOĞLU
Chairman of YORTURK Foundation
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INTRODUCTION

Being elderly is one of the major steps in people’s natural lifespan.  
According to World Health Organization; although the chronological age 
limit for being elderly is 65 in developed countries, the notion of being 
elderly is highly dependent on social factors and social environment1. Age 
range for being elderly is not a clear-cut concept and may differ through 
time and geography. To illustrate, even the retirement age today in Sweden 
approximates to the age of 702; whereas, the average life expectancy in 
most African countries are still below 60 years3. Therefore, the concept of 
being elderly should not be considered only within the limits of ‘aging’, 
but more holistic outlook is needed in order to capture a deeper analysis in 
elderly studies covering not only the individual, but also the social setting, 
in which elderly people are living, as well. By this line of vision, policy 
making for the sake of elderly including elderly rights, living standards, 
social inclusion, etc. would definitely be healthier and more functional.

Social problems specific to elderly people have become more and more 
visible especially in developed and developing countries such as Turkey 
in recent years. Starting from the industrial period after 19th century, 
family life has been subjected to major changes due to shifts in social and 
economic organization of life. Industrialization age caused the separation of 
workplace and living space and it brought crucial consequences especially 
in child and elderly care. The duty of care was a collective responsibility 
before in the agrarian societies. Like in the case of childcare, elderly 
members of the society are looked after by the society itself. Additionally, 
since the workplace was not separated from the living space, the physical 
distance to the elderly people was not a social problem at all. Extended 
family model, in which at least three generations living under single roof, 
was more common. When the workplace has been carried from agricultural 

1 http://www.who.int/healthinfo/survey/ageingdefnolder/en/
2 2009 Ageing Report: Economic and budgetary projections for the EU-27 Member States 
(2008–2060). Joint Report prepared by the European Commission (DG ECFIN) and the 
Economic Policy Committee (AWG)
3 http://www.who.int/gho/mortality_burden_disease/life_tables/situation_trends_text/en/
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fields to factories, families have become atomized. Families moved into 
city centers in a nuclear setting only with parents and children and the 
elderly were mostly left behind in the rural area due to their inability to 
work efficiently. 

This trend still continues in Turkey as well. Turkey underwent to a 
major rural to urban migration at the beginning of 1950’s, in which mostly 
younger generation moved in to cities without their older parents. There 
are two reasons behind this migration choice. Firstly, surviving in the city 
necessitates skills that are incompatible with the agrarian working skills. 
Secondly, even if elderly may adapt to the working conditions in the city, 
subsistence and daily reproduction are difficult in the extended family 
context for the families who are migrated to urban. 

Except from the atomization trend between rural to urban, especially 
in developed and developing countries the population composition 
is changing towards getting older. Unlike agrarian societies, in many 
countries including Turkey Italy and Spain, people prefer having fewer 
children. Additionally, through advancing technology and medical 
opportunities average life expectancy is getting higher.

Another important social change that exposes elderly care as a social 
problem is the increasing participation of women into the labor market. 
However, this social reality not should be considered as a phenomenon, 
which is supposed to be precluded. On the contrary, it should be embraced 
and tried to be accommodated. Nowadays in Turkey especially in the 
urban setting, both men and women are working outside which creates a 
need for child and elderly care services. The nuclear-urban family alone 
is no longer capable of compensating care duties. Thus, the family mostly 
chooses import these care services from public or private sources. Yet, 
there are social and structural limitations about all these elderly services. 
As a social limitation, in Turkey there is a very strongly established ‘bad 
image and perception’ about nursing homes. Cared in a nursing home is 
perceived as the ‘worst and the most miserable option’ both for elderly 
people and for their family; although better life standards are sustained in 
those facilities. The social and cultural reality indicates that ‘elderly people 
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must be cared by their families (children, grandchildren, etc.) at home’. On 
the other hand, this phenomenon is now collides with the existing living 
conditions mentioned above. Although, the bad image of the nursing 
homes is confined to be eroded in the future due to the changing living 
conditions; it is still solid and strong for the majority of the society in 
Turkey. There also structural limitations about promoting elderly care in 
nursing homes. First of all, the common perception about nursing homes 
in Turkey should be modified. To illustrate, by ‘conditional cash transfer’ 
conveyed mostly to the women in the family, government promotes elderly 
care at ‘family homes’ instead of ‘nursing homes’. Additionally, the number 
of the public institutions regarding elderly care is far from satisfying the 
demand. This gap of need is mostly filled by private institutions, so that for 
the most of the society it still remains as a non-affordable option.

Another crucial point that should not be underestimated in this study is 
the issue of legal guardianship. Adult Guardianship and Planning Statutes 
Amendment Act, 2007 (the “Act”) came into effect on September 1, 2011.4 
The Act makes fundamental changes to various statutes relating to adult 
guardianship5. This new legislation intends to get rid of the paternalistic 
culture and regards more on the independency and the individuality of 
the elderly. Furthermore, preventing the abuse of legal guardianship is 
another motivation behind it. The new legislation mainly disregards 
the dominance of the legal guardians and ensures that right of deciding 
for other is compelling especially for the foundations dealing with legal 
guardianship. There is a huge ethical discussion in accordance with this 
new legislation lately, yet these discussions are beyond the limits of this 
study. The effort of distancing from the paternalistic culture about legal 
guardianship indicates the worldwide tendency to give active positions to 
elderly people by legislations, which should be supported with the social 
policies as well. 

To sum up, in the contemporary world elderly people take more and 
more places in the population composition and the portion tend to 

4 http://www.leg.bc.ca/38th3rd/3rd_read/gov29-3.htm
5 http://www.lawsociety.bc.ca/page.cfm?cid=2300
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increase in future years. According to Saka & Varol’s collaborative study, 
the percentage of the population aged 65 years old and above increased 
from 5.4% to 5.9% and is expected to rise further to 7.75% by 2020 and to 
reach 17.6% by 2050. Older people account for an even higher share of the 
population in rural areas, 9% compared to just 6% in urban settings. 90% 
of all those over 65 have to live with chronic health problems.6 According 
to Canpolat, this drastic increase in elderly population is expected to 
constitute strong pressures on health/care services, social security 
programs, social institutions like family which provides financial and 
moral support for elderly7. Increasing elderly population has opened a 
new field that further policy development by the state is required to get 
rid of social and structural limitations mentioned above. In addition, these 
new policy subjects such as being elderly, elderly care and elderly rights, is 
increasing its importance and it will be more important in the future.

6 http://www.saglikyonetimi2015.org/sunumlar/RUKIYE-PINAR.pdf
7 Canpolat, Ş. “PopulationAgeing in Turkey: Current and Prospective Co-residence Pattern 
of Elderly Population”. 
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WHAT IS SENILITY/BEING ELDERLY?

In its lexical meaning senility is defined as expressing the impacts 
of increased age. It is a change and transformation process for all living 
creatures, starting from the end of reproduction period until death. 
Although, the question of ‘what is getting old?’ seems as a simple 
question, it actually has a lot of dimensions. Physical aging and mental 
aging manifests itself in different pace and duration. As mentioned in the 
introduction, newly developed policies are needed due to the increasing 
elderly population and increasing social problem of elderly care in Turkey. 
In order to develop these extensive and solution oriented policies, a 
multidisciplinary look on being old should be adopted. Primarily, some 
conceptual discussions should be focused to attain this multidisciplinary 
look. Focusing on following questions also helps to improve awareness 
for elderly rights, because they mainly deal with the ‘social perception of 
being old’. These conceptual questions are;

ü	Is the elderly people liability for the society?
ü	Are they worthless/ useless?
ü	Are they capable to be productive?
ü	Are they passive individuals?
ü	Are they homogenous? [Gender based, Ethnic, Sociocultural 

differences]
ü	Should elderly people be handled with their family or 

individually?

The answers of these questions may probably differ according to 
different social settings, because actually the meaning of being elderly 
is more from just adding years to one’s life. It is more likely a social 
phenomenon.  The elderly population may seem as a liability for the 
working population in developing countries, because it is assumed that 
one cannot be productive if he/she is not actively working. Being elderly 
carries common connotations with being helpless, alone and decrepit8. 

8 Dural, B. & Con, G., Türkiye’de Sosyal Devlet ve Yaşlı Hakları Üzerine Bir İnceleme, III. 
Uluslararası Sosyal Haklar Sempozyumu, s. 491.
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For improving elderly rights and care services, this perception is highly 
problematic. In the same way, elderly people especially in Turkey tend 
to be perceived as worthless or useless. The state policies should create 
opportunities for elderly to enable them be productive and worthwhile 
outside of actively working period of their lives in order to improve elderly 
rights. In this research, it is assumed that the attitude of Turkey’s social 
policies and EU countries’ policies (Spain & Italy) differ about the issue. 
As long as elderly people are approached as passive individuals both in 
the society and by state policies, elderly care standards and elderly rights 
cannot be improved. Conversely, being elderly should be embraced by the 
society as a source of wisdom and insight.

Additionally, it is also problematic that elderly people are only handled 
with their families. Social policies are mostly oriented to the fact that 
elderly people are attached to their children or to their grandchildren, even 
as fully dependent on them. A general admittance on the fact that elderly 
people are dependent individuals causes a negative attribute that they 
are passive members of the society. Also, the majority of researches about 
elderly people are conducted either in nursing homes or in hospitals; so that 
the image of elderly is always established in an indigent position. In fact, 
only 5.1% of elderly requires constant care and living in care institutions9. 
Focusing on the individuality of the elderly people than their dependent 
potential may provide a more healthy vision about defining being elderly. 

The last thing that should be emphasized about the conceptual 
discussion of being elderly is that elderly people mostly estimated as a 
homogeneous entity. Like any other social group in the society, elderly 
people as well have some differences within each other. Gender, ethnicity, 
rural-urban background, sociocultural factors creates huge differences 
between elderly people. Thus, social policies and care opportunities should 
be responsive to all those varieties in order to raise the standards of elderly 
care and to improve elderly rights. Only a multidisciplinary outlook on 
being elderly is capable of dealing with all these social impediments and 

9 Dural, B. & Con, G., Türkiye’de Sosyal Devlet ve Yaşlı Hakları Üzerine Bir İnceleme, III. 
Uluslararası Sosyal Haklar Sempozyumu, s. 491.
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able to put elderly people from a dependent, passive position and give 
them a more an active and productive status in the society.

Laws and Regulations about Elderly

After the annunciation of the Turkish Republic, firstly with the law 
number 1580 in 1930, responsibility of protecting people requiring care 
(including elderly), building and managing caring homes was defined for 
municipalities as public institutions. In the course of this law, homes for 
destitute, homes for in need and nursing homes were opened in different 
cities of Turkey. At the same time live-in nursing homes for elderly people 
were established also by some foundations, minorities and by natural 
persons.10

The Constitution of Turkish Republic has several articles specific to 
elderly people as well. However, there are only three articles in which 
elderly people are mentioned in the Constitution. The most popular and 
recognized law about elderly occurs as follows: ‘The oldest member of the 
parliament leads the opening meeting, where new congressmen take their 
oath in the parliament.’11 There are few more articles about elderly people 
in the Constitution. To illustrate, in the 10tharticle of the Constitution has 
edited in 2010, which brought positive discrimination to children, elderly, 
disabled, relatives of martyr and veterans12. Also, in the 61/313. Article of the 
Constitution indicates that elderly people is protected by state. The state 
support, rights and amenities provided to elderly people are regulated 
through laws according to this article. Moreover, when the bills of law 
proposed in the parliament about elderly people are examined until 2015, 
there is only one bill of law proposed in 2001 to the parliament about the 
tax regulations of nursing homes and care centers. Yet, this bill of law is 
still in the commission and has not become law yet.

Other laws and regulations should also be reviewed to capture the 
attitude of state towards elderly. For example, General Directorate of Social 

10 http://eyh.aile.gov.tr/uygulamalar/yasli-bakim-hizmetleri/yasliliga-genel-bakis
11 https://www.tbmm.gov.tr/anayasa/anayasa82.htm, (6. Kısım: Geçici Madde 5)
12 http://www.mevzuat.gov.tr/MevzuatMetin/1.5.2709.pdf
13 http://www.mevzuat.gov.tr/MevzuatMetin/1.5.2709.pdf
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Services was established in 1963 in order to provide every kind of social 
help, security services, care for people in need (elderly, children, people 
with disabilities), rehabilitation and institutionalization of people in need.14 
In 27.05.1983 in the law number 2828 on Social Services & Child Protection 
Agency (SHÇEK); it is indicated that operations of social services were 
conducted on the base of the integrity of control and inspection of the state 
and the voluntary participation of people. So, SHÇEK was established with 
the law number 2828 and as complement of systematic and programmed 
services. It aims at satisfying the needs of the special groups (family, 
children, and elderly) who are facing financial and social deprivation, 
avoiding/solving problems, increasing life standards. In general, this 
agency has plan, management and inspection task on both local and 
national level.15

In line with the general principles set out under article 4 of Law No. 
2828, General Directorate of Services for Persons with Disabilities and 
Elderly16 was founded pursuant to the provisions under Subparagraph 
(f), Article 10 of the referred Law in order to carry out services related to 
the identification, protection and care of the elderly in need and to fulfill 
duties associated with establishment and operation of social services 
organizations for such services. In 01.07.2005 Law of Disability17, whose name 
is changed in 2013, went into operation, which states establishment of programs 
covering early diagnosis of disability in elderly people, assessment and treatment. 
As it is seen it not only has articles about elderly but, the name of Department of 
Elderly Services was changed as Department of Elderly Care Services.

According to the law number 2828, services covering elderly people are 
managed under three regulations. These are:

1. Regulation of “Nursing Homes and Elderly Care & Rehabilitation 
Centers”

2. Regulation of “Private Nursing Homes and Elderly Care Centers”

14 http://eyh.aile.gov.tr/uygulamalar/yasli-bakim-hizmetleri/yasliliga-genel-bakis
15 http://mevzuat.meb.gov.tr/html/132.html
16 http://eyh.aile.gov.tr/mevzuat/ulusal-mevzuat/kanunlar
17 http://www.mevzuat.gov.tr/MevzuatMetin/1.5.5378.pdf
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3. Regulation of “Rules in Establishment and Operation of 
Nursing Homes” for public institutions. 

In addition, development plans in Turkey starting from 1963 continues 
today in 5-years intervals in order to develop new policies. In the 10th 
development plan, elderly policies were given place under the heading 
of both social security and social services. Policies about elderly services 
which are dealt under social services were given place in the 10th 
development plan as follows:

In the 10th development plan18 (2014-2018), implementations about urban 
design and spatial planning, which aims at regarding equal opportunities 
and fairness, are planned to put in practice and increasing the inhabitability 
of different fractions of society are targeted.

Alongside of these legislations, elderly people have a very limited place in 

the Constitution and still there is no legislation which regards only the needs 
and rights of elderly and prepared accordingly. Instead, the related laws 
have general conceptions about all citizens in need. (children, disabled, 
elderly, etc.) An infrastructure of a new legislation, which is prepared in 
the frame of reference of elderly needs and rights, is urgent and essential 
for Turkey.

The Policies of Elderly Care

When it is focused on policies about elderly care, many different 
dynamics can be seen. The first and the most radical dynamic is the choice 
of home-based or institutional care itself. Although, institutional care in 
most cases makes more sense regarding the physical and mental status of 
the elderly, there may be some limitations to it. For example, in Turkey it is 
an expensive care option compared to family care or care worker at home. 
Beyond financial inabilities, it is perceived as ‘left alone’ by the elderly and 
thus not preferable. Negative and dramatic connotations are attached to 
institutional care centers especially in Turkey. In addition, family is still 
an integral part of elderly care both by state and by society. The care for 

18 http://tarim.kalkinma.gov.tr/wp-content/uploads/2014/12/Onuncu_Kalkinma_Plani.pdf
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elderly seems as an inevitable responsibility for their children, which is not 
unnatural. However, the substantial amount of people who do not have the 
opportunity to give the best care to their parents should not be ignored by 
making state policies. Otherwise, many of the elderly people may be faced 
with serious social problems such as isolation, exclusion, discrimination, 
etc., which will be emphasized in the following sections. Another important 
factor when considering elderly policies, is the variation within elderly 
care institutions. Contrary to the common opinion, long-term nursing 
homes are conventional but not the only option when considering elderly 
care. Especially in the recent years many intermediary forms about elderly 
care have come into service both in Turkey and in EU countries. Elderly 
care can be implemented under day-care centers, Alzheimer’s centers, 
nursing homes, rehabilitation services, home-care services, home-based 
rehabilitation services, distant emergency support services and elderly 
residences. Herewith, ‘just being left alone’ in the nursing home do not 
reflect reality and ignores decent/ reasonable other alternatives as 
well. However, in case the state policies are supportive about all these 
alternatives, all these taboos about elderly care may be eliminated and; 
thus, social problems related to it may be solved. Moreover, especially in 
the long-term nursing homes living standards have vital importance. Not 
only are the physical standards such as stairs, elevators, doors, etc.; mental 
activities and caring attitudes very important as well. As a state policy all 
these standards should be defined for the sake of the maximum comfort of 
the elderly and supported with regular inspections. Also, policies should 
be strict against any kind of abuse or ill-treatment. If state guarantees 
these standards as the norm, more and more people will prefer elderly care 
in the nursing homes and other facilities in the future. 

Social Problems of Elderly

Elderly people face variety of social problems especially in Turkey. 
One of the very first problems is the age discrimination. Ageist attitudes 
is the society is very common due to the above mentioned perception 
of ‘uselessness’. Elderly people are assumed as they are not capable of 
doing anything better than younger individuals. Even elderly people 
believe that as a fact. Thus, they limit their outside activities. In this 
sense, age discrimination; thus, is nothing different from racial or sexual 
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discrimination. However, the same societal reaction, which is given to racists 
or sexist attitudes, is not given to those who act in an age discriminatory 
way. Moreover, urban city organization is mostly not elderly-friendly. Yet, it 
can be very compelling for them. In this social setting elderly people also 
tend to feel as worthless and prefer a more lonely life eventually, which 
confines them to social isolation. As it is seen it is a twofold phenomenon. 
Younger generation in the society labels elderly as ‘incapable’, treats them 
accordingly and elderly people. As a result of these ageist attitudes elderly 
people is confined to a socially isolated life. Gender is another dimension 
which may lead to social problems for elderly as well. Unfortunately, gender 
inequality takes different forms also in the elderly ages. According to the 
findings of Gero-Atlas study by Tufan in 2006, elderly people who are in 
the most desperate position are widowed women. 67% of these widowed 
women over 75 years old do not have an income at all. These women are 
mostly supported by their children, relatives or neighbors.

 At this point, the attitudes of the state policies become prominent 
again. Policies related with elderly people should have an unconditional 
motivation that, laws and legislations regarding elderly are their ‘natural 
rights as citizen’, who have put labor for many years. Policies should not 
be organized from the responsibility, benevolence or charity frame work; 
but they should be organized around the perception of rights. In this way 
the cultural disadvantages against elderly people may improve to an equal 
citizenship level.

ELDERLY RIGHTS

Right to Fair Income & Security

The articles number 60, 61 and 62 of the Constitution 1982 indicates 
that Republic of Turkey is responsible for providing social security for all 
due to its welfare state status.19 Aside from the duties of the state avoiding 
from social risks (senility, disablement, death, work accident, occupational 
disease, disease, motherhood, family expenses, and unemployment); it has 

19 http://www.mevzuat.gov.tr/MevzuatMetin/1.5.2709.pdf
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a preventive role through social insurance. The Constitution 1982 indicates 
that social security is a fundamental right for all citizens including the 
articles covering protection for elderly people. Before the ‘Social Security 
Reform’ came into practice in 2008, pensions were given to different lines 
of work (civil servants, self-employed, employed) by different institutions. 
(Emekli Sandığı, Bağ-Kur, SSK) After the reform, these three institutions 
were gathered under one roof called Institution of Social Security (Sosyal 
Güvenlik Kurumu SGK). Nevertheless, the system still functions as 
payment in accordance with the contributions made in the actively working 
years. Hence, Turkey has a social security system based on working and 
contributions made.

Besides, the law number 2022 made in 1976 named ‘Provision of 
Pensions for Turkish Citizens Who Are Over 65 Years Old, Needy, Weak 
and Destitute’20made possible that ones who have never worked or have 
worked socially insecure jobs may obtain monthly income. Yet, it brought 
a lot of discussions due to the paucity of those pensions and due to the 
inadequacy in the implementation of the law. Because, elderly people in 
Turkey are facing difficulties in terms of social security and financial income. 
According to data from Turkish Statistical Institute, approximately 20% of 
the people over 65 years old do not have any social security or income, 
but utilize from elderly allowance, which is 76.63 TL in total. Furthermore, 
more than 90% of 3.2 million women who are over 60 years old provide 
their subsistence with an income which is way below the poverty line.21

Considering all these social facts mentioned above, the fact is noticed 
that it common to be socially insecure among elderly people in Turkey. 
Both the excess of elderly who do not have any income, and very low levels 
of income which most of elderly obtain, justifies foregoing conclusion. 
It must be claimed that off-system workers, who are not capable to pay 
their retirement premiums according to Social Security Reform, obtain fair 
amounts of pension from the state.

20 http://www.mevzuat.gov.tr/MevzuatMetin/1.5.2022.doc
21 http://www.tuik.gov.tr/IcerikGetir.do?istab_id=265
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i. Right to Benefit from Social Aid& Social Service

Social aid in Turkey bases from need; instead of rights perspective. 
Again the expression of orphan/waif which takes place in the related laws, 
push the ones, who have a family but are not supported by them, out of 
the scope of social aid. According to the study of Aksu Bora (2002:106) 
deprived people evaluated getting aid from state as a more humane option, 
than getting aid from persons. At this point, as Buğra and Keyder proposed 
that financial support should be given to the ones in- need as a ‘citizenship 
right’; rather than, ‘almsgiving’22 .

As mentioned in the introduction, institutionalized care in Turkey is 
still perceived as ‘the last option’ both by elderly and their families. State 
should produce policies in order to break down this perception and the 
option of institutionalization in Turkey should be considered. Thus, existing 
conditions of the nursing homes should be enhanced and solutions should 
be developed for the existing problems. 

ii. Right to Employment

In industrialized societies, age plays an important role in employment 
and wage determination. Elderly people experience serious hardships 
when finding extra job in order to increase their life standards and increase 
their income23. 

The employment data in 2013 shows that employment of the elderly 
population did not advance compared to previous years. In fact, according to 
the Household Labor Force Survey (2013) conducted by Turkish Statistical 
Institute, only 19.5% of male over 65 years old is employed; whereas, only 
5.9% of female over 65 years old is employed. Moreover, non-agricultural 
unemployment among male over 65 years old has a considerable rate of 
7.2%. At this point, it may be interpreted that people over 65 years old still 
want to participate in the workforce, but cannot be employed.24

22 Buğra, A.,& Keyder, “Bugünün Türkiye’sinde Yoksulluk ve Sosyal Politika. Yerel Yönetişim 
Yoluyla Yoksulluğun Azaltılması”.
23 Emiroğlu, V. Yaşlılık ve Yaşlının Sosyal Uyumu.
24 http://www.tuik.gov.tr/jsp/duyuru/upload/yayinrapor/HIA_2013.pdf
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It is an inevitable need that state accord the right to work and create 
the opportunity to work. Especially for the particular groups like elderly, 
it should be created not only employment options specific to them, but 
also it should be striven with discriminations in the existing employment 
opportunities. 

iii. Right to Health

The right to reach to health services is the basic social right for 
all individuals from all age groups. The chronic diseases increased in 
the elderly ages or loss in some abilities prevents elderly people from 
continuing a life just by themselves. Thus, access to health services and 
health opportunities plays a vital role for elderly people.  According to the 
law number 2022 for the treatment of the ones who obtain disablement 
allowance, medical expenditures such as medication, prosthesis, glasses 
are covered by the state. Secondly, in the recent years ‘elderly polyclinics’ 
and ‘geriatrics clinics’ are opened in order to save elderly people from 
waiting long lines in ordinary hospitals. Thirdly, ‘home-care units’ were 
come into force in some hospitals by the Ministry of Health, which is a 
valuable service. Although, General Directorate of Elderly Care Services 
has been established in recent years, the institution could not reach the 
expected potential in terms of services provided.

Health security in Turkey remained as privileges for the employed ones for 
a long time. Yet, with the Social Security Reform enacted in 2008 social security 
became comprehensive for all citizens. However, as Dural and Con emphasized 
in their collaborative study, the majority of the elderly live in the rural areas and 
access to health services are still limited in those areas, which cause them to 
consult in hospitals at the terminal stage of their condition. Furthermore, poor 
elderly population cannot afford transportation expenses or cannot go to urban at 
all due to their disabled condition. So, especially poor elderly who lives in the rural 
areas experiences huge limitations when accessing to health services. (Dural & 
Con, 2011: 488)

According to Turkey Demographic and Health Survey conducted in 
2013, 24% of elderly do not have any health insurance.  Also, this ratio has 
gender specific differences. The rate of women who do not have any health 
insurance is 24.7%; whereas the same rate is 19.7% in men.25

25 http://www.hips.hacettepe.edu.tr/TNSA2013_sonuclar_sunum_2122014.pdf
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iv. Right to Lifelong Learning

When right to education is emphasized, the elderly population is not 
the ones who come to mind first. It is very crucial that regardless of age a 
citizen reserves his/her right to get education for the entire lifespan. Not 
only, new technological developments but also developments in science 
require lifelong learning in order to access to information. In this sense, it 
is a reasonable demand and social right that like any other demographic 
groups, elderly population should have access to proper education as well.

When the educational level of the people over 65 years old in Turkey is 
reviewed, it is seen that 32.6% of women aged over 65 years old is illiterate; 
whereas the same rate in men among the same age group is 8.7%.26 Also, 
the usage of technological devices like computers, smartphones, internet 
etc. is extremely low.27 The primary duties of the welfare state are also 
providing opportunities for lifelong learning and being incentive about it 
for elderly citizens.

v. Right to Housing

The issue of housing is handled under ‘The Law on Social Services’. It 
includes that elderly people should have proper houses which enables to 
make some arrangements in accordance with existing health conditions. 
Unlike the housing right proposed to other social groups, housing for 
elderly should have some specific features. Elderly-friendly housing 
projects are common in developed countries; whereas in Turkey they are 
only available for the upper income groups. 

One of the most popular topics discussed worldwide is the project 
of ‘elderly-friendly cities’28, which are capable of satisfying the needs of 
elderly. Around the world, a lot of cities are now organized in environmental 
planning according to with the needs of elderly. Reviewing transportation, 
prolonging the duration of traffic lights, lowering the heights of sidewalks 
are some of the considerations in the project of ‘elderly-friendly cities’, 
which went into action in some cities of Turkey by local municipalities.

26 http://tuikapp.tuik.gov.tr/medas/?kn=130&locale=en (ADNKS, 2014)
27 http://mebk12.meb.gov.tr/meb_iys_dosyalar/26/14/967997/dosyalar/2012 _12/10040955 _28.pdf
28 http://dergipark.ulakbim.gov.tr/esosder/article/viewFile/5000077 974/500010 5205
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The Catalan Statute of Autonomy

Spain is a decentralized country where powers are shared between 
the Spanish government, regional governments (called Autonomous 
Communities) and local governments. In this regard, the Article 166 of 
the Statute of Autonomy (which is the major political text in Catalonia 
at the same level than the Spanish Constitution in Spain at large) grants 
the Catalan government (Generalitat de Catalunya) exclusive powers in 
the field of social services. Further on, this political text states that the 
social services system “is a system that needs to be resourced for universal 
coverage, and in which specific recognition of the civil right of access to 
social services must exist”.

The Catalan Law of Social Services 

The law 12/2007, of 11 October, of Social Services29 establishes that 
they are organized on two levels: basic and specialized attention. Within 
basic attention, provisions include at-home attention, which aims to 
allow the person to remain in their own home; the facilities of telephone 
assistance and technical assistance, which fosters self-autonomy; day 
service, with its own services that likewise encourage continuity in the 
familiar environment, and residential services. This law consists of nine 
headings and of several clauses, one of which tackles people in situation 
of dependency. The Spanish national law 39/2006, of 14th December 
(see below), fostering personal autonomy and attention for persons in 
situations of dependency, established the general framework for this policy. 
As the Catalan government has exclusive powers in this sphere, attention 
to dependency situation falls within the Catalan framework of reference. 
Provisions in the field of dependency assistance and autonomous life are 
therefore integrated in the Catalan Social Services System, which becomes 
one integrated system for Catalonia.

In this regard, the law establishes that within the framework of the 
public system of social services, a network of attention to dependency 

29 Llei 12/2007, d’11 d’octubre, de serveis socials, http://portaljuridic.gencat.cat/ca/pjur_
ocults/pjur_resultats_fitxa/?documentId=415692&action=fitxa. 
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and autonomous living is set up. It consists of all resources, equipment, 
projects, programs, activities and economic and technological services 
in this sphere of attention and protection, under the name of the Catalan 
System of Autonomy and Attention to Dependency, with the purpose of 
putting in place and applying in Catalonia the System of Autonomy and 
Attention to Dependency, created by the Spanish national law 39/2006.

The first heading  (General provisions) establishes as one of the aims 
of the law to ensure that social services are delivered with the requisites 
and the optimal standards of quality necessary to guarantee the dignity 
and quality of life of the persons concerned. It also sets up that the public 
system of social services consists of publicly-owned and privately-owned 
entities accredited by and partnering the Administration in accordance 
with what the law stipulates. All these services together go to make up the 
public assistance network. This heading also states that the aim of social 
services is to assure the right of people to live with dignity during all the 
stages of life by means of covering their basic personal needs and social 
needs, within the overall framework of social justice and personal welfare. 
At the same time, actions in the social services sphere must always show 
respect for the individual’s dignity and rights.

Article 12 of such heading one is specifically devoted to the additional 
rights of users of residential and day centers, which are the following: 

a) Exercise the personal freedom to be admitted and remain at the 
establishment and to be able to leave it, notwithstanding what current 
legislation establishes with respect to minors, disabled persons and those 
subject to a judicial internment measures.

b) Be made aware of the internal regulations of the service, as well as rights 
and duties, which must be explained in a comprehensible, accessible way, 
especially when it affects children and adolescents.

c) Receive individual attention in accordance with their specific needs.

d) Access to social, health, pharmaceutical, psychological, educational 
and cultural assistance and, in general, assistance for all their personal 
needs, in order to achieve adequate personal development, in equality of 
conditions with respect to the assistance received by other citizens.

e) Freely communicate and receive services by means of any accessible 
medium.
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f) Privacy of communication, except for cases where there a juridical ruling 
suspending it exists.

g) Privacy in everyday actions, a right that must be respected by action and 
intervention protocols by social services staff.

h) Consider the residential center where they live as their home and maintain 
contacts with their family, household and social environment, while 
respecting current ways of life.

i) Take part through the medium established by regulations and internal 
regulation in any of the center’s decision-making that affects them 
individually or collectively, and involve them in order to encourage 
participation.

j) Have access to an internal system of receipt, follow-up and resolution of 
suggestions and complaints.

k) Keep meaningful personal objects in order to personalize their living 
space, provided that they respect the rights of others.

l) Exercise freely their political rights, respecting the normal running of the 
center and the freedom of others.

m) Exercise their religious practices, respecting the normal running of the 
center and the freedom of others.

n) Obtain facilities necessary to make a living will, in accordance with current 
legislation

o) Receive ongoing provision of services and financial and technological 
support under the conditions set down in regulations.

p) Not be subjected to any type of immobilization or restriction of physical 
or intellectual capacity by mechanical or pharmacological means 
without medical prescription and supervision, unless there is imminent 
danger for the physical safety of users or of third parties. In this latter 
case, any actions must be documentally justified, must be attested in the 
user’s record and must be communicated to the Department of Public 
Prosecutions, in accordance with legislation.

q) Know the cost of the services that they receive, and if appropriate, know 
the user’s contribution.

It is also worth to notice that article 57 within heading four establishes 
that public centers where social services are provided or social activities 
are carried out and private ones that receive public financing must set up 
democratic participation processes for users or the=ir families.
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i. The law 39/2006, of 14th December, fostering personal autonomy 
and attention for persons in situations of dependency

This law was enacted as a way to provide for the increasing number of 
old and dependent people in Spain in recent times. In 30 years the number 
of over 75 years old people had doubled, raising from 3.3 million in 1970 to 
more than 6.6 million in 2000, while the number of those over 80 years old 
had doubled in only 20 years30. Moreover, more than 32% of over 65 year 
old people suffer from some disability31. The dependency unlinked to old 
age but to illnesses and to other reasons (traffic accidents, etc.) has also 
increased in recent years.  

The law also tried to meet the informal care gap derived from 
the increasing number of women entering the labor market as in a 
Mediterranean country the family and particularly the women have had 
a major role in providing support to children, old and dependent persons. 

This law was born as a new modality of social protection broadening 
and supplementing the Social Security system that called for a new 
development of social services. The law created an Autonomy and 
Dependency Attention System (SAAD) as its operational tool. The law 
created a subjective right to the promotion of personal autonomy and 
to the care for persons in a dependency situation that is inspired in the 
principles of universality, equity and accessibility. It also granted a public 
character to all the benefits and services involved regardless of them being 
provided by public or private centers as all of them become integrated for 
this purpose into the SAAD network. The latter, however, should have been 
previously duly accredited. 

For the persons in a dependent situation, the law grants, among others, 
the following rights:

30 Act 39/2006, of 14 December, on the Promotion of Personal Autonomy and Care for 
Dependent Persons, http://sid.usal.es/leyes/discapacidad/13776/3-1-2/act-39/2006-of-14th-
december-on-the-promotion-of-personal-autonomy-and-care-for-dependent-persons.aspx.
31 Act 39/2006, of 14 December, on the Promotion of Personal Autonomy and Care for 
Dependent Persons, http://sid.usal.es/leyes/discapacidad/13776/3-1-2/act-39/2006-of-14th-
december-on-the-promotion-of-personal-autonomy-and-care-for-dependent-persons.aspx. 
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a) To enjoy human rights and fundamental liberties with a full respect for its 
dignity and intimacy.

b) To participate in the design and implementation of the policies affecting 
their welfare.

c) To freely decide about their entry into a residential center.

In operational terms, the implementation of this law follows the 
pattern described in the previous section as characteristic of the 
current organization of Spain, that is, it is shared between the Spanish 
government, the regional governments and the local governments, whose 
respective powers are described under a supplementary approach. As for 
the economic benefits and services the law consists of, which are collected 
in a so called catalogue, it is essential to realize that their main aim is to 
achieve that the persons in a situation of dependency can remain in their 
usual environment as long as they wish and it is possible.

As regards the catalogue, it indeed consists of both economic benefits 
and services. The services listed are the following:

a) Tele-assistance.

b) Home Help.

c) Household Support.

d) Personal care.

e) Day centers,

f) Old age homes.

g) Homes for disabled persons.

While the economic benefits are of three kinds: the economic benefit 
linked to the service; the economic benefit for family care and the support 
to informal carers; and the economic benefit for personal attention. The 
first one is intended to cover all those cases where there is no possibility for 
the person affected to have access to the service he/she had been assigned; 
the second one is considered an exceptional measure by which the family 
will receive an economic contribution to care for an old person at his/her 
own home. The third one, finally, consists of an economic support thought 
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for persons with a very high level of dependency to recruit a personal 
assistant for them to have an easier access to education or work. 

As regards this law it is finally necessary to mention that it establishes 
three degrees of dependency to be assessed and revised in every case: 
moderate, severe and very big dependency, each one of them divided into 
two levels. It is also worth mentioning that although when the law was to be 
started to be implemented (January 2007), it was foreseen that the persons 
from the three degrees will be gradually attended, budget limitations have 
led to only the persons with the two most serious degrees being so far 
cared for in practically all the Autonomous Communities32. In this regard, 
it is to be stressed that these budget limitations do not only arise from the 
impact of the current economic crisis but, according to many sources, from 
a very erroneous and low misconception of what the number of persons 
who would claim to be in a dependency situation would be.  This budget 
exhaustion has occurred although the law foresaw co-payment measures 
for those persons with certain income thresholds. 

To supplement this information we attach here the implementation 
calendar foreseen by the law:

a) First year (2007): persons with a very big degree (levels 1 and 2)

b) Second and third years (2008 and 2009): level 2 of persons with a severe 
degree.

c) Third and fourth years (2009 and 2010): level 1 of persons with a severe 
degree.

d) Fifth and sixth years (2011 and 2012): level 2 of persons with a moderate 
degree.

e) Seventh and eighth years (2013 and 2014):  level 1 of persons with a 
moderate degree.

ii. The Catalan Social Services Portfolio

The Catalan Social Services Portfolio is the first official text arisen from 
the aforementioned Law 12/2007. It gathers all the service, economic and 

32 See for instance Consejo Económico y Social España (2012), La aplicación de la Ley de 
Dependencia en España. Resumen ejecutivo, http://www.ces.es/documents/10180/106107/
preminves_Ley_Dependencia.pdf
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technological benefits citizens are entitled to and establishes their access 
conditions. It defines each one of these benefits, their target populations, 
the establishments or professional teams that must manage all these 
benefits, the professionals’ profiles and ratios and the quality standards.  

iii. The Catalan Strategic Plan of Social Services

The 2010-2013 Catalan Strategic Plan of Social Services was adopted 
to make progress towards the consolidation of this new quality universal 
public social services system. Thus, this Strategic Plan is another 
consequence of the aforementioned Law 12/2007, which defines it as a 
tool for the organization of the necessary actions, resources and measures 
to achieve the objectives of the social services policies and therefore to 
develop this law. According to all this, the main mandate of this Strategic 
Plan is the structuring of the Catalan social services system. It consists of 
five strands, of which the first two are the more interesting for this report: 
The Strand 1) concerns the right to social services and the Strand 2) the 
delivery of quality services.

The Strand 1 tries to meet the challenge of the universalization of the 
services and benefits, which is said to need as a first step that the persons 
see recognized their rights and duties by law. At the same time, an efficient 
communication and visibility system is to be launched for all the persons 
to have an effective knowledge of the service they are entitled to access to. 
Finally, this strand mentions the need for a values system to be adopted 
that defines the game rules given that many times the action of social 
services affects the private life so that an ethical framework is stated to 
be necessary. The general objective of Strand 1 (see section above) is the 
deployment of the benefits gathered under the Catalan Social Services 
Portfolio and all the laws affecting the social services field, being its 
specific objectives: a) deploying the specific rules guaranteeing the rights 
and duties recognized in the Law 12/2007, while respecting individual 
diversity; b) legally developing the personal rights and duties as regards all 
the benefits guaranteed in the Portfolio; and c) deploying the mechanisms 
ensuring the implementation of the rules affecting social policies at the 
Catalan, Spanish and European levels.
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In terms of ethics, this Strand recalls that according to the Law 12/2007, 
the social services system must pay a particular attention to guarantee 
the basic personal rights and liberties and favor that they can be exercised 
in the framework of the relationship with the persons whenever social 
services are delivered. In addition, social services professionals and 
organizations must approach their work in a way that personal dignity, 
welfare, autonomy and privacy are specially respected. In addition, quality, 
as also derived from this law, must also include the duties related to 
professional deontology. 

As regards Strand 2 (quality benefits), its general aim is making progress 
towards an offer of social services benefits adapted to the social needs of 
every person. Its specific objectives are: a) restructuring the Catalan Social 
Services Portfolio under the perspective of quality of life and improving 
its contents and implementation criteria; b) disseminating the Portfolio 
among the social services professionals; and c) communicating to the 
citizens the service offer included in the Portfolio in a clear, concise and 
understandable way. 

iv. Other documents 

<< Confidentiality in social intervention: Recommendations of the 
Ethics Committee of the Social Services of Catalonia >>

This document, drawn up by the Social Services Ethics Committee of 
the Catalan government, targets the gradual evolution from a caring model 
which gave authority and decision-making power to the professional 
“expert” to another in which respect for dignity and self-autonomy are the 
basic pillars. The document also points out that this evolution has been 
more evident in healthcare and specifically addresses the confidentiality 
of personal information as regards the professional practice. 

Professional secrecy is legally considered as a means to protect 
fundamental rights, but it cannot be considered in itself as a fundamental 
right. The text argues then that it is precisely in caring for vulnerable groups 
(such as children, people with intellectual disabilities or severe mental 
disorders, the elderly, people in situations of social exclusion, etc.) where 
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the principle of confidentiality may be most threatened, and also where 
professionals will encounter more ethical requirements to restrict secrecy 
for the benefit of the person who is not competent to decide independently.  
Moreover, in general these groups have little awareness of their rights and 
so often it will not be them who demand their rights to be respected.

Information is always confidential and each person must give their 
unequivocal permission for it to be shared between professionals and 
services (schools, courts, care teams for children and young people, etc.), 
disclosed to family or friends or released for teaching or research,3 and in 
these cases it must be asked for in writing.

<< Recommendations on the development of the rights and duties of the 
elderly in residential settings >>

The same body is responsible for this second document, which as 
its title reveals, addresses the elderly living in residential settings. The 
document starts stating something that could perhaps seems too obvious: 
The elderly cared for in residential facilities are citizens who should be 
able to exercise all their rights and duties but then the document adds that 
in Spain these rights and duties are barely recognized in daily operations 
in residential settings, although, as already been said in our report, care 
for the elderly has conceptually and practically evolved in recent times. 
The differences in vocabulary also make it evident: from the concepts of 
paternalistic ‘handout’ welfare (nursing homes, independent and assisted 
living facilities) we have moved forward to universal rights (dependency 
care, the residential facility as a gerontology center and support for 
personal autonomy) and to the person not simply as an object of care but 
as an active subject.

If care in residential settings, as in everywhere, must be person-centered, 
this entails: a) Non-directive intervention geared not only towards people’s 
needs but also towards their rights, values, wishes and preferences; b) a 
model of care to improve the quality of life of older people in situations 
of fragility or dependency, so personal autonomy is enhanced and what 
is meaningful for the person is stressed; and c) a change that calls for the 
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involvement and commitment of the managers of technical resources 
and teams, with the intention of reviewing and incorporating new ideas 
consistent with professional ethics.

Consequently, this document seeks to promote effective respect for the 
rights and duties of older people who live in residential settings so as to 
make these facilities into places for dignified, fair and quality living by 
addressing each one of the 17 rights mentioned article 12 of Act 12/2007 (see 
above), which this text groups in the following 9 rights whose protection is 
subsequently addresses individually:

1. Right to voluntarily receive appropriate social services (Article 12 point 
a) and the right to obtain facilities to make a statement of advance 
directives in accordance with the law (Article 12, point n). 

2. Right to information in all social services and to the democratic 
participation of the people being cared for or their legal representatives 
in those services where this is established by the regulatory provision 
(Article 12, sections e, i, j). 

3. Right to privacy and non-disclosure of personal information contained in 
their files or records (Article 12 points f, g). 

4. Right to consider the residential facility where they live as their home and 
to maintain their relationship with their family and social environment 
(Article 12 points h, c, k). 

5. Right to continuity in the provision of services under the established or 
agreed conditions, notwithstanding any stabilization clauses established 
in care agreements (Article 12 points o, q). 

6. Right not to be discriminated against in treatment on grounds of birth, 
race, sex, religion, sexual orientation or any other personal or social 
condition and to be treated with the respect and consideration due to 
their dignity. Have access to social, health, pharmaceutical, psychological, 
educational and cultural care and, in general, care for all personal needs 
to achieve appropriate personal development on an equal footing with 
respect to the care received by other people (Article 12, point d). 

7. Right not to be subjected to any physical or pharmacological restraint 
or restriction without prescription and supervision, unless there is 
imminent danger to the physical safety of the person being cared for or 
others. Any measures taken must be supported by documents placed in 
the care record of the person being cared for (Article 12, point p). 

8. Right to the protection of the public authorities to ensure the enjoyment 
of established rights (Article 12, point a). 
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9. Right to freely exercise political rights and religious or spiritual practice, 
while respecting the normal operation of the facility and the freedom of 
others (Article 12 points l, m). 

Therefore, according to this text,

a) Compliance with right 1 means that persons are entitled to the service of 
their own accord, i.e. it cannot be imposed and that the services delivered 
to them meet their needs, expectations and wishes.

b) Compliance with right 2 means that a in residential facility care seamless 
communication and information between the person, the family and the 
team of professionals is crucial. In addition, the person being cared for 
should be listened to so we can constantly adapt to their situation, which 
requires the person being cared for and their family to be active members 
of the facility. Hence every measure at the facility should encourage 
active participation, unless the person being cared for indicates they do 
not want it.

c) Compliance with right 3 means that professionals have to be very 
respectful of privacy and of the confidentiality of the information they 
access during care. They have to ask permission to give information to 
other parties as necessary. They cannot release anything if the person 
being cared for has not given their permission.

d) Compliance with right 4 means that the care model must uphold and 
promote the right of the person to consider the residential facility as their 
own home where they can live with security and dignity. When caring 
for persons, their families and usual environment cannot be ignored. 
Residential facility should be places where the person’s autonomy 
is promoted and where the residents feel respected in their personal 
decisions, a place where they can preserve privacy in family and social 
relationships and living with others according to their personal choices 
and with the consequential changes in the course of their stay 

e) Compliance with right 5 means that people are entitled to receive a social, 
service or financial benefit with continuity and also referral from one type 
of service to another. 

f) Compliance with right 6 means treating people as individuals, as unique 
beings, and not making value judgments about who they are, what 
they think, their features (physical, age, etc.), their shortcomings, their 
illnesses etc. Treating someone with consideration means taking them 
into account when delivering services and making decisions based on 
their vision and experience.

g) Compliance with right 7 means that it is necessary to improve the current 
approach to physical and pharmacological restraints in residential 
services from an educational perspective that preserves the dignity of the 
person by combining safety and risk.
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h) Compliance with right 8 means that the residential facility administration 
must cooperate with the public authorities to ensure that established 
rights are properly enjoyed. The person being cared for also needs to play 
their part too. 

i) Finally, compliance with right 9 means bearing in mind that the fact of 
ageing should not diminish the rights of citizenship and that anyone 
engaged in caring for the elderly should listen to and respect the spiritual 
needs of the person being cared for. These needs are to be respected in 
their opinions, beliefs and values.
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Before starting   the   analysis,  some   information   about   Italy’s   
ageing   population   seems fundamental to better frame the context. The 
Italian population has been ageing rapidly because of both  the  slowdown  
of  fertility  rates  and  the  increase  in  life  expectancy,  which  will  be 
associated in the future to an increase of the health and social needs 
connected to the ageing and to an increase of the expenditure in this 
sector33. Among EU countries, Italy has one of the oldest populations  with  
the  highest  life  expectancy,  while  non-healthy  life  expectancy  has 
recently increased34.

In 2007, 5.3% of the Italian population was aged over 8535. In 2012, 20, 8% 
was aged 65 or older. In 2010 and 2011, life expectancy has further increased 
compared to 2009 from 79 years to 79, and 79, 4 years respectively for men 
and from 84, 1 year to 84, and 84, 5 years for women. According to the data, 
the Regions where the life’s expectancy is higher are the Autonomous 
Province of Bolzano and Marche, respectively 80, 5 and 80, for men and 85, 
8 and 85,4 for women36. 

This ever-increasing life expectancy does not correspond to a parallel 
increase in healthy life expectancy. From 2005 to 2012 healthy life 
expectancy for men and women decreased from 2.1 to 3 years and is below 
the EU average. While the total life expectancy of 20 years of population 
aged 64+ is 20 years, the healthy life expectancy is about 5 years, only37. 
In the period 2013-2060 the share of people aged over 80 in the Italian 
population is expected to grow from 6.3% to 13.2% and the share of people 

33 Cacciotti M., Fabrizi E., Le determinanti dell’aspettativa di vita in Italia, Dipartimento del 
Tesoro, Ministero dell’Economia e delle Finanze, n.2, July 2013, p.1, on http://www.dt.tesoro.
it/export/sites/sitodt/modules/documenti_en/analisi_progammazione/note_tematiche/
NT_2_luglio_2013.pdf
34 Adequate social protection for long-term care needs in an ageing society, Report jointly 
prepared by the Social Protection Committee and the European Commission, European 
Union, 2014, p. 166
35 Tediosi F., Gabriele S., The Long-term Care System for the Elderly in Italy, ENPRI Research 
Report N. 80, June 2010, p. 10  
36 Relazione sullo stato sanitario del Paese, 2012-2013, Ministero della Salute, Direzione 
generale della digitalizzazione del sistema informativo sanitario e della statistica, p.168, on 
http://www.salute.gov.it/imgs/C_17_pubblicazioni_2258_allegato.pdf  
37 İvi., p. 169
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over 85 will increase from 3% to 8%. While in 2010 the life expectancy 
of men and women aged 65 is 18.1 and 21.7 years respectively, in 2060 it 
expected to increase up in 22.4 and 26.1 years, accordingly.38

The Ageing Index39 shows that on the 1st January 2012 there were 147, 
2 old persons each 100 young persons (144, 0 on the 1st January 2010; 
144, 5 on the 1st January 2011), while in 2002 they were 131, 4.  In  2011, 
Italy was at  the  second place  in  the  Ageing  Index  ranking of  the  27 
European countries after Germany40. Our country is ranked 15th (on 27) 
in the Active Ageing Index41 when considering the global value, 22nd in 
employment area, 2nd in participation in society, 19th in the area of a safe 
and independent life, 15th in the environment capacities to promote active 
ageing.42

Overview of the Italian Healthcare System

The Italian healthcare system is universal covering every Italian 
citizen independently from the economic and social conditions. The 
Italian Constitution is the first legal document that de facto obliged the 
State to adopt specific behaviors aimed at protecting and promoting 
health. The article 32 ratified for the first time the right to health: «The 
Republic safeguards health as a fundamental right of the individual and 
as a collective interest, and guarantees free medical care to the indigent. 
No one may be obliged to undergo any health treatment except under the 
provisions of the law. The law may not under any circumstances violate 

38 Adequate social protection for long-term care needs in an ageing society, Report jointly 
prepared by the Social Protection Committee and the European Commission, European 
Union, 2014, p. 166  
39 The percentage ratio between the older population (aged over 65)and the younger 
population (aged under 15)  
40 Relazione sullo stato sanitario del Paese, 2012-2013, Ministero della Salute, Direzione 
generale della digitalizzazione del sistema informativo sanitario e della statistica, on http://
www.salute.gov.it/imgs/C_17_pubblicazioni_2258_allegato.pdf  
41 It is developed in 4 areas (Employment, Participation in society, Safe and independent 
life, Capacity of the environment to make possible an active ageing) and with 22 indicators. 
It is a tool to measure the capacity of a society to promote an active ageing.  
42 Relazione sullo stato sanitario del Paese, 2012-2013, Ministero della Salute, Direzione 
generale della digitalizzazione del sistema informativo sanitario e della statistica, on http://
www.salute.gov.it/imgs/C_17_pubblicazioni_2258_allegato.pdf  
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the limits imposed by respect for the human person»43. On the basis of this 
constitutional article, 4 fundamental laws and reforms have structured the 
Italian National Healthcare System (Servizio Sanitario Nazionale, SSN):

§	The National Law N. 833/7844, which established that the National 
Healthcare System is based on the principles of universality, 
equality, respect of the dignity and the freedom of the person. The 
national system is based on a network of local healthcare units 
that evenly provides healthcare protection on the entire national 
territory through the direct provision of care, prevention and 
rehabilitation services. The elderly are mentioned in the article 2, 
letter f) of the above-mentioned law.

According to this law, the main directives are given by the central 
government, namely by the Ministry of Health, but then they are applied 
and could be integrated by the Regions and the autonomous provinces of 
Trento and Bolzano, in order to guarantee an evenness of performances on 
all the national territory (article 4). The competences are divided among 
the different institutions as follows:

1. The central government has exclusive power to 
set the system wide rules and health services that must be 
guaranteed throughout the country. It:

a) Checks the uniformity of the therapies

b) Distributes the resources of the national fund for social policies;

c) Distributes, through the Internal Affairs Ministry, and indirectly, 
through the INPS, cash benefits to support the elderly and people 
with disabilities.

2. The Regions have the responsibility for the organization and 
administration of health-care financed through public funds by the local 
health authorities. Moreover, these are in charge to plan resources and 
facilities, even if the central government often imposes obligations and 

43 https://www.senato.it/documenti/repository/istituzione/costituzione_inglese.pdf  
44 http://www.salute.gov.it/imgs/C_17_normativa_231_allegato.txt  
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parameters (like a maximum ratio of beds/residents and a ceiling on 
pharmaceutical expenditures). Nevertheless, Regions with high levels 
of debt and which are unable to contain Regional Healthcare Service 
deficits must undergo budgetary balance plans to be agreed with and to 
be implemented under strict control of the central government. Finally, 
Regions are also responsible for quality control in relation to private 
accredited providers.

3. The municipalities deal with the planning, the design and the 
implementation of the local system of social services. Therefore, they are 
the main actors in the implementation of public assistance to dependent 
persons, particularly with regard to social performances.

§	The National Law 502/199245 provided a new organization of 
the National Healthcare Service. Moreover,  the  law  established  
that,  every  three  years,  a  National  Healthcare  Plan should be 
issued by the government on a proposal of the Ministry of Health 
after having considered the opinion of the relevant parliamentary 
committees and of the representatives of Union confederations 
and by taking into account the suggestions made by the Regions. 
The latest, within 150 days from the entry into force of the 
National   Healthcare   Plan, adopt   their   Regional   Healthcare   
Plan,   accordingly.   It represents the main strategic tool to plan 
healthcare objectives and related services answering the specific 
needs of the regional population.

§	The National Laws N. 419/199846 and N. 229/199947 strengthened 
the regionalization of the National Health System recognizing 
to the Regions new and wider powers in regional planning and 
management services. The National Healthcare System was then 
defined as the set of functions and activities of healthcare services, 
regional bodies and institutions of national importance.

45 http://aifi.net/wp-content/uploads/2012/09/Decreto-legislativo-30-dicembre-1992-n .-50 
2.p df  
46 http://www.camera.it/parlam/leggi/98419l.htm  
47 http://www.parlamento.it/parlam/leggi/deleghe/99229dl.htm  
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§	The Decree of the President of the Council of Ministers (Dpcm) 
Of The 29th   November200148, as modified in 200849, established 
the Basic Levels of Assistance (Livelli Essenziali di Assistenza, 
LEA). These are the essential performances that should be 
guaranteed on all the national territory. The Regions can include 
additional ones but by paying with their own funds. They represent 
the guarantee of the objective of social equality among all the 
citizens. They are currently under review and they’ll probably be 
modified at the end of 2015.

i. The Rights of Elderly in Italy

The Italian legislation does not include an official definition of “elderly”, 
such as for the case of minors. Obviously, the elderly have the same rights 
of all the other citizens. There is not a specific legislation for the elderly, 
apart from some protection measures to prevent and remove the conditions 
leading to their marginalization50 and the legislation for dependent and 
disabled people. However, from 1995 it exists a draft of a “Charter of the 
rights of the elderly” (Carta dei diritti degli anziani)51, issued under the 
High Support of the President of the Republic and with the patronage of 
the interested institutional authorities. To the initiative, promoted by the 
Ente Italiano di Servizio Sociale (the Italian body of social services), have 
adhered numerous bodies and associations with the purpose of realizing 
the programmatic points of the Charter and with the aim of giving attention 
and answers to the needs of the older population of the country.

The Charter establishes;

a) The right of the elderly to access to the “entire quality” of human life in 
which consists the essence of the common good.

48 http://www.camera.it/temiap/temi17/dpcm29_novembre_2001.pdf  
49 http://www.altalex.com/index.php?idnot=41462  
50 Italian Law of the 23 December 1978 n.833, art. 2, f), on http://www.salute.gov.it/
imgs/C_17_normativa_231_allegato.txt  
51 Carta dei diritti degli anziani, E.I.S.S., 1995, on http://www.guidagenitori.it/la-famiglia/i-
nonni/771-i-diritti-degli-anziani/  
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b) Right to the preservation of the personal conditions of the elderly to 
the possible highest degree of self-sufficiency on mental, psychic and 
physical level.

c) Right to preventive and rehabilitation care of first, second and third 
degree.

d) Right to obtain for free the necessary assistance and tools to maintain the 
communication with the social environment and to avoid the physical 
and psychic decline: acoustic and dental  prosthesis,  glasses  and  other  
supports  to  maintain  the  functionality  and  the decorum of the person.

e) Right to live in a familiar and comfortable environment.

f) Right to be received in places of housing and hospital shelter by all 
the staff, including the managers, with courteous, careful, humanely 
behaviors respectful of the dignity of the human being.

g) Right of the elderly to be respected wherever in their personal identity 
and to not be offended in their sense of modesty, safeguarding their 
personal intimacy.

h) Right to have guaranteed an income that allows not just the survival, but 
the prosecution of a normal social life, integrated in the context and the 
right to self-determination and self- promotion.

i) To value and use the potential resources and experiences of the elderly 
for the benefit of the common good.

j) The State, with the generous contribution of the voluntary and equal 
cooperation of the no profit sector, should draw up new information 
and cultural services and structures to facilitate the learning of new 
acquisitions to keep older people active and protagonists of their lives, as 
well as partakers of the development of their community.52

After the presentation of this Charter, the Italian Committee for the 
Rights of the Elderly (COM.I.D.A.N.) has been founded. More than 30 
national and local entities for the promotion of initiatives for the elderly 
have joint it with the aim of: a) promoting a new culture on the elderly 
and for the elderly; b) informing the public opinion even with cultural and 
training initiatives and with the participation of the elderly; c) demanding 
innovative social policies, in a logic of integrated social services and in 
respect of the elderly. However, different regional laws include some 
elements that could be relevant to address the elderly condition. Most of 

52 Unofficial translation from http://www.guidagenitori.it/la-famiglia/i-nonni/771-i-diritti-
degli-anziani/  
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them are about the Long Term Care, which is the main kind of care given 
to old persons:

§	The Finance Law No. 67/198853 was the first parliamentary act 
related to elderly persons in this respect. It scheduled the creation 
of 140,000 beds for dependent persons.

§	The DPCM of 22 December 198954 set out the rules for nursing 
and residential care facilities.

§	The Project “Healthcare for old people”, approved under the 
National Health Plan 1992–9455, was the first reference to 
intervention for those aged 65+ by regional and local governments, 
by designing the local network of services and by giving a key role 
to evaluation units for needs assessment.

§	 In the law n. 289/2002, article 5456, among the Basic Level of 
Assistance guaranteed by the national health system are included 
the rehabilitation and LTC interventions as well as the ones related 
to healthcare and social activities for dependent elderly.

§	The most recent provisions are included in the National Health 
Plan 2006– 0857, which identified strengthening home care as a 
first priority as opposed to institutional care. This plan also points 
to reinforce cooperation between institutions and formal and 
informal groups in order to improve care.

§	The Finance Law for 2007 (Law No.  296/2006)58 assigned a 
symbolic amount of sources to be shared among regions and 

53 http://www.normattiva.it/uri-res/N2Ls?urn:nir:stato:legge:1988-03-11;67  
54 http://www.comune.torino.it/servizisociali/vigilanza/normativa/dpcm_22-12-1989.pdf  
55 http://legislature.camera.it/_dati/leg10/lavori/stampati/pdf/112_001001_F001.pdf  
56 http://www.camera.it/parlam/leggi/02289l.htm  
57 http://www.cisl.it/sito-sociali.nsf/432be92ec43b2fbec1 256e5f0053653b/75b69e5a7be 0f 
c9bc12571640036c657/$FILE/Psn2006_2008.pdf  
58 http://www.parlamento.it/parlam/leggi/06296l.htm  
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autonomous provinces, according to the number of elderly 
dependent persons and some socio–economic indicators. 

Other laws are focused on the social actions:

§	 In  the  National  Health  Plan  1998-200059,  aspects  concerning  
the  prevention  of dependency and actions for a healthy lifestyle 
are introduced, with a section devoted to the elderly.

§	The law n. 328/0060, article 15, claims in a specific way supporting 
actions for dependent old persons, giving particular attention to the 
ones in condition of physical and psychic fragility, with difficulties 
of integration in the social life. Specifically, it establishes the 
support of elderly autonomy as primary goals.

§	 In the National Health Plan 2001-200361, a section is about 
promoting actions to set a positive attitude towards elderly. To 
decrease and to slow the loss of autonomy and the dependency 
of the  old  person,  it  is  enhanced  the  familiar  and  social  
participation through volunteering and other forms of active 
involvement in the local community. 

ii. Impacts of the European legislation in Italy

The European Commission has called on Member States to prioritize 
social investments and to modernize their welfare systems62. The EU 
encourages Member States in trying to find adequate and sustainable 
solutions for pensions, healthcare and long-term care issues that are 
important for the elderly. It includes measures relating to the accessibility 
of public available services helping elderly who are frail or suffer from age-
related disabilities.

§	The Treaty on the Functioning of the European Union63, article 19, 
empowers the national legislators against discrimination in terms 

59 http://www.salute.gov.it/imgs/c_17_pubblicazioni_947_allegato.pdf  
60 http://www.parlamento.it/parlam/leggi/00328l.htm  
61 http://www.salute.gov.it/imgs/C_17_pubblicazioni_949_allegato.pdf  
62 Social investment:Commission urges Member States to focus on growth and social 
cohesion, European Commission Press Release, 20 February 2013, Brussels, on http://
europa.eu/rapid/press-release_IP-13-125_en.htm
63 http://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:12012E/TXT  
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of age as well as sex, racial or ethnic origin, religion, disability and 
sexual orientation.

§	Charter of Fundamental Rights of the EU64, article 21, explicitly 
prohibits discrimination based on age.

§	Article 25 of the same document recognizes the right of elderly 
to conduct a life of dignity and independence and to participate to 
the social and cultural life.

On the basis  of  these  article,  the  Italian  legislator  and  the  local  
authorities  have  set  some legislative, social, economic and assistance 
interventions.

§	This is evident in the national law n. 6/200465 that introduced the 
“provision of support” (amministrazione   di   sostegno) and   which   
represents   a   breakage   to   the   previous   and consolidated 
rigid cultura schemes for what concerns the protection of weak 
individuals.

§	 In the National Healthcare Plan 2006-200866, the European Union 
framework is considered as reference point for the systematic 
update of the healthcare goals.

§	 In the scheme for the National Health Plan 2011-201367, the topic 
of active ageing has been faced by assuming the EU indications. It 
includes both the European definition of healthy ageing and many 
interventions and actions suggested by the European institutions. 

§	The European influence is also evident in the National Prevention 
Plan 2014-201868, which identifies the priorities and the most 
adequate programs to promote healthy and active ageing for people 
aged over 64 in our country and the achievement of the European 

64 http://www.europarl.europa.eu/charter/pdf/text_en.pdf  
65 http://www.camera.it/parlam/leggi/04006l.htm 
66 http://ape.agenas.it/documenti/Normativa/PSN_2006-08.pdf
67 http://www.ipasvi.it/archivio_news/pagine/28/PIANO%20SANITARIO%20NAZ ION 
ALE.pdf 
68 http://www.sanita.ilsole24ore.com/pdf2010/Sanita2/_Oggetti_Correlati/Documenti/
Dal-Governo/PREVENZIONE.pdf?uuid=16b6bf8c-4886-11e4-a614-abc054b1011a  
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goal for 2020 to raise of 2 years the healthy life expectancy of the 
European citizens. It has identified four priority strategic areas of 
intervention:

a) An active ageing throughout life 

b) The development of favorable life and social environments 

c) The development of systems of long term health care 

d) To reinforce the evidence-based research

The Structure of Care Services for Elderly People

According to the European Commission’s 2009 Ageing Report69, the 
future trend of demand for Long Term Care is impressive. The report 
points out how informal caregivers remain the most important group of 
providers. Of the expected 20.7 million dependent elderly estimated in all 
EU countries in 2007, 8.4 million are estimated to have benefitted from 
formal care in 2007, while 12.3 million received informal or no care.70 With 
reference to the EU general situation, the main features of the Italian LTC 
system are:

§	The overall public expenditure, measured in terms of incidence on 
the GDP, is similar to the average one in the EU-28;

§	A relatively weak investment in residential care;

§	A very strong prevalence of cash benefits programs over services;

§	A medium investment in home care, although this type of service is 
fundamentally and informally supported by migrant care workers.

i. Long Term Care

The LTC system in Italy is characterized by a high level of institutional 
fragmentation as sources of funding, governance and management 
responsibilities are split between local and regional authorities, in a 

69 http://ec.europa.eu/economy_finance/publications/publication14992_en.pdf  
70 Long-term Care for the elderly, Provisions and Providers in 33 European countries, 
European Union, 2012  
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quite different way Region by Region. The stakeholders directly involved 
in the organization of LTC services are municipalities, local health 
authorities, nursing homes and the National Social Insurance Agency 
(Istituto Nazionale della Previdenza Sociale - INPS). Alike, other players 
are involved in planning and funding these services, namely the central 
government, Regions and Provinces. Moreover, a large part of caregiving 
is still provided by informal caregivers, especially in Regions where public 
services are less advanced and in families that cannot afford the costs of 
private services.

Since the mid-1990s there has been a debate about a national reform 
of the LTC system in Italy, with various proposals being advanced on the 
contents, interventions and funding modalities. Yet so far, any reform of 
the LTC system has been implemented. It is only since at the beginning of 
the new millennium that LTC issues have entered at least the public reform 
agenda. In recent years, several proposals of national reforms were put 
forward, but so far with limited success. The only public action specifically 
aimed to address care needs was the creation of a temporary National Fund 
for Dependency in 200771.

Generally speaking, in northern Italy the culture of public service in 
LTC is rather widespread. These Regions and municipalities have been 
making an effort to improve their LTC system. In the south, by contrast, 
the care burden rests mostly on families, with poor public support. An 
Italian study72 conducted by the Italian Health Research Institute (Istituto 
Superiore di Sanità) shows an enormous difference between the North and 
South of the country in both the status of the health of the population aged 
over 65 and in their health needs. Elderly living in the north of Italy state 
that their health is better, the coverage of vaccination is high and they suffer 
fewer cognitive deficits and disturbances. Instead, in the South, there is an 
increase of pathologies and hospital admissions. In any case the demand 
for a general, national, integrated LTC system, although with decentralized 
management responsibility, seems to be strong all over the country.

71 http://www.lavoro.gov.it/AreaSociale/Disabilita/FondoNonAutosufficienze/Pages/def 
ault.aspx  
72 Montagano G.,Studio Argento – Profea. I risultati complessivi, on http://www.epicentro.iss.
it/focus/anziani/montagano.pdf.  
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ii. Healthcare Services

In order  to  identify  the  best  solutions  for  the  care  of  the  elderly,  
the  multidimensional evaluation is used to investigate, to describe and, if 
possible, to explain their multiple problems. It also helps to evaluate the 
resources, potentialities and needs of the patient. The multidimensional 
evaluation is indispensable in order to do an initial evaluation of the patient, 
to create a personalized care plan (Piano di Assistenza Individualizzato, 
PAI), to monitor the clinical variation during time.

It is the most important tool used by the geriatric evaluation unity (Unità 
di Valutazione Geriatrica, UVG), which includes a geriatrician, a nurse, a 
social assistant and, if necessary, a physiotherapist, a general practitioner 
and other professional figures needed for the specific case. Within the 
UVG is identified a case manager who acts as facilitator for the patient and 
has the task to: a) follow the patient during the whole assistance path in 
order to coordinate the resources and improve the efficacy and efficiency 
of the assistance; b) to inform and advise old people and their families 
about appropriate health and long-term care; c) other related services. The  
UVG  takes  into  consideration  the  psychic,  physic  and  social  aspects,  
but  also  the environment in which the patient lives and his/her economic 
conditions. The aim is to value the existing resources and to find the most 
appropriate solution for the patient and the most suitable aids, also the 
economic ones, if the family wants to assist him/her at home. 

The abilities evaluated are related to the physical sphere, the cognitive 
sphere, the emotional sphere and the social sphere. After the evaluation, 
the UVG identifies the best ways (homecare or residential/semi-residential 
care) to maintain and/or improve the patient’s conditions.

iii. Homecare services

The integrated domiciliary care (Assistenza Domiciliare Integrata, 
ADI) guarantees nursing and rehabilitation assistance supplied by 
the local health units. It can be defined as the coordinated set of health 
performances integrated with social and assistance interventions 
provided at home. It aims to satisfy the needs of the elderly, persons with 
disabilities and patients affected by chronic diseases, partially or totally 
not self-sufficient, who necessitates of a continuous assistance. The service 
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foresees performances supplied on the basis of the personalized care 
plan in collaboration with the general practitioner, specialized doctors, 
rehabilitation therapists, nursing staff, home assistants, social assistants 
and the identification of the care objectives and the recovery timing, of the 
intervention typologies and of the frequencies of accesses.

The ADI assistance is the most indicated to dependent people, because 
it allows the provision of healthcare and social performances, even of 
elevated complexity and welfare intensity, in the housing and familiar 
context of the patient, reducing the risk of inappropriate recovery. With 
reference to the 2012 data, the ADI is supplied on average to the 4,30% of 
people aged over 65, with a peak of 11,94% in Emilia Romagna and, on the 
contrary, with low percentages in the Autonomous Provinces of Bolzano 
and in Valle d’Aosta (respectively 0,43% and 0,40%)73. In Southern Regions, 
the percentage of assisted elderly people in relation to the residents 
is lower, even if in the last years the ADI and the territorial health care 
have been enhanced. The home assistance services (Servizi di Assistenza 
Domiciliare, SAD) are managed at a local level by municipalities, although 
this should be planned in coordination with the ADI. The SAD is the main 
intervention in favor of elderly persons with difficulties in doing daily 
activities.

The healthcare services provided by the National Healthcare Service 
are free of charge, whereas social care is means-tested and users can pay 
up to the full cost of it. Each municipality can decide if to supply its own 
services free of charge or to request a contribution, given that there is not a 
law imposing to provide social performances for free, unless the considered 
person is totally have-not. The joint participation of the family is linked 
to its economic conditions, which are determined through a system 
for assessing income, the   so-called ISEE (Indicatore della situazione 
economica equivalente)74.

73 Relazione sullo stato sanitario del Paese, 2012-2013, Ministero della Salute, Direzione 
generale della digitalizzazione del sistema informativo sanitario e della statistica, on http://
www.salute.gov.it/imgs/C_17_pubblicazioni_2258_allegato.pdf  
74 “Indicator of the equivalent economic situation”.  
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The planned home assistance (Assistenza Domiciliare Programmata, 
ADP) is done by ensuring the periodic presence of the general 
practitioner (GP) at home for people who cannot move and are affected by 
pathologies, in need of an intensive monitoring. The home hospitalization 
(Ospedalizzazione Domiciliare, OD) is the kind of home care with the 
greatest healthcare content not coordinated by the territorial services, but 
by the hospital. It entails the supply at the patient’s house of diagnostic 
and therapeutic interventions of particular complexity as to require 
an assistance process of a hospital specialized level for a determined 
duration. This kind of assistance requires a specific organization, with the 
appointment at the patient’s  home  of  health  care  equipment,  walking  
and  physiological  functions  aids,  of  a privileged telephonic connection 
with the hospital. It can include a social assistance, with the supply of 
aids to the family for the assistance, the cleaning and alimentation of 
the patient. A fundamental requirement is the presence of available and 
prepared relatives and adequate environmental conditions.

In regard to home care, it is also important to mention the socio-
health worker (operatore socio sanitario), forecast in the DPR (Decree of 
the President of the Republic) n. 128/6975  and then established  by  the  
Conferenza  Stato-Regioni76    with  the  agreement  of  22.02.2001,  G.U. 
19.04.2001  n.  9177.  The socio-health worker has progressively substituted 
the previous professionals in the health and social care by assimilating 
functions, tasks and competences of the two areas in one context. Anyway, 
it is not to be considered as part of the healthcare professions,  so  it  has  
not  any  decisional  power  and  just  conforms  to  the  directions  and 
provisions of the nurse who is its direct supervisor. The socio-health worker 
carries out activities to help the patient to satisfy his/her fundamental 
needs, oriented to the rescue, maintenance and development of the well-
being level, by promoting autonomy and self-determination.

75 http://www.normattiva.it/uri-res/N2Ls?urn:nir:presidente.repubblica:decreto:1969;128  
76 An Italian collegial body aimed at institutional collaboration between the State and local 
governments  
77 http://gazzette.comune.jesi.an.it/2001/91/7.htm  
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iv. Residential and Semi-Residential Services

In the case the multidimensional evaluation excluded the possibility of 
a domiciliary treatment, not only for the specific clinical problems of the 
patient, but also for the absence of an adequate socio-familiar network, the 
National Healthcare Service guarantees assistance in accredited structures 
that, in residential or semi-residential regimes, can supply healthcare 
and social performances for the rehabilitation and the maintenance of 
the clinical conditions. The number of bed in the residential structures 
surveyed in 2012 by the electronic system is 180.604 and these structures 
host 267.771 persons, with an average of 219 days of assistance per user. 
The most elevated number of bed and assisted users are in the northern 
Regions, with the Lombardy at the first place78.

There are different typologies of residence facilities for the elderly:

1. The assisted healthcare residence (Residenze Sanitaria 
Assistenziale, RSA) can be seen as a LTC institute that provides 
assistance and services to persons unable to live independently 
or who require nursing and rehabilitation assistance in place, a 
24 hours supervision or personal support. The DPR  14 January 
1997, G.U. 20 February 1997, n. 4279, defined the RSA as places that 
offer to dependent persons, elderly and not, not curable at home, 
a medium level of medical, nursing and rehabilitation assistance, 
accompanied by a high level of tutelary and hotel assistance.  The 
staying in these structures is paid by the National Healthcare 
System for the first 60 days and after this period is required 
the economic participation of the family. Instead, in the case of 
Alzheimer patient, the national healthcare system covers all the 
expenses up to one year.

78 Relazione sullo stato sanitario del Paese, 2012-2013, Ministero della Salute, Direzione 
generale della digitalizzazione del sistema informativo sanitario e della statistica, on http://
www.salute.gov.it/imgs/C_17_pubblicazioni_2258_allegato.pdf  
79h t t p : //w w w. gazze t t aa m m i n is t r a t iva . i t /o p e nc ms /ex p o r t /s i t e s /d e f au l t / _
gazzetta_amministrativa/amministrazione_trasparente/_lombardia/_azienda_
ospedaliera_ospedale_niguarda_ca___granda/010_dis_gen/020_att_gen/2013/
Documenti_1374228592608/1374228709580_dpr_14_1_1997.pdf  
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The large part of Regions direct all dependent people independently 
from the age to the RSA to, while some Regions, as Calabria, Emilia-
Romagna, Molise, Piedmont direct to such structures the elderly, only. 
The kind of performances guaranteed by the RSA, almost equally in the 
national territory, refer to the supply services with a prevalent health care 
nature or related to medical, nursing and rehabilitation assistance. Puglia, 
Lazio and Sardinia foresee performances for social recovery too. There is 
a substantial homogeneity in regard to the structural standards80, even if 
some Regions can have some different ones:

§	 In all the Regions it is mandatory the presence of a bathroom in 
the room or of one shared by two rooms. The requirements for the 
room as for the dimension and the bed are similar, namely they 
should be of 12 square meters for a single room or 18 square meters 
for a double room or of 26 square meters for three bed room and of 
32 square meters for a four bed room.

§	 Some Regions require the presence of a gym, a day hospital  with  
toilets,  a worship place, a bar, an area to socialize, a reception to give 
the accreditation to the structure. In regard to the engineering-civil 
requirements, in some specific cases, there should be systems of 
primary air, vertical paths, oxygen distribution, seismic protection, 
firefighting, acoustic systems, security, electrical continuity, safety 
accident, waste disposal, and etcetera. Documents and procedures 
for the accompaniment to death and the management of the 
following phases to death are mandatories in Emilia-Romagna. 
In Veneto it is mandatory the transparency on the services costs 
paid by the user, a register of the users of the structure, the annual 
planning of the service. For the validation in some Regions 
it is mandatory for the structures to have a procedure for the 
transportation of the hosts in case of necessity and to have a clear 
documentation about the management of the welcoming path, the 

80 Linee guida del Ministero della Sanità sulle Residenze Sanitarie Assistite, on http://
www.fondazionepromozionesociale.it/PA_Indice/106/106_linee_guida.htm  
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registration of users and their families, the management of waiting 
lists, of emergencies and of specialized assistance’s requests.

In regard to the staff standards in the residential structures, it is one 
of the field in which the regional autonomy is greater. For the standards 
of the socio-health personnel, the differences are even greater. Few kinds 
of structures foresee the presence of psychologists, social assistants and 
occupational therapists.

The duration of the treatment is not predefined, but it is strictly 
connected with the persistence   of   the   need conditions   and   the   supply   
pertinence.   Therefore   it   is indispensable a periodic evaluation of the 
patient necessary for the correct assignment of an assistance level, for the 
definition of a treatment plan and the possible extension in that assistance 
level. The re-evaluation of the patient is usually done at least every ninety 
days.

§	The assistance residences (residenze assistenziali) are mainly 
directed to self-sufficient elderly. The guests of the residences 
benefit of assistance services, receive complete assistance and are 
encouraged in taking part in recreational and cultural activities. In 
this category are included the nursing homes (case di riposo), which 
supply hospitality and assistance. They guarantee the distribution 
of meals, recreational and aggregative activities, assistance in 
daily activities, nursing assistance and the administration of drugs 
if necessary.

§	The socio-healthcare residences (residenze socio-sanitarie), which 
are mainly addressed to dependent elderly and are equipped 
with specialized medical and nursing personnel. The services 
offered are characterized by a high level of social and healthcare 
integration with the aim support the greater possible recovery 
rate of the psycho-motoric capacities of the hosts. Within this 
category, we can include the residential communities (comunità 
alloggio), which are addressed to old persons with a low degree 
of dependency and who necessitates of mutual solidarity and 
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company. Usually, they have small dimensions, hosting about 12 
persons. Another example of socio-healthcare residences are the 
protected residences (residenze protette), which are residential 
facilities with high level of social and healthcare integration, 
intended to accommodate, temporarily or permanently, dependent 
elderly with physical, psychic, sensorial or mixed pathologies 
not treatable at home and which do not need complex healthcare 
performances. They provide: activities aimed at maintaining and 
activating the remaining capacities; hospitality and assistance by 
ensuring an average level of medical, nursing and rehabilitative 
assistance; opportunity for community life, recreational activities 
and services for the help in daily activities.

§	The ‘semi-residential’ care is provided in the day-care assistance 
centres (centri diurni assistenziali), which are socio-healthcare 
structures that provide their services during the day and are 
addressed to elderly persons with different degrees of dependency. 
Their aim is to offer an aid to families, more than strengthening 
and compensate competencies and abilities connected to the 
autonomy and the identity. They can receive from 5 to 25 persons.

v. Cash Benefits

The elderly aged over 65 and 3 months with a low income have the right 
to a social allowance. In 2015, it is equal to 448.52 euros per month. This 
amount will be perceived in its entirety only by the elderly without income. 
Otherwise it will correspond to a reduced amount equal to the difference 
between the amount of the whole social allowance and the amount of the 
elderly’s annual income81. The verification of the incomes is done by the 
INPS every year. If the owner of the social allowance has been hospitalized 
in an institute with fees paid by the State or other public bodies, the amount 
of the allowance is reduced.

The  National  Institute  of  Social  Security  provides  an  attendance  
allowance  (indennità  di accompagnamento82) to disabled persons, 

81 http://www.dirittierisposte.it/Schede/Persone/Salute/l_assegno_sociale_id1112219_art.
aspx  
82 Italian Law of the 11 February 1980 n. 18, on http://www.normattiva.it/uri-res/
N2Ls?urn:nir:stato:legge:1980-02-12;018  
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independently from their financial situation. This cash benefit is tax-
financed and it is granted upon certification of severe disability. It is not 
directly linked to an obligation to purchase goods or services and it is aimed 
at improving one’s personal condition: so, it can be used to compensate 
the household for informal care. Nevertheless, the cash benefit is usually 
considered part of LTC expenditures in Italy, unlike invalidity pensions. 
Several Regions, even if with different modalities, decided to allocate some 
money, the so called social checks, for families taking care in their homes 
of a dependent elderly as long as there are some essential elements: i.e. the 
evaluation of a certain degree of dependency, the family capacity to take 
care of the older man/woman, the verification of family’s income conditions 
under an established threshold. A restricted number of  Regions  activated  
the  socio-health voucher, namely bonds for the purchase of specific socio-
health performances, in the field of public or private qualified structures.

Moreover, there is the National Fund for Social Policy (Fondo Nazionale 
per le Politiche Sociali, FNPS), which is the national specific funding 
source for the care interventions. Particularly, it finances an articulated 
system of regional social plans and local social plans that describe, for each 
territory, an  integrated  network  of  services  to  the  persons  aimed  at  the  
inclusion of subjects in difficulty and at the elevation of the standard of life.

vi. Public Expenditure in Care for Dependent People

Three are the main components of public health expenditure:

§	The LTC included in the health care expenditure borne by the 
national health system, corresponding to the 0,76% of GDP;

§	The attendance allowances paid by INPS, covering about 1.300.000 
performances per year;

§	 Social care interventions for elderly with disabilities managed 
locally83.

The social protection spending represents the area of major public 

83 Burgio A., Battisti A., Solipaca A. et al., La relazione tra offerta di servizi di Long Term 
Care ed i bisogni assistenziali dell’anziano, Contributi ISTAT, n. 4/2010  
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intervention (20, 4% of GDP in 201184), which is composed mainly by pensions 
and social security interventions. Instead, a minor role is represented by 
the spending for assistance. In the last decade the expenditure for LTC has 
gradually grown both in terms of GDP both in terms of importance on the 
public spending. Under the assumption of “no policy change”, the Ageing 
Report scenario suggests that public expenditures as share of GDP would 
rise from 1.9% to 3%85.

Examples of Good Practices in Terms of Elderly Care Services

§	The Region of Marche, with the decision n. 1566 of 14.12.200486, 
adopted a system of services for the elderly to prevent, to 
contrast, to reduce the dependency. It foresees the development 
of a solidarity network to raise the elderly living standards and a 
greater integration among the social and health services.

§	The Region of Sicily, with the regional law 10/200387, article 3, 
introduced the socio-health bonus for the assistance and care 
of over 69 and dependent people or for persons with serious 
disabilities.

§	The Region of Lombardy has introduced the regional “Charter 
of the rights of the elderly”88, which recalls some fundamental 
principles of the Italian constitutional system89:

a) article 3 of the Constitution: the principle of social justice, the State 
has to remove the economic and social obstacles that prevent the 

84 Lassistenza agli anziani non autosufficienti in Italia, 4° rapporto, Tra crisi e ripartenza, 
Rapporto promosso dall’IRCCS-INRCA per il Network nazionale per l’invecchiamento, 
Maggioli editore, 2013  
85 Adequate social protection for long-term care needs in an aging society, Report jointly 
prepared by the Social Protection Committee and the European Commission services, 
Council of the European Union, Brussels, 18 June 2014  
86 http://www.ambito20.it/Public/normative/allegato/10_DGR_1566-04.pdf
87 http://www.gurs.regione.sicilia.it/Gazzette/g03-34.HTM#1 
88 DGR (Resolution of the Regional Council) n. 7/7435 of 14/12/200, on http://www.famiglia.
regione.lombardia.it/shared/ccurl/1013/1007/DGR 7435 14.12.2001.pdf 
89 https://www.senato.it/documenti/repository/istituzione/costituzione_inglese.pdf  
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whole development of the human person, by limiting the citizens’ 
freedom and equality;

b) article 2 of the Constitution: the solidarity principle, the State has 
to recognize and guarantee the inviolable human rights, both as 
individual person both in the social groups, and to request the 
fulfillment of the binding duties of political, economic and social 
solidarity;

c) article 32 of the Constitution: the health principle.

The autonomous province of Trento issued laws having the common 
aim of promoting the involvement of the elderly in the social and 
community life. It foresees the institution of the service of civil volunteering 
for elderly, of the provincial council of the third age and other initiatives for 
the elderly (law n. 11/200890). The aim of the law  is  to  recognize  the  role  
of  the  elderly  in  the  community  and  to  promote  their participation  
in  social,  civil  and  cultural  life,  by  favoring  the  planning  capacity  
and  by valuing the training, cognitive, professional and human capacities 
learnt during their life. The fundamental principles of the law found their 
formalization in the “Charter of the elderly rights”, forecast by the article 2:

a) Favoring an active ageing;

b) Guaranteeing the right to health of elderly;

c) Ensuring to the old persons a decent lifestyle;

d) Favoring the active participation of the old person to the political, 
social, cultural and administrative life of the community;

e) Recognizing and favoring the spiritual and religious sensibility of the 
elderly;

f) Promoting forms of involvement of the old population in the 
definition of care and social services mainly directed to them;

g) Ensuring active housing policies that guarantee to the old person a 
housing adequate to his/her needs, recognizing the importance of 
the bond with the belonging community and the permanence in the 
family;

h) Promoting the psycho-physical wellness of the old person.

90 http://www.consiglio.provincia.tn.it/doc/IDAP_54729.pdf?zid=fa290ba1-7e2c-4a58-84fc-
a4b134c1e8bd  
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In order to apply these principles, the senior civil volunteering is 
provided for all the elderly who want to do a volunteering activity in a 
spontaneous, personal and free of charge way, on the basis of the owned 
competences and abilities. The intervention areas include:

a) Auxiliary activities for the community and the territory: i.e. The 
surveillance near or in schools and other public recreational and 
aggregation places; near monuments or places of cultural importance 
and in the school-home route;

b) Little maintenance interventions for the safeguard of the environment 
and green areas;

c) Assistance on the school buses;

d) Support and aid to lonely persons or public infrastructures;

e) The promotion and divulgation of the acquired experiences by the elderly 
in the professional, artistic, historical, cultural and sport fields;

f) Peer to peer training activities;

g) Promotion, dissemination and esteem of the volunteering activities done 
by the elderly.

Moreover, lonely or associated old persons can manage town lands for 
free to do gardening, horticulture activities and in general activities for the 
care of the natural environment in order to allow the better protection and 
usability for the citizens.

§	The Region of Liguria, with the  law  n.  48/200991, has established 
the  first  regulatory intervention having as object the “Promotion 
and enhancement of the active ageing”. The aim expressed by the 
law is the enhancement of the persons aged over 60. It is forecast 
the planning, in favor of old persons, of coordinated interventions 
in the protection and social jobs, permanent education, cultural 
promotion and social tourism, sport and free time. Specific areas 
of intervention are:

a) Training and lifelong learning;

b) Projects to promote elderly working life;

91 http://www.federalismi.it/ApplOpenFilePDF.cfm?a rtid=14757&dpath=document&dfil 
e=27112009122822.pdf&content=LIGURIA,+L.R.+n.+48/2009,Promozione+e+valorizzazione+
dell%27invecchiamento+attivo+-+regioni+-+documentazione+-+  
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c) The promotion and diffusion of correct life styles to maintain the 
wellbeing of the person during the ageing;

d) The fruition of the cultural, landscape and environmental heritage, the 
realization of recreational, sport and socialization activities open to all 
the community.

Then the law forecast the realization of projects of civil volunteering for 
the elderly, as form of active  ageing  promotion  through  the  realization  
of  social  projects  useful  to  the community  and  at  the  same  time  aimed  
at  diffusing a  new  culture  for  old age.  These projects, promoted by the 
local authorities in collaboration with the volunteering organization, can 
also foresee forms of expenses’ reimbursement.

§	The region of Veneto, with the regional law n. 9/201092, also instituted 
the civil service for the elderly in the public administrations in order 
to favor the enhancement and the extension of services to citizens 
and the employment of older people in socially useful activities. 
The Veneto’s law assumes as recipients of the law people aged over 
60, owner of a pension, or in any case unemployed, dependent and 
autonomous, or comparable subjects according to the law.

The civil service of Veneto differs from the one introduced in Trento 
because of two main linked aspects: the civil service is paid and there is a 
contractual regulation of the relation between administration and single 
person, in terms of task commitment, definition of the performances and 
of the temporal modules for their execution, regulation of the withdrawal 
right.

§	The Region of Umbria, under the law n. 14/2012, containing “Rules 
in safeguard of the promotion and esteem of the active ageing”, 
has recognized the role of the elderly in the social community and 
is promoted their participation in the social, civil, economic life by 
valuing the training, cognitive, professional and human experiences 
collected by the elderly during their life, as well as their heritage of 
personal relationships. Among the forecast activities there is also 
the civil volunteering similar to the one forecast in Liguria.

92 http://www.consiglioveneto.it/crvportal/leggi/2010/10lr0009.html  
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This research was conducted within three countries namely Turkey, 
Spain and Italy in order to capture elderly living standards in nursing 
homes and in other elderly care facilities. It aims to compare and contrast 
these three countries with each other related with elderly rights and care 
standards. It is assumed that as EU countries Italy and Spain in have more 
developed conditions for elderly compared to Turkey. So, one of the main 
motivation of this study is to figure out the systematic deficiencies in 
Turkey regarding physical standards of caring facilities and social policies. 
Also, the issues related with elderly rights tried to be handled within the 
study. 

In the research quantitative research methods were utilized. Since the 
study covers three countries, qualitative methods did not evaluated as 
suitable for the research due to the language differences and the enormity 
of the existing data. Questionnaires were carried out both with the nursing 
home residents and with nursing home employees, which can roughly 
categorized as personnel, professionals and executives.

The study in Turkey has conducted in Ankara. 69 of elderly people, 
who benefit from elderly care services, are participated in the study by 
questionnaires. Whereas 132 of elderly care workers are participated. In 
sum, the study is completed with the responses of 202 participants in 
Turkey. Similarly, the study is Spain has conducted with 153 elderly people 
who benefits from residential care facilities and with 51 people, who work in 
those facilities as executives, professionals or as personnel. In total Spain 
have 204 participants in the study. Italy as well, has done questionnaires 
with 136 elderly people in residential homes and with 67 people who works 
there in variety of occupational positions. In the case of Italy, 203 people 
are participated to the study by questionnaires.

In the study elderly people and residential home employees form two 
different groups. Different questionnaire forms are prepared for each 
group. Yet, some group of questions regarding nursing home standards 
remained as same in order to capture the different opinions of residents 
and employees. Especially in the questionnaire for elderly, there are 
questions not only asks about their daily life in the nursing home but also 
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their participation of outside activities are tried to be measured in order to 
make a deeper analysis about elderly care and elderly rights.  The questions 
related especially with elderly rights are referred to the UN’s principles 
for elderly namely independence, participation, care, self-fulfillment and 
dignity. 
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Questionnaire Responses Conducted with Elderly

When looked at the data that comes from questionnaires conducted with 
elderly; a lot of interesting results are captured. To begin with Turkey, the 
demographical features, female and male proportion is almost the same by 
45.6% female and 54.4% male of the whole elderly who were participated in 
the study. The age composition on the other hand is mostly between 60-69 
years old with 36.8%and 70-79 years old again with 36.8%. The participants 
who are between the ages of 80-89 are only 19.1% and above 90 years old 
are fewer with only 4.4%.

In the case of Spain, the gender composition skewed more on the female 
side with the rate of 66% female and 34% male. By age, it is recognized that 
the residents in Spain is slightly older than the residents in Turkey. The 
majority of the residents are in between 80-89 years old with the rate of 
40.5%. Residents, who are between the ages of 70-79, constitute 35.9% of 
all. The rate of elderly with the age of 90 and above is much higher than 
Turkey with the rate of 15.7%; whereas the total of the elderly between 50-59 
and 60-69 years old is only 7.9%, which is much lower compared to the case 
of Turkey (in Turkey 50-69 years old: 39.7%)

Gender composition in Italy also favors female members with the rate 
of 66.9% and male member with the rate of 33.1%. Age groups in Italy 
resemble more with the case of Spain. Age group 80-89 is denser also in the 
Italy (44.4%) and it is followed by the age group 70-79 with 26.7%. Among all 
three countries Italy is the one, which has the highest rate in the residents 
who are 90 and above years old (21.5%) 

	  

Chart Group1:Gender
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Chart Group 2: Age

Marital status is another important variable in order to observe the 
general pattern of the members who prefer living in a nursing home. In 
Turkey, only the 1.5% of the participants is married; whereas 23.5% is single 
and 58.8% of them are widowed. This composition is followed by divorced 
participants with 16.2%. 

Italy also draws similar picture with Turkey. According to the responses 
in Italy, 65.7% of the elderly is widowed, 28.4% is single; whereas only 6% of 
the respondents are married.

In Spain also similar results are obtained. Married participants in Spain 
are slightly higher than Turkey and Italy with the rate of 19%. Yet, the 
majority of the elderly is either widowed (52.9%) or single (20.9%).

So, at this point it can be said that Turkey, Italy and Spain have the 
same trends. In all countries elderly people who are married are the ones 
who are most reluctant to prefer to be cared in a nursing home. This 
result confirms the hypothesis that elderly people do not prefer living in a 
nursing home; if they are engaged in a marital relationship. Only Spain is 
more successful to break down the negative image about nursing homes 
by having more married residents. Since the results are not unnatural, the 
similarity between these countries which all countries sharemay be rooted 
in the Mediterranean family structure as well.
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Chart Group 3: Marital Status

In the study occupational backgrounds is also asked in all three countries. 
According to research findings in Turkey, approximately 65% of the elderly 
is retired from civil service including military service. On the other hand, it 
is observed that residents in Italy and in Spain have the tendency towards 
craftsmanship, jobs in service sector and agriculture. Moreover, whereas 
housewives are also common in Italy and Spain, they are relatively rare in 
the case of Turkey. Instead, more professional backgrounds are observed 
in Turkey such as chemist, pilot, architect, engineer etc. The reason in the 
absence of housewives, workers, farmers and artisans may be caused by 
the financial imposition of the nursing homes in Turkey. The residential 
care alternatives in Turkey are relatively expensive compared to Spain 
and Italy, because most of the related facilities are private entities. Thus, 
usually only the upper-middle class is able to benefit from these kinds of 
elderly care services.

Another hypothesis established in the study is that nursing homes 
are most preferable for the one who do not have any children especially 
in Turkey, because they do not have the opportunity to be cared by their 
children and “compelled” to be cared in nursing homes. This hypothesis is 
also confirmed in Turkey. 41.2% of the residents do not have children and 
only 5.9% of them have 4 children and above. This case is more optimistic 
in Italy. The rate of participants who do not have any children is ~10% 
less than Turkey (30.9%). In Spain, it is seen that the rate is much lower. 
Participants in Spain who do not have children are 26.1%. 

In parallel, the answers to the question of ‘where do you want to live?’ 
indicate the same perception against nursing homes. In Turkey, only 
10.4% of the residents actually want to live in nursing homes. On the other 
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hand, 65.7% of all residents declared that they actually want to live in their 
own homes. This choice is also favorite both in the cases of Spain (58.2%) 
and Italy (51.5%); but the rates are still relatively lower than Turkey as it 
is seen. Correspondingly, the rate of respondents, who actually want to 
live in nursing home, is much lower in Turkey (10.4%) compared to Spain 
(28.1%) and Italy (22.8%). Additionally, elderly who want to live with their 
children in Spain is extremely low with the rate of 0.7%. Thus, living in 
these elderly care facilities are barely a voluntary choice for elderly, but 
more like indispensability especially in Turkey. Whereas, care services 
in Spain are more successful to overthrow the prejudice against nursing 
homes compared to others and elderly do not perceive their children as 
responsible for their caregiving duties. The approach of the governments 
to the issue of elderly care and elderly rights with social policies may be 
assumed as powerful by mediating these huge differences in perception. 

	  

Chart Group 4: Number of Children          Chart Group 5: Q_Where do you want to live?
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Existence and the type of social security are also given place in the 
questionnaire. However, these questions are not applicable for Italy and 
Spain, because without any precondition all citizens have social security 
in those countries. In case of Turkey, especially women may not have any 
social security. Thus, this question is meaningful only in case of Turkey. 
According to responses for Turkey, 84.1% of all have a social security and 
62.3% of them has social security belongs to Emekli Sandığı, which is related 
with their civil servant background. However, a considerable amount of 
participants (14.5%) do not have a social security al at all. Additionally, it 
is also observed that the ones who do not have social security are mostly 
women. 9 out of 10 participants who do not have a social security are 
women according to questionnaire results. To be more precise, even if 
every citizen in Turkey is considered under the net of social security, as 
the survey results pointed out, especially women might remain outside 
of the system of social security. The social reasons which push women 
outside of social security mechanisms are not the focus of this study. In 
depth studies are needed about this topic. Instead this study is focused 
more on how gender inequality manifests itself for women in their elderly 
years in Turkey and the existing results show that elderly women are in 
a more difficult position than elderly men in terms of elderly care and 
elderly rights. This issue can be dealt by making social policies, in which 
more positive discrimination towards women is regarded. These kinds of 
policies do not only contribute into the life standards of elderly women; 
but also it would help to provide gender equality for the whole society in 
the long term.

In the questionnaire there are several questions related with income. 
Firstly, it is asked if the residents have any other extra income other than 
their pension such as rental income. Approximately, half of them do have 
extra income except from their pension in Turkey. In the case of Spain, 
only 23.7% of the respondents confirmed that they have extra income other 
than their pension; whereas 76.5% claimed that they do not have any extra 
income. 

Nevertheless, in all countries, it can be observed that residents do not 
belong to the higher income group either. When the cumulative monthly 
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income is asked, the responses are quite modest. The respondents, who get 
2000 TL and above, are only 11.6% in Turkey and only 13.7% in Spain (in €). 
Furthermore, in Turkey people who have monthly income between 1001 to 
2000 TL is 50.7% and below 1000 TL is 21.7%. 11.6% of the respondents do 
not have any monthly income at all. Yet, in Spain and in Italy majority of 
the respondents have monthly income of 1000 € and below (in Spain 68.6% 
- In Italy 66.2%), which indicates that residents in both countries belong to 
slightly lower income groups compared to the residents in Turkey.

TURKEY SPAIN ITALY

No Income 11.6% 1.3 % 17.6 %

1000 TL/€ and Below 21.7% 68.6 % 66.2 %

1001-2000 TL/€ 50.7% 16.3 % 14.7 %

2000 TL/€ and 
Above 11.6 % 13.7 % -

Total 95.6 % 99.9 % 98.5 %

Table 1: Monthly Income

When the question of income and social security is combined in Turkey, 
the results support above mentioned judgments about income relations, 
which is worth presenting. In Turkey, respondents who have the lowest 
income are mostly the ones who do not have any social security which 
is not confounding. According to the latest researches announced by the 
Kamu-Sen, the poverty line for a single individual in Turkey is 2112.84 TL.1 
Therefore, it is not fallacious to say that majority of the residents of the 
nursing homes are below the poverty line in Turkey. Moreover, it may be 
stated that that wealthier part of the elderly people prefer home-based 
care instead of nursing homes. The issue of income once again proves 
that living in the nursing home is not favorable for economically well-
off elderly, because they can afford for home-based care options such as 
private nurses, care-workers etc. 

1 http://www.milliyet.com.tr/tek-kisinin-yoksulluk-siniri-/ekonomi/detay/2099555/defaul 
t.htm
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Educational background is another demographic variable which was 
asked to the participants. In Turkey, nearly a homogenous distribution is 
captured with the relatively higher rates of secondary school, high school 
and vocational high school graduates. Besides, a considerable amount of 
university and higher graduates with the rate of 17.9% is notable. 22.4% of the 
elderly are either illiterate or, primary school graduates; whereas this rate is 
much higher both in Spain (65.4%) and Italy (77.9 %). The rate of university 
and higher graduates; on the other hand, is 2.7% in Spain and 2.9% in Italy. 
The data about educational information and occupational information is 
consistent in all countries. As mentioned above, respondents in Turkey 
are more likely civil servants and professionals (engineer, teacher, chemist, 
architect, etc.) which require a certain educational background. On the 
contrary it is emphasized that housewives, service sector employees, 
factory laborers, farmers, and artisans are predominate both in Spain and 
Italy, which require less education. Hence, the results are coherent with 
each other. This strict difference between Turkey and others may have 
various origins. In Turkey, occupational groups which are predominant in 
the EU case belong to lower income groups. Therefore, residential care 
may not be an affordable choice for them. More importantly, these social 
groups of factory laborers, farmers, artisans, etc. have more traditional 
and conservative familial structure in Turkey, which can still undertake 
the responsibility of elderly care within conservative family relations. 
Moreover, they are the most radical group who would not approve ‘leaving’ 
their elderly to the nursing homes ‘alone’. The negative perception 
about residential care alternatives assumed to be strongest among those 
occupational groups and educational backgrounds. By appropriate social 
policies this perception can be eroded. Firstly, more public institutions 
related with elderly care should be established and their services should 
be gratuitous in order to be promotive. Secondly, some intermediary forms 
like day-care centers, Alzheimer’s centers, rehabilitation services, home-
care services, home-based rehabilitation services, distant emergency 
support services should be supported.
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Chart	  Group	  6:	  Level	  of	  Education	  

Chart Group 6: Level of Education

Dependency is another important dynamic when analyzing elderly 
care. Capability of independent living is tried to be measured and 57.4% 
of the respondents in Turkey claimed that they are physically and 
mentally independent. The capacity of living independently differs 
in Italy and Spain from the case of Turkey. Since in both EU countries, 
elderly in nursing homes are older about 10 years, the capacity of living 
independently is lower. In Spain, again about half of the resident declared 
that they are independent (47.1%), but the rate is 10% lower than Turkey. In 
Italy, only 13.2% of the respondents are claimed to be independent which 
is drastically lower than the other two countries. Dependency and chronic 
diseases may increase the likelihood to be admitted to a residential care in 
Italy, so that the rate of dependent and semi-dependent residents is higher 
than Turkey and Spain. This response is followed by the respondents, who 
declared that they are partially independent. 29.4% of the respondents are 
semi-dependent in Turkey; whereas the rate increases to 37.3% in Spain. 
Since, Italy seems as following a policy of incorporating more dependent 
elderly in facilities 61% of the respondents are partially independent in the 
case of Italy.
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This question has some methodical limitation about being fully 
dependent that should be specified. Fully dependent residents who have 
higher levels of Alzheimer’s or dementia are automatically not able to 
participate in the study either. Thus, actually the data about independency 
may not fully reflect the actual composition about the level of dependency 
of residents in nursing homes. Still, 13.2% of the residents claimed that they 
are fully dependent in Turkey which is still the lowest rate and it is followed 
by Spain with the rate of 15.7%. Italy has the highest rate of fully dependent 
residents (25.7%). As it is seen, the results are consistent, although the 
question has complications.

	  

Chart Group 7: Capacity to Sustain an Independent Life

In the questionnaire, it is also asked dependency related questions in  
terms of different tasks which are getting dressed, eating, using phone, 
tidying the room, shopping, using WC, bathing, manual skills, using 
transportation and walking.  In Turkey, majority of the respondents 
declared that they can do all these skills either fully independent or partially 
independent. Among all these tasks the highest dependency ratio belongs 
to using transportation and tidying the room. In the literature review of 
Turkey it is mentioned that urban organization is not elderly friendly so 
that dependency in using transportation may be assumed related with this 
fact. 

All countries have different trends in this question related with 
activities. In general the results are coherent with the previous question 
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related with the capacity to sustain an independent life. The residents 
in Spain responded mostly that they are independent almost in all 
activities especially in eating, using phone and manual skills (above 80% 
independency rate).Moreover it is also observed that, there are dependent 
elderly but unlike in Turkey responds for in-between categories are very 
rare. As in Turkey elderly declared most dependent in the categories of 
tidying the room and using transportation. Additionally, shopping and 
taking bath are another two activities that elderly are mostly dependent 
by performing them. (About 40% dependency) Nevertheless, the residents 
in Turkey are less dependent compared to residents in Spain. The age 
composition of Spain is much older than in Turkey as mentioned before. 
One of the reasons related with the difference in dependency may be 
related to the difference in the age composition. 

As it is seen in the previous question, Italy portrays a disparate picture 
than Turkey and Spain. Since the capacity of independency are drastically 
lower among the residents, activities related to it, shows the same trend as 
well. The rate of fully independency is less than 10% in most of the activities 
in the case of Italy. Fully dependent elderly or independent elderly with the 
help of a facilitative tool are more common in Italy. Except from tidying the 
room, using transportation, shopping and taking bath; the dependency in 
using WC and walking are also very high with the approximate rate of 35% 
(fully dependent) and 20% (partly dependent). 

Daily activities are another part of the questionnaire, which is asked 
to the nursing home residents. The questions are organized around ‘what 
do you do in your ordinary day?’ and ‘what do you want to do in your 
ordinary day?’. By comparing the results of these questions it is tried to 
be analyzed the hypothesis whether elderly people are satisfied from their 
daily life. In the case of Turkey, daily tasks which residents usually do, may 
be arrayed according to highest to lowest rate are watching TV (32.6%), 
sleeping (17.1%), reading (17.1%) and taking walks (12.4%). On the contrary, 
different responses are obtained for the question of ‘what do you want to 
do?’. The most popular responses are oriented with outside activities such 
as going outside (16.9%), gardening (15.5%), meeting friends (13.7%), and 
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going cinema/theater/concert (11.5%). Also, women are slightly more into 
the outside activities than men. By these results, it is seen that the actual 
demands of elderly about their daily activities are not met in the nursing 
home conditions and they are mostly isolated in the facility in Turkey. 
Elderly people are not encouraged to participate in productive activities 
even they want to.

What do you do in the day time? TURKEY SPAIN ITALY

I sleep 17.1 % 10.1 % 29.0 %

I watch TV 32.6 % 14.3 % 51.1 %

I read 17.1 % 13.8 % 11.3 %

I deal with my hobbies 5.7 % 8.4 % 3.0 %

I take for a walk 12.4 % 14.3 % 3.9 %

I go to cinema/theater 1.6 % 4.6 % 0.9 %

I go Shopping 3.6 % 10.2 % -

I go outside 3.6 % 9.2 % -

Table 2: Q_What do you do in the day time?

What do you want to do in the day time? TURKEY SPAIN ITALY

Handcraft 8.3 % 5.5 % 6.1 %

Going to Cinema/Theater/Exhibition 11.5 % 10.9 % 15.7 %

Physical Activity/Sports/Exercise 8.6 % 10.7 % 15.7 %

Walk Around Outside 16.9 % 7.0 % 25.9 %

Shopping 10.8 % 9.0 % 8.6 %

Gardening 15.5 % 7.3 % 8.6 %

Meeting Friends 13.7 % 8.8 % 12.7 %

Dining Out 8.6 % 13.4 % 6.1 %

Gaining New Skills 5.0 % 12.4 % 0.5 %

Table 3: Q_What do you want to do in the day time?

In order to obtain a more profound look, it is essential to look at the 
same case in Spain and Italy. In Spain, it is explicit that, outside activities 
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such as taking walks, shopping, going to cinema/theater and going outside 
are slightly more common than in Turkey and Italy among elderly in their 
daily activities. It also shows that elderly residents in Spain are less isolated 
than elderly in Turkey or Italy and also it shows that city organization 
welcomes elderly groups by its conveniences and opportunities. Since the 
rates are not very high even in the Spain, the results are still encouraging 
when compared to Turkey and Italy.

When analyzing Italy in terms of daily activities, it would be erroneous 
to evaluate daily activities without considering the rates of independency.  
Since there are a lot of dependent residents in Italy, outside activities 
are inherently less favored, because most of the elderly are not capable 
to go outside by themselves. Thus, the rates of Italy are understandable 
due to the high rates of dependency. However, as it is stated before 
that the dependency rate is the lowest in Turkey compared to other two 
countries. Despite this positive fact, preferences in the outside activities 
are low almost as much as in Italy. It reveals the fact that elderly in Turkey 
are reluctant to go outside and has a more isolated life regardless of 
being independent. This situation may have several reasons. First of all, 
elderly are perceived mostly as useless; so that, they may be subjected 
to judgmental looks when they are in the public places. Public busses 
are good example to this phenomenon. It is a common opinion among 
younger generation in Turkey that older people are occupying the busses 
‘for no reason’. Secondly, elderly themselves have low self-esteem about 
going outside. Thirdly, urban organization such as traffic lights, sidewalks, 
buses etc. is not designed for the elderly; so that, they abstain from going 
outside. Fourthly, and most importantly, elderly usually thinks that what 
is in the outside are not ‘for them’ but for the younger ones; so, they are 
not interested in participation into those activities like going to cinema or 
shopping.

All these reasons are socially established in Turkey, which condemn 
elderly to an isolated and socially excluded life. State, municipalities and 
nursing home administrations have a huge responsibility to change the 
existing social structure and bestow elderly a more socially active life. To 
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begin with municipalities, it would be useful to remind the current practice 
of some metropolitan municipalities about public busses. As known 
in most of the cities, transportation is free for people over 65 years old. 
Elderly should show their cards to a device in order to travel free. In some 
of these cities, the voice signal of the device says the exact words of ’65 
years old’ (65 yaş) out loud, which enables to attract the attention of all the 
other passengers about the age and physical appearance of the elderly, 
who gets on the bus. This application of the service actually creates a huge 
difference by refreshing the already existing negative perception about 
elderly in the busses. On top of that, elderly might be displeased about 
disclosing their identity to the entire passengers in the bus. Although, 
this practice alone cannot discourage the elderly from going outside, the 
sum of all these minor details in the urban organization may definitely 
discourage elderly. Yet, when it is looked in the exact opposite side, minor 
changes may also encourage the elderly to participate into social activities 
and reinstall the generational bond between old and young.

Moreover, state has some duties to contribute in the social inclusion 
of elderly. A considerable amount of the poor members of the society 
are formed by elderly and retired citizens, especially elderly women. It is 
crucial that, elderly citizens should be detached from poverty. In order to 
realize this, amount of pensions and the issue of social security for women 
should be reviewed by state. One of the reasons of social exclusion may 
also be poverty, which should be considered by making social policies for 
elderly. 

Lastly, nursing home administrations can contribute in the social 
inclusion of elderly. Weekly organizations including cinema/theater/
concert may be included in their schedule. Also, bull sessions with famous 
artists, writers, politicians, religious figures may be realized in the facility 
which elderly people would enjoy participating. These suggestions to 
residential home administrators are neither financially compelling, nor 
hard to organize. But, it would contribute a lot to the self-esteem of the 
elderly and help them to become more socially active individuals.
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Physical living standards have vital importance in elderly care. Therefore, 
satisfaction from physical conditions, which are size of the room, room per 
resident ratio, ventilation, WC/baths, stairs, elevators, ramps, thresholds 
and doors, are asked to the residents. To begin with, the results of Turkey 
are presented first. The majority of the respondents in Turkey claimed that 
they are either satisfied or partially satisfied from the physical conditions 
of the facility in which they are living. Among these the most problematic 
ones are room per resident ratio and WC/baths. Here, an interesting result 
should be expressed. The ones who answered the question of ‘where do you 
want to live?’ as in nursing home or as with my coevals are quite content 
even from the WC and room per resident ratio. The ones who really want 
to live outside of nursing home are the ones who are most dissatisfied 
from these features. Additionally, when the questions related with physical 
living standards are cross-tabulated with gender dimension, it is revealed 
that women are slightly more dissatisfied with the stated nursing home 
standards. From these responses it can be concluded that nursing homes 
may be slightly overpopulated or they can be arranged differently to create 
a cozier environment in the case of Turkey.

Although the satisfaction rates of nursing home standards seem high in 
Turkey, the reality can be better captured if the results are compared with 
Spain and Italy as well. Indeed, in Spain and Italy full satisfaction rates are 
mostly above 90%; whereas in Turkey the average of full satisfaction rate 
is only 65.1%. By dint of comparative study, it is understood that the actual 
satisfaction from the nursing home standards remained lower compared 
to EU. Below there are two charts which demonstrates the difference in the 
satisfaction from the standards of the nursing homes. 

The difference between Italy and Spain is not significant in this question, 
because the results of the both countries are very much alike. Nevertheless, 
Spain has higher rate of satisfaction in general than Italy with the average 
of %91.2. Italy; on the other hand, scored a general satisfaction of 78.1%. 
Ventilation, elevators, ramps, thresholds and doors are the standards that 
are rated as the less satisfactory by the residents in Italy.
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Satisfactory TURKEY SPAIN ITALY Dissatisfactory TURKEY SPAIN ITALY

Room Size 65.2 % 85.0 % 80.9 % Room Size 7.2 % 3.3 % 1.5 %

Room/Resident 
Ratio

59.4 % 84.3 % 81.6 % Room/Resident Ratio 10.1 % 0.7 % 3.7 %

Ventilation 65.2 % 82.4 % 72.1 % Ventilation 7.2 % 2.6 % 2.2 %

WC & Baths 55.1 % 95.4 % 84.6 % WC & Baths 10.1 % 3.3 % 1.5 %

Stairs 66.7 % 94.1 % 89.0 % Stairs 7.2 % 2.6 % 0.7 %

Elevators 69.6 % 94.1 % 77.2 % Elevators 7.2 % 3.9 % 0.7 %

Ramps 68.1 % 96.4 % 72.1 % Ramps 7.2 % 10.5 % 0.7 %

Thresholds 63.8 % 96.7 % 71.3 % Thresholds 10.1 % 8.5 % 0.7 %

Doors 72.5 % 92.8 % 74.3 % Doors 7.2 % 6.5 % 1.5 %

Average 65.1 % 91.2 % 78.1 % Average 7,4 % 4.7 % 1.5 %

Table 4: Satisfaction from Nursing Home Standards             Table 5: Dissatisfaction from Nursing Home Standards

Elderly rights are another important part of the questionnaire. To 
capture the perception and the awareness about elderly rights there are 
several questions in the questionnaire form. To begin with, it is asked to 
the respondents whether or not they are informed and knowledgeable 
about elderly rights. In Turkey, residents, who responded as ‘no idea’, 
are the majority with 65.7%. This huge proportion is followed by ‘partly 
informed’ with 29.9%. Only 4.5% of the respondents claimed that they are 
informed about elderly rights. When the same case is investigated in Spain 
and Italy, slightly more developed results leap into the eye. In Italy, again 
the majority of the elderly declared that they have no idea about elderly 
rights (63%). Only 7.6% claimed that they are informed; whereas 29.4% of 
them state that they are partly informed about elderly rights. Also in Italy 
the rate of being informed about elderly rights are low, even the scores 
are higher than Turkey. Spain is the most developed country among all in 
term of being informed about elderly rights. Unlike Italy and Turkey 28.1% 
of the elderly are informed from the elderly rights and 34% state that they 
are partly informed. The ones that are unaware of elderly rights constitute 
37.9% of all respondents, which is not few but still much better than the 
case of Turkey and Italy.
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Chart Group 8:Elderly Rights Information

To specify the issue of elderly rights, 29 propositions covering different 
dimensions of elderly rights are presented to respondents. With these 
29 propositions, it is tried be measured the level of agreement to the 
propositions using Likert scale. In the analysis of propositions, Turkey 
will be analyzed separately at the first place, immediately afterwards other 
countries will be handled comparatively with Turkey

Before the detailed analysis of Turkey, it should be emphasized that 
respondents mostly agreed about the rights they should have; although 
they are not knowledgeable about elderly rights. To illustrate, almost all 
agreed that public transportation should be free for elderly. (47.8%Strongly 
Agree & 40.6% Agree) Furthermore, they also agreed upon cultural activities 
like cinema, museum etc. should be free for elderly. (40.6% Strongly Agree 
& 46.4% Agree)

Another crucial point regarding elderly rights is the issue of lifelong 
learning. Elderly people are definitely willing about productive activities 
such as learning new skills, improving themselves and having new 
hobbies. Yet, there is an exception about the demand in lifelong learning. 
Elderly respondents who do not have any kind of social security are less 
demanding about lifelong learning and do not tend to perceive these 
services as elderly rights. To sum up from the propositions, which they 
strongly agree, they perceive having opportunities to get an education 
about the new topics which they are interested in, as a social right. (40.6% 
Strongly Agree & 43.5% Agree). Also, they demand the right of having 
the opportunity to improve their hobbies (40.6%Strongly Agree & 46.4% 
Agree). Majority of them wants to benefit from social opportunities and 
want to have proper education in accordance with field of interests and 
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skills. However, in reality they cannot have these kinds of services. They 
responded 49.3% strongly disagree when it is asked, if they have these 
opportunities to improve their capacity or not. Only the respondents who 
are illiterate or primary school graduates are more content about the self-
improvement opportunities presented by the nursing home. Contrary 
to their demand on lifelong learning the respondents also claimed that 
they cannot participate in related social events. (40.6% strongly disagree & 
24.6% disagree)

It is also important that social services covering nursing homes, medical 
and other services should be free as a right for the elderly according to 
responds. However, especially a minor portion of the elderly who have a 
decent social security is against all these free services provided by state; 
whereas socially insecure ones are highly supportive about free social 
services. They definitely do not want to be financially or socially dependent 
on their children or another people regardless of the fact that they have 
children or not. (46.4% Strongly Agree &36.2% Agree)

As elderly rights, respondents also demand legal legislation. For 
example, they perceive elderly-friendly cities as their right (47.8%Strongly 
Agree &43.5% Agree). Respondents are also very sensitive about the issues 
of violence and discrimination based on age and gender. Every age group 
expresses that they are imposed to some sort of age discrimination. So, 
regardless of age and gender, a radical support from the state by making 
specific laws is expected from elderly. (50.7% Strongly Agree &40.6% Agree) 
In parallel, they agreed upon the proposition that crime against elderly 
must have heavier penalties. (49.3% Strongly Agree &36.2% Agree) Lastly, 
there is strong agreement on the point which is related with participation 
to the legislative process. Residents of the nursing homes in Turkey 
emphasized that they should have the right to comment on legislative 
processes which can directly influence their lives such as retirement age, 
conditions, etc. 

In Spain the consciousness about elderly rights are relatively higher 
compared to Turkey. A stronger agreement is observed for the proposition 
arguing transportation should be free for elderly. (76.5% Strongly Agree) 
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Similarly, the respondents strongly agree the idea of cultural activities such 
as cinema, theater, etc. should be free for elderly. (72.5% Strongly Agree) 

About the issue of lifelong learning striking results is obtained from 
the case of Spain. According to the results of Turkey, elderly demand for 
lifelong learning opportunities. But in reality, respondents also agreed 
that the opportunities offered for improving self and learning new skills 
are inadequate and far from satisfying. In Spain, elderly not only define 
lifelong learning an elderly right; but also they are able to reach to those 
opportunities as well according to responses. First of all, there is over 90% 
agreement upon the proposition about giving opportunity to elderly in 
order to perform their hobbies. Also, elderly strongly agreed that, creating 
these opportunities is the duty and responsibility of the state. (81.7% 
Strongly Agree & 9.8% Agree). These rates of agreement are much higher 
than Turkey. So, elderly in Spain has a stronger demand from state about 
creating lifelong learning opportunities. Most importantly, they seem 
as obtaining these chances of lifelong learning as well in return for this 
strong consciousness of social rights. Because, they also claimed that they 
are able to participate in education programs in accordance with their 
age and skills. (46.4% Strongly Agree & 26.8% Agree) The agreement rate 
of this proposition is extremely higher than 1.4% rate of strongly agree 
in Turkey. Furthermore, the residents in Spain strongly agreed that their 
environment offers them opportunities, by which they can improve their 
personal capacity, as well (67.3% Strongly Agree) compared to 2.9% rate 
of Turkey. Elderly in Spain feel also free in the participation of outside 
educative activities. 53.6% of the respondents strongly agreed and 19.6% 
agreed to that proposition; whereas the same rates are 2.9% and 8.7% in 
Turkey.

The conditions of nursing homes and other social services are also 
quite important in case of Spain. To begin with, respondents argue that 
any kind of social services should be the in the responsibility of state 
regardless of taxes/premiums paid. Elderly in Spain claims equal and 
free social services as a right for elderly for all. In the related proposition, 
36.6% of the respondents strongly disagreed that social services should be 
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distributed according to taxes/premiums paid. Secondly there is a stronger 
agreement than Turkey on the proposition claims health services should 
be free for elderly. (86.9% Strongly Agree) Nursing homes as well seem 
as the free service of the state by Spain. Again the agreement rate related 
this proposition is slightly higher than Turkey. Also, 86.3% of the elderly 
strongly agreed that elderly should not be dependent on their children of 
outside regardless of age and gender. Compared to 46.4% strongly agree 
rating of Turkey, the results in Spain is almost twice as much about the 
same choice.  

Elderly-friendly cities are also demanded in the case of Spain by elderly 
as a social right. (75.8% Strongly Agree & 11.8% Agree)Like in the previous 
proposition, the rate of agreement is again higher than Turkey. 

About the issues of violence and discrimination the respondents are 
very sensitive. Over 85% of the residents in Spain strongly agree that full 
protection should be provided about violence and discrimination against 
elderly. The same rate is in Turkey is 50.7% and it follows by the option of 
‘agree’ with the rate of 40.6%. Also more serious sanctions are supported 
by the respondents in Spain for the crimes against elderly (77.1% Strongly 
Agree) Although, it is also supported in Turkey, only 49.3% strongly agreed 
to the proposition.

Participation in the legislative process is one of the most crucial headings 
which sets the level of development in elderly rights. Like in Turkey, 
residents of the nursing homes in Spain, emphasized that they should have 
the right to comment on legislative processes which can directly influence 
their lives such as retirement age, conditions with a greater participation. 
Here, the difference between two countries is that, in Spain participation 
in the legislative procedure is not just a demand but also a reality as well. 
Elderly in Spain feel themselves arbiter about the conditions in retirement 
age and conditions. (24.2% Strongly Agree & 21.6% Agree) These rates are 
quite higher compared to the case of Turkey. Similarly, elderly in Spain 
strongly agreed that they can participate and contribute in the legislative 
process, which has direct impacts on their level of welfare. (43.8% Strongly 
Agree & 13.7% Agree)
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78.4% of the residents in Spain strongly agreed that they have the 
enough care and supervision in order to sustain their physical and mental 
wellness. The same rate is only 15.9% in Turkey. More importantly in terms 
of human rights, elderly in Spain are more content than Turkey. (%56.2 
Strongly Agree & 17% Agree). They also claimed that they are respected 
in the society and their opinions are taken into consideration by younger 
generation.

Italy has some strengths and weaknesses about elderly rights. At the 
first glance, it can be said that in most of the cases strong agreement is rare; 
rather the responds are denser in the choice of agree. It also has similarities 
with the case of Turkey. Like the other two countries the elderly in Italy also 
agree that transportation should be free for elderly. (23.5% Strongly Agree 
& 50% Agree) Similar results are observed also in the proposition stating 
cultural activities should also be free. (15.4% Strongly Agree & 52.2% Agree) 
As it is seen, that elderly in Italy shows their agreement not as strongly as 
in Spain; even the rate of agreement is high. 

Another crucial point is that the issue of lifelong learning as an elderly 
right is not embraced by the elderly in Italy. The level of agreement for 
the lifelong learning activities is same or lower than Turkey. To illustrate, 
44.3% of the elderly in Italy agree that state should provide education 
opportunities for the elderly according to their interest; whereas the same 
rate is 43.5% in Turkey. Also in the same proposition the ones who strongly 
agree constitutes of 1.4% of all in Italy; whereas in Turkey 40.6% strongly 
agreed upon the same proposition. Respondents in Italy do not agree that 
they can participate in educational activities with the rate of 32.4%. Still the 
results are more improved than Turkey, because almost 50% of the elderly 
in Turkey declared that they are not able to participate in those activities 
and strongly disagreed. 

The functions of nursing homes and social services are also rated by 
the participants in Italy. Rather than a strong agreement in Spain, single 
agreement is more common also in these propositions. 52.9% of the elderly 
agreed and 23.5% strongly agreed that health services should be free 
service of the state.  More or less the same trend is applied for the nursing 
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homes as well. The majority of the elderly declared that nursing homes 
should be free for elderly. (20.6% Strongly Agree & 55.9% Agree) Elderly in 
Italy too, supports the argument of the financial independence. They state 
that elderly should not be dependent on their children or outside. (19.1% 
Strongly Agree & 50.7% Agree)Here as well, strong agreements are rare 
compared to the case of Turkey and Spain. 

Urban organization such as sidewalks, roads, traffic lights should be 
arranged by regarding elderly according to the responses of Italy. 50.7% of 
them agreed, 20.6% of them strongly agreed upon this proposition. 

In the legislative procedures elderly from Italy definitely want to 
participate in the process with strong levels of agreement in the propositions. 
They believe elderly should have a voice about the subjects that concerns 
them. (15.4% Strongly Agree & 52.9% Agree) Moreover, residents in Italy 
feel that they have the right to comment on retirement age and conditions 
with a huge level of agreement. (7.4% Strongly Agree & 39.7% Agree) On 
the other hand, elderly do not feel included in the legislative procedures 
related with state politics as much as they do in laws regarding retirement 
conditions. (22.8% Disagree & 34.6% Partly Agree)

About the issues of human rights and respect, the rate of agreement 
in Italy is the highest. 89.7% strongly agree that they can benefit from 
human rights and freedom. The same rate is 56.2% in Spain and 4.3% in 
Turkey. Elderly in Italy also declared that their opinions are respected and 
considered by the society and by younger generations. 

Questionnaire Responses Conducted with Residential Care 
Employees

As in the questionnaire for elderly residents of nursing homes, the 
questionnaire conducted with the employees in nursing homes has also 
interesting results. Like in the analysis of the previous questionnaire the 
demographic data should primarily be introduced. First of all, in the elderly 
care sector in Turkey, women workers outnumber male workers with a 
slight difference. Women constitute 58.3% of all employees in Turkey. On 
the contrary in Spain, it obvious that elderly care sector is a feminized work. 
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84.3% of all the employees are women; whereas only 15.7% of employees are 
male. In Italy, it is also seen that women are the majority in the sector with 
the rate of 75.8%; while 24.2% are male.

It is also important to look through gender composition over 
occupational distribution as well. In order to enable a refined analysis, all 
the occupations declared by the respondents are categorized under three 
sub-categories namely, administrators, professionals and personnel. When 
the occupational status is cross-tabulated with the gender variation, it 
presents more clear information about gender composition in the sector. 
In Turkey, women are the majority in the administrative positions. Also 
personnel positions, which are cleaning, cooking, secretary, security 
staff, are constituted mostly by women except from security. Only in the 
professional positions in Turkey, there is an equal distribution of male 
and female employees. Parallel with the gender composition, in all three 
sections of employment women outnumber men in the case of Spain. 
In Italy it can be seen that women are very dominant in the managerial 
positions and staff positions as well. Professionals, who work in the elderly 
care sector, are also mostly women in Italy but the gender gap is relatively 
closer compared to other two positions. Here in all countries women 
employees are dominant in the elderly care sector. Since the responsibility 
of care is perceived as the responsibility of women according to gender 
roles in the society, some occupations seem more suitable for women and, 
conversely, some occupations seem more suitable for men. This perception 
is problematic in terms of providing gender equality in the society.

	  

Chart Group 9: Gender
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The age composition in Turkey is concentrated on the age groups 
between 25-34 years old with 36.2% and 35-44 years old with 34.6%. On the 
other hand, there is a considerable amount of young employees as well 
who are between the ages of 18-24 with 13.8%. Employees who are between 
the ages of 45-54 constitute 11.5% of all and only 3.8% of the employees are 
above 55 years old. 

When compared to other countries the age composition is quite younger 
in Turkey. In Spain employees who are between 18-24 years also are 11.8%. 
On the contrary, the age group of 45-54 years old is dominant in the sector 
with the rate of 37.3% and it is followed by 25-34 years old employees. 
(21.6%) In Spain it is also seen that employees who are 55 years old and 
above are also rare. (9.8%) Italy also portrays an older age composition 
in comparison with Turkey. 18-24 years old employees are rarest with the 
rate of 4.5%. Unlike from Spain and Turkey, the age group of 35-44 is the 
majority constituting 34.8% of all. It is followed by respondents of 55 years 
old and above with 28.8%.

Age composition among employees is competent about giving the 
clues of insight, experience and dedication in the sector. Though, it may 
be agreeable to have young and dynamic employees in the elderly care 
sector, it should not be neglected that elderly care requires compassion and 
dedication most of the time more than any other occupation. Persistency 
and experience have vital importance as well. Thus, having more older 
and experienced employees might be more appropriate for the sector as 
in the case of Spain and Italy. This issue will be emphasized again in the 
responses related with duration of work.

	  

Chart Group 10: Age



81

Educational background is another essential issue in order to capture 
the competence of the employees in the sector. In Turkey, majority of 
employees is high school degree graduates (37.1%) and it is followed by 
university degree (23.5%). On the other hand, approximately 16% of the 
employees have either primary or secondary school degrees, which may 
be evaluated as low compared to job requirements. The questionnaire is 
conducted with a huge variety of employees such as physicians, security 
officers, executives, civil servants, etc. Thus, in the analysis it makes more 
sense to further categorize all these jobs as personnel, professionals and 
administrators to obtain clearer results. To be more precise, in the study 
conducted in Turkey62.9% of participants works as personnel including 
cleaning and security staff. 31.1% of participants work as professionals such 
as medical doctors, social service specialists. Finally, 4.5% of the participants 
work as administrators such as managers and assistant managers. 

The results in Spain show a completely different picture than Turkey. 
Unlike Turkey, university graduates are dominant with 56.9% among 
different educational levels. Also vocational high school graduates share 
23.5% of all. The respondents who have primary school degree are relatively 
lower. (2%) So, in terms of educational qualification, the level of Spain is 
higher than Turkey.

The responds in Italy are disparate. The first thing that draws the 
attention is the huge share of the respondents who have the graduate 
degree with the rate of 19.7%. (Both Master’s & PhD levels) It is appeared 
that a lot of highly qualified employees work in the elderly care sector, 
which is promising. The rate of secondary school graduates are also high 
(33.3%) and it is followed by 24.2% of high school degree. None of the 
participants in Italy is primary school graduate.
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Chart Group 11: Level of Education   Chart Group 12: Job in the Establishment

It is deliberately avoided from a detailed comparison among level of 

education, because it may be misleading due to the different numbers in 

the variety of jobs as seen in the chart group 11 and 12. It is expected that 

the education level of professionals, administrators and personnel differ. 

This difference is also reflected in the statistics about educational level as 

well because; the number of respondents in each job section is different 

in Turkey, Spain and Italy. To be more precise, 62.9% of the respondents 
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in Turkey are personnel in the nursing homes; while only 35% of the 
respondents are personnel in Italy. So, it is recognized that, the rates in 
educational level may differ accordingly. In order to avoid from a possible 
confusions, the chart of education and the chart of job in the establishment 
are given as bilaterally. (see Chart Group 11 & 12)

The duration of work is asked to employees to measure general stability 
in the sector. The results reveal crucial details about the elderly care sector 
in Turkey and in other countries. According to the survey in Turkey, 50% 
of the employees work between 1-5 years and 27.3% works less than 1 year. 
The proportion for the duration of work more than 5 years is quite low, 
which can be interpreted under two reasons. Firstly, elderly care is a quite 
new sector; so, the entries to the sector may be new. Secondly and most 
importantly, elderly care not only requires a personal dedication; but also it 
is physically and mentally a backbreaking field of work. Thus, the stability 
is harder to be sustained. Similar concerns are emphasized when analyzing 
younger age composition of Turkey. Especially younger employees may 
experience hardships to adapt in the environment and give enough 
self-sacrifice. Similarly, consistency in the working environment is also 
essential in order to maintain a healthy and functional environment for 
the elderly.

When compared with Turkey, employees in Spain show more persistence 
in their work. The rate of employees who work less than a year is quite 
lower than Turkey. (5.9%)Even though, the majority of the employees in 
Spain have been working for 1 to 5 years in Spain (54.9%), the duration of 
employment between 6 to 10 years is 23.5% and 11 to 15 years is 11.8%. 

The duration of employment is also higher in Italy compared to Turkey, 
Like in the other two countries majority is constituted among employees 
who have been working for 1 to 5 years. (50.7%) However, the rate of longer 
employment periods is also common. 19.4% of the respondents have been 
working for 6 to 10 years and 10.4% of the employees have been working for 
11 to 15 years. These rates are again higher than Turkey. Most importantly, 
in Italy considerable amount of employees have been working for 16 years 
and more with the rate of 7.5%, which is the highest among all countries. 
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As it is understood, strong persistency is sustained in the sector by 
Spain and Italy. However in Turkey duration of employment is still low. It 
is recognized that the sector of elderly care is newer in Turkey compared 
to other EU countries. But still the data previse the executives of the sector 
and gives thoughts about the importance of the stability in the sector.  

	  

The question related with the type of contract is another dimension 
which is investigated in the survey. This is also a critical issue in order to 
sustain stability in the elderly care sector. However, all three countries have 
different working and contract mechanisms. Thus, one-to-one comparison 
is not possible in this question. Nevertheless, rational reasoning may still 
be produced.

According to the results of Turkey most of the employees in the elderly 
care sector works as full-time but contractual with 59.5%. The proportion 
of tenured public employees is only 20.6%. Also temporal and part-time 
working is not common. Since the type of contract differs among countries 
only tenured employees are focused in comparison, which is also the most 
important. There is a huge difference in the amount of tenured employees 
between Turkey and Spain/Italy. Both in Spain and Italy the majority of the 
employees are tenured, which are permanent and job-guaranteed. (Italy, 
80.3% & Spain 64.7%) While in Turkey the rate of tenured civil servants are 
quite low with the rate of 20.6% as mentioned above. This difference in the 
type of contract is enough powerful to influence the stability in the sector. 
Contractual working causes frequent in and out in the employment.  As 
mentioned several times before, elderly care requires high dedication and 
self-sacrifice than any other sector. Thus, type of contraction should also 
be arranged accordingly, in order to sustain the stability of the employees.
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Chart Group 14: Type of Contract

Nursing homes can be varied according to the services they provide. 
According to the survey conducted in Turkey, the majority of the institutions 
provide long term elderly care services (44.4%) and elderly rehabilitation 
services (25%). In sum, 27.8% of the institutions also provide examination, 
treatment and life support services. The number of day care centers is 
only 12.6%. Similar results are obtained from Spain, majority of institutions 
provide long term elderly care services (44.5%) and elderly rehabilitation 
services 17.3%. The rate of institutions which provide life support services 
is 18.2% and examination, treatment services is 14.5%. Long-term elderly 
care services are also the most common among institutions in Italy with 
51.5%. Rehabilitation services are also provided like in Turkey and Spain. 
(21.1%) Examination and treatment services are relative low in the case of 
Italy with the rate of 9.8%.

 In this survey a crucial point is to capture the differences between 
public, private and semi-private institutions. Thus, the status of the 
institutions is asked. According to the related data in Turkey 58.8% of the 
institutions are private, 29% is public, 5.3% is semi-private and 6.9% belongs 
to either foundations or associations. This distribution is also parallel 
with the general sectorial distribution regarding the status of elderly care 
institutions. Similar distribution is observed also in Italy, with the majority 
of private institutions. (65%) Also 20% of the institutions in Italy belong 
to either foundations or associations, which is much higher than Turkey. 
The distribution in Spain is different than Italy and Turkey. Majority of 
institutions in Spain are public entities with the rate of 44%. Moreover, 18% 
of the institutions are owned by foundations and associations and 22% of 
them are semi-private. The fewest rates belong to the private institutions 
in Spain with the rate of 18%.
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Chart Group 15: Status of the Institution

Parallel with the status of the institutions the made of payment is 
essential in elderly care. When Turkey is analyzed in terms of made of 
payment, it is observed that payment is mostly done by the elderly person 
itself. (39.1%) This rate is followed by the state insurance (SGK) with the 
rate of 23.2%. Also, combination of self-payment and state insurance is 
also possible in some of the institutions (14.1%).As the made of payment, 
Italy follow a similar path with Turkey. Since the majority of the elderly 
care institutions are private in Italy, 68.8% of the payments are made with 
elderly’s self. Government only pays 26.6% of the residential care expenses. 
On the contrary, Spain has a different system of payment. An intermediary 
form is realized in public nursing homes, in which partly elderly and partly 
government pay the expenses, with the rate of 76.5%. Only a very small 
portion of the elderly pays for self. (3.9%)  Thus, residential care became a 
more inviting option; since, the affordability is higher.

Made of Payment TURKEY SPAIN ITALY
Elderly’s Self 39.1 % 3.9 % 68.8 %
Government 23.2 % 17.6 % 26.6 %

Private Insurance 10.0 % - -
Partly Elderly, Partly Government 14.1 % 76.5 % 4.7 %

Green Card 5.9 % - -

Donation 7.7 % - -

Table 6: Made of Payment

Aside from demographic information and the technical details about 
the institutions, the survey is also interested with the sectorial information. 
It is mentioned above that, working in the elderly care sector requires 
not only proper education but also a personal dedication as well. Parallel 
with this assumption, the question of ‘how challenging is to find qualified 
employee’ is directed to respondents.
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In Turkey the almost half of the respondents agree that finding qualified 

employee is quite compelling in this sector. They responded as ‘compelling’ 

with the rate of 40.2% and ‘partially compelling’ with the rate of 36.6%. 

The option of ‘compelling’ is most rated in Turkey. In Spain, respondents 

preferred the choice of ‘compelling’ with the rate of 22.9% compared to 

Turkey. The same rate is even lower in Italy.(9.2%)Even the respondents 
is Italy indicate that they do not experience any challenge about finding 
qualified candidates for employment. On the other hand, respondents in 
Spain declared that they may experience challenges in the employment 
process by rating ‘partially compelling’ the most. (54.2%)

The challenges about finding qualified employee are related directly 
with the issue vocational education. Working in elderly care requires not 
only proper education and training; but enough practice as well. Theoretical 
knowledge solely might not be enough to work with elderly. Thus, the 
reason of hardships in finding qualified workers might be rooted in the 
lack of proper training, especially practical training. It may be overcome 
by providing more opportunities of education for the employees, who are 
willing to work in the elderly care.

	  

Chart Group 16:Q_How challenging is to find qualified employee?

Related with the interpretation of previous question, the technical and 

vocational education options and obligations are directed to employees in 
the survey. There are two different questions about education in the survey. 

The first one seeks to find out mandatory educations; while the second one 
seeks to find out voluntary educations provided for respondents.
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In Turkey, only 30.6% of the institutions provide mandatory education; 
while in Spain mandatory educations are required in the 85.7% of 
institutions. Also in Italy 60.6% of the institutions provide mandatory 
educations. Also, in Turkey the number of voluntary education provided to 
the employees is even lower than the mandatory educations. (28%)Yet, this 
decline is due to the respondents, who are not informed about the issue. 
To be more precise, the 60.6% of mandatory education in Italy declined to 
46.2% in voluntary education. But, at the same time the rate of the choice 
of ‘do not know’ increased about 18%. Parallelly, in Spain, the 85.7% of the 
mandatory education declined to 80.4% in voluntary education. At the 
same time, the option of ‘do not know’ is increased by 5%. Same thing is 
observed also in Turkey. To sum up, the decline observed might be due to 
the respondents who are not knowledgeable about voluntary educations. 
Thus, the real difference between mandatory and voluntary education 
could not captured in the survey.

The conditions of sectorial competition is another significant factor 
that should not be underestimated, because elderly care may be considered 
as trending investment nowadays especially in Turkey. According to the 
responses the level of competition is evaluated as normal with the rate of 
50.5% in Turkey. Moreover, the sum of the responses including ‘intensive’ 
and ‘very intensive’ is 42.7%. Nevertheless, Turkey is the country, which 
evaluated the level of competition as the highest. Spain on the other 
hand, evaluated the level of competition as ‘intensive’ (45.7%) and ‘very 
intensive’ (19.6%), even if majority of the residential care centers are public 
institutions. On the contrary, respondents in Italy estimated the level of 
competition as ‘normal’ (37.5%) and ‘low’ (29.7%); although the majority of 
the nursing homes in Italy are private institutions.
	  

Chart Group 17: Level of Competition
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The total capacity of the elderly care institutions is also regarded. In 
Turkey institutions are varied a lot in terms of their total capacity. 55.3% of 
the institutions have the capacity between 50-99 residents and institutions, 
which is most common in the case of Turkey. Moreover nursing homes, 
whose capacity is below 50 residents, are 26.6%. Considerable amount of 
nursing homes have more than 250 capacity of residents. (11.7%) In the 
case of Spain total capacities of the nursing homes are much smaller 
than Turkey. Firstly, there are no institutions, whose capacity is over 200 
residents unlike Turkey. Secondly, almost one third of institutions have 
less than 50 residents as total capacity and again one third have 100-149 
residents’ capacity. The picture in Italy is totally different than Turkey and 
Spain. The capacity of all the nursing homes is Italy is less than 50, which 
shows that the residential policy of Italy in terms of elderly care has a more 
boutique approach.

	  

Chart Group 18: Total Capacity of Nursing Homes

Since the elderly care standards are one of the major focuses in this study, 
the same questions are asked to employees too about physical conditions 
of the institutions. The responses of the elderly residents and employees 
are tried to be compared later on in order to measure the consistency. 

When it is focused on the case of Turkey, the majority of the responses 
show that the physical standards are appropriate but the positive rates are 
quite higher than the elderly responses. In the employee questionnaire 
the physical standards are selected as ‘appropriate’ with the average of 
97.1% percent. The same options are marked as appropriate by elderly 
residents approximately with the average rate of 61.1% percent. So, there 
is a huge difference of (36%) in the responses of residents and employees. 
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Similarly, in the elderly questionnaire approximately 7% -10% of the 
residents evaluated the physical standards as ‘not appropriate’; whereas 
the rate in the employee questionnaire, the standards which are evaluated 
as ‘not appropriate’ is not even 1%. The result of this comparison is even 
more interesting when the same results are analyzed in comparison with 
other countries. To illustrate, in Italy on average 92.7% of employees rated 
physical standards as ‘appropriate’; while 81.1% of elderly living in nursing 
home stated the same. As it is seen, the difference is 11.6%, which is only the 
one third of the difference existed in Turkey. The same difference between 
the evaluation of employees and elderly is even less low in the case of 
Spain. (2.6%) The physical conditions of the nursing homes are rated as 
‘appropriate’ by 93.8% of employees and by 91.2% of elderly.

The case of physical standards has vital importance in elderly care. 
Best living conditions should be provided for elderly. In Turkey, executives 
of residential care centers claim that every single physical structure has 
been established as it is supposed to be. On the other hand, the actual 
owners of these centers meaning elderly have doubts about some. More 
frequent feedback should be obtained from elderly about living standards 
by administrators. In order to solve this difference of opinion between 
employees and elderly in a positive way, the views of elderly should be 
considered more.

TURKEY
Responded Positively

[Average Rate]
SPAIN

Responded Positively 
[Average Rate]

ITALY
Responded Positively 

[Average Rate]

Responds of 
Employees

97.1 %
Responds of 

Employees
93.8%

Responds of 
Employees

92.7 %

Responds of 
Elderly

61.1 %
Responds of 

Elderly
91.2 %

Responds of 
Elderly

81.1 %

Difference 36 % Difference 2.6 % Difference 11.6 %

Table 7:Difference between the positive choices of employees and elderly about physical 
standards of nursing homes (Rates are shown by average.)

The employee respondents in the survey claimed that they always 
provide facilitative products (hearing device, walker, etc.) to the residents 
with the rate of 58.1%. Additionally, the rate of the responses ‘as far as 
possible’ is 41%. In Spain facilitative tools are provided for elderly by the 
70.5% of nursing homes. Also, respondents of 27.3% of the nursing homes 
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stated that facilitative tools are provided as far as possible. Providing 
facilitative tools are essential in order to raise the living standards of 
elderly. Nursing homes in Turkey may take more initiative at this point.

For the last question of the survey propositions related with elderly rights 
are asked for employees including personnel, professionals and executives 
again with the Likert scale method. In order to make the analysis easier, 
the propositions are separated into four subcategories namely sufficiency 
of care opportunities, protection of privacy, sufficiency of opportunities 
offered within facility and sufficiency of opportunities offered outside of 
facility. The analysis is based on average ratings of each category, since 
there are no dramatic variations among the ratings of propositions.

At the beginning the data of Turkey is presented. Respondents strongly 
agree and agree upon the assumption that their institution provides 
decent health services with intensive care by a huge number of qualified 
personnel (50.1% Strongly Agree &35.7% Agree on average). About the 
protecting privacy of the residents, majority of the respondents shows 
strong agreement with the rate of 56.9% and agreement with the rate of 
30.8%. Utilities in the institutions such as laundry, hygienic conditions, 
and number of WC/bathrooms, the qualifications of public places, the 
number of supplementary devices, security services, and technological 
infrastructure evaluated as sufficient by the respondents. (56.8% Strongly 
Agree & 32.3% Agree on Average) Lastly, providing physical and social 
activities are rated as adequate by employees. (53.6% Strongly Agree & 
28.9% Agree on overage) 

In Spain lower degrees of agreement are observed compared to Turkey. 
Respondents generally agree upon the assumption that their institution 
provides decent health services with intensive care by a huge number 
of qualified personnel. (32.9% Strongly Agree & 38.3% Agree on average) 
About the protecting privacy of the residents, almost all respondents shows 
agreement; although, rate of the options in ‘strongly agree’ and ‘agree’ 
shares almost the same percentage. (42% Strongly Agree & 44% Agree on 
average)Utilities in the institutions such as laundry, hygienic conditions, 
and number of WC/bathrooms, the qualifications of public places, the 
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number of supplementary devices, security services, and technological 
infrastructure evaluated as sufficient by the respondents in Spain. (38.4% 
Strongly Agree & 35.9% Agree on Average) At last, providing physical and 
social activities are rated as adequate by employees. (37.9% Strongly Agree 
& 38.3% Agree on overage)

When it is moved to Italy, again lower rates of agreement are encountered 
in comparison with Turkey.  Similar with Turkey and Spain, respondents 
generally agree upon the assumption that their institution provides decent 
health services with intensive care by a huge number of qualified personnel. 
(14.6% Strongly Agree &64.5% Agree on average)Utilities in the institutions 
such as laundry, hygienic conditions, and number of WC/bathrooms, the 
qualifications of public places, the number of supplementary devices, 
security services, and technological infrastructure evaluated as sufficient 
by the respondents also in Italy. (25.9% Strongly Agree & 66.6% Agree on 
Average) As the last sub-category, providing physical and social activities 
are rated as adequate by employees. (15.8% Strongly Agree & 54.3% Agree 
on overage)

In this question, it is more challenging to compare and contrast all 
countries with each other. Firstly, under the roof of one question, there 
are actually 20 propositions and 4 sub-categories. Thus, enormous 
amount of variations of analysis is possible. However, in this analysis only 
few interpretations are given place in order not the ramble the focus of 
the study. To begin with, the ratings for strong agreements are highest 
in Turkey, and it is followed by Spain and Italy. Parallelly, it is seen that 
agreement rates are quite higher than strongly agreements rates in Spain 
and Italy; while, Turkey has higher ratings for both options. As is, the 
results conflicts with previous results of the survey. This situation may be 
interpreted by some assumptions. Firstly, in the previous results which are 
emphasized, the level of elderly living conditions and elderly rights are 
better in Spain and Italy than the conditions of Turkey. Still, the employees 
in these countries may still not be satisfied from their current level and; 
thus, acted reluctantly by choosing the option of ‘strong agreement’. To be 
more precise, in Spain and Italy the level of appropriateness and perfection 
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is assumed to be higher compared to Turkey. However, this is only a single 
assumption and interpretation. It may easily be falsified. Hence, further 
research is required in order to test this hypothesis. This survey solely is 
inadequate to explain the phenomenon, only some assumptions may be 
made.
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Like in every social study, this study has limitations as well, which are 
aware and considered during the research. All the limitations are dealt as 
much as possible in order to conduct a healthy survey. The first limitation 
of the study is derived from the size of the research. It is conducted in three 
different countries with over 200 respondents. This type of data is mostly 
more suitable for macro analysis. Thus, mostly general and less detailed 
results are evaluated in the analysis. The second problem is language. 
Since there are three countries in the research, there are also three 
different languages. The questions are prepared in Turkish and sent to 
Italy and Spain with English translated version. In Spain and Italy, English 
questionnaire forms translated into their own native language. Finally, 
the results are translated back to English for analysis. In this complicated 
translation traffic, some words or meanings might get lost beyond control. 
Yet, in the analysis part special attention is paid to translation issues. The 
third limitation may be defined as distance. The research is done in three 
different countries by three different teams. Providing the coordination 
between these teams is problematic. The data are coded differently by 
different teams have sometimes obstructed the comparison analysis. 
Moreover, all these three countries have different laws and social policies 
from each other. Questions related to social security, retirement etc. are 
challenging due to these differences. Even some questions asked in Turkey 
are not applicable in the EU countries. Still, these differences do not harm 
the whole essence of the study at all.

In the study there are also methodical limitations. To begin with, there 
are two different survey forms and the target groups of these forms are 
totally different. Compare and contrast the responses of two different 
surveys are compelling. Further investigation is needed in order to capture 
a detailed comparison. Secondly and lastly, the research is conducted 
only with quantitative methods. Although, this study also gives enormous 
information about elderly in all countries, further researches done with 
qualitative methods are also needed to refine the concept of elderly policies 
and elderly rights. In this research, sensitive issues like elderly abuse or 
violence are not asked to elderly, because these kinds of questions are not 
appropriate for massive survey kind of researches due to the vulnerability 
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of the subjects. On the other hand, issues of abuse and violence are 
very crucial in order to capture the whole picture in elderly life. Further 
researches in Turkey, which utilizes qualitative methods, are expected to 
deal with the problems related with abuse and violence as well.
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This research was conducted within the project of ‘Rights of Elderly 
People and Care Services at EU standards’ co-funded by European Union 
and the Republic of Turkey, Civil Society Dialogue – III Political Criteria 
Grant Scheme. The project is led by YÖRTÜRK Foundation with the 
partnerships of institutions of Campus Arnau D’escala from Girona/Spain 
and CESIE from Palermo/Italy.

The main aim of the research is first, to investigate the living standards of 
residential care centers and second, to comprehend the development level 
of elderly rights in Turkey. Furthermore, evaluating the physical standards 
of the nursing homes is included in the study in order to capture possible 
nonoccurrence with the standards and errors in implementations. By the 
rights, consciousness and awareness of the elderly about their social rights 
are considered as well. The current situation and problems of the elderly 
care sector is identified by the help of employees in the sector as well. By 
understanding the situation in Turkey, comparative analysis with Spain 
and Italy gives more insight and enabled more refined interpretations. 
Comparative analysis is a twofold method, which serves reciprocally. 
Hence, not only this research is beneficial to understand Turkey, but also it 
contributes into the literature of Spain and Italy. Nevertheless, variations 
between Italy and Spain are limitedly mentioned in the analysis, but more 
focused on the differences between Turkey and Spain, Turkey and Italy. 
Analyzing the structural differences between Spain and Italy is beyond the 
scope of this research. 

There is no ultimate result of the study; rather, the issue of elderly is 
illuminated by many directions, which makes many remarks possible. 
Overall evaluation indicates that, Turkey is not in the same level of EU 
countries, Spain and Italy. In the comparison analysis it comes in sight that 
Turkey has a lot to do for the development of elderly care. There is a need 
for further action that will consider not only “elderly”, but people working 
for elderly as well, which are discussed in detail in the related sections. In 
very general terms, the best conditions and performance in elderly care 
belong to Spain. The most crucial factor in the case of Turkey, compared to 
Spain and Italy, is approach and attitude by handling the issue of elderly 
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care. The research clearly puts forward that administrators and decision-
makers in Turkey must get to work by changing their point of view. 

Projects which makes research and development possible, contribute 
to the purpose of improvement a lot, by revealing the social reality in a 
scientific manner and, most importantly, by producing policy advice. 
Moreover, these kinds of grant programs build up stronger bridges 
between state and civil society, which is vital in the improvement of social 
rights and welfare. Among all social and human rights debates, elderly 
rights have always been underestimated and ignored in Turkey. By the 
help of this research and other co-funded projects by European Union and 
the Republic of Turkey, it is predicted that, the issue of elderly will gain 
privileges in policy making in medium and long term.
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Questionnaire Forms for Elderly in Nursing Home

Section I – Demographic Information

1. Gender

 □ Female

 □ Male

2. How old are you?

……………………………………

3. What is your marital status?

 □ Married

 □ Single

 □ Widowed

 □ Divorced

4. What is your occupation?

…………………………………..........................................

5. How many children do you have?

 □ No Children

 □ 1

 □ 2

 □ 3

 □ 4 and Above

6. Where would you want to live?

 □ With My Children

 □ My Own House

 □ Nursing Home

 □ In a Common Place with Coevals

7. Do you have social security?

 □ Yes

 □ No (Skip to question 9.)

8. Which institution does your social security belong?

 □ Public

 □ Private

 □ Other (Please specify.) …………………………………………....
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9. Do you have any extra income outside of your social security? (Rent, etc.)

 □ Yes

 □ No

10. What is your monthly income?

 □ No Income

 □ 1000 € and Below

 □ 1001-2000 €

 □ 2001-3000 €

 □ 3001+ 

11. What is your level of education?

 □ Illiterate

 □ Primary School

 □ Middle School

 □ High School

 □ Vocational School

 □ University

 □ Graduate

 □ Post-Graduate

12. Are you capable to sustain your daily life without any external support? 

 □ Yes

 □ Partly

 □ No
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13. In which cases do nursing home personnel help you?

Activity Dependent 
to someone

Independent 
with a 

facilitative 
tool

Independent 
but requires 
someone’s 

supervision

Partly 
dependent Independent

1. Get Dressed 1 2 3 4 5

2. Eating 1 2 3 4 5

3. Using Phone 1 2 3 4 5

4. Tidying the Room 1 2 3 4 5

5. Shopping 1 2 3 4 5

6. Using WC 1 2 3 4 5

7. Taking Bath 1 2 3 4 5

8. Using Manual 
Skills 1 2 3 4 5

9. Using 
Transportation 1 2 3 4 5

10. Walking 1 2 3 4 5

14. If you have the opportunity which activities below would you want to do? (May choose 
multiple options.)

 □ Handcraft

 □ Going to Cinema/ Theater/ Exhibition

 □ Physical Activity/ Sports/ Exercise

 □ Walk Around Outside

 □ Shopping

 □ Gardening

 □ Meeting Friends

 □ Dining Out

 □ Gaining a New Skill 

 □ Other (Please specify.) …………………………………………....
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15. What do usually do except from your Daily tasks? (May choose multiple options.)

 □ I sleep

 □ I watch TV

 □ I read

 □ I deal with my hobbies

 □ I take for a walk

 □ I go to cinema/ theater/ exhibition

 □ I go shopping

 □ I go out

 □ Other (Please specify.) …………………………………………....

Section II – Elderly Rights

16. To what degree are you informed about elderly rights?

 □ Adequately Informed

 □ Partly Informed

 □ Not Informed

17. To what degree are you contented about the structural conditions of the nursing home 
listed below?

Contented Partly 
Contented Not Contented

1. Room Size 1 2 3

2. Room/Elderly Ratio 1 2 3

3. Ventilation 1 2 3

4. Toilet/ Bathroom 1 2 3

5. Stairs 1 2 3

6. Elevator 1 2 3

7. Ramps 1 2 3

8. Thresholds 1 2 3

9. Doors 1 2 3
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18. Would you specify, to what degree do you agree with the statements listed below?
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A. FUNDAMENTAL RIGHTS

1. Transportation should be free for elderly. 1 2 3 4 5

2. Proper educational opportunities should be provided for elderly 
according to their wishes. 1 2 3 4 5

3. Opportunities should be provided for elderly to carry out their 
hobbies. 1 2 3 4 5

4. Government is responsible for every social service after retirement. 1 2 3 4 5

5. Government is responsible for every social service after retirement, 
if any investment made before. 1 2 3 4 5

6. Cultural activities (Museum, theater) should be free for elderly. 1 2 3 4 5

7. Health services should be free for elderly. 1 2 3 4 5

8. Government should provide full-protection for elderly in terms of 
violence and discrimination. 1 2 3 4 5

9. Nursing home should be a free service provided by government. 1 2 3 4 5

10. Elderly should not be financially dependent to any outside sources 
or to their children. 1 2 3 4 5

11. Government should make sure that elderly adequately benefit from 
social opportunities. 1 2 3 4 5

12. Urban organization (Sidewalks, roads etc.) should be convenient 
for elderly access. 1 2 3 4 5

13. There is no gender discrimination among elderly. 1 2 3 4 5

14. Offense against elderly should have more serious sanctions. 1 2 3 4 5

15. Elderly should be privileged in the society. 1 2 3 4 5

16. Elderly should have a voice about the issues related to them. 1 2 3 4 5

B. INDEPENDENCE

17. I have enough income to provide my basic necessities as  housing, 
nourishment, clothing etc. 1 2 3 4 5

18. If I want, I am able to work in a job which has enough income 
return. 1 2 3 4 5

19. I am able to participate in education programs which fit with my 
age, skills and education. 1 2 3 4 5

20. The environment in which I live provides me opportunities to 
improve my personal capacity. 1 2 3 4 5
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C. PARTICIPATION

21. I have a voice about retirement age limit and conditions. 1 2 3 4 5

22. I am able to participate voluntarily to the social activities which fit 
with my personal interests and skills. 1 2 3 4 5

23. I am able to participate actively to both the preparation and the 
implementation of policies which influence directly my level of 
welfare.

1 2 3 4 5

D. CARE

24. I have enough care and health supervision to provide and sustain 
the necessary level of mental, physical and cognitive wellness. 1 2 3 4 5

25. I am able to benefit completely from the fundamental human 
rights and freedoms. 1 2 3 4 5

E. SELF-FULFILLMENT

26. I am able to participate in every cultural an educational activities 
in the society. 1 2 3 4 5

F. DIGNITY

27. I am respected from other people in the society and from official 
institutions. 1 2 3 4 5

28. I get service equally and without discrimination regardless of any 
kind of financial and social disparities. 1 2 3 4 5

29. Younger generation respects me and takes my opinions into 
consideration.
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Questionnaire Forms for Elderly in Nursing Homes

Section I – Demographic Information

1. Gender

 □ Female

 □ Male

2. How old are you?

 □ Under 18                  

 □ 18-24 

 □ 25-34      

 □ 35-44                

 □ 45-54             

 □ 55+

3. What is your level of education?

 □ Illiterate

 □ Primary School

 □ Middle School

 □ High School

 □ Vocational School

 □ University

 □ Graduate

 □ Post Graduate

4. What is your job in the establishment?

5. What is your duration of employment in the establishment?

 □ Less Than 1 Year

 □ 1-5 Year

 □ 6-10 Year

 □ 11-15 Year

 □ 16+ Year
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6. What is your status in the establishment?

 □ Tenured Public Civil Servant

 □ Contracted Full-Time

 □ Contracted Part-Time

 □ Contracted Temporary

Section II – Questions About the Establishment

7. Which of the services given below are provided in your establishment?

 □ Elderly Care

 □ Elderly Rehabilitation

 □ Patient Examination and Treatment

 □ Life Support Services

 □ Other (Please specify.) …………………………………………....

8. What are the services provided for elderly in the establishment you are employed?

 □ Short Term Elderly Care (Day-time Home)

 □ Long Term Elderly Care (Residential)

 □ Rehabilitation Services

 □ In-Home Caring Services

 □ In-Home Rehabilitation Services

 □ Examination and Treatment Services

 □ Remote Emergency Support

 □ Other (Please Specify) …………………………………………....

9. What is the status of the establishment you are employed?

 □ Public

 □ Private

 □ Semi-Private

 □ Foundation/ Association

10. Which payment methods are used for establishment services?

 □ Elderly’s Self

 □ Government

 □ Private Insurance

 □ Partly Elderly, Partly Government

 □ Welfare Card

 □ Benefactor
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Section III – Business Infrastructure

11. How challenging is it to find qualified personnel for your job?

 □ Hard

 □ Partly Hard

 □ Easy

12. Is there any mandatory education for you employees’ vocational development?

 □ Yes

 □ No

 □ Does Not Know/ No Answer

13. Do you provide an educational service for your employees’ vocational development?

 □ Yes

 □ No

 □ Does Not Know/ No Answer

14. How is the competition in the sector you are working?

 □ Very Strong

 □ Strong

 □ Normal

 □ Not Strong

Section IV – Management Questions

15. What is the total capacity for elderly/sick people in your establishment?

………………………………………………………………………...

16. How many elderly people are currently serviced in your establishment?

………………………………………………………………………...

17. Which elderly people does your establishment accept?

 □ Independent

 □ Partly Dependent

 □ Dependent

 □ In Need of an Intense Care

 □ Alzheimer’s

 □ No Distinction
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18. Do the structural parts that I am going to read, fit the national standard for elderly 
care services?

Yes, It fits No, It does not fit

1. Room Size 1 2

2. Room Elderly Ratio 1 2

3. Ventilation 1 2

4. Toilet/ Bathroom 1 2

5. Stairs 1 2

6. Elevator 1 2

7. Ramps 1 2

8. Thresholds 1 2

9. Doors 1 2

19. To what extent do you provide accessibility for facilitative products (Wheel chair, 
Walker etc.) for elderly?

 □ Always Provided

 □ Partly Provided

 □ Never Provided

20. How much do you agree with the statements below about your establishment?
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1. Health services provided by the establishment are 
sufficient. 1 2 3 4 5

2. Number of employees in the establishment is sufficient. 1 2 3 4 5

3. Personnel take close care to the elderly. 1 2 3 4 5

4. Education level of the personnel is sufficient. 1 2 3 4 5

5. Elderly who live in the establishment can freely 
communicate with each other. 1 2 3 4 5

6. Rooms are arranged according to the comfort of the 
elderly. 1 2 3 4 5

7. Elderly can arrange their rooms according to their choice. 1 2 3 4 5

8. Privacy of the elderly is always protected. 1 2 3 4 5
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9. Hygiene rules are followed in meals. 1 2 3 4 5

10. Bathroom count is sufficient. 1 2 3 4 5

11. Laundry room count is sufficient. 1 2 3 4 5

12. Common area count is sufficient. 1 2 3 4 5

13. The number of facilitative tools for elderly is sufficient. 1 2 3 4 5

14. Garden and green area count is sufficient. 1 2 3 4 5

15. Security services are sufficient. 1 2 3 4 5

16. Social activities are sufficient. 1 2 3 4 5

17. Physical activities are sufficient. 1 2 3 4 5

18. Your establishment is close to the city center. 1 2 3 4 5

19. Your establishment provides technological infrastructure 
for the elderly. (Internet, Wi-Fi, etc.) 1 2 3 4 5

20. Your establishment provides social activities outside the 
establishment. 1 2 3 4 5
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