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FOREWORD
Violence against older persons is a worldwide concern that touches on human rights, gender 
equality and population ageing. As the number of older people grows, the extent of elder abuse 
can be expected to grow as well1.  However, it is widely understood that data on the prevalence 
of violence against older persons is insuf icient and underreported. One reason for this is the 
lack of training for social and healthcare providers on how to recognize signs of abuse and how 
to support older victims of domestic violence. Effective national healthcare guidelines and best 
practices for dealing with violence of older victims are also still inadequately developed. On the 
other hand, another reason for underreporting can be that victims of violence, especially older 
women, hesitate to seek support, or are unable to. These silent and ‘invisible’ victims can lead 
to the misleading conclusion that violence against older people either does not exist, or exists 
only slightly. This manual concentrates on the characteristics of violence against older persons. 
It particularly aims to describe the special situation of older female victims of violence and how 
to support them to lead a safe and digni ied life.  

The Pan-European project “Working with Healthcare Organizations to Support Elderly Female 
Victims of Abuse” (WHOSEFVA) developed an accessible and replicable training programme for 
social and health care professionals, with emphasis on training the health care sector. The aim 
of WHOSEFVA is to support healthcare organisations to create standards and procedures from 
the point of view of victims’ safety and legal protection, to increase the capacity of domestic 
violence organizations to cooperate with healthcare providers and to provide training on sup-
porting older victims. These aims were achieved through carrying out trainings and developing 
an Online Open Course based upon this training manual. WHOSEFVA aimed to increase the 
capacity of domestic violence organizations further to advocate for needed healthcare policy 
changes on the national level.

The WHOSEFVA project highlighted central international documents such as the Charter of 
Fundamental Rights of the EU, the articles 4, 14, 21, 23 and 25 of the Istanbul Convention and 
the 2002 Madrid International Plan of Action on Ageing. According to MIPAA, “older women 
face greater risk of physical and psychological abuse due to discriminatory societal attitudes 
and the non-realization of the human rights of women” (Issue 3) and recommends training car-
ing professions. MIPAA’s Regional Implementation Strategy for the UNECE Region (MIPAA/RIS, 
2002) emphasizes that measures should be taken to mainstream gender issues and states that 
opportunities should be provided for older women to advocate on health issues and encourage 
their participation in developing programs and to better address the problems which older 
women identify. WHOSEFVA implemented this strategy by organizing focus groups and inter-
views with older female victims of violence to understand their experiences, needs, concerns 
and expectations better. The evaluation and feedback from the Mutual Learning Workshops for 
social and health care professionals and Focus Groups and interviews of older women were 
used for the development of this manual based on the summaries made by Maria Rösslhumer, 
the Austrian Women’s Shelter Network. In addition, ef iciency and implementation results of 
the Elder Abuse Suspicion Index© (EASI) in partner countries are introduced.

The 57th Session of the Commission on the Status of Women in 2013 urged for the collection, 
collation, analysis and dissemination of data by age, sex and action to prevent violence against 

1 World Health Organization 2017. Abuse of older people on the rise – 1 in 6 affected. News Release 14 June 2017. 
Geneva. http://www.who.int/news-room/detail/14-06-2017-abuse-of-older-people-on-the-rise-1-in-6-affected
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older women in healthcare settings. Recommendation (CM/Rec 2014) notes that member states 
should implement suf icient measures to raise awareness among medical staff, care workers 
and informal caregivers to detect abuse in all settings, to advise them, which measures to take if 
they suspect that violence has occurred, and to encourage them to report abuse.

The Consortium of the WHOSEFVA Project consists of eight partners in six European countries: 

 • Women’s Support and Information Centre (Estonia) offers comprehensive assistance for 
domestic violence victims

 • Johan Skytte Institute of Political Studies of University of Tartu (Estonia) conducts research 
on domestic violence in Estonia

 • Kilcooley Women’s Centre (Great Britain) offers a comprehensive range of support services 
for all ages, with a focus on support for elder people

 • Union of Women Associations of Heraklion Prefecture (Greece) provides direct help to 
women-victims of violence and their children with personal interviews, psychological sup-
port and provision of legal advisors

 • Centre Marta (Latvia) provides support to women in Latvia – non-citizens and migrants, 
women with low income and unemployed women, female victims of human traf icking and 
of domestic violence and works for policy and advocacy development

 • Austrian Women’s Shelter Network (Austria) is a network of autonomous women’s shelters
 • Women against Violence Europe is a legal entity and formal network composed of Europe-

an women’s NGOs working in the ield of combating violence against women and children
 • Women’s Line Finland (Finland) worked as a partner for one year in the project and the work 

was continued by VoiVa-Empowering Old Age Cooperative, which is a national non-govern-
mental organization in Finland focusing on prevention of violence against older persons 

This manual provides overall training programme on violence against older people, with em-
phasis on the special situation of violence against older women. The manual deals with termi-
nology used when talking about violence against elderly and provides information on future 
challenges. Violence against older persons can occur in various environments, including their 
homes, hospitals, assisted living arrangements and nursing homes. This manual takes a per-
spective on the issue in domestic settings (meaning violence by family members and trusted 
people in non-institutional settings) and brie ly covers violence occurrence in institutional set-
tings. Violence in home and institutional settings may have different dynamics, causes, and out-
comes and thus are best to address separately. 

The additional materials created in WHOSEFVA project, which can be used together with this 
manual, can be found online: 

 • MOOC (Massive Online Open Course) video course: http://whosefva-gbv.eu/mm4-en
 • Slides: http:// ileserver.wave-network.org/researchreports/TrainingMaterialsFinal.pptx
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INTRODUCTION

What is the purpose of this training manual? 
The purpose of this manual is to support trainers in the areas of social care, health care and 
victims’ support services by providing them with updated knowledge regarding the needs and 
concerns of older persons who are victims of abuse. 

This manual is design ed to support trainers to deliver training on the prevention and response 
to violence against older persons and violence against older women. Trainers should ideally 
have on-hand experience working with victims of domestic violence, the elderly and/or social 
and healthcare professionals. This manual provides direct information and points trainers to-
ward additional useful resources.

Violence against older persons is a unique problem that falls between domestic violence ser-
vices and elderly care, sharing elements of both. This manual aims to synthesize the elements 
of these two separate ields, which are most relevant for working with elderly victims. The pro-
fessionals in both ields can bene it by sharing their expertise and knowledge. This was one of 
the aims of the “Working with Healthcare Organizations to Support Elderly Female Victims of 
Abuse” (WHOSEFVA) project, within which this manual was created.

This training manual will:
 • Introduce challenges of prevention of violence against older women in Europe 
 • Explain key terms, concepts and approaches to prevention of violence against older per-

sons and women
 • Introduce health care and medical aspects of the identi ication and examination of violence 

against older persons 
 • Build the capacity of domestic violence, social and healthcare professionals to work with 

older persons and female victims of violence or who are at risk of violence
 • Promote the development of quality services from the point of view of the needs of older 

victims and survivors 

This training manual is divided into eight chapters:
Chapter 1 provides the background to the issue of violence against older persons by introduc-

ing the de initions and terms in the ield and the forms of elder abuse. 

Chapter 2 introduces different angles of violence against older persons by describing the chal-
lenges of the changing situation of European populations and provides a picture of 
the prevalence of elder abuse and its explanations through different theoretical per-
spectives to the issue. 

Chapter 3 aims to show the complex nature of violence against older persons, for example by 
pointing special characteristics of it and what aging in society might bring to the life 
of older persons. 
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Chapter 4 introduces what is known about risk and protective factors and their central role in 
prevention of elder abuse. It also describes the pivotal knowledge all professionals 
should understand about consequences of violence against older persons. 

Chapter 5 highlights issues on working with older victims of violence, with the special atten-
tion how to take into account the situation of older women. 

Chapter 6 concentrates on the work of health care professionals by addressing requirements 
and challenges for identi ication and intervention of elder abuse and by introduc-
ing assessment, examination and working procedures and instruments especially in 
emergency settings.  

Chapter 7 outlines challenges of professional work in the ield of violence against older per-
sons. 

Chapter 8 gives some clues on conducting training with social and health care professionals, for 
example by introducing the lessons learned through the activities of the WHOSEFVA 
project.

Appendix 1 includes a form that can be used for medical examinations of assaulted patients in 
emergencies

Appendix 2 describes good practices that have been developed in the Multi-Agency Model for 
Preventing Elder Abuse in Helsinki city 

Appendix 3 describes the most important International Instruments Regarding Abuse of Older 
Women

Each chapter begins with a brief list of the topics covered and learning outcomes. Learning 
outcomes help the trainer to concentrate on the key messages of the training. Notes for the 
trainer give some detailed information about the training content. Each topic contains several 
sources for further exploration. The manual aims to give new knowledge and understandings 
in the ield based on research, in- ield studies, and knowledge and experiences gained through 
WHOSEFVA project activities.

Who is the WHOSEFVA training designed for? 
This manual is designed for goal-oriented training of professionals who are working in a wide 
range of services which older persons use. Special target groups include health care workers 
e.g. in health centres, hospitals, geriatric services and home care. This manual also provides the 
learning outcomes of each chapter. It is important that trainers know what they want the pro-
fessionals to achieve through each session and exercise, and trainers should help professionals 
connect their past experiences with current practical knowledge. Trainers should help profes-
sionals understand the theoretical concepts taught in training and apply them into real-life sit-
uations. The motivation to learn will increase when the connection between knowledge intro-
duced in the sessions and real-life situations becomes relevant and clear. Furthermore, trainers 
should guide and facilitate the learning, and should request that professionals accept an equal 
responsibility for their own learning.
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CHAPTER 1: WHAT IS VIOLENCE AGAINST OLDER 
PERSONS?

Topics Covered
De initions and terms related to violence against older persons

 • Old Age
 • Violence against older persons 
 • Elder abuse

Older persons’ own perceptions
Violence against older women
Forms of violence against older persons

 • Physical violence
 • Psychological violence
 • Financial violence
 • Sexual violence
 • Neglect
 • Institutional abuse
 • Coercive control
 • Sexual harassment and stalking

Learning outcomes
Participants will:

Be able to critically assess terms used to describe violence against older persons

Understand various forms of violence against older persons

Understand violence against older persons as part of a larger problem of violence 
against people of all ages

Understand the gendered nature of violence against older persons

Notes for the trainer
Professionals engaged in practical work may prefer just a brief introduction of de ini-

tions and terms related to violence against older persons

It is essential to introduce the forms, signs and consequences of violence. Keep in mind 
that there is little knowledge and/or research regarding institutional abuse and coercive 
control as a type of intimate partner violence, as well as sexual harassment and stalking.
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De initions and terms related to violence against older 
persons

Old Age
When training social and healthcare professionals for the WHOSEFVA Project, a common ques-
tion was how old age and an older person are de ined. Although there are commonly used de i-
nitions of old age, there is no general agreement on the age at which a person becomes ‘old’. 
Most developed countries in the world have accepted the chronological age of 65 years as a 
de inition of an older person. This is the age at which one can often begin to receive pension 
bene its. In the developed countries, chronological age plays a central role; however, it is not 
equivalent to, for example, biological age. The United Nations (UN) generally uses 60+ years to 
refer to the older population; however, it does not use a standard numerical criterion.1 

According to the 2012 Special Eurobarometer, in the 27 EU member states the average age at 
which someone reaches ‘old age’ is 63.9 years. Opinions on the precise age at which one be-
comes an older person vary widely between different countries, with a difference of more than 
a decade between the “oldest” and the “youngest” older person. While respondents in the Neth-
erlands, on average, thought that old age began at the age of 70.4, respondents from Slovakia 
answered that people became old at the age of 57.7.2

There are many dimensions of old age. Chronological age is de ined as the number of years since 
someone was born. Biological age refers to physical changes which ‘slow us down’ as we enter 
middle and old age. Psychological age refers to psychological changes, including those related 
to mental functioning and personality, which occur as we age. Social aging refers to changes in 
person’s roles and relationships, both within their circles of relatives and friends and within 
formal organizations such as the workplace.3

Violence against older persons and elder abuse
The concept of ‘elder abuse’ was irst described in the United Kingdom (UK) scienti ic journals 
in the 1970s and was referred to as ‘granny battering’. In 1975, G.R. Burston expressed concern 
that not just babies and children, but also older people experienced battering: “Perhaps general 
practitioners in particular, and casualty of icers especially, should become as conscious of gran-
ny battering as they are now aware of baby-battering.”4

When describing the phenomenon of violence against older persons, the common term used is 
‘elder abuse’. There are debates about the ield which elder abuse belongs to; in particular, the 
question is whether elder abuse should be considered a separate ield or a type of domestic vi-
olence. This is because elder abuse is similar to but also different from other types of domestic 
violence. Similarities and differences between elder abuse and both child abuse and domestic 
violence are re lected in the attitudes of researchers as well as in public policies and services. 

The term ‘elder abuse’ describes the phenomenon of violence against older persons in gen-
eral and is gender-neutral. In many cases the literature that uses this term does not take gen-
der analysis into account or pays no attention to the gender of victims. However, old age alone 
should not be used to de ine the type of abuse. For example, if a woman is a victim of intimate 
partner violence, should she be considered a victim of elder abuse instead just because she is 
over 65 years old? Older women may have in fact experienced abuse at the hands of their part-
ners throughout their lifetime. At the same time, while victims of violence are faced with simi-
lar consequences and exhibit similar characteristics (e.g. fear of retaliation and stigmatization, 
desire to not leave home or to protect the abuser, emotional distress, dif iculties in reporting 
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abuse), there are profound differences in the types of interventions that are appropriate for and 
services available to older persons. For instance, women’s shelters are often designed and their 
staff trained to meet the needs of younger victims.5 

This manual uses the term ‘violence against older persons’ when describing the phenomenon in 
general. Sometimes the term ‘elder abuse’ is used; however, this term may imply ageism, which 
might lead to viewing abuse of older people as a less serious form of violence in comparison 
to violence against other age groups. What should be underscored therefore is that violence 
against older persons is part of a larger problem of violence against people of all ages. Violence 
can occur at any time during a person’s life – it is not a problem for younger people only. 

As noted in this manual, signs of various disabilities and a need for assistance in daily activities 
put older people of both genders at risk of abuse. Therefore, both older men and women can 
become victims of violence. However, most victims are women, and they face certain speci ic 
challenges when dealing with the consequences of violence.6  

Elder abuse was de ined in the 1995 Action on Elder Abuse7 as “a single, or repeated act, or 
lack of appropriate action, occurring within any relationship where there is an expecta-
tion of trust which causes harm or distress to an older person.” This de inition has been 
adopted by the World Health Organisation (WHO)8 and is the most widely used in the world. 

The Irish Working Group on Elder Abuse (2002) emphasized that it is important to think of el-
der abuse as an umbrella term for a wide range of harm that can affect older people. The work-
ing group de ined violence against older persons based on the de inition used by the Action 
on Elder Abuse and added a dimension of human rights to it: ‘‘a single or repeated act or lack 
of appropriate action occurring within any relationship where there is an expectation of trust 
which causes harm or distress to an older person or violates their human and civil rights.’’

 There has been debate over the expression “relationship where there is an expectation of trust”. 
In some countries, for example in Italy, it is argued that such a relationship is not essential to the 
de inition of elder abuse. Abuse can occur within a relationship where there is no expectation 
of trust and/or when trust is completely absent from a relationship between an offender and 
a victim. This is especially true of Italy where two of the most common forms of elder abuse 
are those of fraud and ‘bag-snatching’ in the post-of ices when older people cash their pension 
checks. In many types of fraud, thieves obtain older people’s trust, but they do not establish an 
effective social relationship with them, only a social contact. For instance, those people who 
pretend to work as gas company representatives and thereby manage to enter older people’s 
homes and rob them or obtain their money by deception, cannot be said to have a relationship 
with their victims.9

The de inition by the US Department of Justice and Department of Health and Human Services 
(2014) gives a broader view on violence against older persons. According to this de inition, 
elder abuse “includes physical, sexual or psychological abuse, as well as neglect, abandonment, 
and inancial exploitation of an older person by another person or entity, that occurs in any set-
ting (e.g., home, community, or facility), either in a relationship where there is an expectation of 
trust and/or when an older person is targeted based on age or disability.”10

Older persons’ own perceptions
Older persons’ own perceptions and views are crucial to de ining violence and identifying in-
terventions to stop it and mitigate its consequences. According to several studies that examined 
older people’s views on violence, they understand it in a broad context, including its societal di-
mension. For example, within an international multicultural research project focused on elder 
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abuse, at least 50 people aged 60 years and over were interviewed in each participating country 
(including several minority groups in the US, Norway, Japan and Finland). In Finland, those who 
were interviewed mentioned all forms of violence: physical, psychological, inancial and sexual 
abuse as well as neglect. They also viewed social mistreatment, that is violation (or denial) of 
their personal rights, as a form of abuse.11 A similar study was conducted in Ireland where older 
people participated in eight focus groups. According to the results of this study, older people 
considered elder abuse a diminishment or withdrawal of personhood, that is a transition of an 
older person from a person to ‘non-person’.12  

Violence against older women
This training manual recognizes the gendered nature of violence against older persons. Vio-
lence against older women has the same roots as violence against women in general; it is based 
on gender inequality and harmful and discriminatory gender norms.

While men can experience violence, women are more likely to become its victims, and most 
perpetrators are men, which applies to the older population as well. Power and control play a 
central role in violence against women, and in older women’s cases this role can be even more 
decisive with power and control taking diverse forms. Overall, inequality experienced by wom-
en intensi ies with age, and discrimination on the basis of age and gender can result in situa-
tions where women experience neglect and other forms of violence.13

According to the WHO (2014 and 2015), violence against older women can be de ined as “any 
act of gender-based violence that results in, or is likely to result in, physical, sexual or mental 
harm or suffering… including threats of such acts, coercion or arbitrary deprivation of liberty, 
whether occurring in public or in private life... this can also include inancial abuse, exploitation 
or deprivation of resources, neglect, and abandonment.”14 

Most literature on violence against older persons does not take into consideration the signif-
icance of gender. At the same time, feminist research on violence against women rarely pays 
attention to older women and usually concentrates on younger women or younger women with 
children. In addition, there is a lack of agreement on the de inition of violence against older 
women, and the data on the issue are inadequate and incomplete. The collection of such data is 
in turn hindered by the absence of a common de inition of old age; different studies have used 
different ‘starting points’ of old age (e.g. 40-45, 50-55 and up to 65 or 66 years old). All of these 
factors contribute to invisibility of older women in the discourse on violence and abuse. Never-
theless, recent research on violence against older people has begun to criticize the use of gen-
der-neutral terms and has brought to the fore gender differences in how violence is experienced 
by older people. Speci ic circumstances that older women ind themselves in as well as unique 
challenges they are faced with as victims of violence have also been highlighted.15

The invisibility of violence against older women is also re lected in elderly care and services 
for women who are victims of domestic violence. Elderly care services do not take gender into 
account, while services for victims of domestic violence are not tailored to the needs of older 
women. However, this situation is slowly changing. One of the reasons for this may be related to 
the demographic change within our societies, in particular the feminization of aging, especially 
in the oldest age group. This poses new challenges to research as well as social, healthcare and 
domestic violence services. 

One key factor that makes it especially important to address violence against older women is 
the cumulative nature of discrimination that women face: they experience gender inequality 
throughout their lives and face ageism as they grow older. As a result, older female victims of 
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violence face triple jeopardy as they belong to three different marginalized groups: they are 
female, they are of older age and they have experienced, or are likely to experience, abuse.16

Forms of violence against older persons
Violence against older people can be divided into the following categories: 

Physical violence – in liction of pain or injuries on an older person, use of physical coercion 
and physical or drug-induced restraint

Psychological or emotional violence – in liction of mental anguish on an older person 

Financial or material violence – illegal or improper exploitation or use of funds and/or 
resources of an older person

Sexual violence – non-consensual sexual contact of any kind with an older person

Neglect – refusal or failure to ful il caregiving obligations17

According to the National Study of Elder Abuse and Neglect conducted in Ireland in  2010, one 
quarter (25%) of older people who participated in the study experienced more than one type 
of mistreatment, while 14% of them experienced three or more types of mistreatment. Psycho-
logical abuse was found to be likely to accompany other forms of abuse. For example, in nearly 
all reported cases of physical abuse psychological abuse also took place, and the latter was also 
present in over 40% of cases of inancial abuse. In addition, 50% of neglect cases were accom-
panied by inancial and psychological abuse.18 

In what follows, different forms of violence against older people are described. Each of the fol-
lowing subsections is dedicated to one form of abuse and deals with its signs and consequences 
as well as strategies to prevent it. It should be noted that some signs can actually point to differ-
ent forms of abuse an older person is suffering from, and that signs of violence can also be its 
consequences. In addition, prevention strategies that different forms of violence require over-
lap, and older people might need several different types of support when they ind themselves 
in an abusive situation.  

Physical violence
Physical violence can be de ined as the use of physical force against an older person, which 
can cause bodily harm, permanent impairment, or physical pain. This may include for exam-
ple striking an older person with a hand or an object.19 According to the 2014 FRA survey, the 
irst survey of its kind on violence against women across the 28 EU member states, 2% of in-

terviewed women aged 60-74 years had experienced physical violence by a partner in the 12 
months prior to the interview.  
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Physical violence can include: 

Scratching, biting, slapping 

Burning 

Throwing things at a person 

Using weapons or other objects to in lict pain

Pushing, kicking 

Choking or strangling 

Force-feeding or denying food 

Physical restraining

In the Prevalence Study of Abuse and Violence against Older Women, which was conducted in 5 
EU countries,20 physical abuse was measured using four indicators: a) someone had restrained 
a woman in any way; b) someone had hit a woman or otherwise attacked her; c) someone had 
thrown a hard object at a woman or used a weapon against her; d) someone had given a woman 
too much medicine in order to control her or make her docile. According to this study, 2.5% of 
2,880 respondents had been victims of at least one form of physical abuse. 50.7% of perpetra-
tors were a partner or a spouse, and 16.4% were a daughter and a son (including in-law).21

Signs of and consequences of physical violence include:

Bruises, wounds, abrasions, contusions, hematomas

Broken bones, dislocations of joints, fractures

Dental problems

Decreased hearing or deafness 

Brain injuries

Physical pain and soreness

Swelling, burns

Decreased sight or blindness

(Permanent) disabilities

Increased risk of premature death

Safety planning and risk assessment, identi ication of risk factors and signs of violence via 
screenings/routine enquiries about elder abuse as well as early intervention contribute to pre-
venting physical violence against older people.   

Psychological violence
This form of violence is also called emotional violence. Psychological violence is systematic 
non-physical actions which are intended to in lict mental pain, anguish and suffering on an old-
er person.22 While psychological violence is believed to be the most common form of violence, 
it is the most dif icult form to identify since it might not leave any physical signs. Psychological 
violence can lead to mental distress, humiliation and fear. According to the FRA survey, 37% of 
women aged 60-74 years have experienced some form of psychological violence by a partner 
since the age of 15. 
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Forms of psychological violence include:

Emotional manipulation or other cruel behaviour

Denying access to services, religious and/or cultural 
events

Forcing a person to participate in and follow reli-
gious rules and customs against their will

Non-verbal communication hints, such as facial ex-
pressions and body gestures

Verbal intimidation, shouting 

Insults, scolding

Humiliation, threats, denigration

Controlling behaviour

Abandonment

Harassment, stalking

The 2014 FRA survey took into account 17 forms of psychological partner violence and grouped 
them into four categories:23 

Controlling behaviour, such as trying to keep a woman from seeing friends or visiting her 
family or relatives, insisting on knowing where she is and whom she has spoken to;

Economic violence, such as preventing a woman from making decisions about family i-
nances or shopping independently, or forbidding her to work outside the home;

Abusive behaviour, such as belittling or humiliating a woman in public or in private, mak-
ing a woman watch pornographic material against her will, threatening a woman with vio-
lence or threatening to hurt someone else a woman cares about;

Blackmailing with abuse of children, such as threatening to take the children away from a 
woman

Power and control dynamics play a key role in how older women experience psychological vi-
olence, and perpetrators often take advantage of older persons’ vulnerability. Threatening an 
older person with physical punishment or depriving them of satisfaction of their basic needs 
may include denying or delaying provision of food, medication or basic care. Preventing an old-
er person from decision-making, falsely accusing them of misdeeds and controlling their free-
dom can result in isolation and emotional pain. Psychological violence can worsen depression, 
which an older person may already be suffering from, and aggravate other mental health issues. 
As a result, psychological violence may have more lasting effects than physical violence.24, 25

According to the Prevalence Study of Abuse and Violence against Older Women,26 emotional 
abuse was the most common form of violence experienced by older women in all participat-
ing countries. Nearly a quarter of older women surveyed in 5 countries (23.8%) reported at 
least one incident of emotional abuse in the 12 months prior to the survey. The most common 
forms of psychological abuse reported were shouting or yelling at older women (14.1%), un-
dermining what they did (14%) and doing something to spite them (14%). The most common 
perpetrators of emotional abuse against older women in all countries were current partners or 
spouses, children, or other family members.
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Signs of psychological violence include:

Feelings of helplessness, shame, powerlessness

Loss of interest in self or environment

Lack of eye contact with a practitioner, carer or an-
other person

Nervousness around a carer or another person

Paranoid behaviour or confusion not associated 
with illness

Display of signs of trauma, e.g. rocking back and 
forth

Depression

Unusual passivity or anger

Confusion, agitation

Isolation 

Withdrawal, apathy

Fearfulness

Reluctance to talk openly

Insomnia/sleep deprivation

Psychological violence can lead to:

Long-term trauma symptoms

Post-traumatic Stress Disorder (PTSD)

Increased mortality and suicide risk

Depression and anxiety

Dementia

Substance abuse

Identi ication of risk factors and behavioural signs of psychological violence exhibited by 
an older person or in their relationship with carers is a key to (early) intervention and 
prevention of psychological violence. This can be done during care meetings with an older 
person, professionals and other people involved as well as screenings/routine enquiries about 
elder abuse. 

Financial violence
The most cited de inition of inancial abuse comes from the WHO (2008): “the illegal or 
improper exploitation or use of funds or other resources of the older person.”27  

Forms of inancial violence include: 

Controlling the use of money and property by an older person 

Theft, use of coercion or fraud to (try to) obtain older person’s money or possessions

Illegal or improper use of older person’s money, property or assets 

Exploitation of and pressure in connection with wills, property or inheritance 

Fraud and internet scams
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Older people, especially those with cognitive impairment, often become victims of inancial vi-
olence, and social exclusion contributes to this. In particular, older people are very likely to 
suffer from fraud enabled by new technologies (e.g. internet scams and identity theft). Financial 
violence against older people can also be accompanied by threats and intimidation. Financial 
exploitation has a destructive effect on older people’s lives and can result in fear, lack of trust 
and acute and chronic anxiety.28

Signs of inancial violence:

Individual expresses concern that they do not have enough money to cover their basic needs

Individual is confused about funds missing from their accounts

Individual reports that furniture, jewellery, credit cards, or other items are missing

Numerous unpaid bills or overdue rent that an older person should be able to afford or some-
one else is expected to pay

Lack of amenities, e.g. a TV, or appropriate clothing that an older person should be able to 
afford

A recently signed will, or changes in a will, when an older person is incapable of drafting or 
signing it

Loans or mortgages obtained by an older person

In the Prevalence Study of Abuse and Violence against Older Women, inancial abuse was meas-
ured using four indicators: a) an older woman had been taken advantage of inancially; b) she 
had been blackmailed for money or other possessions or property; c) she had not been allowed 
to make decisions about money or to buy things; d) she had had money, a possession or prop-
erty stolen. According to the results, 8.8% of older women in all participating countries had 
experienced at least one form of inancial abuse in the 12 months prior to the survey, and inan-
cial abuse was the second most prevalent form of abuse (after emotional mistreatment). 33.7% 
of perpetrators were partners or spouses, 28.7% were daughters or sons (including in-laws), 
18.5% were other family members, 14.4% were other people known closely, 5.1% were neigh-
bours and 9% were paid home helps or caregivers.29 In the FRA survey, inancial violence was 
measured using two indicators: a) having been prevented from making independent decisions 
about family inances and from shopping; b) having been forbidden to work outside home. Sur-
vey results indicated that 12% of women aged 60-74 years had experienced economic violence 
by a partner since the age of 15.30 



17

Financial violence:

Worsens victim’s economic well-being and quality of life

Deprives victims of their savings and assets, and thus foundation for their economic inde-
pendence

Creates barriers to leaving an abusive relationship/situation, e.g. lack of access to economic 
resources can render women inancially dependent on abusers, which in turn leads to in-
creased risk of injuries and homicide

Creates barriers to leading an independent life even after a woman has left an abusive rela-
tionship since she might be in debt or lack resources to rebuild her life

Identi ication of risk factors and signs of inancial violence during screenings/routine enquir-
ies about elder abuse, including in the healthcare systems, can help prevent inancial violence. 
Discussions with older people and their close relatives about preventing inancial violence and 
creation of safety plans, establishment of clear guidelines for the authorities and people in-
volved as well as dissemination of information among the public (e.g. via awareness-raising 
campaigns) also plays a key role in the prevention of inancial violence. Cases of inancial vi-
olence against older people should be reported to the authorities, and (early) interventions 
undertaken if needed. 

Sexual violence
Sexual abuse of an older person occurs when a perpetrator engages in any kind of sexual be-
haviour towards them, including physical contact of a sexual nature, without their consent. This 
type of abuse, as part of domestic violence, can be experienced by a woman throughout her 
whole life, and it includes incestuous acts towards an older person/woman. It should be empha-
sized that some victims of sexual abuse are unable to give consent due to their health condition, 
such as cognitive impairment. 

Sexual abuse is the least reported type of violence against older persons, and this is due to sev-
eral reasons. On the one hand, older victims may choose to not report cases of sexual violence; 
for example, stigma and fear may keep them from doing so. On the other hand, some victims 
may be unable to report such cases due to their cognitive impairment. In addition, some older 
persons might not view certain types of behaviours as sexual abuse or deny the fact that sexual 
abuse has occurred.31

Sexual violence against older women is signi icantly underestimated. Therefore, it has been 
largely ignored and rarely discussed, with research on sexual violence against older women 
being relatively scarce. This has resulted in limited understanding of characteristics of this 
phenomenon and its impacts on victims, as well as a lack of knowledge about how prevalent 
this issue is. This situation may further reinforce the mistaken belief that only younger women 
become victims of rape and thus lead to disbelief and/or understatement of sexual violence 
against older women.32

Older victims of rape do not it society’s stereotypes of what a rape victim looks like. Based on 
ageist attitudes, which see ageing as a process of gradual and continuous loss of value, society 
tends to view older people as asexual.33 Older women are believed to not be interested in sex. 
At the same time, a common misconception is that sexual violence against women is based on 
male sexual desire; older women, however, are not viewed as sexually desirable. Consequently, 
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they are not considered sexual subjects and therefore are not seen as potential or typical vic-
tims of sexual abuse and rape.34,35 

Contrary to common beliefs, sexual violence is committed because of power and control 
issues rather than being motivated by sexual desires. Sexual offenders are attracted to vul-
nerability and use violent sexual acts to establish and/or demonstrate control over vulnerable 
persons. Perpetrators seek out potential victims whom they perceive as easy to overpower and 
manipulate and who would be unlikely to report an assault or whose reports would not be 
deemed credible. Like sexual assaults against younger victims, sexual violence against older 
people is believed to be motivated by anger and/or desire to control victims.36,37  

Older women, who are victims of sexual violence, may have experienced it for a long pe-
riod of time, particularly in cases where an abuser is a spouse or an intimate partner. 
Therefore, to fully understand the effects of sexual violence on older women it is important to 
take into account its cumulative nature over the course of a woman’s life.38

Forms of sexual violence include:

Unwanted sexual contact, e.g. inappropriate 
touching, sexualized kissing

Forcing an older person to watch sexual acts or 
pornographic material

Forcing an older person to undress against their will, 
coerced nudity 

Cleaning or treating older person’s genital area 
roughly or inappropriately

Sexual assault and battery

Forcing an older person to 
perform a sexual act

Forced intercourse/rape

Explicitly sexual photographing

Sexual remarks/suggestions

Around 130 reports of rape and sexual assault of older persons are submitted annually to the 
police in the UK. Between 1 January 2009 and 31 December 2013, the UK police recorded 655 
rape and sexual assault cases where victims were 60 or more years old at the time the offence 
was committed. Sexual violence against older people turned out to be as gendered as against 
younger age groups: the vast majority of victims were women, while men were victims in only 
7% of cases.39

In the Prevalence Study of Abuse and Violence against Older Women, sexual abuse was meas-
ured using four categories:40 a) a woman had been talked to in a sexual way that had made her 
feel uncomfortable; b) she had been forced to watch pornography against her will; c) she had 
been touched in a sexual way against her will; d) she had been forced, or someone attempted to 
force her, into sexual intercourse/relations. According to the study results, 3.1% of older wom-
en had experienced sexual abuse. 55.4% of perpetrators were partners or spouses, and 21.7% 
of perpetrators were other people closely known by a woman.41

The 2014 FRA survey42 used four questions to measure sexual violence: a) a woman had been 
forced into sexual intercoursea by being held down or hurt in some way; b) someone had at-
tempted to force a woman into sexual intercourse by holding her down or hurting her in some 
way; c) a woman had been forced to take part in any form of sexual activity against her will or 
due to her inability to refuse; d) a woman had consented to sexual activity out of fear of what 
a Oral sex, forced anal or vaginal penetration. 
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may have happened in case of her refusal. According to the survey results, 1% of women aged 
60-74 years had experienced sexual violence and 3% had experienced physical and/or sexual 
violence by a partner in the 12 months prior to the survey.

130 cases of suspected sexual abuse of older people were investigated by the Protective Servic-
es caseworkers and/or supervisors, in consultation with Holly Ramsey-Klawsnik, from 1993 
to 2002 in the USA. Out of 130 consultation cases, 77% (N = 100) involved suspected sexual 
violence within a family; these cases in turn fell into two categories: marital sexual violence and 
incestuous violence. 

Sexual violence against older persons within their family can be: long-term domestic vio-
lence; recent violence in a long-term marriage; sexual victimization in a new marriage. Incestu-
ous violence can be committed by adult children and other relatives, including quasi-relatives.43 
Like other forms of domestic violence, violence against older persons in the family tends to be 
primarily a problem of male violence directed against female victims. Common perpetrators 
are husbands and sons, while typical victims are wives and mothers. In terms of age, spouse 
perpetrators are usually of older age themselves, and incest offenders are often middle-aged. 

An adult child who perpetrates sexual violence against their parent is usually unmarried and 
has poor social life, is unemployed or under-employed, lives in the home of an elderly parent 
and is inancially supported by the parent. In addition, adult children who become abusers of-
ten suffer from mental illnesses or substance abuse. The older and more ill the parent gets, the 
more vulnerable they become, which is especially true for older woman. Overall, cases of abuse 
by an adult child are often multifaceted and may include neglect, psychological and physical 
abuse, inancial exploitation as well as sexual abuse in some cases.44

In incestuous sexual violence cases, perpetrators tend to be adult sons, while mothers usually 
become victims. It is rare for incestuous violence to be perpetrated by adult daughters, although 
the phenomenon does occur. Female perpetrators typically have serious mental health prob-
lems, substance abuse problems or both. Another rarely observed phenomenon is incestuous 
violence perpetrated by other relatives such as sons-in-law, grandchildren, siblings and neph-
ews.45

Sexual violence can have a devastating impact on older women causing long-term suffering, 
such as for example incontinence and pain when urinating because of the injuries. Other conse-
quences include loss of weight, fear of having contracted a sexually transmitted infection, fear 
of leaving the house and loss of enjoyment from social activities (such as shopping) as well as 
fear of men.46

Experiences of interpersonal violence can have a greater impact on women’s health than gener-
al trauma experiences, such as loods, hurricanes or earthquakes. Out of all traumatic experi-
ences sexual assault in adulthood is the most stressful one. Changes in older people’s lives 
that are related to ageing, e.g. retirement, widowhood, chronic illnesses etc, may have an effect 
on how older people experience (sexual) violence and cope with its consequences.47
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The following can be signs of sexual violence:

Unexplained incontinence (bladder or bowel)

Bleeding, bruising, abrasions, infection, tenderness of 
the ano-genital area, thighs, and breasts

Dif iculty walking or sitting, or pain when toileting

Increased interest in sexual matters

Increased sexual or aggressive behaviour

Urinary tract infections

Unexplained venereal disease

Depression or withdrawal

Anxiety or excessive fear around a 
caregiver

Fear of being touched

Insomnia

Consequences of sexual violence may include: 

Severe psychological trauma, shame, guilt, self-blame

Chronic pain, long-term physical and health problems

Increased use of alcohol and other substances

Suicidal thoughts, attempted or completed suicide

Fear and unwillingness to live at 
home

Depression, anxiety, nervousness

Distrust of others

Inability to sleep at night (e.g. hav-
ing nightmares or lashbacks)

Identi ication of risk factors and signs of sexual violence plays a key role in (early) in-
tervention and violence prevention. This can be done during screenings/routine enquiries 
about elder abuse, especially in the healthcare settings. This in turn requires training of profes-
sionals, as well as older persons and their families, and the development of specialized services 
that will take into account older women’s needs. Awareness-raising campaigns also contribute 
to preventing sexual violence against older women. 

Neglect
Neglect can be de ined as a failure by responsible persons to satisfy essential basic needs 
of an older person such as medical attention or necessary medication, food, hydration, hygiene 
and other basic daily activities, safety, clothing etc, which results in serious health and safety 
risks. Unintentional neglect occurs when a carer does not have the skills and/or knowledge 
necessary for taking care of a dependent person who is unable to satisfy their needs on their 
own. In such cases, carers may not be aware of the types of support that are available to them, 
or they might be ill themselves and thus unable to provide care to an older person. Neglect is 
considered intentional (sometimes called active neglect) when an older person is intentional-
ly harmed and/or abandoned, or when others are not allowed to provide adequate care to an 
older person. 
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According to the Prevalence Study of Abuse and Violence against Older Women,48 different 
forms of neglect can take place during the following activities:

Washing or bathing, incl. getting in or out of the bath-
tub or shower

Shopping for groceries, clothes or other things

Taking care of older person’s medication

Getting to and using the toilet 

Preparing meals or eating 

Doing routine housework 

Travelling/transportation 

Getting in and out of bed 

Dressing or undressing 

In the above mentioned study, rates of neglect were calculated for those women who needed as-
sistance with daily activities, but were refused it. 5.4% of older women in 5 countries included 
in the study had experienced neglect in the 12 months prior to the survey: 

 • 3% of older women reported that they had been refused help to do routine housework
 • 2.7% of older women (22.4% in Portugal and 1.1% in Finland) had been refused assistance 

with shopping for groceries, clothes or other things
 • 2.4% of women had not received help with travel or transportation 
 • Other forms of neglect occurred very rarely

Neglect can take the following forms:

Person is abandoned, left unattended for long periods 
of time or locked in the house alone

Inadequate or inappropriate use of medication; per-
son is over-sedated in the middle of the day

Person is not provided with necessary aids, e.g. glass-
es, hearing or walking aids 

Immobility, person stays in bed almost all the time

Inadequate food and drink

Isolation; lack of mental, physical, 
social contacts

Clothing inadequate for the sea-
son

Restraints; person is tied up to the 
chair or bed

Neglect can lead to depression and emotional suffering as well as infectious illnesses and pre-
mature mortality. Signs of neglect include:

Pain, discomfort, multiple large bedsores

Unexplained weight loss, malnutrition, dehydration, 
constipation

Poor hygiene, unkempt appearance: an older person 
is dirty, smells strongly of urine

Poor or nervous interactions between an older per-
son and caregivers/family

Under- or over-medication

Signs of withdrawal, depression, 
passivity 

Absence of required assistive tech-
nologies

Lack of concern on the part of 
caregivers/family
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Institutional abuse
Recently a shift has occurred in perspectives on elderly care with more emphasis placed on 
community care as opposed to care in restrictive institutional settings, which might lead to in-
stitutional abuse. Many countries lack national data on the prevalence of abuse in institutional 
settings; local data from smaller-scale studies is more common.49

There is no standard de inition of institutional abuse. However, it has become common “to draw 
a distinction between individual acts of abuse in institutions and actual institutional or institu-
tionalised abuse.” The term ‘institution’ covers a wide range of health and social care settings, 
as well as any setting where service users interact with professionals (outside their own home). 
This includes hospitals, nursing and care homes, day care (including health and social care), 
respite care (including health and social care), care provided by the voluntary sector and hos-
pice care.50

Abuse in institutional settings can take the following forms: 

Restraints51

Controlling behaviour towards older persons, especially in hospitals and nursing facilities

Forcible con inement

Mechanical restraint, e.g. Posey vests, wrist and ankle restraints made of leather, plastic or 
cloth, their excessive, unwarranted or unnecessary use

Forcing a person to remain in bed or tying them to a bed or chair

Chemical restraint, i.e. unwarranted use of medication to control a person

Inappropriate use of restraints, including mechanical and chemical restraints, within care set-
tings can be an infringement on/denial of person’s rights and dignity. Restraints should only be 
used in very rare exceptional circumstances (for the safety of an older person).52

Physical violence53

Rough treatment, immobilisation, coercion to do certain things, assault
Psychological abuse

Verbal abuse: bossiness, criticism, use of coarse, inappropriate or childish language

Ignoring the wishes or will of a resident, belittling, ignoring and isolating them, or leaving 
them alone against their will
Sexual abuse

Any kind of sexual contact which a resident does not wish for or which they do not under-
stand, and which they are incapable of consenting to
Neglect of care and assistance duty 

Poor standards of care, rigid routines and inadequate responses to older people’s complex 
needs
Violation of rights

Treatment that shows lack of respect for the dignity of an older person
Financial exploitation and other restrictions
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Frequency and types of elder abuse that occur in residential settings were investigated in a 
study conducted in Sweden.54 The indings indicated that elder abuse involving the staff did 
occur. 11% of the staff knew about situations of elder abuse and 2% admitted that they them-
selves had been abusive towards an older resident. Psychological and physical abuse were the 
most common types of abuse by the staff. In the cases reported within this study, abusers were 
mostly characterised as hot-tempered, exhausted and burned out. The abused persons were 
often mentally and/or physically handicapped and usually over 80 years old.

In 2016, Valvira, the Finnish National Supervisory Authority for Welfare and Health, carried out 
research on cases of abuse in institutional settings, including violations of rights and treatment 
that lacks respect for the dignity of older persons. Within this study, a survey was conducted in 
social welfare assisted living units that provide 24-hour residential care. Most of the 7,406 em-
ployees who participated in the survey stated that they had witnessed abuse. 25% of respond-
ents had noticed the use of coarse and inappropriate language on a daily, weekly or monthly 
basis, and 20% had witnessed bossiness, punishment or criticism. The most common offenders 
were another employee or another resident.55

Coercive control 
The Duluth Model of power and control is a tool that is frequently used to understand domestic 
violence. The Power and Control Wheel (see page 37) illustrates the central role that power and 
control play in domestic violence; in particular, the wheel demonstrates how power and control 
that men exercise over women is translated into domestic violence.56 Control is exercised via 
actions intended to manipulate, dominate and regulate person’s feelings, thoughts, opin-
ions, behaviours and actions. It takes advantage of person’s devotion and loyalty, intimacy of 
the relationship and fear caused by violence.57

Coercive control can be de ined as a pattern of behaviour of an abusive partner that involves the 
use of physical violence and related tactics, such as isolation, emotional abuse, and/or econom-
ic abuse, as a means of maintaining control over all aspects of one’s partner’s life. As a result, 
the victim inds themselves entrapped in an unreal world of confusion, contradiction and fear 
created by the abuser.58 

The concept of coercive control arose out of the debate about the nature, extent and distribu-
tion of domestic violence; in particular, the question was whether domestic violence is primar-
ily rooted in men’s control over women or whether it is gender symmetrical, meaning that both 
men and women can be perpetrators of domestic violence.59 As a result of this debate, domestic 
violence has been divided into two main types: situated couple violence and intimate terrorism. 
Intimate terrorism occurs frequently; it is very serious and highly controlling in nature, it can 
escalate over time and is gendered, that is men are perpetrators of intimate terrorism, while 
women are victims. Situated couple violence, on the contrary, is less frequent, less serious 
and is not as coercive or controlling in nature as intimate terrorism; it does not escalate and is 
gender symmetrical.60

Domestic violent crime61 is another approach to domestic violence which focuses on the re-
lationship between violence, economy and society rather than on ideas and motives. It deals 
with violent crimes perpetrated by intimate partners and other family members and is gender 
asymmetrical. According to this approach, violence escalates over time if victims’ resilience is 
compromised due to the lack of access to structural, especially economic, resources. Unlike the 
above mentioned approach, domestic violence crime does not make a distinction between more 
serious gendered and less serious non-gendered forms of violence, and posits that there is po-
tential for violence escalation in any abusive relationship.62
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Researchers have concluded that the concept of ‘domestic violent crime’, which does not 
make a distinction between “serious” and “not so serious” violence and sees all violence 
as gender asymmetrical, is the best way forward if we are to understand and combat 
domestic violence. These factors, as well as the probability of violence escalation when vic-
tims do not have access to economic resources, have important implications for policy. In par-
ticular, the domestic violent crime concept challenges the relevance of current risk assessment 
methodologies predicated on the existence of multiple types of violence, only one of which is 
serious. This is not to deny the existence of coercive control, but to see all violence as coercive 
and controlling.63 This view is re lected in the new UK law “Controlling or Coercive Behaviour 
in an Intimate or Family Relationship” that came into force on 29 December 2015. The aim of 
the law to codify all provisions dealing with coercive and controlling behaviour (criminal and 
non-criminal) into a single act.64

Coercive control which involves physical violence together with psychological aggression and/
or inancial violence is directly linked to intimate partner violence (IPV) which has received 
increased attention recently. While so far research has mostly concentrated on younger wom-
en, it should be noted that older women can experience IPV in two ways: as long-term violence 
throughout their lives or as a new experience that occurs later in their lives (e.g. if they enter a 
new relationship). In any case, exposure to violence in later life has serious health consequenc-
es, can contribute to chronic stress and even lead to early mortality of those exposed.65,66

The National Elder Mistreatment Study conducted in the US explored the relationship between 
coercive control tactics used by intimate partners and risk of physical abuse to persons aged 
60 years or over. 68% of study participants were women, and the mean age of the sample was 
72 years. According to the indings, respondents who experienced emotional coercive control 
by an intimate partner were approximately 8.5 times more likely to also experience physical 
abuse than respondents who reported that they had not experienced emotional coercive con-
trol. At the same time, this study did not ind women to be more likely to experience physical 
violence than men. This might be in part due to the fact that, as emphasized by the researchers, 
the operationalisation of coercive control used in the study was narrow in scope compared with 
the concept of coercive control. Good health and social support appeared to serve as factors 
that protect older people from violence.67

Sexual harassment and stalking
Sexual harassment is de ined as unwelcome sexual advances, requests for sexual favours, 
and other verbal or physical conduct of a sexual nature.68 The 2014 EU–wide FRA survey on 
violence against women de ined sexual harassment as acts that were unwanted by respondents 
and which respondents deemed to be offensive or intimidating; sexual harassment included 
physical, verbal and non-verbal forms as well as cyber harassment. In the EU, on average, 38% 
of women aged 60-74 years had experienced sexual harassment since the age of 15 and 5% had 
experienced it in the 12 months prior to the survey.69

Stalking is unwanted or obsessive attention by an individual or a group towards another per-
son. Stalking behaviour is related to harassment and intimidation and may include following 
and monitoring a victim. A study by Jasinski and Dietz70 examined physical abuse and stalking 
victimization using a survey with a sample of 3622 adults aged 55 years and olderb; the average 
age of respondents was 66.4 years, and women comprised more than a half of the sample. Re-
spondents were asked if they had experienced any of the following actions: 

 • Received unsolicited letters/written correspondence and phone calls

b The original sample included 8,000 men and 8,000 women aged 18 years and older.
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 • Had someone try to communicate with them in other ways against their will 
 • Found unwanted items left for them to discover 
 • Had someone show up at places where they had no business 
 • Had someone stand outside their home, school or workplace 
 • Been followed or spied on
 • Had someone vandalize or destroy their property

Results of the survey demonstrated that domestic violence and stalking among older peo-
ple are almost as common as among all age groups. Women aged 55 years and older were 
signi icantly more likely than men to be both stalked and physically abused by a current part-
ner. At the same time, older men were more likely to report victimization by someone other 
than their current partner. In addition to this, it is important to note that almost one-third of 
respondents indicated that they had a chronic disease or health condition that was disabling or 
interfered with their normal lives. Respondents who reported more serious disabilities were 
also more likely to report that they had been victims of domestic violence or stalking. Also, re-
spondents who were not married were more likely to have experienced domestic violence and 
stalking. These data suggest that, while intimate partner violence and stalking are believed to 
be experienced primarily by younger women, they also affect older women and men.71 

The 2014 FRA survey on violence against women de ined stalking as repeated offensive or 
threatening acts against a respondent perpetrated several times by the same person. The var-
ious acts of stalking were divided into three categories: a) offensive or threatening communi-
cations; b) following or loitering; c) damage to property. According to the results, 18% of EU 
women aged 18–74 years had experienced at least one form of stalking, and 5% had done so 
in the 12 months prior to the survey. Among women aged 60-74 years, 16% had experienced 
stalking since the age of 15, and 2% had experienced it in the 12 months prior to the survey. 72  
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Common forms of stalking by perpetrators include:73

Following a victim or showing up unexpectedly wherever they are; whether a perpetrator 
comes into contact with a victim or not is not important, since watching someone repeated-
ly can be a form of harassment

Sending persistent unwanted gifts, letters/notes/e-mails, texts/messages via social media

Damaging house, car or other property of a victim

Wiretapping victim’s phones, monitoring their computer use or social media accounts to 
learn about them, their family and personal life, their whereabouts

Using technology (e.g. hidden cameras or GPS) to track victim’s location and activities 

Driving by or loitering outside victim’s home, school, or work

Threatening a victim, their family, friends, or pets; a perpetrator may also threaten to reveal 
information (true or false) that could damage their reputation or relationships

Seeking information about a victim via public records, online search services, private in-
vestigators or by going through their garbage/personal property; a perpetrator may also 
contact victim’s friends, family, neighbours or co-workers to gain access to or information 
about them 

Posting personal information or spreading harmful rumours about a victim 

Creating or manipulating situations in order to come into contact with a victim, e.g. apply-
ing for a job where they work or calling them with personal emergencies to make them feel 
guilty or sorry

What can victims do when being stalked74

Stalking can be dif icult to prove for several reasons; it may begin with subtle individual in-
cidents which seem harmless or innocent until they escalate, and it may be dif icult to obtain 
‘hard’ evidence of stalking. If a victim is in contact with their stalker and they feel safe doing so, 
then they should send a clear message that they would like to be left alone (however, for safe-
ty reasons it is not recommended to confront a stalker alone). Victims should also document 
all incidents, however small or isolated they may seem; documentation provides evidence and 
should include dates and places of contact, notes and emails sent by stalkers as well as photos 
and videos of stalkers or those sent by them to victims. It is also recommended that victims in-
stall home security systems and tell others about their experiences. Social media use should be 
limited and victims’ accounts should be private. Finally, victims of stalking should change phone 
numbers and door locks as well as patterns of behaviour.
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CHAPTER 2: AP PROACHES TO VIOLENCE AGAINST 
OLDER PERSONS

Topics Covered
Population ageing and its challenges in the EU
Prevalence of violence against older persons in Europe
Theoretical approaches to violence against older persons

 • Caregiver Stress Theory 
 • Social Learning Theory 
 • Power and Control Theory
 • The Ecological Model Theory 
 • Generational Intelligence Framework

Human Rights Approach

Learning outcomes
Participants will:

Understand challenges posed by the growing elderly population to social and healthcare 
system services

Become aware of gender perspectives on elder abuse 

Understand how theoretical knowledge on violence against older persons is linked to 
interventions and other practical issues in professional work

Be able to challenge ones’ own attitudes and beliefs about older women and men

Feel empathy towards older victims (generational aspect)

Notes for the trainer
Try to fi nd na  onal/local sta  s  cs/studies showing the prevalence of violence against older 

persons in your country/region 

When talking about perpetrators of violence against older women, it is important to show 
that, according to literature on the topic, over 50% of perpetrators are spouses/partners, 
and psychological abuse is the most common form of violence.  IPV among older couples 
is more of a hidden issue, and social and healthcare professionals o  en assume (based on 
their prac  ce) that main perpetrators of violence are adult children and the most common 
form of abuse is fi nancial. This is due to the fact that adult children o  en have mental and 
substance abuse problems and therefore the authori  es get to interact with them. Also, 
couples may require fewer social and healthcare services (e.g. home care) than older per-
sons living alone. 
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Population ageing in the EU and its challenges

The EU population is becoming progressively older as a result of  increasing life expectancy at 
birth, low fertility rates and entry of the post-second world war baby-boom generation into 
retirement.1 It is estimated that in 2020 the amount of people aged 65 years and older will 
amount to 20.5% of the total population in European countries, and by 2040 it will increase to 
27%. The amount of people aged 80 years and older will be 5.9% and 9.1% respectively (see 
igures 1 & 2).2 

According to the 2017 Synthesis Report on the Implementation of the Madrid International 
Plan of Action on Ageing, in Finland, Germany, Italy, and Portugal, more than one ifth of the 
population was 65 years old and above in 2015, and the proportion is expected to increase by 
over a quarter by 2030. This will also be the case in Greece, Slovenia and Spain. The proportion 
of those 80 years old or above is also growing fast: by 2030, this age group is expected to reach 
an 8% mark in Finland and 9% in Italy.3 

Age group 2015 2020 2030 2040 2050 2060

Children (0-14) as % of total 
population 15,6 15,6 14,9 14,6 15,0 15,0

Population (15-64) as % of 
total population 65,4 63,9 61,1 58,4 56,9 56,6

Elderly (65 and over) as % of 
total population 19,0 20,5 24,1 27,0 28,2 28,4

Very elderly (80 and over) as 
% of total population 5,3 5,9 7,2 9,1 11,0 11,8

Very elderly (80 and over) as 
% of 65+ population 27,9 28,6 29,9 33,6 39,0 41,6

Advances in medical science and social welfare could ensure that many older people enjoy 
longer periods free from disability when they reach old age. Diseases can also be avoided or 
their impacts lessened through better health care strategies. However, people aged 85 years 
and older may still have poorer health and therefore be more vulnerable to abuse. In this group, 

Figures 1 & 2. Projection of proportion of the population within EU countries 2015 – 2060.4
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there are more women than men since women tend to live longer.5 In particular, life expectancy 
at birth for women in Europe is about 5.5 years longer than for men, which results in “feminiza-
tion of ageing”. Therefore, gender aspect of population ageing should be taken into account by 
policy-makers (see igure 3).6

Women face more challenges associated with ageing than men. In comparison to men, older 
women are three times more likely to be widowed or to live alone and spend more years and a 
larger percentage of their lives disabled; women are also nearly twice as likely as men to reside 
in a nursing home, and are more than twice as likely to live in poverty. Poverty is of particular 
concern since it increases with age and is especially prevalent among older women of colour 
and older women who live alone. Most women in old age will live their lives as widows depend-
ent on social security bene its as their primary source of income. Therefore, the older women 
get, the more vulnerable they become.8 

The challenge for violence prevention services is to increase knowledge on how to sup-
port older victims of abuse, especially women, and such attitudes as ageism and sexism 
should be addressed at the societal level. What is more, there is a lack of understanding of 
how dementia and cognitive impairment can affect behaviour, particularly lead to aggressive 
and over-sexual behaviour. Collaboration with local services is needed to resolve these issues, 
and social and healthcare organizations must be supported in their efforts to address abuse 
and safety matters. This is especially true since the number of older patients visiting social and 
healthcare institutions may increase, as well as the number of nursing home placements, and 
they may have poor health, e.g. physical and cognitive impairments (the number of people with 
dementia is particularly expected to increase), which in turn will lead to additional expendi-
tures on healthcare systems.9

Findings from the cross-national abuse survey Elder Abuse: A Multinational Prevalence Sur-
vey – ABUEL,10 which was carried out in 2009, demonstrated that 26% of people aged 60–84 
years living in seven European urban communities had experienced some form of abuse in the 
12 months prior to the survey. Violence against older persons has been historically consid-

Figure 3. Population pyramids by gender 2015 and 2080.7
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ered a social issue, but currently it is seen more and more as a population health issue as well. 
Regardless of the nature or type of abuse, it can lead to physical and mental health problems 
and decreased quality of life of older persons. The survey showed that respondents who had 
experienced psychological, sexual or physical abuse or had physical injuries had more frequent 
contacts with health care providers than non-abused respondents in the last 12 months prior to 
the survey. The study also revealed that inancial abuse was the only form of violence which did 
not lead to more frequent use of healthcare services. Another analysis of the data revealed that 
an experience of any type of abuse was statistically associated with using healthcare services.11 

The role of healthcare service organizations in the identi ication of abused older people 
and people at risk of abuse is crucial. Recognizing risk factors, applying abuse identi ication 
instruments and implementing good practices of medical examination and documenting, e.g. 
forensic evidence for legal purposes, can help healthcare organizations ful il this role. In ad-
dition, healthcare organizations should implement intervention strategies if needed, conduct 
safety assessments, share information with victims and families, make referrals to appropriate 
services and cooperate with different actors within healthcare, social and legal systems.

Prevalence of violence against older persons in Europe
Information on violence against older women and men in Europe is very limited. The prev-
alence rates vary from 0.8% to 29.3%; for men the rates are 0.7%-15% and for women they 
are 0.9%-23.3%.12 The results often depend on de initions, surveys and sample methods used. 
However, WHO assumes that current numbers may re lect only a small proportion of incidents, 
and some experts believe elder abuse is underreported by as much as 80%.13

There is a lack of standardized criteria and legal provisions for measuring violence 
against older people. As a result, the actual scale of the problem is unknown, which impedes 
the development of effective prevention and response measures. There is a need for introducing 
a new set of universally applicable standards for the protection of older persons against vio-
lence, which would contribute to providing a comprehensive response to the problem.14

Both women and men can experience abuse and/or neglect in later life, especially when they 
start to show signs of disability and become dependent on others for help in their daily ac-
tivities.15 However, older women face greater risk of physical and psychological abuse due to 
discriminatory societal attitudes and the lack of realization of women’s human rights.16 In addi-
tion, the vast majority of older victims of sexual violence are women.

In the 2007 UK Study of Abuse and Neglect of Older People,17 over 2,100 people in England, 
Scotland, Wales and Northern Ireland were surveyed; this included people aged 66 years and 
over living in private households. Overall, 2.6% of people aged 66 years and older reported 
that they had experienced mistreatment involving a family member, close friend or care worker 
over the past year. When in incidents involving neighbours and acquaintances were included, 
the overall rate increased from 2.6% to 4%. Prevalence rates of different types of mistreatment 
were the following: neglect (1.1%), inancial (0.7%), psychological (0.4%), physical (0.4%) and 
sexual (0.2%). 6% of those who had experienced mistreatment in the past year prior to the sur-
vey reported two different types of mistreatment.

Women were more likely to say that they had experienced mistreatment than men (3.8% of 
women compared to 1.1% of men). Men aged 85 years and over were more likely to have expe-
rienced inancial abuse than men in the younger age groups, whereas women aged 85 years and 
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over were more likely to have been neglected. In addition, people living alone were more likely 
than those living with others to have experienced inancial abuse. 

Prevalence of mistreatment increased with declining health condition. Levels of mistreat-
ment were higher among older people with: poor self-reported health condition; a limiting 
long-term illness; lower quality of life; and among those suffering from depression. Overall, 
mistreatment was more widespread among people who reported feeling lonely in the week be-
fore the survey compared to those who had not felt lonely. 51% of incidents of abuse involved a 
partner/spouse, 49% another family member, 13% a care worker and 5% a close friend. 

Prevalence of mistreatment varied depending on marital status and sex. 4.6% of single women 
reported having experienced mistreatment (0.2% of men); among women living with a partner 
(married or cohabiting), 4% reported having experienced mistreatment (1.2% of men), while 
only 1.3% of widowed women did so (1.6% of men). A signi icant inding was the higher rate 
of interpersonal abuse (psychological, physical and sexual) reported by women who were sep-
arated or divorced: 7.8% reported interpersonal abuse and 15.4% reported any form of mis-
treatment. This suggests that domestic violence may remain a force in some women’s lives even 
when they no longer live with their abusive partners. When it comes to abusers, in two-thirds 
of the cases perpetrators lived in the same household as their victims, and in two- ifths of the 
cases respondents provided care to them. 75% of perpetrators of interpersonal abuse were 
aged 65-74 years and 80% of them were men.18 

Violence against older women was also researched in the Prevalence Study of Abuse and Vio-
lence against Older Women that involved partners from ive EU countries: Finland, Austria, Bel-
gium, Lithuania and Portugal. It was coordinated by the National Institute for Health and Wel-
fare THL (Finland). The survey included women aged 60-97 years who lived in private houses 
and asked them questions about violence and abuse in the last 12 months. 2,880 women were 
surveyed in all participating countries during 2010. 

Overall, 28.1% of older women had experienced some form of violence. Emotional abuse was 
the most common form of violence experienced (23.6%) followed by inancial abuse (8.8%), 
violation of rights (6.4%) and neglect (5.4%). Sexual abuse (3.1%) and physical violence (2.5%) 
were the least reported forms. In most cases, perpetrators of emotional abuse, inancial abuse, 
sexual abuse and violation of rights were women’s partners or spouses. Neglect was an excep-
tion to this; in most cases of neglected older women were abused by their adult children, chil-
dren-in-law or a home care worker.19

According to the FRA study, on average 19% of surveyed women over 60 years old had experi-
enced partner violence since the age of 15 and 3% in the past 12 months prior to the survey. In 
terms of non-partner violence, the percentages were 17% and 3% respectively. 66% of women 
did not report the most serious incidents of partner violence to the police or any other organi-
zation.20 

WHO estimates the prevalence of physical and/or sexual intimate partner violence among 
ever-partnered women in Europe to be 25.4% and in high income countries 23.2%. The 
global prevalence of physical and/or sexual intimate partner violence among all ever-partnered 
women is 30.0%. It should be emphasized that globally violence is widespread already among 
young women aged 15–19 years. This suggests that violence commonly starts early in women’s 
lives and/or relationships, and then its prevalence progressively rises to reach its peak in the 
age group of 40–44 year olds.21 
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Theoretical approaches to violence against older persons
Theories and approaches to violence against older persons in luence our understanding of risk 
factors, prevention and interventions. Theories describe aspects of different phenomena that 
exist and show how they happen as well as explain why those phenomena happen. Theories 
dealing with violence against older persons tend to adapt existing theories from other ields, 
including child abuse, intimate partner violence and domestic violence, rather than develop 
unique theories. The emphasis of theories presented in this training manual is on interpersonal 
relationships, although there are also broader sociocultural and multisystemic approaches to 
violence. 

Before presenting theoretical approaches to violence, however, it should be mentioned that vio-
lence against older people is a complex phenomenon. It can take multiple forms such as physical, 
sexual and emotional violence, neglect, and inancial exploitation. Perpetrators can be spouses 
or partners, family members, caregivers, and other persons in positions of trust or authority. 
The complexity of violence cases means that no single theory can explain all manifestations and 
situations of violence. Different theories explain different aspects of a complex problem, and 
theoretical explanations should address not only individual characteristics of older victims and 
their perpetrators, but also the broader context within which violence occurs.22 

Caregiver Stress Theory 
This theory is one of the earliest explanations of elder abuse. Research on violence against older 
persons conducted in the early 1980s suggested that caregiver stress was the primary cause of 
violence. The Caregiver Stress Theory focuses on family members caring for an older adult 
who is impaired in some way. Without support, the carer can be unable to adequately per-
form their caregiving responsibilities. The older victim in this theory is typically described as 
highly dependent on the caregiver, who becomes overwhelmed, frustrated and abusive because 
of the continuous caretaking demands of the older person.

Researchers in the early 1980s faced signi icant challenges: they were studying a problem that 
was rarely discussed and poorly understood. There were no baseline data or common de ini-
tions of elder abuse. Sample sizes were often small and results were not frequently generalized. 
What is more, most studies gathered information from professionals and abusers – not victims 
themselves. It should be noted however that results derived from abusers’ perspectives need 
to be interpreted with caution since abusers are known to downplay abuse and justify their 
behaviour. Overall, the Caregiver Stress Theory can lead one to think that stress is an acceptable 
justi ication for violence, and it has been concluded that focusing solely on stress can divert 
attention from other signi icant contributing or causative factors.23

Social Learning Theory 
This theory posits that violent acts are learned behaviour transferred through the pro-
cess of modelling (transgenerational violence), in the sense that violence may be passed down 
from generation to generation. When children observe violence, they internalize this behav-
iour and start to perceive it as acceptable. They also learn attitudes towards and roles of men 
and women in family and society. Therefore, violence in this theory is a result of an individual 
having learned to use violence in an earlier context to either resolve con licts or obtain desired 
outcomes. Violence against an older person thus may be perpetrated by a child who was them-
selves abused by their parents.24 
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Power and Control Theory
In some cases, elder abuse takes a form of intimate partner violence with dynamics sim-
ilar to that of the power and control dynamics experienced by younger women who are 
abused.25 As a sociocultural feminist approach, the Power and Control Theory explains violence 
in a societal and multi-system context, highlighting men’s power and control over women. Ac-
cording to this theory, violence is grounded in the perpetrator’s need to gain and maintain 
control over the victim. Many abusers harm older persons to meet their own needs, believ-
ing that they are entitled to use any means to achieve their goals and that they have a right to 
control their victims. Also, many abusers hold rigid stereotypes about people over whom they 
exercise power.26 

Figure 4. Domestic Violence in Later Life. As described by older battered women in support groups
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According to the Power and Control Theory, perpetrators use various tactics to gain and re-
tain control over their victims; often they set rules for the living arrangements such as dinner 
time, what is watched on television, who the victim talks to and where they are allowed to go. 
Abusers’ thinking patterns lead them to believe their needs and wants are more important than 
those of other people and thus they can use any methods to satisfy those needs; for example, 
they can steal from a grandparent if they need money or force a spouse to have sex if they desire 
sexual contact or want to dominate or humiliate their partner.27

The Power and Control Wheel illustrates different forms of violence described by older women 
attending support groups for battered women in the USA. They described physical abuse, sex-
ual violence, isolation, emotional abuse etc, and different tactics used against them by spouses, 
partners, caregivers, or adult children (See igure 4)28.

The Ecological Model Theory
Gender must be taken into account to understand violence and respond to it. In particular, there 
is a need for broader analysis to acquire a clearer understanding of how economic, social and 
political status of women and the elderly, as well as the cumulative effect of ageism and sexism, 
contribute to violence against older persons.29 The Ecological Model Theory has been increas-
ingly applied to the complexity of violence against older persons since it identi ies a large num-
ber of factors which can arise at individual, relationship, community and societal levels and lead 
to violence. 

The Ecological Model Theory was irst developed by Bronfenbrenner in 1979 to describe child 
development and well-being. According to Bronfenbrenner, the world of a child consists of ive 
systems of interaction: Micro-, Meso-, Exo-, Macro- and Chronosystem. Each system offers an 
ever-growing diversity of options and sources of growth. Bronfenbrenner’s work has been used 
primarily to interpret and understand the domain of child and adolescent psycho-social devel-
opment.

Microsystem consists of the child’s most intimate learning environment (physical, social 
and psychological). The real power of this initial set of interactions with the family lies in 
what children experience in terms of developing trust and mutuality with signi icant people 
in their lives. Forging caring relationships between a child and parents (as well as other car-
egivers) contributes to a child’s healthy personality. 

Mesosystem contains the community and relations with each other in ever-expanding cir-
cles and even more expansive relations. The real power of mesosystems is that they help to 
connect two or more systems in which a child, parents and family live. 

Exosystem means systems we all live in psychologically and not physically. Exosystems are 
the contexts we experience indirectly; however, they too have a direct impact on us. This 
implies that there are different systems of societies which can be empowering or degrading. 
Exosystem can include, for example, healthcare policy and system and social welfare. 

Macrosystem is a larger system of cultural beliefs, societal values and political trends.

Chronosystem frames all of the dynamics of families, communities, social systems as well 
as values, beliefs and traditions, and can be the historical context which changes over time.30
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When applied to violence against older persons, the Ecological Theory Model suggests that vio-
lence and neglect occur within four systems, namely the micro-, meso-, exo- and macrosystems 
(see igure 7 on page 58). These systems may overlap however, since risk factors found in one 
system may also exist in other systems.31

 • Microsystem (individual level) refers to the relationship between older persons and 
their caregiver and close family

 • Mesosystem (relationship level) refers to the relationship between older persons 
and wider community

 • Exosystem (community level) focuses on interactions between, for example, older 
persons and elderly care services in the community and society and their impact on 
older people’s well-being

 • Macrosystem (societal level) refers to beliefs about and attitudes to older persons, for 
example how valuable they are considered to be in society

Eventually the chronosystem was added to the analysis of elder abuse in 2011 to explore in-
stitutional violence against older persons, that is violence happening for example in nursing 
homes. This system focuses on the impact of time on multiple levels and/or contexts of (poten-
tial) abuse (e.g. the effect of the length of residence in a nursing home on the likelihood of abuse 
occurring).32

The Ecological Model Theory is useful for examining violence against older persons because it 
offers a broader understanding of risk factors, prevention and interventions as it deals with old-
er victims, perpetrators, contexts of caregiving as well as a broader societal context. This theory 
explores the interplay between individual and contextual factors and views violence as a result 
of multiple in luences on behaviour.33

Individual roots of violence focus on individual characteristics which increase the like-
lihood of being a victim or a perpetrator of violence. For example, having substance abuse 
and a history of aggression and violence present risks at the individual level.

Relationship roots of violence emphasize relations with peers, intimate partners and fam-
ily members and view quality of the overall relationship as a causal factor. An example is 
intimate partner violence and violence by a caregiver towards a care recipient.

Community roots of violence look at community norms related to domestic violence, for 
example a social norm of family privacy, norms related to male authority over women, tradi-
tional gender norms and social isolation in the community, which is viewed as both a cause 
and a consequence of abuse. 

Societal roots of violence refer to cultural norms which see violence as an acceptable way 
of resolving con licts, e.g. norms that support male dominance over women and children.34
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Generational Intelligence Framework
This framework offers an insight into violence against older persons by incorporating both inter-
personal relationships and the wider social environment, and regards generational intelligence 
as a way of understanding violence against older persons. Generational intelligence includes 
the ability to re lect on and act based on an understanding of one’s own, and other peo-
ple’s, life course as well as family and social history, and place this understanding within 
social and cultural context. In this framework, relationships are viewed as inter-genera-
tional space in which perceptions, attitudes and ideas about other generations and age 
groups are shaped by society and culture. 

To become generationally intelligent, one must become aware of their own generational iden-
tity, understand other generational identities and build empathy towards them. Thus, being 
generationally intelligent means acting in a way which considers generational differences (e.g. 
in terms of values and needs).35 According to this framework, the dominant generation cannot 
see beyond their own priorities and can regard generational differences as threatening. At a so-
cietal level, ageism takes place when older generation’s priorities and needs are viewed as less 
important than those of dominant age-groups. 

Negative social attitudes towards older people might lead to seeing elder abuse as acceptable. 
Social ageism thus acts as an ‘enabler’, that is a factor which permits elder abuse as it creates a 
context or social space where such behaviour is possible or more likely. In the generational in-
telligence framework, elder abuse is therefore seen as a form of ‘damaged’ intergenerational re-
lations, due to ageism or dysfunctional organisational environments.36 This makes generational 
intelligence important in the caregiving context where it opens up opportunities for examining 
and promoting positive interactions between younger and older people through for example 
training professionals.37

Human rights approach
Professionals within the elder abuse ield are becoming more and more interested in the human 
rights perspective on elder abuse and its prevention. The human rights implications of elder 
abuse are recognized in many countries. These countries acknowledge that to protect older 
people from poor treatment and cruel practices and to empower them to speak up social policy 
must move from a needs-based approach to a rights-based one. As a result, human rights are 
increasingly becoming the foundation of elder abuse prevention practices.38

In the context of population ageing, which has emerged as a worldwide concern, more atten-
tion is being paid to the importance of promoting human rights of older people. Human rights 
are universal legal guarantees that protect individuals and groups against infringement upon 
their fundamental freedoms, dignity and entitlements. They have intrinsic value for all human 
beings and are founded on respect, dignity and worth of every individual. Violence against 
older persons is a form of violation of human rights. In particular, different forms of abuse 
can violate such individual human rights as the right to privacy, right to autonomy and freedom, 
right to have access to family and friends. At the same time, violation of personal rights of older 
people can be seen as a form of abuse in itself. This form of abuse has also been referred to as 
social abuse. The denial of human rights to older persons presents a macro level context of 
elder abuse.39,40
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CHAPTER 3: CO MPLEXITY OF VIOLENCE AGAINST 
OLDER PERSONS 

Topics Covered
Main types of domestic violence against older persons
Invisibility of older women as victims of violence 
Gender perspectives on violence against older persons
Ageism, sexism and violence against older persons 
Speci ic situation of older women as victims of violence
Violence against older persons with dementia

Learning outcomes
Participants will:

Learn about main types of violence against older persons

Understand how invisibility of older victims of violence in luences their professional life

Become aware of gender differences in how older people experience domestic violence 

Explore the connection between ageism, sexism and violence against older persons

Learn about violence against older people with dementia

Notes for the trainer
This chapter introduces many different aspects of violence against older persons; there-

fore, it is recommended that the trainer chooses topics that are relevant for participants. 
For example, the connection between dementia and abuse may be of great importance 
to professionals working in home care.
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Main types of domestic violence against older persons
The term ‘violence against older persons’ can be applied to victims aged 50 years and 
older. This is due to the fact that not much is known about violence against ‘younger’ older per-
sons. Most research on elder abuse focuses on people who are over 65 years old and/or are frail 
and dependent on their caregivers. However, there is a lack of knowledge about and research 
on victims aged 50-62 years since most of them are healthy and many might still be employed; 
therefore, this group rarely uses social or health care services intended for elderly. In addition, 
the number of victims aged 50 years and older who access domestic violence services (e.g. hot 
lines and shelters) is in general rather low. This is partly because many services for domestic 
violence victims focus on meeting the needs of younger women and their children.1 

Different factors may cause domestic violence against older people. For example, cognitive 
impairment (dementia processes) can contribute to sexually inappropriate and/or aggressive 
behaviour. ‘Payback’ violence and neglect might occur due to changing roles of family mem-
bers, for instance when an abusive man becomes physically and psychologically dependent on 
his wife. These factors together with the distinctive features of older people’s situations (e.g. 
poor health, retirement etc) make violence against older persons a complex phenomenon that 
requires appropriate responses.  

There are three main types of domestic violence against older persons2:

Domestic violence while growing older: domestic violence starts (rather) early in life and 
continues into old age (e.g. long-term intimate partner violence)

Domestic violence in later life: an older person enters into an abusive relationship later in 
their life and a perpetrator might be a new spouse/intimate partner

Domestic violence that begins in old age: a strained relationship, which started earlier in 
life, escalates into violence as partners age. This type is often linked to retirement/disability.

Invisibility of older women as victims of violence
Violence against older women exists on the margins of societal discussion of violence, and nei-
ther domestic violence nor elder abuse adequately capture the experiences of older women 
as victims of violence. On the one hand, there is a lack of gender analysis in the elder abuse 
ield; on the other, efforts to combat and prevent violence against women lack a ‘lifespan’ 

approach to violence and are ixated on ‘visible’ victims (i.e. younger women). As a result, 
older women as victims of violence have become invisible and are usually overlooked. However, 
although the rates of physical and sexual abuse among older women are lower than among their 
younger counterparts, non-physical forms of violence (e.g. verbal and emotional violence) do 
not demonstrate such an inverse relationship with age. Therefore, older women’s experiences 
should not be marginalized and the gendered nature of violence against them should be 
recognized to effectively address their victimization.3

Although the consequences of violence are profound, only a small proportion of older victims 
seek help. This might be due to, for example, feelings of powerlessness, shame or guilt.4 Un-
derreporting in turn reinforces the belief that violence against older people is not widespread 
resulting in a vicious cycle (see also igure 5) in which:5,6,7
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Professionals tend to believe that domestic violence does not occur amongst older people;

This false assumption leads to a lack of recognition of violence against older people and 
understanding of its signs; 

This in turn may encourage professionals to associate injuries, confusion or depression with 
age related issues rather than violence; 

As a result, professionals do not offer older people opportunities to report violence; 

Since older people rarely report violence themselves, they remain invisible as victims;  

This vicious cycle is also based on prevalence studies which assume that experienced vio-
lence decreases with age and is not a signi icant problem for older persons. 

Figure 5. Invisibility of older persons as victims of violence
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Gender perspectives on violence against older persons
The following are some gender differences pertaining to older people’s experiences of violence:

 • Older women are more likely to be victims of domestic violence than older men, in part 
because they usually live longer; 

 • Domestic violence and/or neglect are often perpetrated by older women’s spouses, part-
ners or adult children;

 • Older men usually become victims of domestic violence or neglect perpetrated by their 
adult children or close friends; 

 • Women are more likely than men to experience violence in younger age, and it may contin-
ue throughout their lives; years of violence can have severe effects on victims’ health; 

 • Older men’s irst experiences of violence or neglect may occur later in their lives once they 
have developed a disability and started to rely on others for help; 

 • Older women may have fewer inancial resources than older men, and thus may ind it 
harder to leave a violent relationship because of inancial dependence. 

Violence and neglect affect older people emotionally and physically. Both older women and men 
may feel shocked, embarrassed, guilty, or ashamed that someone they trust is hurting or taking 
advantage of them. Some older persons may feel that they must help and protect their spouse or 
children, even if they are abusive. Also, older people may not think about the consequences or 
effects of violence on themselves. In intimate partner violence cases, children may discourage 
their parent from taking action, for example by protecting the other parent or refusing to take 
sides.8

Since violence against older persons has traditionally been considered ‘gender neutral’, re-
sponses to it are focused on personal or interpersonal problem-solving and do not take into 
account the broader context.9 Older women, however, are more likely to live longer than 
their spouses as well as to live in poverty, be dependent on social welfare and suffer from 
chronic health problems, disabilities and other limitations in their daily activities. These 
factors marginalize older women in society, increase their risk of being abused and make 
it dif icult for them to seek support. Cumulative effects of long-term gender discrimination 
combined with ageism and a failure of the feminist movement to take older women’s interests 
into account make older women invisible or subject to negative stereotyping. In particular, 
older women have often been excluded from studies of violence against women and have large-
ly been absent from discussions on shelters and hotlines. Therefore, the circumstances and 
special needs of older women as victims of abuse have been overlooked. As a result, they might 
lose their right to live their lives free from violence.10,11

The fact that violence against older women is in many cases perpetrated by their spouses justi-
ies the use of a gender-based approach, at least in the domestic violence context.12 The ‘gender 

lens’ uncovers how public policies, programs and practices affect men and women differ-
ently. When inequalities and disadvantages are based on gender, it should be taken into account 
by decision-makers in order to restore fairness and equality.13

While it is commonly assumed that domestic violence is mainly experienced by younger wom-
en, it is clear that older women also experience physical, sexual, emotional and inancial 
violence and neglect by their partners and other family members, and that the dynam-
ics of power and control are the same regardless of victims’ age. However, since violence 
against older women is considered only within the context of ‘elder abuse’, gender differences 
are largely ignored. This supports the perception of older persons as sexless, and treats male 
and female victims of abuse in later life in the same way.14



48

Women can experience violence through their whole lives (see igure 6); however, there is a lack 
of understanding of such long-term violence, and evidence-based prevention and intervention 
strategies covering the whole lifespan of women are largely non-existent. While gender analy-
sis of violence against women focuses on male domination and subordination of women, it has 
been overlooked that subordination might be especially relevant in older women’s cases since 
they are less likely to have adequate pensions and other bene its than older men, leaving older 
women with fewer resources to ensure their independence.15

Ageism, sexism and violence against older persons
Robert Butler, a physician and social scientist, was the irst one to de ine the term ‘ageism’ in 
1960 as “a process of systematic stereotyping of and discrimination against people be-
cause they are old, just as racism and sexism accomplish this with skin colour and gender. 

Figure 6: Gender Violence Throughout a Woman’s Life16
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Old people are categorized as senile, rigid in thought and manner, old-fashioned in mo-
rality and skills. Ageism allows the younger generations to see older people as different 
from themselves; thus, they subtly cease to identify with their elders as human beings.”17 

The World Health Organization de ines ageism as “the stereotyping and discrimination against 
individuals or groups on the basis of their age; ageism can take many forms, including prejudi-
cial attitudes, discriminatory practices, or institutional policies and practices that perpetuate 
stereotypical beliefs.”18 According to the 2015 Special Eurobarometer,19 one ifth of respondents 
(21%) reported that, in the 12 months preceding the survey, they had personally felt discrim-
inated against or had been harassed; 5% reported having been discriminated against due to 
being over 55 years old, and 4% due to their (see the graph below).

Both men and women experience ageism in the form of stereotyping. Typically, older men 
are stereotyped as increasingly feminine, weak and dependent, while older women are viewed 
as asexual, unhealthy and also dependent. Ageism is re lected in the language used to talk about 
older men and women, and it denies them their autonomy and dignity and creates barriers to 
exercising their human rights. As a result, ageism can be seen as a factor that permits violence 
against older people and can contribute to the denial of the seriousness of this issue. Ageism is 
therefore central to understanding and confronting violence against older persons.20,21 

It should be stressed that negative attitudes towards older people are widely present with-
in the health and social care settings where older persons are most vulnerable. Ageism has 
been demonstrated to cause cardiovascular stress, lowered levels of self-ef icacy and de-
creased productivity. What is more, older people’s own perspectives on aging can have harm-
ful effects on their health. Research suggests that older people who have negative attitudes 
towards ageing may live on average 7.5 years less than those with positive attitudes.22,23

Older women experience not only ageism but also sexism, and a combination of age and gender 
discrimination puts older women at higher risk of violence and abuse.24 The term ‘double jeop-
ardy’ refers to the fact that women experience more disadvantages than men as they age due 
to the combination of sexism and ageism.25 Furthermore, inequality and discrimination experi-
enced by women intensify with age.26 Feminization of poverty is a key manifestation of this, and 
invisibility of older women is symbolic of this phenomenon.27
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Speci ic situation of older women as victims of violence
Older women experience violence differently from younger women, which has signi icant im-
plications for the suitability of existing domestic violence services for their needs. Violence can 
escalate over time and its effects may become more severe due to increased fragility and vul-
nerability of older women. The forms of violence women experience can also change with age. 
For instance, while physical violence may diminish over the years, it can be replaced with more 
serious psychological abuse and other forms of control and domination, including humiliation 
and derogation.28 However, in many cases older women do not see psychological/emotional 
abuse as violence, or they tend to understate emotional abuse as physical violence they experi-
ence decreases.29 Also, women who experience violence are likely to be victims of several forms 
of abuse. As a result, if an older woman admits to experiencing one form of violence, it is 
likely that she is or has been a victim of other forms as well.30

Overall, there are several differences in how younger and older women experience domestic 
violence, and these can be divided into ive categories: traditional norms, inancial barri-
ers, (dis)ability, lack of knowledge and information, and social networks.

First of all, many older women were socialized into norms that differ from younger women’s 
norms. In particular, they tend to have more traditional attitudes and values when it comes to 
gender roles, marriage and family. As a result, many older women share a belief that divorce is 
a taboo, view family matters as strictly private and are very loyal and committed to their fami-
lies. Such values prevent older women from discussing family problems with others, including 
discussing domestic violence. 

Secondly, inancial dif iculties which older women face can keep them in abusive relationships. 
Many older women were housewives when they were younger. Therefore, when they got a 
chance to work in later life they lacked skills and experience to seek employment, and were also 
faced with ageism. As a result, their pensions might be low, and they might not have any savings.  

Thirdly, older women are more likely than younger ones to have health issues, which makes 
them highly dependent on other people, and some health conditions might render older wom-
en especially vulnerable. Due to this, it might be dif icult for them to leave a violent situation if 
they receive care from abusive partners. Also, some older women provide care to other family 
members, e.g. their abusive husbands, and strong care ethics can prevent them from leaving. 

Furthermore, older women may have gotten accustomed to living in a situation of long-standing 
abuse, and they might not realize that this situation is not normal. In addition, they might be 
unaware of available services and help. 

Finally, as women age, their social networks become smaller due to the deaths of their peers, 
and it might become more dif icult to stay in contact with those who are still alive. As a result, 
abusive spouses may be the only people left in older woman’s lives, which contributes to the 
feeling of isolation.31

Violence against older persons with dementia 
Dementia refers to a number of conditions which develop as a result of degenerative changes 
in the brain, and primarily affect older people. For instance, Alzheimer’s disease is the most 
common form of dementia. Dementia can be characterised by the loss of cognitive, social and 
behavioural functions, which impacts person’s mood and personality as well as their ability to 
speak, understand, think rationally, communicate, remember and perform basic self-care ac-
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tivities such as dressing, eating and bathing. As dementia progresses, an older person requires 
increased assistance and care due to more profound disabilities.32 

According to Alzheimer’s Disease International, 46.8 million people worldwide lived with some 
form of dementia in 2015. The regional estimates of dementia prevalence in people aged 60 
years and over currently range from 4.6% in Central Europe to 8.7% in North Africa and Middle 
East; other regional estimates fall between 5.6 and 7.6%.33

Population ageing is a crucial factor in understanding the future global distribution of demen-
tia, given that age is the main risk factor; in general, more older people will mean more people 
at risk of developing dementia. It has been estimated that the number of people with dementia 
will reach 74.7 million in 2030 and 131.5 million in 2050. The impact of dementia can be un-
derstood at three levels: at the individual level, dementia can cause health problems, disability, 
poor quality of life and reduced life expectancy; at the family and friends’ level, it means that 
they need to provide more care and support to a person with dementia; at the wider societal 
level, it means higher health and social care costs. While dementia does shorten life expectancy 
of those affected, the greatest negative impact it has is that on the quality of life of both individ-
uals living with dementia and their family and carers.34

Dementia is associated with stigma: an external stigma towards persons with dementia and an 
internal stigma since affected people feel ashamed of themselves.35 As a result, many people 
who have dementia feel marginalised and isolated, and may lose their friends or become mis-
understood by their family members.36 Dementia-related stigma can also make people unwill-
ing to seek diagnosis and/or support once diagnosed. In addition, family members can ignore 
early signs of dementia because of the fear of stigma since they can also experience its negative 
effects. External dementia related stigma also exists among health care professionals, which 
might lead to lower standards of care and distortion of services.37

Violence against older persons with dementia is underreported because its detection is often 
complicated by various biological, pathological, ethical and cultural factors. For example, de-
mentia is associated with a high level of dependence on carers. Thus, older persons may be re-
luctant to report violence due to their fear of retaliation or losing support. In addition, it might 
be dif icult to distinguish common physical and psychological signs of violence (e.g. withdrawal 
from communication) from dementia symptoms. Current estimates of prevalence of violence 
against older people with dementia vary greatly between studies, from 27.9 to 55%.38 Psycho-
logical violence is the most common form of violence against older persons with dementia, with 
prevalence estimates ranging from 27.9 to 62.3%; physical violence has been estimated to affect 
from 3.5 to 23.1% of older persons with dementia.39 

Several studies have reported higher rates of physical abuse of people with dementia than of 
those without this disorder. For instance, older persons with Alzheimer’s disease have been 
found to be 4.8 times more likely to experience violence than those who do not have it. Disrup-
tive and aggressive behaviour of people with dementia can be a major cause of stress for carers 
(family members, paid carers or health care service providers), which might lead them to retal-
iate with violence and result in drinking problems. Carers, who may be old and frail themselves, 
can also be victims of assault by care recipients with dementia, and violence on the part of car-
ers can make care recipients even more aggressive.40,41 In addition, depression, anxiety, alcohol 
abuse, social isolation and poor relationships with victims before the occurrence of dementia 
are associated with a higher risk of violence and neglect by carers. In long-term care facilities, 
low levels of job satisfaction and high burnout rates among workers may lead to an increased 
risk of violence and neglect.42
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CHAPTER 4: RISKS AND CONSEQUENCES OF 
VIOLENCE AGAINST OLDER PERSONS

Topics Covered
Ecological Model

 • Risk factors for violence against older women and older people with dementia 
 • Protective factors
 • Multifaceted responses

Consequences of violence for older people
 • Cognitive and emotional consequences
 • Physical health consequences
 • Suicidal thoughts/attempts
 • Increased mortality risk

Older women and long-term violence
 • Violence related stigma
 • Complex/Cumulative trauma
 • Post-traumatic stress disorder (PTSD)
 • Historical/intergenerational trauma

Learning outcomes
Participants will:

Understand that violence against older persons is a multifaceted problem in luenced 
by socio-cultural, economic, psychological and environmental factors, and therefore it 
should be confronted on several different levels at once

Become aware of risk factors for violence against older women

Acquire skills necessary to prevent violence against older persons by identifying risk 
and protective factors for violence

Learn about life-threatening consequences of violence as well as its effects on older 
women’s behaviour 

Understand violence related stigma that older persons are faced with as well as how 
long-term violence affects women  

Be able to challenge ones’ own beliefs and attitudes towards older women

Notes for the trainer
It is recommended that the trainer initiates a discussion on speci ic characteristics of 

clients/patients that professionals deal with to help them identify possible risk factors

It is important to make connections between preventative measures, responses to vio-
lence and risk and protective factors at each level of the Ecological Model

Do not just share knowledge about consequences of violence, but try to create posi-
tive and supportive attitudes towards older victims. It might be bene icial to use videos 
when discussing this topic.1



55

Ecological Model
Understanding risk factors for violence against older people and their timely identi ica-
tion are the basis for effective prevention of and response to violence. Risk factors can be 
de ined as conditions or characteristics that increase the likelihood of an older person becom-
ing a victim of violence and/or their vulnerability to harm.2 In order to prevent violence against 
older people in the long run, numerous risk and protective factors as well as several levels of the 
ecological model must be taken into account. 

Risk factors for elder abuse3

Risk factors for violence against older people exist at different levels: individual level (victim 
or perpetrator), relationship level and broader environment in which older people live. Older 
persons who exhibit or are exposed to three to four risk factors have been found to be almost 
four times more likely to experience elder abuse, and those who exhibit or are exposed to ive 
or more risk factors have been demonstrated to be 26 times more likely to experience elder 
abuse.4 

Major risk factors at different levels are the following: 

Individual level – older person/victim

Cognitive impairment, psychiatric illness, psychological and behavioural problems 

Poor physical health, functional dependence (assistance with daily activities is required)   

Low income/pension 

Past experiences of abuse and related trauma

Ethnicity 

Individual level – perpetrator of violence (incl. risks associated with caregiving)5,6

Caregiving burden and/or stress experienced by carers  

Psychiatric illness or psychological problems, high level of hostility

Poor quality of a relationship between a carer and an older person before changes in older 
person’s health 

Aggression of an older person towards their carer 

Poor/inadequate preparation of a carer for ful illing caregiving duties

Assumption of caregiving responsibilities at an early age

Inadequate coping skills

Exposure to abuse as a child
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Relationship level7

Family disharmony, poor or con lictual relationships between family members 

High levels of inancial and/or emotional dependence of a vulnerable older person on their 
carer or vice versa 

History of disruptive behaviour by an older person 

Lack of appropriate assistance to family members, e.g. because they do not seek help

Environment – community and society8

Lack of social/formal support: services for older people or carers (e.g. respite care) are lim-
ited, inaccessible or unavailable, or there is a lack of information about such services

High levels of tolerance and acceptance of aggressive behaviour

High levels of decision-making freedom within healthcare and social services and a lack of 
service provision standards 

Certain societal views and values, e.g. the belief that people who experience suffering should 
remain silent 

Ageism and negative attitudes towards older people

Certain factors might increase the likelihood of violence against older people in the long-term 
care settings. These factors include lack of staff and their inadequate training, negative at-
titudes of staff to older people, aggressive behaviour by residents (e.g. due to dementia), 
vulnerability and isolation of older people at large facilities.

As described in the previous chapter, older people with dementia might be particularly vul-
nerable. Risk factors for violence against these people might vary depending on the stage of 
dementia, and it is important to identify them in order to prevent abuse. However, common 
elder abuse screening tools are not suitable for older persons with dementia as such tools 
are based on the assumption that an older person is able to understand and answer questions. 
Therefore, screening instruments that rely on healthcare professionals’ assessment of signs of 
abuse may yield better results than other methods when direct questioning of an older person 
with dementia is impossible.9 

Risk factors for violence against older persons with dementia include:a

Individual level – older person/victim who has dementia
Secondary symptoms of dementia: dementia symptoms such as aggression and/or hyper-
sexual behavioura (e.g. sex talk or sexual acts)10,11 are particularly challenging for caregivers; 
stress and embarrassment experienced by caregivers as a result of such behaviours may 
lead them to use violence against older people

a  It has been estimated that 7% to 25% of patients with dementia exhibit inappropriate sexual behaviour. This 
seem to be more common among men, but the exact male/female ratio is unknown.
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Individual level – perpetrator of violence
 • Poor psychological health, mental health problems (e.g. symptoms of depression), 

anxiety
 • Stress associated with caregiving duties 
 • Alcohol abuse

Relationship level
 • Poor relationship between an older person and a caregiver prior to the onset of dementia
 • Reciprocity of abuse: in cases where older people exhibit secondary symptoms of 

dementia they might act violently towards their carers, which starts a vicious cycle of 
violence that requires immediate intervention

Environment – community and society
 • Lack of assistance/services/training provided to people who take care of older persons 

with dementia 
 • Inappropriate/inconvenient household living arrangements

Previously, the main emphasis was on exploring and addressing risk factors at the individual 
and/or relationship level. However, cultural norms and traditions, such as ageism, sexism, 
discrimination and societal tolerance towards violence, are becoming increasingly rec-
ognized as underlying factors that might create conditions favourable to violence. Older 
people are often seen as frail, weak, dependent and therefore less worthy of investments and/
or care than other groups. The ecological model (see igure 7) is thus very important since it 
takes into account multiple dif iculties that older people face and underscores the multifacet-
ed nature of violence against them by exploring the interplay between different risk factors.12 
However, professionals should also be aware that in some cases of abuse risk factors might 
not be apparent or present, while in other cases the existence of multiple risk factors 
might not result in violence.13

Risk factors for violence against older women
The Prevalence Study of Abuse and Violence against Older Women explored different risk fac-
tors for violence at two levels: micro, i.e. individual, level and meso, i.e. social, level. Risk fac-
tors at the individual level included sociodemographic characteristics (e.g. age), socioeconomic 
status indicators, mental and physical health and coping styles. Risk factors at the social level 
included relationships (e.g. marital status), place of residence and community integration (e.g. 
feelings of safety or loneliness, social activities). The obtained data demonstrated that several 
risk factors at both micro and meso level were associated with the higher likelihood of abuse: 

Micro level: Abuse was signi icantly more prevalent among women aged 60-69 years who 
were married, not fully retired, reported poor physical and mental health and used a disen-
gaged coping style when faced with stressful and dif icult situations.   

Meso level: Abuse was signi icantly more prevalent among older women who felt more 
lonely, considered household income management bad, lived in larger households and with 
a partner.21  
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A combination of certain factors at the individual and social levels were also found to be asso-
ciated with a higher risk of becoming a perpetrator of violence against an older person. While 
these might not be direct causes of violence, they increase the likelihood of committing it, and 
better understanding of these factors can contribute to identifying violence prevention meas-
ures.

Risk factors for becoming a perpetrator of violence against older women:22

 Substance abuse

 History of violence (e.g. witnessing or experiencing violence as a child; having perpetrat-
ed domestic violence in the past)

 Criminality

 Psychological problems (e.g. depression), mental impairment (e.g. dementia, degenera-
tive processes in the brain that cause aggressive behaviour)

 Financial dependence of the perpetrator on their victim 

 Cohabitation of the perpetrator and their victim 

 Long-standing power and control dynamics; male domination in the family

Figure 7. Ecological Model: Roots of Violence and Risk Factors for Elder Abuse14 and Protective 
Factors17
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Protective factors
Protective factors (see also Figure 7) are conditions or characteristics, such as skills, coping 
strategies, resources and external support, that reduce people’s vulnerability and help them 
deal with stressful events more effectively.15 Currently, there is a lack of research and under-
standing of factors that can protect older persons from violence or promote their recovery after 
having experienced it. However, strong social support and social networks16 are believed to 
contribute to the prevention of violence against older people.  

Multifaceted responses to violence 
Since violence is a multifaceted problem that has numerous roots (biological, psychological, 
societal) it should be confronted at several different levels. The ecological model serves a dual 
purpose: each level in the model deals with different risk factors for violence, thus appropriate 
measures/interventions are needed at all levels in order to successfully prevent or stop 
violence against older people18 as follows: 

 • Individual risk factors should be addressed, and steps should be taken to change be-
haviours associated with risks 

 • Families should receive professional help and support to improve relationships be-
tween their members and create healthy family environments 

 • Public spaces (e.g. schools, workplaces, neighbourhoods) should be monitored and 
measures should be taken to prevent the occurrence of problems that may lead to vio-
lence 

 • Gender inequality, harmful cultural practices as well as other social and economic fac-
tors that create conditions for violence (e.g. the gap between the rich and the poor, un-
equal access to goods, services etc) should be addressed and eliminated19

Such an approach to violence prevention can be called holistic as it addresses multiple elements 
of a complex social problem. It suggests that the issue of viole nce against older people cannot 
be solved by working only with individuals. Families and communities also have an important 
role to play in preventing and ending violence, and society as a whole should be involved in this 
effort via education and awareness raising campaigns.20 
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Consequences of Violence for Older Persons
Possible physical and psychosocial consequences of violence are numerous and varied. Few 
studies have extensively examined the (long-term) consequences of violence for older victims 
and distinguished between them and processes related to normal ageing. Different studies that 
have researched how violence affect older people suggest that the following might be conse-
quences of violence: 

Cognitive and emotional consequences23,24,25,26

 • Psychiatric illnesses, psychological problems, cognitive impairment, dementia
 • Depression, anxiety and post-traumatic stress disorder 
 • More pronounced symptoms of dementia and/or depression
 • Substance abuse

Physical health consequences27,28,29

 • Bone or joint problems 
 • Lung problems
 • High blood pressure, heart problems
 • Injuries, cuts, bruises and broken bones
 • Decreased life expectancy 
 • More frequent use of healthcare services

 • Digestive and weight problems, 
gastrointestinal disorders

 • Chronic pain 
 • Chronic diseases
 • Allergies 
 • Pelvic problems

Suicidal thoughts/attempts

 • There is a link between suicidal thoughts and a history of being abused30 
 • Men are more likely to have suicidal thoughts and/or attempt suicide as a result of 

physical and psychological abuse31

Increased mortality risk

 • Three-fold increase in mortality risk32

 • Risk of death in older women who have experienced IPV is three times higher than for 
non-victims

 • Poor health is in general associated with lower life expectancy33

 • Increased risk of cardiovascular-related mortality34

 • Mortality risk might be even higher for older people with the lowest levels of psycho-
logical well-being35

 • Coercion has been found to be signi icantly associated with higher mortality risk36
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Older women and long-term violence
The impact of violence on psychological well-being of older women may be more devastating 
than on their physical health, and it takes them a long time to recover from victimization.37 
Women aged 53-70 years who had experienced long-term domestic violence (had been in an 
abusive relationship for 37-52 years) listed the following as its effects38:

 • Constant feelings of fear and intimidation, inability to use their own will and deal with 
anxiety and stress, depression, isolation, tiredness, suspiciousness, watchfulness.

 • Feeling of entrapment was intensi ied by physical and social factors related to old age, 
e.g. health problems, lack of economic resources, small pension and/or other income, 
lack of educational quali ications and therefore inability to ind a job, low prioritization 
of older people’s needs by social services. 

 • Shame, guilt, self-blame and secrecy. Shame and guilt were common feelings which 
went hand in hand with inability to deal with an abusive situation. Attitudes within 
older women’s families and their upbringing, religious views and perceptions of what it 
meant to be a woman contributed to these feelings. Abusers were able to exploit these 
feelings and used them against their victims. Secrecy seemed to be particularly char-
acteristic of women whose families exhibited a culture of concealment, mainly due to 
religious beliefs.

 • Feelings of hopelessness, powerlessness and loss. Loss meant different things to differ-
ent women and took different forms: loss of self, family, children, love and sexual part-
ner; loss of con idence, respect, income; loss of control over their lives; wasted years 
and loss of their lives. 

 • Relationships between older women and their children had suffered and turned into 
negative ones despite the fact that in most cases mothers had tried to protect their chil-
dren from abuse.

Older women perceive and experience violence in several ways 39:

 • Suffering due to male domination and control
 – Psychological abuse, including ageist and sexist insults (e.g., ‘old whore’)
 – Aging can turn men into tyrants. For instance, they might be frustrated at not receiv-

ing the level of care they are accustomed to; women in turn might feel guilty because 
they are unable to provide the expected level of care 

 – Physical vulnerability due to illness and aging processes as well as the feeling of being 
less attractive intensify suffering and make it more emotionally charged 

 • Acceptance of bodily pain: older women often ask themselves whether pain they feel 
is caused by old age or is a consequence of violence  (e.g. statements like ‘my body was 
broken anyway’)

 • Isolation, alienation and loneliness in one’s own home and perception of time as a 
source of suffering

 – Home represents a static spatial experience in which violence exists; this experience 
is internalized by older women as ‘a heavy stone’ in their hearts  

 – Older women’s routine is built around violence: they need time to recover from one 
violent episode and at the same time they expect the next one to happen. Overall, 
older women see time as structured by years

 • Cumulative suffering and perception of death: both young and older women expect 
death and recognize the need to deal with it; however, older women tend to view death 
as part of the life cycle.
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Violence-related stigma
Initially, stigma40 was a mark or tattoo which was cut out or burnt into the skin of criminals and 
slaves in order to visibly identify them as morally polluted persons. Nowadays stigma refers to 
identi ication of certain individuals as ‘disgraceful’ and ‘shameful’ by other people or society in 
general, which might have an impact on one’s normal identity. There are three types of stigma41: 

Stigma internalization

Stigma internalization refers to the extent to which people internalize negative attitudes of 
perpetrators towards them, and is a form of self-stigma. Stigma internalization may there-
fore become a barrier to seeking help from formal and informal support networks. A stig-
matized person feels ashamed and as if they have failed, which is related to the overall psy-
chological distress. Perpetrators are the main source of negative attitudes and contributors 
to stigma internalization. The nature of abuse may be directly linked to how survivors expe-
rience violence and whether they internalize stigma. In particular, labelling and emotional 
abuse are two powerful mechanisms through which stigmatization operates.42

Anticipated stigma

Anticipated stigma means the degree to which people fear or expect stigmatization from 
others. In particular, it refers to concerns about what will happen once others ind out about 
abuse (e.g. rejection, disapproval, discrimination). Anticipated stigma can be a critical bar-
rier to seeking help since it intensi ies a sense of shame and thus leads people to maintain 
secrecy around violence.

Cultural stigma

Cultural stigma is related to beliefs about abuse at the societal level, which de-legitimize 
people who experience violence. For example, a common belief is that IPV victims provoke 
violence themselves. Such views on abuse can lead to not considering it a problem, and they 
in luence anticipated stigma and stigma internalization. Cultural stigma affects each stage 
of the help-seeking process.43

Stigma is linked to shame. Older women are particularly likely to feel ashamed of or embar-
rassed about their experiences of partner abuse, and they may also feel shame because they 
have endured violence for a long period of time. Older women who started a new relationship 
later in their life may also be ashamed to admit that they had made a mistake.44

Complex/Cumulative trauma
Complex/cumulative trauma is a type of trauma caused by events and experiences that occur 
repeatedly over a period of time and within a speci ic relationship and/or context.45 Such events 
and experiences are usually interpersonal in nature, involve direct harm to and exploitation of a 
person (this includes neglect/abandonment by close people) and occur during periods of time 
when a person is most vulnerable (in childhood, adolescence, old age, due to disability, depen-
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dence etc). Long-term abuse results in complex/cumulative trauma that manifests itself in the 
following ways46,47:

 • Mental health problems, dissociative epi-
sodes, psychotic episodes, psychiatric illness, 
psychogenic amnesia, dif iculties in regulat-
ing affective impulses (anger, self-destruc-
tiveness)

 • Dif iculty trusting people or feeling intimate
 • Chronic sense of guilt, regret, remorse
 • Intensi ication of suffering after children 

have left home
 • Loss of con idence, hopelessness, despair

 • Feeling of permanent damage and 
loss

 • Intense shame/stigmatization
 • Feeling that nobody understands, 

loneliness
 • Permanent physical damage, dis-

ability, chronic eating disorders
 • Self-harm, self-neglect

Symptoms of complex/cumulative trauma are likely to be more severe in older women due to 
possible long-term abuse and increased frailty.48

Post-traumatic stress disorder  
Post-traumatic stress disorder (PTSD) is a medical term for long-term symptoms caused by 
(repeated) stressful event(s). Long-term symptoms are changes in emotions, behaviour, rela-
tionships, social life, personality, life situation and/or health condition of an individual, and are 
seen as normal human responses to overwhelming and/or unbearable experiences. Such trau-
matic experiences can constantly re-appear as feelings/memories in one’s mind, that is a victim 
can be “stuck” with lashbacks of stressful events. Over time, PTSD symptoms can turn into a 
chronic disorder with psychiatric consequences. Although reactions to traumatic experiences 
do not automatically result in mental disorders, many abused women suffer from severe PTSD 
symptoms.49 

General PTSD symptoms in older people50:

 • Insomnia, nightmares; lack of sleep can exacerbate other PTSD symptoms 
 • Re-experiencing of traumatic events which occurred in the past in the form of memo-

ries (belated trauma)
 • Changes in personality, psychotic symptoms associated with PTSD, avoidance

PTSD may manifest itself differently, and more intensely, in older people due to their poor health, 
chronic pain and cognitive impairment; retirement, reduced income, loss of loved ones and lack 
of social support can contribute to this as well. In addition, these factors make it more dif icult 
for older people to cope with the memories of an earlier trauma. Overall, the interplay between 
complex/cumulative trauma and PTSD may become more complex with age.51 However, adap-
tation and resilience ( lexibility and ability to recover quickly from traumatic experiences) can 
develop overtime and become a source of coping mechanisms.  
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Historical/intergenerational trauma52 
If trauma is not dealt with adequately, emotional and psychological damage can be passed down 
from one generation to another in luencing the behaviour and world view of a new generation. 
One example of this is trans-generational war trauma. 

According to the studyb conducted in Finland in 2015-2016,53 parents’ war-related traumas 
have affected next generations’ lives and life choices. The “war” generation, i.e. older people, 
were unable or unwilling to seek help because they thought it was shameful. They considered 
life hard, but thought that one just had to withstand it patiently and struggle to survive. The sec-
ond generation felt that their parents had left them completely alone and neglected. As a result, 
they reported psychological problems and were unhappy with their relationships. The third 
generation also felt that their lives had been affected by their parents’ attitudes, in particular 
their inability to discuss problems at home. They, for example, had dif iculties inding a suitable 
ield of study and building strong relationships. 
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CHAPTER 5: WORKING WITH OLDER VICTIMS OF 
VIOLENCE

Topics Covered
Suspecting abuse
Psychological irst aid (PFA) in health care work

 • Caring communication and provision of encouragement to older women  
 • Working with older abused women
 • Secondary victimization

Understanding coping strategies of older victims of violence
 • Principles of empowerment approach to interventions
 • Services for female victims of violence 

Why do older women stay in abusive relationships?
 • Barriers to seeking help 
 • Challenges that older women are faced with 

Older perpetrators of violence

Learning outcomes
Participants will:

Be able to support older abused women in overcoming barriers to seeking help

Learn how to motivate older victims of violence to change their situation 

Be able to apply the empowerment approach in their work 

Feel empathy with older victims of violence (generational aspect)

Be capable of carrying out safety planning

Notes for the trainer
The main aim of this chapter is to improve professionals’ understanding of the situation 

of older abused women and to increase their empathy with victims  

Increased empathy is the key to preventing secondary victimization of older women by 
professionals
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Suspecting Abuse
As discussed previously, older people are often reluctant to report cases of abuse due to various 
factors, such as shame, guilt, dependence on the abuser, etc. Those who report violence usually 
do so in case of physical or sexual abuse. This demonstrates that older people tend to report 
only severe cases of violence, while choosing to hide seemingly ‘milder’ cases of abuse.1 There-
fore, when a professional suspects abuse, it is important that they ask the right questions 
in a careful manner as described below. 

For example, it might be better to ask older women about controlling behaviour of their part-
ner rather than physical and/or sexual violence. Since controlling behaviour is not perceived 
as violence by older women, they might view it as a less private and controversial matter and 
therefore be less reluctant to discuss it. Also, health care or social service providers might feel 
more comfortable asking older women about controlling behaviour instead of directly address-
ing violence.2

When abuse is suspected, professionals should do the following:3

 • Create a safe environment for discussion 
 • Speak to a client (possibly a victim of abuse) and their caregiver/relative separately
 • Establish mutual trust and respect
 • Use soft words and avoid judgmental statements to make older women feel at ease 
 • Use “I” statements: “According to my experience, many women experience…”

Questions to ask older women during screening, which help to identify risk factors for 
abuse could include the following:4

 • “How are things going at home/in a care facility?” 
 • “How do you spend your days?”
 • “How do you feel about the amount of help you get at home/in a care facility?” 
 • “How do you feel your husband/daughter/other caregiver is doing?”
 • “Do you have everything you need to take care of yourself?”

Other tips for providing support to older women are as follows:5

 • Do not mistake trauma reactions and disabilities (e.g. hearing/vision impairment, aphasia) 
for senility

 • Be aware that older women may process information more slowly than younger adults and 
might take longer to put their thoughts into words. This is a normal age-related change and 
it should not be viewed as evidence of a lack of mental capacity 

 • Provide suf icient time to respond
 • Some older women may be reluctant to talk about abuse or seek help out of fear of losing 

their independence
 • Avoid expressions of disgust, horror or anger in response to abuse; avoid “putting down” 

an abuser
 • Identify victim’s strengths and skills and try to use them to help her
 • Give hope to a victim and suggest strategies which promote her safety and reduce her iso-

lation; provide additional information if needed
 • Support any decisions a victim makes, including a decision to stay with an abuser or leave 

them
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Older abused women need the following:6

 • Information on abuse and its consequences
 • Long-term practical help and emotional support from workers in a broad range of agen-

cies: housing, legal and social service agencies (e.g. help with claiming bene its)
 • Effective coordination between different agencies (NGOs, volunteers, social and health 

care service providers) 

When leaving an abuser is not an option for an older woman, professionals/agencies 
should do the following:7

 • Take care of victim’s safety and minimize risks
 • Provide advice on what to do in emergency situations
 • State a possibility of contacting you if need be 
 • Ensure regular assessment of risk factors 
 • Identify protective factors and sources of support for a victim; put her in contact with 

services than can help reduce their isolation
 • Identify mental health problems that a victim and/or an abuser have; refer them to a 

mental health specialist  
 • Organize awareness raising campaigns and provide information about violence and 

services for its victims in places where it can reach older women

To support victims in their efforts to deal with the consequences of violence and to change 
their situation the following questions can be asked:8

 • What is important to you?
 • What are your hopes?  
 • What would you like to know/learn about? 
 • What do you need/expect from a profes-

sional?

 • What are your goals? 
 • What are your concerns? 
 • Can anyone from your family/

friends help you?

Psychological irst aid in health care settings
Traumatic events, such as experiencing violence, cause emotional distress; however, people’s 
responses to such events differ in a number of ways. For example, the impact of traumatic events 
can be acute but short-lived, or it can be chronic and last for months or even years.9 At the same 
time, the acute short-lived impact can turn into a chronic condition. Research has demonstrated 
that those people who react to traumatic events in an ‘extreme’ way are at risk of developing 
PTSD.10 Older people in particular often suffer from long-term PTSD symptoms; therefore, it is 
important that health care professionals help older victims of violence in a timely manner.

Psychological irst aid (PFA) refers to methods used to assist people in the immediate af-
termath of a traumatic event to reduce the initial distress and to foster short- and long-term 
adaptive functioning and coping.  PFA is used by irst responders, e.g. primary health care and 
emergency medical service providers, mental health workers, police and disaster relief work-
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ers. In many cases, it is the most important support that helps patients/victims to cope with a 
situation.11

Psychological irst aid entails both social and psychological support, and it can be pro-
vided not only by professionals but also by non-professionals after brief orientation. Thus, it is 
important to keep in mind that PFA is not equivalent to professional counselling and does 
not necessarily involve detailed discussion of the event which caused distress. Although PFA 
involves listening to people’s stories, it is not aimed at making them talk about their feelings and 
reactions to traumatic events. 

Basic principles of PFA are the following:12

Safety: Avoid actions that might put people at risk of further harm.

Dignity: Treat people with respect; take into account their cultural/social norms.

Rights: Ensure equal access to available help and support services; make sure no one is 
discriminated against.

Professionals providing PFA to victims should:13

 • Ensure people’s safety and provide physical care if needed 
 • Assess basic needs of people (e.g. food, water, blankets) and address them
 • Show understanding and support, comfort people, make them feel safe and calm
 • Help people restore a sense of empowerment, hope, dignity
 • Be an active listener, convey sincere compassion
 • Do not talk about deep feelings caused by trauma and/or details of traumatic events
 • Provide basic information on reactions to distress; discuss coping strategies and let 

people cope with the situation in their own way  
 • Evaluate potential risks (including the risk of suicide and/or harming others)

The use of medication in cases of acute stress reactions to traumatic events is not recommend-
ed and should only be considered if an individual has not responded to other forms of support. 
For example, medication may be necessary if an individual is experiencing extreme agitation, 
anxiety, panic attacks, psychosis and/or might pose a threat to self or others. In such cases, the 
use of medication should be targeted and short-term only.  

Caring communication and provision of encouragement to older 
women14 
Caring communication means supporting victims by listening to and accepting what they 
have to say about their experiences of violence and neglect.  Caring communication includes:

 • “I” statements: “I am concerned about you…” 
 • Speci icity: “You missed your last appointment, and today I see a bruise on your arm” 
 • Sensitivity to older women’s feelings: “I understand that it is hard to talk about personal 

issues…” 
 • Non-judgmental and non-threatening way of communication: “Would you like to talk to me 

about it?” 
 • Empowerment: “Do you want to talk about some of the resources you might want to use?” 
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 • Assistance in overcoming abuse related stigma: “I have seen many people who do not re-
ceive care they deserve” 

 • Respect for an older woman’s right to make her own decisions once she is ready 
 • Readiness to assist an older woman in inding support services she needs

When an older woman allows you to enter her life, you can motivate and encourage her to 
change her situation. Therefore, support an older woman in deciding what to do and offer her 
different options. Remember that she and you are both responsible for her safety, and that 
your goal should be to help an abuser as well. 

 • Ask a victim how she has been able to deal with violence over the years
 • Give her time to ind motivation 
 • Stay in contact and address violence regularly
 • Search together for new ways of dealing with the situation 
 • Be realistic about the situation, but do not scare her too much

Working with older abused women15,16

When working with older abused women, professionals should remember the following rules:

 • Believe victims. Even if victims say something that seems untrue, assume that they 
might have experienced trauma at some point. If you suspect a memory disorder, de-
pression or delirium, contact a health care provider

 • Talk less and listen more; allow victims to talk at their own pace 
 • Do not assume that the problem is being caused by stress, poor communication in the 

family or poor caregiving. Assume the cause lies in the power and control dynamics 
until proven otherwise 

 • Focus on the safety of victims 
 • Ensure victims’ access to relevant information, education and other forms of social 

and economic support to help them make their own informed decisions which re lect 
their needs and interests 

 • Respect older women’s decisions; support their independence and autonomy. 
However, keep in mind that decisions older women make can involve risks

 • Remember that empowerment is a process by which women set their own goals and 
get access to resources which can help them achieve these goals

 • Make sure that older women have access to the judicial system and their individual 
rights are protected

Secondary victimization
Secondary victimization refers to further victimization of an older person by medical person-
nel or workers of other organizations that an older person is in contact with following original 
victimization by an abuser. Secondary victimization includes, for example, victim-blam-
ing, inappropriate behaviour and/or language, which might intensify victim’s suffering.17 
Therefore, it is important to prevent secondary victimization from happening by18:

 • Involving victims in the decision-making process regarding their case (whenever possible)
 • Taking into account their needs/expectations
 • Creating a safe environment for discussion
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 • Being considerate and sensitive when communicating with victims 
 • Ensuring cross-institutional cooperation
 • Providing appropriate services and information to victims 
 • Constantly monitoring and evaluating the situation 
 • Avoiding blaming attitudes
 • Conducting critical/holistic analysis of the system

Understanding coping strategies of older victims of violence
Coping can be de ined as “thoughts and behaviours that people use to manage the internal and 
external demands of situations that are appraised as stressful.” There are two types of coping:19

Emotion-focused coping: coping strategies are used to deal with the distress/emotions 
caused by speci ic problems. This approach is used when an individual needs to adapt to a 
situation they cannot control or change (e.g. IPV). It is often employed by older people.

Problem-focused coping: coping strategies are used to deal with problems themselves. 
This approach ensures better adjustment if an individual can control a stressful situation 
they are in.

Better understanding of how older people cope with violence and stress caused by it may give 
valuable insight into how to assist them in case they remain in abusive relationships for long 
periods of time. In such situations, older women might employ the following coping tactics:20

 • Reassessing the situation to see it in a new light, establishing new interpersonal and 
relationship boundaries

 • Reframing important aspects of the situation, e.g. self, abuser, relationship; refusing to 
let anything “wear them down,” or thinking that one should “know the things you can 
control and accept the things you cannot”

 • Focusing on culturally prescribed gender roles
 • Reaching out to family, friends, colleagues to receive emotional support 
 • Developing certain “threatening” strategies (e.g. “I will tell him I am going to pick up the 

phone and call the police...”)
 • Blocking out violence, channelling their energy into certain activities, waiting for an 

abusive partner to die
 • Making excuses for the abuser’s behaviour

Coping strategies can be divided into two categories.21 Positive coping strategies focus on self-
change and/or changing the situation, for example by seeking support and information on how 
to solve the issue. Negative coping includes putting the blame on other people, self-criticism, 
aggression, withdrawal, resignation and wishful thinking.  
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Principles of empowerment approach to interventions22 

When action is taken to end violence and help a victim, the following principles should be 
observed:  

Victim’s safety
Safety must always be a priority and intervention should not worsen the victim’s situation. 
For example, leaving printed information where an abuser might ind it, calling a victim when 
an abuser is at home, leaving case notes at victim’s home are not acceptable/should be avoid-
ed. If the situation is life-threatening, action must be taken immediately to protect victim.

Client’s right to self-determination
 • Mentally competent older people have the right to make choices that others may consider 

unwise or unsafe; making such a decision does not mean that an older person lacks mental 
capacity

 • The right to self-determination must be balanced against professional duties

Cultural appropriateness
 • Cultural sensitivity is crucial to building trust between a victim and a professional; it facili-

tates communication and acceptance of an intervention
 • Professionals should be aware of their own values, beliefs and prejudices in order to under-

stand and accept other people’s ways of life; however, cultural or religious beliefs can never 
justify illegal behaviour

Focus on a client 
Interventions must take into account and meet the client’s needs, even if abuse is uninten-
tional or an abuser is the client

Holistic approach
Different aspects of the client’s situation must be analysed and addressed. Providing help to 
an abuser or resolving the con lict between the needs of an abuser and a victim could im-
prove the client’s situation

Access to legal aid and law enforcement system
Professionals must explain all options to a victim, including involving the police, and be ready 
to refer them to the law enforcement agencies

Respect for con identiality
 • Con identiality must be balanced against the possible consequences of inaction and risks 

the client is faced with. Professionals must document all matters of concern and report 
them to the person in charge of the case/relevant department. It should be remembered 
that con identiality exists between the agency/organization and the client, not between the 
worker and the client 

 • Con identiality cannot be used as a justi ication for failing to respond to abuse
 • It is justi iable to share relevant information with other workers involved in the case and/

or taking care of the client if this can help them better carry out their duties
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Services for female victims of violence
Multiple studies have examined different interventions/services used in cases of domestic vi-
olence/abuse of older people. The following ive interventions have been proven to bring 
about bene icial effects:23

Caregiver interventions include services that help reduce the burden of caregiving, e.g. house-
keeping and meal preparation services, respite care, education/training, support groups and 
day care. Such interventions lessen the stress experienced by caregivers and thus reduce the 
likelihood of violence, which renders them effective in terms of abuse prevention. 

Money management programmes are used to assist individuals vulnerable to inancial ex-
ploitation. Such programmes may include helping people with paying bills and making bank 
deposits, negotiating with creditors and paying home care personnel. Such programmes are 
especially important for individuals with some degree of cognitive impairment and those 
who are socially isolated. The preventive potential of these interventions is high, and well-
trained and accredited money managers help minimize the risk of negative outcomes. 

Helplines allow individuals to seek advice and assistance anonymously and can facilitate early 
interventions to prevent violence. Such helplines are typically staffed by trained volunteers 
or professionals. Their anonymity is an advantage since many older people might be unwill-
ing to discuss violence face-to-face due to shame. Helplines have not been found to have any 
negative effects, and thus are considered a promising intervention.  

Emergency shelters are one of the most important interventions/services for abused women. 
However, they are underutilized by older women, who are often unaware of them. What is 
more, ‘traditional’ shelters are not suitable for older women who might have physical or 
mental health problems. Therefore, specialized shelter programmes for older victims of 
abuse have been developed. Such shelters offer security and specialized services to meet 
older victims’ needs while plans for safe return home are developed, and thus can prevent 
permanent relocation to a nursing home.

Multi-agency teams reduce fragmentation of services and ensure more effective use of resourc-
es, increase professional knowledge and improve intervention outcomes. Effective violence 
prevention and response can only be achieved via coordination between different agencies 
(police, health care and social workers, care agencies etc).  

Interventions to stop violence should be tailored to the situation and be conducted by 
teams that consist of workers with different expertise. For example, long-term intimate partner 
violence and inancial exploitation require different approaches, while an abuser with schizo-
phrenia and an abuser with a memory disorder need different treatment.24 

Older women who have been/are victims of abuse need the following:25

Supportive discussion of their earlier and/or current experience

 • Victims have emotional and practical needs related to both their past and present 
 • Victims usually need to talk to someone about their experiences and to receive support 

when making decisions and adjusting to new circumstances
 • Victims need someone to believe them and listen to them
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Practical advice and information

 • Victims often remain in abusive relationships because they do not know where and 
how to get help, especially when it comes to leaving an abuser, e.g. information about 
housing options and social bene its 

 • Older victims require help from a wide range of agencies, and resources that they need 
are not always readily available to them  

 • Effective coordination between professionals, victims’ families and friends is the key to 
successful interventions

Older women have certain needs that require special attention, and currently some services for 
older people and domestic violence victims do not take these needs into account. Older women 
are thus faced with the following challenges:26

Women’s shelters

 • Shelters may be rather noisy with high levels of activity, which might cause incon-
veniences to older women

 • Women may be allowed to stay in shelters only for a limited period of time, which might 
not be enough for an older woman to re lect on her situation and make a decision

 • Shelter staff may be unfamiliar with the needs of older people and lack necessary med-
ical training and skills 

 • Shelters might lack special arrangements and facilities for women with disabilities, e.g. 
ramps for wheelchair access

Services for older people

 • Services for older people do not address gender issues and inequality, including when 
dealing with cases of domestic violence. 

 • These services do not see power and control dynamics as a problem in a relationship

When providing support to older female victims of abuse, the following should be taken 
into consideration by different agencies/professionals:27

 • Abuse, sometimes severe, is often perpetrated by older, seemingly harmless, abusers
 • Service providers should monitor and regularly assess the situation, including risk factors 

for violence/death and protective factors. The negative impact of the situation on victims’ 
health and well-being should be minimized.    

 • Social support, spiritual/religious beliefs play an important role in helping older women 
 • To eliminate their isolation, older women should be put in touch with different service pro-

viders and support groups (agencies that provide transportation to day care centres, IPV 
support groups, meals on wheels, religious groups (if a woman is religious) etc.)

 • If possible, providers should identify mental health problems of victims and abusers (de-
pression, anxiety etc) and refer them to specialists for treatment; this is especially impor-
tant if leaving an abuser is not an option, and may improve the victim’s safety and quality 
of life
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Why do older women stay in abusive relationships? 
In order to help older abused women, professionals should understand their needs and take 
into account different challenges that they are faced with and that might prevent them from 
seeking help and/or leaving an abusive relationship. A person-centred approach thus becomes 
the key to effective support since it guards against ageist and sexist assumptions and stereo-
types.28

Barriers to seeking help29

There are numerous obstacles that prevent older women from seeking help, and many of them 
are related to societal beliefs and attitudes. For example, older women might think, due to mis-
conceptions rooted in ageism and sexism, that they are supposed to be able to cope with vio-
lence. What is more, they might not be aware of the existing domestic violence services or think 
that they are suitable only for younger women since most of the societal discussion of violence 
is focused on younger victims. As a result, older women often stay in abusive relationships. The 
reasons for this can be divided into the following categories:

Cohort effects and traditional values30,31

Today’s older women belong to a group of people who were born and raised during a speci ic 
period of time when independence and education of women were not encouraged. This gen-
eration’s upbringing often reinforced traditional gender roles and values, including the sub-
missiveness of women to their husbands, loyalty to one’s family, viewing marriage as a per-
manent bond and considering divorce unacceptable, the importance of secrecy and privacy 
when it came to family matters. As a result, domestic violence was seen as an internal family 
matter and seeking help was disapproved of. What is more, when today’s older women were 
young, domestic violence services did not exist as such. Only gradually respective changes in 
public opinion as well as in laws and policies regarding women’s rights reduced tolerance of 
domestic violence and provided for specialized services for victims of violence.  

Ageing effects and health issues 
Ageing brings about challenges such as health issues, fear of loneliness and stress caused by 
the deaths of family members and friends. Mobility problems might make it more dif icult for 
older women to access domestic violence services. 

Financial dif iculties
Although younger women also face inancial barriers which might keep them in abusive rela-
tionships, these barriers are even greater for older women. Many of them were not employed 
when they were younger, and later in their lives it could be dif icult or impossible for them 
to ind jobs due to a lack of experience and ageism. Therefore, today older women’s pensions 
might be very small and they might not have any savings. Also, they might not be eligible for 
housing or other inancial support.  

Provision of care to others
Older women, in part as a result of their traditional upbringing, may ind it extremely dif icult 
to leave an abuser whom they take care of due to their strong sense of responsibility/loyalty 
or guilt. 

Stigma and shame32

Older women are particularly likely to feel ashamed of being abused, especially if they have 
endured violence for a long period of time. Those who started a new relationship later in 
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their life may be embarrassed to admit that it might have been a mistake (see Chapter 4). In 
addition, older women may be afraid that people/professionals will not believe them if they 
report violence or that they will be treated like children.  

Fears
Older women might be afraid of being alone after years or decades of living with someone; 
they might fear the unknown and be unwilling to ‘start over’. They might also think that leav-
ing an abuser will result in losing their children, grandchildren and/or pets.  

Challenges that older women are faced with33

In addition to the reasons for staying in abusive relationships discussed in the previous section, 
there are other challenges that might prevent older women from accessing services for 
domestic violence victims and receiving help. They include the following: 

Violence is perpetrated by caregivers    
 • Caregivers can effectively isolate older women from other people (e.g. family members) 

and prevent them from contacting social services or talking about their problems dur-
ing doctor’s appointments

 • Older women may be inancially dependent on perpetrators     
 • It might be dif icult for professionals to organize meetings with (potential) victims with-

out letting their caregivers know or involving them (e.g. if transportation is required) 
 • If violence is perpetrated by a child/grandchild, older women might be less likely to 

report abuse and blame themselves for having raised an abusive kid

Victims have complex needs/problems or lack certain resources
 • Not having a mobile phone or a place to go, suffering from memory loss etc make it dif-

icult for victims to leave abusers 
 • Older women who have experienced abuse for many years might need more time to 

process trauma

Perpetrators of violence have complex needs/problems 
 • Perpetrators might suffer from dementia, memory loss etc, which can contribute to vi-

olent behaviour 
 • Perpetrators may suffer from alcohol/drug/substance abuse and thus require special 

treatment  
 • Perpetrators may be viewed as vulnerable and therefore incapable of (serious) harm

 

Older perpetrators of violence 
The forms of violence that older women experience might be in luenced by the age of perpetra-
tors. Older perpetrators may reduce the frequency of physical and/or sexual assaults on their 
partners, which results in physical and sexual violence against older women being less prev-
alent than among younger women. At the same time, older perpetrators might turn to other 
forms of violence, for example economic abuse, which has been found to be slightly more prev-
alent among older women.34,35 Psychological abuse might last for years and gradually escalate, 
possibly due to declining self-esteem of older men.36    
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Based on results of investigations of abuse and physical and mental evaluations of victims and 
abusers, Ramsey-Klawsnik37 created a typology of perpetrators of violence against older per-
sons. Better understanding of different characteristics of abusers may allow to develop more 
effective interventions to prevent violence and assist victims. 

The Overwhelmed Offender
This is an individual who provides day-to-day care to an older person, but is incapable of 
meeting their caregiving needs. The overwhelmed offender realizes that their behaviour is 
abusive but has dif iculty seeking help. This type is described in the caregiver stress theory.  
However, as discussed previously, this theory alone cannot explain all causes of violence.

The Impaired Offender
This is an individual who has physical or mental problems or suffers from substance abuse, 
which makes it dif icult to properly carry out caregiving duties. The impaired offender tends 
to be neglectful, administers medication incorrectly and might use restraints. This type of-
ten does not realize that their behaviour is abusive. 

The Narcissistic Offender
This is an individual who does not want to provide care to an older person and only does so 
in order to exploit them. The most common forms of abuse perpetrated by the narcissistic 
offender are neglect and inancial exploitation.

The Bullying Offender
This is an individual who wants to exercise control over their victims and has little compas-
sion for older people. The bullying offender perpetrates different forms of abuse, including 
physical, sexual, emotional and inancial. Their victims are usually too frightened to report 
violence and merely try to placate the abuser. 

The Sadistic Offender
This is an individual who enjoys humiliating and terrifying older people, and in licting suf-
fering on them. The sadistic offender feels no guilt or remorse for their actions.
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CHAPTER 6: ADDRESSING VIOLENCE AGAINST 
OLDER PERSONS IN HEALTH CARE SETTINGS

Topics Covered

 Recognizing violence against older people and differentiating between the symptoms of dis-
ease and signs of violence

Older persons in the emergency department 
 • Signs of elder abuse 
 • Myths about the older people’s use of emergency services

Violence screening tools   
 • Screening older persons for signs of abuse 
 • The Elder Abuse Suspicion Index©
 • Self-Administrable Elder Abuse Suspicion Index© (EASI-sa)
 • Piloting the EASI in the emergency department 
 • Risk on Elder Abuse and Mistreatment Instrument© (REAMI) 
 • Medical examination of victims of assault  

Challenges of working with victims of violence 
 • Ethical issues
 • Safety planning

Learning outcomes
Participants will:

Be able to recognize the signs of elder abuse  
Learn to differentiate between the signs of violence and age-related changes/diseases 
Understand the importance of sensitivity when dealing with possible older victims of 

sexual abuse 
Become acquainted with the comprehensive medical examination procedure that helps 

determine whether an older person may be/is a victim of violence
Learn how to use screening tools and understand their importance  
Challenge their own attitudes towards older people as emergency department patients

Notes for the trainer
This chapter is targeted at health care professionals, especially those working in emer-

gency departments 
The tools introduced in this chapter might be new to professionals; therefore, it is im-

portant to explain their role and signi icance to professionals and guide them through 
each step of using these tools 

It is crucial to motivate participants to use the introduced tools in their everyday work 
and take action if they suspect abuse  
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Recognizing violence against older persons
Health care professionals and social workers rarely recognize elder abuse and take action to 
help victims and end violence. There are two main reasons for this.1 

First of all, there is a lack of formal training in elder abuse and its signs. While in some, 
extreme, cases of violence and neglect (e.g. knife wounds, bite marks, signs of starvation) rec-
ognizing abuse is rather straightforward, it is not always easy to differentiate between the signs 
of abuse and age-related changes or symptoms of disease. Many professionals lack information 
on indicators of abuse in older people. Therefore, advanced training for medical professionals, 
especially those who are in regular contact with older people, is an important step towards im-
proving their violence recognition skills.2  

Secondly, in many organizations abuse reporting procedures are inadequate or non-exist-
ent. For example, according to the study on elder abuse identi ication in emergency depart-
ments conducted in Canada, over 50% of physicians, who participated in the study, stated that 
their emergency department did not have a written protocol for reporting and dealing with 
elder abuse, while 39% were “unsure” whether such a written protocol existed.3 

Addressing these two issues is crucial to improving the situation with elder abuse identi ica-
tion. In what follows, the ways of achieving this in the health care settings are presented, and 
signs of violence against older people are extensively described.  

Differentiating between symptoms of disease/age-related 
changes and violence
There are many similarities between symptoms of disease and physiologic and psychological 
changes due to old age and signs of neglect and abuse; in many cases, it might not be clear 
whether abuse and neglect are actually taking place.4,5 Therefore, it is very important that 
health care professionals can see the difference between normal ageing processes, diseases and 
injuries caused by violence.6 

Common normal age-related changes are the following: 

 • Skin becomes thinner, more fragile, and loses the protective fat layer, which increases 
the risk of skin injuries and bruising

 • Blood vessels of the dermis become more fragile and prone to bruising and bleeding 
under the skin 

 • Bones become thinner and less dense
 • Older people might suffer from multiple chronic illnesses/conditions. As a result, cer-

tain medications or their combinations might cause side effects such as bruising and 
risk of fractures7

Signs and marks speci ic to abuse are rather rare, and laboratory tests as such do not detect 
violence. In addition, professionals may not be able to accurately determine the age of bruises 
or burns; however, their sizes, patterns and locations may suggest whteher they are intention-
al in nature. Therefore, body maps (see Appendix 2) and/or clinical photographs, done/taken 
with the consent of an older person, should be used to document the location and shape of skin 
injuries.8
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The following are different diseases and conditions that ‘mimic’ signs of violence:9 

Sign Condition/disease Sign Condition/disease

Blunt force 
trauma/
contusion

Allergic reactions, bleeding 
disorders, fractures caused 
by osteoporosis, subdural 
hematoma as a result of a fall

Burns and 
scalds Contact dermatitis

Neglect

Constipation caused by 
medication or hypercalcemia, 
dehydration caused by 
medication, diabetes mellitus, 
faecal impaction, poor wound 
healing, urinary tract infection 
(in women), vaginitis

Sexual 
assault

Uterine prolapse, decreased 
function of the anal sphincter, 
in lammatory bowel 
disease, vaginal bleeding 
and excoriation due to low 
oestrogen, vaginitis

Chemical 
restraint

Increased drug levels due to 
decreased renal clearance Starvation

Anorexia caused by mental 
illness, in lammatory bowel 
disease, malabsorption 
caused by hypothyroidism, 
weight loss due to diabetes 
mellitus

General and behavioural signs of elder abuse
The following signs and changes in the emotional and physical state of an older person as well 
as patterns of behaviour exhibited by a caregiver might indicate elder abuse:

General indicators10 Behavioural indicators11

 • Injuries, past or present, for 
which an older person provides 
an unlikely, vague or inconsistent 
explanation; 

 • A history of frequent injuries; 
multiple visits to the emergency 
department with similar injuries 

 • Delays in seeking (medical) help 
once an injury has occurred 

 • Multiple bruises/injuries at the 
different stages of healing

 • Frequent change of primary care 
physicians or visits to multiple 
physicians (“doctor hopping” or 
“doctor shopping”)

 • Not taking medication as 
prescribed, not following 
physician’s instructions, missing 
doctor’s appointments

 • Unexplained/sudden change in behaviour, 
ixation, confusion, excitement, agitation, 

unusual passivity or anger, fear (of people or 
unknown places), suspiciousness, paranoia 

 • Refusal to use medical/social services or 
their more frequent use

 • Change in behaviour in the presence of a 
caregiver, a strained relationship between 
an older person and a caregiver

 • Reluctance to answer questions on the part 
of an older person or a caregiver 

 • Eagerness of a caregiver to answer questions 
instead of an older person; this, however, 
does not always indicate abuse and could 
be necessary if an older person lacks mental 
capacity  

 • Overprotective or controlling behaviour 
of a caregiver, or abandonment of an older 
person in the health care institution by a 
caregiver
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Physical indicators of possible elder abuse 
When assessing physical marks/injuries that can indicate elder abuse, the following should be 
taken into account:12

 • Location
 • Morphology: size, shape and structure
 • Extent and severity
 • Quantity and variety

Marks and injuries that can indicate violence include: 

Bruises13 Pressure sores (decubiti/bed sores)14

 • Bruises are usually a sign of physical 
abuse, but can also be the result of ne-
glect

 • Bruises may be in the shape of knuckles 
or ingers

 • Parallel marks, also known as tramline 
bruises, indicate injury caused by a 
stick

 • A person might have multiple bruises at 
the various stages of healing 

 • Colour of the bruise usually cannot 
help determine the date when it was 
received because bruises may heal at 
different rates

 • Healing can be slower in older per-
sons and last for months instead of 1-2 
weeks

 • Large infected decubiti, multiple decu-
biti, especially deep ones that smell of 
necrotic tissue, can be signs of neglect

 • Older people might be more prone to 
decubiti due to certain diseases, but not 
just because of age 

 • Decubiti most often occur in ill or cog-
nitively impaired individuals

 • Bedsores usually occur over the sa-
crum, hips or heels, and can be caused 
by an acute illness, circulatory disor-
ders, poor nutrition, limited mobility 
(e.g. due to being tied up), poor care 
standards

Burns15 Abrasions and lacerations16

 • Burns may also indicate abuse or ne-
glect

 • Sizes, locations, shapes and patterns of 
burns as well as how an older person 
got them should be taken into consider-
ation when examining them 

 • Burns might be caused by using very 
hot water when bathing an older per-
son

 • Skin thickness and elasticity decrease 
with age, and these changes may be ex-
acerbated by certain medications  

 • Abrasions can occur in older persons 
even due to minor trauma

 • Multiple abrasions should raise suspi-
cions

 • Abrasions and/or lacerations often in-
dicate physical abuse, but might also be 
the result of neglect
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Fractures17 Other physical indicators18

 • Bones of older people are thinner and 
less dense, which, together with bone 
diseases, make older persons more 
prone to fractures (e.g. as a result of 
falls which are the most common cause 
of injury in older persons)

 • Poor nutrition, vitamin D de iciency, al-
coholism, age-related de iciency in cer-
tain sex hormones, osteoporosis, long-
term steroid use and cancer increase 
the likelihood of fractures 

 • The most common sites for bone frac-
tures are the hip (in those aged 75 years 
and over) and wrist (in those younger 
than 75 years). The wrist is a common 
site for fractures caused by falls since 
many older people use their hands to 
stop them

 • Facial fractures include tooth fractures 
or partial tooth displacement, broken 
jaws or bones surrounding the eyes

 • Bite marks, scratches, redness, swelling, 
soft tissue trauma, ruptured eardrums, 
patchy hair loss (due to hair-pulling)

 • Mild traumatic brain injury, e.g. bruising 
or swelling of the brain, as the result of 
the shaken adult syndrome might lead 
to headaches, (increased) confusion, 
(new) vision problems, loss of balance 
or unsteadiness when walking

 • Poor health due to lack of necessary 
nutrients in one’s diet (malnutrition) 
might be the result of neglect; however, 
this might also be caused by medication 
or age-related changes in the sense of 
smell and taste which might lead to ap-
petite loss

 • Dehydration can be a sign of neglect, 
but is often caused by illness (e.g. dia-
betes)

 • A caregiver might use too much medi-
cation to sedate an older person; they 
might also withhold some medication 
to use it themselves; a caregiver might 
not know how to use medication cor-
rectly

Sexual abuse of older women19 
Older women are vulnerable to sexual abuse, including by their caregivers and adult children. 
The reasons for vulnerability might include cognitive impairment, physical inability to 
protect themselves, inancial or emotional dependence on an abuser. In addition, due to 
these reasons some older victims may be reluctant to report sexual abuse and seek help.

Certain age-related changes in the genital tract and hormone levels make it more dif icult to de-
termine whether sexual violence against an older woman is/has taken place. For example, pro-
gesterone and oestrogen levels decline with age, and decreased oestrogen levels can lead to the 
changes in the shape of the vagina, increased vaginal dryness and thinning of the vaginal walls. 
These changes in turn may cause pain and bleeding during normal sexual intercourse. What is 
more, when working with older women, professionals should not mistake trauma related 
reactions for senility and must keep in mind that older women might need more time to 
process information and formulate their replies, which is a normal age-related change. In 
addition, in some cases perpetrators themselves may bring victims to a health care institution 
for examination. Some perpetrators may seem charming and nice to the staff, while others may 
threaten health care workers, which might also complicate the process of examination. 
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The following signs might indicate that an older woman is/has been sexually abused:

Physical signs20

 • Torn and stained underwear 
 • Genital, rectal or oral trauma (e.g. erythema, bruising, lacerations); pain, itching, bruis-

ing and/or burning in the genital area; bruises on the breasts/abdomen
 • Dif iculty walking, standing and/or sitting
 • Changes in bowel movements and/or bladder activity
 • Sexually transmitted diseases, urinary tract infections

Behavioural signs
 • Withdrawal, fear, depression, anger, aggression, insomnia, which might be especially 

severe in older women who feel isolated and have little support 
 • Increased interest in sexual matters and/or excessive sexual behaviour

Examination procedure
If violence is suspected, it is necessary to obtain the older person’s consent to conduct 
forensic procedures and collect evidence, which is especially important if a victim is unable 
to testify. However, if a victim lacks mental capacity and is unable to give consent, they should 
not be forcibly examined or subjected to forensic procedures, which are not required to 
ensure their health and safety. At the same time, it should be remembered that older persons 
may process information more slowly than younger adults and it might take them longer to put 
their thoughts into words. This is a normal age-related change and it should not be immediately 
viewed as evidence of a lack of mental capacity.21 

During the examination, diseases and conditions which ‘mimic’ signs of violence and/or pre-
dispose older people to injury should be noted down. With the consent of a patient, body maps 
should be created and clinical photographs taken to document the location and shape of injuries 
such as bruises, skin tears, burns etc. If a recent sexual assault is suspected, or has been report-
ed by a patient, a forensic medical examination should be performed by a professional who has 
the appropriate training and expertise. Throughout the examination, health care professionals 
should keep in mind the following question: “Is the explanation provided by a patient con-
sistent with the examination indings?”22 

Overall, during an examination the actions to be taken and factors to be assessed include:23 
 • Context

 – Circumstances in which an injury occurred 
 – Lack of concern for an older person on the part of their caregiver

 • History
 – Past abuse, other cases of abuse in the family 
 – Misuse of medicines 

 • Physical examination and laboratory test results
 – Functional assessment of balance and gait 
 – Assessment of nutritional status (malnutrition, dehydration)
 – Assessment of injuries (sores, bruises, burns etc), pain
 – Appearance (tidy or unkempt), hygiene (adequate or poor)

 • Mental health examination and cognitive/behavioural changes
 – Withdrawal, fear, confusion
 – Signs of depression
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ECLM guidelines for the examination of suspected elder abuse
The European Council of Legal Medicine (ECLM) published guidelines for health care profes-
sionals and forensic practitioners on assessing and documenting suspected elder abuse ( igure 
8). At the core of the document is Article 25 of the Charter of Fundamental Rights of the Europe-
an Union, according to which the EU recognizes and respects the rights of older people to lead 
a life of dignity and independence and to participate in social and cultural life. The ECLM guide-
lines also emphasize the importance of prevention and identi ication of elder abuse, especially 
since the older population is growing.24 

The following are the basic rules of carrying out an examination if elder abuse is suspected:25

 • Obtain the older person’s informed consent prior to an examination
 • If an older person does not have the capacity to give consent, appropriate steps must be 

taken to ensure a lawful examination
 • Review circumstances of the event/situation under investigation; make inquiries about 

(possible) past abuse; obtain relevant socio-familial information
 • Undertake a comprehensive review of the older person’s medical history (undergone 

surgeries, gynaecological or psychiatric problems, medication history etc)
 • Screen for all possible types of abuse 
 • Perform a full physical examination of an older person
 • Collect and preserve all evidence that might indicate abuse 
 • If need be, request a further examination by relevant professionals; to complete an in-

vestigation, more than one examination might be needed 
 • If it appears (highly) likely that abuse is/has taken place, take measures to protect an 

older person from further abuse

Figure 8. Suspected elder abuse examination 
procedure 
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The ECLM examination procedure consists of the following steps/items: 

1. Full case history:
 – History of suspected abuse: the type of a relationship between an older person and per-

petrator(s), type(s) of abuse, duration of abuse, injuries and other physical and psycho-
logical consequences of abuse, received medical assistance related to abuse

 – History of past abuse of an older person by the same or other perpetrator(s)
 – Medical history, including relevant diseases and medications (e.g. anticoagulants)
 – Physical disabilities and psychological disorders which may complicate communication, 

lead to the older person’s dependence on third parties and create the conditions for abuse 
 – Functional history of an older person, including day-to-day activities such as dressing, 

eating, bathing, toileting, shopping and cooking; assessment of the need for the partial or 
24-hour assistance and how it is provided to an older person  

 – History of the physical or chemical restraints use; if restraints have been used: who pre-
scribed them, for what purpose, the duration of use

2. A psychiatric examination, cognitive assessment, mini-mental state examination (as 
required) 

3. A full general medical examination (according to the ECLM guidelines)
 – General appearance, clothing, vital signs, nutrition and hydration
 – Pain intensity measured with the help of a pain scale (numeric rating scales, verbal de-

scriptor scales, faces pain scales or visual analogue scales may be used with an older 
person depending on their ability to read, hear and understand the instructions)26

 – Injuries (should be described and photographed), patterns suggestive of abuse - all evi-
dence that might indicate abuse should be collected 

4. A gynaecological/urological examination (according to the ECLM guidelines)

5. Laboratory testing: general blood tests, toxicology blood test 

6. Further examination/investigation if required

7. If needed, select the appropriate course of action, as established by the law, protocols or 
other relevant guidelines, in consultation with local victim support services, in order to pro-
tect an older person from further violence and ensure that their rights are not violated

Older persons in the emergency department

Recognizing violence against older people in emergency 
departments
Population ageing will place an ever-increasing burden on health care services in the next two 
decades, including in terms of recognizing violence against older people, and evidence suggests 
that emergency departments in particular are well positioned to identify (possible) victims of 
elder abuse.27

Older victims of violence receive primary health care less often than other older persons; how-
ever, they use emergency care services more frequently, and visits to emergency departments 
might be the only occasions on which older people leave their homes and can be screened for 
abuse.28 Since such visits, which might actually be the result of committed violence, are un-
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planned, perpetrators and victims have little or no time to hide evidence of violence, which 
makes emergency settings especially suitable for identifying elder abuse.   

According to the survey conducted in an emergency department in Central Lisbon, 96.7% of 
participants (87 older adults out of 90a) reported having experienced some form(s) of abuse. 
Psychological/emotional abuse was experienced by 73.3% of participants (66), neglect by 
53.3% (48), inancial/material abuse by 48.9% (44) and physical abuse by 22.2% (20). Gender 
was not found to be associated with self-reported abuse, while education and age were strongly 
associated with it. Also, a strong connection was found between symptoms of depression and 
self-reported abuse, which means that it is especially important that emergency care practition-
ers screen for abuse older people who exhibit symptoms of depression.29   

Despite the emergency rooms’ potential for abuse identi ication, research indicates that emer-
gency department staff rarely recognize or report elder abuse. This might be due to: 
a) lack of training in recognizing signs of violence, and therefore dif iculties distinguishing 

between intentional and unintentional injuries; 
b) uncertainty about the procedure that should be followed if violence is identi ied; 
c) doubts about the effectiveness of interventions; 
d) lack of time and/or space for carrying out comprehensive examinations; 
e) reluctance to become involved in legal investigations. 
What is more, while several violence screening tools have been developed for the use in emer-
gency departments, none of them have been validated in emergency settings. In addition, recog-
nizing signs of violence in cognitively impaired patients is particularly challenging due to a lack 
of tools for rapid assessment of cognitive function validated in emergency rooms, which slows 
down the process of elder abuse identi ication.30 Delays in recognizing violence and taking ac-
tion to end it in turn contribute to further suffering of victims and might result in death.

Myths about the older people’s use of emergency services
Certain myths about the older people’s use of emergency services impact the attitudes and 
behaviour of the emergency department staff towards older people, which might make it more 
dif icult for the latter to discuss sensitive issues, such as violence and abuse. Also, due to neg-
ative attitudes towards older persons, the emergency department staff may be less likely to 
recognize physical and behavioural signs of elder abuse. 

For example, visits of older people to emergency rooms are often labelled as unnecessary. In 
particular, there is a common perception among health care professionals that older people 
often use emergency services for psychosocial reasons such as feeling lonely and unsafe. How-
ever, there is no scienti ic evidence in support of such views. Although older people indeed 
form the biggest group of health care service users,b only a small number of older patients use 
emergency medical services excessively, most of them seek emergency care only when they are 
seriously ill. 

According to a number of studies, ‘not coping at home’ is the reason for coming to the emer-
gency room for around 10% of older patients. At the same time, more than a half of them also 
have an illness that requires immediate attention, and the majority have serious issues such 
as cognitive impairment, dehydration, nutritional de iciencies, and are at risk of injuries due 
to falling and/or risk of depression. Older people who are ‘not coping at home’ are among the 
a 31 men and 59 women participated in the survey. 
b For example, in 2014 37% of people aged 75 years and over had used health care services, and the need for using both health 
and social care services gradually increases with age, including due to memory disorders (Teija Hammar, Minna-Liisa Luoma.  
Palvelurakenteen muutos sekä palveluiden saatavuus, riittävyys ja yhdenvertaisuus. In Finnish.).  
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most vulnerable patients as one third of them will die within a year of visiting the emergency 
department.31

Older people (aged 74–94 years), who lived in 21 community dwellings and visited the urban 
emergency department in Tampere, Finland, were interviewed to ind out their opinions on the 
services provided there. Interviewees believed that the medical aspect of services provided was 
of high quality, but also stated that they had spent a lot of time waiting for an examination and/
or treatment. Among the negative aspects were lack of information on the procedures, being 
left alone, uncomfortable conditions, inadequate symptom relief, insuf icient consideration for 
feelings of thirst and hunger, lack of staff. In terms of interaction with the staff, older people’s 
experiences were both positive and negative: compassion, kindness and taking patients’ con-
cerns seriously were cited as positive, while lack of interest and rudeness on the part of the staff 
were among the negative examples. In addition, in older people’s opinion, the most vulnerable 
patients’ special needs were not adequately met.32

Violence screening tools 

Screening older people for signs of violence 
Screening can be de ined as “the process of identifying healthy people who may have an in-
creased chance of a disease or condition… It can be helpful to think of screening like a sieve… 
The sieve represents the screening test…”33 For example, cancer screening aims to select indi-
viduals at risk of cancer, and screening has become an important tool for violence identi ication.  

Overall, when assessing a screening programme, the following criteria are usually used:34

 • The condition people are screened for should be a well-understood health problem, 
with known risk factors and/or indicators

 • The screening test should be simple, safe and acceptable to the population
 • There must be evidence from reliable randomized controlled trials that the screening 

programme reduces mortality and/or morbidity and is cost effective 
 • There should be evidence that the screening programme is clinically, socially and ethi-

cally acceptable to health care professionals and the public
 • Suf icient and well trained staff should be available to conduct screenings 
 • Effective interventions should be available to follow the test  

The US National Screening Committee developed a set of criteria that focuses on four ques-
tions:35

 • Do we understand the natural history of disease? 
 • Is there a good screening test for it? 
 • Is there an effective treatment? 
 • Is the programme acceptable to the population?

Screening for elder abuse is a process of obtaining information about violent experiences in a 
family or other relationship from older (vulnerable) persons who do not exhibit obvious signs 
of abuse, such as physical injuries, in order to identify victims of violence. The rationale for 
screening is that (early) identi ication may prevent future/further violence and reduce 
the risk of negative health consequences as a result of violence. In the case of older people, 
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screening is particularly important since elder abuse might have grave health consequences 
and its identi ication rates are rather low.36 The two types of screening are universal, i.e. every-
one is screened, and selective, i.e. only those who meet speci ic criteria are screened.37 

Screening should be done using standardized tools. What is more, screening should not only be 
carried out in case abuse is suspected since this might increase the risk of stigmatization of peo-
ple who belong to minority groups or are of lower socioeconomic status. In addition, in public 
health, the term ‘screening’ emphasizes the need for follow-up; therefore, screening should be 
just the irst step in elder abuse prevention and identi ication and should be followed by 
an appropriate multidimensional response.38

Several risk assessment tools that can be used to screen individuals for violence have been 
developed based on studies and/or clinical experience.c Some of the tools are sets of questions 
which either can be asked by someone (usually a professional) or completed by an older per-
son themselves (self-disclosure tools). Other risk assessment tools are based on recognizing 
signs of different types of violence. The main goal of all of these tools is to raise suspicion that 
an older person might be abused; they only suggest that violence might be taking place, and if 
suspicion is raised an in-depth interview with a possible victim should be conducted.39

In order to use screening instruments correctly, health care professionals should receive spe-
cialized training in applying them as well as training in elder abuse (risk assessment, safety 
planning, multi-agency cooperation, speci ic needs of older women etc). They should also un-
derstand how to behave with older people (e.g. they should be respectful and sensitive). What 
is more, it is crucial that health care professionals know the existing protocols/procedures for 
reporting and addressing violence (those that exist in their workplace as well as local/regional 
ones) and understand the roles played by different professionals in preventing and ending elder 
abuse. Therefore, a system for support and consultations between professionals should be 
established.

While there are still some gaps in our knowledge about signs of elder abuse and effective inter-
ventions to stop it and the existing screenings tools could be further improved to increase their 
accuracy, this should not prevent health care professionals from playing an active role in identi-
fying and ending violence. Since violence can have a huge negative impact on an older person’s 
life, helping them change their situation is one of the most gratifying experiences for physicians 
and other health care professionals.40 In the following sections, different tools for elder abuse 
identi ication, which have been published and validated and can and should be used by health 
care professionals, are presented.

The Elder Abuse Suspicion Index© (EASI)
One of the tools for screening older people for abuse is the Elder Abuse Suspicion Index© 
(EASI).41 The EASI’s aim is to raise doctor’s suspicions about elder abuse to a level at which they 
deem it reasonable to discuss possible abuse in more detail or refer an older person to social 
services for further assessment. The EASI is based on the idea that a simple tool can help older 
patients talk about their experiences and thus raise suspicions about abuse (but it cannot give 
a de initive answer).42

The EASI (see Table 1) consists of six questions: a doctor asks an older person to answer ive 
questions, and the last question is answered by the doctor based on their observation of a pa-
tient. One or more “yes” responses to questions 2-6 should cause concern.43 If elder abuse is 
suspected, the next step should be to assess the older person’s mental capacity.44 While the tool 
was originally designed for the use by physicians, it has also been used by other professionals, 
c Most of the tools have been developed in Northern America. 
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for example by social workers in Spain. Currently, the EASI is not used in emergency depart-
ments; however, there have been attempts to study the nurses’ use of EASI in emergency rooms 
and nursing homes.45

The EASI was developed based on a comprehensive review of the literature dealing with risk 
factors for elder abuse and existing elder abuse screening tools, and used the WHO de inition 
of elder abused as well as the WHO/INPEA de inition of neglect.e Initially, nine questions were 
selected for further testing.46 

The selected nine questions were then discussed in focus groups, which consisted of profes-
sionals working in the ields related to elder abuse (social workers, nurses and physicians), 
from clinical, research and community perspectives. After the discussion, professionals (n=31) 
were asked to independently and anonymously rank the importance of each of the nine ques-
tions. Despite having different conceptual approaches to elder abuse, the three groups identi-
ied ive questions as fundamental to screening for elder abuse. The sixth question was added 

to take into account physicians’ observations, for instance about the older person’s appearance 
and behaviour.

At the inal stage, 663 community-living English and French speaking cognitively intact older 
persons aged 65 years and over were screened with the EASI. Social workers, who were una-
ware of the EASI results, conducted in turn the Social Worker Evaluation (SWE) with the partic-
ipating individuals. The SWE is a standardised assessment form for the in-depth evaluation of 
the situation of older people who are at risk of being abused; it includes 67 questions and takes 
on average 66 minutes to complete.47 The EASI and SWE results were then compared, and the 
EASI was found to have sensitivity of 47% and speci icity of 75%, which is comparable to longer 
tools. Family physicians also reported that the EASI was simple to use, could be carried out 
quickly, and was a convenient means of learning about possible elder abuse. The EASI is appro-
priate for the use by family physicians in ambulatory care settings to screen cognitively intact 
competent older people with Mini-Mental Status Exam scores of 24 or higher, who understand 
the questions.48 It is available online in several languages.49 

Table 1. The Elder Abuse Suspicion Index ©

 ELDER ABUSE SUSPICION INDEX © (EASI)
EASI Questions 

Q.1-Q.5 asked from patient; Q.6 answered by doctor 

Within the last 12 months: 
1) Have you relied on people for any of the fol-
lowing: bathing, dressing, shopping, banking, or 
meals? 

YES NO Did not answer 

2) Has anyone prevented you from getting food, 
clothes, medication, glasses, hearing aids or 
medical care, or from being with people you 
wanted to be with? 

YES NO Did not answer 

3) Have you been upset because someone talked 
to you in a way that made you feel shamed or 
threatened? 

YES NO Did not answer 

d  WHO 2002. World report on violence and health. 
e  WHO/INPEA 2002. Missing voices: views of older persons on elder abuse.
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4) Has anyone tried to force you to sign papers 
or to use your money against your will? YES NO Did not answer 

5) Has anyone made you afraid, touched you in 
ways that you did not want, or hurt you physi-
cally? 

YES NO Did not answer 

6) Doctor: Elder abuse may be associated with 
indings such as: poor eye contact, withdrawn 

nature, malnourishment, hygiene issues, cuts, 
bruises, inappropriate clothing, or medication 
compliance issues. Did you notice any of these 
today or during the last 12 months? 

YES NO Not sure 

The EASI41 was developed to raise a doctor’s suspicion about elder abuse to a level at which it might be 
reasonable to propose a referral for further evaluation by social services, adult protective services, or 
equivalents. While all six questions should be asked, a response of “yes” on one or more of questions 2-6 
may establish concern. The EASI was validated for asking by family practitioners of cognitively intact 
seniors seen in ambulatory settings.
© The Elder Abuse Suspicion Index (EASI) was granted copyright by the Canadian Intellectual Property Of ice 
(Industry Canada) February 21, 2006. (Registration # 1036459).
Republished with permission from Mark Yaffe, November 17, 2009. 
Mark J. Yaffe, MD McGill University, Montreal, Canada: mark.yaffe@mcgill.ca 
Maxine Lithwick, MSW CSSS Cavendish, Montreal, Canada: maxine.lithwick.cvd@ssss.gouv.qc.ca
Christina Wolfson, PhD McGill University, Montreal, Canada: christina.wolfson@mcgill.ca

In 2008, the WHO used the EASI as the basis for developing an elder abuse screening tool which 
would be culturally acceptable outside Canada. Focus groups from eight countries (Australia, 
Brazil, Chile, Costa Rica, Kenya, Singapore, Spain and Switzerland) participated in the tool test-
ing. The indings of this study indicated that the EASI was simple to use, covered the main types 
of elder abuse and, despite minor differences in interpretations, was culturally transferable. 
Although the EASI was developed for the physicians’ use, the WHO suggested that in some situ-
ations nurses could use the tool.50

The EASI covers the following types of violence (as well as some risk factors and signs of 
abuse):51

1: Have you relied on people for any of the following: bathing, dressing, shopping, banking, 
or meals? (Dependence on other people, a risk factor for abuse)

 • This is not a screening question (thus, a positive answer does not suggest abuse); it only 
identi ies possible dependence of an older person on others, which is a risk factor.

2: Has anyone prevented you from getting food, clothes, medication, glasses, hearing aids or 
medical care, or from being with people you wanted to be with? (Neglect)

 • Neglect refers to situations in which the basic needs of an older person are not being 
met by someone who is responsible for providing care and/or assistance to them.

3: Have you been upset because someone talked to you in a way that made you feel shamed 
or threatened? (Psychological/Emotional abuse)

 • Psychological/emotional abuse is speech and/or behaviour that is aimed at in licting 
mental pain, anguish or distress on an older person.
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4: Has anyone tried to force you to sign papers or to use your money against your will? (Fi-
nancial abuse)

 • Financial abuse is illegal or improper use of older person’s money, property or other 
assets, theft or fraud, pressure related to wills and inheritance.

5: Has anyone made you afraid, touched you in ways that you did not want, or hurt you phys-
ically? (Physical/sexual abuse)

 • Physical violence most often causes bruises, cuts and contusions. 
 • The majority of older victims of sexual violence are women, but the issue has been 

largely ignored.

6: Doctor: Elder abuse may be associated with indings such as: poor eye contact, withdrawn 
nature, malnourishment, hygiene issues, cuts, bruises, inappropriate clothing, or medica-
tion compliance issues. Did you notice any of these today or during the last 12 months? 
(Physical and behavioural signs of abuse)

 • A doctor, or another health care professional, assesses the situation of an older person 
based on what they see and how an older person behaves during an appointment(s).

The following points should be considered when asking the EASI questions:52

 • Questions 1-5 should be asked in order since each new question is, theoretically, more se-
rious/’threatening’ than the previous one  

 • One or more “yes” answers to questions 2-6 should raise suspicions 
 • No answer (“Did not answer”) or “Do not know” answer do not affect the tool, and an older 

person’s failure to respond may raise additional concerns
 • Older people should be questioned in private (family members or other accompanying per-

sons should not be present), in a quiet environment  
 • An introduction to the questioning could be the following: “Our primary concern is the 

well-being and safety of older people; therefore, I would like to ask you a few questions 
about the events that may occur in older people’s lives”

 • Professionals should stay friendly and supportive throughout the conversation to help old-
er people relax and talk about their situation

 • Older people should be given enough time to reply since it might take them longer than 
younger people to process the questions 

 • Keep in mind that if an older person has experienced abuse, it may be dif icult for them 
to answer the questions due to trauma caused by violence (e.g. depression, apathy, loss of 
self-esteem)

 • If an older person answers the questions, thank them (“Thank you for answering my ques-
tions. I know it can be dif icult to answer such questions”)

 • If an older person refuses to answer, tell them that they can talk about their concerns later, 
with you or another trustworthy person

 • It is important to be careful when interacting with the alleged abuser so that they do not 
limit/block access to the vulnerable older person; if possible, this should be done by pro-
fessionals with the appropriate expertise 
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 • If the carer is the alleged abuser and a health care professional needs to interview them, an 
empathetic approach should be taken (e.g. “caring for your mother must be very dif icult, 
how do you cope?”) and professionals should try to remain non-judgmental, even if the 
history of abuse has been con irmed

If the EASI results indicate abuse, the following actions should be taken:

 • If it turns out that an older person is abused, assess the urgency of the situation and 
discuss with them what can be done  

 • If there is no sense of urgency, see an older person again and ask their permission to 
repeat the EASI

 • Assess the older person’s mental capacity; if they are not competent, you may contact 
their next of kin (keep in mind, however, that they might be an abuser)

 • If you have the competence and time, you may conduct a more detailed interview dur-
ing the same or another visit

The Self-Administrable Elder Abuse Suspicion Index© (EASI-sa)
The original EASI was adapted for self-completion by older people on paper (bold font, font size 
14). The irst ive questions, which are focused on older people’s experiences, were kept, while 
the sixth question, which should be answered by a physician, was removed from the from. The 
EASI-sa also offers only two response options: ‘yes’ and  ‘no’ (see Table 2).53 

A number of older people were approached by a research assistant to discuss their partici-
pation in the EASI-sa testing in the hospital waiting rooms. Those interested in participation 
received further information on the study. Following participants’ oral consent, the MMSE (Mi-
ni-Mental State Examination) was administered to assess their cognitive functions. Participants 
illed in the EASI-sa form and evaluation questionnaire anonymously. After that, the MOS Health 

Survey Short Form (SF-12) was administered to assess participants’ mental and physical health, 
and demographic data was collected. Those who participated also received brochures on elder 
abuse.54

In total, the EASI-sa was completed by 210 cognitively competent older people. The readability 
and acceptability of the tool were positively evaluated, and the non-completion rate was low. 
Older people spent from two to ive minutes on completing the EASI-sa, and the tool was seen 
as an elder abuse awareness raising method by 27.2% of the participants, who improved their 
understanding of elder abuse manifestations. 8.6% of participants (18/210) answered “yes” to 
the irst question (dependence on others), and 2.9% (6/210) responded positively to (some of) 
the remaining EASI-sa questions, which might indicate abuse: 1.9% (4/210) answered “yes” to 
the question on emotional/psychological abuse and 0.95% (2/210) to the question on physi-
cal/sexual abuse. It is important to note that the study had no statistical power to estimate the 
prevalence rates of elder abuse due to its sample size; the aim of the study was to assess the 
feasibility of the self-administrated use of the EASI form.55
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Table 2. The Self-Administrable Elder Abuse Suspicion Index © (EASI-sa)56 

ELDER ABUSE SUSPICION INDEX © (EASI-sa)

EASI-sa QUESTIONS: OVER THE LAST 12 MONTHS                                      CIRCLE ONE ANSWER   
FOR EACH QUESTION                                                                                                                                   

HAVE YOU RELIED ON PEOPLE FOR ANY OF THE FOLLOWING: 
BATHING, DRESSING, SHOPPING, BANKING, OR MEALS? YES NO

HAS ANYONE PREVENTED YOU FROM GETTING FOOD, CLOTHES, 
MEDICATION, GLASSES, HEARING AIDES OR MEDICAL CARE, OR 
FROM BEING WITH PEOPLE YOU WANTED TO BE WITH? 

YES NO

HAVE YOU BEEN UPSET BECAUSE SOMEONE TALKED TO YOU IN 
A WAY THAT MADE YOU FEEL SHAMED OR THREATENED? YES NO

HAS ANYONE TRIED TO FORCE YOU TO SIGN PAPERS OR TO USE 
YOUR MONEY AGAINST YOUR WILL? YES NO

HAS ANYONE MADE YOU AFRAID, TOUCHED YOU IN WAYS THAT 
YOU DID NOT WANT, OR HURT YOU PHYSICALLY? YES NO

The EASI has been adapted for self-completion in paper form by older peoplef called EASI-sa. The research was 
funded by the New Horizons for Seniors Program of Human Resources and Social Development Canada, project 
#6496426. Republished with permission from Mark J. Yaffe MD McGill University, Montreal, Canada: mark.yaffe@
mcgill.ca

Piloting the EASI in the emergency room
The Malmi Hospital in Helsinki actively participated in the WHOSEFVA Project; in particular, 
its employees took part in the Mutual Learning Workshops (for more information on Mutual 
Learning Workshops, please see Chapter 8 on page 117). The Malmi Hospital has been a pio-
neer in the implementation of a number of best practice protocols, for example PAKE (a best 
practice protocol for battered patients’ medical examination). Therefore, this hospital was cho-
sen to pilot the EASI tool in its emergency department and short-term care units. The EASI was 
selected because it is validated, user-friendly and short tool meaning it can be administered 
when there is lack of time, which is the case in emergency departments. 

The EASI was piloted twice, in January 2018 and in June 2018, each time during one week. 
Before the start of the pilot implementation, the staff of the emergency and short-term care 
units were trained to use the EASI and received written instructions for implementing it and 
using the data gathering forms. The staff was also introduced to the feedback questionnaire and 
received training on ethical issues such as privacy, respect etc. In addition, all information on 
victim support services was put in writing in case referrals were needed.

The EASI was used to screen for abuse in seemingly competent patients over 75 years of age, 
who arrived at the emergency department. The EASI questions were asked either before the 
patient’s discharge from the emergency room or during their stay in the short-term care unit. 
The EASI was administered by registered and licensed practical nurses. No identi ication codes 
were written on the data gathering forms (see Table 3). 
f Mark J. Yaffe, Deborah Weiss, Maxine Lithwick 2012. Seniors’ self-administration of the Elder Abuse Suspicion Index (EASI): a 
feasibility study. Journal of Elder Abuse & Neglect 24(4):277-292, 2012.
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Table 3. The EASI data gathering form  

Place the form was illed in □ Emergency room

□ Unit, what? ______________________________________________________
Gender □ Male             □ Female
Birth year

Postcode of the patient’s 
address
The reason for arriving 
in/being admitted to the 
emergency room

The relation of an escort to 
the patient

□ Relative, who?

□ Someone else, who?
Accommodation □ Lives alone     □ Lives with a spouse

□ Lives with someone else, with whom?_________________________

Provision of care to the 
patient

□ Home care             □ Sheltered housing, what?_________________

□ Something else, what? _______________________________________

□ No care 
The use of alcohol □ Yes                 □ No                    □ Doesn’t answer

Recognized injuries 
□ Physical injuries, what? ________________________________________
______________________________________________________________________

□ Psychological signs, what? _____________________________________
______________________________________________________________________

□ Behavioural signs (for example agitation), what?                   
______________________________________________________________________

Follow-up care

Patient refused to answer Reason(s)

Patient refused follow-up 
interview Reason(s)

It was not possible to ask 
questions Reason(s) (for example being too tired)
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In total, during both periods of the EASI pilot implementation, 38 patients were screened for 
abuse using this tool. Suspicions were raised in ive cases. Two of the alleged victims were older 
women; however, they did not want to talk about their experiences and did not want any help.

The feedback from the ten professionals, who participated in the EASI pilot implementation, 
revealed that routine screening for elder abuse is new to doctors and nurses, who work in the 
busy hospital setting such as emergency room. Therefore, these professionals would need 
more training, support and guidance on using elder abuse screening tools, and establish-
ing their use as a daily routine might be a long process.

The Risk on Elder Abuse and Mistreatment Instrument© (REAMI)
While the EASI was designed to be used in the ambulatory care settings, there is also a need for 
instruments that could be used by professionals to identify elder abuse in the home environ-
ment. Such a tool, called the Risk on Elder Abuse and Mistreatment Instrument© (REAMI), was 
developed in Belgium. It is a validated screening instrument, which can be used by profession-
als, who know an older person, their family and social environment.57 See Figure 9 on pages 100 
and 101 for the REAMI form.
The REAMI takes into account both signs of elder abuse (e.g. suspicious bruises) and risk 
factors for abuse (e.g. the relationship between an older person and a possible perpe-
trator) as well as the physical and social environments of older people. The REAMI is a 
short, but thorough tool, which makes it possible to accurately assess the situation under time 
constraints. The tool can be used by informal and formal carers, health care and social service 
workers.58

The unique feature of the REAMI is that it takes into account different types of (possible) 
perpetrators, who are referred to as ‘key igures’. A key igure is close to an older people and 
usually has some sort of bond with them. This could be an older person’s partner, one of the 
children, a neighbour or a professional caregiver.  

The REAMI questionnaire is illed in by professionals, who are asked to what extent they feel 
the proposed 22 statements apply to their client. The response options range from completely 
disagree (1) to completely agree (4). The 22 statements were developed based on the literature, 
results of previous studies and three rounds of consultation with academics, health care profes-
sionals and professionals, who deal with elder abuse on a daily basis.59

In 2012, the REAMI was tested and validated by home carers in cooperation with Familiehulp 
vzw (the largest home care organization in Flanders). All home carers from the Care Region 
3 (Antwerp and Brussels) were instructed to screen their clients aged 55 years and older for 
abuse using a standardised survey instrument. In total, 1,922 clients were screened: 2.9% were 
aged 55-64 years, 13.5% 65-74 years, 45.5% 75-84 years and 38.1% were 85 years or older. 
69.6% of the clients were women. According to the indings, the REAMI and its three dimen-
sions (risk factors for abuse – older person; risk factors for abuse – environment; signs of abuse 
and mistreatment) have good internal reliability and internal validity.60

In 2013-2014, 24 professionals who used the REAMI in their work were randomly selected 
to be interviewed to assess their satisfaction with the REAMI and its user friendliness. Most 
participants described using the REAMI as a positive experience. In particular, illing in the 
questionnaire did not take much time (from 2-3 minutes to 10-15 minutes), and was particu-
larly quick when the professional knew the living conditions of their client (however, using the 
REAMI with a new client proved to be impossible). In addition, several professionals stated that 
their knowledge about elder abuse had improved and they had become more alert to signs of 
elder abuse (for some professionals, using the REAMI was their irst encounter with the topic 
of elder abuse). 



99

Despite many positives of the REAMI, respondents also mentioned several issues. Some partic-
ipants reported having dif iculty scoring statements such as history of violence in the family, 
inancial problems of the older person and signs of emotional and sexual abuse. What is more, 

professionals did not know what to do after having administered the REAMI and it indicat-
ed possible abuse. Some organizations had developed instructions on what their employees 
should do in case abuse was suspected, but most respondents had no guidelines on further 
actions, which highlighted the need for adopting comprehensive strategies on detecting and 
reporting violence in organizations. In addition, even when respondents were willing to report 
violence, they encountered certain barriers, e.g. lack of evidence and disbelief among other pro-
fessionals since they were reporting the risk of violence, not violence per se.61

Medical examination of assault victims in emergency 
departments
In Finland, the procedure for the examination of assault victims called PAKEg has been in use 
since 2002. This procedure involves using a form, which was introduced in the Helsinki Malmi 
Hospital’s emergency department in September 2002 (see Appendix 1) and adopted by the 
Network of Malmi in 2006. The form consists of two sections: the irst one covers the documen-
tation of injuries; the second one provides a framework for an interview to record all important 
details of the assault. The aim of PAKE is to improve the legal protection of assault victims 
and develop closer cooperation between relevant organizations, primarily the police and 
health care organizations.62  

PAKE includes: instructions for medical examination; body maps and guidelines on pho-
tographing and documenting injuries; best practice recommendations for multi-agency 
cooperation and the work of the police, paramedics and social workers. The emergency 
department is responsible for a careful examination and injury documentation, regardless of 
whether they need treatment. The doctor, in some cases together with the nurse, marks injuries 
on a body map according to their types, locations and sizes. A digital camera is used to photo-
graph injuries as well. The background information and details of the event are illed in by the 
nurse during a talk with the patient before the latter is seen by the doctor. The doctor can add 
further information if necessary. The illed in form and photographs are then added to the pa-
tient’s record.63

Patients often do not wish to immediately report the offence to the police. However, from a legal 
point of view, it is important that all details of the assault are available for possible later use. 
Thus, the aim is to complete PAKE forms for all assault victims. Patients who report that their 
injuries were the result of an accident are interviewed to exclude violence. PAKE therefore sup-
ports healthcare professionals in detecting and dealing with cases of abuse; this in turn can help 
victims of violence to start to change their situation.64

During a one-year period after its introduction, the use of the form was monitored, and in August 
2003 a survey was conducted among professionals involved, in which they were asked about 
their experiences with and opinions on the form. The survey revealed that the police found 
the form extremely useful and necessary in their work, e.g. for conducting investigations of 
assaults. Prosecutors also considered the form bene icial to their work since the assault victim’s 
immediate description of violence was better evidence than descriptions provided months later. 
Nurses and doctors felt the form was useful as well, as it contributed to the systematic data 
collection on assault cases. In addition, closer cooperation between health care services and 
the police was achieved.65

g PAKE stands for assault, battery and body map in Finnish. 
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Figure 9. Risk on Elder Abuse and Mistreatment - Instrument (REAMI ©)
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Challenges of working with victims of violence
As discussed previously, there are numerous abuse reporting barriers that older people face 
(e.g. fear, shame, depression etc). Following section presents the way of dealing with challenges 
of working with older victims of violence. 

If an older person does not want help:

 • Do not insist or pressure them into accepting help 
 • Explain why you think they may be experiencing violence
 • Ask what they would like to do instead of telling them what they should do 
 • Document your concerns/suspicions and evidence that they are based on

If an older person is intoxicated:

 • Try to not talk too much 
 • Give an older person time to recover before talking to them
 • Follow the of icial procedure that is in place, e.g. an older person might be contacted by 

a social worker within the next few days (usually 1-3 days) 

If an older person is hostile/abusive:

 • Respect older person’s feelings. Anger is often the result of trauma caused by violence 
and/or inability to get help (for instance, anger and frustration might be caused by in-
adequate responses of professionals) 

 • If an older person lacks the capacity to understand their behaviour due to illness, stress 
or trauma, remain calm and ensure the safety of all persons involved 

 • Offer support, including referrals to relevant specialists, but do not put pressure on an 
older person  

If an older person wants to leave as soon as possible:

 • Make sure their contact details as well as contacts of their caregiver(s) are noted down
 • Offer an older person possible follow-up care services (with the consent of a competent 

person) 
 • Assess their safety

If an older person is seriously ill or hallucinating:

 • Give them time to recover before interviewing them
 • Refer an older person to the follow-up care services (with the consent of a competent 

person or mental health professional) 
 • Keep in mind that an older person might be confused as the result of experienced vio-

lence
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If an older person cannot understand you due to a language barrier:

 • Request services of an of icial interpreter (an interview can be conducted by phone)
 • The interpreter must not be a spouse/partner, child, other relative or friend of an older 

person 
 • In case a (possible) victim is an older woman, services of a female interpreter must be 

used

If an older person is accompanied by another person (spouse/partner/child):

 • Remember that the accompanying person can be the abuser 
 • An older person has the right to be examined in private; explain this to the accompany-

ing person and do not leave the decision to an older person
 • You may need to arrange another face-to-face appointment
 • If an accompanying person is required for cultural reasons, try to ind a trustworthy 

person with the older person’s consent

If an older person mentions partner’s jealousy:

 • Many victims actually talk about intimate partner violence when they describe part-
ner’s jealousy 

 • Keep in mind the difference between ‘violent’ jealousy and ‘normal’ jealousy as well as 
the difference between disagreement and violence 

 • Ask an older person if the behaviour of their spouse/partner has changed recently, and 
remember that sometimes dementia can be the cause of violent and/or jealous behav-
iour. If the answer is ‘yes’, refer an older person to the appropriate services

If an older person talks about alcohol consumption in their family:

 • Keep in mind that alcohol-related behaviour can ‘mask’ violence in the family, and that 
alcohol abuse increases the risk of violence 

 • If alcohol abuse is caused by illness (e.g. dementia), refer an older person to the appro-
priate services

If an older person talks about mental health problems and stress in their family: 

 • An older person may use mental health problems and/or stress to understate or justify 
violence 

 • Explain to them the connection between mental health problems and stress and vio-
lence, and refer them to the appropriate services

Depending on the situation, you may need to do the following: 
 • Refer an older person or their caregiver to the appropriate support services (e.g. caregiver 

services, women’s services, social services)
 • Refer an older person or their caregiver to the relevant specialist for medical examination/

treatment (e.g. geriatric, gynaecological, mental health, substance abuse) 
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 • Arrange for an older person to stay in emergency accommodation
 • Report the case to the police 
 • Make sure cultural differences are taken into account (e.g. religious beliefs)

Ethical issues
When working with older people, it is important to make sure that their rights are not 
violated and that decisions are taken to ensure their well-being. Sometimes, however, pro-
fessionals face with dif icult choices, for example when an intervention may result in an older 
person losing their only family member. Therefore, all situations should be carefully assessed to 
maximize bene its for an older person.

 • Older people’s privacy and dignity should be respected at all times. The least re-
strictive interventions that ensure older person’s autonomy are preferable  

 • Older people should be involved in making decisions about their lives as much 
as possible. If needed, they should receive help with making conscious and informed 
choices, especially when the subject in question is very complex (e.g. banking arrange-
ments)  

 • Older person’s mental capacity can be temporarily affected by stress, anxiety, med-
ication, illness or injury, and therefore lack of capacity does not necessarily indicate 
dementia. However, if an older person seems to be unable to make a decision, a formal 
assessment might be required to assess their capacity

 • Older people’s freedom of choice must be respected, and mentally competent indi-
viduals have the right to refuse help. For example, if an older person is competent and 
chooses to stay with an abuser, this should be accepted. In such cases, professionals 
should assess the older person’s safety and give them the necessary safety information 

 • Professionals must know the legal requirements related to reporting violence. If 
there is a (high) risk to older person’s physical safety/life, they must consult the police 
and/or social workers, and take the appropriate actions, even if this goes against the 
older person’s wishes

 • In case a crime is suspected or has been committed, professionals must act according 
to the laws of their country

 • Older people’s right to con identiality must be respected, but should not be a bar-
rier to taking action 

 • Cultural differences, religious beliefs, gender, older people’s abilities and re-
sources should be taken into account when communicating with them66

Safety planning
As discussed previously, leaving an abuser might not be an option for some older women due 
to a number of reasons (e.g. sense of responsibility if a woman is a carer). Therefore, if an older 
woman decides to stay with someone who physically abuses her, a safety plan must be created 
to help her restore control over her life.  
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A good safety plan is victim-centred and is based on the older person’s goals and needs 
rather than the opinions of others. It is a form of solving problems before they arise, and pro-
fessionals should support the empowerment of an older person by: 

 • Building rapport with an older person, including via active listening to help them feel safe
 • Learning about the older person’s fears related to the perpetrator 
 • Asking an older person about their wishes, reasons behind their decisions and their goals, 

which might allow a professional to offer other options for reaching the same goals
 • Brainstorming solutions and ideas together

When creating a safety plan for an older person, ask the following questions: 

 • Has an older person had experience with safety planning and protection strategies before? 
If yes, which strategies have worked/been affective? 

 • How has the perpetrator behaved in the past? Is the perpetrator likely to re-offend?
 • Does the perpetrator have access to weapons? Have weapons been used in the past?
 • Is there a restraining order in effect? If so, how long will it remain in effect? Ask an older 

person to share this information with friends, neighbours and service providers.
 • Can an older person recognize the signs of violence/a violent act?
 • What is the living situation of an older person? Discuss possible ways of leaving their home/

hiding if the situation escalates into violence:
 – the safest way to leave; the safest room to hide in (with door locks and a window to call 

for help); 
 – agree in advance on a safe place for an older person to go and/or temporary living ar-

rangements
 • If an older person has a disability, are there any physical barriers to safely leaving their 

home and/or getting to a safe place?
 • Does an older person have a peephole in the door as well as door locks and chains (if the 

perpetrator does not live with them)?
 • Where does an older person keep important phone numbers and personal documents/

items (medication prescriptions, bank cards, ID card, health insurance card, money, 
clothes)?

 • Have pet care arrangements been made?
 • Has an older person practised giving precise information on where they will go if there is 

danger? (This can be practised together)
 • Is an older person willing to move to a safe place (e.g. shelter)?
 • Has an older person been advised to write down/document all violent incidents? (date and 

what happened; text messages, emails and phone calls should be saved)
 • What are older person’s community and social support networks?
 • Does an older person have information about different support services?
 • What challenges may affect the older person’s safety and/or their ability to implement a 

safety plan (e.g. alcohol/substance abuse, mental health issues, memory disorders etc)?
 • Is an older person comfortable with the safety plan and willing to accept its (possible) re-

strictions, at least in the short term?67
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CHAPTER 7: PROFESSIONAL CHALLENGES IN 
WORKING  WITH OLDER VICTIMS OF VIOLENCE

Topics Covered

Dealing with elder abuse as a professional 

Professional challenges in working with older victims of abuse 
 • Vicarious traumatization
 • Secondary traumatic stress
 • Compassion fatigue
 • Professional burnout

Risk and protective factors for vicarious traumatization, secondary traumatic stress, com-
passion fatigue and burnout

Learning outcomes
Participants will:

Be able to assess their attitudes and values and understand how they in luence their 
work

Become aware that they have a role to play in addressing violence against older persons

Learn what measures should be taken to prevent and/or minimize the effects of emo-
tional and psychological burden of working with older victims of violence

Understand how to maintain their wellbeing

Notes for the trainer
It is important to demonstrate understanding and sympathy for professionals who 

might feel confused when dealing with older victims of violence

It might be bene icial to address the professionals’ feeling of insecurity which they might 
experience when working on elder abuse cases
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Dealing with elder abuse as a professional
Health care centres, emergency departments, social and home care services are at the forefront 
of efforts to identify, prevent and end violence against older persons. Violence is a complex 
issue, which requires sensitive and skillful handling by social workers and health care profes-
sionals. These professionals in turn require the support of their organizations; for example, 
clear protocols for reporting violence and assisting its victims should be in place, and cooper-
ation between different support services should be enabled. In addition, professionals should 
understand that working with victims of violence differs from working with other groups. 
In particular, they should take a clear stance against violence, since neutral approaches do not 
work in such cases, and make sure that victims feel that they are believed. 

The work of professionals might be in luenced by their own experiences of violence, experienc-
es with support services as well as their attitudes and values, and working with older victims of 
violence can create ambivalent feelings. Professionals might experience the following:  

 • A feeling that they do not have adequate skills for handling the situation  
 • Feelings of helplessness or withdrawal from the case due to the realization that there 

are no easy or quick solutions 
 • Fear (of the perpetrator), anger, frustration, empathy, confusion, overprotectiveness, 

which can be present at the same time 
 • A feeling of knowing ‘what is best’ to solve the problem 
 • Frustration at the lack of and/or poor quality of support services, or at the lack of sup-

port from other professionals  

Thus, self-awareness is essential when working with victims of abuse, and a safe and sup-
portive working environment can help professionals cope with the challenges of their work.

Professional challenges in working with older victims of 
violence
Emotional and psychological risks associated with direct work with vulnerable people have 
been largely overlooked in educational curricula and professional training. It is however crucial 
that practitioners understand the risks and associated symptoms in order to prevent and/or 
minimize the effects on their well-being and work. There are two primary forms that such risks 
can take:1 

Trauma-related stress conditions: negative psychological reactions that professionals 
may experience when working with victims of violence include vicarious traumatization, 
secondary traumatic stress and compassion fatigue

Professional burnout: a more general phenomenon which may occur in any professional

Vicarious traumatization2

Vicarious traumatization refers to the transformation of the worker’s inner experience as 
a result of empathetic engagement with trauma survivors’ experiences. It can be charac-
terized by profound cognitive changes in the worker’s sense of identity, world view and beliefs 
about self and others. 
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Although vicarious traumatization can interfere with professionals’ emotions and cognitive 
schemas, memories and sense of safety, these are not considered pathological and are viewed 
as normal reactions to traumatic events. For example, professionals who listen to clients’ stories 
of fear, pain and suffering may feel them as well because they care about their clients. However, 
vicarious traumatization can intensify the professionals’ sense of vulnerability and feel-
ing of unsafety. For example, therapists who work with rape victims may develop a feeling of 
disgust for rapists which extends to all men; this can in turn lead to emotional abandonment of 
victims, cynical and dismissive attitudes, loss of motivation and apathy. The symptoms of vicar-
ious traumatization, often unnoticed, might include: 

Psychological symptoms: anxiety, avoidance of social contact, judgmental attitudes, anger, 
depression, sleep disorders, nightmares, powerlessness, exhaustion, disruption of beliefs 
about self and others

Physical symptoms: nausea, headaches, changes in body temperature, dizziness, fainting 
spells, hearing impairment

Secondary traumatic stress3

Secondary traumatic stress refers to responses of people to working with trauma survivors. It 
is a result of an empathic relationship with an individual who has experienced trauma when a 
professional ‘becomes a witness’ to their horri ic suffering. In such cases, a professional wants 
to help their client, but eventually might also develop a number of PTSD symptoms.

Compassion fatigue4

Compassion fatigue describes a syndrome, which combines the symptoms of secondary trau-
matic stress and professional burnout. Compassion fatigue differs from vicarious traumatiza-
tion by being a more general phenomenon that refers to the overall emotional and physical 
exhaustion, which professionals might experience due to the continuous use of empathy when 
working with people who are suffering in some way. Thus, compassion fatigue is not limited to 
professionals who work directly with trauma survivors. 

Professional burnout5 
Professional burnout is a gradual process which occurs when work-related stress, caused by 
the repeated use of empathy, combined with the day-to-day workplace challenges and hustle, 
results in emotional, as well as physical, exhaustion. Professional burnout is similar to compas-
sion fatigue since it does not require direct contact with trauma survivors. However, in contrast 
to compassion fatigue, and also vicarious traumatization, which might occur suddenly, profes-
sional burnout develops over time, and factors related to the individual themselves, population 
served and professional’s organization contribute to this process. Professional burnout mani-
fests itself in the following:6

Emotional exhaustion is a state that occurs when practitioner’s emotional resources are 
depleted by the complex needs and high expectations of their clients, supervisors and orga-
nizations
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Depersonalization (also referred to as cynicism) refers to the negative, cynical or exces-
sively detached responses to co-workers’ or clients’ situations, requests etc

Reduction in one’s sense of personal accomplishment occurs when professionals feel in-
adequate if clients do not respond to treatment/intervention, despite efforts to help them

Professional burnout can be experienced by workers who have low job satisfaction and feel 
powerless and overwhelmed at work. It might be caused by lack of role clarity and large amount 
of work, new technologies and large lows of information, inancial constraints, shift work, lack 
of continuous education, poor communication and lack of support from colleagues and man-
agement.7

Although not limited to, compassion fatigue and professional burnout8 are common among in-
dividuals who work directly with trauma survivors, e.g. health care workers, psychologists and 
irst responders. When professionals struggle with their responses to trauma suffered by 

their clients, their mental health, relationships, effectiveness at work and physical health 
are at risk, including due to the changes in views on their own lives and the world in gen-
eral. In health care, it is contributed by ‘culture of silence’, poor training in the risks associated 
with high-stress jobs and lack of knowledge about symptoms of related psychological problems. 

Risk and protective factors for vicarious traumatization, 
secondary traumatic stress, compassion fatigue and 
professional burnout 

Risk factors 
There are several risk factors for the conditions and burnout described in the previous section. 
These include:9,10 

At the micro level – professionals at risk are with
 • pre-existing anxiety disorders and mood disorders 
 • personal history of trauma (e.g. child abuse and neglect)
 • many cases that involve trauma survivors despite little experience in working with such 

clients 
 • poor coping skills (e.g. suppression of emotions)

At the macro (organizational) level – the risk factors are
 • Inadequate supervision and lack of support from colleagues
 • Poor on-the-job training
 • Lack of control over one’s own work and heavy caseload
 • Unfair organizational rules
 • Lack of support services and resources for clients

Organizations should acknowledge the existence of vicarious trauma, secondary traumatic 
stress and compassion fatigue, view them as normal reactions to working with trauma survi-
vors, and help their workers cope with them. This will ease stigmas that professionals might 
experience if they feel incapable of dealing with a case that involves trauma survivors.11 
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Compassion satisfaction and vicarious resilience12

Recently there has been a shift in the literature that places a stronger emphasis on de ining and 
measuring the positive aspects of working with trauma survivors, rather than focusing solely 
on the negative ones. Compassion satisfaction refers to rewarding and ful illing aspects of 
work in which empathy and compassion are the driving forces. Therefore, while working 
with trauma survivors may cause stress, compassion satisfaction suggests that this can also be 
a source of development, for example, in terms of expertise. The sources of compassion satis-
faction include positive interactions with clients, colleagues, organization and community in 
general. 

The term vicarious resilience suggests that the process of trauma recovery has the poten-
tial to foster resilience and growth not only for the client but also of the professional who is 
working with them. Both compassion satisfaction and vicarious resilience put forward an idea 
that helping clients to recover from trauma and witnessing this process allows workers to expe-
rience professional and spiritual satisfaction in a unique way. This should be considered both a 
reward of the job and an opportunity to truly appreciate the importance of this work.

Empathy as a protective factor
Empathy is an ability and willingness to understand other person’s thoughts, feelings and strug-
gles by imagining oneself in this person’s situation.13 Empathy is a crucial skill for professionals 
who help people, especially those who work with trauma survivors, and it contributes to pos-
itive therapeutic outcomes.14 

There are different ways of putting oneself in other person’s shoes (e.g. emotionally or cogni-
tively, on a moment-to-moment basis or by trying to grasp an overall sense of what it is like 
to be that person). There are also many ways of expressing empathy, for instance empathic 
re lections, empathic questions and conjectures etc. Therefore, empathy should be viewed as a 
complex construct that consists of various acts used in different ways.15

Every person is unique and has their distinctive personality traits, history and life circumstanc-
es. Therefore, it is impossible to feel exactly what someone else is feeling; however, if someone 
cares about another person, it is possible to relate to this person’s experiences, at least to a 
certain extent. The victim’s grief, fear, anger and despair become part of the professional’s ex-
perience, and they feel them ‘together’ with the victim in some way.16

Although having to constantly ‘share’ emotions with victims may contribute to burnout and 
secondary traumatic stress, empathy might be a protective factor and help address these is-
sues. The study that explored the relationship between empathy, burnout, secondary traumatic 
stress and compassion satisfaction in social workers suggested that empathy could help them 
maintain their well-being.17  

In particular, according to the indings of the study, training of social workers in self- and 
other-awareness, could help prevent burnout and secondary traumatic stress by increas-
ing their compassion satisfaction. The latter was also found to be signi icantly associated 
with affective response to clients’ situations. While having to share pain and trauma with cli-
ents, professionals can also share joy and sense of achievement with them. This can contribute 
to higher levels of job satisfaction, which is linked with the lower risk of compassion fatigue.18

 



115

Other protective factors19

Protective factors for vicarious traumatization, secondary traumatic stress, compassion fatigue 
and professional burnout can reduce the likelihood of their occurrence. They exist on two levels 
and include the following:  

Macro (organizational) level

 • Safe, comfortable and friendly working environment in which professionals can express 
their fears and concerns  

 • Provision of support to employees: encouragement to take care of themselves and 
maintain work-life balance; training in working with trauma survivors, risks of such 
work and coping strategies; possibility to receive formal advice from expert workers/
organizations; provision of formal and informal support to individuals who need to pro-
cess (their clients’) traumatic experiences (e.g. regular consultations with peers and 
supervisors)

 • Possibility to work on a diverse range of cases       
 • Creation of professional networks  
 • Regular use of tools such as the Maslach Burnout Inventory, Secondary Traumatic Stress 

Scale and Professional Quality of Life scale to assess professionals’ compassion satisfac-
tion, secondary traumatic stress and possible burnout

Micro (individual) level

 • Utilization of skills and strategies to satisfy one’s personal, family related, social, emo-
tional and mental/spiritual needs while meeting the needs of clients; development of 
coping skills

 • Realistic workload goals; suf icient rest and relaxation, including during lunch breaks
 • Asking for and receiving support from colleagues if needed
 • Appreciating the little things, e.g. a cup of tea, hearing the sound of the wind in the trees 

or developing connections with others
 • Maintaining social contacts, gathering with friends to celebrate holidays/joys and 

mourn losses
 • Expressing oneself through creative activities (e.g. journal-writing, drawing, dancing, 

singing, etc.)
 • Taking time to re lect on one’s experiences and/or express gratitude by reading, writ-

ing, praying or meditating
 • Psychotherapy if needed, especially if a person has experienced trauma in the past
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CHAPTER 8: CONDUCTING TRAINING FOR SOCIAL 
AND HEALTH CARE PROFESSIONALS

Topics Covered
What is required from trainers and how to develop a training agenda 

Results of WHOSEFVA Mutual Learning Workshops

Lessons learned from WHOSEFVA focus groups 

Learning outcomes
Participants will:

Become aware of multiple competencies that trainers need and be able to improve their 
skills to work effectively

Learn how to communicate with the audience by listening to them

Be able to effectively share information on how to prevent secondary victimisation of 
older victims of violence 

Notes for the trainer
This module is a brief introduction to the trainer’s work; it is aimed at demonstrating 

that training is not just about giving information to professionals, but also about convey-
ing understanding and sympathy for older victims of violence
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What is required from trainers?
Convincing busy social and health care professionals that they have an important role to play 
in addressing domestic violence is not an easy task.1 Some health care professionals can be 
open and supportive, while others will see this role as an additional burden on top of their 
existing duties. Therefore, the irst key task is to prepare health care professionals and other 
staff for accepting and implementing new innovative practices. This can be achieved by making 
presentations on domestic violence and its health implications, using local data, during staff 
meetings; drawing staff’s attention to national policies/recommendations regarding social and 
health care sectors duties/work; and providing information on local support organisations. In 
addition, lectures and discussions on domestic violence, awareness raising campaigns, distrib-
uting posters as well as ‘corridor’ conversations with professionals can help create a sense of 
understanding and a sense of ownership of the new role among professionals. 

Key competences
In order to be successful, trainers need a number of skills and competences. The following key 
competences have been adapted from the Teachers’ Guidebook developed within the European 
Commission’s Lifelong Learning Programme in 2010.2

Professional competence refers to having the necessary and most recent specialized 
knowledge in the speci ic ield and utilizing up-to-date research indings. Thus, trainers 
should:

 • Understand the multifaceted nature of violence against older persons/older women 
 • Be aware of the challenges that older abused women are faced with 
 • Know methods of and procedures for recognizing sings of violence and preventing it
 • Understand the challenges of conducting training on violence against older persons/

older women 
 • Continuously acquire new knowledge about the topic

Socio-communicative competence means building mutual understanding and respect in 
relationships with professionals, victims etc.  Thus, trainers should:

 • Understand what their audience need 
 • Be able to listen to and empathize with their audience  
 • Be able to sense (potential) con lict situations and resolve them in a calm and effective 

manner through inding consensus or compromise
 • Be lexible and adapt the training program if needed (including content, methodology, 

objectives) to ensure that it is user-friendly

Methodological competence means the ability to make accurate assessments of the situa-
tion and to take correct and appropriate decisions. Thus, trainers should:

 • Use different teaching methods and mentoring approaches 
 • Be able to handle dif icult situations that might arise during training 
 • Understand what is happening and might happen, based on the context and non-verbal 

behaviour
 • Engage in problem-solving
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Personal competence refers to the ability and willingness to re lect on one’s own actions 
and take an ethical stance when necessary. Thus, trainers should:

 • Be able to deal with stress to ful il their responsibilities effectively 
 • Develop new ideas and initiatives and remain open to new experiences
 • Be aware of their own attitudes to/beliefs about violence against older persons and 

older women and understand how this in luences their work 
 • Be able to assess their own learning process (beliefs/facts, knowledge/attitudes) and 

be committed to continuous learning
 • Be able to analyse their training program and methods 
 • Ask training participants for feedback

It is crucial to understand that training is a sharing event where participants that have different 
professional backgrounds share their experiences and (practical) knowledge. Therefore, it is 
important to:

Create trust and friendly atmosphere by:
 • introducing oneself brie ly (work experience)
 • asking participants to introduce themselves brie ly (name, profession, place of work)
 • allocating time for questions and possible concerns, ask participants to share their 

opinions on training  
 • showing respect for participants’ skills and knowledge  

Create/use opportunities for experience sharing: 
 • share your knowledge and experience as a domestic violence expert
 • ask health care professionals to share their experiences of working with older victims 

of abuse; keep in mind that your task is not just to teach, but to draw knowledge and 
wisdom from existing experiences of professionals  

 • if someone asks a question, redirect it to the group and ask participants to express their 
opinions; this technique creates an interactive and engaging environment and opens up 
new resources for learning (from other participants)

 • ask participants to work in pairs (with different people) and small groups (three to six 
people) to discuss possible answers to questions

These are only suggestions, and other collaborative and creative ways of learning can and should 
be used when training professionals.

How to develop a training agenda and structure  
Trainers can select those chapters and topics from this manual that are most relevant and use-
ful to participants, and can adjust their order. The duration of training will depend on the partic-
ipants’ level of knowledge and experience. Since the work of health care professionals working 
in emergency departments can be hectic and they might not be used to long training hours, 
and taking into account the length of this manual, it might be bene icial to divide training into 
several (short) sessions. For example, sessions can take place once per week, which will give 
participants time to re lect on their new knowledge and allow to combine theory with practice.
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Results of WHOSEFVA Mutual Learning Workshops
All WHOSEFVA partner organizations in Austria, Estonia, Finland, Greece and Latvia conducted 
Mutual Learning Workshops for social and health care professionals. The goal of these work-
shops was to allow professionals to share their knowledge of and experience with working with 
older victims of violence, including treatment they require, gender- and age-speci ic perspec-
tives on violence and existing practices. 

Over 300 professionals participated in the workshops, and more than 50% were registered 
and licensed practical nurses; the rest were social workers, paramedics, medical doctors and 
administration staff. Pre- and post-evaluation questionnaires were used to assess the train-
ing needs of participants and collect feedback. Each workshop lasted approximately 1.5 hours, 
which was conducive to knowledge-sharing rather than deep exploration of the topic.

Over 200 professionals reported that they had never received training in elder abuse preven-
tion. The needs of participants varied slightly depending on their profession and country. For 
instance, Finnish health care professionals stated that they needed knowledge on the challeng-
es associated with population ageing, signs of elder abuse, provision of Psychological First Aid 
to victims, documentation of elder abuse cases and multi-agency cooperation. In other coun-
tries, participants were interested in topics such as human rights of older persons, Psychologi-
cal First Aid, signs of elder abuse, case documentation and multi-agency cooperation. Lectures 
and case studies were preferred teaching methods.

According to the collected feedback, Mutual Learning Workshops helped participants under-
stand the meaning of population aging population for their work and improved their knowl-
edge of different dimensions of elder abuse. Participants also indicated that they had received 
useful information on professional challenges in working with older abused people. In addition, 
the feedback suggested that elder abuse was relevant to the work of social and health care pro-
fessionals and thus there was a need for discussing this issue regularly.

Lessons learned from focus groups

Older people’s experiences of violence  
In each partner country, participating organizations conducted local focus groups or interviews 
with older female victims of domestic violence in order to bring their perspectives into the pro-
ject. The topics discussed included older women’s experiences of seeking help from social and 
health care services, their needs and circumstances, and their opinions on elder abuse train-
ing for professionals. The gathered information was incorporated into the training program for 
professionals.

125 older persons participated in the focus groups or were interviewed; the average duration 
of a focus group or interview was 1-2 hours. 114 participants were women; one third of partic-
ipants were 75–84 years old, a quarter were 55–74 years old and the rest were under 55 years 
old. Some participants were victims of domestic violence. 

Participants identi ied different forms of violence against older people (physical, psychological, 
verbal, emotional, economical and sexual) and de ined the difference between con lict and vio-
lence (when violence is used as a tool to end disagreement). Participants also stated that men 
could be victims of abuse as much as women, but that such cases often went unnoticed. At the 
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same time, they believed that women were less protected and more vulnerable to violence than 
men.

Participants de ined psychological violence as making an older person feel ‘small’ and not 
treating them like an adult (infantilization). Also, they reported that sometimes their caregivers 
made them feel as if their needs and concerns were not important/not taken seriously or if they 
were a burden (“You aren’t worth anything, you are a burden”). When talking about inancial 
violence, participants reported that a partner or adult children controlled their money or lim-
ited older person’s use of it. Some women stated that on occasion they had been unable to say 
no to sexual intercourse, had been threatened with weapons (e.g. knives) or had a spouse who 
behaved in a controlling and tyrannical manner. In addition, some female participants men-
tioned that alcohol abuse was a cause for violence. However, other participants stated that their 
partner had been violent both when intoxicated and when sober; thus, the type of personality, 
rather than alcohol abuse, was believed to contribute to violent behaviour.

When talking about leaving an abuser, some participants believed that it was easier for older 
women to leave an abusive relationship and divorce since they had no small children to take care 
of and therefore could be less economically dependent on their partner/spouse than younger 
women. However, participants also believed that, in comparison with younger women, older 
women had less to look forward to, which created a sense of being “doomed.”

Experiences with seeking help 
Older women’s experiences with seeking help from professionals varied. When they did so, they 
often turned to the police, psychosocial emergency services, helplines and psychiatric institu-
tions. Many victims used phone counselling services instead of visiting counselling centres in 
person. In addition, neighbours could play an important role in helping older victims (e.g. by 
calling the police). At the same time, some women reported that often they felt nobody believed 
them when they raised the issue of violence. 

For example, some women stated that the police only reacted when there was actual physical 
harm otherwise dismissing victims’ claims. Overall, the attitude of the police towards violence, 
which they often called a “family con lict,” was considered horrible by participants. For exam-
ple, one woman reported that the police of icer laughed at her when she reported violence and 
told her it was her problem. When it comes to health care professionals, many participants felt 
that they would not help victims since they did not have time for that, which was perceived as 
the major problem. What is more, it was dif icult for participants to talk about violence if the 
doctor did not ask them about it. In addition, one woman mentioned that her doctor was willing 
to help her, but did not know how (e.g. what organization to contact).

Participants mentioned several obstacles that could prevent older people from seeking help, for 
example not having a mobile phone, lack of digital skills, language or physical barriers. What is 
more, some participants considered shame to be an obstacle to seeking help, and some older 
women felt that it was easier to do nothing about their situation. Also, participants believed that 
there should be special support centres for older women since they thought women’s shelters 
did not have room for women without children. In addition, some women expressed concern 
that, in contrast to younger women, they did not know where to seek help, which might slow 
down the process and give a perpetrator a chance to ind witnesses who would be willing to 
support their claims.   
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Older victims’ concerns over support services and treatment
Overall, problems related to victim support services that were mentioned by focus group and 
interview participants include the following: 

 • Lack of time: usually health care professionals do not have time for thorough examinations 
and might be too stressed to ask questions about violence 

 • Language and cultural barriers: the needs of migrant women might be different and should 
be taken into account 

 • Lack of communication and coordination between professionals (family doctors, health 
care and social service professionals)  

 • Frequent change of professionals: older people suffer if professionals who work with them 
change repeatedly since they need to build trusting again 

 • Lack of procedures: organizations that provide care to older people should have proce-
dures for addressing (suspected) violence

 • Lack of knowledge: professionals should have better knowledge of different forms of vio-
lence and of memory disorders 

 • Need for a clear stance against all forms of violence: professionals (the police, medical staff, 
lawyers) whom older people seek help from should provide support to victims 

 • Need for elder abuse awareness raising campaigns 

(Chapter references)
1 Bacchus L, Bewley S, Fernandez C, Hellbernd H, Lo Fo Wong S, Otasevic S, Pas L, Perttu S, Savola T. 2012. Health 

sector responses to domestic violence in Europe: A comparison of promising intervention models in maternity 
and primary care settings. London School of Hygiene & Tropical Medicine: London.   Available online at: http://
diverhse.eu and http://diverhse.org. 

2 Mary Allen, Hilde Hellbernd, Silke Huschka, Sabine Jenner, Sirkka Perttu and Tiina Savola 2010. Social and 
health care teachers against violence. Teachers’ Guidebook. http://www.cosc.ie/en/COSC/TEACHERS%20
GUIDEBOOK.pdf/Files/TEACHERS%20GUIDEBOOK.pdf. 
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APPENDIX 1: MEDICAL EXAMINATION OF ASSAULT 
VICTIMS IN EMERGENCY DEPARTMENTS 
The name of the patient, ID
ASSAULT FORM
Background information (documented by the staff)
Escorted by: ____________________________________       Date_______     Time ________ 
Identi ication    __ Driving license   __  Passport     __ Other, what     __ Absent     __ Unclear

DETAILS OF THE INCIDENT described by the patient (documented by the staff) 
___________________________________________________________________________________________________________
Place where it occurred   Date________  Time ________
__ Home         __ Other dwelling  Address: ________________________________________________________
__ Somewhere else, where:_____________________________________________________________________________

Person who in licted injuries:
__ known, who (relationship to patient): _____________________________________________________________
__ Unknown, how many: _______________________________________________________________________________
__ Don’t want to tell
__ The same person has been violent before
Further information (e.g. restraining order, where is the perpetrator now) 
_____________________________________________________________________________________________________________________
Description of the incident: 
_____________________________________________________________________________________________________________________

Act/threat
__ Hit, where/with what: ________________________________________________________________
__ Knife/sharp object (also threat)
__ Firearm (also threat)
__ Kicked, where:______________________________________________________________________
__ Pulled / twisted, where: ______________________________________________________________
__ Choked, with what: __________________________________________________________________
__ Knocked to the ground/Fell down __ Assault occurred         __ Continued on the ground
__ Lost consciousness       __ Yes       __ Partly        __ No         __ Doesn’t know   
__ Sexual violence
__ Verbal violence, how: ________________________________________________________________________________
__ Other way, how: ______________________________________________________________________________________

Pain, which was in licted by the act, assessed by the patient 
______________________________________________________________________________________________________________________
Attach the form and photographs for the court to the medical statement. With the patient’s consent the copy of 
the form and photographs can be given straight to the police by the emergency unit/health centre.
Date ___________________    Time _____________________
Signature of the patient _______________________________________________________________________________________
___ The patient is not able to sign
___ Patient has given oral permission to give the form and photographs to the police
     Network of Malmi – model experts’ team 2006 ©
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The name of the patient

ID

DOCUMENTATION IN THE UNIT

The police were present at the incident location __ Yes      __ No    __ Not known

Offence reported to the police  __ Yes       __ No       __ Not known 

Children  

__ Pregnant; weeks: _____

__ Yes, age: ________________________________________________________________________ 

__ Present at the incident location; where and cared by whom now? ________________________________________

__ Violence against children/dependants? _____________________________________________________________________

__ Report to child protective services done, where? ____________________________    Not done___  

 __ Will be done later/person responsible: ______________________________________________

Other dependants of the patient (relatives, animals): ______________________________________________________

Where and cared by whom now? _______________________________________________________________________________

Mental state (nurse’s assessment):  ______________________________________________________________________ 

Alcometer _______ 0/00 Time: _________

Further treatment/support    Date ___________________  Time ___________________

__ Hospital/Health Centre unit

__ Another hospital, where: ______________________

__ Home

__ Elsewhere: ___________________________________

__ Submitted written material: ______________________________________________________________

Follow-up: _________________________________________________________________________________________________________

Additional information: __________________________________________________________________________________________

    Network of Malmi – model experts’ team 2006 ©
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APPENDIX 2: MULTI-AGENCY COOPERATION FOR 
ELDER ABUSE PREVENTION IN HELSINKI

In 2013, the Department of Social Services and Health Care of Eastern Service District of Hel-
sinki established a multi-ag ency working group1 in response to a serious violence case that 
demonstrated numerous problems with the elder abuse prevention system, in particular:

 • Inef iciency and duplication of effort 
 • Reliance on interpretations instead of facts
 • Lack of communication between profes-

sionals working on the same issue/case

 • Inadequate case documentation
 • Unclear procedures
 • Dif iculties in identifying, prevent-

ing and ending violence

The established multi-agency working group was tasked with developing violence identi ica-
tion and intervention methods. The group consisted of the representatives from Suvanto Asso-
ciation – For Safe Old Age, home care provides, social workers, Comprehensive Service Centre 
and hospitals. The working methods ( igure 10) included seminars, workshops, consultations 
with professionals and experts in different aspects of elder abuse. Issues related to the well-be-
ing of employees were also discussed.

The group used four case studies of different forms of violence (neglect, inancial, physical and 
sexual violence) to identify gaps in and problems with existing systems, procedures and meas-
ures. Based on the analysis of the case studies and the results of workshops conducted in 2014–
2017, the core six issues to be solved were identi ied: 

 • Complexity of intervention processes – need for training and development of working mod-
els for dealing with different types of cases

 • Separate digital information systems of relevant authorities/services – need for improving 
documentation and information low 

Figure 10. Solution development cycle  
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 • Lack of clear instructions – e.g. need for guidelines on compulsory reporting and documen-
tation of cases 

 • Unclear division of responsibilities – need for clari ication of what responsibilities different 
organizations have and how they should work together  

 • Unclear criteria for de ining situations as urgent – the crisis intervention working group 
issued instructions for addressing crisis situations at home in 2016 

 • Lack of knowledge on the part of professionals about how to handle violent cases – need 
for better training

The working group developed a working model for elder abuse prevention (see Figure 11), 
which has been disseminated among professionals working at Helsinki district social and health 
care services.  

(Chapter references)

1  Adopted by Sirkka Perttu from the presentations of Senior Social Worker Riikka Muinonen, District Manager 
Johanna Koli and Registered Nurse Janne Rantala, by their permission. 

Figure 11. Elder abuse prevention model 
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APPENDIX 3: INTERNATIONAL INSTRUMENTS 
CONCERNING VIOLENCE AGAINST  OLDER WOMEN

Topics Covered
International documents in the ields of human rights, rights of women and rights of older 
persons 

 • Universal Declaration of Human Rights
 • United Nations Principles for Older Persons
 • Charter of Fundamental Rights of the European Union
 • Madrid International Plan of Action on Ageing (MIPAA)
 • Recommendation CM/Rec(2014)2
 • Women’s rights perspective on violence against older people (Convention on the Elimi-

nation of All Forms of Discrimination against Women, Istanbul Convention) 
 • United Nations Open-ended Working Group on Ageing

Learning outcomes
Participants will:

Learn about different international instruments that protect older persons from vio-
lence 

Understand that violence against older women is human rights and women’s rights vi-
olation 

Notes for the trainer
When discussing international human and women’s rights instruments, it is important 

to evaluate the situation in your country. For example, have these instruments been rat-
i ied by your country and have they in luenced relevant legislation? 
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International documents in the ields of human rights, rights 
of women and rights of older people 

Universal Declaration of Human Rights
The Universal Declaration of Human Rights is the most important international human 
rights instrument. It was adopted by the General Assembly of the United Nations (UN) on the 
10th of December 1948 in response to the atrocities of the two world wars. This was the irst 
time when countries agreed on a comprehensive set of inalienable human rights. The Universal 
Declaration is not legally binding, but it has had a huge impact on national legislations. 

The core idea of the document is set out in Article 1, which states that all human beings are 
born free and equal in dignity and rights. The rights included in the declaration are the right 
to life, liberty, due process, ownership of property, education, political participation, 
work and leisure etc. The declaration also promotes non-discrimination and equality by 
stating that “everyone is entitled to all the rights and freedoms set forth in this Declaration, 
without distinction of any kind, such as race, colour, sex, language, religion, political or other 
opinion, national or social origin, property, birth or other status.”1

United Nations Principles for Older Persons
The UN General Assembly has encouraged all governments to incorporate the following prin-
ciples for older persons into their national legislation/programmes, according to which older 
people have the right to:2 

Independence – older persons should

1. Have access to adequate food, water, shelter, clothing and health care through the provi-
sion of income, family and community support and self-help.

2. Have the opportunity to work or to have access to other income-generating opportunities.

3. Be able to participate in determining when and at what pace withdrawal from the labour 
force takes place.

4. Have access to appropriate educational and training programmes.

5. Be able to live in environments which are safe and adaptable to personal preferences and 
changing capacities.

6. Be able to reside at home for as long as possible.

Participation – older persons should  

7. Remain integrated in society, participate actively in the formulation and implementation 
of policies that directly affect their well-being and share their knowledge and skills with 
younger generations.

8. Be able to seek and develop opportunities for service to the community and to serve as 
volunteers in positions appropriate to their interests and capabilities.

9. Be able to form movements or associations of older persons.
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Care – older persons should

10. Bene it from family and community care and protection in accordance with each soci-
ety’s system of cultural values. 

11. Have access to health care to help them to maintain or regain the optimum level of phys-
ical, mental and emotional well-being and to prevent or delay the onset of illness.

12. Have access to social and legal services to enhance their autonomy, protection and care.

13. Be able to utilize appropriate levels of institutional care providing protection, rehabilita-
tion and social and mental stimulation in a humane and secure environment.

14. Be able to enjoy human rights and fundamental freedoms when residing in any shelter, 
care or treatment facility, including full respect for their dignity, beliefs, needs and privacy 
and for the right to make decisions about their care and the quality of their lives.

Self-ful ilment – older persons should 

15. Be able to pursue opportunities for the full development of their potential.

16. Have access to the educational, cultural, spiritual and recreational resources of society.

Dignity – older persons should

17. Be able to live in dignity and security and be free of exploitation and physical or mental 
abuse. 

18. Be treated fairly regardless of age, gender, racial or ethnic background, disability or oth-
er status, and be valued independently of their economic contribution.

Charter of Fundamental Rights of the European Union
The Charter of Fundamental Rights of the European Union states that “any discrimination 
based on any ground such as sex, race, colour, ethnic or social origin, genetic features, 
language, religion or belief, political or any other opinion, membership of a national mi-
nority, property, birth, disability, age or sexual orientation shall be prohibited.” Article 25 
of the Charter is dedicated to the rights of the elderly and states that the EU “recognises and 
respects the rights of the elderly to lead a life of dignity and independence and to partic-
ipate in social and cultural life.”3 In addition to this, Article 23 of the European Social Charter 
is aimed at ensuring that older persons can exercise their right to social protection  and “remain 
full members of society for as long as possible.”4

Madrid International Plan of Action on Ageing (MIPAA)
The objective of the Madrid International Plan of Action on Ageing is the elimination of all 
forms of neglect, abuse and violence against older persons. The Plan states that the old-
est old (80 years old or more) are the fastest growing group of the older population, and pays 
particular attention to older women: “older women outnumber older men, increasingly so as 
age increases. The situation of older women everywhere must be a priority for policy action. 
Recognizing the differential impact of ageing on women and men is integral to ensuring full 
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equality between women and men and to the development of effective and ef icient measures to 
address the issue. It is therefore critical to ensure the integration of a gender perspective into all 
policies, programmes and legislation” (Article 8). The plan also proposes a number of actions to 
eliminate neglect, abuse and violence against older persons and recognizes the fact that “older 
women face greater risk of physical and psychological abuse due to discriminatory societal at-
titudes and the non-realization of the human rights of women.”5

MIPAA/RIS is the Regional Implementation Strategy for MIPAA for the UNECE Region, which in-
cludes European countries. The Strategy was adopted in 2002 in order to take into account the 
speci ic demographic and economic situation in the region. It consists of 10 commitments that 
cover different aspects of population and individual ageing, and the irst of these commitments 
is “to mainstream ageing in all policy ields with the aim of bringing societies and economies into 
harmony with demographic change to achieve a society for all ages.” 

Commitment 8 recommends “to mainstream a gender approach in an ageing society”. In par-
ticular, it states that “addressing the consequences of demographic change from a gender per-
spective is crucial for improving the situation of older persons, especially older women”. This 
commitment also pronounces that “many women, particularly older women, are still at a disad-
vantage in the economy and in the labour market. They often receive lower wages, have lower 
levels of social protection than men, are underrepresented in decision-making positions, and 
experience barriers to achieve suf icient formal education and adequate vocational training. As 
a consequence of the traditional gender speci ic division of work and family responsibilities, 
they still perform most of the domestic work and are the key providers of care for children and 
older persons. Moreover, women are more often living in poverty and subject to social exclu-
sion.”6

Every ive years, UNECE countries analyse the state of MIPAA/RIS implementation and propose 
actions to achieve further progress on this.  The Working Group on Ageing facilitates this pro-
cess by preparing guidelines for country reporting, and the Secretariat synthesizes country re-
ports.  According to the 2017 Secretariat’s synthesis report, certain barriers to the full inclusion 
and participation of older persons in society still exist, and it is important to protect their rights 
in order to prevent all forms of abuse, violence and neglect.7

Recommendation CM/Rec(2014)2
The Recommendation CM/Rec(2014)2 of the Committee of Ministers to Member States on the 
Promotion of Human Rights of Older Persons was adopted on the 19th of February 2014. It is 
based on the European Convention on Human Rights and the European Social Charter, and it 
was the irst European instrument that deals speci ically with human rights of older persons 
and recommends action against age-discrimination. The aim of the recommendation is “to pro-
mote, protect and ensure the full and equal enjoyment of all human rights and funda-
mental freedoms by all older persons, and to promote respect for their inherent dignity.” 
The document includes recommendations for protection of older persons from violence and 
describes best practice examples from several European countries.8

Women’s rights perspective on violence against older persons
Convention on the Elimination of All Forms of Discrimination against Women

Certain international instruments focus speci ically on women’s rights. On the 18th of December 
1979, the Convention on the Elimination of All Forms of Discrimination against Women was 
adopted by the UN General Assembly. It entered into force as an international treaty on the 3rd 
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of September 1981 after twenty countries had rati ied it. The Convention was the result of the 
work by the UN Commission on the Status of Women which was established in 1946 to monitor 
the situation of and promote women’s rights.9 

The implementation of the Convention is monitored by the Committee on the Elimination of 
Discrimination against Women (CEDAW), which was established in 1979. CEDAW consists of 
23 independent experts in women’s rights from around the world. Countries that are parties 
to the treaty are obliged to submit regular reports on the Convention implementation to the 
Committee. The Committee also issues general recommendations and suggestions to states.10

The Convention consists of 30 articles. The 1979 document does not explicitly mention violence 
against women and girls, but the General Recommendations 12 (1989) and 19 (1992) were 
adopted to clarify this and pronounced that the Convention does address abuse of women. In 
1993, the World Conference on Human Rights recognized violence against women as a human 
rights violation, and the Declaration on the Elimination of Violence against Women became the 
irst international document that explicitly deals with this issue and provides a framework for 

analysis of the situation and national and international action. The Declaration de ines vio-
lence against women as “any act of gender-based violence that results in, or is likely to result 
in, physical, sexual or psychological harm or suffering to women, including threats of such acts, 
coercion or arbitrary deprivation of liberty, whether occurring in public or in private life.”11

In 2010, the UN General Assembly rati ied the General Recommendation No. 27 on Older Wom-
en and Protection of Their Human Rights. This Recommendation was adopted to address the 
gap in the Convention on the Elimination of all Forms of Discrimination Against Women since it 
does not pay attention to the fact that lifelong gender discrimination together with ageism 
can lead to abuse of older women.12 In addition, the CEDAW was concerned that older wom-
en’s rights were not systematically addressed in the state reports.13

The Recommendation identi ies numerous forms of discrimination that women experi-
ence as they age and addresses issues such as gender stereotypes, inequality, violence, 
neglect and health. In particular, it states that “while both men and women experience discrim-
ination as they become older, older women experience ageing differently. The impact of gender 
inequality throughout their lifespan is exacerbated in old age and is often based on deep-rooted 
cultural and social norms… Many older women face neglect as they are considered no longer ac-
tive in their productive and reproductive roles and are seen as a burden to their families. Gender 
stereotyping and traditional and customary practices can have harmful impacts on all areas of 
the lives of older women, in particular, older women with disabilities.” 

Istanbul Convention

The 2011 Convention on Preventing and Combating Violence against Women and Domestic Vio-
lence (Istanbul Convention) is the irst instrument in Europe that sets legally binding standards 
for preventing gender-based violence, protecting victims and punishing perpetrators. It came 
into force on the 1st of August 2014. The document is based on the understanding that violence 
against women is a form of gender-based violence and is committed against them because they 
are women. The states are obliged to address all forms of violence and to take measures to pre-
vent it, protect its victims and prosecute perpetrators.14

GREVIO is an independent expert body responsible for monitoring the Istanbul Convention im-
plementation. In particular, it is tasked with preparing and publishing evaluation reports on 
legislation and other measures taken by participating countries in the ield of violence against 
women. GREVIO can consist of 10 - 15 members, depending on the number of parties to the 
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Convention, and is formed taking into account gender and geographical balance as well as mul-
tidisciplinary expertise in the ield. The irst meeting of GREVIO was held in September 2015.15 
In addition, many countries have established national bodies to monitor the Istanbul Conven-
tion implementation.

Protecting older women from violence 
Below is an overview of international document articles and provisions that aim to promote 
human rights of older women, in particular to protect them from violence and abuse:16

Year Instrument Legally 
binding                                 

Articles focussed on ‘Older 
Women’

1948 United Nations Universal 
Declaration of Human Rights No Article 16, Article 25

1982 Vienna Plan of Action No Article 45, Article 73, Article 66, 
Article 89

1991 United Nations Principles for Older 
Persons No

Resolution No. 46/91 (although 
this is relevant, the document 
refers only to ‘older people’)

2002 Political Declaration, Madrid Plan 
of Action No Article 6, Article 8

2010
Convention for the Elimination of 
all Forms of Discrimination against 
Women 

No General Recommendation No. 27

The Open-ended Working Group on Ageing – towards the 
convention on the rights of older persons
While a number of international documents address the rights of certain groups and protect 
them from discrimination and violence (Convention on the Elimination of All Forms of Dis-
crimination against Women, the Convention on the Rights of Persons with Disabilities and the 
Convention on the Rights of the Child), there is no legally binding instrument that would 
protect older persons from violence, neglect, abuse and discrimination.17 Therefore, there 
has been a call for the development and adoption of an international convention on the rights of 
older persons in order to establish international obligations in the ield. 

Such a convention is seen as the most effective way to make sure that all women and men can 
exercise their human rights in old age, including their right to freedom from all forms of vio-
lence and abuse.18 Such a document will provide guidance on drafting and adopting national 
laws on protecting older persons and establish a more effective system for monitoring elder 
abuse situation, at both national and international levels. One step towards its creation was 
the establishment of the Open-ended Working Group on Ageing (OEWGA) by the UN General 
Assembly resolution 65/182 on the 21st of December 2010.19 The OEWGA meets every year and 
consists of the delegates from various countries and organizations. The group assesses the ex-
isting international framework of older people’s human rights, identi ies gaps in it and suggests 
ways of addressing them. 
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