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1. How is elder abuse perceived in society? Is it taken as a serious 

problem or are there tendencies to play down its existence? 
Please discuss hereby possible underlying particular interests 

Austria 

 Generally not perceived within general public 

 On expert and policy level the issue has been gaining in 
importance in the past few years: projects, working groups, 
campaigns 

 Opinions of experts depend on their organisational affiliation and 
experience with topic 

 Tension between acknowledgement of topic and actual 
possibilities of intervention 

 domestic violence against women is a topic that is arrived in the 
public, but elder abuse, including also men as victims is not a topic 

 Sexuality and sexual abuse in institutions is a taboo 

Germany 

 It is not a taboo subject anymore. Elder abuse as a topic has 
arrived in public discourse and the media. But it is rather limited to 
spectacular occurrences, mainly in nursery homes. 

 Elder abuse in families and respective risk conditions is still seldom 
discussed in public  

 In the science discourse elder abuse as a topic is arrived 
(sociology, psychology and gerontology). But Large-sized studies 
of prevalence, causes and risk factors of elder abuse are still 
missing.  

 In the field of politics it is still a minor topic; even the more 
spectacular occurrences of elder abuse in nursing homes don’t 
influence politics in a long run. As a possible reason: close 
relationships between the politicians and the care sector 

 Sexual abuse against older people in need of care is still a taboo 
subject in public discourse. 

Luxembourg  Elder abuse is a very taboo topic in Luxembourg. It’s almost never 
discussed in public and the mentality in Luxembourg is to keep 
everything within the familial circle (we use the expression “wash 
the dirty linen in family”).  

 At the politic level, the topic hasn’t been seriously discussed yet 
nor has been approached as a “thematic” to discuss. 

Spain  Nowadays the society is sensitised regarding Elder Abuse.  

 The Knowledge about EA needs to be enhanced. Elder Abuse 
usually doesn’t get detected. Hospital staff needs to be trained in 
the matter of Elder Abuse. There is lack of resources and 
knowledge on what to do. 

 Companies or Long-Term centres are aware of the issue. And they 
have real interest to prevent EA in order to, sometimes because 
they have real interest in coping with elder abuse and ongoing 
preventing actions in order to prevent complaints from users and 
their families 

 Low of consciousness of Care professionals about certain 
behaviours or omissions they do that could be considered elder 
abuse 
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The  
Netherlands 

 In general there is interest nowadays, but especially related to the 
problem of domestic violence. With the action plan seniors in 
good hands there is a shift more towards elder abuse. 

 In LTC there is in general a lack of awareness, partly because of 
the taboo resting on EA in LTC-settings and partly because of 
closing the eyes to the problem, because of unbelief. 

 
 

 
2. How are old age and an old person perceived in your society? 

Austria  In society at large, deficit model predominates (physical and 
cognitive restraints connected with old age). 

 Positive and negative view of ageing at the same time 

 In research and on policy level, many initiatives on active and 
healthy ageing 

 Differences between rural and urban areas – city more isolation, 
urban areas, stronger role of family 

 General tendency to see ageing and older people in a more 
negative light than older people within one‘s family (e.g. 
grandparents) 

Germany  The image of old age is more flexible than in the past 

 Old Age is rather positive, whereby old people are also seen as a 
high financial  burden (intergenerational contract) 

 The old age as a factor of discrimination is declining. This is partly 
the contribution of the gerontology. 

 But it depends on the fitness of old people. The ideal is still a 
young and athletic woman or man. Older people are rather seen as 
positive when there are physically and mentally in a good shape. 
Contrary: Older people with physical restraints or dementia are 
rather negatively seen.  

Luxembourg  There are no negative behaviours towards elder people in 
Luxembourg. They are very well integrated to the society.  

 Moreover, due to the geographic particularities of Luxembourg 
(very small country), the elder people are very often in contact with 
their children who take good care of them and so, are used to 
meet/respect elder people. 

Spain  The Social value that older people have is changing in the society. 

 Lack of social value in comparison with children for instance: 
Lack of respect to elderly persons autonomy, e.g., where to live, at 
home or in a nursing home. 
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The  
Netherlands 

 There are two conflicting views of ageing and old age in the 
Netherlands.  

 According to the first view, ageing is an unavoidable process of 
diminishing involvement in the outside world. In this view, old age 
is equivalent to a decline in social activities and entering the final 
phase of life in preparation for departing this life. Not only do 
elderly persons themselves withdraw, but society also withdraws 
from them. These ideas about old age are known as the 
‘disengagement theory’ as propounded by Cumming and Henry 
(1961). 

 According to the other view, the elderly are by no means counted 
out; in fact, they are a match for younger adults in many areas. 
According to this view, the elderly population represents an 
untapped potential of knowledge and experience. As a result of 
their (early) retirement from the employment process and their 
increased life expectancy, they can fulfil new roles. A committed 
social life is not only good for elderly individuals themselves, but 
also for society as a whole. This positive view of old age is 
encapsulated in the ‘activities theory’ (Havinghurst 1957).  
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3. How are older persons dependent on long-term care perceived 

and valued in society? 

Austria  Differences between rural and urban area and socio-economic 
status 

 Pressure bigger in rural areas to care for relatives at home 

 In some areas legal regulations: institutional care only possible 
from fourth level of care  

 In some areas not enough provisions 

 People with higher SES and rural areas – more accepted get help 

 Lower SES – especially women are expected to care without help 

Germany  In general there is an expectation for family members to care for 
their frail and dependent parts.  

 The social pressure to care for an older parent or even parent-in-
law is high. 

 Furthermore the priority of out-patient care before in-patient care is 
defined by law.  

 Close relatives often have internal conflicts to give up the caring for 
their older members.  

 Differences between rural and urban areas 

Luxembourg  It must be distinguished between the origin of the elder person 

 The citizens from Portuguese origin are used to take care of the 
parents because it’s in their culture but also because they can’t 
afford putting them in a specialised institution.  

 Concerning the Luxembourg people, they are not used to take care 
of their parents, so they rather place them in specialised 
institutions. 

Spain  Strong family ties: Family members must care for elderly relatives 
with disabilities. There is a strong moral obligation and the social 
pressure among family members is excessive. 

 Nursing Homes: 
The most requested social resource. The situations and conditions 
in nursing homes are not visible in the pub. Elder abuse gets rather 
only visible, when there are elder abuse cases on TV news.  

 Families and societies perception of nursing homes: Ideal and safe 
place. In reality: There is no exempt from dangers and accidents. 
There is a need of perception change. 

The 
Netherlands 

 Elderly indeed want to stay at their own homes as long as 
possible; even if they get frail and disabled.                                     

 Despite that,  LTC is a generally accepted phenomenon in The 
Netherlands , as well as the reasons for admission to LTC, which 
are related to situations in which staying at home is not an option 
anymore!  
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4. How do we deal with neglect as one dimension of elder abuse? 

Austria  All dimensions of violence named are important  

 Should be given as much attention as to other dimensions  

 Main difference between passive and active neglect is intention/ 
motivation  

 Intervention between active and passive neglect must be different 

 Consider both, but possibly do not differentiate for pragmatic 
reasons  

 Do not consider self-neglect 

Germany  Experts wouldn’t recommend the terms „active“ and „passive“ 
abuse. Instead: It should be differentiated between intended and 
unintended abuse, since active abuse can be both (intended or 
unintended). 

 Neglect should have as much attention as the other dimensions, 
because it can have severe consequences on the health status 

 But prevention strategies should be examined separately 

Luxembourg  First of all we have to make a difference between active neglect 
and passive neglect. Active neglect can be considered as an 
intention to harm the person but passive neglect occurs way more 
than active neglect.  

 Passive neglect is not made on purpose but can be the 
consequence of a lack of training (for example). We believe 
neglect is a dimension of abuse, like physical or psychological 
abuse. 

Spain  There is a general acceptance in scientific literature of neglect as 
part of the elder abuse concept, self-concept is often not 
considered. But it is also an important part of abuse. 

The 
Netherlands 

 Neglect has to be defined related to bad quality of care and 
“derailed care”. 

 Very important in this distinction is the issue of intention. 
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5. In your opinion, what indicators and risk factors have to be 

considered in institutional settings and why? 

Austria  Behaviour of residents 

 Behaviour of staff 

 Reports by managers, staff, relatives, residents 

 Appearance 

 Sedation 

 Care documentation 

 Structural / framework conditions 

Germany  Leadership of the facility: how is the atmosphere  

 Staffing (share of professional caregivers relative to share of  
residents) 

 Schedule  

 Work overload and burnout (Frequency of sickness of staff may 
give information about work overload)  

 Own biography of the professional caregiver  

 Leadership of the facility: how is the atmosphere  

 Experts reminded to not only regard the caregiver as a “victim”, 
who is stressed and overloaded with work. Other aspects, 
independent from the stress situation (e.g. personal characteristics 
of the caregiver) should be considered 

Luxembourg  Physical and mantel fragility of the elder person are important risk 
factors.  

 We also have to consider the kind of pathology affecting this 
person (even more if it is dementia) and their social activity, to 
know if they are lonely or not. 

Spain  Literature 

 Education and training needs 

 Lack of knowledge  

 Physical and chemical restrictions 

 Issues increase dependence (diaper, wheel chair) 

 Equipment, infrastructure 

 Physical and cognitive dependence 

 Burnout  

 Lack of staff 

 Long-term care 
 

 New  

 Rules  

 Overprotection  

 Institution  

 Working time (years in the same institution) 

 Amount of hours worked per day  

 Satisfaction with work. 
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The 
Netherlands 

Risk factors related to the older person: 

 Increasing dependence on care by physical and mental (cognitive) 
deterioration. 

 Age: the older the person, the greater the chance of abuse. 

 Gender: women are often victims, especially if they are widowed. 

 Family History. 

 Major (life) events. 

 Social isolation. 

 Personality traits. 

 Lack of information. 
Risk factors related to the perpetrator  
(incl. family, relatives, friends and (care) professionals): 

 Being overloaded or overburdened. 

 Burnout. 

 Interdependency. 

 Bottlenecks in the etiquette with clients. 

 Lack of expertise and lack of education. 

 A negative attitude towards elderly and residents. 

 Personal problems: psychological problems, addiction problems, 
personality traits, work related problems, great need for control. 

Risk factors related to the (care) organisation: 

 Lack of effective policy.  

 Lack of control: people are not held accountable for the impact of 
their behaviour or leave.  

 Dynamics, working climate and culture. 

 Poor organisation of work. 

 The institutional regimen itself. 

 Staff shortages (staff over burdening). 

 Monitoring and physical structure of the institution.  

 Unequal gender relations (especially risky for sexual abuse). 

 Lack of financial means, lack of facilities. 

 Insufficient quality of care 
Risk factors related to the society: 

 Too high workload; 

 Education. 

 Cutbacks in health care. 

 Image and discrimination of elderly. 

 More demand on informal caregivers. 
Indicators 

 The older (victim) and/or perpetrator give inconsistent and 
contradictory explanations for physical injuries.  

 The offender shows himself indifferent to the elderly.  

 The offender shows signs of strain and stress.  

 There is cursing and screaming in the presence of the 

 Professional or (doctor) rescuer.  

 The older one is depressed and makes an anxious impression.  

 The older person looks shabby.  

 Properties and money of an older person are disappearing.  

 The older person gets no chance to talk to the professional(s) 
alone. 

 The parties try to keep professional help outside 
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6. Do you think relevant indicators and risk factors of elder abuse 

differ between professional home care and institutional settings 
and if yes, why? 

Austria 
 In principle the participants were of the opinion that the relevant 

indicators and risk factors are mostly the same for all setting. 
However, some indicators or risk factors are more relevant in 
practice in certain settings due to the specific situation in each 
setting.  

Germany  Formal care settings have in common that the leadership of the 
facility  or ambulatory nursing service can influence the quality of 
care and the risk for elder abuse.  

 But there are also possible specific risk factors in each care setting 
(e.g. social isolation is a specific risk factor of out-patient care).  

 There are specific risk factors of each care setting 

 Indicators do not differ between the care setting, but there are 
partially different organisations who come in contact with older 
people 

 The list of indicators, which can be examined, may differ 

Luxembourg  The fact to have a caregiver alone with the elder person can be a 
risk factor (no colleague to notice a potential mistreatment for 
example).  If the caregiver in a home-care situation lacks some 
skills, it will be hard to notice it. 

Spain  There are possible specific risk factors in each care setting. For 
example, in institutional setting are the following risk factors: work 
climate, inadequate staffing levels, workload, lower job and so on 
and in informal setting are the following risk factors: shared living 
situation with caregiver, financial dependency of caregiver, family 
conflicts and so on. 

The 
Netherlands 

 In essence maybe no big difference! However: 
In institutional settings much more specific are the following risk 
factors: care policy, financial policy (lack of money?), work climate, 
organisational culture, organisation of work, physical design of 
institute, possibilities for monitoring and supervision, attention paid 
to quality of care and to HRM related aspects (incl. staff 
(shortages) and staff expertise), safety policy. 

 Moreover in institutions there may be the possibility of residents 
who may mistreat each other… 
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7. In your opinion, what indicators and risk factors have to be 

considered in professional home care setting and why? 

Austria  Behaviour of client 

 Behaviour of relatives 

 Reports 

 Appearance 

 Structural/framework conditions 

 Care documentation 
 

24 hours care: 

 Behaviour/characteristics of caregiver 

 Appearance of client and environment 

 Structural/framework conditions 

 Other 

Germany Formal care at home: 

 24-hour care  

 Isolation 

 Lack of staff 

 Satisfaction with work 

Luxembourg  The client’s pathology 

 The social isolation and the condition of the caregiver (burnout can 
lead to neglect and violent behaviour)  

Spain Literature 

 Lack of knowledge  

 Higher dependence of the care-receiver (diaper, wheel chair) 

 Physical and cognitive impairment 

 Burnout of staff  

 Lack of staff 
 

New  

 Overprotection  

 Working time (years in the same institution) 

 Amount of hours worked per day  

 Satisfaction with work 

The 
Netherlands 

 

 Here, the risk factors at the level of victim, perpetrator and 
organisation play also a role; e.g. Health problems of the elderly, 
caregiver strain, low support / lack of knowledge and professional 
skills, policy and culture of home care organisation etc.  
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8. In your opinion, what indicators and risk factors have to be 

considered in informal care settings and why? 

Austria  Behaviour of person in need of help and care 

 Behaviour of relatives 

 Appearance of person in need of help and care 

 Isolation 

 Issues within the family 

 Financial aspects 

 Structural / framework conditions 

Germany Informal home care:  

 Subjective perceived aggression and defence of the client  

 Negative evaluation of the care service  

 Living situation, for example tight premises  

 Extent of disturbed sleep at night  

 Caring for an older person for a long period  
dependent on clinical picture (dementia, cancer)  

 At the beginning of an illness it is very difficult: to change 
the roles and to accept that the personality of the relative is 
changing  

 Relationship in the past and present is often the conflict in informal 
settings (e.g. negative relationship to parent)  

 Only one person is taking over the care of a relative  

 Close relationships to the older person, high expectations and 
wishes 

 No possibility to get released by another person, time pressure  

 Problem to cope with the death, to be confronted with death over a 
long period  

 Social isolation  

 Financial motivation to care for a relative  

Luxembourg  Living situation, for example tight premises  

 Social Isolation  

 Issues within the family 

 Skills of caregiver 
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Spain  Literature 
– Education and training needs 
– Lack of knowledge 
– Increase dependence (diaper, wheel chair) 
– Physical and cognitive dependence 
– Burden   
– Stress 
– Social support 
– Resources  
– Isolation 
– Pattern of family violence 
– Family conflicts 
– Depression  
– Anxiety  
– Economic dependence by abuser 
– Abuse of substances   

 New  
– Motive of providing care 
– Overprotection  
– Values: family ties  
– Longer period of providing care can be a risk  
– Satisfaction  with providing care  
– Economic help by Law on the Promotion of Personal 

Autonomy and Care for Dependent Persons  

The 
Netherlands 

 The particular risk levels of victim, offender and family play a role 
here, including health problems of the elderly, caregiver overload, 
lack of support, lack of knowledge and skills of the informal 
caregiver, powerlessness, history of violence, problems in the 
relationship, loyalty, changing roles in the family….  
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9. Who is organising formal home care in your country? Are there 

possible differences between existing forms of formal home-care 
concerning risk of elder abuse? 

Austria  Participants were of the opinion that there were no substantial 
differences between existing forms of home-care concerning risk of 
elder abuse. Formal home care is provided mostly by non-profit 
organisations and administered, funded and overseen by the 
provincial governments. 

Germany  There are private and public supplier of ambulatory nursing 
services 

  As already mentioned before 24 hours services have a greater 
risk for abuse.  

 People from eastern countries are often employed in 24- hour 
services in Germany. Here possible risk factors are: The person is 
often living together with the person in need of care; language 
problems  

Luxembourg  Most of the home care is performed by 3 help and care networks. 
(see second question) 

Spain  There are private, non-profit making organisations and public 
providers. 

The 
Netherlands 

 Currently, next to the traditional home care providers there are 
more and more new home care providers especially commercial 
ones! 

 In the last 3 years more reports have been made in the media and 
by the Health Care Inspectorate that there are problems related to 
the quality of care of these new providers (including cases of EA!) 
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10. Do we have to consider an illness related perspective concerning 

risk factors for elder abuse? 

Austria  Certain diseases are perceived as being risk factors for abuse in 
themselves: dementia, stroke, mental illness, chronic illness, high 
level of care 

Germany  Because the time was running out this question was left over. Our 
answer: Illness like dementia are possible risk factors itself 

 One explanation therefore is that people who had a stroke or have 
dementia are maybe more dependent on help than others.  

 But there are also specific risk factors of a specific kind of illness. 
For example: a person with dementia probably needs a high extent 
of supervision, whereby a person who is having cancer doesn’t 
need much supervision.  

 Therefore we think it is important to have a look to the specific risk 
factors dependent on the kind of illness.  

Luxembourg  Yes, mainly dementia. 

Spain  Yes, e.g. mental illness, substance abuse, etc. 

 
The 
Netherlands 

 In fact every chronic disease may predispose for EA because of 
the dependency of the patients suffering from them. 

 Certain diseases can cause challenging behaviour that is difficult to 
handle; e.g. explicitly aggressive behaviour, claiming behaviour, 
constantly saying or doing the same thing etc. This can be due to 
dementia or stroke, but not every older person with dementia or a 
stroke exhibits this behaviour. 
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11. Do you think that indicators/risk factors have to be seen in the 

context of national background? 

Austria  No country specificities perceived, however difference between 
rural and urban areas 

Germany  We think that some national specialties have to be taken into 
account. In Germany there is for example still a high pressure on 
family members to care for their older parts. This might be a risk 
factor for abuse.  

Luxembourg  Risk factors must be considered regarding the cultural 
environment. For example, several behaviours can be considered 
in relation with a specific religion or geographic area. The whole 
environment must be considered in order to clearly identify the 
indicators and risk factors. 

Spain  There are no studies in Spain dealing with this question, but there 
might be differences depending on cultural differences 

The 
Netherlands 

 Social and cultural factors may influence the occurrence of EA in 
different countries. 

 Each country may differ with regard to e.g. legislation, 
individualisation, economics, the way in which care is regulated, 
how the perception is of older people, how family relationships are, 
what the norms and values are etc. 

 But no country will be free of elder abuse…. 
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12. What do you think are the goals of a monitoring system? What 

functions have to be fulfilled by a monitoring system of elder 
abuse? 

Austria  Monitoring system has to be developed together with general 
system of quality assurance 

 Development of monitoring system has to be seen in the context of 
concrete steps of intervention  

 Definitions of boundaries between abuse and bad quality of care 

 Staff has to know where to go if they perceive abuse against an 
older person 

 Information on which steps to take needs to be improved 

 Training staff on issue of elder abuse 

 Organisations / institutions need to have a clear point of view on 
violence prevention 

Germany  A monitoring system should recognise and prevent abuse in an 
early state. It should function as a control mechanism.   

 Development of a monitoring system which is orientated on the 
probability of elder abuse  

Existing Monitoring-Systems:    

 checklist for doctors  

 statistical data  

 autopsy  

 police  

 helpline, institutions for consultancy  

Luxembourg It must gather elder abuse data in order to : 

 Inform and make aware the public, associations, health care 
networks, caregivers (in the same way it is already done in the 
childhood field) 

 Participate to actions enabling the protection of vulnerable elder 
people 

 Report to political institutions what is the current situation 

 Participate to scientific researches 

 Help people to understand what they have to do if they face a 
situation of abuse and who they have to contact 

 This system must absolutely NOT be a “suspicion tool” triggering a 
“witch-hunt” 
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Spain Objectives of a monitoring system: 

 Dissemination information and training, Previous sensitisation 

 Protocol to identify risk factors through indicators: 

 Should take into account all the stakeholders. 
Multidisciplinary. 
Flexible. 

 To establish risk groups (high, moderate, low) 
Different interventions with health professionals 
once identified all the risk groups. 

 Timetable and resources to apply the protocol 
Suspected abuse ≠ actual abuse 

 Process: detection, confirmation, intervention, follow 
up 

 

 Sanitary and social settings: 

 Common and different items 

 The same with different professionals  

 Easy application 

 Nursing Homes 

 Multidisciplinary groups. 

 Common criteria. 

 Detection elder abuse 

The 
Netherlands 

 Registration: to know how often it occurs (whom, where, how, etc). 

 Identifying and addressing the problem: to stop the violence and to 
offer help and support… 

 To develop policies aimed at prevention and treatment.  

 According to the “Noord Hollands EA protocol”: 
 

 Suspicion 

– Mapping of signals; screening on EA 

 Consult 

– Colleague, supervisor, support office domestic violence 

 Gather information 

– Observe, register, check, appoint case manager and 
prepare action 

 Action 

– Organise help 

 Evaluation and aftercare 

– Suspicion underpinned, tailor-made step-by-step-plan  

 



 

Appendix   19 

 

 

 
13. Who is getting in contact with older people and/or perpetrators 

and is in position to detect elder abuse? 

Austria  Neighbours  

 Relatives 

 Staff members of home care services  

 Other residents 

 Representatives of associations and trade unions 

 GP‘s / doctors were seen as an especially important group. They 
frequently report cases.   

Germany Actors that might be relevant in all Settings  

 Helpdesk, information centre for care issues  

 General practitioner 

 Legal agent (gesetzlicher Betreuer)  

 Guardianship magistrate (Betreuungsrichter)  

 Professional home care  

 MDK (inspections) 

 Clergymen 

 Social psychiatric service 

 Meals on wheels 

 Clergymen 
 

Professional institutional care 

 PFK 

 MDK 

 Home supervisory authority  

 Volunteers  

 Public health department  

 Guardianship judge 

 Speech therapist, ergo therapy  

Luxembourg  Mainly the doctor. Other actors such as parents, informal 
caregivers can also detect an abuse situation but the doctor is 
usually in the best position to do it.  

 But it would be relevant to set up a dedicated institution able to 
step in this area to notice some situation that other actors could 
miss.  

Spain  Neighbours  

 Family 

 Friends  

 Other residents in institutions 

 Professionals in contact with older people: Inspectors, Staff 
members of home care services, Health professionals such as 
GP‘s, nurses 

 Hospital staff, Social services, Banker, and so on. 
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The  
Netherlands 

All professionals who work with (frail) elderly people and may face 
the problem of EA: 

 Professionals in social work, mental health,  

 Nursing home staff 

 General practitioners 

 Elderly consultants, elderly workers 

 Home care workers 

 Local health workers 

 Caregiver and nurses, police 

 Support centres for informal care and family care 

 Informal caregivers 

 Neighbours 

 Bystanders etc.  
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Appendix B: Comparison of indicators used by quantitative instruments1 

 

                                                
1
 The classification of the several abuse indicators of the presented instruments to the various abuse types is based on the opinion of the authors of this report. 

Instruments EAI EASI BASE MCTS MDS-HC H-S/EAST 

Source Fulmer (2003) Yaffe et al. (2008) Reis and Nahmiash 
(1998) 

Strauss (1978) Morris et al. (1997) Hawlek (1986) 

Type of 
abuse 

 

Physical 
abuse/ 
Sexual abuse 

Possible abuse 
indicators: 
Bruising, lacerations, 
fractures, various 
stages of healing of 
any bruises or 
fractures, evidence of 
sexual abuse, 
statement by older 
adult related to abuse 

It is asked whether 
anyone touched older 
person in ways he or 
she did not want, or if 
anyone hurt the 
person physically. 
Doctor’s assessment: 
Elder abuse may be 
associated with 
findings 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 in the 
last 

It is asked if there is a 
suspect for abuse 
and if  yes, it should 
be indicated which 
kind of abuse is 
suspected 
(physical abuse is 
one option) 
 

(1) whether the carers 
had been afraid to 
might hurt them 
(2) whether they had 
withheld food 
(3) whether they had 
hit or slapped them 
(4) whether they had 
shaken or 
(5) handled them 
roughly in other ways 

If older person 
expresses, either 
verbally or through 
behaviour, fear  
toward a family 
member or caregiver 
It is assessed if 
unexplained injuries, 
broken bones or 
burns that do not fit 
the clinical picture or 
realm of reasonable 
possibility given the 
circumstance. 

It is asked if anyone 
tried to hurt or harm 
the older person 
recently. 
It is asked if someone 
forced the person to 
do things he or she 
didn’t want to and if 
person trusts most 
family members. 
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Instruments EAI EASI BASE MCTS MDS-HC H-S/EAST 

Source Fulmer (2003) Yaffe et al. (2008) Reis and Nahmiash 
(1998) 

Strauss (1978) Morris et al. (1997) Hawlek (1986) 

Type of 
abuse 

 

Psychosocial 
abuse 

Dimension not  
included 

Person is asked if 
someone talked to 
person in a way that 
made her/him feel 
shamed or 
threatened 

It is asked if there is a 
suspect for abuse 
and if  yes, it should 
be indicated which 
kind of abuse is 
suspected 
(physic-social abuse 
is one option) 
 

5 measures: 
(1) Screamed or 
shouted at the care 
receiver 
(2)Used a harsh tone 
of voice, insulted, 
sworn at, or called 
them names 
(3)Threatened to 
send them to care 
home 
(4)Threatened to stop 
taking care 
(5) threatened to use 
physical force on 
them  

Whether older person 
expresses, either 
verbally or through 
behaviour, fear  
toward a family 
member or caregiver 

It is asked 
- whether person is 
often sad or lonely 
- whether person 
feels uncomfortable 
with anyone in his/her 
family 
- whether he/or she 
feels that nobody 
wants him/her around 
- if someone makes 
person stay in bed or 
tell person is sick 
when he or she 
knows it’s not true 
- if anyone told 
person gives them 
too much trouble 
- whether person has 
enough privacy at 
home 
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Instruments EAI EASI BASE MCTS MDS-HC H-S/EAST 

Source Fulmer (2003) Yaffe et al. (2008) Reis and Nahmiash 
(1998) 

Strauss (1978) Morris et al. (1997) Hawlek (1986) 

Type of 
abuse 

 

Neglect Contractures, 
decubiti, dehydration, 
Diarrhoea, 
depression, 
impaction, 
malnutrition, urine 
burns, poor hygiene, 
failure to respond to 
warning of obvious 
disease,  
inappropriate 
medications 
(over/under), 
repetitive hospital 
admissions due to 
probable failure of 
health care 
surveillance, 
statement by older 
adult related to 
neglect  
possible 
abandonment 
indicators: evidence 
that a caretaker has 
withdrawn care 
precipitously without 
alternate 
arrangements  

Person is asked 
whether  someone 
has prevented 
him/her from getting 
food, clothes 
medication, glasses, 
hearing aids or  
medical care, or from 
people person 
wanted to be with 

It is asked whether 
there is a suspect for 
abuse and if  yes, it 
should be indicated 
which kind of abuse 
is suspected 
(neglect is one  
option) 
 

 Dimension not 
 included 

Whether the older 
person had a serious 
or life-threatening 
situation or conditions 
go untreated or 
appropriately 
acknowledged. The 
situation may put the 
person at risk of 
death or 
complications that 
impinge on physical 
and mental health 

Dimension not 
included 
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Instruments EAI EASI BASE MCTS MDS-HC H-S/EAST 

Source Fulmer (2003) Yaffe et al. (2008) Reis and Nahmiash 

(1998) 

Strauss (1978) Morris et al. (1997) Hawlek (1986) 

Type of 

abuse 

 

Neglect evidence that an 

older adult is left 

alone in an unsafe 

environment for 

extended periods of 

time without 

adequate support, 

statement by older 

adult related to 

abandonment 
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Instruments EAI EASI BASE MCTS MDS-HC H-S/EAST 

Source Fulmer (2003) Yaffe et al. (2008) Reis and Nahmiash 

(1998) 

Strauss (1978) Morris et al. (1997) Hawlek (1986) 

Type of 

abuse 

 

Financial 

exploitation 

a) Misuse of money 
b) evidence 
c) Reports of 
demands for goods in 
exchange for services 
d) inability to account 
for money/property 
e) statement by older 
adult related to 
exploitation 
additional comments: 

It is asked whether 

anyone tried to force 

person to sign papers 

or use  person’s  

money against his or 

her will 

It is asked if there is a 

suspect for abuse 

and if  yes, it should 

be indicated which 

kind of abuse is 

suspected 

(financial exploitation 

is one option) 

 

Dimension not 
included 

Dimension not 
included 

If anyone has taken 

things that belong to 

person without his or 

her ok 
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Appendix C: Legal Framework Analysis 

 

Analysis of the legal outline conditions 

 

Q1: In democratic, social and constitutional states basic rights for its citizens are verbalised 

in the constitution. Especially frail and dependent citizens, like older people in need of care 

are protected in particular ways.  

How are these rights expressed in the constitution of your state?  

 

Q2: Are there special laws protecting the rights of older people, people in need of care and 

mentally impaired persons?  

 

Q3: Legal outline conditions specifically related to long-term Care 

Q3.1: What kinds of measures/actors protect the rights of older people in need of care? 

Q3.2: Are there specific laws in the field of long-term care that ensure the protection of the 

rights of older people in need of care? 

 

Q4: Are there gaps concerning the effective and sustainable protection of the rights of older 

people and people in need of care?  

 

Q5: Is the existing administrative infrastructure sufficient to enforce the rights of the already 

existing laws/norms? 

 

Q6: Which infrastructure must be build up for an effective and sustainable monitoring 

system for detecting and preventing abuse of older people in need of care? 
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Summary of the analysis of the legal outline conditions 

 

Legal Frame A E G LU NL 

Q1: Constitutional Protection      

All citizens are equal before the law  X X X X X 

No discrimination of any disability X X X X X 

Equality of women and men X X X X X 

right to respect for privacy  X  X X 

right to inviolability of the body   X  X 

right to health care, implicating a responsibility (duty 
to exercise) of the government on health protection 
and health promotion (incl. prevention), availability 
and accessibility of care, quality of care and 
financial accessibility of care 

 X   X 

State ensures, by suitable and up to date periodical 
pensions, the economic capacity of elder people. 
Independently of the familiar duties it will promote 
their well-being by a social services system that 
assists their specific problems (health, housing, 
culture and leisure) 

 X   X 

Mention or protection of older people? no YES no no no 

      

Q2: laws to protect rights of older people, 
people in need of care and mentally impaired 
persons  

     

Criminal Code (forbidden and sanctioned by 
law): 

     

Abuse of defenceless person (ill, frail etc) X X  X X 

Crude mistreat or crucify a defenceless or frail 
person living in a care home or in the same 
household or in duty of care 

X X X  X 

To abandon a frail person in a helpless situation X X X X X 

Sexual abuse of a helpless and ill person in a 
hospital or care facility 

X  X  X 

Sexual abuse of a person who is entrusted to care 
due to his/her disability, mental or physical disease  

X  X  X 

Issuing of false medical certificate, e.g. related to 
the cause of a death 

X    X 

Violating confidentiality by professionals such as 
doctors 

 X  X X 

Offences against life: euthanasia, incitement to 
suicide, assisted suicide 

X X  X X 

      

Public code:       

Law on the Gender Violence/Family violence X X  X not 

Law on the (regulation of) medical treatment 
contract, with the associated patient rights, 
including the representation of patients who are not 
able to give informed consent 

x  X  X 

Planned law: Mandatory reporting act and 
Framework Act for care 

 X X  X 

Protection of the personal freedom of vulnerable X X X  X 
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persons who are in need of care due to their age, 
illness or disability regulating the conditions and the 
provision of checks regarding restrictions of 
freedom in homes  

Care Allowance Act provides for home calls with 
regard to quality assurance in order to check 
whether the care allowance recipient receives 
adequate care 

X X X X  

Legal regulations for physicians/ health and nursing 
care act: designed to protect older people in need 
of care since they stipulate the duty of disclosure in 
case of grievous bodily harm or death 

 X   X 

Law protecting children X X X  X 

Law protecting older persons in need of care X  - X - 

Social Support Act -   - X 

Act regulating Complaint(s) Health Care Clients X X   X 

Care Quality Act for Health Care Institutions with 
demands on healthcare providers regarding the 
quality of their care 

X - X  X 

The Medical Research Involving Human Subjects 
Act = related to scientific research with human 
beings 

 X   X 

Law on Organ Donation (transplantation) X  X  X 

Law on the medical preventive examination of the 
population 

 X   X 

Equal Treatment Act X X   X 

The right of elder persons to receive nourishment X     

Law for the Promotion of Personal Autonomy and 
Care for Dependent Persons 

 X    

In some autonomous regions, like Andalucía and 
Castilla y León, there are laws for the protection of 
elder people 

 X    

In each region: Social Services Law to protect the 
rights of all people included vulnerable groups 

 X   X 

      

Q3.: Legal outline conditions specifically related 
to long-term care 

     

Q3.1.: What kinds of measures/actors protect 
the rights of older people in need of care? 

     

The police and consequently the courts take care of 
the criminal prosecution 

X X X X X 

Police can evict the perpetrator from the property 
and prohibit him or her to enter the premises as 
well as court assistance and advisory service  for 
the victim 

X X X X X 

Police can evict the perpetrator from the property 
and prohibiting him or her to enter the premises 

 X X X  

The district court is responsible for checking 
whether a restriction of personal freedom of 
movement is legal (only for Home Residents) 

X X X   

 
 

Social insurance carriers are in charge of X  X X X 
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implementing quality assurance measures by 
controlling it 

Inspectors assess the quality standards are met X X X X X 

Legal guardianship  X  X X X 

Mentorship for adults  X   X 

Psychiatric Hospitals (Compulsory Admissions) Act   X  X 

In-house emergency call X  X X  

Regional centres of animation and assistance  X  X  

The Social Office: aims at ensuring that every 
person receives the adequate, individualised 
services to maintain autonomy 

   X  

Senior hotline X  X X not 

Mediator with the mission to receive claims of every 
person thinking being harmed because of the State 
administration 

 X  X  

Elder People Superior Council: Notify each 
governmental measures in the interests of elder 
people Advise policy makers about the national 
plan concerning “third and fourth aged people”; 
Promote seniors’ rights 

   X 
X 

= anbo 

Q3.2.: Are there specific laws in the field of 
long-term care that ensure the protection of the 
rights of older people in need of care? 

     

Regional Social welfare laws provides for 
assistance in case of domestic violence, special 
temporary accommodation facilities as well as 
support and consulting services offering help in 
order to cope with the violence experienced and to 
develop new life perspectives 

X   X  

Management of LTC facilities have a general 
responsibility of the law related policies in their 
organisations, the execution of guidelines and 
directives 

 X   X 

The norms regulating the organisation of homes for 
the elderly and nursing homes pertain to quality 
standards. Authorities have of the right to supervise 
and monitor homes in order to inspect these homes 
and their quality of care. If the residents' life or 
health is endangered, the operating license can be 
withdrawn and the home has to be closed 

X  X  X 

Management of LTC facilities must guarantee a 
climate in which clients/ residents can execute a 
participating role in the organisation 

 
X 

Some 
regions 

  X 

Each health care professional must work according 
to the rule of their organisation 

 X X  X 

Each health care professional must work according 
to the health care professions act which aims to 
monitor and promote professionals practice and 
quality including a legal disciplinary jurisdiction 

 X   X 

Funding norms aiming at mobile care and support 
services: the care organisations have to meet 
certain criteria in order to receive funding. Except 
for the Social Vienna funds' norm concerning the 
obligation to inform the authorities in case the client 

X     
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is endangered, there are no other norms which deal 
with the topic of protection against violence against 
older people who receive care. The Social Vienna 
funds' norm stipulates how to proceed in case the 
person in need of care is endangered, e.g. by third 
party negligence. It addresses organisations which 
receive funding from the Social Vienna funds'. 

Treatment contract signed by the client   X X X 

Visits of health Care inspectorate with obligating 
recommendations and possibility of sanctions 

X X X  X 

Visits of Medical Advisory Service (MDK) with 
recommendations and possible sanctions of the 
LTC Insurance 

 X X   

Transparent reports, web published (critically 
discussed and under reconstruction in Germany)  

  X  X 

Institutions which serve as contact centres and take 
on patients' legal representation. They provide 
assistance for citizens on the basis of the Federal 
states' laws. There are, for example, a health and 
patients' legal representation in the Burgenland and 
respectively a care and patients' legal 
representation in Vienna which take care of 
protecting patients' rights and interests in all fields 
of the health care system and deal with complaints 
filed in homes for the elderly and nursing homes 

X X X X X 

      

Q4: Gaps concerning the effective and 
sustainable protection of the rights of older 
people and people in need of care?  

     

lack of coordination between the actors    X X  

lack of efficient use of the existing capital/resources  X  X  

Concerning elder abuse: the major lack is the non-
conceptualisation of the topic, mainly elder people 
at home 

  X X  

      

Q5 Is the existing administrative infrastructure 
sufficient to ensure existing laws and norms? 
The partners agree that existing administrative 

structure is largely sufficient. But the legal mandate 

to protect elder abuse is missing. 

X 

 
 

     

Q6: Infrastructure to be build up for an effective 
and sustainable monitoring system for 
detecting and preventing abuse of older people 
in need of care 

     

separate prevention and intervention of elder abuse 
  X X 

X = 
planned 

set up trainings and tools which can be used by 
health care providers 

   X 
X = 

planned 

collaboration between home care networks and 
social workers 

 X  X  

foresee a dedicated structure able to collect all the  X   X = 
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abuse claims and perform an effective and efficient 
follow-up 

planned 

Each autonomous region has norms to warrant the 
rights of people that live there  

 X    

The majority of institutions have complaint 
mailboxes, statutes, rights letters etc 

 X   X 

It is necessary a change in the assistance model 
and a change in social and professional attitudes to 
elder people 

 X   
X = 

planned 

Collecting in formations, when elder abuse is 
suspicious: 
GP, nurses, emergency staff, inspectors, 
researchers, family, friends, neighbours 

X X X X X 

Training of Call centre staff of emergency numbers   X X   

Identify signs and symptoms of elder abuse. And 
moreover it is necessary a register which allows the 
following of the case and develop an agile 
derivation system to suitable professionals 

 X X  
X = 

planned 
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Appendix D: Interview Guidelines and Announcement E-mail 

 

Raster of the Announcement e-mail: 

 

 

 

 

 

Dear Sir or Madam, 

 

The “Name of your institute/organisation” is involved in a European Project aiming at 

preventing elder abuse. 

Currently we are gathering information about “e.g. German” organisations that are getting in 

contact with older people in need of care and might have the potential to recognise elder 

abuse.  

We thought that as X (role of the person) in the institution Y, you might be able to give us 

some relevant information on this topic. It would be of great help for us if you answered our 

questions? The interview would take about 20 minutes. We will call you in this matter in the 

next few days.  

For additional information, please visit our website at www.milcea.eu. 

 

Yours truly, 

Name of Project Partner 
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 Interview guideline / document analysis: 

 

Please inform yourself before you start with the interview in which setting the organisation is 

working (informal home care, professional home care, and institutional care). If the 

organisation is working in several settings, please go through the guideline for each setting, 

because the answers could differ between the settings. 

 

Introductory Text 

 

(Introduce yourself) ... I’m working on the EU Project MILCEA. Have you received our 

E-mail? 

 

If Yes: If No: 

 

As we wrote in our Email we are 

surveying institutions or persons who 

come in contact with older people in need 

of care and are able to detect elder abuse. 

In this context we would like to make an 

interview with you over the phone. It 

takes about 10 minutes and the data will 

be kept anonymous. Would you take part 

in an interview? 

Let me please shortly describe the 

European project MILCEA. The topic of 

our project is elder abuse in long-term 

care. The Goal is to contribute to the 

recognition and monitoring of elder 

abuse. Currently we are surveying 

institutions that come in contact with 

older people in need of care. In this 

context we would like to make an 

interview with you. It takes about 10 

minutes and the data will be kept 

anonymous. Would you take part in an 

interview? 

 

 

If Yes: If No: 

 

When would you prefer to have the 

interview? We can start right now or 

make an appointment. 

Can I ask why you don’t like to take part? 

(see possible doubts and possible 

reactions on it) 
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Subject Example 
Possible Reactions to 

persuade the Participant 

Privacy Matters 

The person is worried about 

giving information and this 

information can be tracked to 

the person. 

Try to ensure the participant 

that the data will be kept 

anonymous. 

Integrity and Security 

Matters 

Person is worrying that the 

interviewer is not telling the 

truth. 

Pass him/her the web 

address on and offer to call 

later again when he/she has 

informed himself/herself 

about MILCEA. 

Duration of the Interview 

Person thinks Interview 

might be too long/not enough 

time for it. 

Point out the importance of 

the interview for MILCEA 

and the development of a 

monitoring system of elder 

abuse. 

Insufficient Knowledge to 

answer/not the right Person 

Person thinks that he/she is 

not the right person to ask in 

this interview. 

Ensure yourself if you have 

the right person on the 

phone and he/she is in the 

possibility to ask the 

questions. Otherwise ask for 

the name of the person who 

should be interviewed 

instead. 
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 Interview Guideline for Organisations/Actors in LTC: 

 

Type of Organisation: _________________ 

Position of the Respondent: ___________________ 

 

 

1.) Who are your clients? (older people in need of care, older people in general, people that 

are dependent on care in general, caregiver) 

 

 

 

2.)  What’s the main task of your organisation/work? 

 

 

 

3.) What is the responsibility of your organisation with respect to monitoring elder abuse in 

long-term care? Is there a legal basis that demands your action in monitoring/recognising 

abuse of older people in long-term care? 

 

 

 

4.) On what level is your organisation working? (e.g. federal level, state level) 

 

 

 

5.) Dou you use an instrument/guideline that assesses elder abuse? If not, do you use an 

instrument which includes indicators or risk factors of elder abuse (e.g. an instrument to 

assess quality of care)? 

 

 

 

If no, skip questions 5.1. to 5.6. and continue with question 6.). 

 

 

 

5.1.) What kind of instrument do you use? What kind of procedure is used (face-to face 

interview, interview over the phone, observation, physical examination) Can you 

describe the function of the instrument shortly?  

 

 

 

5.2.) In the following I’m going to read out a list of indicators for elder abuse. Which of 

these indicators are assessed by the instrument/guideline? 
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5.3.) In the following I’m going to read out a list of risk factors for elder abuse. Which of 

these risk factors are assessed by the instrument/guideline? 

 

 

 

5.4.) Is there a documentation of the data? Who has access to the data (e.g. public 

access, access only for particular groups or institutions, please name these particular 

groups or institutions)? 

 

 

 

5.5.) Are you exchanging information with other organisations? 

 

 

 

5.6.) What would you do if there is a suspicion of elder abuse? Is there someone you 

would contact inside or outside your organisation? 

 

 

 

STOP INTERVIEW (Place for further Remarks of the Respondent on the last page) 

 

If Answer of question 5 is No: 

 

6.) Do you have a contact sheet that includes facts about the older person and his/her life 

situation? 

 

If no, continue with question 8 

 

 

 

6.1.) In the following I’m going to read out a list of risk factors for elder abuse. Which of 

these risk factors are assessed by the contact sheet (read out risk factors of the list)? 

 

 

 

6.2.) What would you do if there is a suspicion of elder abuse? Is there a person or position 

in your organisation that should be informed when there is a suspicion of elder 

abuse? What institution should be contacted outside your organisation? 

7.) Do you have any documentation of your contact to the older person/caregiver? If yes is 

there a specific raster of the documentation? Can you describe it, please? 
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STOP INTERVIEW (Place for further Remarks of the Respondent on the last page) 

 

If Answer to 6.) is no: 

 

8.) Do you have any documentation of your contact to the older person/caregiver? If yes, is 

there a specific raster of the documentation? Can you describe it, please? 

 

 

 

8.1.) What would you do if there is a suspicion of elder abuse? Is there a person or position 

in your organisation that should be informed when there is a suspicion of elder 

abuse? What institution should be contacted outside your organisation? 

 

 

 

Other Remarks of the Respondent here: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

_________________________________________________________________________ 
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Interview guideline Policy: 

 

All of the following questions should be asked in the interview: 

 

Position of the respondent: ___________________ 

Setting: ______________________ 

 

1.) Under which conditions do you start to investigate elder abuse? 

 

 

 

2.) On how many cases on elder abuse are you investigating during the year in average? 

 

 

 

3.) Who informs you usually about a suspicion on elder abuse? 

 

 

 

4.) If you get the information that there might be a case of abuse, how would you start with 

your investigation? Can you describe the procedure of your investigation? 

 

 

 

Further remarks of the respondent: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

_________________________________________________________________________ 
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Interview guideline doctors (general practitioners, emergency 

doctors): 

 

 

All of the following questions should be asked in the interview: 

 

Position of the respondent: ___________________ 

Setting: ______________________ 

 

1.) Is the assessment of elder abuse part of the anamneses of older people in need of care? 

 

 

 

2.) Is there a legal basis for your action in monitoring or detecting elder abuse in long-term 

care? 

 

 

 

3.) Is there a guideline for doctors that can/should be used in the assessment of elder 

abuse? How does it look like? 

 

 

 

4.) Do you have a contact sheet that includes facts about the older person and his/her life 

situation? 

 

If no, skip question 4 and continue with 5. 

 

 

 

4.1.) In the following I’m going to read out a list of risk factors for elder abuse. Which of 

these risk factors are assessed by the contact sheet (read out risk factors of the list)? 

 

 

 

5.) What would you do if there is a suspicion of elder abuse?  
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Further remarks of the respondent: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

_________________________________________________________________________ 
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Appendix E: Relevant institutions pictured in “Actor Maps” 

Austrian institutions/actors in institutional care setting 
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German institutions/actors in institutional care setting 
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Luxembourgish institutions/actors in institutional care setting 
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Dutch institutions/actors in institutional care setting 
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Spanish institutions/actors in institutional care setting 
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Appendix F: Guideline Evaluation Interviews and Document 

Analysis 

There are two parts of the evaluation.  

1. The description of current monitoring structures of elder abuse in your country 

 By using the maps and profiles 

2. The proposal for a monitoring system:  

 This must include suggestions for improvements of existing monitoring structures in 
the respective country 

 The results of the last expert meeting should be used 

 

The guideline should provide a structure for evaluation. Since the evaluations should be 
comparable between the countries, the guideline should be followed and answered as 
precise and short as possible!!! The description of current monitoring structures should be 
done by interpreting the map and the profiles. The proposal for a monitoring system should 
be build up on existing monitoring structures in the respective country. All the partners 
already had their expert meetings and discussed weaknesses and strengths of existing 
monitoring structures and already gathered suggestions for improvements. These results 
should be used to answer the questions under part 2. 

The deadline for the preparation of the written text is the 

 24th of June.  

The main results to the two parts should be presented at our next Partner Meeting in 
Maastricht on the 7th and 8th of July. Therefore each partner organization will have 15 
minutes to answer the questions for their country: 

How do the monitoring structures regarding elder abuse look like at the present? 

What would you (and your expert team) propose to improve and systematize existing 
structures? 

 

1. The description of current monitoring structures of elder abuse in your country. 

Please write down the information following the guideline, this has to be done for all the three 
settings seperately: informal care, professional home care and institutional care 

 Which institutions belong to the Micro-, Meso-, Macro-level? When writing down these 
institutions, give a short description about the main task (in profile) of the institution 
that are specific in your country. Give a short reasoning why these institutions belong 
to the respective level. (Micro Level: informal actor; Meso-Level: Formal Institutions, 
Service Provider; Macro Level: Formal Institutions, Authorities).  

 Are there any institutions/actors that have the legal job assignment to monitor or 
prevent elder abuse? (Describe these institutions and their legal job assignment 
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concerning elder abuse shortly) .If not, summarize shortly the actors that have indirect 
the legal mandate to protect older people from elder abuse and describe this legal 
mandate and the relation to elder abuse shortly. Therefore, have a look at the profiles 
(Responsibility regarding EA) again.   

 Describe shortly which institutions have standardised documentation of indicators 
and/or risk factors of elder abuse. Put down whether these institutions assess more 
than three, or three and less than three forms of elder abuse through indicators (the 
same categories were used in the map). Put down if also risk factors are documented 
standardized. Please Note: the institution is also relevant here when the goal of the 
assessment is not to detect elder abuse. Goal of the assessment could, for example, 
be the monitoring of quality of care. But this has to be mentioned.  

In the following, these institutions named should be further evaluated concerning other 
aspects: 

 Describe whether the institution regularly searches contact to the potential victim, or 
whether the potential victim or others have to inform or search contact to this 
institution (for example a consultancy service).  E.g.: An institution assesses 
indicators and risk factors of elder abuse standardised: here it is decisive to mention 
whether the institution assesses without being asked and if the assessment is on a 
regularly basis.  

 Describe how often it comes to a contact between the institution and the victim – This 
aspect can be of relevant information, e.g. when an institution assesses regularly 
indicators of elder abuse and so seems to be a good example for monitoring elder 
abuse, but in fact assesses the potential victim only twice a year.  

 Describe what happens to the data after the assessment. Describe whether there is a 
fixed plan for action or not when elder abuse is suspected. 

 Put down if there are other meaningful aspects of these institutions concerning their 
role in a monitoring-system.  

Describe which institutions assess elder abuse unstandardised. This means indicators and 
risk factors might be documented, but there is no instrument or guideline that includes these 
indicators and risk factors. Describe if there any further factors that raise the meaning of the 
institution concerning the institution’s role in a monitoring system of elder abuse   

 E.g.: Is the institution in regular contact to the potential victim without having to get 
informed first?  

 E.g.: Is the contact to the potential victim in frequent intervals? 

 E.g.: Allows the kind of access/contact to the client to observe physical indictors (e.g. 
doctors, nurses)  

 Are there any other important factors? 

 Describe what happens to the data after the assessment. Describe whether  there is 
a fixed plan for action or not when elder abuse is suspected. 
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Describe which institutions do not have a documentation of indicators and risk factors at all, 
even not unstandardised. Describe if there any further factors that raise the meaning of the 
institution concerning the institution’s role in a monitoring system of elder abuse  

 E.g.: Is the institution in regular contact to the potential victim without having to get 
informed first?  

 E.g.: Is the contact to the potential victim in frequent intervals? 

 E.g.: Allows the kind of access/contact to the client to observe physical indictors (e.g. 
doctors, nurses)  

 Are there any other important factors? 

 Describe whether there is a fixed plan for actions or not when elder abuse is 
suspected. 

 

 Describe which institutions have the opportunity to introduce measures that directly 
lead the protection of the victim. Please, describe also these measures. 

 Describe, if there is an institution that is currently used or seen as a contact „place to 
go“ in case of suspected, observed, or experienced elder abuse. 

 Describe in two to three sentences your conclusion: Describe which institutions 
provide a good basis for a monitoring system and why. Describe what the main 
weaknesses of the existing monitoring structures are. 
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2. Proposal for a monitoring system  

 

The two following questions should be answered for each setting separately!!! 

 Are there further strengths and weaknesses (to these already identified in the part 1) 
of the existing monitoring structures identified by the national expert rounds? 

 What proposals can be given to improve the existing monitoring structures and to 
build up a monitoring- system of elder abuse? Give concrete proposals how existing 
weaknesses could be put away and how strengths can be used? Your answer of 2.2. 
should contain the main points and should not exceed two pages. 

Element of the proposal should be answers to the following questions: 

Which actors would be the most appropriate to monitor elder abuse? Which 
modifications are necessary to grant regular monitoring by these organizations? 

Is there an institution that should be referred to when elder abuse is suspected, 
observed or experienced? When the institution already exists, are there any 
modifications necessary (e.g. legal modifications)? 

Which institution could collect data concerning elder abuse? And what should be 
happening with this data? 

Which institutions should rather pass on information, which institutions should act 
immediately? How can these acts/measures to prevent elder abuse look like? 

Are there legal modifications necessary to grant your proposals? 

By answering the question keep in mind our definition of the functions of a 
monitoring system has to fulfill 
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The main Elements of a monitoring system are the identification of elder abuse and the 
implementation of actions/measures to protect the victim from first elder abuse or its 
repetition.  

 



 

Appendix     6 

   

Example for Germany:  

Note, that it is not complete, there are only several ideas listed up to give an example 
how to prepare a proposal: 

In the institutional care setting: The home supervisory authority has the legal job 
assignment to protect interests and the well-being of resident in long-term care 
institutions. The home supervisory has the regulatory resources to protect older people 
from elder abuse (e.g.: extreme case: nursery home can be closed). But the home 
supervisory authority is not assessing specifically elder abuse and is usually only once 
a year checking one institution. This weakness can be eliminated by: 

A determined person in a nursing home that has contact to the residents, e.g. a 
voluntary residents advocate (this will be defined more precise) who is assessing elder 
abuse in regular intervals by a screening tool 

The screening tools will be collected by the home supervisory authority, who is giving a 
feedback to the residents’ advocate in determined intervals 

In the professional home care setting: The home supervisory is not responsible for 
the professional home care setting and there is no comparable institution.  There is no 
regular contact of a state supervision institution. The legislator could expand the area 
of responsibility of the home supervisory authority also to the professional home care 
setting: 

In the informal care setting: The same shall be deemed to the informal care setting. 
The legislator could expand the area of responsibility of the home supervisory authority 
also to the professional home care setting (is not precise enough yet) 

 

 

 

 

 


