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 Preface 

 Everyone, including older people, deserves to live in peace and dig-
nity. This generation of older Americans has achieved some amazing 
 accomplishments. They have contributed to and lived through signifi -
cant changes. Some lived through the Depression and the rapid economic 
changes that have occurred in the last 50 years. Others served in wars, 
such as World War I or II, the Korean War, or Vietnam. Some infl uenced 
art, music, or literature. Others were involved in changes in technology, 
medicine, or space travel. 

 However, most older people lived quiet lives raising families and 
participating in their communities. They come from a variety of racial, 
ethnic, economic, and religious backgrounds. These elders were mothers 
or fathers, sisters or brothers, and represent the rich heterogeneity seen in 
older people. Some elders were wealthy, some indigent; some had white- 
or blue-collar jobs. As younger adults, some chose to be homemakers or 
to be self-employed. Others were unable to work because of physical or 
mental health problems, and some were chronically unemployed. Some 
suffered trauma early in life or throughout their lives. 

 Most older people are loved and cherished, but too many are  isolated 
in facilities or living in loneliness and fear in the community. Some elders 
become physically or emotionally hurt, and others lose their fi nancial 
resources or suffer neglect or abandonment. Regardless of their back-
ground or societal contributions, every elder deserves to live safely and 
with dignity, and all deserve protection and intervention to stop abuse 
when it occurs. 

 Reported cases of elder abuse are increasing. Victims encounter 
 multiple systems, and they are best served when professionals from these 
systems work together. It is the responsibility of these professionals to 
work collaboratively to enhance victim safety, hold abusers accountable, 
promote systemic change, and advocate for new policy initiatives and legis-
lation, additional research and funding, and social change. This book pro-
vides the framework to begin and to build on multidisciplinary approaches 
at the local, state, and national levels toward ending elder abuse. 
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 Introduction 

 Professionals in a variety of systems are encountering increasing num-
bers of older victims and their abusers. Health care professionals are 
identifying more older patients who have been harmed. Reports of el-
der abuse to Adult Protective Services (APS) and law enforcement are 
rising. More offenders are being prosecuted and held accountable than 
ever before. As the population percentile of older Americans increases, 
greater numbers of seniors who have been abused are contacting ad-
vocacy programs such as domestic violence and sexual assault orga-
nizations. Many older adults are turning to the civil justice system for 
remedies to abuse. 

 The increase in numbers of older victims seeking help raises the ques-
tion: how many elders are being abused? Unfortunately, no one knows 
for sure. Too few surveys have been done in this area, and those that 
have been completed suffer from serious methodological problems. For 
example, the National Elder Abuse Incidence Study, conducted in 1998 
under the auspices of the National Center on Elder Abuse, reported that 
551,011 persons over age 60 experienced some form of abuse or neglect 
(National Center on Elder Abuse [NCEA], 1998). The study estimate of 
domestic elder abuse is signifi cantly lower than previous estimates for 
many reasons. The study was not designed to determine how much elder 
abuse exists, but, rather, to look at the proportion of cases reported to 
APS versus the proportion of cases that actually exist (Cook-Daniels, 
1999; Otto & Quinn, 1999). In addition, the sample size for the study 
was extremely small. Only 20 counties in 15 states were used. In each 
county only 12 to 13 agencies were included, and each agency had typi-
cally only four to six trained sentinels (individuals responsible for the ini-
tial data collection). Data were collected for only two months and were 
based on 1,498 actual cases (Cook-Daniels, 1999; Otto & Quinn, 1999). 
Moreover, the study did not assess abuse of older persons in long-term 
care facilities or other institutions. 

 Currently, no single national entity collects and analyzes elder abuse 
data from the various sources. Existing data are compiled from state APS 



programs, state Long-Term Care Ombudsman, regulatory agencies, and 
state Medicaid Fraud Control Units. One method used to determine the 
extent of the problem has been to look at data collected by APS agencies, 
because in most states, they are the primary responders to cases of elder 
abuse and abuse against vulnerable adults. For instance, the report titled 
 The 2004 Survey of State of Adult Protective Services: Abuse of Adults 
60 Years of Age and Older  found that 565,747 reports of elder and adult 
abuse were made to APS in Fiscal Year (FY) 2003, a 19.7% increase 
from the 2000 Survey (472,813). Of this number, 32 states said that APS 
received a total of 253,426 reports on persons aged 60 and older. The 
majority of state APS programs serve vulnerable adults ages 18–59 in ad-
dition to people over 60. Because many states do not collect separate data 
on abuse victims age 60 and older, it is not possible to determine age-
specifi c information from all 50 states, the territories, and the District of 
Columbia (Teaster, 2006). 

 A handful of smaller studies provide some information about the 
prevalence of the problem. In 1988, Pillemer and Finklehor, using a ran-
dom sample method interviewing more than 2,000 older adults in Boston, 
estimated that between 701,000 and 1,093,560 older Americans are vic-
tims of abuse each year (Pillemer & Finklehor, 1988). These fi gures lead 
to estimates that 32 of every 1,000 elders in the United States were abused 
per year. Mouton, Rovi, Furniss, and Lasser (1999) found that 4.3% of 
the 257 women ages 50 and older who responded to a national health 
survey answered “yes” to questions about being currently in an abusive 
relationship. Harris (1996) reviewed the 1985 National Family Violence 
Resurvey and found that 5.8% of older couples had experienced domestic 
violence in the past year. Another study that examined APS records in 
Connecticut found that 1.6% of elders had been abused, neglected, or 
exploited over a nine-year period (Lachs, Williams, O’Brien, Hurst, & 
Horwitz, 1997). Hudson et al. (1999) found that 7.5% of surveyed elders 
had been abused at some point after turning age 65. In addition, Hudson 
and Carlson (1999) interviewed 917 people in North Carolina and found 
that 6.2% of adults stated that they had abused an elder. 

 Clearly, data and evidence from the fi eld suggest that elder abuse is 
an increasingly serious problem in America.  But why focus a book on a 
collaborative or multidisciplinary response to elder abuse?  Each of the 
authors has been in his or her chosen fi eld for more than 15 years. Several 
have witnessed elder abuse in their personal lives, often involving some-
one they cherish. Each of the authors has cases that haunt them—cases 
where their respective discipline failed an older victim. 

 For example, Helen was 72 years old when she came to the domestic 
violence shelter in 1983. All of the other residents were young women. 
To her dismay, Helen realized that she had been abused longer than any 
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of the other residents had been alive. Helen stayed for two weeks before 
returning home, telling staff she didn’t see any other options. 

 In another case, during her fi rst night in a nursing home, Muryl, 
age 86, had all of her rings stripped from her fi ngers while she slept. 
The nursing home staff said that they had fallen off and been lost in the 
bedclothes. The rings were never found. Several days later Muryl’s family 
reported the incident to the police. They were told that law enforcement 
did not respond to problems regarding lost possessions that occurred in 
nursing homes. 

 Through our professional experiences, each of us has found that the 
expertise, services, and resources of our respective disciplines were, on 
their own, inadequate to enhance the safety of older victims. Advocates 
cannot make arrests. Prosecutors cannot mend broken bones. Each of 
us began to look for others who were willing to collaborate to provide a 
wider array of options than any single system could provide. 

 Each of us has participated in multidisciplinary work on the local, 
state, and national level. We have struggled through the challenge of 
working with professionals who have different mandates and agendas, 
as well as celebrated successes that came from collaboration to promote 
victim safety and to hold abusers accountable. 

 The co-authors of this book are from adult protective services, law 
enforcement, prosecution, health care, advocacy, and civil justice. Writing 
this book forced us to form our own multidisciplinary team. We shared 
a common goal—to write a book promoting elder victim safety through 
collaboration. We agreed on an outline and a target audience. Then the 
confl icts began. 

 Like any newly formed team, we found ourselves needing to estab-
lish ground rules and deadlines. We reviewed each other’s writing and 
were amazed to fi nd so many different perspectives and viewpoints. We 
struggled to defi ne elder abuse. Should self-neglect be included? What 
about crimes and consumer scams against older people? What about 
abuse in facilities? Where did domestic violence fi t in? In the end, we 
found consensus on these issues, as described in Chapter 2. 

 As authors, we struggled with voice. In keeping with our respective 
disciplines, we differed on how formal or informal the tone should be. 
Which studies should be included, given the methodological problems 
with most of the existing research? How much technical detail versus 
broad concepts was appropriate? 

 We decided to let the experiences of victims speak for themselves 
through case examples. Many of the chapters in this text include case 
presentations to illustrate the major points. These cases are based on 
actual circumstances, but not on actual patients, victims, or clients, and 
many of the scenarios are composites of multiple cases. The names are 
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fi ctitious and details about the lives of the victims have been eliminated; 
any similarity to an actual case is coincidental. However, elements of 
each example are based on elder abuse victims that we have encountered. 
First names were used for clarity, even though many seniors prefer to be 
addressed formally with their last name. 

 Language, including the use of jargon, was another source of con-
tention. Should we use words such as  mistreatment, abuse, violence , or 
 battering ? Are we talking about  victims, patients , or  clients ? Is the harm 
caused by  abusers, offenders, perpetrators , or  family members ? 

 In the end, we resolved these diffi culties by allowing a voice for each 
author. Like any good multidisciplinary team, each member was encour-
aged to shine in her or his specialty area and, for that section, to use the 
language of that fi eld. Other authors contributed additional text based 
on their expertise, providing further richness and depth. 

 Along the way, we recognized how much we still did not know about 
elder abuse. Too little research has been done. Studies are fl awed. Too few 
resources and professionals are devoted to this issue. For the book to be 
more comprehensive, we wished we could have included additional au-
thors with expertise in abuse in facilities, substance abuse, mental health, 
cultural competency, and a variety of other issues. Like any multidisci-
plinary team, we balanced the number of participants needed to get the job 
done versus having “too many cooks in the kitchen.” We recognize that 
more could be said about some issues not fully addressed in this text. 

 One example of an issue we struggled with is abuse in long-term 
care facilities. The elder abuse fi eld has historically separated the harm 
that occurs in the community (known as  domestic elder abuse ) from that 
which occurs in facilities, such as nursing homes, community-based resi-
dential facilities, or assisted living facilities (referred to as  institutional 
abuse ). Different systems of response were established; domestic elder 
abuse was generally considered the realm of APS (although some APS 
programs investigate suspected abuse in facilities), whereas regulatory 
agencies and Long-Term Care Ombudsman Programs dealt with insti-
tutional abuse. This distinction was logical in the early days, when the 
perception was that family members committed domestic elder abuse and 
facilities staff committed institutional abuse. 

 As the fi eld has matured, however, perceptions about both forms of 
abuse have changed dramatically. Moreover, the systems of response have 
expanded and, to some extent, become less distinct. These changes have 
led many to believe that the line between domestic elder abuse and institu-
tional elder abuse is largely artifi cial. The response to elder abuse should 
not depend on whether the roof over an older person’s head is that of a pri-
vate dwelling or a facility. In too many cases, that approach has meant that 
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victims of abuse who live in facilities have not had the benefi t of responses 
by the justice system, APS, and advocacy organizations, such as domestic 
violence or sexual assault programs. Although we recognize that facilities 
have legal responsibilities to protect their residents from abuse, we believe 
that the types of abuse committed and the types of perpetrators who com-
mit them should determine the response. Therefore, as the parameters for 
this book were plotted, we felt strongly the need to address elder abuse that 
occurred in any location to encourage collaboration in both domestic and 
long-term care settings. To illustrate: if a nursing home resident is abused 
by her spouse or raped by an employee of the facility, then responses from 
regulatory, health care, APS, long term-care ombudsman, criminal justice, 
and civil justice systems are necessary. But assistance from the domestic 
violence or sexual assault systems is also appropriate. The victim in a nurs-
ing home needs the help those systems can provide as much as when the 
abuse or rape occurs under the roof of a private dwelling. 

 That said, the idea of writing about institutional abuse created a dilem-
ma. Each of us had done some work on abuse in facilities, but our primary 
work had been devoted to domestic elder abuse. Consequently, the discus-
sions of institutional abuse are not as comprehensive as the  discussions 
about domestic elder abuse. It was decided, however, that narrowing the 
scope to domestic elder abuse was a disservice to many older victims and 
in direct confl ict with the primary message about  collaboration. 

 By listening to each author’s unique perspectives, the team ultimate-
ly gained greater understanding and awareness. This is not the book any 
one of us could have written individually. It is stronger because of the 
multidisciplinary approach. 

 To illustrate that point, one of the authors found a six-piece puz-
zle. She gave each of her co-authors one puzzle piece. The puzzle pieces 
served to remind the group that working in isolation meant that each 
could see just one piece of the mosaic. Only when the pieces were put 
together could the group see the full picture. 

 This book is divided into fi ve sections. Section One describes the 
historical context, defi nitions, and dynamics of elder abuse. Section Two 
focuses on responding to elder abuse, including identifi cation, reporting, 
and the systems involved in elder abuse cases. Section Three focuses on 
collaboration by discussing the defi nitions and benefi ts, obstacles to suc-
cess, informal practice-based responses, and team process. Accomplish-
ing the work of the team is addressed in Section Four. These chapters 
illustrate how a multidisciplinary approach enhances case review, victim 
safety, abuser accountability, and system change. Finally, Section Five ex-
amines policy, legislation, research, and social change needed to work 
toward ending elder abuse.   

 Introduction xvii
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 C H A P T E R  O N E  

 Historical Context 

 Too often older Americans living in the community or in long-term care 
facilities (LTCF) are abused, exploited, and/or neglected. Relatives, part-
ners or caregivers may steal money and treasured possessions. Lifelong 
partners who were abusive throughout the relationship continue their 
cruelty. Spouse/partners, adult children, and other family members or 
caregivers are the most common perpetrators of sexual assault and abuse 
(National Center on Elder Abuse, 1998). Seniors are told they are stu-
pid or crazy, a common form of emotional abuse. Caregivers may ne-
glect elders, leading to serious illness, harm, or death. Some older people 
do not, or are not able to, take care of themselves, a condition called 
self- neglect. In worse-case scenarios, older victims are killed by neglect, 
abuse,  homicide, or homicide/suicide. 

 Reported cases of elder abuse are increasing. From 1986 to 1996, 
there was a steady increase in the reporting of domestic elder and vulner-
able adult abuse nationwide, from 117,000 reports in 1986 to 293,000 
reports in 1996. “This fi gure represents an increase of 150.4% since 
1986” (National Center on Elder Abuse Web site). In 1998, the National 
Elder Abuse Incidence Study (NEAIS) suggested that only the tip of the 
iceberg of elder abuse cases are being identifi ed (National Center on Elder 
Abuse, 1998). Two national studies of cases reported to Adult Protective 
Services (APS) in 2000 and 2004 that included both abuse of vulnerable 
adults and elder abuse found that during that period, there was a 19.7% 
increase in the number of elder/adult abuse reports in all 50 states, the 
District of Columbia, and three territories (Teaster, 2006). 

 Cases of elder abuse will continue to increase as Americans live lon-
ger. In the last 50 years, with advances in medical research, nutrition, 
health care, and modern conveniences, Americans are living longer than 
ever before and in greater numbers than previously experienced. Those 
numbers will continue to grow for at least the next several decades as the 
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baby boomers age. In 2000, thirty fi ve million people were older than age 
60 in the United States. This is an additional 3.7 million people or 12% 
increase since 1990. Nearly 1 in 8 persons (12.4%) of the population is 
at least 65 years old. By 2030, the numbers of older Americans will more 
than double to 70 million. Those ages 85 and older will increase from 
4.2 million in 2000 to 8.9 million in 2030 (U.S. Census Bureau, 2004). 
Seniors are more likely to live with a disability, which has been shown to 
be a risk factor for some elder abuse (Lachs, Williams, O’Brien, Hurst, 
& Horowitz, 1997). 

 The number of older Americans from a variety of ethnic back-
grounds is also rapidly changing. Elder abuse crosses all racial, ethnic, 
religious, and economic lines. In 2000, minority elders were 16.4% of 
the elder population. The percentage of elders from minority populations 
is projected to increase to 25.4% by 2030. Between 1999 and 2030, 
some populations will increase more signifi cantly than others: Caucasian 
(81%), Hispanic (328%), African American (131%), American Indian, 
Eskimo, Aleut (147%), and Asians and Pacifi c Islanders (285%). All mi-
nority populations will increase by 219% (U.S. Census Bureau, 2004). 
This increase in persons from a variety of racial and ethnic groups will 
impact the types of programming that will need to be created to effec-
tively intervene in cases of elder abuse. 

 Even as the numbers increase, professionals also recognize that el-
der abuse cases are complex and diverse. Some older victims are healthy 
and mentally alert. Others suffer from a variety of health problems, as 
well as physical and cognitive disabilities. Victims and perpetrators come 
from various racial, ethnic, economic, and religious backgrounds. Older 
victims bring a range of generational, cultural, and spiritual values about 
what constitutes abuse and what help they will accept. Abuse can occur 
in long-term or new intimate partner relationships. Family members and 
caregivers may also be offenders. The abuse may have been going on for 
years or started recently. The cause of abuse may be due to an organic 
condition, poor care giving, or the desire to gain and maintain power and 
control over the victim. 

 Some elder abuse is a crime that calls for a response from the crimi-
nal justice system. In other situations, such as self-neglect, social service 
workers, physicians, and other health care workers are more likely to of-
fer effective interventions. Abuse occurring in facilities has its own com-
plexity, as the abuser may be a family member, staff member, volunteer, 
or another resident. A variety of governmental agencies may get involved 
in abuse occurring in facilities. 

 A collaborative response to elder abuse is required. Multiple disciplines 
must work together to ensure a seamless response to victims that promotes 
their safety and well-being. This book helps professionals and others to 
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better understand the dynamics of elder abuse and methods that promote a 
collaborative response. Chapter 1 lays the groundwork for a collaborative 
approach by providing a brief history of the elder abuse fi eld. 

 HISTORICAL CONTEXT 

 Family violence and sexual abuse, including abuse of older people, has 
been described in the literature for centuries. However, the naming and 
identifi cation of child abuse, domestic violence, elder abuse, sexual assault, 
and abuse against people with disabilities and vulnerable adults are much 
more recent events. Child abuse was “discovered” in the 1960s by profes-
sionals working with victimized children. In the 1970s, both the sexual 
assault and battered women’s movement emerged from grassroots efforts. 

 Although Burston identifi ed the phenomenon of “granny battering” 
in a British medical journal (1975), elder abuse was barely acknowledged 
in the United States until 1978 (Bonnie & Wallace, 2003). Beginning in 
the 1980s, Congress focused increasing attention on elder abuse by hold-
ing a series of hearings and issuing several reports. It was not until Febru-
ary 2003, however, that a comprehensive federal response was initiated 
with the introduction of the Elder Justice Act by Senators Breaux and 
Hatch (Breaux & Hatch, 2002). The Act had not passed when the 108th 
Congress adjourned. It was reintroduced as S. 2010 by Senators Hatch 
and Lincoln in 2005 (Hatch & Lincoln, 2005). 

 Research on elder abuse has been scarce and underfunded. A few 
small studies were published in the 1980s and 1990s, but it was not 
until 1998 that the NEAIS was conducted by the National Center on El-
der Abuse (NCEA) and Westat (National Center on Elder Abuse, 1998). 
Data from all 50 state Adult Protective Services programs, the District of 
Columbia, and Guam were collected in 2000 and again in 2004 (Teaster, 
2006). In 2001, The National Academy of Sciences panel published “El-
der Mistreatment: Abuse, Neglect and Exploitation in an Aging America” 
(Bonnie & Wallace, 2003). In 2001, the National Research Council Panel 
to Review Risk and Prevalence of Elder Abuse and Neglect reviewed and 
compiled a list of existing research in the fi eld and called for more re-
search in the fi eld (Bonnie & Wallace, 2003). For a timeline of signifi cant 
national events in the elder abuse fi eld, see Appendix A. 

 The Federal Government’s Response to Elder Abuse 
 The federal government has been slow to respond to elder abuse.  Currently, 
not even one federal employee works exclusively on elder abuse issues 
(Breaux & Hatch, 2002). National funding on elder abuse is a fraction 
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of all federal spending on abuse. “The federal government spends $153.5 
million on programs directly addressing issues of elder abuse. In sharp 
contrast, the federal government spends $520 million on programs com-
bating violence against women and $6.7 billion on child abuse prevention 
efforts. Of the $153.3 million spent directly on elder abuse prevention, 
$143.34 million is spent through the Department of Health and Human 
Services, with the remaining $10.16 million being spent on Department of 
Justice programs” (Anonymous, 2002, p. 16). 

 The Department of Health and Human Services provides funding 
and programming through the Social Services Block Grant (SSBG) pro-
gram and the Older Americans Act. Social Service Block Grant funds are 
used to support APS agencies in less than half of the states nationwide. 
The Older Americans Act provides funding through the Administration 
on Aging for the Long Term Care Ombudsman Program, Prevention of 
Elder Abuse, Neglect and Exploitation Program, and the NCEA. Also 
housed in the Department of Health and Human Services is the National 
Institute on Aging, the Centers for Medicare and Medicaid Services, and 
the Offi ce of the Inspector General. The National Institute on Aging con-
ducts some research related to elder abuse. The Centers for Medicare and 
Medicaid Services contract with state agencies to survey nursing homes 
and respond to complaints about abuse and services. The Offi ce of the 
Inspector General funds the Medicaid Fraud Control Units that exist in 
all but a few states to investigate and prosecute cases of patient abuse, 
neglect, and exploitation in nursing homes and, in some states, to also 
investigate complaints in other types of LTCF including assisted living 
facilities and board and care homes (Anonymous, 2002). 

 The Department of Justice provides funding through several of its 
entities, including the Offi ce on Violence Against Women, Offi ce for Vic-
tims of Crime, Bureau of Justice Assistance, and National Institute of 
Justice. Since 2002, the Offi ce on Violence Against Women has provided 
grants to train law enforcement, prosecutors, and court personnel on 
elder abuse and abuse against people with disabilities. The Offi ce for 
Victims of Crime has funded a number of elder abuse initiatives aimed 
at improving the response to older victims of abuse and exploitation. 
The Bureau of Justice Assistance has supported efforts to educate law 
enforcement offi cers and prosecutors about elder abuse, and the National 
Institute of Justice has provided grants for studies on medical forensic 
 issues related to elder abuse. 

 Additional Responses to Elder Abuse 
 Many national organizations and statewide and local initiatives have 
been created to address the needs of victims, hold abusers accountable, 
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improve policies and practices, and raise professional and public aware-
ness. The primary national organization devoted to elder abuse issues is 
the NCEA, which was fi rst funded in 1989 through the Older Americans 
Act by the Administration on Aging. Since 1998, the National Center on 
Elder Abuse has been administered under the auspices of the National 
Association of State Units on Aging with partners at the American Bar 
Association Commission on Law and Aging, the Clearinghouse on Abuse 
and Neglect of the Elderly at the University of Delaware, the National 
Adult Protective Services Association, and the National Committee for 
the Prevention of Elder Abuse. The mission of the NCEA is to “promote 
understanding, knowledge sharing, and action on elder abuse, neglect.” 
Two other national projects worth noting are the National Clearinghouse 
on Abuse in Later Life and the National Long Term Care Ombudsman 
Resource Center. Both address a segment of elder abuse but are not 
 partners of the NCEA. 

 There are also some notable statewide and local elder abuse pro-
grams throughout the country. Some of these local and statewide efforts 
are described in more detail later in the chapter. Many of these efforts 
grew out of a specifi c discipline such as the aging network, health care, or 
the criminal justice system; other projects use a collaborative model. 

 SYSTEMS’ RESPONSES TO ELDER ABUSE 

 Over time a number of disciplines whose professionals are primary 
 responders to elder abuse victims began working on this issue. This section 
describes the responses of the APS and elder abuse agencies, the criminal 
justice system, health care, domestic violence and sexual assault move-
ments, and the civil justice system. Addressing abuse in long-term care 
facilities is also discussed. Historically, these systems have approached 
cases of elder abuse using the expertise from their own disciplines but 
have usually not worked collaboratively with professionals in other fi elds 
to respond to older victims. 

 Adult Protective Services/Elder Abuse Agencies 
 APS is the principal public source of fi rst response to reports of elder 
and vulnerable adult abuse, neglect, and exploitation. (The defi nition of 
vulnerable adult varies based on state statute but, in general, vulnerable 
adults are persons 18 years and older who have physical or cognitive im-
pairments that cause them to be unable to provide for their basic needs, 
protect themselves, or report abuse.) APS programs are empowered by 
states and local communities to accept and investigate reports of abuse, 
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neglect, and fi nancial exploitation of elders and younger people with dis-
abilities (Otto, 2002). The real impetus for states to provide APS came 
with the passage of Title XX of the Social Security Act in 1974. Broad 
language in the Act gave permission for states to use Social Services Block 
Grant (SSBG) funds for the protection of adults as well as children. By 
1981, “all the states, in one way or another, noted that they had an offi ce 
with responsibility to provide protective services to some segment of the 
population . . . providing such services to the needy even in the absence 
of authorizing legislation” (U.S. Congress 1981, p. 70). Absent federal 
direction on this issue, many states continued to adopt their own statutes 
for providing APS, which were usually delivered by state or local social 
service agencies (Otto, 2000). As state laws evolved, defi nitions became 
increasingly state specifi c, as did the programs. Currently, only six state 
APS laws do not have some sort of mandatory reporting requirement 
(Otto, 2000). 

 A continuing issue was the provision of protective services to self-
neglecting persons with disabilities and elderly adults (Research Confer-
ence Recommendations, 1986). Researchers insisted that self-neglect was 
not a form of abuse, but APS practitioners recognized that self-neglecting 
adults made up the majority of their caseloads. Because the cases were 
complex and time-intensive, APS programs began to turn to other com-
munity agencies and to develop informal coalitions to meet the multiple 
needs of self-neglecting clients. 

 Criminal Justice System 
 The criminal justice system, and law enforcement in particular, has 
 traditionally responded to calls relating to criminal conduct and com-
munity service functions, such as well-being checks. Responses to social 
problems, including family violence across the life span, were handled 
with little interaction with other systems. Historically, crimes against 
 elders were dealt with by the criminal justice system, whereas elder 
abuse, neglect, and exploitation by family members in the home setting 
were seen as social service problems. “It became apparent in the last 
decade that although elder abuse was a public welfare matter and later 
taken over as an aging issue, it could also be viewed as a crime. Today, 
police offi cers, prosecutors, and health and social service providers re-
alize that they all have an important role to play in preventing victim-
ization of elders whether perpetrated by strangers or family members” 
(Wolf, 2000a, p. 1). Previously, where legal interventions were sought, 
civil, not criminal, courts were used. 

 Prosecutors have typically been reactive. They addressed cases 
that were investigated and presented by law enforcement, rather than 
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 initiating and conducting investigations of family violence matters. It 
is not surprising that when few arrests for domestic violence and elder 
abuse were made, few prosecutions were initiated. Adding to the limited 
response, there was little training provided to criminal justice profession-
als on the investigation and prosecution of elder abuse cases. When vic-
tims declined to prosecute or wanted to drop charges, many agencies did 
not proceed. Many cases, including situations in which the victim had 
dementia or simply was believed to be confused, were not investigated or 
prosecuted. There were no specialized victim support services for older 
victims or specialized investigation or prosecution units. 

 Signifi cant changes have occurred over the last decade in some com-
munities. These new responses tend to be localized, although the  National 
District Attorney’s Association has now adopted a position that: 

 given the numerous agencies and individuals that are involved with 
elders on a daily basis, the National District Attorneys Association 
 recognizes that a multidisciplinary approach to prosecuting elder abuses 
cases should be considered. Individuals and agencies from the medical 
and fi nancial fi elds, public health, service providers, and law enforce-
ment should be involved, as appropriate, in a team effort to investigate, 
prevent, and prosecute elder abuse crimes. In order for the multidisci-
plinary approach to be successful, prosecutors must take a leadership 
role in these teams. (National District Attorneys Association, 1977) 

 Its research arm, the American Prosecutors Research Institute, APRI, 
has begun to develop information and research on national prosecution 
promising practices. 

 In various communities, specialized investigative and prosecution 
units have been established  (NDAA, 2003).  Some prosecutors’ offi ces, 
such as San Diego, California; San Francisco, California; Seattle, Wash-
ington; and Cook County, Illinois, have established specialized elder 
abuse units. These units often have one prosecutor who works with 
a victim throughout the case, a process called “vertical prosecution.” 
  Training curricula and programs have been developed. Specialized victim 
advocates operate in some locations to serve elder crime victims (Heisler 
& Stiegel, 2002). Increased numbers of arrests and prosecutions are also 
occurring. 

 Civil Justice 
 The civil justice system handles an array of legal remedies that may be 
used to protect an older person from elder abuse or to respond to an 
elder who has already been victimized. These include claims for compen-
sation due to harm or to recover fi nancial losses resulting from abuse, 
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neglect, or exploitation; restraining orders or injunctions; divorce or sep-
aration; guardianship or conservatorship; mental health commitments; 
and  attempts to undo a will, deed, contract, or other type of transaction 
because of fraud or undue infl uence. 

 There is not a large body of case law on elder abuse. Decisions relat-
ing to guardianships and conservatorships are not categorized as elder 
abuse cases. Other civil actions and remedies have either not been used, 
or not recognized or classifi ed as elder abuse cases. Most civil legal deci-
sions and verdicts are not documented in case law reports and therefore 
do not become a part of the body of case law precedent on which other 
lawyers rely in building subsequent cases (Stiegel, 2000). 

 Elder abuse victims usually do not turn to the civil justice system 
for a variety of reasons. These include reluctance to take legal action; 
practical problems such as diffi culty traveling to or accessing a lawyer’s 
offi ce or courthouse, or the lack of understanding that there are civil 
legal remedies available; diffi culty of proving elder abuse cases; the cost 
of bringing civil legal cases to court, and the challenges to obtaining and 
then actually collecting a recovery that exceeds the legal costs; the slow 
pace and customary delays of the civil legal process; and a lack of knowl-
edge about and sensitivity to elder abuse victims by judges and other 
court personnel. 

 There are some sources of civil legal assistance for victims that may 
help to prevent victimization. Every community is expected to have a free 
government-sponsored legal services program for persons over age 60, as 
well as a legal services or legal aid program for persons with low incomes 
and few assets. Depending on funding and priorities, these programs may 
be able to help older persons avoid or respond to victimization. State 
or local bar associations may run volunteer lawyer programs that can 
provide similar services. Lawyers who work in law fi rms and charge for 
their services can also help older persons with civil matters related to 
elder abuse. 

 An increasing number of elder abuse cases, particularly those 
 regarding nursing home abuses, are being heard and reported by the civil 
courts. This change is due to growing awareness by victims and their 
family members, new laws, increased training of lawyers and other pro-
fessionals about old and new civil legal remedies, training of judges about 
elder abuse, and a growing recognition that elder abuse is a legal, as well 
as a social and health problem (Stiegel, 2000). 

 Medical Response to Elder Abuse 
 The medical response to elder abuse has been slow in coming. From 
the late 1970s, when Burston referred to “granny-bashing” in a   Lancet  
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 article, to the 1990s, physicians contributed little to the medical 
 literature. Most considered it strictly a social problem and not within 
the purview of medicine. Awareness increased as social scientists began 
to perform more rigorous studies of the issue. A few academic centers 
around the United States now have active elder abuse research pro-
grams. Most of the published data are from epidemiologic analyses or 
descriptive clinical studies (Alpert, Tonkin, Seeherman, & Holtz, 1998; 
 Hendricks- Matthews, 1997). 

 The inclusion of elder abuse in medical curricula has been incon-
sistent. A recent National Research Council report called for all health 
professional schools to educate their trainees about the issue of family 
 violence, including elder abuse (Bonnie & Wallace, 2003). A recent  report 
by the Institute of Medicine called for all health professional schools to 
educate their trainees about the issue of family violence, including elder 
abuse (Institute of Medicine, 2002). Four academic programs in differ-
ent locales across the United States have started providing elder abuse 
training in the fi eld with APS workers for professionals from a variety of 
disciplines (Heath, Dyer, Kerzner, Mosqueda, & Murphy, 2002). 

 Physicians and nurses have been providing clinical care to victims of 
elder abuse for years. When they recognize it, physicians generally con-
sult with social workers to develop intervention plans. Geriatric teams 
have applied interdisciplinary geriatric assessment and intervention to 
victims of elder abuse as they do for other vulnerable elders. 

 Domestic Violence and Sexual Assault Movements 
 In the late 1980s, the connection was being made between domestic 
violence and elder abuse. In Wisconsin, the Department of Health and 
Family Services held a landmark conference bringing together partici-
pants from domestic violence and APS in 1988. In 1992, the American 
 Association of Retired Persons (AARP) sponsored a national forum to 
address the needs of older abused women. As a result of this forum, 
AARP provided funding to the Wisconsin Coalition Against Domestic 
Violence (WCADV) to produce a document on the needs of older bat-
tered women and a directory of services. From 1994 to 1996, the United 
State Administration on Aging funded six national demonstration proj-
ects to examine the specifi c needs of older abused women and methods 
of collaboration to improve responses. In 1999, the WCADV received 
funding from the U.S. Department of Justice, Offi ce on Violence Against 
Women, to open the National Clearinghouse on Abuse in Later Life. 
In 2000, the Violence Against Women Act provided grants to train law 
 enforcement, prosecutors, and court personnel on elder abuse and abuse 
against  persons with disabilities. 
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 During the last decade, an expanded framework for understand-
ing the dynamics of elder abuse emerged that recognized the presence of 
power and control dynamics in many cases. Domestic violence advocates 
recognized that existing services were not tailored to meet the needs of 
older abused women. In some communities, domestic violence programs 
hired elder abuse specialists and created older abused women’s support 
groups. These programs are still scattered throughout the country, but 
modest improvements have been made in the availability of specialized 
services for older abused women. In other communities, such as Phoenix 
and San Francisco, abuse in later life programs have been created and 
sustained through the aging fi eld. A national survey found more than 
100 programs across the country that focus on abuse in later life and 
34 support groups for older abused women (National Clearinghouse on 
Abuse in Later Life, 2003). Although some agencies working with people 
with disabilities have begun creating programs for victims of abuse, few 
of these services have been designed for older victims. 

 More recently, sexual assault programs have also begun to look at 
elder sexual abuse and to create written materials and services for older 
victims. The Wisconsin Coalition Against Sexual Assault has created 
 several materials including a video on sexual abuse in later life. 

 The Response to Elder Abuse in Long-Term Care Facilities 
 The problem of elder abuse in nursing homes and other LTCF (referred 
to as “institutional abuse”) has elicited attention from Congress, gov-
ernment agencies, the media, and advocacy organizations since Senator 
Frank Moss’s seminal hearings in the 1960s (Anonymous, 2002). Like 
elder abuse occurring in the community, institutional abuse is underre-
ported (U.S. General Accounting Offi ce, 2002), and the extent of the 
problem is largely unknown (Anonymous, 2002). 

 LTCF residents may be physically or mentally incapable of 
 reporting abuse. They or their family members and other visitors may 
fear that reports will result in increased abuse or retaliation. Even 
when reports are made, regulatory, investigatory, and advocacy agen-
cies  responses have often been inadequate (U.S. General Accounting 
Offi ce, 2002). 

 Congressional hearings, government studies, advocacy by residents’ 
family members, and media attention have led to signifi cant changes 
in the response to institutional abuse. These developments include the 
creation of the Long Term Care Ombudsman Program, which provides 
advocacy for LTCF residents regardless of age and the establishment of 
the National Citizens Coalition for Nursing Home Reform. Ombuds-
man programs and other agencies have developed and implemented 
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training programs for LTCF direct care and administrative staff (Menio 
& Keller, 2000). 

 Responses to abuse in facilities have varied. Some states, including 
Georgia, have developed statutory reform initiatives. Efforts have been 
made to strengthen the regulatory process at the state and federal lev-
els. The number of personal injury lawsuits for nursing home abuse has 
exploded, and it is now common to see lawyers specializing in nursing 
home abuse cases. Medicaid Fraud Control Units have been established 
in almost every state to investigate and prosecute abuse and exploitation 
in nursing homes, and their jurisdiction has expanded to include assisted 
living facilities. The U.S. Department of Justice established its Nursing 
Home Initiative, which supported federal and state criminal and civil ac-
tions against long-term care facilities through education of prosecutors, 
law enforcement offi cers, staff of APS and Long Term Care Ombuds-
man Program, and regulatory personnel, as well as through the develop-
ment of state working groups composed of those professionals (Offi ce of 
 Justice Programs, 2000). 

 Multidisciplinary Approaches to Elder Abuse 
 Historically, systemic responses to elder abuse were not collaborative and 
often involved only a few systems that did not communicate effectively 
with each other. As professionals’ understanding of the complexity of 
 elder abuse has increased, more programs throughout the country are 
responding to elder abuse using a multidisciplinary approach that will be 
described and promoted throughout the remainder of this book. Some 
highlights of multidisciplinary approaches to elder abuse are described 
in this section. 

 Wisconsin, Oregon, Texas, and Louisiana have developed success-
ful collaborative statewide efforts. Throughout the 1990s, Wisconsin 
formed a collaborative effort with the Department of Health and Family 
Services, Wisconsin Coalition Against Domestic Violence, Wisconsin Co-
alition Against Sexual Assault, the Coalition of Wisconsin Aging Groups, 
and others to focus on domestic violence and sexual assault in later life. 
In 1994, a task force in Oregon worked with and trained bank personnel 
to identify fi nancial exploitation (Anonymous, 2002). The Texas Depart-
ment of Protective and Regulatory Services created a public awareness 
campaign titled “Not Forgotten.” The U.S. Department of Justice’s Nurs-
ing Home Initiative has produced successful working groups in Louisi-
ana and Virginia to identify and respond to substandard care in nursing 
homes (Anonymous, 2002). 

 Local multidisciplinary teams have been working together for many 
years. The Greater Cleveland Roundtable has focused on domestic abuse 
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in late life. The San Francisco Consortium staffed by the Institute on 
 Aging works to “protect and maintain the health, independence, and 
safety of elders by providing a comprehensive range of services to vul-
nerable seniors aimed at preventing or responding to abuse or neglect” 
(Institute on Aging Web site, 2004). In Phoenix, Arizona, the Marico-
pa Elder Abuse Prevention Alliance was created in 1993 and now has 
approximately 100 professionals from a variety of disciplines working 
 together on elder abuse and domestic abuse in later life (Area Agency 
on Aging, 2002). Both local efforts address elder abuse and have specifi c 
 programming on domestic abuse in later life. 

 Several criminal justice initiatives are worth noting. A specialized 
law enforcement unit was established in Fresno, and specialized elder 
abuse units in both law enforcement and prosecution have been created 
in San Francisco, Ventura County, San Diego, and Los Angeles. Elder 
service offi cers focusing specifi cally on elder abuse exist in Cook County, 
Illinois (Chicago), Hillsborough County, Florida (Tampa), and the state 
of Louisiana. Louisiana has legislation that requires the designation of an 
elder abuse prosecutor in each judicial district, as well (Heisler & Stiegel, 
2002). There are also TRIADs active throughout the country. TRIAD 
stands for the three sectors of a community that partner to keep seniors 
safe from crime: public safety, criminal justice, and seniors. 

 Specialized teams have been developed to address fi nancial exploita-
tion. These teams (often called Financial Abuse Specialist Teams or FAST) 
provide expert consultation and training to protective services and other 
professionals in cases of elder fi nancial exploitation and assist in recover-
ing or preventing further loss of assets. They also provide education and 
training on elder fi nancial abuse. The Los Angeles FAST was convened 
in 1993 to combat elder fi nancial abuse in Los Angeles County (Bernatz, 
Aziz, & Mosqueda, 2001). The Los Angeles FAST and similar teams 
across the country work closely with bank personnel to gather informa-
tion and secure assets. Mental health specialists train team members to 
administer assessments to determine whether the older person is a victim 
of undue infl uence or has diminished capacity. Law enforcement offi cers 
train personnel on team members’ legal rights and protections in disclos-
ing information to investigators regarding suspected exploitation (U.S. 
Departments of Justice and Health and Human Services, 2000). 

 Medical response teams have also been created in several commu-
nities including Houston, Texas, and Orange County, California, to re-
spond in a multidisciplinary manner to elder abuse. In the mid-1990s, 
several academic centers collaborated with protective service specialists, 
civil and/or criminal lawyers, police offi cers, and victim advocates to 
form specialized interdisciplinary geriatric assessment and intervention 
teams. The fi rst formal medical response team began at the Beth Israel 
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Hospital in Boston, Massachusetts, in the 1980s. The purpose of this 
hospital-based team was to provide consultation and support to hospital 
staff, assist in a multidimensional evaluation of older victims of mistreat-
ment, and develop treatment plans (Matlaw & Spence, 1994). In New 
York City, another hospital-based team was formed at Mount Sinai Hos-
pital in 1998. This team serves hospitalized victims and assists them with 
counseling and other supportive services (Kahan & Paris, 2003). 

 In 1995, a geriatric medicine interdisciplinary team at Baylor Col-
lege of Medicine, Houston, Texas, began collaborating with the APS of 
Texas and later became know as the Texas Elder Abuse and  Mistreatment 
Institute (Dyer, Hyman, Pavlik, Murphy, & Gleason, 1999). Also in the 
mid-1990s, a similar team was established at the University of Califor-
nia, Irvine, called the Vulnerable Adult Specialist Team. Other academic 
medical centers, including the Robert Wood Johnson Medical School in 
New Jersey and the Hennepin Medical, Center, Minnesota, have also 
forged alliances with APS (Heath et al., 2002). 

 Since 2001, the elder abuse fi eld has begun to develop fatality review 
teams, borrowing a concept that has been used successfully in the child 
abuse and domestic violence fi elds. The broad goal of elder abuse fatality 
review teams is to examine deaths caused by or related to elder abuse to 
improve the systems that respond to victims and prevent similar deaths 
in the future. There are currently eight elder abuse fatality review teams, 
which are located in Houston, Texas; Maine (statewide team); Orange 
County, California; Pima County, Arizona; Pulaski County, Arkansas; 
and Sacramento, San Diego, and San Francisco, California. Several other 
states and communities are in the process of establishing teams. 

 A multidisciplinary response is also benefi cial in facility cases. 
 Because LTCF administrators generally have a sense of when they will be 
surveyed and thus can prepare, a few states have developed collabora-
tive projects such as Florida’s “Operation Spot Check” or California’s 
“Operation Guardian” to conduct random, unannounced inspections 
of LTCF. 

 As is evident in the discussion in this chapter, the elder abuse fi eld 
is growing, and research and programming are emerging. The naming 
and identifying of elder abuse are relatively recent occurrences. Too 
little research has been done to grasp the prevalence and incidence of 
 elder abuse. Congress and the federal government have touched on elder 
abuse but have failed to address the problem in any meaningful way. 
Yet, the work in the fi eld on the local, state, and national levels has been 
 impressive given the limited resources. Through the efforts of numer-
ous dedicated professionals from a variety of disciplines, awareness of 
elder abuse and the development of promising practices and specialized 
 programming  increased signifi cantly within the last decade. 



 Early efforts to respond to older victims used a “silo” approach, 
in which each discipline responded to cases, without working with oth-
ers. Throughout the last decade, however, a multidisciplinary response 
is emerging and is now considered best practice. The next two chapters 
focus on defi ning and understanding the dynamics of elder abuse in order 
to lay a foundation for a multidisciplinary response. 
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 C H A P T E R  T W O  

 Defi ning Elder Abuse 

 INTRODUCTION 

 Practitioners, researchers, and policymakers have struggled with the 
defi nition of elder abuse for years. The federal government has not es-
tablished a nationally recognized defi nition of elder abuse (Bonnie & 
Wallace, 2003). Studies use different defi nitions depending on what was 
studied and when and where the study was completed. The ages of victims 
and forms of abuse included in legal defi nitions vary from state to state. 
Older people, professionals, and community members may have different 
 interpretations of what constitutes abuse. Studies show that members of 
different racial and ethnic groups have signifi cantly different perceptions 
about what behavior constitutes elder abuse (Anetzberger, 1998; Hudson 
& Carlson, 1999; Moon, 2000). Professional lexicons defi ne the forms 
of elder abuse based on the conventions that exist within the respective 
fi elds. Prosecutors, law enforcement offi cers, advocates, protective service 
specialists, and health care providers use terms that make sense in their 
professional circles as defi ned by specifi c roles and tasks. For example, a 
protective service specialist may handle a case of physical abuse, whereas 
law enforcement will refer to the same case as assault. Absence of a uni-
versally accepted defi nition of elder abuse can lead to diffi culties collabo-
rating on research, training, prevention strategies, and interventions. 

 For the purposes of this book, elder abuse includes the following: 

 •  Physical, sexual, or emotional abuse; fi nancial exploitation; 
 neglect; or abandonment of an adult age 60 or older, who lives 
either in the community or a long-term care facility, perpetrated 
by a person in an ongoing “relationship of trust” with the victim. 
Relationships of trust can include familial-like situations and/or 
persons who have authority to assist an elder with  fi nancial, 
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health, or legal decisions or are responsible to provide care (such 
as staff in a facility). Familial “relationships of trust” include 
those between spouses or partners, family members, and some 
caregivers who become like family. In many of these familial 
 cases, the older individual may or may not be in need of assis-
tance or care, the abuse is generally a pattern of behaviors over 
a period of time, and the victim may want to maintain the rela-
tionship and protect the abuser. Another category of “relation-
ship of trust” includes persons with legal responsibility to make 
legal, health, or fi nancial decisions for the victim, or persons 
who have a fi duciary or legal responsibility for a victim. In many 
of these situations, the victim is unaware the abuse or fi nancial 
exploitation is occurring or may have been unduly infl uenced to 
believe the abuser is acting in his/her best interest. Relationships 
of trust also include caregivers who have taken on the responsi-
bility of providing care for an older person who is unable to take 
care of or protect himself or herself. 

 •  Self-neglect (because these cases represent a signifi cant portion 
of the Adult Protective Services [APS] workload). 

 •  Sexual assault, theft, or fi nancial exploitation that is committed 
against a long-term care facility resident by anyone, including 
staff, another resident, a visitor, or a stranger who enters the 
facility unlawfully (because of the facility’s legal responsibility 
to protect its residents from harm). 

 The term  elder abuse  is used generically throughout the book to include 
these concepts unless otherwise indicated. 

 Some state laws defi ne elder abuse more broadly than does this 
book. Other state laws defi ne it more narrowly. Some professionals label 
any crime against older people as elder abuse. They argue that in many 
circumstances, seniors are targeted for specifi c crimes, especially telemar-
keting frauds, sweepstakes, and repair scams. These crimes may have a 
signifi cant negative impact on the victim, but they are beyond the scope 
of this book. In general, crimes committed by strangers are handled pri-
marily by the criminal or civil justice systems and not by the other sys-
tems discussed in this book. Additionally, the lack of a relationship based 
on love, family ties, societal expectations, or trust between the victim and 
perpetrator means that victims may be more willing to get help, report 
the crime, and assist with prosecution. 

 For this book, the hallmark of elder abuse—what distinguishes it 
from crimes committed against older persons by strangers—is that vic-
tims and society may experience a unique sense of betrayal when the 
perpetrator is someone with whom they have an ongoing committed 
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 partnership, familial or other type of trust relationship. Victims may 
choose not to report, may hinder the investigation, or may recant. A 
wife may be afraid that if she reports the abuse she will be forced to di-
vorce her husband of 52 years. A father may fear that his son will be ar-
rested and go to prison if the fi nancial exploitation is discovered. These 
victims may sabotage efforts to hold the abuser accountable because 
they are afraid of retaliation, living alone, or losing their independence; 
they may also fear what will happen to the perpetrator. In addition, the 
community is betrayed when a person who takes on the responsibility 
of caring for or making decisions for an older person uses that position 
of power to abuse, neglect, or exploit the elder. A victim of elder abuse 
may have greater needs than a victim of crime by a stranger, and these 
needs may necessitate that more systems work collaboratively to offer 
remedies and support. 

 This chapter addresses the “who, what, when, where, and why” of 
elder abuse. It elaborates on the defi nition of elder abuse as used in this 
book and highlights issues related to the (1) age of the victim, (2) health 
and functional status of the victim, (3) gender of the victim and perpetra-
tor, (4) residence of the victim, (5) relationship between the victim and 
perpetrator, and (6) forms of abuse. 

 AGE 

 There is no universally accepted defi nition of the age at which a person 
becomes an elder. Defi nitions of “elder” vary from program to program, 
system to system, and state to state. For example, a person becomes 
 eligible for federally supported aging services at age 60. Domestic vio-
lence and sexual assault programs for seniors often include persons 50 
years or older. Some states enhance criminal penalties for crimes commit-
ted against a person who is age 65 or older. This text refers to persons 
over the age of 60 as elders because that is the age used by the federal 
Older Americans Act to trigger eligibility for aging services that may be 
of benefi t to victims of elder abuse. 

 Adult Protective Services (APS) program eligibility criteria vary through-
out the country. Some APS programs serve vulnerable adults (persons age 
18 to 59 who are dependent or unable to care for or protect themselves or 
report abuse) and older victims age 60 or 65 and older. Other APS state 
statutes defi ne their service population as exclusively vulnerable adults. In 
these states, anyone age 18 and older who meets the legal defi nition of 
a vulnerable adult (based on state statute) is eligible. Many older people, 
however, are not vulnerable adults. They do not have physical or cognitive 
disabilities that impair their ability to protect  themselves or to ask for help. 
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These older individuals, typically victims of domestic violence, may be vic-
tims of elder abuse but may not be eligible for APS services. In some states, 
APS programs only serve older adults. Some of those states also require the 
older person to be vulnerable, but others simply use an age criterion. 

 HEALTH AND FUNCTIONAL STATUS OF THE VICTIM 

 Some elder abuse victims are in good health and have no cognitive 
 impairments. For example, many older abused women are active and 
fi t; however, other elder abuse victims suffer from some health-related 
problems or physical or cognitive disabilities. Some elder abuse victims 
have signifi cant impairments that make them susceptible to abuse and 
unlikely to report. 

 Certain health changes are associated with age. These changes  occur 
in the heart, lungs, kidneys, bladder, stomach, and intestines, irrespec-
tive of disease. These health changes usually do not affect function, and 
most elders are able to adapt; however, some age-related changes affect 
function and threaten independence. For instance, after approximately 
age 40, visual accommodation declines and most people need corrective 
lenses to read books and menus. The lens also thickens and becomes yel-
low, permitting less light to reach nerves in the eyes that transmit images 
to the brain. Hearing decreases after approximately age 50; defi cits can 
range from very mild to severe. Muscle strength and mass decline by 50% 
between the ages of 20 and 70 years. This can result in gait imbalance, 
decreased mobility, and falls (Abrams, Beers, Berkow, & Fletcher, 1995). 

 A host of medical diseases that particularly affl ict elders can lead to 
functional decline. These include diseases of the lungs, such as emphy-
sema; heart disease, such as coronary insuffi ciency or congestive heart 
failure; kidney failure; and osteoarthritis. Any disease, such as cancer, 
that progressively robs the individual of strength or results in malnutri-
tion leads to increased vulnerability. 

 Both dementia and depression are independent risk factors for  elder 
mistreatment. There is a high prevalence of depression and dementia 
in elder abuse and neglect (Dyer, Pavlik, Murphy, & Hyman, 2000). 
 Psychosis in old age is most often associated with dementia and depres-
sion and can lead to signifi cant functional deterioration. 

 Furthermore, loss of executive functioning can prevent elders from 
seeking medical care or extracting themselves from an abusive or exploi-
tive situation. In many instances, the elder can verbalize a desired out-
come, but cannot perform the actions required to reach the goal. Loss of 
executive function may be a signifi cant cause of self-neglect. 
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 As noted in the previous section, many APS programs use health or 
functional status as a criterion for service eligibility. Statutory language 
defi ning these criteria varies tremendously. Some states use health crite-
ria, indicating that APS may serve persons who have a disease or physical 
condition, such as mental retardation, cerebral palsy, brain damage, or 
substance abuse. Some states use functional status, such as the lack of 
decision-making capacity or an inability to provide care for or to protect 
oneself. Some states use a combination of health and functional status, 
and some states simply use legal or residential status, declaring that per-
sons are eligible for APS services if they have had a guardian appointed 
to act for them or if they reside in a long-term care facility. 

 GENDER 

 Research indicates that gender matters in terms of the forms of elder 
abuse experienced by victims. While women make up the majority of 
elder abuse victims, older men are also harmed (Crichton, Bond,  Harvey, 
& Ristock, 1999; Dunlop, Rothman, Condon, Herbert, &  Martinez, 
2000; Greenberg, McKibben, & Raymond, 1990; Lachs et al., 1997; 
Lithwick, Beaulieu, Gravel, & Straka, 1999; NCEA, 1998; Otiniano et 
al., 1998; Ramsey-Klawsnik, 1991; Teaster & Nerenberg, 2000; Vlades-
cu, Eveleigh, Ploeg, & Patterson, 1999). Some data suggest that women 
are the victims in approximately two-thirds of reported cases of elder 
abuse (NCEA, n.d.). Women are more likely than men to be victims of 
neglect, or of emotional, physical, or fi nancial abuse, but men are more 
likely to be abandoned (NCEA, 1998). 

 Two studies completed more than a decade ago using the Confl ict 
Tactics Scale found more male victims than female victims of physical 
abuse (Pillemer, 1986; Podnieks, 1992a, 1992b). The results of these 
studies are questionable, however, because the Confl ict Tactics Scale 
does not differentiate between levels of physical violence. For example, 
“throwing a brick at one’s partner is considered just as dangerous as toss-
ing a pair of socks” (Zorza, 2001, p. 83). Whether an action was taken 
to harm another person or was in self-defense is not taken into account. 
The scale also does not recognize which party may be living in fear or has 
changed his or her lifestyle as a result of the abuse (Zorza, 2001). Men 
who reported being hit or having something thrown at them indicated 
that they were not afraid of their partner and had not changed their 
lives (e.g., given up a job or schooling, went to a shelter) because they 
were afraid. Battered women typically described living in fear of future 
incidents and changing their lives to accommodate the abuser. Pillemer 
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(1986), an author of one of the these two elder abuse studies, acknowl-
edged that women suffered signifi cantly more injuries than men (6% of 
males vs. 57% of women), and that abused “women were almost twice 
as likely as the abused men to be ‘very upset’ by the abuse.” 

 Most studies have found the majority of perpetrators to be male 
(Brownell, Berman, & Slamone, 1999; Crichton et al., 1999; Lithwick et 
al., 1999; NCEA, 1998). Overall, men were more often the perpetrators 
in substantiated cases of physical and emotional abuse, fi nancial exploi-
tation and abandonment. Women, on the other hand, were more likely to 
be perpetrators of neglect (NEAIS, 1998, p. 7). Elder sexual assault vic-
tims are overwhelmingly female and the perpetrators male (Holt, 1993; 
Ramsey-Klawsnik, 1991, 1993b). Of the cases reviewed, only older men 
(not women) perpetrated homicide-suicide in later life (Cohen, 1998). 

 RESIDENCE: ABUSE OCCURS AT HOME 

 Some may think of elder abuse as occurring only in nursing homes, but 
elder abuse is not limited to facilities. Most elder abuse occurs in private 
homes in the community rather than in institutional settings (Kosberg 
& Nahmiash, 1996). As discussed in the introduction, the same forms 
of abuse that are seen in the community are also seen in facilities, and 
this text generally does not draw a distinction between domestic and 
 institutional abuse unless otherwise indicated. 

 RELATIONSHIP BETWEEN VICTIM AND ABUSER 

 This book focuses on elder abuse in situations in which the victim has 
an ongoing relationship of trust with the perpetrator. “Trust relation-
ship” has been defi ned as “a care giving relationship or other familial, 
social, or professional relationship where a person bears or has assumed 
responsibility for protecting the interests of the older person or where 
expectations of care or protection arise by law or social convention” 
(Bonnie & Wallace, 2003, p. 39). Thus, a trust relationship may include 
that between a victim and his or her spouse or partner, adult child or 
other family member, or a paid or volunteer caregiver. Trust relationships 
also include those with fi duciaries who have an obligation to act in the 
older person’s best interests, including guardians or conservators, agents 
under a power of attorney, lawyers, accountants, fi nancial advisers, or 
other trusted persons. 

 Spouse/partner relationships can take a variety of forms. Spousal or 
partner relationships may be long term, for example, marriages that have 
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lasted 40 years or more. Another scenario is a new relationship, often 
following the death of, or divorce from, a previous partner. The abuse 
could be occurring throughout the relationship or may be relatively new. 
Abuse can occur in any relationship, regardless of the sexual identity of 
the victim or perpetrator. 

 Other family members may also abuse, neglect, and exploit older 
individuals. Adult children may physically assault or sexually abuse their 
parents. In other situations, the adult children fi nancially exploit their par-
ents by stealing money or possessions. Grandchildren, siblings, and other 
family members may also engage in abusive behaviors. In some instances, 
the family member is providing care for the older person. In other situa-
tions, the older person is healthy and competent, and it is the family mem-
ber who is fi nancially or emotionally dependent on the victim. 

 Caregivers may be family members, hired professionals, friends, 
neighbors, or volunteers. Most care of elders is provided in a loving, car-
ing fashion and without abuse. But, unfortunately, in some cases, caregiv-
ers use their position to harm the older person. A caregiver is defi ned as 
a person who bears or has assumed responsibility for providing care or 
living assistance to an adult in need of such care or assistance (Bonnie & 
Wallace, 2003). 

 Caregivers may also be the victims of abuse perpetrated by the care 
recipient. For example, an older woman who was abused throughout her 
marriage may now provide care for her husband. He may continue to 
be abusive even if he is ill or frail. Her husband may yell at her, hit her 
with his cane, or throw plates of food at her as she tries to provide care 
 (Phillips, de Ardon, & Briones, 2000). 

 FORMS OF ELDER ABUSE 

 Regardless of the relationship between the victim and the abuser, many of 
the forms of abuse are similar. Specifi c legal defi nitions describing forms 
of abuse vary from state to state. In general, the seven main types of elder 
abuse include physical abuse, sexual abuse, emotional abuse, fi nancial 
exploitation, neglect, self-neglect, and abandonment. Given the array of 
defi nitions in the fi eld, this section highlights these forms of abuse using 
defi nitions created by the National Center on Elder Abuse The defi nition 
for self-neglect was developed by the National Adult Protective Services 
Association and was adopted by the American Public Welfare Associa-
tion. Defi nitions, signs to look for, and a case example are provided for 
every category of abuse. 

 Research shows that in most cases of abuse, multiple tactics are used 
against the victim (Greenberg et al., 1990; Podnieks, 1992a, 1992b). For 
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example, Anetzberger (1998) found that 89.7% of the time,  psychological 
abuse was accompanied by other types of abuse. 

 Physical Abuse 

 Physical abuse is defi ned as the use of physical force that may result 
in bodily injury, physical pain, or impairment. “Physical abuse may 
include, but is not limited to, such acts of violence as striking (with 
or without an object), hitting, beating, pushing, shoving, shaking, 
 slapping, kicking, pinching and burning. In addition, inappropriate use 
of drugs and physical restraints, force-feeding, and physical  punishment 
of any kind also are examples of physical abuse.” (NCEA, n.d.) 

 The ultimate form of physical abuse is homicide. Some cases of so-called 
sweetheart scams, in which the perpetrator, generally a younger woman, 
befriends a lonely elderly male, marries him, and then gets control of his 
assets, may end in the victim’s death. Sometimes medications, including 
heart medication, are manipulated resulting in premature death. Such 
matters can be staged to look like natural deaths and can be diffi cult to 
identify and classify. Investigations may not occur at all because the death 
is not recognized as homicide (Dyer, Connolly, & McFeely, 2003). 

 In an emerging area of research, elder homicide-suicides have been 
studied. Researchers have estimated that there are between 1,000 and 
1,500 such cases annually in the United States. The incidence rates are 
higher in the population age 55 and above (Malphurs & Cohen, 2001). 
A total of 83% involve spouses and intimate partners (Cohen, 1998, 
2000). 

 One-third of all cases involve couples with histories of domestic 
 violence. All involve an overvalued attachment of the perpetrator to the 
victim and a desire to maintain the integrity of the relationship when 
threatened with separation or dissolution. That separation or dissolu-
tion may be due to a change in health status of either partner, an an-
ticipated end to the relationship, or a pending move to a hospital or 
nursing home by one party. There is a high incidence of untreated and 
undetected  psychiatric problems, especially depression (Cohen, 1998, 
2000). (For more information on strangulation, homicide, or homicide/
suicide, see Chapter 10.)   

   An Example of Physical Abuse 

 Denise was 73 years old and frail. She was widowed and lived on 
Social Security plus a small pension. Her son George was in his 
mid-40s and had a long history of bipolar disorder. He had been 
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living in an outpatient mental health facility, but was evicted after 
he stopped taking his medication and started drinking. After his 
eviction, he moved in with his mother. 

 Every month when Denise’s Social Security check arrived, he 
would take it. If Denise refused to sign it over to him, he would 
beat her and lock her in a closet. On more than one occasion, he left 
her in the closet for more than 24 hours. 

 An Example of Homicide/Suicide 

 Bennie and June had been married for almost 50 years. Neighbors 
and friends described them as a loving couple who had “had their 
share of problems” over the years, usually when they had been 
drinking. They had one son, Jim, who lived nearby. After calling 
his parents repeatedly for several days, Jim went to their home and 
found June lying in bed in a pool of blood. Her skull was crushed 
and she was dead. It appeared that she had been beaten to death 
with a full bottle of wine. Jim found Bennie’s body in the garage. He 
had killed himself with a shotgun. 

 Sexual Abuse 

 For the purposes of this book, sexual abuse is defi ned as non- consensual 
sexual contact of any kind with an elderly person. Sexual contact with 

TABLE 2.1 Signs and Symptoms of Physical Abuse Include, but 
Are Not Limited to:

 • Bruises, black eyes, welts, lacerations, and rope marks 
 • Bone fractures, broken bones, and skull fractures 
 • Open wounds, cuts, punctures, untreated injuries in various stages of 

 healing 
 • Sprains, dislocations, and internal injuries/bleeding 
 • Broken eyeglasses/frames, physical signs of being subjected to punishment, 

and signs of being restrained 
 • Laboratory fi ndings of medication overdose or under-use of prescribed drugs 
 • An elder’s report of being hit, slapped, kicked, or mistreated 
 • An elder’s sudden change in behavior 
 • The caregiver’s refusal to allow visitors to see an elder alone 
 • Changes in speaking, breathing, or swallowing that may be the result of 

strangulation 



26 ELDER ABUSE DETECTION AND INTERVENTION

any person incapable of giving consent is also considered sexual abuse. 
It includes, but is not limited to, unwanted touching, and all types of 
sexual assault or battery, such as rape, sodomy, coerced  nudity, and 
sexually explicit photographing. (NCEA, n.d.) 

 When committed by persons known to the elder victim, sexual abuse 
can begin with covert actions, such as inappropriate remarks and 
threats; progress to forcing the elder to watch pornographic materials 
or listen to explicit sexual accounts, and escalate into sexualized kissing 
and fondling, oral-genital contact, digital penetration, rape, and rape 
by foreign object. Attacking victims’ genitals with blows or weapons is 
sexual abuse. Coerced or forced sexual activity that the victim does not 
want, such as forced sexual activity when seniors are exhausted, ill, or 
asleep, is considered sexual assault. In some cases, there may be exploi-
tation, such as prostituting or swapping a helpless victim, or  sadistic and 
 ritualistic acts (Ramsey-Klawsnik, 1991). Sexual abuse constitutes less 
than 1% of all forms of elder abuse (Tatara, 1993). In 1992, approxi-
mately 20,040 women over age 50 were sexually  assaulted  (Dombo, 
1995). 

 Sexual abuse in facility settings or involving caregivers can include 
unwarranted, intrusive, or painful procedures that occur during bath-
ing or cleansing of the victim’s genitals or rectal area. The application 
or insertion of creams, ointments, thermometers, enemas, catheters, 
fi ngers, soap, washcloths, or other objects into bodily orifi ces, when 
not medically prescribed or not necessary for the health and well-being 
of the  individual, is also sexual abuse. Institutions that deny residents 
protection against sexually transmitted diseases also commit sexual 
abuse.     

 Perpetrators of elder sexual assault fall into four categories: (1) 
strangers or acquaintances; (2) caregivers; (3) family members, includ-
ing spouses and intimate partners, other relatives, and adult sons; and 
(4) fellow residents in a residential care setting (Mouton, Roji, Furniss, 
& Lasser, 1999; Muram, Miller, & Cutler, 1992; Pittaway & Westhues, 
1993; Ramsey-Klawsnik, 1991; Teaster & Nerenberg, 2000). 

TABLE 2.2 Signs and Symptoms of Sexual Abuse Include, but Are 
Not Limited to:

 • Bruises around the breasts or genital area 
 • Unexplained venereal disease or genital infections 
 • Unexplained vaginal or anal bleeding 
 • Torn, stained, or bloody underclothing 
 • An elder’s report of being sexually assaulted or raped (NCEA, n.d.) 
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 Although only a few studies have examined elder sexual assault, 
nearly all the victims studied were women, and all but one identifi ed 
perpetrator were male. Research indicates that being healthy and ac-
tive, married, or living in an institution does not protect older women 
from being sexually abused. In three studies deriving data primarily 
from reported cases, identifi ed victims were overwhelmingly  impaired: 
80% of the victims in the Burgess, Dowdell, and Prentky study (2000) 
used a wheelchair or were bedridden and 60% had dementia; 80.9% 
of the victims in the Teaster and Nerenberg study (2000) lived in a 
nursing home and fewer than a quarter could walk without assistance; 
and 71% of the victims in the Ramsey-Klawsnik research (1991) were 
classifi ed as  “totally dependent” or functioning “very poorly” or 
“poorly.” 

 An Example of Sexual Abuse 

 Gladys was 101 years old and lived in a nursing home. Her son-in-
law was observed having sexual contact with her. Although Gladys 
acknowledged that the sexual contact was occurring, she did not 
want it reported. Her son-in-law had told her that he would hurt 
her daughter (his wife) if she did not consent. Trying to protect 
her daughter, who was also a resident at the nursing home, Gladys 
never told anyone about the abuse. Law enforcement was not con-
tacted and the facility staff was uncertain about how to respond. 

 Many of the sexual abuse cases had witnesses: 76.2% of the cases in 
the Teaster and Nerenberg (2000) study, and nearly one-third of the cases 
in both the Burgess et al. (2000) and Ramsey-Klawsnik (1991) studies. 
Burgess et al. (2000) pointed out that although many victims did report 
their assaults, those who could not often displayed trauma-related be-
havior that staff could be trained to identify as possible signals of sexual 
assault. 

 Psychological or Emotional Abuse 

 Emotional or psychological abuse is defi ned as the infl iction of an-
guish, pain, or distress through verbal or nonverbal acts. Emotional or 
psychological abuse includes, but is not limited to, verbal assaults, in-
sults, threats, intimidation, humiliation, and harassment. In addition, 
treating an older person like an infant; isolating an elderly person from 
his or her family, friends or regular activities; giving an older person 
the “silent treatment”; and enforcing social isolation are examples of 
emotional and psychological abuse. (NCEA, n.d.) 
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 Psychological abuse can result in depression, nervous disorders, 
 fearfulness, physical illness, and even suicide (Moskowitz, 2003; U.S. 
 Senate Special Commission on Aging, 1991). Psychological abuse includes 
 repeated verbal attacks against the victim’s worth as an individual or in 
his or her role as a parent, family member, friend, co-worker, or com-
munity member. Abusers often humiliate their victims in front of family 
members, friends, or strangers. They repeatedly claim that victims are 
crazy, incompetent, and unable “to do anything right.” Victims of psy-
chological abuse are treated like servants or children, and the  perpetrator 
makes all decisions. 

 Other techniques that perpetrators use to psychologically abuse their 
victims include threatening placement in a long-term care facility, hiding 
or destroying important documents, or threatening to call immigration 
authorities or to lie about the victim’s immigration status. Threats of 
violence and harm can be directed at the victim, other family members, 
property, prized possessions, pets, or service animals. Some abusers use 
intimidation through screaming, driving recklessly, stalking, or putting 
the victim under surveillance. 

 Perpetrators often have identifi ed victims’ strengths and vulnerabili-
ties and use both against them. For victims who cherish pets, the abuser 
may harm or threaten to hurt the animals. Victims who love their grand-
children may fi nd that the relationship is sabotaged and manipulated 
by an abuser who makes ugly remarks or limits contact. Older persons 
with strong spiritual or religious beliefs may have artifacts such as Bibles, 
 rosaries, or items used for tribal ceremonies destroyed. 

 Offenders may also infl ict harm by targeting a victim’s limitations. 
Verbal attacks often emphasize the victim’s vulnerabilities, such as read-
ing or language abilities, physical size, disabilities, immigration status, 
or sexual orientation. A perpetrator may speak intentionally softly to 
a woman who is hard of hearing. A female caregiver may leave a male 
victim undressed in a public location to humiliate him. Glasses, dentures, 
walkers, or canes may be destroyed. Abusers may use too much or too 
little medication to cause confusion or infl ict pain. Perpetrators of psy-
chological abuse often use sleep deprivation or withhold fl uids or food to 
undercut the victim’s sense of reality. 

 Finally, a primary tactic used by abusers is isolation. Tactics can 
include controlling all of the victim’s time, activities, and contact with 
others or interrupting the victim’s social or support networks by feigning 
jealousy or monopolizing the victim’s time and attention. Abusers often 
distort reality by lying or withholding information, especially about help 
and support. Offenders may speak for the victim without their consent 
and intercept communications from caseworkers and other potential 
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helpers. Family members and friends may be cut off from victims because 
the abuser refuses to allow contact or relay information. Some  offenders 
behave badly or are abusive to family and friends, which results in a 
decline or cessation of visits with the victim. Other loved ones may get 
misinformation about illnesses or be told that the victim no longer wants 
to see anyone else. Victims who do not speak English or fear deportation 
may end up extremely isolated. Some abusers move to rural or isolated 
communities, far from supportive friends and family, to keep a victim 
away from others. 

 Psychological abuse often leads to, or accompanies, other forms of 
abuse. The presence of psychological abuse is a strong indicator that oth-
er forms of abuse also are occurring.   

 An Example of Psychological Abuse 

 During the course of her marriage, Rosita didn’t trust herself to 
make decisions. She considered herself forgetful because she fre-
quently lost or imagined things. For example, one day a potholder 
she had purchased on her honeymoon with Jose disappeared from 
the wall and was replaced by a calendar. When she asked Jose, he 
said the calendar had been there all along. Six months later a gift 
from her mother disappeared. Jose told her that he was worried 
about her and that she needed to get more rest. He suggested that 
he take over the checkbook because she couldn’t be trusted with 
money. Over the years, more items disappeared and Rosita turned 
more responsibility over to Jose. She gave him the car keys and al-
lowed him to make all the major decisions. When Jose hit her, she 
knew he was right, that no one would believe her because she was 
unstable. When Jose died, Rosita began cleaning the house to sell 
it. Upstairs in the attic she found a box full of all the items that had 
been “lost” over the years. Jose had intentionally taken them and 
hidden them from her to undermine her confi dence and convince 
her that she was unstable. 

TABLE 2.3 Signs and Symptoms of Emotional/Psychological 
Abuse Include, but Are Not Limited to:

 • Being emotionally upset or agitated 
 • Being extremely withdrawn and noncommunicative or nonresponsive 
 • Unusual behavior usually attributed to dementia (e.g., sucking, biting, rock-

ing) 
• An elder’s report of being verbally or emotionally mistreated (NCEA, n.d.)



30 ELDER ABUSE DETECTION AND INTERVENTION

 Financial or Material Exploitation 

 Financial or material exploitation is defi ned as the illegal or improper 
use of an elder’s funds, property, or assets. Examples include, but are 
not limited to, cashing an elderly person’s checks without authoriza-
tion or permission; forging an older person’s signature; misusing or 
stealing an older person’s money or possessions; coercing or deceiving 
an older person into signing any document (e.g., contracts or will); 
and the improper use of conservatorship, guardianship, or power of 
attorney. (NCEA, n.d.) 

 A number of elders become victims of fi nancial exploitation simply 
 because they lack capacity and are unable to participate in their own 
decision making. Those who do have decision-making capacity or who 
have diminished capacity are sometimes subject to undue infl uence. 
 Undue infl uence undermines the free-will element of consent. It is the 
misuse of one’s role and power to exploit the trust, dependency, and fear 
of another to deceptively gain control over that person’s decision making 
(Nerenberg, 1996; Nievod, 1992; Quinn, 2000, 2001; Singer, 1992). It 
can also manifest in the suspect’s manipulation of the elder based on a 
relationship between the two (Blum, 1999).     

 TABLE 2.4 Signs and Symptoms of Financial or Material Exploita-
tion Include, but Are Not Limited to: 

 • Sudden changes in bank account or banking practice, including an unex-
plained withdrawal of large sums of money by a person accompanying the 
elder 

 • Inclusion of additional names on an elder’s bank signature card 
 • Unauthorized withdrawal of funds using the elder’s ATM card 
 • Abrupt changes in a will or other fi nancial documents 
 • Unexplained disappearance of funds or valuable possessions 
 • Substandard care being provided or bills unpaid despite the availability of 

adequate fi nancial resources 
 • Discovery of an elder’s signature being forged for fi nancial transactions or 

for the titles of his/her possessions 
 • Sudden appearance of previously uninvolved relatives claiming their rights 

to an elder’s affairs and possessions 
 • Mail redirected to a new location 
 • New relationship in elder’s life 
 • Unexplained sudden transfer of assets to a family member or someone out-

side the family 
 • Provision of unnecessary services 
• An elder’s report of fi nancial exploitation (NCEA, n.d.)



 Defining Elder Abuse 31

 An Example of Exploitation 

 James was an 87-year-old man who had been residing in a licensed 
residential care facility for two years. Mary Ann, one of his caregivers, 
was a 28-year-old licensed nursing assistant. James’ only living family 
member was a nephew, Roger, who held his power of attorney for 
fi nances and health care. James was on good terms with his nephew, 
but he did not visit very often. James was a congenial gentleman with 
congestive heart failure who was quite lonely. He had signifi cant sav-
ings and kept both his checkbook and savings passbook in his room. 

 During the course of his stay at the residential facility, Mary Ann 
befriended him. Over a period of about 14 months, he gave Mary 
Ann several “gifts” of money, as well as a “loan” to help her out 
of diffi cult fi nancial problems. Although the facility had strict rules 
prohibiting acceptance of gifts, this policy was ignored. In the fall 
of 2000, James was hospitalized for several days. In his absence, 
Mary Ann took his checkbook and wrote fi ve checks for more 
than $10,000, making them out to herself and her boyfriend. Ap-
proximately six weeks after a report to APS and law enforcement 
resulted in an investigation, James died. Roger said that his uncle 
was “heartbroken” about the incident because he had trusted Mary 
Ann and cared for her and her young daughter a great deal. 

 Neglect 

 Neglect is defi ned as the refusal or failure to fulfi ll any part of a per-
son’s obligations or duties to an elder. Neglect may also include failure 
of a person who has fi duciary responsibilities to provide care for an 
elder (e.g., pay for necessary home care services), or the failure on the 
part of an in-home service provider to provide necessary care. Neglect 
typically means the refusal or failure to provide an elderly person with 
such life necessities as food, water, clothing, shelter, personal hygiene, 
medicine, comfort, personal safety, and other essentials included in an 
implied or agreed-upon responsibility to an elder. (NCEA, n.d.)   

 TABLE 2.5 Signs and Symptoms of Neglect Include, but Are Not 
Limited to: 

 • Dehydration, malnutrition, untreated bed sores, and poor personal hygiene 
 • Unattended or untreated health problems 
 • Hazardous or unsafe living conditions or arrangements (e.g., improper wir-

ing, no heat, or no running water) 
 • Unsanitary and unclean living conditions (e.g., dirt, fl eas or lice on the per-

son, soiled bedding, fecal/urine smell, inadequate clothing) 
 • An elder’s report of being mistreated (NCEA, n.d.) 
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 A critical issue in neglect cases is determining whether an individual 
had a legal responsibility to provide care. A duty to provide support or 
care is usually based on an established relationship, contractual respon-
sibility, statute, or actual assumption of care. Sometimes jurisdictions 
have enacted specifi c laws detailing these legal duties. Other states, 
rather than passing specifi c laws, impose well-established legal duties 
from other states or from English law dating to when the United States 
was formed. Common law duties may be embodied in law (LaFave & 
Scott, 1986). An example is the requirement that spouses support one 
another for the duration of the relationship (Moskowitz, 2001). Paid 
caregivers have a contractual duty to provide appropriate care for the 
duration of the contract. The question of whether an individual is a 
caregiver depends on the facts of the situation and the laws and court 
decisions in the state where the problem occurred. In an often-cited 
case in California, the court ruled that criminal liability for neglect rests 
only with actual care providers and persons who have a direct duty to 
control the behavior of someone who is abusing or neglecting an elder 
( People v. Heitzman,  9 Cal. 4th 189, 37 Cal. Rptr. 2d 236, 886 P. 2d 
1229 [1994]). 

 An Example of Caregiver Neglect 

 Nellie, an 82-year-old woman, was brought to the emergency 
room because “a bone was sticking out of her leg.” The patient 
had Alzheimer’s disease and had fractured her hip six months ear-
lier. After hip surgery, she had spent three months in rehabilitation 
and received further therapy at home. One month before Nellie’s 
admission to the hospital, home health agency notes revealed that 
she had been walking and following commands. Nellie presented 
to the hospital writhing in pain. She was emaciated and resembled 
a concentration camp survivor. She was moaning and incoherent. 
She had eight bedsores in multiple sites, many of them covered 
with black scabs. Her femur was fractured and yellow-splintered 
bone was extruding from a swollen wound just above the knee. 
There was copious bloody discharge from the fracture site. The 
patient had a fever; subsequent studies showed that bacteria were 
growing in her blood. She had lice in her hair and on her body. 
Her son was her primary caregiver and had power of attorney. He 
was a salesman and, while he worked, he had hired a woman to 
care for his mother. He was unsure about when the bone was fi rst 
sticking out of her leg. He requested that she be deemed a “do not 
resuscitate case.” 
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 Self-Neglect 
Self-neglect is defi ned as an adult’s inability, due to physical or men-
tal impairment or diminished capacity, to perform essential self-care 
tasks including: (a) obtaining essential food, clothing, shelter, and 
medical care; (b) obtaining goods and services necessary to maintain 
physical health, mental health, emotional well-being, and general 
safety; and (c) managing one’s own fi nancial affairs. Choice of life-
style or living arrangements is not, in itself, evidence of self-neglect. 
(National Association of Adult Protective Service Administrators, 
1991)

 Self-neglect is a condition in which the older person is no longer will-
ing or able to provide basic care for himself or herself. Experts in the 
fi eld argue for and against the inclusion of self-neglect as a type of 
elder abuse. There are no perpetrators in cases of self-neglect and no 
one to prosecute; however, self-neglect cases are the ones most com-
monly reported to APS. Self-neglect is seen in combination with other 
forms of elder abuse (Pavlik, Hyman, Festa, & Dyer, 2001). It is more 
commonly associated with underlying medical disease states that may 
be amenable to intervention by medical professionals. In addition, self-
neglectors often put themselves, other persons, and their pets at risk of 
harm. In all, 37 states include self-neglect in their elder abuse statutes. 
Many interdisciplinary teams encounter self-neglect or focus on this 
issue.     

TABLE 2.6 Signs and Symptoms of Self-Neglect Include, but Are 
Not Limited to:

 • Chronic disease, cognitive impairment, mental illness, physical impairment, 
and/or substance abuse that is often untreated 

 • Malnourished and/or dehydrated 
 • Isolated, lives alone, paranoid, often refuses access to home 
 • Victim appears dirty, not dressed appropriately for the weather 
 • Exterior of home poorly maintained, littered with discarded items and 

weeds 
 • Stacks of unpaid bills, utilities have been shut off 
 • Interior of home is fi lled with trash, garbage, feces, urine 
 • Multiple animals, often in poor health or dead 
 • Insect or vermin infestation 
 • Rotting food (Duke, 1991) 
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 An Example of Self-Neglect 

 Harold was a 68-year-old alcoholic living in a room above a bar. He 
was no longer able to walk around the neighborhood due to a sore 
leg. His landlady called Adult Protective Services (APS) because the 
stench emanating from his room was so bad that she thought he 
had died. The landlady reported that he appeared to have lost a 
signifi cant amount of weight. The APS investigator found Harold 
living in a small corner of his room by the door. The rest of the 
room was crammed from fl oor to ceiling with newspapers, rags, 
garbage, and human waste. 

 Harold appeared to be confused. His right leg was gangrenous 
from ankle to knee. Police arranged for his involuntary transport to 
the hospital because of his deteriorating mental and physical condi-
tion. After two weeks in the hospital, Harold refused to allow the 
surgeon to amputate his leg and he left the hospital against medi-
cal advice. The assigned visiting nurse reported that Harold was 
noncompliant with aide services, treatment, and medications. He 
objected to the cost of the antibiotics he desperately needed. She 
also reported that Harold was experiencing delusions and halluci-
nations, but refused to be readmitted to the hospital. 

 Abandonment 
 Abandonment is defi ned as the desertion of an older person by an indi-
vidual who has assumed responsibility for providing care for an elder, or 
by a person with physical custody of an elder.   

TABLE 2.7 Signs and Symptoms of Abandonment Include, but Are 
Not Limited to:

• The desertion of an elder at a hospital, a nursing facility, or other similar 
institution

• The desertion of an elder at a shopping center or other public location
• An elder’s own report of being abandoned (NCEA, n.d.)

 An Example of Abandonment 

 A very confused older man got off a cross-county bus in Denver, 
Colorado. Someone in San Diego had purchased a one-way ticket 
for him and put him on the bus with a paper bag containing some 
food and a change of underwear. The man had Alzheimer’s dis-
ease. He did not remember his name and had no money and no 
 identifi cation. 
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 CONCLUSION 

 Before working collaboratively on interventions, prevention strategies, 
training, or research, professionals must establish a clear working defi ni-
tion of elder abuse. Given the various defi nitions currently in the fi eld, 
this task is not as simple as it might seem. Professionals will need to dis-
cuss and agree on the components described in this chapter such as age, 
health, and functional status, gender, residence, relationship between vic-
tim and offender, and forms of abuse to determine what will be included 
in a multidisciplinary response. 

 This chapter focused on the “who, what, when, where, and why” 
of elder abuse. Chapter 3 addresses why elder abuse occurs and why vic-
tims remain in relationships with perpetrators. Chapter 4 lists indicators 
of abuse, building on the defi nitions provided in this chapter, to assist 
 professionals in recognizing various forms of abuse.           
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 C H A P T E R  T H R E E  

 Dynamics of Elder 
Abuse 

 When social phenomena have long traditions in society and short sci-
entifi c histories, the initial theories derived to explain their existence 
are often blends of tradition, social myth, conventional wisdom, folk-
lore, and the best fi t that theoreticians and clinicians can make with 
the existing scientifi c knowledge at the time. In the search for remedies, 
assumptions are made and concepts are borrowed from other areas; 
some fi t, but many do not. Such has been the case with elder abuse. 
Although, [while] many theoretical explanations for elder abuse have 
been suggested and accepted, few have been subjected to the rigor of 
empirical testing. (Phillips, 1986, p. 87) 

 Understanding the dynamics of elder abuse is crucial to identifying and 
using effective interventions. Professionals will respond to elder abuse 
based on the framework they use to analyze the situation. Too often, pro-
fessionals get mired in their own experiences and belief systems and are 
unable to recognize and assess elder abuse. Some professionals will use 
only one framework to explain elder abuse, with the result that victims 
who do not fi t the model will not be identifi ed. Using a limited frame-
work narrows the number of victims who will be identifi ed and expands 
the number of victims who may be misassessed. Elder abuse is multifac-
eted and there are multiple causation factors and models. Understanding 
the relationship between victims and offenders is necessary to developing 
an effective plan toward prevention. 

 The primary question discussed in this chapter is “why?” 

 •  Why does elder abuse, including sexual abuse, fi nancial exploi-
tation, abuse in facilities, and self-neglect occur? 
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 •  Why does an older person who is being harmed maintain a rela-
tionship with the abuser? 

 Unfortunately, the answers to these questions are not simple. 

 WHY DOES ELDER ABUSE OCCUR? 

 A variety of hypotheses have been explored over the years to explain 
elder abuse: (1) caregiver stress/excessive demands, (2) victim character-
istics, (3) perpetrator characteristics, (4) transgenerational issues, (5) so-
cial exchange theory, and 6) power and control dynamics. In addition, 
the unique dynamics of sexual abuse in later life, fi nancial exploitation, 
abuse in facilities, and self-neglect are discussed in more detail. 

 Caregiver Stress/Excessive Demands 

 Josie took care of her mother. She also worked full time and had 
a family of her own. When her mother was demanding and Josie 
felt overwhelmed, she yelled at her mother, and once she hit her. 
Josie loved her mother and wanted to provide good care. She sim-
ply could not manage all the stress in her life. 

 Most caregivers are compassionate and provide good support and care; 
however, caregiving can be hard work and, at times, stressful. Given the 
challenges that sometimes occur when providing care for an older person, 
the notion that caregivers can be pushed past their limits resonates with 
professionals and community members. Therefore when several studies 
in the 1980s suggested that caregiver stress was a primary cause of elder 
abuse (Montgomery, 1989; Steinmetz, 1988), this theory was generally 
accepted without question. The caregiver stress theory  suggests that over-
whelmed caregivers, burdened by the demands of providing care, may at 
times harm the older, frail person in their care. The theory was simple 
and attractive. Older adults, like children, were seen as in need of protec-
tion. Early interventions focused on reducing the stress of the caregiver 
through case management and other social services.  Priority was given to 
the needs of the caregiver, not the victim. 

 The problem is that more recent studies have not supported care-
giver stress as a primary cause of elder abuse (Godkin, Wolf, & Pillemer, 
1989; Phillips, de Ardon, & Brione, 2000; Pillemer & Finkelhor, 1988, 
1989; Reis & Nahmiash, 1997, 1998). Studies indicate that caregiver 
stress can lead to abuse in a limited number of cases (Ramsey-Klawsnik, 
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2000), but “notwithstanding the popular image of abuse arising from 
dependent victims and stressed caregivers, evidence is accumulating that 
neither caregiver stress levels nor victim levels of dependence may be core 
factors leading to elder abuse” (Wolf, 2000b, p. 9). In many cases, the 
victim is more functionally independent than the perpetrator (Pillemer & 
Finkelhor, 1989; Reis & Nahmiash, 1997, 1998; Seaver, 1996; Wolf & 
Pillemer, 1997). In fact, studies found the dynamics of abuse in later life 
to be similar to those experienced by younger battered women (Harris, 
1996; Pillemer & Finkelhor, 1988). 

 Unfortunately, too many professionals and policymakers continue 
to believe that elder abuse is primarily caused by caregiver stress or poor 
family communication. This inaccurate analysis can lead to the following 
fundamental errors: 

 •  Inaccurate assessments by professionals, who focus on identify-
ing the vulnerable adult as the fi rst step of their investigation. 
For example, an older battered woman may now be more physi-
cally capable than her husband, who physically abused her for 
years. She may be the primary caregiver. If she responds to his 
threats by locking him in a room to protect herself, an Adult 
Protective Services (APS) worker looking at vulnerability may 
initially determine that the husband is a vulnerable adult and the 
spouse is guilty of confi nement. Without an assessment that in-
volves interviewing the wife to learn about the history of domes-
tic violence, the wife could be seen as the perpetrator (Bergeron, 
2001). Focusing on caregiver stress fails to acknowledge that 
some victims of elder abuse are healthy and do not require care 
or that there are cases where the caregiver is the victim and the 
care receiver is the perpetrator (Phillips et al., 2000). 

 •  Too often services, prevention strategies, interventions, and poli-
cies are designed to help families and caregivers reduce stress 
and improve communication. These practices may lead to a 
calmer caregiver or family member, but they may do nothing to 
make the victim safer when the dynamics of abuse are rooted in 
power and control. Caregiver stress is often an excuse, not an 
explanation, for abuse. Everyone lives with stress; few respond 
by harming older individuals. 

 •  Reducing stress and improving communication are seen as the 
job of social services. When abuse is labeled as mistreatment and 
not a crime, criminal justice remedies are not considered. Abus-
ers are not held accountable for their behavior or challenged on 
their sense of entitlement, which enables them to mistreat older 
persons. 
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 •  Stress reduction techniques may encourage the victim to “try 
harder” to be less diffi cult to care for. This implies that the victim 
is to blame for the abusive behavior. Often victims already believe 
that they are to blame (based on what abusers have repeatedly 
told them). This message supports the batterer by suggesting that 
some responsibility for the abuse lies with the victim. Victims 
may stay in unsafe situations longer, trying to fi x the relationship 
rather than focus on their own safety needs (Brandl, 2000). 

 Victim Characteristics or Behaviors 

 Ada, age 87, has lived in Manor Care Nursing Home for the last 
three years. Ada came from a background of wealth and privilege. 
She ordered the nursing home staff around as if they were her per-
sonal servants, sometimes berating and slapping them. One of the 
aides, Marsha, sometimes hit her back, saying, “She deserved it.” 

 Some researchers have looked for victim characteristics or behaviors 
that may have led to the abusive behavior. The tendency in the past 
was to consider elders as dependent, vulnerable, and in need of pro-
tection. Blaming the victim was very much a part of the original (but 
fl awed) construction of elder abuse as a manifestation of caregiver 
stress. This characterization[,] buttressed by societal prejudice against 
the aged and aging, had the effect of making old people into “legiti-
mate or deserving” victims. (Wolf, 2000b, p. 9) 

 Researchers have examined victim behaviors, such as blaming others, 
being manipulative, or having poor social skills, but have not found evi-
dence to support these as common victim characteristics. 

 Some commonalities do exist among elder abuse victims, although 
they are by no means predictors. Several studies noted that high percent-
ages of victims lived with their abusers (Godkin, Wolf, & Pillemer, 1989; 
Greenberg, McKibben, & Raymond, 1990; Lachs, Williams, O’Brien, 
Hurst, & Horowitz, 1997; Lachs et al., 1997; Pillemer & Finkelhor, 1988; 
Seaver, 1996; Vladescu et al., 1999). Victims experience common reactions 
to trauma, such as depression, a wish to end their lives, unhappiness, or 
shame or guilt (Anetzberger, 1998; Le, 1997; NCEA, 1998; Older  Women’s 
Network, 1998; Pillemer & Finkelhor, 1988; Podnieks, 1992a; Reis & 
Nahmiash, 1997, 1998). Physical or cognitive impairments are also com-
mon, although by no means universal (Godkin et al., 1989; Greenberg et 
al., 1990; Lachs, Williams, O’Brien, Hurst, & Horowitz, 1997; Lithwick 
et al., 1999; NCEA, 1998; Pillemer & Finkelhor, 1988, 1989; Podnieks, 
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1992a; Ramsey-Klawsnik, 1991; Reis & Nahmiash, 1997, 1998; Seaver, 
1996; Teaster & Nerenberg, 2000). Whether victims become depressed or 
impaired as a result of the abuse or whether depressed or impaired elders 
are more susceptible to being abused is unclear. 

 In contrast to studies that looked for characteristics to blame the vic-
tim, several studies identifi ed the strengths and survival skills of victims 
(Podnieks, 1992b; Seaver, 1996). Podnieks (1992b, p. 59) stated there is 
“strong evidence of adaptive strengths and hardiness of victims.”   Seaver 
(1996, p. 19) notes that these women “have been eager to learn, use re-
sources well, and respond enthusiastically to the idea that they deserve 
more peaceful lives.” 

 Current data suggest that no single profi le of an elder abuse vic-
tim exists (Pillemer & Finkelhor, 1989; Seaver, 1996). Looking at abuser 
characteristics is a more powerful predictor than victim characteristics 
(Pillemer & Finkelhor, 1989). 

 Perpetrator Characteristics 

 Henry, age 49, moved back in with his mother, Agnes, age 78, af-
ter he lost his janitorial job. He was suspicious of others, had no 
friends or outside activities, and depended on his mother’s fi nancial 
support. He started hitting her and threatening to have her put in a 
nursing home when she did not give him her Social Security check. 

 A few studies have examined common traits among abusers of elders. 
Some found that a signifi cant number of abusers suffer some form of 
impairment (Brownell et al., 1999; Cohen, 1998; Godkin et al., 1989; 
Greenberg et al., 1990; Lachs et al., 1997; Pillemer & Finkelhor, 1989; 
Reis & Nahmiash, 1997, 1998; Seaver, 1996). These impairments in-
cluded substance abuse, mental illness and depression, and cognitive 
 impairments. 

 Research also indicated that the abusers tended to be dependent 
on their victims for housing, transportation, and sometimes for care 
(Brownell et al., 1999; Pillemer & Finkelhor, 1989; Seaver, 1996; 
Wolf & Pillemer, 1997 ). Financial dependency of adult children also 
seems to be a key factor (Godkin et al., 1989; Greenberg et al., 1990; 
Pillemer & Finkelhor, 1989; Reis & Nahmiash, 1998; Seaver, 1996; 
Wolf & Pillemer, 1997). Some research also suggests that abusers 
have problems with relationships, may be more isolated, and lack so-
cial supports (Godkin et al., 1989; Reis & Nahmiash, 1997). Brown 
(1989) suggests that abusers with personal problems may be more 
physically abusive. 
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 Intergenerational or Transgenerational Violence 

 Ellen’s father physically and sexually assaulted her as a child. When 
her father became ill, Ellen grudgingly took responsibility for his 
care. Sometimes she refused to bathe him or feed him. Occasionally, 
she treated him roughly, causing bruises on his arms and back. 

 Intergenerational abuse is often considered as a possible cause of family 
violence in later life. This theory postulates that adults who were abused 
as children may retaliate against their aging parents (Gelles, 1983;  Hickey, 
1979; Steinmetz, 1977; Straus, Gelles, & Steinmetz, 1980). These inter-
actions are a pattern of learned behaviors that teach an abused child to 
become an abusive parent (Hickey & Douglass, 1981). Another aspect 
of this theory is that the abuse is committed for revenge in retaliation for 
actual or perceived childhood abuse by the elderly relative (Rathbone-
McCuan & Hashimi, 1982). Currently, not enough research exists to 
support or rule out this theory. Two studies indicate that intergenera-
tional transmission of violence is not an inevitable process, but that it 
may be a factor in some cases (Korbin, Anetzberger, & Austin, 1995; 
Podnieks, 1992b). 

 Social Exchange Theory 

 Glenda, age 43, has never dated. She lives with her father, Arthur, 
who is now 82. She says that she will never have a relationship 
with a man as long as her father is alive. She shops, cooks, and 
cleans for him. In return, she expects him to be happy and grateful. 
Whenever he expresses sadness at the loss of Renee, his wife of 54 
years, Glenda yells at him, shouting that he ought to appreciate all 
that she does, and that if he doesn’t, she might as well put him in a 
nursing home. 

 Another theory that has been explored is that of social exchange. 
 Social interactions involve the exchange of rewards and punishments 
between persons. People seek to maximize rewards and minimize 
 punishments. Rewards include exchanges of sentiments, resources, and 
services.  Punishment involves exchanging negative sentiments, with-
holding  resources, and delivering punishing behaviors (Gelles, 1983). 
“We  provide resources to others because we receive them in return” 
 (Ansello, 1996, p. 16). 
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 According to Pillemer (1986), social exchange theory helps to ex-
plain child abuse, domestic violence, and elder abuse. The victim is de-
pendent on the aggressor for care (rewards). The aggressor believes that 
the victim is not reciprocating with equal rewards. The abuser has control 
of the rewards, and there are no consequences for his abusive behavior 
(punishment). The abuser believes that the personal rewards he derives 
from the exchange are too little when compared to what he is giving 
the victim, and, therefore, he is entitled to impose punishment on the 
victim. When the abuser is more dependent on the victim than the victim 
is on the abuser, the abuse arises from the abuser’s resentment of his or 
her powerlessness. Without resources for a normal exchange, the abuser 
uses the resources of control and violence (Pillemer, 1986). Workers from 
APS often encounter situations that appear to be social exchanges gone 
wrong. Although typically they do not label the interactions as such, it is 
a familiar dynamic. 

 Power and Control Dynamics 

 Some studies have found that family violence in later life often involves 
an abuser who uses a pattern of coercive acts to control, dominate, or 
punish the victim. These dynamics are similar to those experienced by 
younger battered women (Harris, 1996; Pillemer & Finkelhor, 1988). 
When abusers believe they are entitled to “run the show,” they will use 
any means necessary to get their needs met. Abusers feel their actions 
are justifi ed and that they have a right to control their victims. Perpetra-
tors often believe they deserve unquestioned obedience from the victim 
(Schechter, 1987). 

 The sense of entitlement that abusers feel may originate from a vari-
ety of belief systems. An older man may believe that he is the designated 
head of the household and, as such, can set and enforce the rules. He 
may have been battering his wife for the past 50 years to “keep her in 
line.” Adult children may not value older people and may believe that 
they are entitled to treat their parents poorly or to take their money or 
possessions. An adult son may order his mother to do the laundry, cook 
his meals, and turn over her Social Security check. If she doesn’t, he may 
threaten her or hit her. A caregiver may see her role as keeping the older 
person from harm by feeding, bathing, and assisting that person, but do 
so in an abusive manner as a way of maintaining control. The way that 
people characterize elders can impact elder abuse. Negative perceptions 
and distortions about older adults can create abusive situations. When 
physically and cognitively impaired elders are perceived as less valuable 
to society, there is an increased potential for abuse (Viano, 1980). 
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 Organic Basis for Challenging or Aggressive Behavior 

 In some situations, a person who was previously nonviolent becomes 
abusive as a result of physical changes. These changes may be the result 
of delirium, in which case the behavior may respond to medical treat-
ment. Or the changes may be the result of dementia or an injury to the 
brain. In either case, the aggressor does not intend to harm others, is 
unaware that he is doing so, and is unable to modify his behavior by him-
self. The most likely indicator of these situations is a marked and sudden 
change in the aggressor’s behavior. 

 Typologies of Elder Abusers 
 Dr. Holly Ramsey-Klawsnik identifi ed a typology of elder abuse offenders 
in the 1990s. She postulated fi ve types of abusers: (1) the overwhelmed, 
(2) the impaired, (3) the narcissistic, (4) the domineering or bullying, 
and (5) the sadistic. Overwhelmed offenders are well-intended caregivers 
who are unable to meet the demands of providing care. Impaired caregiv-
ers have problems that render them unable to provide appropriate care. 
They may have physical or mental illness, advanced age, or frailty or de-
velopmental disabilities. These caregivers are doing the best they can but 
are unable to provide adequate care. Often they are unaware that their 
care is harmful (Ramsey-Klawsnik, 2000). 

 Narcissistic individuals are motivated by anticipated gain. They are 
concerned with meeting their own needs and often see the older per-
son’s vulnerable state as an opportunity to receive income or possessions. 
Domineering or bullying offenders feel justifi ed in using any method nec-
essary to get what they want. They misuse relationships and positions of 
trust or use power to exert control over others. Sadistic offenders “derive 
feelings of power and importance by humiliating, terrifying, and harm-
ing others.” They often feel sexual arousal or pleasure in seeing someone 
else’s pain and fear (Ramsey-Klawsnik, 2000, p. 20). 

 This analysis of elder abuse offenders has guided the fi eld to 
 acknowledge that a range of explanations is possible to explain the  behavior 
of perpetrators. In addition, there are unique dynamics that occur with 
sexual abuse, fi nancial exploitation, abuse in facilities, and self-neglect. 

 WHY SPECIFIC FORMS OF ELDER ABUSE OCCUR 

 Consent 
 Before discussing the dynamics of sexual abuse and fi nancial exploita-
tion, it is important to address the issue of consent, as it signifi cantly 
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impacts both of those forms of abuse. The legal defi nition of consent 
for entering into a fi nancial transaction, making a gift, or agreeing to 
sexual contact generally requires that a person be able to understand the 
transaction or activity, be able to make judgments about it, and decide if 
it is something he or she wants. More specifi cally, consent requires that a 
person act freely and voluntarily, not under the effects of threats, force, 
duress, or promises; that the person has knowledge of the true nature of 
the transaction, could consult third parties if desired, and had access to 
all pertinent information, and had the legal capacity to make a choice. 
Passivity is not consent. Consent requires free will and positive coopera-
tion in the matter at hand. 

 Why Do Sexual Abuse and Assault Occur in Later Life? 
 As discussed earlier, elder sexual assault is a complex phenomenon that 
involves abuse by family members and others. Stranger rapes in later 
life, although rare, do occur. In these cases, the victim does not know the 
perpetrator. The offender often breaks into the senior’s home and sexu-
ally assaults the victim. Although sexual assaults by strangers are crimes 
and important to acknowledge, they are beyond the scope of this book. 
This book focuses on sexual assaults that occur in relationships of trust 
or to victims living in facilities where there is a duty to protect. Examples 
of this category are attacks by facilities’ staff members and resident-on-
resident assaults. 

 Most elder sexual assault occurs within relationships. Sometimes 
sexual abuse is part of the constellation of physical, emotional, fi nan-
cial, and other forms of abuse that perpetrators use to gain and maintain 
power and control over their intimate partners. Such abuse occurs in 
long-term marriages or in new intimate relationships. It is linked to the 
abuser’s sense of entitlement to sexual contact with his spouse or partner 
at any time. Female or male victims in these relationships, often unaware 
of spousal rape laws, may feel they are required to comply (Ramsey-
Klawsnik, 2003). In other situations, the victim may have cognitive dis-
abilities and may not be able to consent to sexual contact. However, the 
spouse or partner may feel entitled to continue the sexual relationship, 
even though the person is no longer able to communicate whether or not 
sexual contact is desired. Some sexual abuse between partners may be 
related to the abuser’s failing health and the progression of a disease such 
as dementia. This is organic-based violence, rather than sexual assault 
grounded in the need for power and control. Sexual abuse in same-sex 
couples can also fi t into any of these same categories. 

 Incestuous elder sexual assault also occurs. Adult children, grandchil-
dren, or siblings may be the perpetrators. Most often an adult son abuses 
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his mother, although assaults by daughters on their mothers do occasional-
ly occur. The adult children-perpetrators often have mental health or sub-
stance abuse problems, or both. They are often dependent on their parent 
for food, clothing, shelter, and spending money. “As the parent becomes 
increasingly elderly and ill, she becomes more and more available to her 
poorly functioning offspring as a potential victim. It is not unusual to fi nd 
a pattern of multifaceted abuse” (Ramsey-Klawsnik, 2003, p. 50). 

 In facilities, caregivers or volunteers may take sexual advantage of a 
vulnerable patient. Residents may be sexually assaulted by other residents. 
In some cases, the resident who is a perpetrator may have dementia and 
may be acting out in sexually inappropriate ways. In other situations, the 
resident is a sexual predator, who may now be living in a nursing home 
and may be continuing a lifelong pattern of sexual violence. 

 According to Ramsey-Klawsnik (2003), some perpetrators have 
domineering or bullying personalities; others are sadistic and derive plea-
sure and satisfaction from infl icting pain and humiliation. Domineering 
and sadistic offenders engage in chronic, multifaceted, and continuing 
abuse. They are attracted to their elderly victims because of the victims’ 
perceived vulnerability. 

 Just as there are variations in relationships, there is no single moti-
vation or “profi le” for all perpetrators. Most rapists, at least those from 
outside the family unit, are thought to be power or anger rapists. The 
power rapist typically chooses victims who are in his same age group and 
usually uses minimal physical force to overcome the victim’s resistance. 
This rapist believes he is entitled to the contact or uses the assault to 
resolve feelings of sexual inadequacy by proving he cannot be refused 
(Larkin, 2001). 

 In contrast, the anger rapist seeks to express anger, rage, and con-
tempt for the victim. He will use overwhelming and debilitating force 
to gain immediate control (Hagan, 2001). Violence is often well beyond 
that necessary to overcome resistance. This type of rapist seeks victims 
who are available and vulnerable; their age and social group are unim-
portant. Anger rapists typically are retaliating against authority fi gures 
that the victim is believed to represent or extracting pleasure from the 
victim’s suffering (Larkin, 2001). These rapists may well have criminal 
histories for assault, including domestic violence. 

 Rapists seek to reduce their identifi cation and detection by selecting 
vulnerable individuals (Hagan, 2001; Ramsey-Klawsnik, 1996). Elderly 
victims, especially those in facilities, are attractive targets. Offenders fre-
quently select persons they know or with whom they have an intimate re-
lationship as their victims, believing that these victims will not report the 
abuse or, if they do report, will not be believed (Hagan, 2001; Ramsey-
Klawsnik, 2003). 
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 Why Does Financial Exploitation Occur? 
 In the 1990s, fi nancial exploitation of elders was labeled “the crime of 
the ’90s” (The old being increasingly bilked, 1991). From 1994 to 2000, 
the amount of fi nancial exploitation reported to APS increased by 61% 
(Otto, 2002). Financial abuse of elders occurs because, as bank robber 
Willy Sutton said about banks, “That’s where the money is” (Sutton, 
1976). Persons in the United States over the age of 50 own 70% of the 
nation’s private wealth (Dychtwald & Flower, 1990). This wealth is often 
in the form of savings or real estate. Adults ages 65 or older control 70% 
of funds deposited in fi nancial institutions (Hafemeister, 2003). Financial 
exploitation occurs because of greed. Someone, often a family member 
or a new acquaintance, realizes that the elder   has assets and fi nds ways to 
tap into them. Sometimes family members assume that they are entitled 
to an older relative’s assets and do not want to wait for the elder to die 
to claim what they think is rightfully theirs. Often the elder will be pres-
sured into signing over real estate that has been fully paid for and repre-
sents his or her entire life savings. Once the deed has been transferred, the 
elder may fi nd that he or she has lost not only the assets, but his or her 
home. Promises of life care are rescinded and the elder may either become 
homeless or end up in a long-term care facility at public expense. 

 Undue infl uence may play a role in fi nancial exploitation, sexual as-
sault, and abuse. Undue infl uence is the misuse of one’s role and power 
to exploit the trust, dependency, and fear of another to deceptively gain 
control over that person’s decision making (Nerenberg, 1996; Nievod, 
1992; Quinn, 2000, 2001; Singer, 1992). It can also be the result of the 
abuser’s manipulation of the elder stemming from a relationship between 
the two (Blum, 1999). Undue infl uence undermines the free-will element 
of consent, which was described in the previous section. 

 Professionals often confront situations in which an elder appears to 
have entered into an agreement or transaction that is not in his or her best 
interest. It is not uncommon for the elder to have suffered a signifi cant 
fi nancial loss or acted against his or her apparent best interest. The elder 
may admit that he or she agreed to do what was done. Careful evaluation 
of the circumstances may reveal that the elder was taken advantage of, 
denied important information, isolated, and rushed to act. Rather than 
an exercise of free will, the circumstances refl ect manipulation through 
the use of undue infl uence. 

 When an elder agrees to a course of action, such as a fi nancial trans-
action, gift, or consent to sexual contact, based on undue infl uence there 
is no legal consent and the agreement is void. Undue infl uence, however, 
is diffi cult to identify because it involves a process rather than a single act 
or event (Nerenberg, 2000c). 
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 Perpetrators use a variety of techniques to gain control of the victim’s 
decision making, including isolating the victim, creating dependency, and 
inducing fear and mistrust of others. Perpetrators threaten victims and 
urge them to make decisions quickly and without advice from others 
(Johnson, 2003). The perpetrator courts and befriends the elder, gain-
ing his trust and cutting him off from friends, family, and sources of 
information. The abuser then induces the elder’s dependency and creates 
a siege mentality in which the victim is left believing that no one except 
the abuser cares about him. Everyone else is portrayed as wanting the 
elder’s assets and as abandoning him. The victim is rendered fearful and 
is subsequently easily manipulated (Quinn, 2000). 

 Blum (1999) offers another model for assessing the presence of un-
due infl uence. Five elements must be present including isolation of the 
victim from pertinent social contacts or information, creation of victim 
dependence on the perpetrator, emotional manipulation of the victim, the 
victim’s acquiescence, and the resulting loss. 

 Persons who are mentally competent and persons with diminished 
 capacity to consent are equally susceptible. High-risk factors include physi-
cal illness, cognitive and emotional impairments, dementia, memory loss, 
and isolation (Quinn, 2000). Persons experiencing signifi cant life  transitions, 
such as the death of a spouse or other loved one, are also vulnerable to 
 undue infl uence (Nievod, 1992). Cognitive decline, sensory losses, and nu-
tritional defi cits increase susceptibility to undue infl uence (Johnson, 2003). 

 Why Does Abuse in Facilities Occur? 
 Institutional abuse is often an invisible problem .  Older patients in long-
term care facilities may be the most “invisible, voiceless, and dependent 
population in society” (Kosberg & Nahmiash, 1996, p. 34). Getting to 
the “why” and “what happened” can be even more complicated in fa-
cility cases, because there are more people involved—some who live or 
work at the facility, some who are visiting, and some who are involved 
in the investigation. For the purposes of this book, the perpetrator can 
be a family member, staff person, volunteer, stranger, or another resident. 
Cover-up of the abuse by the facility to avoid lawsuits or negative media 
attention can make understanding what happened even more diffi cult 
than in cases of domestic elder abuse. 

 Family members who have been abusive in the past may continue the 
pattern when the elderly person is placed in long-term care. A son might 
continue his verbal abuse of his mother; a husband may insist that he has 
the right to continue to have sexual relations with his wife, even though she 
now lacks the capacity to give consent. A daughter may take the patient’s 
Social Security check for her own use and not pay for her mother’s care. 
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 Facility staff has easy access to people who are very frail and who may 
be unable to call for help. Some staff workers are abusive out of frustra-
tion—they lack the training to know how to handle diffi cult patients. Oth-
ers may abuse patients in retaliation for the perception that they are under-
paid and overworked by the facility administration. Others may have a past 
history, particularly of sexual abuse, which they repeat at each new facility. 
One study found that abusive staff persons are more likely than nonabusive 
staff to have negative attitudes about elders, to have emotional problems, 
and to view the work place as stressful (Pillemer & Moore, 1988). 

 Resident-on-resident abuse occurs for a number of reasons. Usually 
it is a combination of a patient who lacks impulse control, a lack of 
staff supervision, and inappropriate programming. In some facilities, the 
client mix is the problem. Younger persons with mental illness or trau-
matic brain injuries are housed with frail elderly people with dementia. 
Convicted sexual predators who have multiple health problems may be 
placed by the court in a long-term care facility that also provides care for 
vulnerable elderly persons. 

 Unfortunately, some long-term care facilities still look on situations 
of elder abuse as internal matters, and they conduct their own investiga-
tion using facility staff not trained in investigative procedures. Evidence of 
wrong-doing by staff is sometimes covered up or destroyed, or the alleged 
perpetrator is fi red, but no reports are made to regulators, APS, law enforce-
ment agencies, or the Long Term Care Ombudsman program. This practice 
allows perpetrators to move from one facility to another, where they con-
tinue to prey on vulnerable patients. This disregard for victims’ rights may 
be labeled institutional or systemic abuse. It occurs when systems created by 
society to provide care and protection fail to fulfi ll their responsibilities. 

 Why Does Self-Neglect Occur? 
 Self-neglectors are usually isolated and living in squalor. Many have not 
had a medical evaluation in years; often they have an undiagnosed  medical 
or mental illness. They are likely to refuse services and have questionable 
functional and decision-making abilities (Otto, 2002). More than 93% 
of self-neglecting elders had some diffi culty caring for themselves, and of 
that group, one-third were totally unable to care for themselves. Thus, 
there appears to be a strong correlation between self-neglect and the abil-
ity to care for oneself, a fi nding that is not surprising (NCEA, 1998). 

 According to the National Center on Elder Abuse, the largest per-
centage of self-neglecting elders are age 80 or older (NCEA, 1998). 
Analysis of data from Texas showed that 90% of all the self-neglectors 
reported in one-year’s time were over the age of 65. National Center on 
Elder Abuse data showed that three-quarters of the self-neglecting elders 
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were White, with the next largest group identifi ed as African American 
(NCEA, 1998). 

 Numerous studies have shown a correlation between self-neglect 
and medical or mental illness (Dyer & Goins, 2000; Lachs, Williams, 
O’Brien, Pillemer, & Charlson, 1998; NCEA, 1998). The most common 
illnesses are dementia, depression, psychosis, alcohol abuse, and loss of 
executive function. Alcoholism is thought to be a signifi cant contributor 
to the etiology of self-neglect among older adults. Affected individuals 
can suffer from malnutrition, develop chronic health problems, acquire 
unintentional injuries, become depressed, neglect their health care needs, 
and isolate themselves from friends and family. Alcoholism in elders 
often is not diagnosed in medical settings, because the patient’s erratic 
and self-neglecting behavior is attributed to the effects of medical condi-
tions (Blondell, 1999). The inclusion of medical personnel on elder abuse 
teams has helped to identify these issues, as few APS workers have formal 
psychiatric or medical training. 

 A qualitative study of 30 clients categorized as self-neglectors by 
APS explored the factors contributing to this particular form of abuse. 
The study examined interpersonal problems, such as relationship failures, 
being abandoned by signifi cant others at a time of need, betrayal, domes-
tic violence, poor relationships with parents, and family estrangement. 
The study found a number of turning points—signifi cant moments in 
the self-neglecting elder that he or she perceived as life changing and that 
contributed to the self-neglect. Among these were the death of signifi cant 
others (including a pet), health crises, forced relocation, and abandon-
ment. “Signifi cant negative events may raise identity questions or may 
lead to loss of identity” (Bozinovski, 1995, p. 278) resulting in the radical 
change in the way the self is organized. “Turning points have signifi cant 
implications for identity, personal control, situational defi nitions, and for 
continuity of self” (Bozinovski, 1995, p. 279) .  

 The majority (52.9%) of substantiated cases reported to state or local 
APS involved self-neglect (Teaster, 2006, p. 5). These cases are  complex 
and time-consuming, and present multiple challenges to practitioners. 
A number of these cases appear to have no perpetrator other than the 
self-neglecting person. On closer examination, however, many cases of 
self-neglect contain layers of other forms of abuse, some of which, par-
ticularly domestic and family violence, have occurred over much of the 
victims’ lifetimes (Bozinovski, 1995). 

 Because the cases are complex and time intensive, other community 
agencies either refuse to get involved, or do so only briefl y, and turn to 
APS for help (Otto, 2002). The issue of self-neglect is intimately tied to the 
self-neglector’s right to self-determination, and this is the most  complicated 
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factor for professionals who receive these reports. Three-fourths of substan-
tiated self-neglecting elders were either sometimes or often confused, but 
almost one-fourth were not confused (NCEA, 1998). This 25% of self-ne-
glecting elders poses the greatest challenges to professionals who intervene. 
These are the self-neglectors who often repeatedly refuse services, even 
when they are living in dangerous or deplorable situations. Yet, because of 
their ability to make informed choices, they are not appropriate for court-
ordered imposition of guardianship actions and involuntary services. 

 A critical factor in the substantiation and intervention in self- neglect 
cases is the person’s right to self-determination, which is ultimately tied 
to the capacity to consent. Persons with capacity have the right to make 
foolish choices. A college student with papers and books piled fl oor to 
ceiling does not require medical, social service, or legal intervention. 
Currently, the gold standard for determining capacity to consent is a 
psychiatric interview, which must be performed by a physician. Reliable 
capacity screening tools are not available for fi eld administration by 
law enforcement or protective  service personnel. 

 Although physicians and protective service specialists often see cli-
ents who refuse assistance, a national survey showed that less than 10% 
of adult protection clients received services without their consent, and 
that all states made vigorous efforts to protect clients’ rights. “The focus 
is not on serving adults against their will, but rather on assuring that the 
critical services are not denied because the adult in need lacks capacity 
to consent to receive essential services” (National Association of Adult 
Protective Services Administrators, 1993, p. 25). 

 Uncovering why a person is self-neglecting is a complex puzzle of 
which many of the pieces still are missing. A recent study of hoarding 
 behavior published in the  American Journal of Psychiatry  found that 
“compulsive hoarding and saving symptoms, found in many patients with 
obsessive-compulsive disorder, are part of a discrete clinical syndrome 
that includes indecisiveness, disorganization, perfectionism, procrastina-
tion, and avoidance” (Saxena et al., 2004, p. 1). The study concluded 
that one cause of hoarding behavior may be due to unusual metabolic 
reactions to glucose in the brain (Saxena et al., 2004). Other theories to 
explain self-neglecting behavior are that these individuals are trying to 
maintain continuity in their perception of self (Bozinovski, 1995); that 
they are depressed (NCEA, 1998); that they have some form of men-
tal illness or substance abuse, dementia, or other medical condition that 
makes them incapable of appropriate self-care (Dyer & Goins, 2000); or 
that they have been prior victims of family violence (Bozinovski, 1995). 
Until more research is done in this area, the puzzle of why people neglect 
themselves may remain incomplete. 
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 WHY DOES AN OLDER PERSON WHO IS BEING 
HARMED MAINTAIN A RELATIONSHIP WITH THE 

ABUSER? 

 Most victims who have a relationship of trust with their abusers have 
confl icted feelings about intervention. Victims do not want to be abused, 
neglected, or exploited. In many cases, the victim wants the abuse to 
end, but also wants to maintain a relationship with the abuser in a safe, 
nonthreatening manner. The familial or caregiving relationship often has 
many benefi ts during the times the abuse is not occurring. The victim 
may still love the family member abuser and may have valid reasons for 
trying to preserve the relationship or protect the person. 

 Spouses or life partners may have been together for many years. The 
victim may value the longevity of the relationship. Cultural, spiritual, or 
generational values may make divorce or separation unthinkable. Memo-
ries, shared friends, family and home, and fear of being alone may be 
contributing factors. Adult children and grandchildren may apply pres-
sure to keep the couple together. 

 Parents face unique challenges when deciding how to deal with abus-
ers who are their adult children. The parents often want to try harder to 
help their children. They may resist interventions that may result in their 
children being arrested, institutionalized, or living on the streets. 

 Victims abused by caregivers may fear being left alone or without a 
caregiver if they report the abuse. They often appreciate some qualities 
of the caregiver or sympathize with them. Sometimes victims fear that 
the caregiver will retaliate or that they will be institutionalized if they 
report. 

 Victims face diffi cult decisions as they decide how to proceed after 
being abused. Many times the choices available to them are limited or 
not realistic or reasonable. Victims weigh three levels of concern as they 
analyze their options and determine their next steps. They look at their 
own values and internal messages about what options they are willing 
to consider. Victims also experience abuser-generated risks: the repercus-
sions of making decisions to leave or separate from an abuser (Davies 
& Lyon, 1998). They also examine systemic barriers: do programs and 
services exist that are useful in enhancing their safety? This section high-
lights some of the obstacles victims face, often in combination, noting 
victims’ beliefs, abuser tactics, and systemic barriers. Table 3.1 illustrates 
these dynamics for older battered women abused by a spouse/partner or 
adult child.     

 In addition, specifi c barriers exist for many victims. Victims often 
face multiple obstacles as they make decisions about their relationships 
with their abusers. Barriers to living free from abuse can include fear; 
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fi nancial realities; cultural, generational, and religious values; and health 
status. 

 Victims may fear retaliation. The most dangerous time for vic-
tims can be while they are separating from the abuser or getting help 
from friends, family, or professionals. Victims may be stalked, seriously 
harmed, or killed. Some victims may fear being alone or further isolated. 
Some fear hiring new caregivers or going to live in a nursing home. 

 Financial realities impact the choices available to victims. Many vic-
tims face the choice of living with abuse or in poverty. Abusers may have 

TABLE 3.1 Obstacles Faced by Some Older Victims 
of Abuse
Victim Beliefs/Con-
cerns

Abuser’s Message to 
Victim

Societal Message About 
Victims

I am not a victim 
of abuse.

I am not abusive. You are 
clumsy and forgetful.

Older people are not victims 
of abuse.

It’s my fault. Everything that happens 
to you is your fault.

She should be able to control 
him better.

I want to stay 
with my husband/
adult child.

It’s your job to be a wife 
/mother and to take care 
of the house and me.

“Good” wives/mothers stay 
with their families.

I don’t know who 
to call for help.

No one will believe you 
or help you. They will 
know you are crazy/in-
competent.

Services for older people 
don’t exist because they don’t 
get abused.

I’m afraid to call 
for help.

I’ll kill you if you tell any-
one I hurt you. You don’t 
have the right to leave.

Abuse in later life isn’t really 
dangerous.

I want to keep 
my house, my be-
longings, and my 
current lifestyle.

Everything is mine. If the abuse were real, she 
would just leave.

If I have to leave, 
where will I live 
and how will I 
pay for rent and 
other expenses?

If you leave, it will be 
with the clothes on your 
back. I’ll make sure you 
don’t get anything.

She can live independently 
if the abuse is really serious. 
Other older women do. It’s 
too bad she didn’t work when 
she was younger so she would 
have some money of her own.

I’m concerned 
about my health 
and/or my 
abuser’s health.

If you leave, I will 
take your name off the 
 insurance policy.

She is responsible for taking 
care of her ill spouse/partner 
or adult child.

(continued)
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It is your job to take 
care of me. You’re my 
wife/mother.

I want to be in 
a relationship 
(wife/mother). I 
like the role of 
wife/mother.

You are nobody without 
me.

“Good” wives/mothers stay 
with their families.

I want to be part 
of my communi-
ty—visit my fam-
ily and friends.

If you leave, I will tell 
everyone it is your fault. 
They will believe me—not 
you. Nobody will want 
you if you’re not with me.

This is a private, family 
squabble. We don’t want 
to know anything or get 
involved. (Brandl, 2000)

TABLE 3.1 (continued)
Victim Beliefs/Con-
cerns

Abuser’s Message to 
Victim

Societal Message About 
Victims

stolen assets and property or threatened to take everything. Some victims 
may not be aware of their family resources or what they are entitled to 
claim if they separate or divorce. Victims requiring medical care may be 
concerned about health care coverage or the cost of assistance. In com-
munities with long waiting lists for fi nancial programs or for affordable 
housing, victims may feel they have no options but to continue contact 
with their abuser. 

 Older victims from various racial and ethnic backgrounds may de-
fi ne abusive behavior differently (Anetzberger, 1998; Hudson & Carlson, 
1999). Cultural norms also differ about the role of parents continuing 
to provide support (emotional or fi nancial) to grown children (Brown, 
1989; Griffi n, 1994; Sanchez, 1999). In some cultures, older women are 
taught to depend on family members; when there is abuse, they may not 
want to act against deeply rooted traditions. In some  cultural groups, 
a negative stigma may be attached to a woman who lives alone or who 
goes to a nursing home. Abusers may take advantage of a victim’s con-
nection to a community to force her to maintain the relationship. For 
 example, some older victims may be coerced to stay with their abuser to 
avoid being ostracized by their community. 

 Immigrants may fear deportation for themselves, their spouse/part-
ner, or other family member (whether they are here legally or illegally). In 
some cases, an abusive family member may have sponsored the older per-
son and now may wield the threat of deportation. Many immigrants do 
not speak English or do not speak it very well. They may have diffi culty 
getting a job or may not be eligible for Social Security benefi ts or pensions 
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that would give them some fi nancial independence. Even social services 
may not be equipped to provide help to older battered immigrants. 

 Religious values often play an important role in the lives of older 
people. Some older people believe that their religious teachings mandate 
that they stay in their abusive marriage. For other victims, the fear of 
losing their church, synagogue, or faith- or spirituality-based friends and 
community make considering leaving their abuser diffi cult (especially for 
partners of religious leaders, pastors, rabbis, etc.). 

 Victims who live in rural areas may experience greater isolation. 
Dimah and Dimah (2003) found that rural elder abuse victims experi-
ence more physical and emotional abuse, and more deprivation (willful 
denial of a vulnerable adult’s needs, such as medical care, therapeutic de-
vice, food, or shelter) than urban victims. Neighbors may live miles away 
and services may not be available in their county. Their abuser may be 
friends with or related to prominent town members, like the sheriff and 
the judge. Trained professionals and services may be hours away from 
the elders’ homes. Farmers may be unable to leave crops or livestock or 
pets. Transportation is a signifi cant barrier. If the caregiver is an abuser, 
it may be diffi cult to fi nd a different caregiver or facility. 

 Older gay, lesbian, bisexual, and transgender persons may fear end-
ing a relationship and being “outed” at work or to family and friends. 
They may feel afraid to talk with clergy, counselors, or others about their 
relationship and the abuse. Some may be unwilling to contact law en-
forcement because of past negative experiences. As they make decisions 
about staying with or leaving their partner, they may encounter legal and 
fi nancial barriers, such as the lack of rights to a pension or Social Security 
benefi t (Cook-Daniels, 1997). 

 Health problems can create obstacles to living free from abuse. Vic-
tims of long-term abuse may experience numerous physical and mental 
health conditions as a direct result of the abuse. They may have  permanent 
injuries that require ongoing care. Chronic pain or undiagnosed illnesses 
may be the result of years of stress and trauma. Staying with an abuser 
may seem a more inviting option than asking strangers to provide care 
or moving to an institution. Keeping the same caregiver or staying in 
the same facility may seem less frightening than making a major change. 
Abusers often use the threat that “no one else will provide care for you” 
to make victims feel trapped. Because caregivers and quality facilities are 
diffi cult to obtain in some communities, the thought of situations becom-
ing worse with change is often a fear. 

 Health problems of the abuser also impact victims’ decisions. Some 
victims who are planning to leave or have left, stay or return if the abuser 
becomes critically ill or acquires a disability. Many older women feel it 
is their responsibility to care for a spouse/partner or adult child in need. 
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They may believe the threat of physical abuse is reduced because of the 
abuser’s frail condition (even though this often isn’t true). 

 Victims with disabilities, substance abusers, and victims with mental 
illness may run into additional barriers. Authorities may have trouble un-
derstanding them, may not believe their account, or may think that they 
would not be credible witnesses for legal proceedings. They may have 
trouble fi nding services that deal with the trauma and victimization, in 
addition to their disability, chemical dependency, or mental illness. Some 
of these victims, such as those with brain injuries, dementia, or cognitive 
disabilities, may have trouble retaining information that will assist them 
with safety planning and taking the next steps. Professionals may become 
frustrated because they do not know how to offer helpful interventions. 

 Persons living in facilities also face barriers to living free from abuse. 
Some victims may have hoped the nursing home or residential setting 
would provide safety from an abusive spouse/partner, only to fi nd that 
the abuse (particularly sexual) continues. A spouse/partner, adult child, 
or grandchild may harm the victim during a visit onsite or offsite. Staff 
or other residents may be perpetrators. Too often, staff in nursing homes 
and other institutions are not trained to look for signs of abuse and ne-
glect, especially by family members. 

 Systemic Barriers 
 Victims of abuse may have tried to get help before, without success. They 
may be concerned for their safety and for the safety of others. Some vic-
tims want to stay in their own home but make the abuse stop. 

 For their protection, the abuser’s safety, or because they are not 
ready for change, victims may: 

 • Protect the abuser. 
 • Remain silent. 
 • Ask worker to leave and/or refuse services. 
 • Try to avoid police intervention and the arrest of the abuser. 
 • Minimize abuse and deny abuse occurs. 
 •  Blame themselves for the abuse (e.g., “If I had gotten dinner done 

on time” or “If I had not gotten my haircut today, he wouldn’t 
be mad at me now.”). 

 • Look to the abuser to answer questions. 
 • Ask for help and then change their mind. 
 • Recant. 
 • Cancel or miss appointments. 
 • Not follow through on “the plan.” 
 • Talk fondly of the abuser’s good qualities. 
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 •  Make statements like “He won’t like that,” or “I don’t think 
she’ll let me do that” (Brandl, 2000). 

 When victims are ready for a change, the systems designed to help 
them often fail. Restraining or protective orders may be ignored. Emer-
gency shelters may not be accessible. An older victim may go to the do-
mestic violence shelter only to fi nd that no one her age is a resident, staff, 
or volunteer. An older victim may fi nd it fi nancially impossible to leave. 
Some victims fi nd it diffi cult or impossible to get health insurance. Af-
fordable housing may be nonexistent or require signing up on waiting 
lists that are several years long. If the victim was receiving care from the 
abuser, it may be diffi cult to fi nd a quality caregiver. These and other 
problems create insurmountable setbacks for victims. 

 Many older victims of abuse have tried on their own to make the 
abuse end or have reached out to others for help. Many victims are tru-
ly survivors, having fi gured out strategies to stay alive through years of 
abuse. The reasons older victims remain in relationships with abusers are 
often a combination of many of the topics discussed in this section. Too 
often, older victims face diffi cult or impossible choices as they make deci-
sions about what to do. In many cases, they are making these decisions 
alone, without help from friends, family, or professionals because they 
are too embarrassed or ashamed to ask for help. Sometimes they may not 
even be aware that they are being abused or that help is available. 

 CONCLUSION 

 Elder abuse is complex. There are many causes for abuse and as many 
reasons why victims choose to remain in relationships with their abusers. 
Understanding the dynamics of elder abuse is critical for professionals 
working with victims and perpetrators and for those participating in a 
multidisciplinary response. 

 A common mistake made by many professionals is to try to make 
elder abuse cases fi t into one framework based on their personal and 
professional experience. Some professionals believe that elder abuse is 
primarily a private family matter and that it does not require the in-
volvement of any professionals. Others believe the root cause of most 
elder abuse is dysfunctional family dynamics and caregiver stress. These 
professionals suggest that a social service response is appropriate in most 
cases. Those working in criminal justice recognize that elder abuse is 
often criminal behavior. Domestic violence and sexual assault advocates 
acknowledge the similarity between the experiences of younger and older 
victims. 
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 To best meet the needs of victims, professionals are encouraged to 
start by gathering information from the victim when possible. In addition, 
professionals should examine the physical evidence to determine what 
kind of abuse happened and why. A multidisciplinary approach will help 
professionals to avoid the missteps of assuming that the abuse is based on 
one causation theory and of offering remedies that may be inappropriate 
for the victim. In all cases, blaming the victim for the abuse is inappropri-
ate. Understanding the complexity of elder abuse will help professionals 
work together more effectively. Section Two discusses ways to help elder 
abuse victims, including individual strategies, systemic responses, and a 
multidisciplinary approach illustrated through case examples.  



 S E C T I O N  T W O  

 Responding to Elder 
Abuse 
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 C H A P T E R  F O U R  

 Identifi cation and 
Reporting 

 How are elder abuse cases identifi ed so that victims can receive assis-
tance and perpetrators can be held accountable? A few older people ask 
for help for themselves by calling 911, law enforcement, Adult Protec-
tive Services (APS), or an advocacy organization. In the majority of elder 
abuse or neglect cases, however, someone else, such as a family member, 
friend, or neighbor, reports the abuse. Sometimes the report is made by 
a professional who has regular contact with the older person, such as 
a banker, home health nurse, Meals-on-Wheels volunteer, beautician, 
barber, meter reader, or postal worker. Community and faith-based or-
ganizations hold regular events for older members, and their staff may 
also identify abuse and report. Doctors and other health care providers 
also have an  opportunity to identify abuse through universal screening, 
 during  physical examinations, or in an emergency room setting. 

 Some victims may seek services directly from an advocacy organiza-
tion or initiate remedies from the civil justice system rather than having an 
investigation conducted. Victims or caring family members may  contact 
a domestic violence or sexual assault program for services. Persons living 
in facilities may talk with an ombudsman. Civil remedies may include 
protective orders, divorce, or conservatorships. Advocates from all of 
these agencies can provide information, referrals, and ongoing  support 
for victims. 

 Even with all the possibilities described here for identifying elder 
abuse, many situations in which older persons are being harmed are missed 
or ignored by family members, neighbors, friends, and professionals. Be-
fore a collaborative response can be implemented, elder abuse cases must 
be identifi ed. Professionals and community members need to learn com-
mon behavioral indicators and signs of abuse. Many victims are afraid, 
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embarrassed, or ashamed to tell anyone about the abuse. Others will drop 
hints that are too often ignored or misinterpreted. In other cases, the signs 
will be changes in the behavior or appearance of the victim. Sometimes it 
is the behavior of a perpetrator that indicates a potential problem. 

 IDENTIFYING ELDER ABUSE 

 Victim Says That Harm Is Occurring 
 An indicator that is often discounted occurs when the older person says 
that he or she is being harmed. In some cases, victims, especially those 
who are living in facilities or who have cognitive disabilities, are not seen 
as credible reporters, and their statements about being afraid are dis-
missed. In general, if an older person reports being harmed by someone, 
contacting APS or law enforcement should be considered. Those profes-
sionals can thoroughly investigate the accusations. In some cases, persons 
who report events that cannot be accurate (e.g., being abducted by aliens) 
may, in fact, be victims of actual abuse, as offenders often choose victims 
who may not be credible reporters. 

 In other circumstances, the victim may have medical or mental health 
conditions that cause delusions and there may be no abuse occurring. 
Sometimes the reporter was a victim of sexual assault or abuse earlier in 
life and now may be reliving the traumatic experience, and is confused 
about when and where the abuse actually occurred. Rather than simply 
dismissing the elder’s account as not credible, it is important to have a 
professional investigate the allegation. 

 Behavioral Indicators of Abuse: Victims and Perpetrators 
 In other situations, victims will not report abuse directly, but will drop 
hints, offer coded disclosures, or display behavioral indicators that are 
worth exploring. Behavioral signs from victims can be new or may have 
been present for a long time, especially in cases of domestic violence that 
has been occurring for many years. Listed in Table 4.1 are possible behav-
ioral indicators of abuse by potential victims and abusers. Most or all of 
the indicators need  not  be present for abuse to be occurring. One or two 
indicators may warrant further questioning and investigation. Some vic-
tims will not display any of the behaviors on the chart, yet still are being 
harmed. Often there is a correlation between the victim ’ s behavior and 
that of the perpetrator. If any of the behavioral or other signs are present 
from either column of Table 4.1, it is time to ask questions, offer infor-
mation to the potential victim, and make a report to law  enforcement, 
APS, or regulatory agencies.      



Perpetrator’s Behaviors 
 Abusers do not fi t one mold. Some abusers may appear angry and defen-
sive to anyone with whom they come in contact. They may attempt to 
threaten, belittle, manipulate, or intimidate helpers. Others threaten to 
sue those who try to help the victim. Some abusers may be respected and 
powerful leaders in their communities, church, or professions. Many are 
funny, entertaining, charming, and charismatic. But to the victims, and 
behind closed doors, their behavior may be the opposite of their public 

 Identification and Reporting 63

TABLE 4.1 Victim/Abuser Behaviors

A Victim May An Abuser May

Have injuries that do not match the 
explanation of how they occurred

Minimize or deny the victim’s injuries or 
complaints

Attempt to convince others that the 
victim  is incompetent or crazy

Have repeated “accidental injuries” Blame the victim for being clumsy or 
diffi cult

Appear isolated Physically assault or threaten violence 
against the victim or victim’s family, 
friends, pets, or the worker

Isolate the victim, prevent outside activi-
ties and contacts

Threaten or harass the victim

Stalk the victim

Have a history of mental illness

Say they are, or hint at being, afraid Act overly attentive toward the victim

Give coded communications about 
what is occurring

Act lovingly and compassionately to the 
victim in other people’s presence

Consider or attempt suicide Consider or attempt suicide

Have a history of alcohol or drug 
abuse (including prescription drugs)

Have a history of alcohol or drug abuse

Present as a “diffi cult” client Refuse to allow an interview with the 
victim to take place without being 
 present

Speak on behalf of the victim, not allow 
the victim to participate in the interview

Have vague, chronic, nonspecifi c 
complaints

Say that the victim is incompetent, un-
healthy, or crazy

(continued)
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persona. These “Dr. Jekyll and Mr. Hyde” personalities can be deceiving. 
Charming abusers fool too many friends, family, and professionals. 

 INDICATORS OF ELDER ABUSE 

 Investigators often learn of elder abuse long after it has occurred, making 
a comprehensive investigation diffi cult. Situations of possible abuse must 
be identifi ed and reported promptly to law enforcement, APS, or the ap-
propriate regulatory agency. This section discusses the forms of abuse de-
scribed in Chapter 2 using case examples. In many cases, multiple forms 
of abuse coexist. The cases illustrate possible scenarios for each form 
of abuse. Each section also describes which individuals or professionals 
might be most likely to notice each form of abuse, as well as some com-
mon signs and indicators. 

 Examples of Physical Abuse 

 Svetlana moved to the United States 40 years ago to marry Igor. 
Because he kept her captive in her own home, she did not learn to 
speak much English. Igor beat Svetlana, pushed her down the stairs, 
and broke her leg. He strangled her several times until she passed 

Be emotionally and/or fi nancially 
dependent on the abuser

Be emotionally and/or fi nancially depen-
dent on the victim

Miss appointments Cancel the victim’s appointments or 
refuse to provide transportation

Delay seeking medical help Take the victim to different doctors, 
hospitals, and pharmacies to cover up 
abuse

Refuse to purchase prescriptions, medi-
cal supplies, and/or assistive devices

Exhibit depression (mild or severe) Turn family members against the victim

Talk about the victim as if he or she is 
not there or not a person (dehumanize 
victim)

Exhibit evidence of effects of stress 
and trauma 

Exhibit evidence of effects of stress and 
trauma 

TABLE 4.1 (continued)

A Victim May An Abuser May
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out. Igor told her that if anyone found out about the abuse, she 
would be deported to Russia because her paperwork had not been 
completed when she moved to the United States. 

 Enrique lived in Sunny Meadows Nursing Home. At night, the 
aide tied him to his bed so he would not get up to use the bath-
room. One staff person regularly threw food at him when he ate 
too slowly. The nurse who usually cared for him slapped him and 
threatened to call his family if he complained. 

 Who Might Identify Physical Abuse? 
 Anyone with close and regular contact with an older person might iden-
tify physical abuse. Health care providers are often in the best position to 
notice physical abuse because they are the people most likely to see the 
victim unclothed. Sometimes family members or friends see bruises or 
other marks indicating abuse. Dentists see bruising on the patient’s face, 
neck, and mouth. Beauticians see injuries to the face and scalp. Other 
professionals from the faith community or aging services may also rec-
ognize signs of physical abuse. Because clothing and/or bedclothes may 
cover injuries or signs of physical harm, if abuse is suspected and it is 
appropriate, the victim should be asked if he or she is willing to remove 
a garment to reveal any signs of injury. 

 Signs and Indicators of Physical Abuse Include, but Are Not 
Limited to, the Following: 

 • Fractures of bones or skull 
 • Welts, lacerations, rope marks 
 • Bite marks 
 •  Burns (unusual location, type, or shape similar to an object, such 

as an iron or cigarette burn) 
 •  Bruises with shapes similar to an object, like a belt or fi ngers, 

bilateral on upper arms from holding or shaking, clustered on 
trunk from repeated shaking, fi nger marks on neck 

 • Overuse or underuse of medications 
 • Untreated injuries 
 • Internal injuries 

 Strangulation is a form of physical abuse that is often undetected. 
First-responders often do not observe injuries on the victim. Specifi -
cally, in 85% of cases there were either no external injuries or injuries 
so minor as to be diffi cult to see and photograph. Perhaps because 
of the absence of visible injuries, cases that do not result in death or 
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are not obviously serious have been discounted as insignifi cant, akin 
to a slap or scratch, or based on unreliable or false allegations. Few 
victims present at emergency departments and when they do, at times 
medical practitioners underevaluate the situation and dismiss the pa-
tients as intoxicated, hyperventilating, or hysterical (McClane, Strack, 
& Hawley, 2001). 

 Common indicators of strangulation include neck pain, soreness, 
tiny scratch marks or dots (petechial hemorrhages) from broken cap-
illaries, raspy voice, diffi culty swallowing, light-headedness or head 
rushes, fainting and unconsciousness, red eyes (bursting of blood ves-
sels in the sclera of the eye), ligature marks in cases where ligatures 
were used, and loss of control of bodily functions resulting in invol-
untary urination and defecation (Strack, McClane, & Hawley, 2001). 
Most strangulation injuries are internal and are located in the neck 
and throat. Common indicators include changes in breathing, voice, 
and swallowing. Less common indicators are restlessness and hostility 
shortly after assaults, changes in personality, and psychiatric illness on 
a longer-term basis. 

 Sexual Abuse 

 An Example of Sexual Abuse 

 After a neighbor’s report, APS found Abigail, age 78, in her home. 
She was bedridden and sleeping on a urine-soaked cot. She was 
brought to the hospital by law enforcement. While she was in the 
hospital, her adult son visited her regularly. Staff described him as 
“creepy” and would cover their nametags when they saw him com-
ing to avoid having to deal with him. A night nurse walked in and 
found Abigail’s son with his head between his mother’s legs. He 
said he was “cleaning his mother” because staff members were not 
doing it properly. 

 Who Might Learn About Sexual Abuse? 
 The signs of sexual abuse are more diffi cult to recognize owing to the 
private nature of the contact and the shame and fear victims often face. 
Health care professionals are those most likely to identify sexual abuse, 
either during routine physical examinations or while providing personal 
care. Victims themselves may provide clues to family and friends through 
coded communications, such as “I don’t like those movies my son makes 
me watch.” 
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 Signs and Indicators of Sexual Abuse Include, but Are Not 
Limited to, the Following: 

 • Diffi culty in walking or sitting 
 • Pain or itching in genital area 
 • Unexplained venereal disease or genital infections 
 • Bruises around the breasts, inner thighs, or genital area 
 • Unexplained vaginal or anal bleeding 
 • Torn, stained, or bloody underclothing 

 Emotional Abuse 

 Examples of Fearful Behavior 

 Ellie separated from her husband of 52 years and moved into her 
own apartment. After her move, she met her friends at the senior 
center and attended Mass regularly. Sometimes she noticed her hus-
band’s car parked outside her building and near the church. She 
saw footprints leading to her bedroom window. She found her be-
loved pet cat dead on her front doorstep. She suspected that her 
husband was stalking her. 

 Denzel lived in a nursing home. His sister came to visit him every 
week and made fun of him. She told him that he was stupid and 
crazy. She made fun of his hearing loss by saying things quietly and 
then laughing at him when he misunderstood her. 

 Susan and Gail had been in an intimate relationship for two 
years. Both were in their early 60s. Susan had not told her children 
or employer that she was a lesbian. Gail threatened to disclose their 
relationship if Susan did not give her money to go drinking. 

 Who Might Identify Emotional Abuse? 
 Emotional abuse is sometimes diffi cult to identify. It is often over-
looked or discounted, as it leaves no visible marks, is diffi cult to  defi ne, 
and is usually not criminal conduct. Family members or friends may 
witness examples of emotional abuse. Abusers often appear charm-
ing in front of others; victims may minimize the extent of the abuse. 
Mental health  professionals and health care providers may see signs 
of  emotional or physical problems that cannot be explained and may 
 infer that  emotional abuse is occurring. If not confronted and stopped, 
emotional abuse can escalate to physical abuse that may have a lethal 
outcome. 
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 Signs and Indicators of Emotional Abuse Include, but Are 
Not Limited to, the Following: 

 • Emotional upset or agitation 
 • Depression or suicidal ideation 
 • Hypervigilance when in the presence of the abuser 
 • Withdrawn and noncommunicative or nonresponsive behaviors 
 •  Unusual behavior that is usually attributed to dementia 

(e.g., sucking, biting, rocking, crying) 
 • Signs of self-mutilation 

 Financial Exploitation 

 Examples of Financial Exploitation 

 Anita and TJ lived together for 43 years. TJ had been an elder on the 
tribal council for the past fi ve years. Two years ago, their youngest 
son, Marlin, moved in with them after his divorce. Marlin worked 
at the local casino, but drank and gambled away most of his salary. 
He threatened to hurt his mother and destroy his father’s reputation 
at the tribal council if they did not give him money. 

 Alex was married for 53 years. His wife died six months ago. 
Alex lived a frugal lifestyle and had saved almost half a million dol-
lars. Tina, age 32, met Alex at church. She befriended him and of-
fered to move in with him and help around the house. In exchange, 
she asked him to write large checks to her to pay for her mother’s 
medical expenses and other “necessities.” 

 Missy was 89 and had Alzheimer’s disease. During the last three 
months, Missy’s caregiver, Michelle, took her to the bank to cash 
several checks for $1,000, which Missy then handed over to Mi-
chelle. In addition, Michelle took some of Missy’s valuable jewelry, 
saying that the jewels were a gift to her from Missy. 

 Who Might Identify Financial Exploitation? 
 Family members may identify fi nancial exploitation when they fi nd bills 
unpaid or valuables missing, or when the elder suddenly has a new best 
friend or romantic interest. Bank personnel are in the unique position of 
monitoring an elder’s spending habits and may notice changes in spend-
ing patterns. Attorneys may be asked to make unusual changes to wills 
and property deeds. Health care providers or others may also notice that 
a person with adequate resources no longer seems to have enough  money 
to meet his or her daily expenses. Substance abuse or mental health 
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 professionals may learn about fi nancial exploitation from sessions with 
perpetrators or victims. 

 Signs and Indicators of Financial Exploitation Include, but 
Are Not Limited to, the Following: 

 •  Sudden changes in bank account or banking practice, including 
an unexplained withdrawal of large sums of money 

 • Abrupt changes in a will or other fi nancial documents 
 • Unexplained disappearance of funds or valuable possessions 
 •  Substandard care being provided or bills unpaid despite the 

availability of adequate fi nancial resources 
 • Unexplained sudden transfer of assets or title to real estate 
 •  Extraordinary interest by family member or “new friend” in 

older person’s assets 
 •  Completion of a legal document or transaction that the elder 

does not understand or was rushed to complete 

 Neglect 

 Examples of Neglect 

 Susan, age 87, was bedridden as a result of severe arthritis. She need-
ed help getting to her walker and getting around the house. She also 
needed meals prepared for her. Henry, her husband, provided care 
for her because he did not want to pay anyone to help them. He fed 
his wife only when he felt like it. Some days he gave her medication 
and other days he did not in order to save money. When she whined 
too much, he would overmedicate her to “stop her nagging.” 

 Anthony has been bedridden for more than a year with advanced 
dementia. He required full-time care. His sons moved into his home 
to provide care. Instead, they did not feed him appropriate foods, 
assist him with toileting, or turn him in bed. As a result, Anthony 
developed many pressure ulcers that went untreated, resulting in 
massive infections and ultimately, his death. 

 Who Might Identify Neglect? 
 Neighbors, family members, health care providers, or other professionals 
often identify neglect in the home. Neighbors or family members may 
notice changes in the appearance, health, or hygiene of an older person 
or see deterioration of the condition of the elder’s residence or property. 
Physicians and other health care professionals may see untreated  medical 
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conditions or note missed appointments. Pharmacists might see that pre-
scriptions are not being fi lled regularly. Representative payees and guard-
ians may notice that the care by hired caregivers is not adequate to meet 
the patient’s medical needs. 

 Signs and Indicators of Neglect Include, but Are Not Lim-
ited to, the Following: 

 • Dehydration 
 • Malnutrition 
 • Hyperthermia or hypothermia 
 • Hazardous or unsafe living condition/arrangements 
 • Inadequate or inappropriate clothing 
 • Absence of eyeglasses, hearing aids, dentures, or prostheses 
 • Unexpected or unexplained deterioration of health 
 • Untreated decubitus ulcers and other health conditions 
 • Failure to thrive 
 • Lack of routine medical care and/or medications 

 ABUSE AND NEGLECT IN LONG-TERM CARE FACILITIES 

 An Example of Facility Abuse 

 At age 96, Charles was living in a nursing home. He was in the 
last stage of Alzheimer’s disease, was totally bedridden, and could 
not feed or toilet himself. When his daughter visited him, she  often 
found him lying in his own excrement. He had deep  decubitis 
ulcers on his tailbone and heels, as well as bruises around his 
mouth. 

 Sign and Indicators of Abuse and Neglect in Long-term Care 
Facilities Include, but Are Not Limited to, the Following: 

 • Inappropriate use of restraints 
 •  Injuries that do not match the explanation of how they 

 occurred 
 • Untreated injuries or illnesses 
 • Overmedication 
 • Severe weight loss  without intervention
 •  Disappearance of personal items, such as false teeth, hearing 

aids, money, and mementos 
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 Who Might Identify Abuse or Neglect in Long-term Care 
Facilities? 
 Family members are usually the fi rst people to identify the abuse and 
neglect of long-term care patients. Ombudsmen who make regular visits 
to nursing homes are in a position to see ongoing problems with patient 
care. Regulatory agency staff may also become aware of poor quality in-
stitutional care. The state attorney general’s offi ce may identify Medicare 
fraud relating to patient abuse or neglect. Business employees may see a 
confused older adult wandering about their premises. 

 Abandonment 
 An Example of Abandonment 

 APS was called because Felipe, age 63, was abandoned by his son 
Carlos at a local motel. Carlos did not pay his father’s motel bill, but 
continued to cash his Social Security checks. A medical team was 
called to see Felipe. He had uncontrolled hypertension and muscle 
weakness on his right side, with permanent shortening of his mus-
cles. He had a mild dementia, but severe depression. He also had a 
history of seizures and right-sided paralysis due to a stroke. He was 
completely unable to care for himself. He has a caring brother and 
sister-in-law, but his son had denied him access to all other family 
members. 

 Who Might Identify Abandonment? 
 Abandonment is most likely to be identifi ed by hospital staff when a 
patient is left at the emergency room. In addition, family members may 
come forward when an older relative suddenly disappears from his or her 
place of residence. 

 Signs and Indicators of Abandonment Include, but Are Not 
Limited to, the Following: 

 •  A cognitively-impaired patient is left in the hospital emergency 
room  without caregiver contact information

 •  Victim is put on a bus with a one-way ticket to another town or 
state 

 •  Victim is left at a public building, such as a mall, city hall, or 
police department 
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 Self-Neglect 

 An Example of Self-Neglect 

 Roberta lived alone in a house that was falling apart. The front 
porch sagged, the windows were broken, and the yard was fi lled 
with trash. She kept to herself, spending most of her time inside car-
ing for her many cats and dogs. The house was fi lled with old news-
papers and the fl oors were covered with excrement. In the summer-
time, neighbors complained of the smell coming from the house. 

 Elder self-neglect occurs frequently, but is largely hidden. Self-neglect-
ing elders tend to be withdrawn from society, live alone, and do not use 
traditional services. They often suffer from a variety of untreated medical 
conditions, many of which would respond to treatment. Their mortality 
rate is two times that of persons who have not been reported to pro-
tective services (Lachs, Williams, O’Brien, Pillemer, & Charlson, 1998). 
What began as an independent lifestyle may often deteriorate over time 
into a reclusive and marginal existence. Victims may live in situations 
that range from untidy surroundings to absolute squalor. It is sometimes 
diffi cult to differentiate between an eccentric lifestyle and one that poses 
an immediate danger to the elder and or other people. 

 Who Might Identify Self-Neglect 
 A neighbor is usually the fi rst person to make a report based on the 
bizarre behavior of the elder or the rundown appearance of the elder’s 
 living situation. Mail carriers and utilities personnel may also report .  
Public health offi cers or code enforcement offi cials may be asked to con-
demn the residence. Animal control may respond to reports of multiple 
animals that lack appropriate care. 

 Signs and Indicators of Self-Neglect Include, but Are Not 
Limited to, the Following: 

 • Trash in unkempt yards, strong odors coming from the house 
 • Many pets, often in poor health 
 • Dirty appearance, add or inappropriate dress 
 • Withdrawn, depressed, or hostile behaviors 
 • Isolated, lives alone 
 •  Hazardous or unsafe living condition/arrangements, abundance of 

trash, animals, vermin, insects in and around the victim’s home 
 • Absence of eyeglasses, hearing aids, dentures, or prostheses 
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 • Unexpected or unexplained deterioration of health 
 •  Untreated health conditions, lack of routine medical care and/or 

medications 

 Sometimes it is not possible to gain entrance into a self-neglector’s 
home. Well-meaning attempts to do so are seldom successful and may 
result in increased withdrawal on the part of the elderly person. 

 Self-neglectors sometimes present in hospital emergency rooms 
because of health crises. Older people who have suffered recent severe 
health problems or trauma, been the target of crimes, or suffered multiple 
losses also may be at risk of becoming self-neglectors, especially if there 
are not support services available. It is often diffi cult to convince them 
to accept services, and it may take weeks or months to build suffi ciently 
trusting relationships for them to do so. 

 Asking About Abuse 

 To gather information about what has occurred, the professional needs to 
ask some initial questions. Effective interviews with older people, victims 
of abuse, and people with disabilities require skill, patience, and creativ-
ity. In general, victims of abuse respond best to someone who has taken 
the time to build a rapport. Asking general questions leading to more spe-
cifi c ones is often a useful strategy. A private place for the interview, out 
of view and earshot of the abuser, is generally most effective. Questions 
to elicit information from an older person about abuse could include :  

 •  How is your social life? When was the last time you went out 
with friends or family? 

 •  Who makes decisions at your house? Who decides how your 
money is spent? 

 •  How are things going with your spouse/partner, caregiver, or 
adult child? 

 •  Is there someone in your family who has emotional or drinking 
or drug problems? 

 •  Are there strangers coming in and out of your home without 
your permission? 

 • Are you afraid? Has anyone made you feel uncomfortable? 
 • Have you ever been hit, kicked, or hurt in any way? 
 •  Does anyone threaten you or force you to do things you do not 

want to do? 
 •  Have you ever been forced to do sexual acts you did not wish to 

do? 
 • Is any of this going on now? 
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 ADDITIONAL GUIDELINES FOR EFFECTIVE 
INTERVIEWING 

 Cultural, generational, and other values may impact the quality of the 
interview and the information that is gathered. Members of some cul-
tural groups may be more willing to report abuse or talk to professionals 
about family problems than others (Moon & Benton, 2000; Sanchez, 
1999; Tomita, 1999). Many older persons may be uncomfortable talk-
ing about personal or private matters with strangers. They may fear that 
younger professionals will impose their own generational values about 
divorce or women’s roles, and judge their decisions. They may also fear 
that the admission of an abusive situation will result in their placement 
in a nursing home. Or they may simply not defi ne what is occurring to 
them as abuse. They may say, “Harry has always had a bad temper,” or 
“That’s just the way our family talks to each other.” 

 Interviewing People With Disabilities 
 Effective interviewers: 

 •  Do not assume that a person with a disability has a cognitive 
limitation or is not telling the truth. 

 •  Treat adults as adults, regardless of any disabilities they may 
have. 

 •  Work with specialists in disabilities fi elds to gain information 
about communication barriers, successful interviewing tech-
niques, and information about assistive technology for persons 
who cannot otherwise communicate (e.g., using pictures/dia-
grams for people with speech impairments). 

 •  Look and speak directly to the person being interviewed, rather 
than at the interpreter or others in the room. 

 •  Use simple language when communicating with a person with 
a cognitive disability. Avoid “confusing” questions about time, 
sequences, or reasons for behavior or abstractions. 

 •  Use a sign language interpreter if the individual is deaf or hard 
of hearing and is familiar with sign language. 

 • Take their time and do not rush the interview. 
 •  Use open-ended questions and nonleading questions whenever 

possible (Baladerian, 2004). 

 REPORTING/REFERRING ELDER ABUSE 

 After suspected abuse has been identifi ed, the next step is responding. 
This section discusses how individuals can make reports or  referrals 
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to professionals who can focus on safety, support, and services for 
 victims. 

 Elder abuse is underreported. The lack of reporting has negative 
consequences for victims in the community and in institutions. There 
are many reasons for not reporting, including fear of increased abuse or 
retaliation, social stigma or lack of whistleblower protections, ignorance 
about when and how to report, and belief that reporting will not improve 
the situation. Anecdotal evidence suggests that victims and families are 
reluctant to report abuse when it occurs in the home, as well as in institu-
tional settings. Unless there is someone willing to step forward and make 
a report, the abuse is likely to continue and may eventually prove fatal. 

 After recognizing possible abuse, sometimes it is diffi cult to decide 
what to do next. Many people are concerned about bringing up possible 
abuse for fear of violating the privacy of the victim and the family. Many 
victims, however, have indicated that they are looking for help and ap-
preciate kind, thoughtful questioning, and information. 

 In life-threatening situations or other emergencies, calls can be made to 
911 or emergency services to get an immediate response from law enforce-
ment, emergency medical treatment services, or paramedics. Life-threatening 
situations include physical or sexual assault in progress, as well as threats 
with weapons. Emergency situations include criminal acts in progress, and 
situations where there is an immediate and signifi cant threat of loss of assets. 

 In nonthreatening situations, reports can be made directly to law en-
forcement if a crime is suspected. Depending on the local practice, these 
calls may go to 911 or to nonemergency law enforcement numbers. Law 
enforcement agencies may dispatch sworn or civilian personnel to take 
an in-person report or may take information over the telephone. They 
may mail out a report form to the caller. Depending on the informa-
tion conveyed in the report, however taken, an investigation may then 
be conducted. 

 A report can also be made to social services by contacting APS, or 
by looking in the phone book under government agencies and contact-
ing the protective services hotline number or the local Area Agency on 
Aging. More information about APS and how to contact them can be 
found on the National Center on Elder Abuse Web site: http://www. 
elderabusecenter.org. Citizens or professionals who make reports only 
need to provide information on the victim’s name, contact information, 
what the suspicions are, and why there is concern. Most state APS laws, 
regardless of whether the laws mandate reporting, protect the confi den-
tiality of the reporting person, and also protect persons who make good 
faith reports from liability for reporting. Elder Abuse/APS workers will 
visit the home, investigate the allegations, determine the victim’s risk and 
capacity to make informed decisions, make recommendations to increase 
the victim’s safety, and arrange for supportive services. 

http://www.elderabusecenter.org
http://www.elderabusecenter.org
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 Currently, the APS laws of 44 states and the District of Columbia 
make reporting elder abuse mandatory in some situations. In some states, 
everyone is a reporter, whereas in other states, specifi c professionals are 
named as reporters. For more information about state APS statutes re-
lated to mandatory reporting, visit the National Center on Elder Abuse 
Web site: http://www.elderabusecenter.org. The majority of state APS 
programs are administered either by a department of human or social 
services or the state offi ce on aging. Anyone who may be a mandatory 
reporter should be familiar with his or her state’s elder abuse reporting 
requirements. 

 Other agencies and remedies may be available to improve the situ-
ation. Consider contacting a local domestic violence program (National 
Domestic Violence Hotline: 800-799-SAFE) for the number of the near-
est agency. Most domestic violence programs have 24-hour hotlines and 
can provide information and referrals about services and legal options 
available for the victim. Phone numbers for sexual assault programs can 
be found by calling the National Sexual Assault Hotline at 800-656-4673 
or checking listings in a local phone book. Other services through the ag-
ing network, faith-based community, or other community organizations 
may have programs to help victims. Although faith-based leaders are in a 
unique position to encounter situations of elder abuse, they seldom make 
reports. But by providing services, such as pastoral visits and transporta-
tion to religious activities, the faith community can help to alleviate the 
isolation that leads to elder neglect and abuse. 

 ADDITIONAL CONSIDERATIONS FOR 
REPORTING/REFERRING ABUSE IN FACILITIES 

 Ombudsman offi ces or regulatory agencies sometimes receive reports of 
alleged abuse in facilities. The ombudsman acts as an advocate for resi-
dents, working to improve their safety and quality of life. Under the Old-
er Americans Act, ombudsmen can report abuse only with the permission 
of the victim. For this reason, sometimes ombudsmen may be unable to 
report specifi c abuse situations to the regulatory agency, APS or law en-
forcement; however, ombudsmen are able to share generalized concerns 
about the quality of life in a specifi c facility. Contact information for the 
ombudsman can be found in the phone book or by contacting the local 
Area Agency on Aging. 

 State regulatory agencies are another place where allegations of abuse 
and neglect in long-term care can be referred. In every state, there are 
agencies responsible for the licensing and certifi cation of long-term care 
facilities. In addition to making regular certifi cation visits to  facilities, 

http://www.elderabusecenter.org
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these agencies are also charged with investigating incidents of dangerous 
or inadequate care. Also, state agencies regulate the licensure and board 
certifi cation of certain professionals including physicians, nurses, and so-
cial workers. Situations of inappropriate or inadequate professional care 
should be referred to these licensing boards. 

 Reporting/Referring Self-Neglect 
 In most states, situations of self-neglect should be reported to APS. There 
are APS programs in every state and most communities. In situations 
of self-neglect, it is likely that the self-neglecting person will refuse the 
initial offer of services. It often takes repeated referrals and patient ef-
forts on the part of APS before the worker is able to gain entry into the 
home. Keep in mind that self-neglectors, like everyone else, have the right 
to refuse to let strangers into their homes. And they may be even more 
reluctant to do so because they fear that outside intervention will result 
in the loss of their possessions, pets, and even their homes. Sometimes it 
is easier for a health care professional — either a physician or a nurse — to 
gain access to a self-neglecting elder. For that to occur, knowledge about 
the physical condition of the elder, such as known diseases and unhealed 
injuries, is important. Sometimes it is not possible to gain entrance into 
a self-neglector’s home. Well-meaning attempts to do so may be unsuc-
cessful and may result in increased withdrawal on the part of the elderly 
person. One study found that elder self-neglectors are more likely to feel 
intruded on by investigators than are elders who are abused by other 
people (Longress, 1994). 

 CONCLUSION 

 This chapter provided information on the types of elder abuse, signs and 
indicators of abuse, and the most likely persons to identify abuse and re-
port it. In addition, it described the process of reporting elder abuse. The 
chapter emphasizes that because elders seldom self-report, it is essential 
for concerned family members, neighbors, friends, and professionals to 
be aware of the possibility of elder abuse and neglect, and to take respon-
sibility for making reports to the appropriate authorities. The next chap-
ter provides information on the systems and professionals who respond 
to elder abuse and neglect reports.   
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 C H A P T E R  F I V E  

 Systemic Responses to 
Elder Abuse 

 Numerous systems and agencies investigate allegations of elder abuse and 
provide support and services for older victims. Like pieces of a puzzle, 
agencies can be scattered throughout the community and have little or no 
connection with one another. After an elder abuse, exploitation, or ne-
glect report or referral is made, one or more agencies may work with an 
individual victim and/or perpetrator. This chapter describes the roles and 
responsibilities of the major systems that respond to elder abuse. Inves-
tigative systems include Adult Protective Services (APS) and the criminal 
justice system. Physical health needs are addressed by the medical system. 
Additional interventions and remedies are available from a variety of 
other agencies. 

 ADULT PROTECTIVE SERVICES 

 Core Duties 
 The purpose of APS is to reduce or eliminate the abuse, exploitation, 
and/or neglect of elderly and vulnerable adults. The primary responsibili-
ties of APS staff are to take reports of elder abuse, exploitation, neglect, 
and self-neglect; make face-to-face contact with the victim to determine 
the immediate level of risk; assess the victim’s capacity to give informed 
consent for any services to be provided; conduct a thorough investiga-
tion of the allegations; determine if there is a founded or actionable case; 
and, where appropriate, arrange for services to be provided to reduce the 
risk of further abuse. In most states, APS also serve vulnerable adults age 
18 to 59 who are reported to be victims of abuse, exploitation, neglect, 
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and self-neglect. In many states, APS workers investigate abuse that oc-
curs in facilities, in addition to the investigations conducted by regulatory 
 agencies. 

 If an allegation of abuse is founded, and the victim is capable of 
giving informed consent for the provision of services, APS can arrange 
for a wide variety of supportive services including, but not limited to, 
medical, social, economic, legal, housing, home health, law enforcement, 
or other protective, emergency, or supportive services. Victims who have 
the capacity to give informed consent may refuse any or all of these ser-
vices. In fact, one of three abuse victims refuse the initial offer of ser-
vices (Bozinovski, 1995). Victims who lack the capacity to give informed 
consent and are in imminent danger may have emergency services pro-
vided with the authorization of a court. Depending on state laws and 
regulations, APS may continue to monitor these services once they have 
been put in place, as well as provide therapeutic counseling or casework 
services until the victim’s risk has been reduced or eliminated. In some 
states, the case may be passed on to a case management agency. 

   Legislative Authority 
 No federal statutes or standards govern the delivery of adult protective 
services, which is authorized by state statutes that vary in their defi ni-
tions of abuse. However, every state elder/vulnerable adult protection 
statute or regulation includes physical abuse and fi nancial exploita-
tion. The majority of state statutes include sexual abuse and neglect. 
More than half the states also include self-neglect, and a handful in-
clude psychological abuse and abandonment.   Currently, the APS laws 
in 44 states and the District of Columbia mandate the reporting of some 
situations of elder abuse to APS by selected professionals or, in some 
states, by anyone. Some state statutes also mandate that APS and law 
enforcement exchange  information on the elder abuse reports that they 
receive. 

 Staffi  ng 
 At least as many variations in the programs exist as there are states. Pro-
grams differ administratively, but the core values that provide direction 
to them are consistent. Staff of APS are usually human services workers 
whose primary responsibility is to receive and investigate allegations of 
abuse, neglect, and exploitation against older adults and/or vulnerable 
adults. In most states, administrative authority for elder and adult pro-
tective services is housed in either human services or aging services agen-
cies. A few states have a bifurcated system in which one agency (usually 
aging services) investigates elder abuse and another responds to abuse of 
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TABLE 5.1 Primary Activities/Functions of APS/Elder Abuse 
Agencies

 • Take reports of abuse, exploitation, and neglect 

 • Provide information and referral 

 • Make face-to-face contact with the victim within 24 to 72 hours 

 • Assess immediate risk to the victim 

 • Evaluate the victim’s capacity to make informed decisions 

 • Investigate and substantiate abuse 

 • Develop a case plan 

 • Provide short-term case management and counseling 

 • Arrange for the provision of supportive services including, but not limited to:

Referrals for physical and mental health assessments

 Cleaning services

 Financial management

 Transportation

 Home modifi cation to meet the needs of persons with disabilities

 Temporary medications 

 Assistive devices

 Food services, including Meals on Wheels or food stamps, when applicable

 Emergency housing

 Home repairs, including roofi ng, fl oor, and walls

 Pest and animal control

 Respite care or other provider services

 Residential placement

 Linkage to other service groups 

 • Assist with applications for health care and/or fi nancial benefi ts 

 • Apply for temporary emergency guardianship court actions 

 • Testify in civil and criminal court actions 

younger adults, ages 18 to 59, who have disabilities that prevent them 
from protecting themselves. 

 Educational requirements for APS workers and supervisors vary, 
ranging from a high school diploma to a master’s degree, typically in the 
social sciences. A few states require professional certifi cation or licensure. 
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Most states require an average of only 6.8 days of training for new APS 
staff, although many states allow new workers to do fi eld work before 
completing basic training. Experienced APS workers receive an average 
of 3.4 days of ongoing training annually, and supervisors receive an aver-
age of 4.7 days. Only two states, Kansas and Utah, require that APS staff 
be licensed social workers (Teaster, 2002). 

 In general, APS hours are Monday through Friday during normal 
business hours. Reports can be made 24 hours a day, sometimes to the 
state elder abuse hotline or a local after-hours phone system. Investiga-
tions generally occur during business hours, although some communities 
do provide emergency APS services in crisis situations. 

 Ethical Principles 
 Although APS workers have no offi cial professional guide such as the 
Hippocratic Oath, there are certain core values and principles that guide 
their practice. If they are a member of a particular profession (e.g., so-
cial work, nursing), that profession will have its own ethical code. The 
fi rst principle is that every action taken by APS must balance the duty to 
protect the safety of the vulnerable adult with the adult’s right to self-de-
termination. Unlike children, adults retain their full array of civil rights 
unless those rights have been limited by the imposition of a court-ordered 
guardianship or conservatorship. This core value is the basis for all APS 
service delivery. It is also the most diffi cult value to adhere to when APS 
is trying to protect the adult’s safety and support his or her right to make 
decisions, even if others deem these decisions as poor choices. In their 
practice, APS workers believe that: 

 •  Adults have the right to be safe. 
 •  Adults retain all their civil and constitutional rights unless some 

of these rights have been restricted by court action. 
 •  Adults have the right to make decisions that do not conform 

with societal norms, as long as these decisions do not harm 
 others. 

 •  Adults are presumed to have decision-making capacity unless a 
court adjudicates otherwise. 

 • Adults have the right to accept or refuse services. 

 A second APS value is that older people and people with disabili-
ties who are victims of abuse, exploitation, or neglect should be treated 
with honesty, caring, and respect   (National Adult Protective Services 
Association, 2004). 
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 CRIMINAL JUSTICE SYSTEM 

 Reports Made to Law Enforcement 
 The purpose of law enforcement involvement is to respond to calls from 
citizens. The primary focus of this response is to determine if there has 
been a violation of the law. In many cases, however, calls will involve 
simply providing assistance in resolving confl ict or directing citizens to 
other public services. If the call is crime related, the primary focus will be 
on meeting the victim’s immediate needs and establishing suffi cient facts 
to hold the offender accountable. 

 As a rule, the focus of law enforcement is investigating crimes.  However, 
in nonemergency situations in which someone has voiced concern about an 
older person who has not been seen for a period of time, law enforcement 
might be called to do a “wellness” or “welfare” check, which involves look-
ing in on the older person to make sure that he or she is all right. 

 Individuals who are concerned about life-threatening situations or 
crimes usually call 911 or law enforcement. A dispatcher records the 
information and sends emergency medical technicians or paramedics to 
the scene to provide immediate medical treatment. Law enforcement also 
responds and may start an investigation immediately. If a crime is sus-
pected, offi cers secure the scene, collect evidence, take photographs of the 
crime scene and parties, document the incident, and interview the victim, 
any witnesses and, if possible, the alleged perpetrator. 

 Core Duties 
 Law enforcement’s primary responsibility is to protect the public and 
ensure that the laws are obeyed. Offi cers investigate violations of the law 
and make arrests when suffi cient evidence is found. They also seek judi-
cial approval for arrest and search warrants and serve them once issued. 

 The primary responsibility of a prosecutor is to enforce the laws in a 
fair manner. The head prosecutor is that jurisdiction’s chief law enforce-
ment offi cial. Prosecutors review evidence; decide whether to fi le charges 
against individuals; represent the state, county, parish, or government 
in various court proceedings; may conduct plea negotiations or make 
sentencing recommendations; and may handle many different appellate 
matters. Some prosecutors also present cases to grand juries. Prosecutors 
may oversee investigations, provide legal guidance for law enforcement, 
and train a variety of criminal justice professionals. 

 Some law enforcement agencies, prosecutor’s offi ces, or  community-
based organizations employ victim advocates (also called victim- witness 
coordinators or victim assistance providers). These advocates deal 
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 directly with crime victims. They assist the victim in understanding the 
court process, provide referrals and linkages to other agencies and pro-
grams, help the victim obtain transportation to the prosecutor’s offi ce or 
court, accompany the victim to court and provide emotional support, 
and help victims prepare victim impact statements. Victim advocates also 
help victims apply for funding from victim compensation, which can pay 
for things such as medical and mental health treatment, relocation when 
necessary, or replacement of damaged property, such as eyeglasses, door 
locks, and windows. 

 Probation offi cers supervise persons admitted to probation by vari-
ous courts. Parole offi cers supervise persons who have completed periods 
of incarceration ordered by state and federal courts and who must also 
demonstrate their ability to live as law abiding persons in the community. 
Both parole and probation offi cers have powers to supervise and enforce 
conditions of probation as set by a court or parole authority, and to make 
arrests.   

   Staffi  ng 
 The criminal justice system is generally thought to include law enforce-
ment, prosecutors, probation and parole offi cers, judiciary, and correc-
tions. Law enforcement includes a variety of peace offi cers, who are em-
ployed by local, state, or federal entities and who are given arrest powers. 
Educational requirements are set by employing agencies and vary from a 
high school diploma to advanced college degrees. Law enforcement offi -
cers ordinarily must complete a police training academy that teaches job-
specifi c skills and knowledge, including relevant laws, search and seizure, 
control and arrest techniques, use of force, fi rearms and other weapons 
profi ciency, and investigation of crimes. Most law enforcement offi cers 
work in the community. Law enforcement is available 24 hours a day, 
seven days a week. 

 Prosecutors are attorneys who typically possess an undergraduate 
degree and a postgraduate law degree. As attorneys, they have success-
fully passed a bar examination and have been admitted to practice in a 
state or federal court, or both. Prosecutors generally work with cases in 
their offi ces or in court during business hours Monday through Friday. 

 Employing agencies set the qualifi cations for parole and probation 
offi cers. These may include a degree in social work or mental health, 
general college degree, or specialized advanced degrees. Many states or 
agencies require initial training that focuses on relevant laws, arrest pow-
ers, report writing, family violence, substance abuse, counseling, mental 
health issues, and weapons use. 
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TABLE 5.2 Primary Activities/Functions of the Criminal Justice 
System

Discipline Activities/Functions in Elder Abuse Cases

Law Enforcement • Obtain medical care for injured victims

• Investigate allegations

• Identify criminal conduct

• Collect relevant evidence

• Apply for and execute arrest and search warrants

• Conduct identifi cation procedures

• Process forensic evidence

• Testify in court proceedings

• Seek bail enhancements

• Seize weapons, where permitted

• Provide protection, when possible

• Obtain court orders on behalf of victims, where 
permitted

• Support protective service workers and other team 
members

• Perform welfare checks

• Perform civil process to retrieve property

Prosecution • Answer criminal law questions

• Provide information about the legal system

• Identify criminal conduct 

• Provide assistance during investigation

• Initiate charges

• Conduct grand jury investigations

• Prosecute cases on behalf of the state

• Seek increased bail or remand

• Obtain court orders

• Issue subpoenas to secure witnesses and produc-
tion of documents

• Obtain conviction of perpetrators of elder abuse

• Use information learned from team to craft 
 sentencing recommendations

(continued)
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• Present victim impact information at sentencing

• Seek conditions of probation to address underly-
ing reasons for criminal conduct and separate 
victim and suspect

• Seek orders of restitution

• File motions seeking sanctions for violations of 
probation or failure to pay restitution

• Appear at parole hearings to resist early release

Victim Advocates 
(Victim Witness) (may 
work in prosecutor’s 
offi ce, law enforcement 
agency, or community- 
based  organization)

• Assist with preparation of a safety plan

• Explain community-based resources

• Inform about available legal options

• Assist with obtaining court orders

• Provide crisis intervention and direct to ongoing 
counseling

• Assist with obtaining legal benefi ts

• Arrange for emergency housing, including referral 
to appropriate shelters 

• Assist victims in enrolling in confi dential address 
program, where available and eligible

• Demystify the criminal justice system by provid-
ing information on the process, court procedures, 
participants and their role

• Explain community resources, options

• Make emergency housing referrals

• Provide transportation to court

• Provide court accompaniment for victims

• Assist victims in preparation of impact statements 

• Advise of court dates

• Provide limited emergency funds, when available.
Note: Criminal justice-based advocates generally 
obtain information that can be used in court and 
do not have client confi dentiality to the extent 
that community-based advocates do.

(continued)

TABLE 5.2 (continued)

Discipline Activities/Functions in Elder Abuse Cases
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Probation and Parole • Supervise released persons

• Require and monitor testing for substance abuse

• Ensure that counseling and treatment programs 
are attended

• Return to custody or court for suspected 
 violations

• Require perpetrators to report regularly

• Supervise collection and regular payment of 
 restitution

• Monitor compliance with court orders

TABLE 5.2 Primary Activities/Functions of the Criminal Justice 
System (continued)

Discipline Activities/Functions in Elder Abuse Cases

 Ethical Principles 
 Criminal justice professionals share a common ethical principle of equi-
tably enforcing the law and protecting the public. In general, each owes 
a primary duty to the community and public at large, rather than to 
an individual victim. Therefore, in carrying out their mandates, criminal 
justice professionals make decisions that protect the broader community, 
even if those decisions are at variance with the desires of a particular 
victim. Prosecutors are the attorneys for the entire community and their 
decisions focus on making the community safer, rather than acting to sat-
isfy a particular person. Criminal conduct is viewed as an act against the 
entire community, not just as a private wrong against an individual. 

 Variations Within the System 
 There are local, state, and federal criminal justice systems, each with its 
own applicable laws and jurisdiction. Sometimes there is overlapping 
authority between agencies. For example, bank robberies may be inves-
tigated by local law enforcement in the community where the robbery 
occurred, as well as by the FBI. Prosecution may be by the local county 
prosecutor’s offi ce or the regional federal offi ce of the U.S. attorney. 

 Crimes and actions in federally funded nursing homes may fall 
 simultaneously within the jurisdiction of a local county, the state’s Med-
icaid Fraud Control Unit, and the criminal division of the federal offi ce of 
the U.S. attorney. These differences may result in multiple investigations 
and varied outcomes. 
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 CIVIL JUSTICE SYSTEM 

 Core Duties 
 The primary responsibilities of civil lawyers are to counsel clients about 
their legal rights and obligations, advocate zealously on behalf of clients, 
and bring or defend civil lawsuits on behalf of their clients.   

TABLE 5.3 Primary Activities/Functions of the Civil Justice
System

Civil Justice • Identify cases where guardianship or conservatorship is 
needed

• Ask the court to declare that a person lacks deci-
sion-making capacity and needs to have a guardian or 
conservator appointed

• Ask the court to appoint a different guardian or conser-
vator if the existing individual is abusing, neglecting, or 
exploiting the incapacitated person

• Defend an individual against a determination that he 
or she lacks decision-making capacity and the appoint-
ment of a guardian or conservator 

• Seek civil court orders to protect a victim of elder abuse

• Bring lawsuits to preserve or regain a victim’s assets or 
to seek monetary damages for harm caused by abuse 
or neglect (including such causes of action as theft, 
assault and battery, conversion, breach of contract, and 
 negligence)

• Counsel clients about ways of protecting themselves 
and their assets from abuse, neglect, and exploitation

• Prepare legal documents that anticipate the possibility 
of decision-making incapacity, such as durable powers 
of attorney for fi nances, advanced health care direc-
tives, and trusts

• Counsel clients on estate planning and prepare appro-
priate documents, including wills and trusts

• Challenge the validity of a will or some other legal 
document because of undue infl uence

• Seek or challenge the mental health commitment of an 
elder abuse victim

• Counsel and represent clients in family matters such as 
separation and divorce
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   Staffi  ng 
 Civil lawyers may work in a variety of settings. They may work in private 
law fi rms. Civil lawyers may work in legal services or legal aid offi ces, 
providing free legal services to older persons under certain circumstances. 
Civil lawyers also may work in government agencies, such as the local 
courts, the public guardianship program, the state attorney general’s of-
fi ce, or the offi ce of the U.S. attorney. Lawyers attend law school for three 
years (full time) after obtaining a bachelor’s degree. They must take and 
pass a state bar examination to obtain a license to practice law. 

 A relatively new area of civil practice is called elder law. As the name 
suggests, elder law attorneys specialize in legal issues affecting older per-
sons. A growing number of law schools offer courses on elder law that 
usually include some content on elder abuse, but most civil lawyers do 
not take those elder law classes. 

 Ethical Principles 
 Each state has its own ethical rules for lawyers licensed in that state. But 
the two highest ethical principles of the legal profession are consistent 
from state to state. The fi rst principle is that lawyers should not repre-
sent clients unless they are competent in the areas of law relevant to the 
client’s problem. The second principle is that competent legal services 
cannot be provided unless a client discloses all pertinent information. 
Toward that end, lawyers must maintain client confi dentiality, protect 
privileged information, and ensure that other interests do not divide their 
loyalty to their client. 

 HEALTH CARE SYSTEM 

 Core Duties 
 Physicians must elicit patient histories, perform physical examinations, 
and make diagnoses. Once the diagnosis is known, an intervention is 
planned that might include medication, surgery, or another modality 
(i.e., therapy). Physician assistants and nurse practitioners perform these 
same basic functions, usually in conjunction with a practicing physician, 
although some, depending on a particular state’s laws, may open their 
own practices. Nurses and social workers perform assessments and make 
recommendations concerning nursing or social interventions. Table 5.4 
is a chart of health care professionals and their activities related to elder 
abuse.   
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TABLE 5.4 Primary Activities/Functions of the Health Care
System

Health Care Professionals Activities/Functions Related to Elder Abuse

Allied Health Care Profession-
als—Therapists, Dietitians, etc.

• Provide additional needed services or 
 assessments

• May have historical information on 
 victim, family members, or caregiver

Coroner (may or may not be a 
physician)

• Responds to suspicious deaths, although 
may not perform autopsies

• Investigates to determine cause of death

Dentists • Report suspected abuse and neglect 

• Provide dental care and reconstructive 
procedures

• Able to detect facial or dental injuries 
that may indicate physical abuse or 
 neglect

Emergency Room Physicians • Case identifi cation

• Treat victims

• Referrals to other medical providers

Eye Specialists • Detect injuries to face and eyes that may 
indicate abuse

• Report suspected abuse and neglect 

• Provide eye care

Health Department • Monitor public health thorough home 
visits, community clinics, house cleanup 

• Control of communicable diseases

Hospital Discharge Planners • Work with APS and medical team to 
ensure that patient is going back to a safe 
environment

Hospital Social Workers (not 
Adult Protective Services)

• Provide detailed social history, 
 counseling, case management services

Medical Examiner (is a 
Physician)

• Perform autopsies

• Determine cause of death 

• Interpret medical fi ndings

• Obtain, test, and interpret toxicologic 
material

(continued)
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TABLE 5.4 (continued)

Health Care Professionals Activities/Functions Related to Elder Abuse

• Provide forensic information and 
 evidence

Nurses • Provide nursing expertise, including case 
management

Paramedics/Firefi ghting Services • Provide emergency medical care in the 
fi eld

• Transport victims to medical treatment 
facility

Physicians, Nurse Practitioners, 
and Physician Assistants

• Treat or cure disease states (e.g., vitamin 
defi ciency, depression, heart disease, 
hypertension, diabetes)

• Improve cognitive status by providing 
medication and mental retraining

• Improve functional status by prescribing 
therapy and/or assistive devices

• Prevent deterioration by monitoring 
health status

• Prevent death by responding to acute 
changes in status

• Treat behavioral disorders with ap-
propriate medical and environmental 
 modifi cations

• Adjust/monitor complex medication 
regimens 

• Improve nutrition by intervening in 
disease states and prescribing dietary 
supplementation 

• Recommend appropriate modifi cations to 
living situation

• Provide caregiver training

• Educate the victim about their disease 
states and requirements for improved 
health

• Provide palliative care at the end of life, 
by controlling pain and symptoms

(continued)
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 Staffi  ng 
 Health professionals work in a variety of settings, including hospitals, 
outpatient clinics, nursing homes, autopsy suites, and private residences 
through house calls. Some health care providers work in clinics or dental 
offi ces, which are open during regular business hours. Other health care 
settings, such as hospitals, are open 24 hours a day. 

 Nurses and social workers may have varying levels of educational 
preparation. Licensed vocational nurses have one year of courses; regis-
tered nurses have two years of college in some programs and a bachelor’s 
degree in others. Social workers generally have an undergraduate degree 
in social work. Members of both disciplines can earn a master’s degree 
or a doctorate in their respective fi elds. Nurse practitioners or physician 
assistants usually have a master’s degree and have a period of apprentice-
ship that lasts from one to one-and-a-half years. 

 Geriatricians are physicians who have completed four years of 
medical school after earning an undergraduate degree, usually, but not 
exclusively, in a scientifi c discipline. After medical school, a would-be 
geriatrician generally undergoes a residency in internal medicine or fam-
ily practice. Both of these residencies require a three-year period of ap-
prenticeship under supervising physicians. To become a geriatrician, the 
physician must study for an additional one to two years in a geriatric 
fellowship program. 

 Ethical Principles 
 Everyone in the health care system is trained to be a patient advocate. 
Most physicians take the Hippocratic Oath when they graduate from 
medical school. Social workers and nurses have similar creeds. Nurses 
and physicians also adhere to the ethical principle to do what is best 

Sexual Assault Nurse-Examiners • Document forensic evidence of sexual 
assault 

• Collect biological samples for testing 
from victims

• Identify and evaluate cases of sexual 
 assault in emergency departments

• May be trained to recognize and 
 intervene in other forms of abuse

TABLE 5.4 Primary Activities/Functions of the Health Care
System (continued)

Health Care Professionals Activities/Functions Related to Elder Abuse
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for the patient, without doing any harm. Unlike social work profession-
als, who pledge to maintain autonomy, other medical professionals are 
charged with the patient’s safety and best interests. If these goals confl ict, 
or in an emergency situation or when the patient is mentally incapaci-
tated, the physician’s duty to the patient’s safety and best interests can 
override the patient’s wishes. 

 Other Useful Information 
 Medical professionals may have varying degrees of knowledge concern-
ing elder abuse or neglect. Most often these health providers are trained 
to minister to the individual and do not have a system perspective, es-
pecially concerning social issues. Almost no information about crimes 
and the criminal justice system are ever addressed in health professional 
training. 

 DOMESTIC VIOLENCE AND SEXUAL ASSAULT 
 PROGRAMS 

 Core Duties 
 The primary responsibility of domestic violence and sexual assault advo-
cates is to provide assistance in a crisis, as well as ongoing support and 
information to victims of domestic violence and/or sexual assault.   

TABLE 5.5 Primary Activities/Functions of the Domestic Violence 
System

Discipline Activities/Functions Related to Elder Abuse

Domestic Violence  Programs • Represent victim perspective 

• Provide information to the victim 

• Support victim through criminal justice 
 system 

• Link victim to services

• Provide services, including shelter

• Assist with restitution

• Operate crisis hotlines

• Operate support groups

• Operate shelter programs

(continued)
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• Assist with preparation of a safety plan

• Explain community-based resources

• Inform about available legal options

• Assist with obtaining court orders

• Provide legal advocacy, including court 
accompaniment and support during legal 
proceedings

• Provide crisis and ongoing counseling

• Assist with obtaining legal benefi ts

• Arrange for emergency housing, including 
appropriate shelters 

• Assist victims in enrolling in confi dential 
 address program, where available and eligible

• Provide transitional housing, where available

• Conduct batterers intervention programs, 
where available

• Provide community education and 
 professional training

Sexual Assault Programs • Provide medical accompaniment during 
sexual assault examination

• Provide legal advocacy

• Operate 24-hour crisis line

• Provide individual peer support and/or 
 counseling

• Conduct support groups

• Provide information and referral

• Provide self-defense programs

• Provide community education and 
 professional training

TABLE 5.5 (continued)

Discipline Activities/Functions Related to Elder Abuse
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   Staffi  ng 
 Domestic violence and sexual assault advocates work with victims of 
abuse by providing them with information, referrals, and support dur-
ing the period immediately following an abusive incident or as needed 
for years after. Advocates may have a variety of educational back-
grounds, from high school diplomas to doctoral degrees, depending 
on the job specifi cations. The domestic violence movement encourages 
hiring of former victims of abuse, so many advocates work in the fi eld 
because of their strong personal commitment to the issue. Domestic 
violence and sexual assault advocates generally work in nonprofi t or-
ganizations. Some work in emergency shelters or staff 24-hour crisis 
lines. These services are available 24 hours a day, seven days a week. 
Other staff work with victims during business hours to assist them in 
other ways. 

 Ethical Principles 
 Safety is the highest priority for victims of domestic violence. Domestic 
violence and sexual assault programs operate from a grassroots perspec-
tive that originated from the concept of women helping other women 
with the violence in their lives. Programs use a self-help model, meaning 
that victims contact the program if they would like support or help. Staff 
members at the programs believe the victim’s account of the abuse. No 
investigation is done to verify the victim’s story. Interventions involve 
providing the victim with information and supporting whatever deci-
sions the victim makes. Staff recognize that many victims feel powerless 
after a sexual assault or years of abuse. Restoring power over the victim’s 
life is fundamental. Many shelter locations are at confi dential locations 
so that the victim will have the opportunity to separate completely from 
the abuser. Confi dentiality is paramount as a method to help enhance 
victim safety. Generally, domestic violence and sexual assault programs 
will not release any information about the victims and survivors who 
contact the programs without a signed release of information. Finally, 
advocates will stand by the victim, whatever decision she or he makes. 
Advocates may challenge policies, practices, or societal values that im-
pede victim safety. 

 Variations 
 Domestic violence and sexual assault programs vary greatly throughout 
the United States. In some communities, domestic violence and sexual 
assault programs are separate. In many other communities, the programs 
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are dual, meaning that one organization serves victims of both domestic 
violence and sexual assault. Some are small rural programs, with only a 
few staff. Other programs have more than 100 staff and run small cam-
puses. Not all domestic violence programs offer emergency shelter. Most 
programs focus primarily on the needs of women, but many organiza-
tions throughout the country also provide services for men. 

 Although few programs offer direct services for older victims, more 
than 100 programs were identifi ed that included support groups, elder 
advocates, and task forces (National Clearinghouse on Abuse in Later 
Life, 2003). Only 34 support groups specifi cally for older abused women 
were identifi ed in a 2003 survey (Spangler & Brandl, 2003). 

 LONG TERM CARE OMBUDSMAN 

 Each state has a Long Term Care Ombudsman Program that is mandated 
by the federal government as a condition of receiving Older Americans 
Act funding. Long-term care ombudsmen act as advocates for residents 
of long-term care facilities (as defi ned by state law), regardless of the 
resident’s age, and work to ensure that residents’ rights are not violated. 
Ombudsmen respond to complaints from residents and, in most states, 
make regular visits to long-term care facilities. Some ombudsmen are 
paid staff, whereas others are volunteers. Their educational background 
and qualifi cations vary greatly.   

   ADDITIONAL AGENCIES THAT MAY OFFER USEFUL 
 SERVICES FOR ELDER ABUSE VICTIMS 

 Table 5.7 is a list of agencies that may provide assistance to elder abuse 
victims. It is not comprehensive and serves only to illustrate the types of 
services and numerous agencies that may be involved in a senior victim’s 
life. Specifi c services may vary according to the community.   

TABLE 5.6 Primary Activities/Functions of Ombudsmen

• Advocate for residents’ rights and quality care
• Educate consumers and providers
• Resolve residents’ complaints
• Provide information to the public
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TABLE 5.7 Primary Activities/Functions of Other 
Community-Based Agencies

Topic Professionals Involved Activities

Animals Humane Society,  
Animal Control, 
Veterinarians

• Identify abuse 

• Protect and board pets

• Provide medical treatment

• Spay or neuter pets

• Euthanize terminally ill 
animals

Attorney General’s 
Offi ce

Consumer Fraud • Provide consumer education

• Investigate allegations of 
consumer fraud

• Litigate consumer fraud 
cases

Medicaid Fraud Often in Attorney 
General’s Offi ce

• Investigate reports of abuse 
and neglect in long-term care 
facilities funded by Medicaid

• Prosecute cases of abuse and 
neglect in long-term care 
facilities

Aging Network Area Agencies on
Aging

• Provide information about 
benefi ts

• Meals on Wheels 

• Transportation 

• Tax preparation

• In-home services

Senior Centers • Congregate meals

• Socialization

• Phone reassurance

Financial Benefi t Specialists • Assist with getting benefi ts

• Money management  services

• Bill-paying services that also 
balance checkbooks

Social Security
 Representative Payees

• Payees receive a benefi ciary’s 
benefi ts payments and man-
age and spend those payments 
on the benefi ciary’s behalf

(continued)
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Representatives of 
 Banking Institutions 

• Identify suspicious 
 transactions

• Repository of documentary 
evidence

• Analyze fi nancial 
 transactions

Mental Health Psychiatrist and 
 Psychologist

• Conduct mental health as-
sessments

• Treat mental illness

• Initiate certifi cation of 
patients for involuntary 
commitment and treatment

Substance Abuse • Provide residential and out-
patient treatment

• Work with courts, proba-
tion, and parole to monitor 
compliance with program 
rules and regulations

• Initiate certifi cation of 
patients for involuntary 
substance abuse treatment

U.S. Citizenship and
Immigration Services

• Hold and deport undocu-
mented persons

• Enable some victims to 
self-petition for the right to 
remain in the United States 
and seek citizenship

Social Workers (not 
APS)

• Provide individual and 
 family counseling

Caregiver Advocates Alzheimer’s
Association, etc.

• Education on disease

• Support for caregivers

(continued)

TABLE 5.7 Primary Activities/Functions of Other 
Community-Based Agencies (continued)

Topic Professionals Involved Activities
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Faith Community Pastors, Priests, Rabbis, 
Church Groups, Parish 
Nurses, Lay Leaders

• Provide spiritual support for 
victims, families

• Friendly visitors

• Serve as guardians/represen-
tative payees

Disability Network • Provide information on 
available resources and 
 benefi ts

• Advocate on behalf of per-
sons with disabilities

• Provide assistive devices and 
home modifi cation

• Offer retraining after dis-
ability onset

Community-/
Cultural-Specifi c 
Groups

• Social support

• Translation services

• Possible temporary emer-
gency housing

Gay, Lesbian, 
 Bisexual, Transsexual 
Services

• Social support

• Possible temporary emer-
gency housing

• Provide crisis services and 
counseling

Housing • Assisted living

• Low-income housing

• Home modifi cation

• Affordable housing  resources

TABLE 5.7 (continued)

Topic Professionals Involved Activities
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 CONCLUSION 

 Victims of elder abuse, exploitation, and neglect may be served by any 
or all of the programs previously described. As a result, victims may en-
counter scores of people who ask them the same questions, provide them 
with confusing procedures or confl icting information, and leave them 
overwhelmed with options, yet still in danger. For victims to be better 
served, the agencies and professionals involved must understand their 
own and each others’ roles, convey these roles clearly to the victim, main-
tain clear and frequent communication with each other and the victim, 
and coordinate their activities and services in a simple yet comprehensive 
manner that brings the maximum benefi t to the victim as quickly and ef-
fi ciently as possible. 

 One of the challenges of having victims involved with multiple pro-
fessionals and systems is collaboration. As the previous chapters have 
indicated, elder abuse is a complex issue requiring a multidisciplinary 
response. The remainder of the book discusses the benefi ts and obstacles 
of collaboration and promising multidisciplinary practices in the fi eld of 
elder abuse.          



 S E C T I O N  T H R E E  

 Collaboration 
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 C H A P T E R  S I X  

 Collaborative Eff orts: 
Benefi ts and Obstacles 

 OVERVIEW 

 The preceding chapters defi ned elder abuse and its forms. Characteris-
tics of victims and perpetrators were explored, along with some of the 
many systems that may be involved in identifying and responding to 
 elder abuse. In the ensuing chapters, the discussion includes intervention 
and the  responses intended to improve the lives of elder abuse victims, 
both on the individual and societal levels. Because of the complexity 
of the problems faced by victims, as well as the diversity of responses 
required to help them, the authors believe that collaborative efforts can 
achieve better outcomes for seniors than individual or single-discipline 
responses. 

 Given the many professions that may be involved in identifying and 
intervening in incidents of abuse—whether physical or sexual abuse, 
 fi nancial exploitation, neglect, abandonment, emotional abuse, self-
 neglect, or any combination—development of comprehensive and  effective 
responses is complex. Elder abuse is seldom a single act. More typically it 
is a series of actions or failures to act that cause harm to an  elderly person. 
If responses are simply reactions to the presenting situation, the problem 
will not truly be addressed. If the physician simply treats a patient’s dehy-
dration without discovering that a care provider refuses to properly pro-
vide nourishment and medication to the elder, the problem will persist. If 
a banker stops payment on an elder’s checks  because of insuffi cient funds, 
but does not explore what has occurred or report what has happened, 
fi nancial exploitation will continue. If law enforcement declines to arrest 
an elderly husband who has assaulted his wife because she is reluctant to 
press charges and he is her caregiver, then the abuse will continue. 



104 ELDER ABUSE DETECTION AND INTERVENTION

 HISTORICAL PERSPECTIVE 

 Historically, systems worked exclusively within their discipline or with a 
small group of related disciplines to perform their core functions. For ex-
ample, law enforcement traditionally received calls for service, responded, 
interviewed parties, and, when appropriate, made arrests. They handed 
off their arrests to prosecutors, who decided whether to fi le a charge and, 
in cases where a charge was brought, managed and presented those cases 
in court. Although prosecutors relied on a variety of professionals from 
other disciplines, including physicians, bank employees, and law enforce-
ment, to testify as witnesses, these relationships were case-specifi c. Sim-
ilarly, physicians provided assessments and diagnoses to patients who 
came to them or worked with allied health care professionals and social 
workers to provide treatment, rehabilitative care, and discharge-planning 
services. Advocates assisted clients who sought out their services but, ow-
ing to the confi dential nature of their relationship with their client and a 
prevailing philosophy of empowering clients through support and pro-
viding options that the client selected, did not seek out other disciplines 
to meet victims’ needs. 

 Over time, professionals recognized that this “ silo -like” approach 
had its limitations. Systemic fl aws or gaps were hard to identify and 
repair when only one professional attempted to assess complex situ-
ations. Sometimes, systems’ failures to coordinate resulted in wasted 
time and resources, duplication of effort, and victim/client frustration. 
For example, drawing on experiences in child abuse cases, young vic-
tims were forced to describe their experience to an initial responder, a 
follow-up investigator, a health care provider, a child protective servic-
es worker, one or more prosecutors, a judge, and fi nally a jury. These 
repetitive interviews traumatized the victim, created variations in ac-
counts leading to questions about the child’s veracity and reliability, 
and caused some children to be numb and fl at when testifying (Bernet, 
1997). In recognition of these realities, child abuse interview protocols 
were developed and special child interview centers were established 
(DeVoe & Faller, 2002). Instead of multiple interviews, a team com-
posed of law enforcement, health care, prosecution, and child protec-
tive services conducts a single interview. One specially trained team 
member conducts the videotaped interview as other members watch 
through one-way glass and feed additional questions, if necessary. 
Also, child protective services staff work closely with law enforcement 
and may even respond jointly with them, so that case evidence can be 
developed while the child’s living situation is assessed and decisions 
can be made if the child should be immediately removed to an emer-
gency care setting. Following suit, domestic violence response teams 
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began to partner law enforcement with a   community- advocate when 
handling cases (Muellemen & Feighny, 1999). These  collaborations 
were better able to meet the victim’s needs for crisis intervention and 
law enforcement’s need to collect evidence, interview  witnesses, and 
identify criminal conduct. 

 In elder abuse, the recognition of the need to involve multiple 
 disciplines has followed a similar course. Early responses tended to be 
undertaken by a single discipline. As it became evident that elder abuse’s 
complexities could not be addressed comprehensively without working 
with others, collaborations were developed. Medical case review teams, 
fatality review teams, and fi duciary abuse specialist teams are exam-
ples of the some of the early collaborations that developed (Teaster & 
 Nerenberg, 2000). Much of what developed into formal teams began 
as informal efforts between professionals from two or more disciplines. 
Each recognized the limits of their expertise and the benefi ts of involving 
others. For example, Adult Protective Services (APS) workers began to 
call law enforcement offi cers when they needed assistance gaining  entry 
to a residence or needed protection from dangerous family members. 
Prosecutors worked with APS to obtain mental health assessments of 
victims to determine if they could give legal consent or testify. Victim wit-
ness  advocates worked with community agencies to arrange emergency 
 housing and benefi ts for elderly crime victims. 

 COLLABORATIVE AND NONCOLLABORATIVE 
 APPROACHES TO ELDER ABUSE 

 Individual professionals and their systems can muster an array of interven-
tions when working with victims and self-neglecters. These interventions 
are incorporated into a care or service plan.   The processes or approaches 
to the application of interventions fall along a continuum from individual 
or  silo  responses to informal alliances to formal collaborations. 

 Unidisciplinary Silo Eff ect 
 The silo effect is seen when groups of individuals work in isolation, 
 resulting in a single perspective on the subject and limited informa-
tion about alternative approaches and resources. Working in isolation 
can lead to inconsistent, overlapping, and inappropriate responses and 
services for victims and interventions for perpetrators. If the victim and 
perpetrator are being seen by multiple systems working independently 
of each other, the participating agencies will be seen as lacking coopera-
tion or competing, and this can result in a breakdown in  communication 
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(Cote, 2002). For example, if a medical professional assists a daughter 
to become a representative payee for her mother’s accounts but does 
not know that APS is investigating the daughter for fi nancial exploita-
tion of her mother, the physician’s well-intentioned action may place 
the victim in further peril. Also, APS may conclude that the physician is 
uncooperative and acting in competition with them, and may hesitate 
to work with the physician or others at that facility. Similarly, if a do-
mestic violence advocate is assisting an elderly client to obtain a protec-
tive order and leave an abusive relationship, and, unbeknownst to the 
advocate, a protective services worker has determined that the abuser is 
a stressed caregiver who needs respite care and assistance with his “dif-
fi cult” spouse, not only will the victim be placed in harm’s way, but the 
two workers and their systems may be acting at cross purposes. When a 
single discipline’s response is ineffective, formal and informal collabo-
rations afford more options and may avoid inconsistent and competing 
interventions. 

 Case Example: Margaret 

 Margaret, an 83-year-old woman with advanced-stage Alzheimer’s 
disease, was brought by ambulance to a local hospital’s emergency 
department. She was comatose and bruised all over her body from 
her head to the bottom of her feet. Medical staff suspected elder 
abuse and, in compliance with state law, reported the case to the lo-
cal police department. Patrol offi cers interviewed some emergency 
department staff, took photographs of the injuries, and prepared an 
incident report that was forwarded to the detective unit for follow-
up investigation. They were unaware of her medical history, social 
situation, and previous level of functioning. 

 The case was assigned to a detective who had little experience 
handling elder abuse cases. He determined that Margaret’s demen-
tia would prohibit her from ever being interviewed. He interviewed 
Margaret’s son, Thomas, age 56, who was her caregiver, and learned 
that he had retired early from his job in the fi nancial industry to care 
for his mother. Thomas said he loved his mother and did his best to 
care for her, but because of her condition and medication, she was 
prone to frequent falls. He believed that his mother did not receive 
proper care from anyone else and had removed her from a skilled 
nursing facility the day before her hospital admission. He said that 
in bringing his mother home, she fell repeatedly as he tried to assist 
her up a fl ight of stairs in their shared home. The detective believed 
that Thomas was sincere, cared deeply for his mother, and could not 
have intentionally harmed her. The detective was unaware of any 
additional evidence or sources of information and closed the case. 
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 Margaret died in the hospital nearly two months later. She was 
never able to speak. An autopsy revealed the presence of wide-
spread cancer and her cause of death was listed as “natural.” The 
medical examiner was unable to link Margaret’s death with her 
earlier beating. 

 A few weeks later, the local prosecutor’s offi ce was contacted by 
the coordinator of the elder abuse network, a group of local gov-
ernmental and community-based organizations and agencies from 
the disciplines of health care, civil and criminal justice, protective 
services, domestic violence, and aging services. This network had 
been in existence for several years and met monthly to discuss com-
plex cases, provide cross-training, and advocate for funding and 
service delivery with relevant bodies. The prosecutor’s offi ce and 
law enforcement agency participated on an as-needed basis. 

 The prosecutor was invited to the next network meeting. Also 
attending were representatives from Margaret’s medical plan, home 
health care, visiting nurses program, the skilled nursing facility 
where Margaret stayed in the two months before her death, the 
public guardian’s offi ce, protective services, and others. They shared 
previously unknown information, including Margaret’s medical 
condition; Thomas’s involvement in her care; his suspicious behav-
iors as observed by visiting nurses, home health care, and skilled 
nursing facility staff; and their unsuccessful efforts to have him re-
moved as her caregiver and guardian. Most important, the pros-
ecutor learned that Thomas had removed Margaret from a skilled 
nursing facility against medical advice less than 24 hours before her 
admission to the emergency department. Because of their concerns, 
the skilled nursing facility had conducted a head-to-toe examination 
of Margaret, documenting an absence of any marks or bruises. They 
also provided the name of the taxi company that drove Margaret 
and Thomas home. Several agencies indicated that they had relevant 
information in their fi les that would be provided on receipt of sub-
poenas. With the additional information the criminal investigation 
was reactivated. With the information learned from the community 
agencies, critical witnesses and evidence were located. Thomas was 
arrested and, ultimately, a jury convicted him of elder abuse. 

 COLLABORATIVE APPROACHES 

 An elder abuse collaboration is a cooperative effort with other profession-
als and disciplines to best serve the needs of victims and society (Neufeldt, 
1995). It consists of a small number of people with  complementary skills 
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who are committed to a common purpose, performance goals, and 
 approach for which they hold themselves mutually accountable (Katzen-
bach & Smith, 1993). Their work is done by a group of people who pos-
sess individual expertise, are responsible for making individual decisions, 
share a common purpose, and meet together to communicate, share and 
consolidate knowledge, from which plans are made, future plans are in-
fl uenced, and actions are determined (Brill, 1976). 

 In collaborations, participants commit to work together toward 
shared goals and agree to communicate, cooperate, and value the contri-
butions of one another (Pfeiffer, 1998). Collaborative elder mistreatment 
alliances typically focus on one or more of the following: prevention, 
awareness, intervention, and systems review. 

 Collaborations take many different forms. They can be short term 
and formed on an ad hoc basis, or long-lasting permanent community 
fi xtures. They can involve two, three, or more members from differ-
ent disciplines.   Collaborations may arise from acquaintances or friend-
ships and may be driven by the various personalities of the members. 
 Collaborations may come together as a result of geography or as a result 
of the responsibility of specifi c agencies to the community. Members of 
collaborations may meet periodically or regularly, and may operate using 
a structured or unstructured format. 

 The degree of formality of the collaboration occurs along a con-
tinuum. Some collaborations are formed on an ad hoc basis around a 
particular need of an agency or individual victim; there are no hard-and-
fast rules or signed agreements. More formal collaborations may involve 
memoranda of understanding and have policies and procedures. These 
formal collaborations are often called teams. 

 Teams 
 Formal groups may be called teams, task forces, coordinating councils, 
or coalitions. There are differences between these terms, but in general 
all tend to operate with established procedures, guiding principles, and 
a common mission. For the purposes of clarity and simplicity, this book 
refers to all of these formal models as  teams . 

 Teams addressing elder abuse typically function as either multidisci-
plinary or interdisciplinary units. Both types of teams pursue the same broad 
goals, but their differences lie in the way team members interact and how 
fi nal decisions are made. In a true multidisciplinary team, each discipline 
provides information relevant to the team’s decision; however, one person 
makes the ultimate decision. In contrast, in a true interdisciplinary team, 
each member not only provides information relevant to the decision to be 
made, but each participates in the decision-making process (Pfeiffer, 1998). 
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 Multidisciplinary Team 

 A heart transplant team is an example of a multidisciplinary team. These 
teams are composed of nurses, social workers, hospital chaplains, ethi-
cists, psychiatrists, cardiologists, and heart surgeons. Immunologists 
and other specialists are called in as needed to assess and intervene in 
one of the most medically complex lifesaving operations available to-
day. Although the team has a variety of professionals, including mul-
tiple physicians and surgeons, all of whom provide information, there is 
one  person, usually the transplant surgeon or the cardiologist, who has 
 ultimate  responsibility for the patient and makes the critical decisions. 

 Interdisciplinary Teams 

 A hospice or palliative care team is an example of an interdisciplinary 
team. In these teams, professionals from a variety of disciplines, includ-
ing physicians, nurses, social workers, pharmacist, chaplains, and others 
gather to share information about patients and their families, including 
desires and needs. Decisions are made collectively, bearing in mind those 
needs and desires, and an intervention plan is designed. Professionals car-
ry out the aspects of the plan according to his or her expertise and skill. 

 Although in the truest sense interdisciplinary teams and multidisci-
plinary teams are different models for decision making, these terms have 
often been used interchangeably, so that many interdisciplinary teams call 
themselves multidisciplinary teams. Many interdisciplinary teams even in-
corporate the term  multidisciplinary team  into their titles. Some statutes, 
such as those providing for information sharing, use the term  multidisci-
plinary teams  without reference to what kind of model best  describes the 
team (California Welfare and Institutions Code §§ 15610.55, 15633). For 
purposes of clarity in this book, the term  multidisciplinary team  is used to 
describe both models, although the authors primarily are describing a team 
in which all members participate in the fi nal   decision-making process. 

 Informal versus Formal Collaboration 
 There are no precise criteria to determine how formal or informal a 
 collaboration, including a team, may need to be. Collaborations choose 
to formalize procedures or to operate informally for such reasons as the 
preferences of participants and local or disciplinary conventions. The 
specifi c goal or goals may not require formal procedures. In some com-
munities, disciplines may have informally worked together for years and 
see no reason to change successful approaches. In contrast, some col-
laborations must have structured policies and procedures to comply with 
statutes, such as information-sharing, or as requirements to receive grant 
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funding. At minimum, collaborations with large numbers of members 
may require formal processes for participation. Some have chosen to 
formalize procedures to ensure the continuing participation of certain 
 systems and disciplines (Teaster & Nerenberg, 2000). 

 TYPES OF COLLABORATIVE EFFORTS 

 Collaborations are formed for a variety of reasons. Some are formed to 
determine gaps in service. An example is a fatality review team. Others, 
such as coordinating councils or task forces, form to ensure that services 
are coordinated for community members. Some typically focus on facili-
ties and their unique issues. These types of collaborations may focus on 
individuals, as well as the overall business operation of a facility or other 
enterprise. Some teams review and assess individual victims and, in some 
cases, their perpetrators to develop intervention plans, pursue legal rem-
edies, and develop cases for court. These collaborations may be based 
in an institution such as a medical center, be a collaboration of experts 
such as a fi duciary abuse specialist team, or be a community network of 
aging services providers. All teams are concerned with and attempt to 
address victim safety, but some collaborative models specifi cally focus 
on methods to enhance victim safety, such as domestic violence response 
teams, including shelter workers and victims’ advocates, and rapid re-
sponse teams, including APS and law enforcement. Some fatality review 
teams may also help build cases (Teaster & Nerenberg, 2000).   

   ADVANTAGES OF ELDER ABUSE COLLABORATIONS 

 Although elder abuse cases are enormously complex and frequently force 
professionals to identify solutions or interventions that are least restric-
tive and promote victim autonomy, a multidisciplinary collaboration can 
muster a remarkable and unique array of resources. It is through collabo-
ration that professionals can carry out their mandates and responsibilities 
to prevent gaps in services and ensure that the multiple needs of vulnera-
ble victims are met. The advantages of a multidisciplinary  approach over 
a single discipline’s response are best understood by considering their 
benefi ts to the individual victim, the individual professional, the involved 
systems, and, fi nally, to society as a whole. 

 Victim Benefi ts 
 Multiple systems operating separately necessarily conduct multiple in-
terviews and multiple investigations. With more agencies, professionals, 
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TABLE 6.1 Examples of the Collaboration Types 

Systems Review Fatality Review Collaborations/Teams
Their role is to review deaths of older persons that have 
resulted from or are related to elder abuse to determine 
what those systems might do differently to prevent 
 similar deaths in the future. Some fatality review teams 
also assess deaths to recommend whether investigation 
and prosecution is warranted. This is the one type of 
team in which it is critical to have signifi cant participa-
tion by the medical examiner or coroner. Fatality review 
teams generally develop and issue recommendations 
 calling for such things as changes to agencies’ policies 
and procedures, training of various disciplines about 
elder abuse, and legislative and regulatory reform. 
 Facility review teams are a new phenomenon in the elder 
abuse fi eld; there are currently eight known teams. They 
are located in Houston, Texas; Maine (statewide team); 
 Orange County, California; Pima County, Arizona; 
Pulaski County, Arkansas; Sacramento, California; 
San Diego; and San Francisco. Several other states and 
 communities are in the process of establishing teams.

Service Coordination Coordinated Community Response
The Ohio Family Violence/Elder Abuse/Domestic 
Violence Roundtable is composed of leaders from Ohio 
APS, domestic violence programs, law  enforcement, and 
the aging network. The purpose of this  collaboration 
is to organize professionals and systems for  collectively 
 addressing elder abuse and domestic violence 
 (Anetzberger, 2001). Family violence coordinating coun-
cils are composed of individuals or organizations with 
an interest in or that serve victims of family violence, 
with a goal of reviewing coordinating services to victims 
and ensuring that systems work effectively and train and 
educate a variety of professionals. These groups exist 
throughout the United States. Another example is the 
Oregon Elder Abuse Task Force, started in 1994 by the 
state attorney general.

Institutional and 
 Facility Abuse

Code Enforcement Team
Its purpose is to inspect facilities where there are  reported 
public nuisances or recurring reports of  inadequate care. 
Representatives of regulatory and licensing agencies and 
protective services, such as local fi re departments and law 
enforcement agencies, pest control authorities, building

(continued)
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inspectors, and investigators from offi ces of state at-
torneys general, city attorneys, and county counsel carry 
out inspections. Drawing on the expertise and authority 
of many offi cials, they conduct unannounced inspections 
of premises to identify dangerous, illegal, or unsanitary 
sites. They leverage their fi ndings, pursue administra-
tive and licensing actions, or may fi le civil or criminal 
lawsuits to obtain improvements, clean up problematic 
locations, seek changes in procedures or management, or 
even secure the closure of a facility. Teams may operate 
at the local or state level. Operation SpotCheck in Flori-
da and Operation Guardian in California are examples.

Case-Based Teams Medical Case Management
The medical case management team cares for victims 
with complex medical needs and provides medical 
expertise to all team members. It usually operates within 
a health care system and draws on the expertise of 
medical specialists. Examples of medical case manage-
ment teams are the collaboration between Baylor Col-
lege of Medicine and Texas APS; the Vulnerable Adult 
Specialist Team, a collaboration of the University of 
California– Irvine with the Orange County APS; and the 
Violence Intervention Program, Adult Protection Team, 
collaboration of Los Angeles County and the University 
of Southern California Medical Center. Other medical 
schools around the United States have collaborated in 
a number of ways. These models address all forms of 
abuse and self-neglect (Heath et al., 2002).

Coordinated Community Agency Teams
In the coordinated community agency model, agencies 
have decided to collaborate on complex and confound-
ing cases. These teams may have formed after realizing 
that many had previously attempted to serve the same 
family in multiple prior interventions. Agencies frus-
trated with these cases and often lacking resources bring 
these troubling matters to the team where a variety of 
community, health care, and legal services assess the 
situation and offer recommendations for a comprehen-
sive response. Since community leaders from a variety of 
cultural groups are present, this model provides cultural-
ly competent assessments and interventions. To provide 
effective services while maintaining 

TABLE 6.1 Examples of the Collaboration Types (continued)

(continued)
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client confi dentiality, these teams usually do not identify 
parties by name. Such practices are often necessitated 
if state laws do not authorize team members to share 
with the team information that is otherwise confi dential. 
One  example of a community-based model is the San 
Francisco, which provides case analysis and has over 50 
individual agencies and organizations that participate. It 
is staffed and led by the Institute on Aging (formerly the 
Goldman Institute on Aging). Law enforcement may be 
part of the team, but their participation may be limited 
to matters with potential criminal conduct.

Fiduciary Abuse Specialist Teams
Fiduciary Abuse Specialist Teams focus primarily on 
 developing fi nancial exploitation cases. Teams are 
staffed by law enforcement, prosecutors, private and 
public interest attorneys, public and private conserva-
tors, bankers, securities and real estate brokers, APS 
workers, members of the Long-term Care Ombuds-
man Program, and experts in fi nances, insurance, care 
management, probate, gerontology, geriatrics, and psy-
chiatry. The fi rst Fiduciary Abuse Specialist Team was 
established in Los Angeles County in 1993 (Los Angeles 
County Area Agency on Aging, 2001). As the benefi ts of 
the model have been identifi ed, other FASTs have been 
created so that there are teams now operating in Orange 
County, California; San Diego; parts of Oregon; and 
elsewhere. In the Oregon program, one element of the 
project is called “R2T2,” in which analysts and retired 
employees of fi nancial institutions have been recruited 
as volunteers to analyze evidence and assist law enforce-
ment and prosecutors in building fi nancial exploitation 
criminal cases.

Victim Safety Domestic Violence Response Teams
These teams were formed to simultaneously investigate 
and build criminal cases, while at the same time meet the 
immediate social, safety, and psychological needs of vic-
tims in crisis, including elder domestic violence victims. 
The team typically has been composed of a law enforce-
ment offi cer and a victim advocate from a community-
based organization. The offi cer or deputy interviews 
potential witnesses, preserves and collects physical

TABLE 6.1: (continued)

(continued)
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evidence, arranges for medical treatment for injured per-
sons, and makes arrests when appropriate. The advocate 
meets privately with the victim to assure confi dential-
ity, discusses short- and long-term needs and resources, 
assists with safety planning, and provides immediate 
support.

TABLE 6.1 Examples of the Collaboration Types (continued)

and organizations available to assist victims, the greater the likelihood 
that a member of the collaboration will be able to establish a relationship 
of trust. Many victims have been bounced from one agency to another 
or are seen by many agencies simultaneously (Heisler & Quinn, 2002). 
Collaboration among those agencies can reduce duplication of work and 
reduce the need for victims to retell what is often personal and uncom-
fortable information to recount. Coordinated multidisciplinary interview 
procedures and investigation protocols reduce the need for the repeti-
tion. From the victim’s perspective, collaborative responses have access 
to more information than any individual, thereby increasing the likeli-
hood of more effective decision making (Nerenberg, 2003). 

 With more systems able to recognize and respond to victims, earlier 
detection of problems is possible. For example, medical conditions may 
be identifi ed sooner, leading to prompt treatment and improved quality 
and longevity of life. Other procedures also can be streamlined leading to 
more prompt interventions. Elder abuse collaborations, including teams, 
are better able to address victims’ multiple needs, thereby developing a 
more comprehensive intervention plan. Victims may fi nd it easier to ar-
rive at an acceptable resolution when decisions are based on the varied 
resources available through multiple systems. 

 Member Benefi ts 
 Collaborative members benefi t from increased knowledge of, and  access 
to, available options, joint work effort, and streamlined tasks. Procedures 
may lead to earlier and quicker interventions, including those  designed to 
preserve remaining assets and recover those no longer in the elder’s pos-
session but not yet dissipated. Professionals are better able to  understand 
other disciplines, including their roles and limitations, and can support 
each other when diffi cult decisions must be made, such as the appro-
priateness of a conservatorship or guardianship or restrictive placement 
(Francis & Young, 1992). Individual members can enhance their own 
knowledge base, and inform and educate other participants about the 
principles and guidelines relevant to their own discipline.  Collaborations 
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can promote coordination between disciplines by clarifying each agen-
cy’s policies, procedures, and roles, and educating one another about 
their “culture,” strategies, resources, and approaches (Nerenberg, 1995, 
2003). Teamwork itself can help reduce burnout, territorial disputes, and 
turnover and workload disparities, as the distribution of work on a case 
is coordinated (Heisler & Quinn, 2002; Nerenberg 1995). 

 System Benefi ts 
 With reductions in duplication of services, systems benefi t from cost sav-
ings. Systems also gain when utilizing the informed opinions of collabo-
rating partners during case evaluations and discussions. Expert opinion 
can lead to focused investigations and better conclusions, with less time 
and dollars spent on insignifi cant or unrelated issues. Because of estab-
lished relationships and protocols, various organizational members will 
enjoy increased safety when law enforcement partners jointly participate 
in making house calls. In addition, the involvement of multiple agencies 
makes it more diffi cult for perpetrators to retaliate against any one orga-
nization (Quinn & Heisler, 2002). 

 Collaboration may lead to improved evidence collection. For 
 example, in the criminal justice system, team participation with the his-
torically diffi cult tasks of obtaining documentation, assessing evidence, 
identifying available witnesses, and locating critical expertise promotes 
successful prosecution. In the medical arena, physicians can make more 
accurate diagnoses and develop intervention plans with information from 
victims’ advocates or protective service workers .  Protective service work-
ers can better craft service plans and address victim safety by drawing 
on the expertise of all team members, including aging services organiza-
tions, medical and mental health professionals, domestic violence, sexual 
 assault and other advocates, law enforcement and prosecution offi cials, 
civil lawyers, and others. 

 Societal Benefi ts 
 Society benefi ts from reduced recidivism, more effective and  appropriate 
interventions, and improved quality of life for victims. Collaborations 
that involve the criminal justice system can provide protection to the 
public through separation of victims from offenders, application of vari-
ous sanctions including arrest, prosecution and punishment, and reha-
bilitation. The inclusion of medical professionals increases the health 
profi le of victims and sometimes offenders, and can prevent repeated 
hospitalization and preserve health care resources. Involvement of civil 
law practitioners may better protect victims and their assets. Domestic 
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violence, sexual assault, and other advocates can educate victims and 
their families, inform about or link them to resources and legal remedies 
and assistance, provide longer-term support, and assist with development 
of safety plans. 

 RECOGNIZING AND OVERCOMING OBSTACLES 

 This section identifi es barriers and obstacles to collaboration faced by 
many collaborative efforts and suggests approaches to help avoid these 
problems .

 It is widely thought that effective teams are harmonious and unifi ed. 
Not so. Excessive harmony can encourage intellectual dishonesty. 
Challenge, openness, and veracity among team members are essential 
characteristic[s] of successful teams. (Francis & Young, 1992, p. 10) 

 Sadly, experience has taught that obstacles are not unusual. And 
such challenges to cooperation and coordination can signifi cantly reduce 
the effectiveness of the responding systems (Blakely & Dolon, 1991; 
 Dolon & Hendricks, 1989). “Interagency coordination is like interna-
tional diplomacy. It requires negotiation, personal communication, atten-
tion to the interests and constraints of participants, and procedures for 
resolving disputes” (Hofford & Harrell, 1995, p. 219). Challenges can 
include differing professional visions and philosophies; historical distrust 
and poor prior interactions; defi nitions and understanding about elder 
abuse; setting; the use of professional jargon; legal requirements and limi-
tations; and roles, personality confl icts, and challenges to team processes, 
 including confl icts of interest. Issues can be personal, systemic, or both. 

 PROFESSIONAL VISIONS AND PHILOSOPHIES 

 Interdisciplinary confl icts may arise from legitimate differences in pro-
fessional philosophy, ethics, and perspective. Some confl icts relate to 
the  historical development of a social movement. For example, early 
 elder abuse theory focused on the demands of caregiving. The domes-
tic  violence movement identifi ed abuse as grounded in societal views of 
 patriarchy and the abuser’s need to exercise power and control over the 
relationship. As the realization has grown that many acts of elder abuse 
are also acts domestic violence, the two movements that had operated 
quite separately have begun to attempt to collaborate. These efforts have 
not always succeeded or been without confl ict. There have been disputes 
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over development of age-appropriate services and the extent of the ap-
plicability of domestic violence dynamics to elder abuse (Nerenberg, 
2000a). Domestic violence laws that may urge or even mandate arrest, 
minimum periods of custody, and temporary separation of the parties 
may not be acceptable to elder abuse professionals who are more used to 
picking and choosing remedies and responses on a more individualized 
basis (Nerenberg, 2000a). 

 Advocates and APS embrace principles of client autonomy and 
 interventions that place the least limitation on the client while supporting 
the victim’s desires and preferences. These values and core principles are 
in confl ict with systems such as the criminal justice system that focuses 
less on the victim’s desires and more on protecting the public and holding 
offenders accountable. Legislatures increasingly have criminalized acts 
of elder abuse, and states have enacted special statutes and mandated 
particular responses by law enforcement. Reporting laws in many states 
mandate that protective services workers and other professionals report 
certain acts of suspected elder abuse to law enforcement, even against 
client wishes. Laws and principles of protective services may well con-
fl ict. “The criminalizing of elder abuse may … present confl icts for social 
service workers, who view their role as advocates charged with carrying 
out their clients’ wishes…. (W)orkers may be faced with balancing their 
professional commitments against their civic responsibility” (Nerenberg, 
2000a, p. 90). Because collaborative efforts are undertaken by practitio-
ners from many professions, members’ decisions and thought processes 
necessarily will be informed by their professional standards of practice, 
ethics, and guiding principles. As previously noted, these perspectives may 
well be antagonistic and inconsistent. For example, the physician may fa-
vor placement of the elderly patient in a nursing home because of her frail 
medical condition; the protective services worker may feel that remaining 
at home is more appropriate, as it is a less restrictive environment; the 
elder may articulate her desire to remain in home and be cared for by 
her son; and law enforcement may believe arrest and incarceration of the 
son are appropriate. If a team or other collaboration makes its decisions 
based on broadly based agreement, arriving at consensus on an accept-
able intervention plan can be complicated by these confl icts. And if left 
unaddressed, these confl icts may well undermine the partners’ confi dence 
in the process and ultimately fail to protect the at-risk elder for whom the 
effort is undertaken. Addressing such professional differences requires 
acknowledging that differences exist; placing importance on drawing 
from various perspectives in problem solving; and ensuring equality of 
contributions among professionals in facilitating assessment and inter-
vention. These solutions require a commitment to the group  process and 
a willingness to communicate (Schimer & Anetzberger, 1999). 
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 CHALLENGES RELATING TO HISTORICAL DISTRUST 
AND POOR PRIOR INTERACTIONS 

 As more systems came to respond to elder abuse matters, historical ten-
sions between disciplines and their attitudes about the goals, motives, 
and validity of other approaches have made collaboration more diffi cult. 
Historically, law enforcement and protective services have not worked 
well together. Adult Protective Services typically lacked confi dence in 
law enforcement, even when they knew of criminal conduct, and law 
enforcement seldom referred cases to protective services (Blakely & Do-
lon, 2000). Other studies showed that victim assistance programs did 
not make serving elderly victims an agency priority, and few agencies 
had experience actually assisting elderly crime victims. Many times these 
shortcomings were due to lack of training (Blakely & Dolon, 2000). 
Victim services rarely had provided APS with information about their 
services and, in turn, protective services had seldom provided training 
to advocates. In short, they each went “their own separate ways, rather 
than provide each other with mutual support” (Blakely & Dolon, 2000, 
p. 77). The picture was no better in terms of cooperation between protec-
tive services and prosecutors’ offi ces. Criminal justice system profession-
als and protective services workers have differing perceptions about each 
other (Harshbarger, 1989). 

 Historically, there has been a great deal of mistrust between the social 
service and criminal justice systems. While the social service system’s 
approach is viewed as “helping” or “caring” to alleviate abuse, ne-
glect, and exploitation, the criminal justice system’s intervention is per-
ceived as punitive and fault-fi nding. As a result, social workers have 
been reluctant to refer cases to the criminal justice system for fear that 
someone, usually the elder’s caregiver, will be put in jail, the family 
will be destroyed, and the social worker’s relationship with the family 
will be permanently damaged. Too often this reluctance translated into 
practice, and meant that the social service professional tried to patch 
together “families” that existed in name only, while the abusive behav-
ior continued or escalated to the point where serious injury or even 
death was threatened. It was only at that crisis point that the criminal 
justice system was notifi ed, after the damage had been done and the 
injury infl icted. Yet, even at this point, the criminal justice system’s in-
tervention was not always in the best interest of the victim. (Reulbach 
& Tewksbury, 1994, pp. 9–10) 

 Frustrating responses from systems have added to the diffi culty of  building 
collaborations. For example, in a study by Blakely and Dolon (2000), 
APS workers identifi ed prosecution of perpetrators as one of the most 
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 important functions provided by the criminal justice system in  elder abuse 
cases. At the same time, protective services workers named prosecution 
as the most diffi cult service to obtain from criminal justice professionals, 
citing “lack of interest or cooperation from prosecutors in bringing cases 
of elder abuse to court” (Blakely & Dolan, 2000, p. 87). Dolon and Hen-
dricks (1989) found that police did not rank social service providers as 
useful, but social workers rated police as useful in addressing elder abuse 
cases. Similarly, a U.S. General Accounting Offi ce  national study, con-
ducted in 1991, found that lack of positive relationships among agencies 
impeded successful implementation of the state’s APS law (U.S. General 
Accounting Offi ce, 1991). Balaswamy (2002) studied the relationship be-
tween APS and community services serving elder abuse clients. There was 
agreement that 

 interagency coordination and collaboration are vital to the imple-
mentation of the APS law and creation of effective response systems. 
Specifi cally, the cooperation of various agency professionals and para-
professionals who come into contact with the elderly play a critical 
role in the identifi cation, assessment, and intervention in cases of elder 
maltreatment (Balaswamy, 2002, p. 2) .

 Nonetheless, these key participants had failed to develop collabora-
tive and cooperative working agreements and relationships, resulting in 
scarcity of needed services to victims and their caregivers. Occupational 
groups from cooperating agencies lacked clarity regarding each other’s 
roles and skills, leading to frustration among professionals who work 
together and, ultimately, noncooperation in the future. 

 Lack of agreement on intervention strategies by occupational groups 
was an additional barrier to cooperation, along with training defi cien-
cies, lack of communication across disciplines, excessive workloads, age-
ism, monetary limitations, and disinterest. When agencies mandated to 
receive and act on information are perceived to disregard information 
from community agencies as a matter of course, there is reluctance to 
refer or report abuse to them. 

 A study of disagreements between APS and community agencies 
serving elder abuse victims found those differences related to the way 
they handled reported cases, appropriateness of certain interventions, 
and roles and functions of agencies processing cases. Many of these dis-
agreements fl owed from a lack of understanding of the APS law and its 
limits, including sharing of confi dential information, and lack of clarity 
on roles and functions of agencies in processing cases. Adult Protective 
Services believed that because community agencies were unclear about 
their roles and governing principles, they pressured APS to investigate 
and intervene in inappropriate cases (Balaswamy, 2002). 
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 These disputes also arise in institutional abuse matters. In a study of 
long term care ombudsmen, nursing home directors, and police chiefs, 
Payne (2001) found that ombudsmen have diffi culty gaining respect and 
support from other professionals and that these diffi culties are barriers to 
handling abuse cases. Payne urged that cooperation between  disciplines 
be seen as the ideal response, not the occasional one. The failure to work 
cooperatively leads to the revictimization of the elder because the process 
failed to meet his or her needs. “These barriers can be confronted through 
multidisciplinary training, cooperation, and open  communication” 
(Payne, 2001, p. 74). 

 CHALLENGES RELATING TO DEFINITION AND 
 UNDERSTANDING OF ELDER ABUSE 

 Different disciplines defi ne elder abuse according to what they have 
been taught, public perception, and their own experiences. These bases, 
whether accurate or not, form the framework for their work. Dolon and 
Hendricks (1989) surveyed social workers and police offi cers about their 
views of family confl ict and their perceptions of each other. The study 
concluded that police offi cers believed that the issue of family confl ict 
is more important than social workers did. In contrast, social workers 
viewed physical and fi nancial dependency, mental health, and lack of re-
sources as more important than law enforcement did. Also, there are 
great differences in how law enforcement and nursing home profession-
als defi ne elder abuse. For example, nursing home professionals use an 
ethical-based defi nition, but law enforcement uses legalistic terms. That 
means that nursing home directors analyze abuse and neglect as a viola-
tion of an individual’s rights, whereas law enforcement analyzes abuse 
in terms of a violation of the law (Payne, Berg, & Byars, 1999; Payne, 
2001). 

 Payne (2001) found that when comparing nursing home directors, 
long term care ombudsmen, and police chiefs, nursing home directors 
were more likely to blame victims for the abuse than the other two groups. 
Males in all disciplines were more likely than their female  counterparts 
to blame victims, and none agreed on the extent of elder abuse in nurs-
ing homes. In addition, they did not agree on the appropriate role of 
the criminal justice system in addressing abuse. These differences make 
collaboration diffi cult. If professionals are ill-informed about the extent 
of victimization and the underlying dynamics, appropriate interventions 
will be hard to develop. If a collaborating partner believes that abuse is 
caused by victim behavior, then interventions may focus on supporting 
the abuser, not making the actual victim safe. If parties are misinformed 
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about the extent of abuse in facilities or any other setting, their analysis 
of the underlying problem and recommendation for an intervention may 
be erroneous. 

 Problems of misinformation and lack of information can be  addressed 
successfully through training and education on the dynamics of abuse, 
current research on incidence and prevalence, and philosophical differ-
ences that can hinder cooperation and collaboration (Payne, 2001). Also, 
providing opportunities to work together, sharing joint efforts, and learn-
ing from successful collaborations in other communities will build trust 
and an awareness of the contribution other disciplines can offer. 

 CHALLENGES RELATING TO SETTING 

 Personal biases of professionals affect the selection of interventions.  Biases 
arise from professional orientation and regional differences, including 
whether the professional works in an urban or rural setting. Schimer and 
Anetzberger (1999) studied how such differences affect decisions to pursue 
guardianship and civil commitment in marginal cases. They found substan-
tial differences in how urban professionals relate to elderly clients, assess 
their needs, and use least restrictive alternatives. Urban professionals tend 
to use more formal and methodical assessment tools and interventions. 
They draw from service networks “rich” in resources and have a formal 
relationship with clients who are typically strangers. There is less tolerance 
for noncompliance, and restrictive legal interventions are used only when 
all less restrictive alternatives have been tried and failed. In contrast, rural 
professionals assess clients through interviews and clinical examination, 
relying to a lesser extent on formal assessments. Because of the relative lack 
of resources, they tend to cooperate more with other service providers to 
develop fl exible and inventive interventions. They often know their clients 
personally and monitor them informally. There is considerable tolerance 
for noncompliance. They intervene formally only in crises and use legal 
interventions in those instances to “buy time” for service coordination. 
When professionals from urban and rural settings work together on behalf 
of a client, these differences can be barriers to arriving at consensus on 
deciding when to act and what interventions will be used. 

 Solutions to addressing such professional differences in an interdis-
ciplinary context include acknowledging that differences exist; placing 
importance on drawing from various perspectives in problem solving; 
and ensuring equality of contributions among professionals in facilitat-
ing assessment and intervention. These solutions require a commitment 
to the group process and a willingness to communicate (Schimer & 
 Anetzberger, 1999). 
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 Use of Professional Jargon 
 Each discipline has a highly developed and specialized professional lexi-
con that conveys complex and comprehensive information in a quick and 
effi cient way. Unfortunately, this special language is not likely to be un-
derstood by everyone on the team. Each member must be able to commu-
nicate information not only within his or her own discipline but to other 
members of the team for whom special terms will not be fully grasped. In 
fact, those terms may be confusing or divisive, and the efforts to treat all 
members as equally important will be undermined. The outcome can be 
resentment by those disciplines that are unfamiliar with that terminology. 
For example, the medical professionals on a hospital-based case manage-
ment team were pleased to have APS workers in their group. With time 
together, and several case “successes,” the medical professionals forgot 
that APS members were not familiar with their medical language, and 
they increased their use of technical terms without explaining their mean-
ing. The medical team generated reports that were suitable for hospital 
charts, but too technical for some members to interpret. Team members 
who were not health care professionals became frustrated and resentful. 
The problem came to light during a later evaluation. It was resolved by 
having the medical team write its evaluations in layperson’s terms so that 
all the members could receive and use the information. 

 The preceding example is not to suggest that some technical language 
or jargon is never appropriate. When such terminology is used, however, 
it must be defi ned so that the subtle meanings are fully conveyed. As an 
example, in the course of a case conference a physician stated, “fl uid 
extravasated into the patient’s lungs.” Depending on the particular case, 
team members may simply need to know that the patient had fl uid leak-
ing into her lungs and that medical intervention was undertaken. If the 
issues are not just the patient’s medical condition, but whether that con-
dition was the result of criminal conduct and whether suffi cient evidence 
exists to charge someone with starving the patient and, ultimately, caus-
ing her death, then the team needs additional information. In this latter 
 situation, the team will need to know that “extravasation” is a leakage 
from the blood or lymph vessels and can be caused by severe malnutri-
tion that, in the context of this review, supports a conclusion that crimi-
nal neglect, starvation, and, ultimately, homicide had been committed. 

 As another example, APS refers to the victim as a “client,” a doc-
tor uses the term “patient,” and prosecutors and law enforcement use the 
term “victim,” “alleged victim,” or “complaining witness.” The offender 
might be referred to as the “alleged perpetrator,” “involved party,” “sus-
pect,” “family member,” “caregiver,” “arrestee,” or “criminal defendant.” 
The same abusive act may be called an “allegation,” “maltreatment,” 
 “mistreatment,” “abuse,” a “crime,” “battery,” “assault,” or a “felony.” 
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 When communication must be precise and fully understood by ev-
eryone, professionals must know and use that other system’s terminol-
ogy or face the possibility of gross miscommunication. For example, 
when seeking help from law enforcement, social workers may need to 
use meaningful terminology such as “assault,” “theft,” or “rape” to get 
assistance, instead of the more familiar social work term “mistreatment.” 
Law enforcement and prosecutors assess information in terms of crime 
elements and, unless presented with information that meets those ele-
ments, may be unable to take formal action. Medical professionals ana-
lyze presenting conditions in terms of diagnostic criteria supported by 
extensive literature. 

 If the purpose of the collaboration is to evaluate cases or situations, 
suffi cient information presented in widely understood language must be 
used so that each involved discipline can assess and craft its role in de-
veloping an effective response (Thomas & Heisler, 1999). Collaborations 
are best served when language differences are anticipated and, to the 
extent possible, members agree to use accepted defi nitions. Early and 
ongoing cross-training may be critical to expanding understanding of 
 terminology. 

 CHALLENGES RELATED TO LEGAL REQUIREMENTS 
AND LIMITATIONS 

 Because sharing of information is critical to effective collaboration,  statutes 
limiting its sharing can pose enormous problems. A clear  understanding 
of legal requirements addressing confi dentiality and information-sharing 
may reduce frustration. For example, community-based advocates may 
be prohibited from sharing information without client consent. Family 
physicians may be prohibited from providing medical history or diag-
nosis without patient consent or court order. Law  enforcement is often 
 prohibited from sharing a suspect’s prior criminal history or disclosing a 
particular victim’s identity. Mental health and  substance abuse providers 
are prohibited from discussing most information about an individual’s 
participation and progress in a program. Adult Protective Services’s re-
cords are also confi dential and disclosure is severely restricted. The long-
term care ombudsman representative is prohibited in most situations 
under federal law from reporting suspected elder abuse to authorities 
without client consent, a requirement that is especially diffi cult to com-
ply with in situations in which the client lacks capacity to give consent. 
Even when exceptions apply, the identity of the reporting party usu-
ally remains confi dential. Being mindful of what certain members may 
be prohibited from disclosing, care should be taken in deciding on the 
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 purpose of the  collaboration and selecting multidisciplinary partners. If 
existing laws truly impede effectiveness, then professionals may need to 
consider pursuing legislative changes that enable greater information-
sharing among professionals, and organizations may need to reconsider 
their  membership or restrict how they conduct case review. 

 Also, agency policies, if not fully understood by every team member, 
can become obstacles when one member’s refusal to act is viewed as lack 
of cooperation or refusal to do assigned duties. For example, patients 
being treated by a medical case management team that operated within a 
health care system were required to obtain an identifi cation card before 
care was delivered. After an APS referral to the team, the medical social 
worker asked the APS worker to obtain a hospital identifi cation card for 
his client. The APS worker resisted doing this, believing that the medical 
social worker easily could, and should, obtain the card. Each organiza-
tion thought that the other was not doing its job, which led to resentment. 
Discussion revealed that the hospital viewed the issue as one of confl ict of 
interest, and its policy prohibited the medical social worker from obtain-
ing identifi cation cards for APS clients. This discussion revealed another 
issue: team members did not know the difference between the role of 
the APS worker and the medical social worker. The team resolved this 
 confusion by creating guidelines that clarifi ed the roles. 

 Currently, these and other limitations have led some multidisciplinary 
collaborations to not discuss certain case specifi cs and refer to parties by 
initials or pseudonyms when conducting case reviews. Other groups have 
delayed initiation of case reviews until they helped change laws to permit 
information sharing. Some groups have limited their membership to munic-
ipal agencies that conduct case reviews under the umbrella of their shared 
representation by the city attorney or county counsel. Finally, when confi -
dentiality laws prevented information sharing by certain groups in a com-
munity-wide multidisciplinary team, some courts have conducted  fatality 
reviews of their own system’s handling of a matter by convening a variety of 
professionals who were under the court’s jurisdiction, such as court clerks, 
judicial offi cers, evaluators, mediators, and court investigators. 

 CHALLENGES RELATING TO ROLES 

 Because multidisciplinary efforts draw members from many professions, 
each participant’s decisions and thought processes will be informed by his 
or her professional standards of practice, ethics, and guiding principles. 
These professional perspectives may well be antagonistic and  inconsistent 
with those of other disciplines. Arriving at consensus can be complicated 
by these confl icts. 
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 Some members may feel their roles are less valued than others. When 
professionals have advanced educational degrees and have status and 
authority within a large organization, less formally educated but highly 
and uniquely experienced professionals may feel marginalized. Some 
may have trained in or come from systems in which other disciplines 
are viewed with distrust or hostility. For example, not everyone work-
ing with elderly victims of abuse feels that the arrest of a family member 
perpetrator or involuntary placement of a victim or patient in a facility 
is appropriate. Not everyone agrees that self-determination and empow-
erment should prevail over a victim’s safety and welfare. Variations in 
professional focus can be misunderstood as incompetence, disinterest, or 
unwillingness to be a “team player.” 

 Some professionals focus exclusively on responding in the short-
term or crisis situation; other disciplines provide both emergency and 
chronic care. The response of some professionals is designed to intervene 
around an event or situation. Other disciplines focus on enduring situ-
ations, prevention of future events, and meeting continuing care needs. 
Adult Protective Services and law enforcement are mandated to provide 
short-term responses, usually leaving chronic or ongoing service needs 
to others, such as victim advocates, case managers, and health care pro-
fessionals. Some disciplines have independent authority to act with or 
without the victim’s consent; others can act only in conformity with the 
wishes of a competent victim. If the victim has capacity, APS can only of-
fer services, not impose them. A civil attorney acting on behalf of a com-
petent client generally must follow the victim’s directives. A physician, 
at least in certain circumstances, is obligated to act in the patient’s best 
interests, even if it is against the patient’s apparent wishes. For example, 
if a person’s medical condition may be impairing his or her ability to 
think clearly and weigh information, and where no advance directive 
has been executed, generally the physician must act to preserve life. The 
prosecutor, the lawyer for the community or the state rather than for an 
individual victim, makes decisions based on the strength of the evidence, 
the ability to prove the case beyond a reasonable doubt, and the danger 
a defendant poses to the community. In weighing those considerations, 
the prosecutor may well prosecute over the victim’s objection (Heisler 
& Quinn, 2002). 

 These differences can lead to signifi cant barriers if not recognized 
by the collaborating partners. Professional mandates may require one or 
more members to act even if the rest of the partners disagree. Conversely, 
some members may feel their discipline is prohibited from acting in con-
formity with the recommendations of others, or may be concerned about 
potential liability if they participate in a particular course of action. 
For example, law enforcement may be required to advise a  suspected 
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 perpetrator of his or her Miranda rights before conducting certain inter-
views. Notwithstanding confi dentiality within a multidisciplinary team 
meeting, prosecutors may learn information during a case review that 
must be provided to the defense if a criminal case is fi led. 

 These kinds of confl icts promote careful consideration of all options 
and the avoidance of formulaic decision making. The negotiation be-
tween professionals serves as a check-and-balance mechanism designed 
to develop an appropriate ethical case solution, one that ultimately best 
addresses the victim’s needs and desires. It forces collaborative partners 
to be more innovative when crafting solutions. For example, in one case, 
the key component of the physician’s recommendation that the patient 
be moved from her home was the need for supervised administration of 
life-sustaining medication. Adult Protective Services disagreed with the 
placement and instead urged that she be allowed to remain in her home 
because they believed it was the least restrictive environment and rep-
resented the victim’s desires. The partners struggled to fi nd a solution 
that was satisfactory to everyone and ultimately agreed to a case plan 
that allowed the woman to remain at home once APS identifi ed a retired 
nurse in the neighborhood who was willing to administer the needed 
medications. 

 CHALLENGES RELATED TO PERSONALITY 
CONFLICTS 

 From time to time some professionals, whether working informally 
with other disciplines or within formalized teams, may appear diffi -
cult to work with or seem unable to collaborate. Some diffi culties may 
fl ow from  legitimate professional differences of approach, philosophy, 
and ethics. If professionals lack experience working across disciplines 
or within a team, reviewing the goals of collaboration may be help-
ful. Learning about  other disciplines and the limits of their training, 
knowledge, resources, and the deliberative process also may improve co-
operation. Working on hypothetical cases to develop trust, experience, 
and knowledge also can be valuable. Within formalized teams, facilita-
tors and other members may need to work with individual members to 
identify and validate their particular expertise. In a few cases, none of 
these approaches will succeed. In such instances, that member’s resigna-
tion or withdrawal from a team or collaborative effort may ultimately 
best serve the individual patient, victim, or client, as well as the other 
 professionals’ work. 
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 ADDITIONAL CHALLENGES FOR FORMALIZED 
TEAMS 

 No matter how carefully a team is formed, or how thoughtfully developed 
and formalized its procedures are, there is little that can inoculate against 
all obstacles. The team’s formative stage may run smoothly because mem-
bers are often excited about the prospect of an improved response and 
collaboration with other disciplines. Sometimes confl ict emerges when 
members begin to deliberate on cases. A clash of personalities or the ad-
dition of new members may lead to new problems.  Obstacles may arise 
at any time and, if not addressed and resolved, may lead to the ultimate 
disintegration of the team. 

 All of the challenges identifi ed previously can as easily arise within a 
formal team effort as within a more informal collaboration. In addition, 
some challenges arise because there is a team. These potential obstacles 
can be categorized as team membership issues, professional interdisciplin-
ary differences, confl icts of interest, deviation from established processes, 
and maintenance and sustainability of the team. Some obstacles fi t into 
multiple categories and some arise from sources external to the team. 

 TEAM MEMBER OBSTACLES 

 Examples of team membership obstacles include lack of participation from 
critical disciplines, lack of clarity as to the level of required participation, 
personality clashes within the team, and inadequate team staffi ng, as exem-
plifi ed by a lack of team leadership, meeting facilitation skills, and admin-
istrative support. Members may face competing demands for their time or 
geographical barriers where there are considerable distances between of-
fi ces and meeting sites. In metropolitan areas, there may be multiple law 
enforcement agencies serving the population. Deciding which one or ones 
should serve on the team can be diffi cult (Nerenberg, 2003). Possible solu-
tions may include recruiting members from missing disciplines or agencies. 
If professionals currently working in the fi eld are not available to serve, then 
recruiting retired professionals, such as law enforcement, fi nancial planners 
and managers, stockbrokers, bankers, judges, and accountants, may pro-
vide the needed expertise. Community leaders may also be willing to assist 
the team in recruiting particular professionals, representatives of regulatory 
and licensing agencies, and services for persons with disabilities. Engaging 
the media and interesting them in writing and televising information about 
the team may also help in the recruitment of needed disciplines. 
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 Team Member Roles 
 Clarifying roles and expectations can be accomplished by creating clear 
and comprehensive memoranda of understanding that delineate team ex-
pectations. Handbooks describing team roles, policies, and principles can 
be created and disseminated (Los Angeles County Area Agency on Aging, 
2001). Administrative support can be obtained by identifying a provider or 
by agreement of existing members to share that responsibility on a rotating 
basis. Initial leadership may be provided by the organization making the 
effort to develop the team. Eventually the group should address the issue 
of who “leads” as part of the protocol. Smaller, less formal arrangements 
may not even need a formal leader.   If a team leader lacks critical facilitation 
skills, another member with the needed skills can conduct case reviews. 
Alternatively, this expertise can be added to the team through training or 
the addition of a qualifi ed person to act as the team’s facilitator. 

 Competition for recognition and related “political” issues can be dev-
astating to the team unless addressed. Everyone’s personal and agency con-
tributions should be recognized for their work toward improving the lives of 
elderly abuse and neglect victims. Authoring publications and press releases 
describing the work, accomplishments, and participants of the team will re-
duce competition. Also, selecting team leaders from a variety of disciplines 
will demonstrate the equal importance of each (Hofford & Harell, 1995). 

 Other obstacles include poor communication among team members 
and competition for recognition. Communication can be improved by 
recognizing the contribution of every member and providing clear    case-
presentation guidelines so that everyone understands the process. 

 Confl icts of Interest 
 Some teams have private professionals as members. Although self-
 employed persons can provide considerable expertise, it is important that 
teams have policies describing what members can and cannot do with the 
information they learn as part of the team. Nerenberg (2003) described 
some of the confl icts that have arisen when individuals have used the 
team mailing lists or case information to solicit clients or other employ-
ment. Also, team members, whether employed by agencies or private 
businesses, should not use the team as a means of forcing a member to 
accept a client who is ineligible for their services. 

 DEVIATION FROM ACCEPTED PROCEDURES 

 Teams will need to have the fl exibility to deviate from prescribed  processes, 
but changes that are contrary to basic goals and tested procedures may 
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lead to roadblocks. For example, failure to follow the accepted methods 
for presenting cases may result in some members feeling  excluded from the 
process. Failure to meet at regularly scheduled dates and times may result 
in excessive absenteeism. Failure to train and orient new team members 
may lead to role confusion and decreased team effi ciency. Failure to con-
tinuously update and deliver training may result in use of improper pro-
cedures and create liability. For example, certain sharing of confi dential 
victim medical records may now violate the Health Insurance Portability 
and Accountability Act, a federal law that was  enacted to prevent disclo-
sure of confi dential patient information. Improper sharing of information 
or discussing privileged and confi dential information outside the team 
may create civil or criminal liability. Adherence to existing  procedures 
and policies helps avoid these types of problems. 

 LONG-TERM TEAM SUSTAINABILITY 

 It is easy to overlook long-term maintenance of the team. There is  excitement 
and anticipation in the formation and work stages. There is enthusiasm for 
case conferencing and problem solving. But if the focus is exclusively on 
current issues, then longer term issues of sustainability may be overlooked 
to the detriment of the team. The effort will fail and the collaboration will 
falter. Obstacles to a team’s organizational health include lack of funding, 
burnout, absenteeism, a shortage of cases, turnover of members, exces-
sive caseloads, and loss of focus (Nerenberg, 2000c).   In addition, a change 
in leadership or commitment to the team effort within the participating 
 entities can also derail efforts. 

 Solutions to securing funding include convincing one of the par-
ticipating agencies to provide staffi ng from within its ranks or to seek 
 permanent funding within its own budget process. Alternatively, the team 
may need to employ fundraisers or grant writers to secure long-term 
funding from organizations or foundations. Excessive caseloads may re-
quire that the agency clarify its commitment to participating on the team. 
Burnout may be manifested by absenteeism and may be addressed by 
changing a particular member’s assignment on the team, rotating par-
ticipants off the team, or increasing the recognition of the individual’s 
work. It may also result from that member’s lack of authority or visibility 
within his or her agency. If the team needs a person with actual authority, 
the leadership may need to contact the agency head and educate him or 
her about the role and needs of the team and the accomplishments of the 
serving member. If only a change in that agency’s membership will meet 
the team’s needs, then it may be important to seek the designation and 
participation of a different person to serve. 



130 ELDER ABUSE DETECTION AND INTERVENTION

 A shortage of cases can be addressed by soliciting members to bring 
more cases to the team, expanding the team so that more agencies are 
able to present cases, or changing review criteria so that more cases are 
eligible for review. 

 CONCLUSION 

 This chapter described the advantages of collaborative responses as com-
pared to traditional case management efforts by a single professional. 
Various types of collaborations and their benefi ts to society, victims, 
and participants have been highlighted. Potential obstacles and ways to 
overcome them have been identifi ed. The focus now shifts to building a 
 collaborative response and developing effective procedures. In the next 
several chapters the process for developing collaborations, including 
teams, and conducting their work are discussed.    
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 C H A P T E R  S E V E N  

 Eff ective Interventions 
and Informal 

Collaborations 

 OVERVIEW 

 When an elder abuse case is reported, numerous professionals become 
involved in the lives of the victim and the perpetrator. Different systems 
respond, offering a variety of remedies to address the problem, including 
strategies to enhance victim safety and to hold the offender accountable. 
Because of the number of professionals involved, some form of collabo-
ration is benefi cial. In some communities, the response is an informal 
collaboration among key agencies working on the same case. In other 
communities, formalized teams have been developed. Chapters 9 and 
10 discuss formalized teams. This chapter explores situations in which 
professionals respond to elder abuse cases and work together informally 
using a multidisciplinary approach. Composites of cases are presented to 
illustrate remedies from various systems and the need for collaboration, 
even when formalized teams have not been created. Key components of 
effective interventions and collaborations, as well as guiding principles, 
are discussed. 

 INFORMAL MULTIDISCIPLINARY RESPONSES 

 Informal collaborative efforts develop for a variety of reasons. Several 
professionals often begin talking about their frustration with the com-
munity’s response to elder victims. These committed individuals look 
for opportunities to work together to improve their responses to older 
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victims. For example, a law enforcement offi cer might accompany an 
Adult Protective Services (APS) worker to a home where the abuser is 
refusing to allow an interview with the victim. After working together on 
several cases, the law enforcement offi cer and the APS worker may begin 
to discuss or to co-investigate additional cases. The APS worker may use 
her social work skills to elicit information without a subpoena. The law 
enforcement offi cer may call APS on a more frequent basis about possible 
self-neglect and abuse cases. 

 Numerous examples of informal collaborations exist. APS and do-
mestic violence advocates may co-facilitate support groups or conduct 
home visits together. Law enforcement can work with health care pro-
viders to obtain medical information necessary to make decisions about 
whether to bring a case to the prosecutors. Advocates, APS, or health care 
providers can serve as expert witnesses for prosecutors. Advocates and 
attorneys can work together with victims to provide remedies through 
the civil justice system. This collaborative work in the fi eld is crucial to 
the success of elder abuse interventions. The following case illustrates 
intervention strategies from various disciplines and an informal collab-
orative working relationship. 

  CASE 1: EMOTIONAL AND PHYSICAL ABUSE AND 
 FINANCIAL EXPLOITATION  

 Bertha Weeks, age 90, and her 68-year-old daughter Joan were be-
ing physically and emotionally abused by Sandy, Joan’s 35-year-old 
 daughter who lived with them. The two elderly women were afraid of 
Sandy. She was verbally abusive and had hit her mother several times. 
She had also threatened to hit Bertha, who was very frail. Sandy forged 
checks on her mother’s account. She brought home strange men, with 
whom she had sex. Some of the men had stolen Bertha’s and Joan’s 
 belongings. 

 When the police were called, Sandy was able to convince them that 
everything was fi ne. She claimed that Bertha was “senile” and that Joan 
was mentally ill, so neither could be believed. 

 Both Bertha and Joan were inarticulate when interviewed by the po-
lice. Bertha did not appear to understand the questions and Joan was 
silent. 

 After the police left, Sandy screamed at the two women. She threat-
ened to “put them in a home” and to kill them. The two women dis-
cussed suicide because they believed that no one would protect them 
from Sandy. 
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 Multidisciplinary Response 
 Law Enforcement 

 Frustrated with their inability to communicate with either Bertha or 
Joan, and suspecting that something was wrong, the law enforcement 
offi cers reported the situation to APS. Following their criminal investi-
gation, Sandy was charged with assault, elder abuse, and theft. Joan’s 
bruises were photographed and used at Sandy’s trial. 

 Adult Protective Services 

 Two APS workers visited the home accompanied by law enforcement. 
While law enforcement offi cers took Sandy into another room to inter-
view her, the workers separated Bertha and Joan and interviewed them 
individually. The worker interviewing Bertha noted that she was emaciat-
ed, very frail, and had a severe hearing impairment. The worker was able 
to communicate with Bertha to the extent that she agreed to go to the 
hospital for an evaluation. Meanwhile, the second worker encouraged 
Joan to tell her what was going on. Reluctantly, Joan admitted that she 
and her mother were afraid of Sandy. She said that Sandy had assaulted 
her on many occasions and that money was missing from her checking 
account. The APS worker immediately gave this information to the law 
enforcement offi cers, who then established suffi cient probable cause to 
 arrest Sandy. Bertha and Joan were taken to the hospital for evaluation. 

 Medical 

 The geriatrician found that Bertha suffered from mild dementia, mal-
nourishment, severe hearing loss, osteoporosis, and arthritis. In addition, 
Bertha had suffered several strokes. Joan was also malnourished and had 
numerous bruises on her face, back, and arms that were in various stages 
of healing. Both women were very depressed. 

 Bertha and Joan were given food supplements. Bertha was provided 
with a hearing aid and medication. Both women were given antidepres-
sants and mental health services. 

 Victim Advocate 

 While Sandy was out of prison on bail and awaiting trial, a victim ad-
vocate assisted Bertha and Joan in getting a restraining order to keep 
Sandy away from them and helped them through the court process. The 
advocate found an appropriate shelter for the two women, so that Sandy 
would not fi nd them. 
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 Prosecution 

 Sandy was found guilty of forgery, theft, and assault on an elderly person 
and sentenced to four years in jail. Law enforcement was not successful 
in identifying the men who had stolen Bertha and Joan’s possessions, so 
no charges were fi led against them. 

 After Sandy’s sentencing, Bertha and Joan agreed to move together 
into an assisted living facility. Now that she was able to hear again, 
Bertha participated enthusiastically in social interaction. And Joan, 
who was no longer depressed, became active once again in her church 
 community. 

 EFFECTIVE INTERVENTIONS THROUGH 
 COLLABORATION 

 As illustrated in the previous case, numerous professionals encountered 
the victims and the offender. By working together, they enhanced victim 
safety and shared resources and knowledge. Effective collaboration re-
quires a common understanding of the needs of victims and appropriate 
intervention strategies. A comprehensive intervention generally focuses 
on (1) safety, (2) health, (3) functional status including capacity, (4) legal 
status, (5) fi nancial situation, and (6) social situation.

  Figure 7.1 illustrates the relevant aspects or central life domains. 
 Although many of these are pertinent to persons of any age, issues 
such as social situation, including support and functional status, come 
more sharply into focus with aging. The  social situation  domain refers 
to circumstances surrounding age, gender, living situation, as well as 
the extent of family, friends, neighbors, and faith-based and commu-
nity affi liations. Educational level and cultural background, including 
spoken language, environment, and life experiences, are all signifi cant. 
  Functional status  includes the ability to carry out activities of daily  living 
and instrumental activities of daily living. The activities of daily living 
are ambulation, bathing, dressing, toileting, feeding, and continence 
(Katz et al., 1963). The instrumental activities of daily living describe 
higher order functioning such as driving or use of public transporta-
tion, management of medication and fi nances, housekeeping, shopping, 
cooking, and cleaning laundry (Lawton & Brody, 1969). Capacity is a 
critical aspect of this domain.    Health  is freedom from mental illness, 
organ-specifi c disease states, medication misuse, poor personal hygiene, 
and substance abuse. A senior’s  fi nancial situation  may consist of as-
sets, debts, money-use patterns, and the presence of surrogate decision 
makers such as guardians, joint account holders, agents under a power 
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of attorney, or  representative payees.  Safety    considerations include the 
presence of fi rearms and other weapons, the ability to leave the residence 
in case of emergency, the  capacity to obtain help if one becomes ill, and 
the presence of a safety plan should the victim be threatened by a per-
petrator.  Legal status   includes authority to make decisions, controls on 
use of assets,  immigration considerations, and  ability and willingness to 
participate in legal proceedings. 

 Victim Safety 
 Victim safety should be the fi rst step in any intervention strategy. In 
some elder abuse cases, the victim is at risk of serious harm or death if 
 immediate action is not undertaken. Issues to consider when assessing 
victim safety are described in more detail in Chapter 11. 

 Remedies may come from a variety of systems. Law enforcement 
may arrest the perpetrator, who may then be prosecuted. Civil justice 

 FIGURE 7.1 Dimensions of elder victims’ lives .
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remedies can include restraining/protective orders, changing wills or 
guardianship documents, or legal separations or divorce to limit contact 
between the victim and perpetrator. Domestic violence advocates can de-
velop safety plans with the victim. Emergency housing may be necessary, 
such as an elder shelter, battered women’s program, or other place where 
the older person can stay temporarily while other interventions are tak-
ing place. To arrange for emergency housing, victims will need to have 
made arrangements for other dependents and pets. Many communities 
have safe havens for pets, which can be found by contacting the local 
domestic violence program or humane society. 

 Health 
 Often elder abuse victims are in regular contact with the health care sys-
tem. Victims may need health care as a result of injuries caused by the 
abuse or other ongoing medical needs. Some victims are providing care 
and assistance for the abuser or other family members and will need to 
make arrangements for others while dealing with the immediate crisis. 
In other circumstances, the abuser is the primary caregiver for the victim 
and a new care arrangement will need to be made. 

 Victim Decisional Capacity 
 Although vulnerability is not synonymous with aging, degenerative pro-
cesses can lead to physical frailty and cognitive impairment. Physical or 
mental decline can, in turn, lead to the loss of independence, which puts 
elders at risk for self-neglect and victimization. Old age makes some con-
ditions inevitable, whereas others are the result of disease states. 

 Elders are perhaps the most vulnerable when they lose the ability to 
make decisions for themselves. Generally, disease states such as dementia 
or depression lead to loss of decision-making capacity. Elders without 
capacity make perfect victims, as they may not recognize when they are 
being exploited. They also may not be able to fend for themselves when 
abused or neglected. 

 Assessment of decision-making capacity is diffi cult. There are no 
screening tools available for nonmedical personnel. The gold standard 
for capacity assessment is the psychiatric interview, although in many 
cases a generalist or geriatrician can assess capacity. Some elders have 
preserved verbal abilities yet lack the insight and judgment required to 
make decisions for themselves. Assessments of these victims are particu-
larly tricky. Determining decision-making capacity in unclear or contest-
ed cases requires either a forensic psychiatric interview or a full battery 
of tests performed by a neurophysiologist to examine cognitive skills and 
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other brain functions. In jurisdictions where these specialists may not be 
available, environmental assessment, interview of collateral sources, and 
KELS (Kohlman Evaluation of Living Skills) testing—where patients are 
observed performing standardized tasks such as writing a check, reading 
a bill, making change, and identifying a dangerous condition depicted in 
a photograph—may be helpful (Kohlman-Thomson, 1972). 

 Legal 
 Victims often fi nd themselves involved with the legal system. The per-
petrator may have been arrested and charged with a crime. Victims may 
be interviewed about the abuse and asked to provide evidence and testi-
mony. They may get restraining/protective orders or use other civil rem-
edies. Some victims may fi nd that the abuser is attempting to use the legal 
system against them. Abusers may try to manipulate victims into signing 
documents giving away money or property. Or an abuser may try to get 
the victim declared incompetent. 

 Physical Environment 
 Competent victims will need to decide where they want to live. Most 
 elder abuse victims would prefer to remain in their own homes. Some 
may want to move to a smaller dwelling or into assisted living. Some 
residents of facilities may choose to move to a different facility. 

 Finances 
 For most elderly persons, talking openly about fi nancial matters is dif-
fi cult. This is the generation that survived the Great Depression, and 
many elders are reluctant to spend money on services, claiming that 
they need to “save it for a rainy day.” Giving up control of personal 
funds is often perceived as the beginning of the end. For these reasons, 
discussions about fi nancial matters should be conducted with tact and 
sensitivity. Acknowledging the elder’s fears about running out of money 
and offering to fi nd a way to make sure that does not happen can be 
reassuring. 

 In many communities aging services, American Association of 
 Retired Persons (AARP) chapters, or other community-based organiza-
tions provide daily money-management and bill-payer services. These are 
most useful for older persons who still retain their capacity to make most 
of their decisions, but who have become confused and overwhelmed by 
unpaid bills. Another important service is a benefi ts specialist, who can 
analyze medical bills and make recommendations about benefi ts that the 
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older person may be eligible for, as well as the most appropriate health 
insurance options. 

 For people who are in danger of having their monthly Social Security 
checks taken by others, the appointment of a representative payee can be 
helpful, provided that the appointed payee is trustworthy and will use all 
of the funds for the benefi t of the elder. The local Social Security offi ce 
should be contacted to set up a representative payee. 

 Powers of attorney for fi nancial management can be useful, but only 
when the agent is someone trustworthy who will use the funds for the 
benefi t of the elder. Unfortunately, powers of attorney often are seen by 
the agents as a “license to steal.” If a power of attorney is the chosen op-
tion, the individual making the power of attorney should get legal  advice 
about establishing procedures to prevent abuse. 

 In the event that an elder no longer has the capacity to make fi nan-
cial decisions, a court may also appoint a conservator or guardian of 
the estate. Finding trustworthy individuals to fulfi ll this role can be dif-
fi cult. Sometimes an attorney, a banker, a trusted friend, or member of 
the elder’s religious community is willing to provide this service. Courts 
do provide some oversight of conservators and guardians. Once again, 
however, selecting a person who will be mindful of his or her fi duciary 
duties and willing to be fully accountable is essential. 

 Social Support 
 Victims of abuse often lack social supports and ties to the community. 
Sometimes the abuser has isolated the victim. In other cases, the victim 
prefers being on his or her own, which may increase the risk for abuse. 
Improving the social support network of the victim can break the isola-
tion and result in more “eyes and ears” monitoring for a recurrence of 
abuse. Some victims have lost touch with loved ones as a result of the 
abuser’s behavior. In many cases, these relationships can be rekindled, 
especially if the victim has broken off contact with the abuser. 

 Another option to improve social contacts is to learn about the hob-
bies and interests of the victim. There may be clubs, social activities, or 
volunteer possibilities that will engage the victim. For persons of faith, 
religious or spiritual organizations offer numerous opportunities for edu-
cation, as well as participation in community and social activities. Some 
older people may be interested in fi tness, yoga, or meditation. Book clubs 
or sewing circles might be considered. Senior centers generally offer a 
wide array of programming for older persons. 

 Older battered women have benefi ted from support groups  designed 
specifi cally to meet their needs. Some battered women’s programs or 
aging network agencies run groups specifi cally for older women. These 
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groups give women a chance to talk about the abuse and to prob-
lem-solve with other women in a similar situation. For many women, 
these groups have provided insight, comfort, and support (Spangler & 
Brandl, 2003). 

 Pets may be another possible way to break isolation. Animals can 
provide companionship to seniors who may enjoy providing care for 
them. Keep in mind that pets may also be threatened or harmed by the 
abuser as a way to get to the victim (The Humane Society of the United 
States & Wisconsin Department of Health and Family Services, 2003). 
Also recognize that some older people may not be able to afford the 
expense of a pet or may not be able to provide the animal with the neces-
sary exercise or a safe living environment. An elder who is not able to 
keep his or her own pet might still be able to interact with animals by 
volunteering at a local animal shelter. 

 Effective intervention plans involve learning about each of the areas 
described previously and addressing the needs of the individual victim. 
The next case illustrates responses by a variety of systems and model an 
informal collaboration. 

  CASE 2: CAREGIVER NEGLECT  

 A doctor’s offi ce contacted APS to report that Rosa Costilla, age 92, had 
been seen by the physician that day. She appeared to suffer from possible 
neglect because of poor hygiene and malnutrition. She also had a lacera-
tion on her leg that continuously oozed blood and would not clot. One 
day after the referral, Rosa’s daughter, Juanita, brought her mother to the 
emergency room because the leg was still oozing. At the time of admis-
sion, Rosa weighed only 58 pounds. Hospital staff became concerned 
that Juanita was an adult with a cognitive disability, who appeared to 
be unable to care for her mother and who refused to let Rosa speak for 
herself. Hospital staff made a second report to APS. 

 Adult Protective Services made several attempts to see Rosa in her 
home, but Juanita would not allow them entry. A tall, barbed-wire fence 
with a gate surrounded the property. After multiple attempts, Juanita 
fi nally said she would meet with APS. At the agreed-on time of the meet-
ing, however, Juanita refused to come to the gate. When APS fi nally was 
able to gain entry to the home, Rosa was found lying in a camp cot in the 
living room. Juanita had to be separated from her mother so that Rosa 
could be interviewed without interruption. Rosa appeared to have severe 
dementia, so the interview was inconclusive. 

 Because of her poor physical condition, Rosa was hospitalized de-
spite her daughter’s objections. When Rosa was admitted to the hospital, 
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 Juanita would not leave her mother’s side. The daughter agreed to be 
admitted as well, and they shared a room. Rosa and her daughter ap-
peared to have a lifelong pattern of interdependence that excluded other 
family members. 

 While in the hospital, when Rosa was given her food tray, Juanita 
would not allow her mother to feed herself and would take food away 
from her. Juanita claimed that her mother didn’t like the food, even 
though her mother was clearly trying to eat it. 

 Rosa was found to have a vitamin B 12  defi ciency, malnutrition, and 
fecal impaction. Because of her advanced dementia, cognitive testing was 
not possible. Juanita was diagnosed with schizophrenia and mild mental 
retardation. She responded well to psychotropic drug therapy. 

 After Rosa’s and Juanita’s discharge from the hospital, Juanita 
 initially improved her caregiving duties. Within a few weeks, however, 
she  refused to continue the psychotropic drug therapy and reverted to 
her previous state. She was no longer compliant with doctors’ orders 
regarding her mother’s care. Juanita demanded to be left alone and her 
 cooperation was intermittent. 

 Multidisciplinary Response 
 Because there had been two apparent severe elder neglect reports by 
health care professionals within 24 hours, this case was fl agged for an 
immediate APS investigation. As Rosa Costilla was known to be 92 years 
old, it was likely that her daughter was over age 60. Thus, the presenting 
problem might have involved both caregiver neglect and self-neglect. The 
fi rst time that APS was denied access to Rosa, an assessment team made 
up of law enforcement, a geriatrician, a home health aide, a mental health 
professional, a nutritionist, a developmental disabilities specialist, and a 
nurse was convened to assist APS in gaining immediate access to Rosa 
and to begin a comprehensive evaluation of both Rosa’s and Juanita’s 
conditions. 

 Adult Protective Services 
 After receiving two neglect reports of a very frail elder, APS made an 
immediate home visit. When denied access, they called law enforcement 
for assistance in gaining entry to the home. After the initial investiga-
tion that resulted in the hospitalization, APS gathered additional infor-
mation from family members and the professionals involved, developed 
a case plan, and arranged for the provision of in-home services for Rosa 
and Juanita. Additional in-home services failed to improve Juanita’s 
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ability to care for her mother and Rosa’s condition deteriorated. APS 
applied to the court for a guardianship appointment on behalf of Rosa. 
APS consulted with the long-term care ombudsman about the most ap-
propriate placement for Rosa. After Rosa was placed in a long-term 
care facility, APS continued to monitor Juanita until her risk of self-
 neglect was reduced. APS also arranged for transportation for Juanita 
to visit her mother. 

 Law Enforcement 
 Law enforcement assisted APS in gaining access to Rosa. When in the 
home, law enforcement helped APS by separating Juanita from her mother 
so that Rosa could be interviewed separately. As the case progressed, law 
enforcement determined that there were grounds for a charge of criminal 
neglect against Juanita. As her mother’s caregiver, Juanita was required to 
provide reasonable care that did not place her mother’s life at risk. 

 Prosecutor 
 At this juncture, it was important that the facts were reviewed for pos-
sible criminal prosecution. Assuming that the elements of criminal ne-
glect had been established through the law enforcement investigation, the 
prosecutor needed to assess whether the case could be proven beyond a 
reasonable doubt and whether the interests of justice were served by fi ling 
charges. Clear information about Juanita’s mental illness and her ability 
to form intent was critical. If she lacked that ability, the case might not 
be provable. Further, even if the case were provable, the prosecutor might 
feel that a mental health response would be preferable to a prosecution. 
In that situation, the prosecutor might work with the mental health sys-
tem and APS to obtain ongoing care for Juanita. Whatever approach was 
taken, the prosecutor would want to ensure that Rosa was safe, that she 
was getting the care she needed, that her dementia was being monitored, 
and that her changing needs were being met. 

 Health Care Professionals 
 Geriatrician 

 Prior medical information about Rosa’s health status, weight, and 
presence of any illnesses that could result in wasting was critical. This 
 information was obtained as quickly as possible by the team’s  geriatrician 
so that the patient’s current condition could be accurately evaluated. 
 Information about the danger to Rosa, given her current malnourished 
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state, was very useful for APS in supporting the need for an immediate 
investigation. An evaluation of Rosa’s level of dementia was also critical, 
as it could determine if she was capable of giving informed consent for 
her treatment. 

 A complete physical examination of Juanita revealed that she also 
was malnourished and had untreated medical conditions that were con-
tributing to her inability to care for her mother. 

 Nurse 

 Once Rosa was discharged from the hospital, a visiting nurse assisted 
with her wound care and monitored her medications. The nurse also 
monitored Juanita’s medications. 

 Home Health Aide 

 A home health aide assisted Juanita with meal preparation and supported 
Rosa’s ability to feed herself. While she was in the hospital, Rosa was 
taught to feed herself again and she began to gain weight. 

 Nutritionist 

 A nutritionist developed a simple meal plan to ensure that both Rosa and 
Juanita were well nourished. 

 Mental Health and Developmental Disabilities Professionals 

 A mental health evaluation revealed that Juanita suffered from schizo-
phrenia. She was given medication to which she responded favorably. 
Follow-up case management services from the developmental disabilities 
system ensured that Juanita continued to take her medication and trained 
and supported her in providing better care to her mother. Ongoing case 
management also helped to prepare Juanita for her mother’s eventual 
placement in long-term care and assisted her in fi nding housing and 
 support services, if she could no longer remain in the family home. 

 GUIDING PRINCIPLES: EMPOWERMENT AND 
SELF-DETERMINATION 

 An Empowerment Model 
 In addition to understanding the dimensions of an elder abuse vic-
tim’s life, recognition of some key guiding principles will strengthen 
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the  response to the victim and improve collaborative efforts. One key 
 principle promoted by social workers and advocates is an  empowerment 
model. 

 Empowerment is a process of helping people assure or reclaim control 
over their destinies, which entails maximizing their confi dence, skills, 
and abilities [to] make informed decisions that are in their best interests, 
[and] having access to choices and available, accessible  resources and 
options for the attainment of personal and collective goals  (Nahmiash, 
2002, p. 24). 

 In domestic violence and elder abuse cases, a framework using an 
empowerment model is often most effective. APS and advocates will of-
ten work with victims by assessing their situation and providing informa-
tion and referrals. Services are offered rather than mandated. The victim 
is given the option to accept or reject any service, which restores deci-
sion-making power. 

 The empowerment model focuses on restoring power to victims to 
counteract the loss of   control they often experience at the hands of their 
abuser. Perpetrators use the tactics described in Chapter 3 to isolate, in-
timidate, and coerce their victims. As a method to avoid harm, many 
victims relinquish decision making to the abuser. Therefore, mandating 
services, interventions, or health care is often counterproductive and 
based on a framework in which professionals believe they are entitled to 
use their authority to make decisions for the victim. Unfortunately, this 
dynamic is similar to the victim’s current situation of being told what 
to do by the abuser. Mildred’s case will illustrates the importance of an 
empowerment model. 

  CASE 3: DOMESTIC VIOLENCE  

 Mildred, age 81, called police at 1:00  a.m . She said that her husband 
Arthur, age 89, had just struck her several times on the upper arm, pulled 
her hair, kicked her in the hip to force her out of bed, and kicked her 
walker out of her reach. During the call the dispatcher heard Arthur 
curse at Mildred and say that he hated her. 

 Police found that there had been a history of domestic abuse 
throughout the marriage. Mildred had called police once many years ago 
after she was physically   attacked and injured by her husband. At that 
time, Arthur claimed that his wife was faking her frailties. Mildred and 
 Arthur had been married for 59 years. Mildred had arthritis, weighed 
89 pounds, and was unable to shop or prepare meals. She never drove 
and relied on her husband to take her to appointments and activities. 
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She was prone to falls when she did not use her walker. She had had hip 
 replacement  surgery in the last eight months. Mildred was competent and 
fully capable of making her own decisions. 

 Mildred had a paid caregiver fi ve days a week who cooked meals 
and cleaned. When the aide was not present, Arthur would not prepare 
meals for his wife and she lived on food supplements. She had fallen sev-
eral times when she was trying to reach for food after Arthur refused to 
make her a meal. 

 Arthur was taken away by law enforcement. Mildred did not press 
charges. Upon Arthur’s return, he said he would kill Mildred if she called 
police ever again. 

 Mildred did not call the police again, although there were many 
more serious incidents in which she suffered broken bones and a skull 
fracture. Her family wanted her to leave, but she felt she had married for 
life. She was afraid of Arthur and believed that he would kill her. Sup-
portive family had moved hundreds of miles away to get away from the 
abuse. The adult son who had been   physically abused by Arthur refused 
to expose his children to the violence. 

 Multidisciplinary Response 
 Law Enforcement 

 When patrol offi cers responded to the 911 call, they talked with Mildred 
who complained of pain to her arm, left hip, and head. Seeing visible 
bruising beginning to form on her arm, they interviewed Arthur and ar-
rested him on suspicion of domestic violence. Because of his advanced 
age, he was booked at the county hospital jail ward. With Mildred’s per-
mission, law enforcement offi cers took her to the emergency room for a 
physical examination. Adult Protective Services was notifi ed of Mildred’s 
situation and her husband’s arrest. 

 Domestic Violence Advocate 

 A domestic violence advocate interviewed Mildred and observed the 
bruising on her arm and head. The advocate noted her complaints of 
pain in these areas, as well as in her hip. Mildred was articulate, had 
a good memory, and was cooperative. After her relocation to the as-
sisted living facility, the advocate provided safety planning information 
and  follow-up trauma counseling, and supported her through the court 
 procedures. Mildred appreciated being given options and support to 
make her own decisions. 
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 Geriatrician 

 A geriatrician examined Mildred to determine and document the serious-
ness of her injuries, as well as to evaluate her overall health and review 
her medications. Documentation of the injuries was used at the time of 
Arthur’s court arraignment. 

 Adult Protective Services 

 After she was discharged from the emergency room, APS arranged 
for Mildred’s placement in an assisted living facility that had been 
designated for emergencies such as this one. APS described housing 
options to Mildred and she chose to stay at the assisted living facility 
on a permanent basis. She enjoyed the company and activities and the 
fact that her meals were provided. After she moved away from Arthur, 
her family quickly reunited with her. Her son assisted with payment 
of her bills. 

 Prosecutor 

 The local prosecutor charged Arthur with felony domestic violence, 
physical elder abuse, and neglect. He was arraigned, bail was set, and he 
was remanded into custody where he remained. Mildred testifi ed to the 
charged criminal events before a judge. The judge believed her account 
and found legal grounds to hold Arthur for trial on the charged felony 
offenses. Shortly before his trial date, Arthur died of natural causes in the 
hospital jail ward. 

 Like many older victims of domestic violence, Mildred felt 
trapped and unable to reach out for help. Law enforcement and 
prosecutors focused on holding her abusive husband accountable by 
 arresting and building a case to prosecute him. The justice system 
does not operate using an empowerment model. Their role is to deter-
mine if a crime has been committed and to act accordingly.  Mildred 
was not given the choice about whether her abuser was  arrested and 
prosecuted. 

 The empowerment model was effective with Mildred as she worked 
with advocates and APS. Workers in these systems offered Mildred infor-
mation and discussed the services that were available to her. She was able 
to make her own decision about her living arrangements and whether to 
receive support and assistance from other agencies. Giving Mildred the 
power to make her own decisions was crucial to her recovery and the 
success of this case. 
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 Self-Determination 
 In addition to an empowerment model, self-determination is another 
key concept when working with older victims to ensure that their rights 
are not violated. Adults with decision-making capacity have the right 
to make decisions about their lives and the services and interventions 
they will accept or reject. All adults are presumed to have decision-
making capacity unless an assessment or court determines otherwise. 
Self-determination is a guiding principle for APS workers and advocates 
who will not tell victims what to do or force them to accept assistance. 
Self- determination means that everyone has the right to make his or her 
own decisions without interference from others. Empowerment means 
encouraging someone to exercise his or her right to self-determination. 
Both are critical to the APS worker. This often means that victims, like 
the rest of us, can make poor choices that sometimes leave them in 
 precarious situations. 

 Adults with cognitive disabilities or dementia may not be able to 
make some decisions. A geriatric physician or a mental health profession-
al can assess the elder’s strengths and abilities. Seniors should be given 
the opportunity to make as many decisions about their own lives as pos-
sible, given their physical and mental health status. For example, an older 
person who cannot keep track of his fi nances may still be able to make 
his or her own medical decisions. 

 In contrast, the criminal justice system is not guided by the 
 principle of self-determination. Law enforcement offi cers investigate 
crimes. Prosecutors represent the state, not the victim. This can be 
confusing to some elder abuse victims, who believe they must press 
charges for an action to be taken or who do not want a spouse or adult 
child arrested and are unable to stop the criminal justice process. It 
can also create tension between justice professionals and APS workers 
and advocates. 

 As with many self-neglect cases, Betty’s case highlights the impor-
tance of self-determination. 

  CASE 4: BETTY: A CASE OF SELF-NEGLECT  

 A woman called APS complaining that her neighbor, Betty Stone, was 
living in a house full of trash and was “dangerous and half crazy.” Betty 
was a  93-year-old widow who lived in a rundown house on the edge of 
the city. There were at least 75 bags of garbage rotting in the basement. 
Clothing, newspapers, and other items were piled almost to the ceiling 
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throughout the house. Roaches and rodents rustled in the debris. There 
was a narrow  pathway from room to room. When the weather permit-
ted, Betty spent most of her time outdoors, as there was so little livable 
space inside her home. 

 Betty believed that intruders were entering her home, stealing her 
food and other belongings. Other than that, Betty insisted that she was 
fi ne, that she was “in the process of cleaning up the house,” and that she 
did not need or want services from APS. 

 Because APS found no evidence of theft, and Betty refused  additional 
services, the case was closed. 

 Multidisciplinary Response 
 Adult Protective Services 

 Many experienced APS workers had responded to earlier reports about 
Betty’s situation with no success. After the fi fth report, a new student 
intern accepted the case. It was the intern’s fi rst and only case at that 
time. She worked many hours each week on the case with a multidis-
ciplinary team that she organized. She asked the interdisciplinary elder 
mistreatment team to evaluate Betty. The team included the following 
professionals. 

 Geriatrician 

 The initial visit was made at the house because Betty was reluctant to 
come to the clinic. Her previous medical history was   unknown except for 
a bilateral mastectomy. Betty had normal vital signs. She was pleasant 
and cooperative. She was wearing a stained housecoat and walked under 
her own power. Chest assessment revealed bilateral mastectomy scars. 
Betty kept repeating the same phrases throughout the exam. Her Mini-
Mental State score was 18/30, indicating moderate dementia. A full labo-
ratory blood panel was drawn and was normal except that her vitamin 
B 12  level was 198 (normal is 250 to 1,000).   Betty was diagnosed with self-
neglect, vitamin B 12  defi ciency, and Alzheimer’s disease with psychosis. A 
vitamin B 12  therapy was initiated, along with medication for Alzheimer’s 
disease and psychosis. The medical team followed up with Betty during 
home visits. 

 Home Health Agency 

 An agency nurse provided a medication regimen for Betty’s  psychosis, as 
well as treatment for vitamin B 12  defi ciency. 
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 Geriatric Mental Health Worker 

 The worker made home visits to monitor Betty’s psychosis and made sure 
that she was receiving the correct medication regimen. 

 Law Enforcement 

 A senior community policing offi cer made several visits to Betty’s home 
to reassure her that she was safe and that her belongings were not being 
stolen. 

 Bett y’s Family and Friends 

 Betty’s only son was deceased; however, she had a daughter-in-law, Har-
riet, who was elderly and frail herself. Harriet wanted Betty to live close 
to her. Betty declined this offer because she did not want to move, but 
she was pleased that her daughter-in-law contacted her. Harriet agreed 
to make regular telephone calls to Betty to provide her with socializa-
tion. The APS intern worker and the case manager from the home health 
agency also stayed in close contact with the daughter-in-law. Betty’s sis-
ter-in-law, Margaret, was instructed to call one of the team members if 
any problems arose. And a neighbor across the street was enlisted to drop 
in on Betty for additional socialization. 

 Aging Services 

 Meals on Wheels visited Betty fi ve days a week. The Meals on Wheels 
delivery staff were in the unique position of seeing Betty in her home on a 
regular basis. Thus, they had the opportunity to notice changes in Betty’s 
living situation and kept the rest of the team updated as to her day-to-day 
functioning. The staff enlisted the help of Betty’s neighbor to sit with her 
and make sure that she ate her noon meal. 

 Health Department Code Enforcement 

 Given the condition of Betty’s home, a safety inspection was request-
ed. The inspector was unable to do an enforcement action because the 
 violations existed only on the interior of the home. 

 Case Outcome 
 After many hours of working with Betty, the APS intern received a call 
from her one day. Betty told the intern that she was ready to sell her home 
and move. The intern had an assisted living situation lined up for Betty 
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and enlisted a team of people to help her move and sell her items. Six 
months after Betty’s move, she was content and enjoyed interacting with 
the other residents. 

 The APS intern used kindness, compassion, perseverance, patience, 
and teamwork to succeed. The investment of time she spent on the case 
would have been impossible for any other APS worker with a normal 
caseload, but with the multidisciplinary team and community response, 
it changed Betty’s life for the better. 

 GUIDING PRINCIPLES IN FACILITIES 

 Promoting empowerment and self-determination continue to be impor-
tant when working with victims living in facilities. These victims have 
the same rights as other competent adults. Those who no longer have the 
capacity to make their own decisions are particularly challenging cases. 
Informal collaboration may be crucial in these cases as is illustrated in the 
following case about Pearl. 

  CASE 5: SEXUAL ABUSE IN A LICENSED FACILITY  

 Helena, the head of nursing at a licensed residential care home, was sur-
prised to see that Pearl had not come to the lobby in anticipation of her 
cousin’s visit. She went to Pearl’s room and found the door locked. She 
knocked but received no response. Thinking that Pearl had fallen asleep, 
she used her key to open the door. Helena observed George, the head 
of facility maintenance, in the room. He was zipping his trousers and 
buckling his belt, while Pearl quickly buttoned her blouse. Pearl looked 
embarrassed and tearful. When asked what happened, she said, “George 
loves me best. George loves me best.” 

 Helena began an internal investigation. She found that George, a 
six-year employee, had keys for every room of the facility. He had be-
friended Pearl several months earlier, believing she was lonely and want-
ed his company. He did not deny the sexual contact, saying it had been 
consensual. 

 Pearl was 80 years old. She had signifi cant cognitive impairment 
because of progressive dementia, most likely Alzheimer’s disease. Other-
wise she was in overall good health and socially intact, but unable to live 
independently because of her dementia. She had never married and was a 
retired elementary school teacher. 

 Helena believed that Pearl “just didn’t know what she was doing.” 
George was given a reprimand and warned to stay away from Pearl. 



150 ELDER ABUSE DETECTION AND INTERVENTION

 Helena did not report the incident to her administration or the local or 
state regulatory agencies, as she thought it was “no big deal.” 

 George did stay away from Pearl, but subsequently sexually assault-
ed several other residents of the facility. One of these residents, Molly, 
promptly reported the matter to a family member who immediately 
 notifi ed law enforcement. During the ensuing criminal investigation, 
 offi cials learned about Pearl’s victimization and Helen’s failure to report 
the  earlier incident. 

 Multidisciplinary Response 
 Abuse that occurs in long-tem care facilities is sometimes diffi cult to iden-
tify. Not only are there many residents with varying degrees of cognitive 
ability, but there are many people, including staff, delivery people, family 
members, therapists, and the general public, who go in and out of the 
facility at all hours of the day and night. Although there are a number 
of systems identifi ed as having responsibility to receive reports of abuse 
and to conduct investigations, it is easy for victims to fall through the 
cracks. Any situation involving the possible commission of a crime, in-
cluding sexual assault, should always be reported immediately to law 
 enforcement. 

 Law Enforcement 

 Molly’s case was reported to law enforcement, which then began an 
investigation. The bedroom where the incident occurred was checked 
for additional evidence. The bedding and clothing worn by both par-
ties were collected and examined for bodily fl uids and hair. As part of 
that investigation, a court order was obtained that authorized the col-
lection of body fl uid samples from George. Additional investigative steps 
were taken to include interviews with other staff members and to obtain 
 records that would place the suspect in the area with the victim and 
other information that would provide the basis of an effective criminal 
prosecution. 

 Forensic Nurse Examiner 

 Other prosecution concerns focus on whether the crime scene was pre-
served and critical evidence collected. The victim, Molly, was examined 
(by medical professionals) for any injuries and bruises. A full sexual  assault 
assessment was completed. A specially trained forensic nurse  examiner 
collected swabs and combings. Biological samples were  examined for 
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sperm. A DNA collection kit was used to determine  whether the suspect 
left any physical evidence of sexual contact. 

 Prosecution 

 The prosecution defi nitely wanted the other residents at the facility inter-
viewed and George’s movements checked. It is not unusual to fi nd that 
there are multiple victims among vulnerable adult populations, such as 
in nursing homes. Some perpetrators seek such employment because of 
their access to victims who cannot resist, summon help, or be believed 
if they do report. In this case, the investigation identifi ed Pearl as an 
 additional victim. 

 Adult Protective Services 

 In many states, reports to APS are mandated when elder abuse occurs in 
long-term care facilities. Because the two cases involved possible sexual 
assault of an elder, law enforcement immediately notifi ed APS, the state 
Medicaid Fraud Unit, and a victims’ advocate so that a joint investigation 
could be conducted. A critical role for APS in facility investigations is to 
coordinate the activities of other professionals to ensure that efforts are 
not duplicated, information is shared appropriately, and the rights and 
wishes of the victim are protected. 

 Long-Term Care Ombudsman 

 The long-term care ombudsman acts as an advocate on behalf of residents 
in long-term care facilities. They are concerned about the quality of life of 
each individual resident, as well as all of the residents. As advocates, they 
can, with the residents’ permission, share concerns and participate in ac-
tivities designed to alleviate those concerns. Although it is quite possible 
that neither Pearl nor Molly had shared their sexual experiences with the 
ombudsman, once there was a sexual abuse investigation in the facility, 
the ombudsman became essential as someone in whom Pearl, Molly, and 
other victims could confi de. 

 Local and State Regulatory Agencies 

 Under federal law, local and state regulatory agencies have responsibil-
ity for ensuring the quality and safety of care proved in long-term care 
facilities. Through periodic licensing inspections, as well as investigations 
of reports of abuse or poor care, they monitor the performance of the 
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 facilities and have the power to impose sanctions for poor or dangerous 
care. A report on George and Pearl’s encounter was made to the regula-
tory agency; an incident report then generated a prompt investigation. 

 State Board of Nursing 

 Because Helena did not report the incident to her administration, the 
regulatory agency, law enforcement, or APS, she was reprimanded/sanc-
tioned by the licensure board. She was also admonished that she could 
face criminal sanctions for her failure to report as required by law in her 
state. 

 CONCLUSION 

 As was illustrated in this chapter, numerous professionals become in-
volved in elder abuse cases once they are reported. Different systems offer 
a variety of remedies to promote safety and hold abusers accountable. 
Intervention strategies for victims need to be comprehensive, and not 
focus simply on the abuse, but also address health, capacity, physical 
environment, legal issues, and social supports. 

 Interventions and collaborations sometimes fail because profession-
als do not agree or lose sight of guiding principles, such as empowerment 
and self-determination, when working together. Before working directly 
with victims, professionals are encouraged to discuss and develop basic 
core principles to ground their work. Examples of some effective guiding 
principles include the following: 

 • Focus on victim safety. 
 •  Avoid siding with the abuser by agreeing with his or her excuses 

or blaming the victim for the abuse. Operate as if abuse could 
have occurred and gather information before dismissing a re-
port, even if the allegations seem unlikely or the reporter does 
not seem credible. Any report from the potential victim deserves 
an investigation. 

 •  Recognize and respect cultural and religious differences. Profes-
sionals should be aware that language barriers and value differ-
ences may create challenges. 

 •  Treat older victims as adults, and with respect and kindness. 
 Seniors should not be treated like children by doing too much 
for them, talking to others about them while they are present, or 
making decisions for them. 
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 •  Recognize that the victim may want to maintain the relationship 
and help the abuser. The victim may change his or her story, 
recant, or set up other roadblocks to help protect himself/herself 
or the abuser. 

 •  Understand that abusers use isolation and misinformation as 
a tactic to keep victims off balance. Providing encouragement, 
support, and accurate information to victims can be extremely 
helpful. 

 Informal collaborations exist in many communities. These multidis-
ciplinary approaches are often the most effective responses to elder abuse 
victims. Informal responses are most effective when professionals operate 
from similar guiding principles and maintain their roles and responsibili-
ties. In some cases, informal collaborations evolve over time and become 
formalized teams. The next chapter describes the process for creating a 
team approach. Chapter 10 examines the mechanics of teams that focus 
on case review.  
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 C H A P T E R  E I G H T  

 Team Processes 

 OVERVIEW 

 Previous chapters have discussed the importance of collaborative 
 responses to elder abuse and have defi ned multidisciplinary teams as a 
way to build effective responses. They have described the relevant con-
siderations when a community or individuals are developing their own 
 response, whether formal or informal. After a decision is made to establish 
a formal team, there are steps that are most likely to lead to success. This 
chapter describes these important processes that include the  following 
phases:  planning, formation, working, evaluating, and sustaining. 

 STEPS OF TEAM PROCESSES 

 Planning: 

 • Vision .
 • Needs assessment .
 • Determine purpose .

 Formation: 

 • Gather the critical persons/expertise. 
 • Defi ne team goals. 
 • Develop collaborative agreements. 
 • Set policies and procedures. 

 Perform the work: 

 •  Case review teams may conduct investigations/assessments, 
 perform case reviews, and intervene. 
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 •  Systems review teams may audit systems and make policy 
 recommendations. 

 Evaluate: 

 • Quantify workload. 
 • Assess client and participant satisfaction. 
 • Measure outcomes. 

 Sustain the eff ort: 

 • Act on the evaluation results. 
 • Do strategic planning. 
 • Publicize. 

 This chapter describes the steps of team formation through the eyes 
of a protective service worker, Ann. The chapter walks the reader through 
the processes that Ann and her colleagues follow as they assemble a team 
that addresses cases of fi nancial exploitation. 

 A protective service worker, Ann, notes that many of her clients are 
victims of fi nancial exploitation. She feels frustrated that few of her 
investigations result in arrest or prosecution. Ann attends a con-
ference where she hears about a fi duciary/fi nancial abuse  specialist 
team, or FAST, and wonders if such a team could work in her com-
munity. What can Ann do to determine whether a FAST would 
meet the perceived need in her community? 

 PLANNING PHASE 

 The Vision 
 Collaborative efforts are formed for a variety of reasons, but essentially 
one or more practitioners believe that their traditional way of handling 
elder abuse cases is ineffective or could be improved and they become 
change agents. The desire for change may fl ow from a case failure, per-
sonal experience, frustration, or knowledge about an existing team. Also, 
recognition that elders are being seen by a system in increasing numbers, 
a grant opportunity, a change in laws or leadership, or new information 
may trigger a review of existing procedures, and a desire to handle matters 
differently. The idea may originate with an elected offi cial, a  practitioner, 
or a variety of professionals within a particular fi eld. 
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 On her return to the agency from the conference, what are the fi rst 
steps Ann should take in the development of a FAST in her com-
munity? 

 Needs Assessment 
 After the idea is conceived, the next step is to gather documentation to 
support the need for change. This may include collecting data such as de-
mographic trends, case examples, or pattern of service utilization. Some 
may conduct focus groups or survey older consumers and relevant pro-
fessionals. A needs assessment is conducted and the data collated. 

 Ann analyzes her own cases and the cases of other workers in her 
agency. She documents that there was a 15% increase in the num-
ber of substantiated reports of fi nancial exploitation. There was a 
commensurate increase in reports to law enforcement, but no in-
crease in the number of cases fi led and prosecuted. Ann contacts the 
community where the FAST had been established and learns that in 
the year after the team was formed, there was a 25% increase in 
prosecutions. With this information, what is Ann’s next step? 

 Determine the Purpose of the Team 
 After the needs assessment, the next step is to convene a meeting of in-
terested parties. That group determines whether the perceived need is 
legitimate and whether the parties are prepared to incorporate possible 
changes into their work to address the problem. If so, the group must 
then decide its purpose (Jay, 1999). That purpose may mean focusing 
on improved service delivery, such as starting a support group for older 
abused women or a rapid response team for a suspected elder abuse crime 
scene. The effort could also focus on public awareness education or pro-
fessional training. Alternatively, the group could decide to focus on case 
review, meaning that a group of professionals, usually from several disci-
plines, convene to fact fi nd, analyze, and intervene in a particular matter. 
Or, a group could decide to evaluate policies and systems to  determine 
whether there are gaps in services or systemic breakdowns or to advocate 
for legislative change or different funding priorities. 

 In 2000, the National Center on Elder Abuse funded a study of mul-
tidisciplinary teams. Data derived from this study showed that 93.5% of 
teams provided expert consultation to service providers and identifi ed 
system gaps and problems, and 80.6% planned and carried out investiga-
tion or care planning (Teaster & Nerenberg, 2000). This study indicated 
that of the 31 teams studied, most carried out multiple functions. 
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 The interested parties will determine the general focus. What type of 
team will the group become—medical case management, fatality review, 
fi duciary abuse, code enforcement, or a coordinated community coali-
tion? Will the approach be multidisciplinary or interdisciplinary? Once 
the focus and approach have been determined, the team is ready to move 
from the planning phase to formation. 

 Ann enlists the head of the APS agency, who invites members of 
law enforcement, prosecution, the banking industry, and health 
care — including a geriatrician, a forensics psychiatrist, and a 
 psychologist — to a meeting. 

 Formation 

 The formation stage involves the selection of the participants from ap-
propriate disciplines to be on the team. These participants determine 
the goals they intend to achieve and establish policies and procedures to 
guide the work. In this phase, team members also set the rules for case 
review and confl ict resolution. 

 Select Core Team Members 
 Once the leaders determine the team’s focus, members are selected based 
on the vision and the needs of the community (Francis & Young, 1992). 
The mission and purpose of the team will guide decisions about the ex-
pertise and composition needed to complete the group’s tasks. For most 
teams, representatives from Adult Protective Services (APS), law enforce-
ment, and health care are considered critical members. Many teams 
also include criminal prosecutors or civil or county counsel. If the team 
 intends to focus on cases resulting in death, a medical examiner or coro-
ner is crucial. If the team will address institutional abuse, representa-
tives from the long-term care ombudsman program and regulatory or 
licensing agencies should be included. If the team will focus on fi nancial 
exploitation matters, the group should be enhanced to include accoun-
tants and representatives from fi nancial institutions. All teams should 
be fl exible enough to permit the addition of other disciplines as needed 
(Nerenberg, 2003). 

 In the National Center of Elder Abuse study of multidisciplinary 
teams, law enforcement, APS, and geriatric medicine health services were 
the most common disciplines represented (Teaster & Nerenberg, 2000). 
Table 8.1 describes some of the disciplines that might participate on el-
der abuse teams. This is not an exhaustive list of every discipline that 
addresses elder abuse, nor does it include every possible profession that 
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might be a member of a particular team. In addition, teams may vary in 
the particular skill set and expertise of individuals, even within the same 
discipline.   

   Being skilled or trained in a particular discipline does not always en-
sure that the professional is suited for participation in a multidisciplinary 
elder abuse team. Members should be knowledgeable about elder abuse 
issues or prepared to learn from those on the team who are. Members 
should have time in their work schedule that allows them to participate. 
Professionals selected must be committed to the multidisciplinary or in-
terdisciplinary approach and be willing to give up some autonomy to 
achieve the goals of the team (Nerenberg, 2003). 

TABLE 8.1 Types of Teams

Type of Team Disciplines Involved

Coordinated Community 
Coalition

• Adult protective services

• Aging services

• Law—criminal, civil

• Court

• Faith community

• Nursing

• Long-term care ombudsmen

• Social work

Code Enforcement • Adult protective services

• Animal control

• Licensing and regulatory agencies

• Law enforcement

• Paramedics

• Veterinary medicine

Fatality Review • Adult protective services

• Allied health—paramedics

• Coroners

• Dentistry

• Health department

• Law—criminal, civil

(continued)
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• Law enforcement

• Long-term care ombudsmen

• Medicine—forensic pathology, geriatric medi-
cine, general medicine

• Victim advocacy

Fiduciary Abuse • Adult protective services

• Aging services

• Banking

• Faith community

• Law—criminal, civil

• Law enforcement

• Medicine—geriatric medicine, psychiatry, 
forensic psychiatry

• Victim advocacy

Medical Case Management • Adult protective services

• Allied health (paramedics, dietitians, thera-
pists)

• Dentistry

• Ethics

• Health department

• Faith community

• Law—criminal, civil

• Law enforcement

• Medicine—emergency medicine, geriatric 
medicine, psychiatry, forensic pathology, 
general medicine, forensic psychiatry, medical 
examiner

• Nursing

• Social work

• Victim advocacy

TABLE 8.1 Types of Teams (continued)

Type of Team Disciplines Involved
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 Some teams may wish to have differing levels of agency participa-
tion. They may designate core, affi liate, or associate membership. Teams 
should develop processes for replacing members who move from the 
agency or whose terms have expired (Nerenberg, 2003). 

 Ad hoc Members 
 Some professionals may be core members of certain kinds of teams but 
play no role on others. Even when particular professionals are not team 
core member, these allies may still be pivotal to resolving individual cases 
(Francis & Young, 1992). For example, some teams include a criminal 
prosecutor and a civil attorney who works for and represents the jurisdic-
tion in which the team is located. These professionals limit their partici-
pation to situations where legal matters are likely to be part of the case 
review or intervention plan. When they do participate, the prosecutor pro-
vides guidance on criminal matters, identifi es criminal conduct, obtains 
court orders as part of charged cases, incorporates needed conditions in 
sentencing negotiations and recommendations, and responds to questions 
about criminal law. In some states, they also assist victims in seeking civ-
il protective orders. The county civil attorney assists in identifying cases 
where guardianship or conservatorship is appropriate, seeks court orders 
to protect vulnerable elders, and initiates court proceedings to preserve 
assets. Domestic violence, sexual assault, and other victim advocates can 
also be important participants. Their knowledge of these specialized areas, 
community resources, and benefi ts can be invaluable in explaining victim 
behaviors, understanding service networks, and developing comprehensive 
intervention plans. Some advocates can fully participate on teams without 
breaching client confi dentiality; others cannot because of their legal and 
confi dential relationship with their client. Even when specifi c advocates 
cannot participate on the team, efforts should be made to include someone 
knowledgeable to represent the victim’s perspective and desires. 

 The disciplinary leaders attended the organizational meeting. Each 
agreed to designate staff that would be their representative for the 
FAST. What additional policy and procedures were needed? 

 Set Goals 
 Once key participants have committed to joining the team and designat-
ed who will be their representative, the team must defi ne members’ roles, 
clarify goals, establish processes, and establish standards and methods to 
conduct and evaluate work. The participating members must decide on 
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specifi c goals. This is an important step and allows buy-in of those who 
will actually be doing the work. Goals will vary depending on the type 
of team and the needs identifi ed in the community assessment. These 
members must also decide whether the team will structure itself in an 
informal or formal manner. An informal group may address a specifi c 
task, meet as needed, achieve its task, and dissolve. A formal group will 
likely select leaders and members, establish operating rules, formalize 
procedures, and operate as a permanent body. The formal group often 
develops its overarching goals and will move from one task to another 
and may perform multiple functions. 

 Develop Collaborative Agreements 
 Collaborative agreements are needed to formally acknowledge the com-
mitment of the various organizations. These agreements can take the 
form of memoranda of understanding, operating agreements, contracts, 
subcontracts, or interagency agreements. Formal agreements help ensure 
the continuation of the agency’s commitment, memorialize the minimum 
level of its participation, and clarify the kinds of expertise that will be 
provided. Most important, formal agreements allow the team’s work to 
continue when an organization’s leadership changes. These formal agree-
ments may or may not address budgetary concerns, depending on the will 
of and the funding available to the respective organizations. 

 In the study of multidisciplinary teams, more than 51% of members 
were required to sign memoranda of understanding or contracts. In this 
same study, 29% of the agencies were required to sign a written docu-
ment that indicated their level of commitment to the effort (Teaster & 
Nerenberg, 2000). 

 Establish Policies and Procedures 
 The team must decide the roles of its members, establish the value of ev-
eryone’s participation, and determine the ground rules for confl ict resolu-
tion. Although this part of the formation stage is time-consuming, many 
mistakes that could undermine or sabotage the team can be avoided by 
paying careful attention at this time. This phase permits members to 
build relationships, develop trust, and understand the principles, ethical 
precepts, and resources of each discipline. 

 Determine Roles Within the Team 
 Within teams there are specifi c roles that must be fi lled, regardless of the 
type of team. These roles include leader, facilitator, recorder, time keeper, 
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and administrative support staff. The leader ensures adherence to its vi-
sion. The leader is the moral voice of authority, the person in charge, or 
the ultimate decision maker. Selection of the team leader will vary ac-
cording to the type of team and its focus. Team leaders should be chosen 
based on expertise and experience, as well as leadership skill. The leader 
may also act as facilitator, but this is not always the case. The facilitator’s 
role is to ensure that all members are treated fairly and that procedures 
are followed (Francis & Young, 1992). More specifi cally, the facilitator 
ensures that team members explain professional jargon, follow time lim-
its, and remain focused on understanding the facts. Note takers memo-
rialize the information gathered by team members and the decisions that 
are made. The administrative support staff prepares schedules, sorts case 
intake forms, sends agendas, and maintains records of what occurs at 
meetings. The administrative staff also ensures that team members com-
plete follow-up tasks and schedules periodic task updates for the team. 

 Adherence to the Principles of Eff ective Teams 
 The contributions of every team member are important and valued. 
Teams include members from diverse backgrounds; some have postgrad-
uate degrees; others have less formal education but considerable fi eld 
experience. All members’ contributions are equally critical and valuable 
to the team’s work and effectiveness (Dyer et al., 2003). Failure to equal-
ly value all members can create confl ict and disenfranchise individual 
members .  Early in the team’s existence, time should be spent learning 
what each member and each discipline can contribute. The strength of 
the team will be determined by the individual member’s expertise and the 
group’s awareness of what each discipline can contribute. Policies and 
procedures should refl ect the principle of equality of all members and 
their contributions. 

 Confl ict Resolution 
 Given the diverse membership of elder abuse teams and the potential for 
clashes and disputes, members must agree to the methods for achieving 
shared goals. These goals may include stopping the conduct, protecting 
the victim, protecting the public (society at large), holding the offender 
accountable, restoring or improving the victim’s quality of life, and at-
tempting to rehabilitate the offender. Within different kinds of teams, 
some goals may be emphasized over others, or a team may use different 
approaches to achieving the agreed-upon goals. For example, some elder 
abuse fatality review teams only review deaths for the purposes of assess-
ing systemic responses and identifying areas for public awareness and 
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education and systemic change. Their primary goal is to improve inter-
ventions so that similar deaths do not occur in the future. A different fa-
tality review team may also choose to focus on identifying cases for arrest 
and prosecution. Their goal is not only to improve systemic responses to 
victims, but to hold a particular offender accountable and stop the illegal 
conduct. When there are clashes, a review of these shared goals may be 
the only way to bring a team in confl ict back to consensus. 

 The FAST forms, sets policies and procedures, designates the roles 
of the members, and completes a memorandum of understanding. 
The team begins its work that includes reviewing cases to iden-
tify criminal conduct and developing evidence suffi cient to support 
criminal prosecution. 

 THE WORK 

 After the formation phases are completed, the work begins. Case review 
is discussed in more detail in the next chapter. Systems review teams focus 
on policy change and collaboration among various disciplines. Systemic 
change is discussed in Chapter 12. 

 The FAST has been in existence for three months and the mem-
bers have begun to look at cases. The head of the protective service 
agency calls Ann and informs her that there is a budget crunch. 
The agency is reviewing its programs and needs to reduce its in-
volvement in some programs. The agency head asks the worker to 
provide documentation that justifi es their commitment of resources 
and continued involvement. 

 EVALUATION 

 Both elder abuse intervention itself and the benefi ts of team collabora-
tion as a response are diffi cult to measure. When collaborative efforts are 
used, identifying and quantifying work and success are especially com-
plicated. Where multiple members contribute to the work of the team, 
measuring the relative weight of each contribution may not be possible. 
There may be disagreement about what constitutes “success.” For exam-
ple, in a situation where a victim is separated from her caregiver-abuser, 
the team may feel that the outcome is successful because the victim is 
safe; the criminal justice professionals may be satisfi ed because a success-
ful prosecution ensued, and social service professionals may be satisfi ed 
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because the client was kept in her own home with appropriate social 
services. Nevertheless, the victim may be very dissatisfi ed, as she may feel 
she is no longer independent, may resent the involvement of strangers in 
her life, and may want to be with her abusive caregiver. 

 In light of these realities, every team must decide whose perspective 
will be evaluated: the victim-client, the team as a whole, or individual 
members and disciplines. Further, the team will have to decide what con-
stitutes “success.” Is it increased victim safety? Improved quality of life 
for the client? An arrest? A successful prosecution? Have the team pro-
cesses worked? Has the team managed confl ict effectively? 

 Teams may decide to evaluate different aspects of the work. Re-
gardless of what a team evaluates, its effectiveness must be measured 
against the extent that the particular goals are met. It is critical to cata-
logue the work of the team, selected outcome measures, and participant 
satisfaction. 

 The Work of the Team 
 Teams can start the evaluation process by simply collecting baseline statis-
tics on what they do. This information should be gathered whether or not 
the team contemporaneously begins a formal evaluation process. These 
data can be incorporated later into measurement strategies or analyzed 
retrospectively when unanticipated problems arise. Trends may emerge 
as the team matures and the early data will help guide the development of 
improved processes. Archived data may guide and inform future research 
and provide new information to the fi eld. 

 Selected Outcome Measures 
 The appropriate outcome measures for interdisciplinary teams are not 
always easy to defi ne. An appropriate team outcome could be the deter-
mination of the impact of the multidisciplinary approach on client recidi-
vism. As new disciplines are added, the number of positive outcomes or 
the number of available options that are then incorporated into interven-
tion plans could be measured. Other potential outcome measures include 
whether the team’s procedures have reduced the number of overlapping 
services offered to a client, or the time between referral of the case and 
its case conference. The team can evaluate if it has handled more or few-
er cases compared to another point in time and the number of systems 
that actually coordinated responses. The team may quantify  important 
 demographic information about their client base. For example, it is valu-
able to know how many of the situations that the team responded to in-
volved clients who live with dementia and how many clients had multiple 
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morbid events. Or, in how many of the abuse cases was depression an un-
derlying problem? What are the trends based on gender, ethnic and racial 
background, and socioeconomic status? What are the referral  patterns to 
the team? 

 Outcome measures could include evaluation of the team’s success in 
addressing public health concerns such as quality of life. Issues such as 
limb salvage and appropriate use of public resources are all of pressing 
concern and are worthy measures of the team’s work. In addition, reduc-
tion of morbidity from chronic diseases, such as diabetes, renal failure, 
and cardiovascular conditions, needs to be assessed. Functional status, 
including sensory changes, nutrition, and pressure ulcers in the context 
of elder abuse, is in critical need of study (U.S. Department of Health and 
Human Services, 2000). Any member of the team can provide ongoing 
measurement and evaluation or members can decide to rotate this task. 

 Example of Outcome Measurement 

 In a study conducted at Baylor College of Medicine, research assis-
tants screened APS clients who had been deemed healthy to deter-
mine if there was undetected neuropsychiatric illness not captured 
by APS assessment instruments. The subjects underwent a series of 
medical and neuropsychiatric tests. The results showed that nearly 
half the APS clients had depression, dementia, and impaired execu-
tive function. This study indicated that there was a need for better 
screening tools to help APS specialists detect underlying medical dis-
ease in their clients to facilitate the appropriate referral for  medical 
care (Poythress et al., 2001). 

 Ethical Aspects of Evaluation 
 In deciding which outcomes will be evaluated, the team must carefully 
assess whether the selected measures present ethical confl icts. For ex-
ample, suppose a measurable outcome to be tested is whether, as a result 
of their participation on the team, law enforcement made more arrests, 
those arrests resulted in more prosecutions, and those prosecutions re-
sulted in more people being sent to jail. This may appear to be valuable 
information, but it may actually present ethical confl icts for both law 
enforcement and prosecutors. Their role and ethical responsibilities must 
be considered. 

 The U.S. attorney is the representative not of an ordinary party to a con-
troversy, but of a sovereignty whose obligation to govern  impartially 
is as compelling as its obligation to govern at all; and whose interest, 
therefore, in a criminal prosecution is not that it shall win a case but 
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that justice shall be done. As such, he is in a peculiar and defi nite sense 
the servant of the law, the twofold aim of which is that guilt shall not 
escape nor innocence suffer. He may prosecute with earnestness and 
vigor— indeed, he should do so . But, while he may strike hard blows, 
he is not at liberty to strike foul ones. It is as much his duty to refrain 
from improper methods calculated to produce a wrongful conviction 
as it is to use every legitimate means to bring about a just one. ( Berger 
v. United States,  295 US 78, 88, (1935)) 

 Prosecutors, however, are held to an elevated standard of conduct. 
A prosecutor is held to a standard higher than that imposed on other at-
torneys because of the unique function he or she performs in representing 
the interests of the community and government ( People v. Hill,  17 Cal 
4th 800, 72 Cal Rptr. 2d 656 (1998)) .

 Prosecutors must base charging decisions on objective facts and the 
available evidence. Recommendations for sentence must be based on the 
defendant’s criminal history, danger to the public, likelihood of success-
ful rehabilitation, and related factors, not passion, personal attitudes, or 
public pressure (California District Attorneys Association, 1985, 2001; 
National District Attorneys Association, 1977). When a measure of the 
team’s success is whether more cases are being fi led and if more people 
are sentenced to jail, a prosecutor’s neutral application of legal and ethi-
cal requirements may confl ict with the team’s desire to improve its evalu-
ative picture. Similarly, if an increase in arrests by law enforcement is 
a measure of team success, then law enforcement’s neutral fact-fi nding 
authority and responsibility may be compromised by the team’s need to 
show success. If avoidance of nursing home placements and maintaining 
patients/clients in their homes are considered measures of success, then 
team members who otherwise might recommend nursing home place-
ment might well be reluctant to recommend the most appropriate care. 

 Satisfaction 
 Maintaining satisfaction of all parties affected by the team is crucial to 
sustaining the effort. It may be valuable to survey victims, their families, 
and team members (Francis & Young, 1992). Victims’ satisfaction may be 
evaluated by assessing improved quality of life, reduction of isolation, in-
creased feelings of safety, and whether the victims have made any changes 
in their life as a result of the team’s intervention. In addition, questions 
about what services were most important to improving the victim’s situa-
tion and what additional services were needed but were  unavailable may 
guide the establishment of service priorities. 

 A team member survey could measure satisfaction within the team 
including: 
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 • Was it worthwhile to serve on the team? 
 • Was their perspective valued? 
 • Was the process effi cient? 
 •  Did the process increase or decrease the time spent on individual 

cases? 
 • Was confl ict within the team properly managed? 
 • Is there adequate administrative support of the team’s effort? 
 • Are care plans adequately developed and implemented? 
 • Is adequate follow-up information provided to team members? 
 •  Would a team member recommend that his or her agency con-

tinue to participate? 

 It would also be important to survey the involved agency leaders 
to ensure that the team is achieving the mission and goals of the agency 
and achieving the outlined vision. Satisfaction surveys may help identify 
breaks in service or the need for additional services, adding new dis-
ciplines to the team. They also may result in the creation of different 
procedures for the team’s operation, leading to increased satisfaction, 
additional staffi ng, the solicitation of new members, and reduction in 
confl ict, frustration, and burnout. 

 At a meeting of the FAST, the members of the team acknowledge 
a successful year. The leader poses a question about how they can 
maintain the effort over time. What are the strategies for sustaining 
a team effort? 

 SUSTAINING TEAM EFFORT 

 Initially, participants are excited by the potential to improve services, 
streamline work, and conserve resources. Teambuilding is laborious, but 
then the work begins and teams become reenergized. In many ways, 
the planning and formation phases are the easiest. The work of case re-
view, which is focused on the victim, is stimulating and rewarding. The 
sustaining phase is tedious and time consuming, and may be the most 
diffi cult. 

 Over time, processes slip, teams lose focus, and participating mem-
bers move on. As we have seen, evaluation is one way to catalogue a 
team’s accomplishments, measure the effectiveness of processes, and 
 determine whether the overarching goals are being achieved and remain 
relevant. See Chapter 7 for a more complete discussion on obstacles to 
the collaborative process. 
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 IMPLEMENTING CHANGE BASED ON THE EVALUATION 
RESULTS 

 If done early and frequently, evaluation will lead to prompt responses to 
problems and keep participants and their agencies involved. Ultimately, 
evaluation coupled with change and refi nement in processes will lead 
to the improved delivery of services or care. These processes include 
updating membership, dealing with turnover, maintaining professional 
 excellence, providing ongoing training within the team, and ensuring 
consistent funding. 

 As the nature of cases evolves, or as indicated in the results of the 
evaluation process, members from new disciplines may need to be added 
to the team. Sustaining processes should involve orientation of new mem-
bers, which includes training on the roles and expertise of the other team 
members. In turn, new team members should educate existing members 
about the scope and processes of their discipline. 

 CONDUCTING STRATEGIC PLANNING 

 Many teams engage in a strategic planning process, either during the 
formation stage or later if they are running into problems. Strategic plan-
ning can be extremely useful in setting a common vision and goals for the 
working group. Participants of teams often come with different agendas 
about the primary purpose or the methods for achieving the mission of 
the team. A strategic planning process provides individuals with a struc-
ture to work within as a team to come to a common understanding of the 
goal of the group. 

 It can be helpful to hire or fi nd a volunteer who is skilled at group 
facilitation and strategic planning to run the process. Although it is not 
impossible, it can be diffi cult for a group member to remain objective 
and not try to direct the group in a certain direction. Recordkeeping also 
is important to maintain a historical document highlighting the process 
and noting the decisions that the group made so they do not need to be 
revisited. 

 Numerous methods and exercises exist for strategic planning. A fre-
quently used process involves seven steps. Before the seven-step process, 
groups do an exercise to select partners. One method for determining 
who to invite to the team is to list every type of person and profession 
that might have something to add and to note their potential  contribution. 
Including older people on any team is extremely valuable. Representation 
from different groups of ethnicity and religion is also crucial. 
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 The seven-step process includes the following: 

 Step 1:  Setting the ground rules 
 Step 2:  Seeing the vision 
 Step 3:  Stating the mission 
 Step 4:  Surveying the community 
 Step 5:   Identifying strengths, weaknesses, obstacles, and 

threats 
 Step 6:  Setting goals 
 Step 7:  Planning action 

 A series of small and large group exercises can be done to help the 
team with each of these steps. A description of this process can be found 
in “Building Coalitions to Combat Domestic Violence” (Albright, Brandl, 
Rozwadowski, & Wall, 2003). 

 UTILIZING DATA TO DIRECT RESEARCH 

 Where a team designs an evaluation that studies its interventions and 
case plans in light of improved health for patients and clients, it pro-
vides invaluable baseline research data for other teams and elder abuse 
researchers. It also may guide the development of future public policy. 
For example, little is known about the forensics markers in community 
and institutional abuse. Unlike child abuse, where considerable research 
has been done on relevant indicators, the effects of aging coupled with 
the lack of forensic research make the determination of elder abuse 
problematic (Dyer, Connolly, & McFeely, 2003). Data derived from 
elder abuse teams could greatly inform and guide future research. Ob-
taining institutional review board approval of forms and processes can 
be diffi cult, considering the fact that the population in question is made 
up of vulnerable individuals. Obtaining institutional review board ap-
provals from multiple institutions could be so cumbersome that any 
project could come to a halt. It is recommended that one institution un-
dertake the task of publishing, with input and authorship from others. 

 The members of the team could draw on the expertise of others 
to review and interpret their data. Tapping into a research program in 
a nearby medical, social work, law, or public health training [facility] 
may lead to interesting work for the schools and valuable information 
for the team. Team members may want to select an advisory committee 
made up of local or national experts to provide an oversight function and 
add new perspective to the work. In the National Center of Elder Abuse 
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study, one-third of the teams surveyed relied on state agencies, such as 
state units on aging, state protective service programs, or the state at-
torney general’s offi ce, for guidance and technical assistance (Teaster & 
Nerenberg, 2000). 

 DISSEMINATION OF INFORMATION ABOUT THE TEAM 

 Team members may want to develop a Web site or a newsletter to keep 
members of their own or other organizations informed about their prog-
ress (Nerenberg, 2003). Publication and dissemination of educational 
materials inform others about the team’s progress and are helpful when 
recruiting new members. The information may assist others forming sim-
ilar teams, allowing them to benefi t from effective practices and avoiding 
pitfalls by sharing lessons learned. In addition, granting agencies and the 
public at large may become more educated about emerging issues and 
responses and be more willing to support them. Writing about an ef-
fective team also may lead to legislative reform, or modify standards of 
professional practice. The spread of information to other professionals 
may ultimately affect victims of elder abuse well beyond those reviewed 
within the geographic confi nes of the individual team. 

 As Ann refl ected on the team’s progress, she was pleased that the 
team had an active, ongoing membership. Law enforcement regu-
larly referred cases to the team and attended meetings. They also 
persuaded the local prosecutor to attend. Over the last year, the 
team conducted cross-training of members, identifi ed back-ups for 
each partner, and saw an increase in referrals of 20%. Law enforce-
ment received the cases earlier in the process and was able to iden-
tify those that previously were never treated as crimes. Banks were 
now reporting suspicious conduct, something they had not previ-
ously done. As a result of these improvements, law enforcement 
was able to increase the number of arrests it made by 15% over the 
previous year. The prosecutor was able to charge nearly all of the 
cases, and several already had resulted in convictions. The team had 
been able to lock down and recover victim assets in the amount of 
$60,000 as a result of their work 

 In addition, the team produced an annual report, conducted in-
formational seminars, produced a public service announcement, 
and created and distributed a brochure on fi nancial exploitation. As 
a result, the county commissioner appropriated funds to staff the 
team. The team also witnessed an increase in the number of refer-
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rals in response to the educational programs and public awareness 
activities. After hearing a pubic service announcement about the 
team, a retired banker volunteered to assist the team in assessing 
suspicious fi nancial transactions. 
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 C H A P T E R  N I N E  

 The Work of a Case 
Management Team 

 OVERVIEW 

 Once the planning and formation stages are completed, teams are ready 
to get to work. Some teams focus on system change such as fatality review 
teams or coordinating councils. Systemic collaborations are discussed in 
Chapter 12. 

 Case management teams review specifi c elder abuse cases and  create 
intervention plans using a multidisciplinary approach. This is  accomplished 
in several phases. Phase I is the referral, Phase II  addresses the investiga-
tion or assessment, Phase III focuses on case review and the  development 
of an intervention plan, and Phase IV consists of  implementing the inter-
vention plan. 

 The fl ow diagram in Figure 9.1 illustrates these processes.   
 The work of the case management team may be undertaken primar-

ily by a single agency with input and direction from other organizations 
(single-agency model), or multiple groups may participate in all phases of 
the work (multiagency model). In either model, the work is carried out in 
the same four-phase sequence. 

 PHASE I: CASE REFERRAL 

 The team’s focus has shifted from the development of the collaboration 
to consideration of the individuals to be served. The team should have 
set boundaries and limits on the cases to be reviewed. The case eligibility 
criteria, methods for case presentation and communication, and determi-
nations of how to make, record, and monitor decisions should have been 
adopted before any cases are presented. 
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 Establishing Criteria for Casework 
 One of the fi rst decisions is to determine who the team will serve. For 
instance, a fi duciary (fi nancial) abuse specialist team (FAST) may decide 
to address only cases of fi nancial exploitation or may expand its inquiry 
to address fi nancial abuse accompanied by other forms of elder abuse. 
One team may address abuse against vulnerable or dependent adults; 
another might address cases involving elders with or without accompa-
nying disabilities. The case criteria must address what kind of cases will 
be managed, the types of abuse and interventions, the setting in which the 
abuse occurred, and logistics concerning the meeting itself. Examples of 
signifi cant decisions to be resolved include these: 

 •  Will the team review cases exclusively involving elders or all 
 vulnerable and dependent at-risk adults? 

 •  Will the team serve clients with or without existing medical 
 coverage? 

 •  Will the team serve clients where the elder does not currently 
require medical treatment? 

 •  Will the team consider all forms of abuse, neglect, and exploita-
tion, or only abuse and neglect? 

 • Will the team consider cases of self-neglect? 
 •  Will the team review cases occurring in institutional settings and 

board and care facilities, or only those within private  residences? 

FIGURE 9.1 Flow Diagram of the Work of a Case Management Team.
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 • Will the team review cases that have resulted in death? 
 •  Will the team review cases that did not involve team members 

and their agencies? 
 • Will the team revisit cases that were previously handled? 
 • Will the team review every case referred to it? 
 • Will the team review cases referred by members of the public? 
 • At what stage in a case will the team review it? 

 Application of Policies and Procedures 
 Ideally, members should have established regular times, locations, and 
length of meetings before sitting down to perform the casework. Unless 
time is spent discussing and agreeing on a method for handling case con-
ferences and resolving differences of opinions, confl ict may result. Before 
beginning case review, members should discuss professional differences 
of approach and legal limitations, such as the fact that law enforcement 
cannot share criminal histories, advocates may be unable to share client-
provided information, physicians may be required to treat all parties, 
while other participants may be prohibited from serving anyone except 
the client or the perceived victim. In certain kinds of cases, including 
domestic violence, a law enforcement team member may be mandated 
to investigate reported conduct, prepare a formal report, and arrest a 
suspected perpetrator, even against the wishes of the elder or other team 
members. Similarly, if there are allegations of child abuse, many members 
may be legally required to report them to authorities, irrespective of the 
views of others. 

 Communication of Information 
 Communication and case presentation issues include deciding how cases 
will be referred for discussion, when and where to meet, how and who 
will create the agenda, how and to whom materials will be exchanged, 
and how members will communicate during meetings. For example, many 
teams have found it helpful to have the initial case presentation made 
by the referring discipline. Some groups have developed intake forms 
to ensure that critical information is collected and conveyed to other 
 members. Team members should discuss issues concerning transmission 
of these forms. Certain methods of transmitting information, particularly 
electronic communications, including Web sites, e-mails, and faxes, may 
not provide the appropriate level of confi dentiality required for sensitive 
matters, such as abuse type and medical history. Interdisciplinary com-
munication can be complicated as a result of the exchange of information, 
decision making, and confl icting professional views. All members should 
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understand the impact of confi dentiality on the exchange of information. 
(A broader discussion of confi dentiality is found in Chapter 7.) 

 Given the involvement of many different disciplines, presenting in-
formation so as to be understood and valued by everyone on the team 
can be complicated. Each discipline applies its own “worldview.” For 
instance, classic social work training teaches that the best practice is to 
broaden the scope of assessment to include all immediate and extended 
relationships, and a detailed life history. This may be thought of as the 
“rule in” worldview, that is, to incorporate the broadest scope in each 
evaluation. Physicians, in contrast, are trained to use data to quickly nar-
row the possibilities and arrive at the most likely diagnosis. This is the 
“rule out” view, which narrows and limits the information to that which 
is absolutely critical to a decision (Qualls & Czirr, 1988). Similarly, law 
enforcement is trained to gather facts relevant to criminal conduct and 
focus on the current incident, rather than a broad historical perspective 
or the relevant social factors in the offender’s situation. 

 These differences in worldview may clash at the case conference 
where the extent of detail and the words chosen require care. Although 
some members may feel more comfortable presenting detailed accounts 
of their investigation to their peers, in a team setting it is crucial that ma-
terial be synthesized, so only what the team  needs  to know is presented. 
This process of paring down information may confl ict with certain dis-
ciplines’ training and daily practice. But the failure to do so may alien-
ate and frustrate other professionals, who feel their time is being wasted 
with trivial and extraneous details. For example, the team does not need 
to know all the facts leading to a physician’s selection of one drug over 
another, or each of the diagnoses considered but rejected, unless that 
information is relevant to the team’s decision making. Law enforcement 
does not need to recite each investigative step taken, the questions asked, 
the number of pictures placed in a photo spread, or the particular rights 
read to a suspect. Instead the team needs to know if a crime has been 
committed, if there are remaining forensic issues, and whether a charge 
has been fi led. Similarly, Adult Protective Services (APS) specialists need 
to focus on the critical facts rather than each step undertaken to arrive at 
them, as well as on providing relevant but limited details. In cases where 
greater detail is needed, it can be provided as a follow-up to members’ 
questions and during the team’s discussion. 

 Decision Making 
 A clear understanding of the undertaking and expectations of each mem-
ber and their organization is necessary. Most formal teams have found 
it essential to formalize their relationship and their expectations through 
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memoranda of understanding, operating agreements, contracts, sub-
contracts, or interagency agreements. The group should determine how 
 decisions would be made: Will the team vote or try to arrive at a consen-
sus? If a vote is taken, must there be unanimity or something less? Every 
member must be respected for the expertise he or she brings to the work. 
In a collaborative model, all contribute to the discussion and the deci-
sion making. The specifi cs of individual cases may dictate that a critical 
decision be made by one or two members; in the multidisciplinary team 
model, the role of decision maker is not owned by any one discipline and 
is often determined by consensus. 

 Confl ict Management 
 Differences of opinion are to be expected; the success of the team de-
pends on having a process to manage confl ict and arrive at a case resolu-
tion. A more complete discussion of potential sources of confl ict is found 
in Chapter 7. Ideally the process for confl ict management is determined 
in the formative stage of team development. 

 Having established criteria for case selection, communication, deci-
sion making, and handling confl ict, team members can begin to refer 
cases to the group. A member from any participating discipline, including 
from agencies not represented on the team, may refer cases. Generally, the 
referring discipline or organization has performed an assessment, formed 
an opinion about the suitability of the case for review, and communicated 
the need for review to the other team members. 

 PHASE II: ASSESSMENT OR INVESTIGATION 

 Team priorities should guide the scheduling of case assessment. For ex-
ample, if a team’s purpose is rapid response to emergency reports of sus-
pected abuse, then the team necessarily will respond more quickly than 
a case review team addressing routine situations. A medical-based team 
may schedule according to preset criteria or use nurse case managers to 
triage cases. Cases where a person or their assets are in immediate danger 
must be addressed expeditiously. 

 Once a case has been triaged or assigned to the team, the mem-
bers usually proceed with assessment or investigation according to the 
standard operating procedures of their disciplines and organizations. The 
work of some of the involved disciplines is described in Chapter 5. Using 
a team should streamline the work of other members. For example, the 
medical team may not need to make a house call but can see the client 
in an outpatient setting if they know that the APS caseworker will do 
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a thorough environmental assessment. If it is critical for multiple team 
members to make a home visit, they may jointly visit a client in the home, 
thereby avoiding multiple visits, as well as increasing the safety of the 
 client/patient and each participating professional. 

 Table 9.1 outlines the types of information that the various disci-
plines derive from their investigations or assessments.   

   After each participating team member has completed his or her eval-
uation of the patient or victim, a meeting is called or, if there is a standing 
meeting time, the information is brought to the group at the scheduled 
time. Members are expected to have completed their work before the 
meeting, so that the case can be competently and comprehensively dis-
cussed and an appropriate plan can be crafted. 

TABLE 9.1 Data Obtained in Phase II of Case Work

Discipline Data Derived Through Assessment or 
 Investigation

Adult Protective Services • Field assessment of the client

• Assessment of living environment

• Collateral history from family members, 
involved parties, neighbors

• Assessment of fi nancial situation

• History of prior abuse or allegations

• Potential perpetrators

• Awareness of community services

• Functional assessments

• Services already involved or needed

Civil Law • Understanding of guardianship/conservator-
ship

• Understanding of court orders

• Understanding of actions for lawsuits

Law Enforcement • Suspicious behavior and criminal conduct

• Information about neighborhood, e.g., “drug 
infested”

• Photos of victim/patient/client

(continued)
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• Suspect information

• Evidence

• Interviews of victim,  perpetrator, witnesses

• Documentation of all observations and 
 actions

• Relevant diagnoses

Medicine • Information distinguishing abuse and neglect 
from medical conditions

• Prognoses

• Mental capacity assessment

• Effect of medications on the mental and func-
tional state of the patient

• Interpretation of medical records

• Mechanism of injury

• Cause of death

Prosecution • Type of criminal conduct

• Elements of crime

• Burden of proof

• Information on legal requirements

Victim Advocacy (both in 
 criminal justice system and 
in the  community)

• Advocacy for the victim

• Expert information on family violence and 
sexual assault

• Expert information on the impact of events 
on the victim

• Obstacles and threats to victim safety

• Knowledge of community services and 
 compensation programs

TABLE 9.1 (continued)

Discipline Data Derived Through Assessment or 
 Investigation
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 PHASE III: CRAFTING AN INTERVENTION PLAN 

 The goal of case review is to develop a comprehensive case plan—a 
roadmap for the course of action to address and resolve the presenting 
issues, whether they are medical, psychological, legal, social, or a com-
bination. Social workers may call this part of the process  case reading ; 
medical professionals use the terms  case conference  or  case presentations . 
Throughout this chapter the term  case review  is used. 

 Case review in elder abuse seeks to develop optimum and individual-
ized outcomes. The case review process includes recitation of the known 
facts, social history, medical history and/or conditions, mental status, 
perpetrator information, and previous interventions and actions. Case 
reviews generally include any evaluations previously performed by team 
members or disciplines. After relevant information is presented, the ensu-
ing discussion leads to the identifi cation of possible interventions and res-
olutions, and the follow-up steps to be undertaken. These are prioritized 
and the sequence of responses established. In some teams many members 
will participate in carrying out the intervention steps. In others, the team 
offers suggestions and helps craft the intervention but only the presenting 
member carries out the plan. 

 Reviewing the Allegation(s) 
 Case reviews of situations with living victims (patients/clients) usually  begin 
with a review of the allegations to try to understand what occurred and the 
contributing factors. This process leads to the development of an interven-
tion plan that addresses the victim’s (patient’s/client’s) social, functional, 
health, and fi nancial circumstances. These are discussed   not in   isolation, 
but as interrelated domains that bear on the individual as a whole. This is 
a markedly different focus from that associated with traditional systems. 
For instance, medical professionals focus only on disease states and organ 
systems. Such an approach has signifi cant limitations in that medical status 
is only one aspect of the elder’s situation. Focusing only on that one aspect 
fails to consider the related and interconnected problems that also must 
be resolved. In the elder abuse multidisciplinary team, the medical profes-
sional, in conjunction with other team members, examines disease states 
and assesses their relationships to social and  fi nancial states and functional 
ability (Poythress, Harrell, Booker, & Dyer, 2001). For  example, if the 
 senior is living in squalor, this situation may be due to underlying neuro-
cognitive disease, severe arthritis limiting function,  insuffi cient funds to 
make repairs or clean, or any combination thereof. 

 The traditional approach to elder abuse victims (patients/clients) 
 requires members to focus on that aspect of the case that they are most 
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 suited to address. To effectively deal with the complex issue of elder abuse, 
however, teams must collectively address the multiple domains central to 
the senior’s life (see Figure 7.1, Chapter 7). Consideration of the central 
life domains of the victim/patient/client   will inform the team about the 
multiple causes and degree of the dangerousness of the situation, all of 
which are highly relevant to the creation of an effective intervention. No 
single team member will have complete information on each domain. 
Each member collects relevant pieces while performing their traditional 
duties and reports their fi ndings during the case review. 

 In addition to the central life domains, each elder’s cultural, ethnic, 
and religious background should be considered and culturally appropri-
ate interventions selected whenever possible. If the assembled team mem-
bers do not have the particular expertise to deal with a culturally based 
issue, it is appropriate to add community members of the group to serve 
on an ad hoc basis. Longer term, the team should consider if it should 
add permanent members from particular cultures, religions, and other 
populations to best serve their communities. 

 Case Review Process 
 There is some variation in how teams present cases. In the single agency 
model, only one member or agency will have worked with a client and 
that person will have all the available information to present to the team. 
In multiple agency teams, many members will have worked on a case, 
and each has relevant information to present. 

 Single Agency Model Case Presentation 

 During the team meeting, the agency working with the client presents the 
case. [Clients] are referred to by their initials or by a pseudonym. The 
agency representative presents the known facts, and [client] social, fi nan-
cial, and other information. If medical information is   known, it is pro-
vided. The presenting agency may have worked with the client before and 
attempted a number of interventions. Each is described, as is the degree 
of success. Agencies may become frustrated by their inability to fashion 
a comprehensive and effective resolution and ask other team members 
for their suggestions. Members ask questions and suggest possible inter-
ventions. The group then assesses the ideas suggested by the team and 
develops a list of potential intervention steps. Sometimes, the suggestion 
is to bring the matter to another team member’s agency or discipline. 
For example, the legal services team members may suggest that the cli-
ent consider pursuing a court order to evict an abusive family member 
and that their agency can assist. The medical professionals may suggest 
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that the client be medically assessed and offer to conduct the assessment. 
Law enforcement may suggest that the victim make a crime report so 
that their agency can conduct an investigation. After recommendations 
are made, it is up to the referring agency to implement those steps. The 
agency provides updates as the case develops. 

 Multiple Agency Model Case Presentation 

 During the team meeting, information is provided by each of the mem-
bers who have conducted an investigation or assessment. Generally, the 
person who referred the case to the group will begin the presentation. 
Typically, this presentation is the most comprehensive and provides base-
line historical information that includes the elder’s central life domains. 
Thereafter, other involved agencies or professionals supply additional in-
formation. Team members may ask clarifying questions during or after 
individual presentation. 

 At the conclusion of all presentations, a broader discussion ensues. 
The critical features of the case are distilled, leading to the development 
of a more complete understanding of the situation and broad agreement 
on the factual context. As the team reaches consensus on the facts, the 
contours of a case plan begin to emerge and possible interventions are 
identifi ed. It is at this juncture that philosophical confl icts may surface. 
By this point, each of the participating members feels an ownership of the 
work and a responsibility to “their” client. Particularly diffi cult problems 
arise when the team contemplates an action that some members feel is 
too restrictive (Dyer, Silverman, Nguyen, & McCullough, 2002). 

 An Ethical Confl ict: Autonomy versus Safety 

 A recurring and problematic ethical confl ict for multidisciplinary 
elder abuse teams is the balancing of victim (patient/client) auton-
omy with safety. Broadly speaking, members of disciplines trained 
in the social work approach consider the preservation of autonomy 
a key component of their professional and ethical responsibilities. 
Other professionals, such as law enforcement, prosecutors, and 
physicians, are charged with preserving the safety of citizens. It is 
relatively easy to achieve consensus when reviewing cases where 
seniors either clearly have or clearly lack decision-making capac-
ity. Resolving cases involving seniors with questionable ability to 
make their own decisions may be highly contentious. Honoring the 
wishes of an elder with capacity demonstrates respect, while honor-
ing the wishes of an elder without capacity who requests to stay in 
an unsafe situation may be tantamount to abandonment. 
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 This situation is not easily solved. Resolution requires careful 
assessment and fact fi nding, open communication, and team mem-
bers’ willingness and ability to look beyond their own professional 
framework to achieve consensus. The team members and the per-
sons they serve will benefi t from the struggle associated with this 
and other ethical issues. These types of confl icts tend to hone the 
interdisciplinary and intervention skills of the team members and 
help them broaden their perspectives and identify new and differ-
ent solutions that better address the elder’s desires, while offering 
adequate safety protections. 

 Intervention Plan 
 The outcome of the case review process is the development of a mutually 
agreed on case plan, often called an intervention plan. Just as the case 
review process draws on expertise from a variety of disciplines, the case 
plan considers the various remedies and resources available through each 
discipline and selects those most appropriate. The development of an 
intervention case plan incorporates the team’s overarching goals of stop-
ping the abuse, protecting the victim and the public, restoring the victim’s 
losses, holding the offender accountable, and, when possible, offering the 
abuser the opportunity to be rehabilitated. Interventions should be de-
signed to accomplish these goals and, at the same time and to the extent  
possible, promote autonomy. The intervention case plan is a dynamic 
document and, as such, must be reviewed periodically to ensure that it 
remains relevant to the elder’s health, safety, and social situation. Care 
plans also must be fl exible so as to meet the person’s short- and long-term 
needs and to accommodate changes in circumstances. For example, an 
abusive daughter providing care to her mother was removed and a new 
caregiver was put in her place. All was well until the new caregiver be-
came acutely ill and a suitable temporary replacement had to be found. 

 In Table 9.2, the wide array of possible interventions by various dis-
ciplines is catalogued. In developing intervention plans, teams will select 
among these many alternatives in crafting a plan that best serves a par-
ticular situation and client.   

         PHASE IV: IMPLEMENTATION OF THE INTERVENTION 
PLAN 

 Once the team has devised a plan of action, it must proceed with the 
implementation. Many team members work for public and private ser-
vice organizations and carry heavy caseloads. Those caseloads can make 
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TABLE 9.2 Intervention Strategies by Discipline

Discipline Intervention Strategies

Adult Protective Services • Cleaning services

• Home modifi cation to meet the needs of  persons 
with disabilities 

• Obtain temporary  medications

• Referral to health care for physical and mental 
assessments

• Obtain food services, including Meals on 
Wheels or food stamps, when applicable

• Arrange for emergency housing 

• Arrange for home repairs, including roofi ng, 
fl oors, and walls

• Provide short-term case management

• Arrange for pest and animal control

• Secure caretaker or other provider services

• Provide linkage to all other service groups

• Assist client to apply for fi nancial and health 
care benefi ts

• Advocate for clients in court

Civil Law • Seek protective court orders on behalf of client

• Initiate law suits on behalf of clients for such 
causes of action as assault and battery, conver-
sion, breach of contract, negligence, divorce, 
eviction, or revocation of a contract or deed

• Prepare advanced directives, including powers 
of attorney

• Seek or defend against guardianships/conserva-
torships

• Establish or change documents such as trusts 
and wills

Law Enforcement • Identify criminal conduct

• Collect evidence of a crime

• Arrange for and conduct forensic evidence 
examinations

• Conduct identifi cation procedures, including 
photos and lineups

(continued)
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• Apply for and execute arrest and search 
 warrants

• Where permitted, obtain court orders on behalf 
of victims

• Seek bail enhancements

• Where permitted, seize weapons and remove 
fi rearms

• Obtain medical care for injured victims   
 [patients/clients]

• Obtain psychiatric care for mentally disturbed 
persons

• Perform welfare checks

• Accompany team members on house calls/home 
visits

Medical • Treat or cure disease states (e.g.,  vitamin 
 defi ciency, depression, heart disease, 
 hypertension, diabetes)

• Improve cognitive status by providing 
 medication and mental retraining

• Improve functional status by prescribing therapy 
and/or assistive devices

• Prevent deterioration by monitoring health 
status

• Prevent death by responding to acute changes in 
status

• Treat behavioral disorders with appropriate 
medical and environmental modifi cations

• Adjust/monitor complex medication regimens

• Improve nutrition by intervening in disease 
states and prescribing dietary supplementation

• Recommend appropriate modifi cations to living 
situation

• Provide caregiver training

• Educate the patient about their disease states 
and requirements for improved health

(continued)

TABLE 9.2 (continued)

Discipline Intervention Strategies
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• Provide palliative care at the end of life by 
 controlling pain and symptoms

Prosecution • Provide information about the legal system

• Provide assistance during investigation

• Initiate charges

• Prosecute cases on behalf of the state

• Conduct grand jury investigations

• Obtain court orders

• Seek increased bail or remand

• Issue subpoenas to secure witnesses and 
 production of documents

• Obtain conviction of perpetrators of elder abuse

• Seek conditions of probation to address 
 underlying reasons for criminal conduct and 
separate victim and suspect

• Seek orders of restitution

• File motions seeking sanctions for violations of 
probation or failure to pay restitution

• Present victim impact information at sentencing

• Appear at parole hearings to resist early release

Victim Advocacy 
 (Community-based)

• Operate support groups

• Operate shelter programs

• Assist with preparation of a safety plan

• Explain community-based resources

Note: Information 
obtained from a victim 
is legally protected and 
 confi dential

• Inform about available legal options

• Assist with obtaining court orders

• Provide crisis and ongoing counseling

• Assist with obtaining legal benefi ts

• Arrange for emergency housing including 
 appropriate shelters

• Assist victims in enrolling in confi dential address 
programs (where available and with eligibility)

(continued)

TABLE 9.2 Intervention Strategies by Discipline (continued)

Discipline Intervention Strategies
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Victim Advocacy (Victim 
Witness Assistance Pro-
grams)

• Assist with preparation of a safety plan

• Explain community-based resources

• Inform about available legal options

• Assist with obtaining court orders

Note: Criminal justice- 
based advocates generally 
obtain information that 
can be used in court and 
do not have client 
 confi dentiality to the 
extent that community- 
based advocates do.

• Provide crisis intervention and direct to ongoing 
counseling

• Assist with obtaining legal benefi ts

• Arrange for emergency housing, including 
 referral to appropriate shelters

• Assist victims in enrolling in confi dential address 
programs (where available and with eligibility)

• Demystify the criminal justice system by 
 providing information on the process, court 
procedures, participants and their role

• Explain community resources, options

• Make emergency housing referrals

• Arrange respite care so that a victim who is a 
caregiver can attend court proceedings

• Provide transportation to court

• Provide court accompaniment for victims

• Assist victims in preparation of impact 
 statements

• Advise of court dates

• Provide limited emergency funds (when 
 available)

• Pay to change locks and repair broken windows 
and doors

• Provide a stipend for permanent relocation 
(where available)

TABLE 9.2 (continued)

Discipline Intervention Strategies
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it diffi cult to track the work of the team as it is performed and completed. 
Many teams maintain fi les and collect data to track cases and the suc-
cess of recommended interventions. Generally, administrative support is 
needed to maintain accurate fi les of use to all team members. 

 Victims with chronic problems benefi t from a professional who 
 establishes a long-term relationship with them. Continuing long-term 
relations between service provider and client may be preferable, but it 
is not always possible. Where multiple members participate in the imple-
mentation stage, some team members are required to complete their part 
of the plan and close their agency’s case as a result of statutory time 
limitations or caseload. 

 Teams should continuously evaluate their effort. This includes a 
 review of the casework process and its impact on the participating dis-
ciplines. Self-evaluation should also focus on the successful implementa-
tion of the plan and the eventual impact on the elder. In Houston, Texas, 
the Texas Elder Abuse and Mistreatment Institute performs six-month 
evaluations of all patients to assess their scores on a functional and cog-
nitive battery of tests, and to monitor success in addressing the initial 
 allegation. This information is collected, analyzed, and reported back to 
the team members in aggregate form (Poythress et al., 2001). When pos-
sible, team members should track outcomes and update team members 
on case developments and progress. 

 Generally speaking, the work performed by elder abuse case man-
agement teams proceeds according to the four phases of referral, assess-
ment, crafting an intervention plan, and implementation. In the single 
agency model, a member of the referring agency actually carries out the 
last phase. In the multiagency model, however, the implementation plan 
that was jointly-developed may be carried out by various members of the 
team. The cases that follow demonstrate the work of both a multiagency 
and single-agency case management team. In all instances the names are 
fi ctitious. 

 MULTI-AGENCY CASE: DORIS 

 Phase I: Referral 
 Doris was an 83-year-old female who was residing in her home. The APS 
hotline received an intake call stating that Doris’s son, Ralph, was ver-
bally and emotionally abusive to her. During the initial face-to-face visit 
with Doris, Ralph was present and very upset about the involvement of 
APS. He did not allow the APS worker to interview Doris privately. He 
followed Doris and the APS specialist throughout the house demanding 
to know what was said. Eventually the APS worker and client had to talk 
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in the worker’s car to prevent Ralph from listening and interfering. Doris 
denied that her son mistreated her. She did say, however, that it bothered 
her that he lived in her home, was employed, and refused to contribute to 
household expenses. Doris was not interested in APS intervention. Dur-
ing the course of the interview, it became very clear that Doris was suffer-
ing from a cognitive impairment and was also continuing to drive. 

 After speaking with Doris, the APS worker attempted to interview 
Ralph. He was verbally aggressive and accused the APS worker of “brain-
washing” his mother against him. Ralph would not sit down to provide 
a statement. When asked if he had been verbally or emotionally abusive 
to his mother, he responded, “I might have called her a name or two.” As 
his anger escalated, his mother tried to calm him down and he yelled at 
her. He refused to participate further in the interview and demanded that 
the APS worker leave immediately. 

 Ralph called the APS worker shortly after her return to the offi ce. He 
accused her of not doing her job and meddling. He was verbally aggres-
sive and irrational. The APS worker terminated the threatening conver-
sation. Thereafter, Ralph contacted the APS hotline and accused Doris’s 
granddaughter, Jackie, of fi nancial exploitation. Ralph also threatened to 
harm the APS worker. He indicated he had a gun and was prepared to use 
it if Jackie tried to start anything with him. 

 The APS worker contacted Jackie for collateral information. Jackie 
confi rmed that Ralph called Doris a “bitch” and “fool,” and that the 
entire family feared him. Family members would not visit Doris if they 
knew that Ralph would be there. Jackie also revealed that Ralph had 
served several jail terms for assault with a gun. She believed that he was 
fi nancially exploiting her grandmother and had access to her funds. One 
of Doris’s accounts had been closed two years earlier because of his previ-
ous fi nancial exploitation. 

 Doris’s case met the criteria for referral to the local elder abuse case 
management team and the APS worker made a referral. 

 Phase II: Assessment/Investigation 
 APS 

 The protective service worker learned that Doris was a widow, owned 
her own home, and had a savings account with unknown contents. Her 
monthly income consisted of $800, which came from a widow’s pen-
sion and a Social Security retirement benefi t. The worker also learned, 
through further investigation, that the Social Security Administration had 
suspended Doris’s checks when the account where her check was directly 
deposited was closed. No one had changed the information with Social 
Security, so she was without income and also had lost her Medicare Part 
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B coverage. Several months later the situation was corrected and Doris 
received a lump sum payment of $12,000. It was deposited into her sav-
ings account and later disappeared. Attempts to determine what had hap-
pened to the money were stymied when the bank refused to provide any 
information regarding the account by telephone. 

 Law Enforcement 

 The law enforcement liaison offi cer confi rmed that Ralph had been in jail 
for assault and drug charges. He recommended that community agency 
and medical staff not attempt to enter the residence without a police es-
cort. The offi cer agreed to accompany the medical team members on the 
house call. 

 Medical Team 

 The health care team performed a complete geriatric assessment and con-
cluded that Doris had Alzheimer’s disease. She was diabetic and took her 
medication only occasionally. She was not being given a diabetic diet, 
nor was her blood sugar level monitored. They requested that a geri-
atric psychiatrist also evaluate Doris for decision-making capacity. The 
 psychiatrist determined that Doris lacked decision-making capacity. 

 Phase III: Development of an Intervention Plan 
 The team members gathered to discuss Doris’s case. Members were unan-
imously concerned about Doris’s safety, so the timing of Phase III was 
expedited. All agreed that Doris did not understand the consequences of 
her decision to continue to live with her son. Doris’s daughters expressed 
a wish to become more involved with their mother’s care but hesitated 
out of fear of Ralph, who had repeatedly impeded efforts by APS and the 
family to intervene. Ralph was a convicted felon, had told the call taker 
at the APS hotline that he had a gun and was prepared to use it, and was 
known to be a violent person. The team members were concerned about 
the potential harm to Doris or her guardian should a guardianship be 
established. There was also concern that once Ralph became aware that 
his source of support was being threatened, he would harm Doris or her 
estate. In view of these concerns, the team requested that a temporary 
guardian be put in place to protect Doris and her estate until permanent 
orders could be made. 

 The team recommended that Doris and her son be separated.  Several 
methods were discussed, including a legal eviction, a court order exclud-
ing Ralph from the residence, or a criminal prosecution if  suffi cient 
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 evidence existed. The team recognized that each of these steps took 
time, during which Ralph remained in the home, increasing concerns for 
 Doris’s safety. 

 Phase IV: Implementation of the Intervention Plan 
 APS 

 The APS worker, in consultation with the medical professionals, ar-
ranged temporary placement for Doris in a secure and confi dential loca-
tion equipped to handle persons with dementia. Ralph was unable to 
locate her during this time. 

 Law Enforcement 

 Ralph was subsequently arrested on a parole violation and a new charge 
for threatening the APS worker. 

 Prosecution 

 The prosecutor fi led a criminal charge and requested a criminal court pro-
tection order to prohibit Ralph’s contact with Doris and the APS worker. 
The prosecutor also sought denial of Ralph’s release on his promise to 
return to court whenever ordered. Ralph was convicted of the charge. 
At sentencing the prosecutor recommended that Ralph be incarcerated. 
In the same proceeding, the court issued a restraining order prohibiting 
Ralph from contacting his mother. 

 APS 

 After Ralph was arrested, incarcerated, and a criminal court order ob-
tained, APS assisted Doris in returning to her home. Security improve-
ments, such as changed locks, a new unlisted phone number, an alarm 
system, and other safety devices, were made. APS located a suitable 
family member who moved into Doris’s home and agreed to serve as 
guardian. 

 Medical Team 

 Members of the health care team arranged for a daily care provider to 
meet Doris’s health needs at her home.   The medical house call team 
continued to monitor her medical situation. Doris’s Alzheimer’s dis-
ease was stabilized through medication and her cognitive symptoms did 
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not  worsen. Her blood sugar levels were under control and her overall 
 situation was improved. 

 SINGLE AGENCY CASE: ESTELLE 

 Phase I: Referral and Phase II: Assessment Intervention 
 E s telle was 80 years old and lived with her son in subsidized housing 
when the case began. She had multiple medical problems, some cognitive 
impairment, and walked with a cane. She received Social Security benefi ts 
and belonged to a managed health care plan. Social work assistance was 
provided on an as-needed basis through this plan. Six months earlier, 
Estelle’s telephone service was disconnected owing to nonpayment of the 
bill. She enlisted the services of a social worker, Mary, who helped Estelle 
obtain telephone service again and enlisted the assistance of a money 
manager to help with bill paying. 

 Two months earlier, Estelle received an eviction notice and was 
told she was $2,500 in arrears on her rent. Estelle was alarmed and 
confused, as she had given her son, Charles, age 57, the rent checks to 
deliver. He had failed to deliver the checks. Mary checked with Estelle’s 
bank and learned that other money had disappeared from her account. 
Estelle had not received bank statements and several checks were miss-
ing from the back of her checkbook. Estelle insisted Charles was not 
stealing from her. 

 Mary contacted Legal Aid and, with their help, worked out an agree-
ment with the housing agency to repay the back rent. Charles agreed to 
assist in paying back half the back rent by working part-time at his old 
job. The housing agency agreed to drop the eviction action. The possible 
check fraud was not reported to police at Estelle’s insistence. 

 Phase III: Development of an Intervention Plan 
 Two weeks earlier, Estelle received a call from an employee at her day 
center who said he had helped Charles remove money and checks from 
her purse. Estelle told Mary about the call. The worker called APS and 
the police. Estelle refused to talk to the police who came to interview 
her. Mary then presented the case to the team because of concern that 
Charles, a drug user with a criminal history that included check fraud, 
would fi nancially exploit his mother again. In addition, the son now re-
fused to help his mother repay the back rent and there were concerns that 
she would be evicted. 

 The team members discussed the case and suggested the following 
interventions: that Charles be evicted from the home unless he agreed to 
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pay his share of the rent; that an attempt be made to renegotiate the back 
rent agreement so that Estelle had more time to pay, as she must pay the 
entire back rent herself; that a more protective fi nancial management 
be developed for Estelle, such as execution of a durable power of attor-
ney with a responsible person, identifi cation of a representative payee, 
or even a guardianship for fi nances, if other approaches failed; and that 
follow-up be made on the missing checks to see if a criminal case against 
the son could be developed. 

 Phase IV: Implementation of the Intervention Plan 
 Mary undertook the recommended interventions. She contacted law en-
forcement who, in turn, contacted the bank to see if they had the suspi-
cious checks. She assisted them in identifying suspicious transactions and, 
in turn, police were able to identify Charles as having passed four checks 
through several ATMs. The total loss in these transactions was $1,500. 
Offi cers obtained an arrest warrant against Charles and arrested him. He 
eventually pled guilty and was sentenced to a period in jail and ordered to 
undergo drug treatment. He also was ordered to stay away from Estelle 
and her residence and to repay the stolen money. Mary convinced Estelle 
to sign affi davits of forgery for the four checks and the bank restored 
the money to Estelle’s account. Estelle agreed to accept the services of 
a representative payee. Now the payee makes her payments, bypassing 
Charles. Her checking account now requires that there be two signatures 
on checks for more than $50. 

 The team members are also concerned that once Charles is released 
from custody, Estelle will let her son back into her home and he will 
continue to exploit her. Mary is helping Estelle practice what to do if 
Charles comes to the house and asks to stay with her. The housing facility 
has alerted security staff to watch for Charles and to notify police if he 
 appears as he would be in violation of the court order. 
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 C H A P T E R  T E N  

 Enhancing Victim 
Safety Through 
Collaboration 

  “Elkmore Man Indicted in Wife’s Slaying”  

 Police found 72-year-old Jane Hoffman lying on her bed, dead from a 
gunshot to the head. Her husband, who had planned to kill himself, lay 
asleep next to her. Hoffman told police he and his wife were in “severe 
fi nancial diffi culty” and that “he could not have his wife learn about 
the fi nancial situation because it would be unbearable for her.” 

  Cecil Whig,  June 8, 2004 

  “No Prison in Death of Woman”  

 Alexandra, age 37, shut her Alzheimer’s stricken grandmother, age 86, 
in a basement room. Four days later when she called the police, her 
grandmother was dead. “Prosecutor Paul Parker said it appeared the 
victim had crawled out of bed in an attempt to reach the door. He said 
the woman weighed 59 pounds, was emaciated, and had been lying in 
a bed stained with feces and urine.” The judge rejected jail time saying, 
Alexandra “had done the best she could under the circumstances.” 

  Salt Lake Tribune,  June 29, 2004 

  “Deaths Prompt Two Families to Sue Local Nursing Homes”  

 The family of John Zajch Sr. is seeking $2 million in damages in a 
suit against Kindred Nursing Centers. The suit alleges that Zajch was 
admitted to the facility without bedsores. When he was moved from 
the nursing home to the hospital, bedsores extended through skin and 
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muscle tissue to the bone. He died from blood poisoning caused by 
multiple pressure sores. The wife in another family is suing the facil-
ity claiming that an employee improperly placed a feeding tube in her 
husband’s stomach, leading to his death. 

  Virginian-Pilot,  June 19, 2004 

  “Reno Man Admits to Killing His Parents”  

 Huntoon, age 55, admitted that he killed his 86-year-old father and 
84-year-old stepmother. He claimed that he had beaten them both with 
a hammer, and that he may also have attempted to choke or strangle 
one or both of his victims. Several people interviewed suggested that 
there had been abuse at the home and that his parents may have been 
trying to kick him out. 

 KRNV.com, June 29, 2004 

 Seniors are killed or seriously harmed by abuse and neglect every day. 
Victim safety must be the primary goal of intervention in elder abuse 
cases. Previous chapters have described the benefi ts and challenges of 
collaboration and have discussed informal “practice-based” approaches 
and the use of formalized teams. This chapter ties these concepts together 
by illustrating a multidisciplinary approach to promote safety of elder 
abuse victims. Lethality assessments and safety planning tools are de-
scribed. Worker safety, especially during home visits, is discussed. A case 
 illustration demonstrates the concepts presented in this chapter. 

 ELDER ABUSE CAN LEAD TO SERIOUS HARM 
OR DEATH 

 As the newspaper articles at the beginning of this chapter indicate, some 
cases of elder abuse led to the death of the victim. In facilities, the death 
may be caused by neglect, poor care, inadequate medical treatment, or 
malpractice. In some cases, a staff person may be a serial killer who per-
forms “mercy killings.” 

 Homicides also occur in the community. A spouse or partner who 
has been abusive and controlling for years commits homicide. New part-
ners may have married for money or possessions and may kill the elder 
to get the estate of the older person. Adult children or grandchildren may 
also use lethal violence to get possessions. Some abusers have mental ill-
ness and inadvertently kill an older person. In single female victim/single 
male offender homicides reported for 2001, 8% (158 victims) were age 
65 or older (Brock, 2003). 
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 In many cases resulting in death, there are no external injuries (Haw-
ley, McClane, & Strack, 2001). This creates special problems for those 
responding to death calls. Screening for a history of domestic violence or 
elder abuse and carefully investigating the scene are important. Where the 
death is suspicious and an autopsy is conducted, blunt trauma injuries, 
fi ngernail marks, petechial hemorrhages in the eyes, skin, internal organs, 
and undersurface of the scalp may well be found (Hawley et al., 2001). 
An illustration of the diffi culty of determining whether a death—or even 
just an injury—resulted from physical abuse is provided in the following 
discussion about the challenges of identifying strangulation. 

 Professionals may fail to identify strangulation and suffocation, se-
rious forms of physical abuse that can lead to death. Strangulation is a 
form of asphyxia characterized by closure of the blood vessels and air 
passages of the neck as a result of external pressure on the neck (Iserson, 
1984; Line, Stanley, & Choi, 1985). Suffocation is the cutting off of the 
airways by covering the mouth or nose or by sitting on the victim’s chest. 
Nationally about 10% of violent deaths are due to strangulation. Women 
are strangled six times as often as men, although a small woman can 
strangle a much larger man. Unconsciousness can occur in seconds and 
death within minutes (Strack et al., 2001). Most strangulation is manual, 
that is, committed using one or both hands; however, ligature strangula-
tion, in which the perpetrator uses a cord or other binding around the 
victim’s neck, is not uncommon. 

 Strangulation is closely associated with domestic violence, especially in 
younger victims. No studies examine its incidence in older couples, so these 
data are drawn from studies of younger adults. A San Diego study of 300 
strangulation cases found a history of domestic violence in 89% of cases. 
Overwhelmingly (99%), perpetrators were male (Strack et al., 2001). 

 Seniors are not only at risk of homicide, they also experience  higher 
rates of homicide/suicide than younger people. In cases of homicide/
suicide, the perpetrator takes the life of the victim and then kills him-
self. One study indicates that most (83%) homicides/suicides are of the 
spouse/partner type. The balance of cases involve other familial relation-
ships such as adult children, siblings, or parents (Cohen, 2000). 

 Cohen’s research suggests that there are at least three subtypes of 
homicide-suicide among older adults. Approximately 30% involve previ-
ous domestic violence; 50% are dependent/protective long-term relation-
ships, where the man is dominant and one or both parties have been ill; 
and 20% are symbiotic relationships, characterized by extreme interde-
pendence (Cohen, 2000). 

 Characteristics noted from Cohen’s research suggest that men are 
always the perpetrator and guns are the method of choice in 90% of 
cases. These are not acts of love and compassion, but rather desperation 
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and depression. They are not suicide pacts. The wife often was not a will-
ing participant, even though the perpetrator had planned the event for 
months or years (Cohen, 2000). 

 Predisposing risk factors of homicide/suicide include: 

 • Advanced age 
 • A long-lived marriage 
 • Depression and other psychiatric problems in perpetrator 
 • Perpetrator is a caregiver 
 • Perpetrator has a controlling personality 
 • Multiple health problems in perpetrator 
 • Marital discord 
 • Family discord 
 • Social isolation 
 • Perpetrator giving things away (Cohen, 2000) 

 Lethality Assessment 
 Research on lethal elder abuse and potential risk factors is scarce. Draw-
ing on data from domestic violence literature may provide information 
that is useful when working with older victims. No tool can  decisively 
predict which victims are at risk of being killed. In a few situations, 
friends, family, or professionals appeared not to have any indication that 
abuse was occurring or that homicide was imminent (Websdale, 1999). 
However, professionals can look for some common risk factors that may 
assist in assessing lethality as a method to help victims ascertain their 
own level of risk. Any lethality assessment tool should not be used as 
a checklist that is handed out to victims. Rather, it should be used as a 
tool to discuss with a victim the circumstances of the abuse and to begin 
safety planning (Websdale, 1999). 

 Several lethality assessment tools created by experts in the domes-
tic violence fi eld may provide information that is also applicable to many 
 elder abuse victims. According to Campbell (1995), experts in the fi eld have 
 identifi ed the following key risk factors associated with perpetrators: 

 • Access to/ownership of guns 
 • Use of weapon in prior abusive incidents 
 • Threats with weapons 
 • Serious injury in prior abusive incidents 
 • Threats of suicide 
 • Drug or alcohol abuse 
 • Forced sex 
 • Obsessiveness/extreme jealousy/extreme dominance 
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 More recent research by Campbell, Webster, Kozoil-McLain, and 
Block (2003) on high-risk factors for intimate partner homicide found 
that (1) women threatened or assaulted with a gun were 20 times more 
likely than other women to be murdered, (2) women threatened with 
murder were 15 times more likely than other women to be killed, and 
(3) when a gun is in the house, an abused woman is 6 times more likely 
to be killed than other abused women. Drug and alcohol abuse increase 
risk, but other factors such as threats to kill, extreme jealousy, attempts to 
“choke,” and forced sex represent greater risk. Threatened or  attempted 
suicide was not found in this study to be a predictor of intimate partner 
homicide (Campbell et al., 2003).   Other researchers and experts in the 
domestic violence fi eld have similar fi ndings. Hart (1988) identifi ed at-
tempts, threats, or fantasies of homicide or suicide as key indicators of 
a risk of possible serious or lethal assaults. Other factors include “avail-
ability/access to willingness to use or history of using weapons; obses-
siveness; isolation of the batterer and his degree of dependence on the 
battered woman; rage; depression; drug and alcohol consumption; and 
access to the victim” (Websdale, 1999). Block (2003) found that risk fac-
tors for lethal domestic violence where there has been a history of abuse 
are: (1) the type of past violence, such as prior incidents resulting in per-
manent injury, a severe beating, strangulation, burning, internal or head 
injuries, and the threat of or actual use of a weapon; (2) the number of 
days since the last incident; the closer the time between the new incident 
and the previous one, the greater the danger (lethal homicide typically 
occurs in the 30 days after an incident, though some occur within 1 to 
2 days); and (3) the frequency or increasing frequency of past violence .  
Finally, Websdale (1999) found the most prominent factors in both mul-
tiple and single killings, in order of importance, are: 

 •  A prior history of domestic violence. 
 •  An estrangement, separation, or an attempt at separation nearly 

always by the female party. 
 •  A display of obsessive-possessiveness or morbid jealousy on the 

part of the eventual perpetrator often accompanied by suicidal 
ideation, plans, or attempts; depression; sleep disturbances; and 
stalking of the victim. 

 •  Prior police contact with the parties, more so in cases of single 
killings, often accompanied by perpetrators failing to be deterred 
by police intervention or other criminal justice initiatives. 

 •  Perpetrator making threats to kill victim, often providing details 
of intended modus operandi and communicating those details 
in some form or other, however subtle, to the victim, family 
 members, friends, colleagues at work, or others. 



202 ELDER ABUSE DETECTION AND INTERVENTION

 •  Perpetrator is a family member who has used violence before 
and sometimes has prior criminal history of violence. Included 
in this group is a small but signifi cant number of killers who 
have both access to and a morbid fascination with fi rearms. 

 •  Perpetrator consumes large amounts of alcohol or drugs im-
mediately preceding the fatality, especially in cases of single 
 killings. 

 •  Victim has restraining order or order of protection against per-
petrator at time of killing (Websdale, 1999). 

 Seeking help or separating from an abusive relationship is a signifi -
cant risk factor for serious injury or death. Abused women who were 
killed or killed their abuser were more likely to have sought outside help 
than women who were severely beaten but not killed. Approximately 
75% of homicide victims and 85% of victims of severe but nonfatal vio-
lence had left or tried to leave in the prior year. In 45% of lethal domestic 
violence cases, a woman’s attempt to leave the abuser was the precipitat-
ing factor for the killing (Block, 2003). 

 Another factor worth exploring is substance abuse by the perpe-
trator. Risk of lethal or nearly lethal domestic homicide is increased 
when associated with alcohol and drug use by the offender. A violent 
intimate relationship, in which the abuser is described as a problem 
or binge drinker or drug abuser, is extremely dangerous. In a review 
of lethal homicide cases, researchers found that in the year before the 
homicide, female victims used alcohol and other drugs less frequently 
and in smaller amounts than their abusive male partners. Two-thirds of 
female homicide victims tested negative for the presence of alcohol. In 
this study, more than 75% of homicide and attempted-homicide female 
victims and 90% of abused victims did not consume alcohol either be-
fore the homicide or the more recent violent incident. More than 80% 
of abusers who killed or seriously abused female partners were problem 
drinkers and tended to binge drink. More than two-thirds of homicide 
and attempted homicide perpetrators used alcohol, drugs, or both dur-
ing the incident; less than 25% of victims did so (Sharps, Campbell, 
Gary, & Webster, 2003). 

 The availability of weapons was identifi ed as a signifi cant risk fac-
tor in all studies. The picture that emerges from the article “When Men 
Murder Women” is that “women face the greatest threat from someone 
they know, most often a spouse or intimate acquaintance, who is armed 
with a gun. For women in America, guns are not used to save lives, but 
to take them” (Brock, 2003). 
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 Stalking 
 In addition to the risk of being killed, perpetrators may stalk older  victims. 
Stalking has rarely been thought of as an issue in elder abuse. National 
studies have focused on the general population, and, in particular,  younger 
persons. These studies showed that nearly 5% of women and 0.6% of 
men are stalked by a current or former intimate partner during their life-
time. This translates into approximately 503,485 women and 185,496 
men who are stalked annually in the United States by current and former 
intimate partners (U.S. Department of Justice, National Institute of Justice 
& The Centers for Disease Control and Prevention, 2000). 

 Most victims are women (78%). Women are signifi cantly more likely 
than men (60% vs. 30%, respectively) to be stalked by an intimate part-
ner; 80% of women stalked by former husbands are also physically as-
saulted, and more than 30% are sexually assaulted (Tjaden & Thoennes, 
1998; U.S. Department of Justice, National Institute of Justice & Center 
for Policy Research, 1997). Where stalking victims obtained restraining 
orders, 69% of women and 81% of men said their stalker violated the 
order (Tjaden & Thoennes, 1998). 

 Current or former husbands are perpetrators 38% of the time; cur-
rent and former cohabitating partners are the perpetrators 10% of the 
time; and current and former boyfriends are the perpetrators 14% of the 
time. Intimate partners who stalk are four times more likely to physically 
assault their victims and six times more likely to sexually assault their 
victims (U.S. Department of Justice, Offi ce of Justice Programs, 1998). 

 Until recently, little was known about elder stalking. Jasinski and 
 Dietz (2003) studied elder domestic violence and stalking rates among 
persons 55 and older. Using a study group of 3,622 older adults drawn 
from the National Violence Against Women Survey, they found that do-
mestic violence and elder stalking share many similarities to similar con-
duct involving younger persons. Rates of domestic violence and stalking 
were consistent with those in the younger population. In both age groups, 
signifi cantly more women are victimized than men. In stalking, women 
are victimized more than three times as often as men. Income was not a 
factor in either category in elderly adults. 

 The average age of elder victims was 66.4 years. More than two-
thirds were unemployed and one-third had a disabling chronic disease 
or condition. Being a female, married, and with a partner in poor health 
were associated with greater risk of domestic violence. 

 Stalking is a pattern of conduct that produces fear. Statutory defi ni-
tions vary, but elements typically include willful and repeated following 
or harassing of a particular person, accompanied by a threat or behavior 
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that is threatening and would be so perceived by a “reasonable person.” 
Many states require that the target be placed in actual fear and that the 
perpetrator have the apparent ability to carry out the threats, even if 
there is no actual intent to carry it out. Harassment is understood to 
mean a course of conduct, that is a series of acts over a period of time, 
however short, that evidence a continuity of purpose (U.S. Department 
of Justice, National Institute of Justice, 1993). It is conduct, often crimi-
nal in nature, involving acts of pursuit and “behavioral intrusion” that 
are threatening and may be dangerous. Every state and the District of 
Columbia have enacted criminal laws prohibiting it. It is also prohibited 
under federal law (Meloy, 1998). 

 Contrary to public impression, most stalking does not involve celeb-
rities. Rather, most stalking is between persons who know one another, 
including current and former intimate partners (Meloy, 1998; Zona, 
Palarea, & Lane, 1998). It is often associated with the souring of a rela-
tionship (U.S. Department of Justice, National Institute of Justice, 1996) 
and is an effort to win the victim back or exact revenge for the perceived 
slight of leaving (Hall, 1998). About 60% of stalking began before the 
relationship ended (Tjaden, 1997). In the context of domestic violence, 
it begins when the batterer believes he is losing or has lost power and 
control over the intimate partner. The batterer, unable to accept rejection 
and her leaving, will harass, threaten, and assault her (U.S. Department 
of Justice, National Institute of Justice, 1996). Tjaden (1997) found that 
about half of female victims had been stalked by a current or former mar-
ital or cohabitating partner. Eighty percent had been physically abused 
and 31% were sexually abused by their intimate partner. “Stalking is 
how some men raise the stakes when women do not play along. It is a 
crime of power, control, and intimidation very similar to date rape (De-
Becker, 1997). It occurs across the life span (Jasinski & Dietz, 2003). 

 In an attempt to instill fear, perpetrators may send unwanted letters, 
cards, and gifts; make telephone calls at all hours; survey victims; break 
into the victim’s home to steal personal items, rearrange furnishings, or 
vandalize property; wiretap the victim’s telephone; read or steal mail; 
send the victim magazines; fi le false police reports and lawsuits against 
the victim; spread rumors and gossip; harass victim’s family, friends, and 
neighbors; send e-mail transmissions; and post Internet messages about 
the victim. Some stalkers will make overt threats; about three-fourths will 
spy on or follow the target; about a third vandalize the victim’s property; 
and about 10% threaten to or kill the victim’s pets (Tjaden, 1997). This 
campaign of conduct is profound and life changing for the victim, as it 
typically persists for months or even years (Meloy, 1998). “The ominous 
threats, constant surveillance, and intrusion into the victims’ lives have 
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long-term, damaging psychological effects. Living in fear takes a toll on 
the quality of life” (Hall, 1998). 

 Victim-Centered Safety Planning 
 Given that some older victims are in danger of being stalked, seriously in-
jured, or killed, safety planning is a crucial component of any intervention. 
The term  safety  may have different meanings for various professionals. 
Too often, safety involving older persons focuses on ensuring that rugs and 
cords are placed so that no one trips and falls. Although strategies that 
focus on the physical health and well-being of older persons are important, 
safety planning for victims of elder abuse involves additional components. 

 A safety plan considers issues necessary to enhance the security of 
current victims of abuse. Safety planning is a proactive process that ad-
dresses how to respond to abuse in day-to-day living, as well as in a crisis 
situation. Anyone can talk with a victim about how to enhance safety 
(e.g., get weapons out of the house, have a plan of who to call in a danger-
ous situation, get a cell phone or life-line alarm pendant). However, do-
mestic violence advocates are trained to do comprehensive safety planning 
with victims. Many victims benefi t from talking with an advocate and 
developing a safety plan. Victims’ plans respond to the range of batterer-
generated and life-generated risks. The process of planning may include 
evaluating whether remaining in or ending a relationship will reduce or 
increase risks, and how their abuser will react (Davies & Lyon, 1998). 

 Safety planning is a process where a helper and a victim jointly cre-
ate a plan. The safety plan is victim-driven and -centered. It is based on 
the victim’s goals, not the professional’s opinions. 

 Abusers often isolate victims and do not allow them to make their 
own decisions. Safety planning is a process that restores power and con-
trol to victims as they make decisions about how to enhance their own 
safety. A good safety planning process provides the victim with informa-
tion and an array of options to choose from. Then the victim decides 
whether to stay with the abuser or to leave, and how to remain as safe as 
possible under the existing circumstances. 

 Safety plans include: 

 •  Prevention Strategies: Preventing future incidents of abuse (e.g., 
going to shelter or moving to another residence, obtaining a re-
straining/protective order, hiding/disarming weapons, changing 
schedules and routes to avoid being found). 

 •  Protection Strategies: Discussing methods victims can use to 
protect themselves during an abusive or violent incident (e.g., 



206 ELDER ABUSE DETECTION AND INTERVENTION

having an escape route, or having victim seek shelter in a room 
where a door can be locked, with a working phone available or 
where weapons are not present). 

 •  Notifi cation Strategies: Developing methods for seeking help in 
a crisis situation (e.g., cell phones, emergency numbers readily 
available, alarm pendants, security systems, a towel in the win-
dow or other coded method to notify a nearby neighbor to call 
the police, code words that can be used during phone conversa-
tions with friends/family/neighbors to alert them that the victim 
needs help (for example, if the victim says “apple pie” in the 
phone conversation it is a coded message to call the police). 

 •  Referral/Services: Recognizing and using services that can offer 
assistance (e.g., domestic violence, sexual assault, adult protec-
tive services, criminal justice, aging and disability network, faith 
and community organizations). 

 •  Emotional Support: Considering methods of emotional support 
and ways to become less isolated (e.g., music, exercise, yoga, 
reading positive or spiritual materials, hobbies, art, friends, sup-
port groups, and other community activities). 

 Recognize that the victim may want to stay with the abuser, may be 
in the process of leaving or returning to the abuser, or may have left and 
ended the relationship. In each of these situations, the fi ve components of 
safety planning listed here are crucial. 

 For Victims Who Have Le   or Are Leaving 

 For victims who are leaving or who have left, additional issues need to 
be considered. 

 Where will the victim live? 

 • Can the person remain safely in his or her home? 
 • Is there an emergency shelter in the community? 
 • Are friends or family an option? 
 • Are church groups or other organizations an option? 
 • Where does the person want to live after the immediate crisis? 

 Money 

 • Can the person get money for the short term? 
 •  Are there fi nancial programs available to assist the person? APS 

may be helpful in assessing eligibility for benefi ts. 



 Enhancing Victim Safety Through Collaboration 207

 Health 

 •  What health-related items (e.g., medications, glasses, walker, 
hearing aids) will the victim need to live without the abuser? 

 •  Who is the victim’s primary health care provider? Has the victim 
considered talking with a health care provider about the abuse 
to get help with health issues and documentation? In most states, 
health care providers are mandatory reporters, so discuss with 
the victim whether he or she is comfortable with reporting. 

 • Is respite care available through social services? 

 Who else is affected by the abuse? 

 •  Who can help with children, grandchildren, or other persons liv-
ing with the victim? 

 •  Can a friend or family member care for pets or livestock if the 
person can’t take them along? (If not, local domestic violence 
programs may have information about “safe haven for pets” 
programs.) 

 Legal 

 •  Has the abuser been arrested? If yes, what support does the vic-
tim need? 

 •  Does the victim want a protective or restraining order? Local 
domestic abuse programs or APS may be able to assist with ob-
taining restraining/protective orders. 

 •  Are there immigration issues? Contact a local domestic abuse 
program or a legal aid program or lawyer specializing in 
 immigration. 

 Safety planning steps 

 Quality safety planning involves the following steps: 

 • Building rapport and listening to the victim. 
 •  Learning about what the victim fears, both from the abuser and 

the consequences of any action that might be taken. 
 •  Asking what the victim wants to do and why. Learning why or 

the motivation behind the victim’s decisions can help a worker 
understand the victim’s goals. The worker may be able to sug-
gest other options or methods of reaching the same goal. For 
example, the victim may state she does not want to leave the 
abuser. If the worker asks why, she may fi nd that the victim is 
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afraid to leave her three cats behind. The worker can let the vic-
tim know about “safe haven” programs for pets. 

 •  Thinking creatively, together, about a variety of options and 
ideas. 

 •  Building a safety plan that is victim centered. 

 Safety planning involves problem solving in advance of what a victim 
can do during and after a crisis. Simply making referrals to other agencies 
is not safety planning. In addition, safety planning is a fl uid process. Life 
circumstances change for the victim and the abuser. Safety plans need 
regular updating to remain current (National Clearinghouse on Abuse in 
Later Life & Wisconsin Coalition Against Domestic Violence, 2003). 

 Safety planning with persons with cognitive disabilities creates 
unique challenges. In some cases, the victim will remember only one or 
two steps of the plan, such as “Call Alice” or “Call 911.” Posting 911 
stickers on telephones may be helpful in some situations. In many cases, 
the safety planning process will need to be done with a caring individual 
who will work with the victim with cognitive disabilities. A sample safety 
planning tool for persons working with someone with a cognitive disabil-
ity is available from the National Clearinghouse on Abuse in Later Life, 
a project of the Wisconsin Coalition Against Domestic Violence, on the 
Web at http://www.ncall.us. 

 Traditional safety plans are available from local domestic violence 
programs or statewide coalitions. Sometimes these tools are not in large 
print or appear to be written for younger women, so they may need to be 
modifi ed to meet the needs of older victims. Sample safety planning tools 
for older people and for victims with physical or cognitive disabilities 
also are available from the National Clearinghouse on Abuse in Later 
Life, on the Web at http://www.ncall.us. 

 Collaborative Response to Enhance Victim Safety 
 In addition to safety planning with victims, using a collaborative ap-
proach with the tools from multiple systems can be the most effective 
method to enhance the security and well-being of the victim. Table 10.1 
illustrates some of the tools available from a variety of systems to en-
hance safety.   

 Worker Safety 
 In addition to the need to focus on victim safety, workers who enter homes 
where abuse is occurring need to be mindful of potential danger. Work-
ers conducting home visits have been threatened, hit, and held  hostage 

http://www.ncall.us
http://www.ncall.us


 Enhancing Victim Safety Through Collaboration 209

TABLE 10.1 A Multidisciplinary Approach to Victim Safety

Discipline Tools to Enhance Victim Safety

Domestic Violence and 
Sexual Assault Programs

• Victim-centered safety planning 

• Emergency shelter

• 24-hour crisis line

• Legal advocacy, including assistance with 
restraining orders and orders of protection and 
court accompaniment

• Confi dential address programs, where available

• Free cell phones set to 911

• Information about how technology can be used 
to locate victims

• Assistance with emergency housing for pets

• Support groups for elderly victims to discuss 
strategies for maintaining safety with other 
victims

Victim-Witness Advocates • Safety planning 

• Confi dential address programs, where available

• Court accompaniment for elderly victims

• Support for elderly crime victims

• Safe waiting-room area

• Pay to replace locks and broken windows and 
doors

• Pay to install security systems

• Free cell phones set to 911

• Provide funds and assist with relocation

• Enroll victims in victim notifi cation programs

• Provide updated information on case status 
and offender’s release dates

• Notify if failure to attend warrants are issued

Adult Protective Services • Emergency and longer-term housing in a confi -
dential location

• Maintain a perpetrator registry

• Do background checks on potential caregivers

(continued)
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• Free cell phones preset to 911

• Provide life-line pendants

• Arrange self-sheltering for pets

• Obtain emergency removal orders

• Obtain in-home services for victims to break 
isolation and have other persons visiting the 
home

Law Enforcement • Arrest offender

• Incarcerate offenders

• Seek bail enhancements

• Where available, obtain court orders for vic-
tims

• Emergency involuntary mental health commit-
ments

• Remove fi rearms and other deadly weapons 
where permissible

• Provide civil standbys for removal of property

• Assist with legal evictions

• Operate victim notifi cation system

• Arrest offenders for failures to appear and 
probation or parole violations

Prosecution • Obtain court orders for victims

• Seek bail increases

• Request conditions of bail or other release such 
as electronic monitoring of suspects

• Oppose release without bond

• Seek incarceration of offenders

• Notify victims of changes in case status and the 
offender’s custodial status

Civil Attorneys • Obtain court orders to protect victims

• Seek appointment of surrogate decision makers

(continued)

TABLE 10.1 A Multidisciplinary Approach to Victim Safety (continued)

Discipline Tools to Enhance Victim Safety
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at knifepoint or gunpoint while completing an investigation. Profession-
als should also be aware that they may become targets if a perpetrator 
believes they have the power to decide what will happen to the client or 
if the perpetrator blames them for the situation and seeks revenge. There-
fore throughout the investigation, assessment, and execution of the inter-
vention plan, the focus must be on whether the perpetrator poses a risk 
to the victim and others. Even when a plan is developed that addresses 
safety, ongoing evaluation of risk mandates that if the danger level rises, 
the case plan may need alteration (Heisler & Brandl, 2002a, 2002b). 

 Professionals who conduct home visits should prepare beforehand 
by gathering information. Questions about prior calls for service, num-
ber of occupants, weapons, substance abuse, any known mental health 
history, and presence of dangerous animals should be asked. Workers 
should also take steps to enhance their personal safety before leaving 
the offi ce. They should notify other offi ce staff of where they are going 
and update that information upon arrival at the location and again as 
they leave. In the fi eld, service providers should carry appropriate safety 
devices, such as fl ashlights and a fully charged cell phone. The cell phone 
should have a button set for the local law enforcement agency’s emer-
gency number. Workers should know how to contact law enforcement 
for a rapid response and what to say to ensure a high priority response. 
Workers should take safety precautions once they arrive at the home. 
Considering where to safely park and assessing the situation before 
 entering the home for dangerous animals and other potential problems 

• Seek termination of legal relationship between 
victim and perpetrator (e.g., divorce, separa-
tion, annulment)

• Lawfully remove perpetrator from household

Health Care • Admit to hospital under a false name

• Restrict public access to patient

• Place in less public area of hospital or very public 
area so that staff can keep an eye on the victim

• Place in a secure part of hospital

• Check identifi cation of visitors

• Screen in-coming phone calls

TABLE 10.1 (continued)

Discipline Tools to Enhance Victim Safety
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is a best practice. When in doubt, workers should not conduct visits 
alone and should bring law enforcement if deemed necessary (Heisler & 
Brandl, 2002a). 

 Some victims of elder abuse have communicable diseases and pro-
fessionals must protect themselves, as well as other clients/patients with 
whom they may have contact. Professionals must be mindful of the po-
tential for personal harm and take universal precautions to avoid spread-
ing infections and other diseases. Avoid contact with any bodily fl uids, 
including blood, saliva, urine, feces, vomitus, seminal fl uid, sputum, and 
open wounds. Every professional should receive training in universal pre-
cautions, and team members should carry appropriate protective gear 
when in the fi eld (gloves, masks). 

  CASE ILLUSTRATION  

 The case of Leroy is used to demonstrate a multidisciplinary approach to 
enhance victim safety. 

 Presenting Issues 
 Leroy, age 64, worked as a janitor at the local brewery. He stayed to him-
self and did not socialize with other employees. His co-workers noticed 
that he showered at work every day. They occasionally saw welts and 
bruises on his back and chest. 

 A gas meter reader took monthly readings in Leroy’s neighborhood. 
Several months in a row, the meter reader watched Leroy go through 
a cellar door and not come back out. She wondered if something was 
wrong and called APS. 

 Initial Investigation 
 The APS worker started the investigation by going to Leroy’s home. Be-
fore conducting the home visit, the APS worker gathered as much safety 
information as possible. The worker learned that no previous APS or 
police reports had been fi led from this residence. Without talking directly 
to the family, the worker was unable to ascertain whether large dogs or 
guns were on the property. 

 Before leaving the offi ce, the worker told other staff the address 
where she would be conducting the home visit and when she expected to 
return. She made sure she was wearing comfortable fl at shoes in case she 
needed to leave quickly. She turned on both her cell phone and pager. 
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 The worker approached Leroy’s home cautiously. She parked on the 
street, not in the driveway where she could be blocked in. She noted 
that the neighborhood appeared to be a safe, quiet residential setting 
with older homes fairly close together. As she approached the home, she 
looked for evidence of large dogs and found none. 

 After being admitted to the residence by Leroy’s wife, the worker 
introduced herself and asked to speak to Leroy. He arrived in the liv-
ing room about 15 minutes later, looking disheveled and confused. The 
worker attempted to talk with Leroy alone, but his wife was clearly within 
earshot throughout their initial conversation. Leroy told the worker that 
everything was fi ne and that he chose to sleep in the cellar because his 
wife snored. He said he was tired from a long day at work and asked to 
go rest. The worker used the interview to attempt to build rapport with 
Leroy without pushing for answers, as she was concerned about Leroy’s 
safety if he disclosed too much information while his wife was listening. 

 The worker was glad to learn about Leroy’s job at the brewery and 
attempted a second interview after work the next day. During this inter-
view, which was conducted in a private meeting room, Leroy told the 
APS worker that his wife, Gloria, and their adult son lived in the house. 
Leroy was forced to live in the cellar and sleep on a lawn chair. He used 
the toilet and purchased food at a nearby gas station. Leroy showed the 
worker his ribs, which appeared to be badly bruised. He told the APS 
worker that Gloria had hit him with a frying pan. 

 Victim Safety 
 The worker was concerned about Leroy’s safety and health, especially 
given his bruised ribs. They talked about whether it was safe for him to 
return home that night. Leroy did not feel in immediate danger. He sim-
ply wanted to be allowed to live in his house with his family. 

 The worker asked Leroy if there were guns in the home and how he 
would escape if another violent incident occurred. They discussed which 
rooms might be more dangerous if Leroy were trying to escape from 
abuse, such as the kitchen where knives were present. Leroy said that 
if he were in danger he could call 911 if he could get to a phone. The 
worker agreed to try to get Leroy a free cell phone programmed to 911 
from the local domestic abuse program. Leroy also said he would be 
able to go to his neighbors for help if necessary. Together the worker and  
 Leroy developed a safety plan in case of a crisis. 

 In addition to planning for a crisis situation, Leroy and the worker 
discussed what he might need to have with him if he needed to leave 
quickly. Leroy realized he would need his security pass for work and some 
money. The worker also suggested some clean clothes and  documents 
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such as his Social Security card and health plan paperwork. Leroy also 
needed to be sure to pack his glasses and medications. He agreed to pack 
a small bag with the things he would need and want to have with him if 
he left quickly. Leroy also had a cat that he dearly loved and was wor-
ried his wife would not care for the cat if he left. The worker looked into 
temporary housing options for the cat if Leroy needed to stay somewhere 
overnight. 

 Other Key Components of an Eff ective Intervention 
 In addition to focusing on immediate safety planning, the worker and 
Leroy needed to address other key components, covered in Chapter 10, 
to create an effective intervention plan. 

 Health 

 Leroy did not want to go to the hospital immediately to have his ribs 
checked but agreed to call his doctor. He made an appointment for 
the next day and the doctor found several broken ribs. Leroy also ap-
peared depressed. He was thin and not taking care of himself. He also 
was incontinent, which was the reason given by his wife that he could 
not live upstairs. According to Leroy’s wife, he was “destroying her 
carpeting.” Leroy’s doctor remembered a conversation during their 
last visit that indicated that Leroy drank daily at the brewery before 
coming home. 

 The challenge the doctor faced was determining how to assess the 
cause of the medical circumstances Leroy presented. On the one hand, 
the doctor asked questions about substance abuse and noted that Leroy 
was still drinking every day. Multiple rib fractures are seen commonly in 
persons who abuse alcohol. His urinary incontinence could be the result 
of an enlarged prostate or alcohol abuse. Leroy’s thin appearance may 
indicate malnutrition, possibly due to or exacerbated by his drinking. 
Depression is another consequence of drinking and could also be contrib-
uting to his malnutrition. 

 The doctor also asked questions about Leroy’s home life and learned 
about the abuse. Now the physician could attribute Leroy’s malnutrition 
to the withholding of food. His depression could be the result of abuse, 
and perhaps the reason he began drinking. His rib fractures could have 
been caused by blunt trauma, such as the result of being pushed down 
the stairs. Additional blood work could help clarify the extent of his 
drinking and the reason for his weight loss. Unfortunately, there are no 
forensic markers to guide physicians in determining the cause of fractures 
due to abuse (Dyer et al., 2002). Thus, one of the dilemmas for Leroy’s 



 Enhancing Victim Safety Through Collaboration 215

 doctor was differentiating which medical fi nding was caused by elder 
abuse,  alcohol abuse, or both. 

 With collateral history from APS, more history from Leroy, and 
some lab studies, the physician could establish the possibility that the 
rib fractures and other fi ndings were the result of abuse. Accurate docu-
mentation of the physical examination, history and lab tests, pictures of 
his injuries, and a clear statement about the presence of signs of abuse 
could greatly assist the prosecutors and others collaborating on Leroy’s 
case. As Leroy’s ribs began to heal, he felt stronger and was able to follow 
through with his safety plan and make decisions about how to improve 
his life. 

 Victim Capacity 

 While various professionals had begun working directly with Leroy, 
his case was brought for review to an interdisciplinary team consist-
ing of law enforcement, APS, health care providers, and a domestic 
violence advocate. Initially, law enforcement suggested charging the 
wife with abuse of a vulnerable adult because “no man in his right 
mind would put up with that behavior.” The APS worker and domestic 
 advocate argued that Leroy did not fi t the state defi nition of a vulner-
able adult  because he was capable of holding down a job at the brewery 
for a number of years. Instead, they suggested that this was a case of 
 domestic violence. 

 A geriatric physician agreed to evaluate Leroy. He found Leroy 
 competent. This information was important to the APS worker, who rec-
ognized that providing Leroy with information so that he could make his 
own decisions about his life would be the most effective strategy. Safety 
planning strategies were discussed at a level appropriate to match Leroy’s 
functioning. 

 Legal 

 Several legal interventions improved Leroy’s safety. In Leroy’s commu-
nity, APS provided reports of any investigations that might be criminal 
to local law enforcement. The police reviewed the report and decided to 
interview Leroy, who told the same story he told to APS. Leroy asked that 
his wife not be arrested or hurt. Because law enforcement did not get this 
case immediately, there was little physical evidence at the scene to collect 
or document. Law enforcement used a subpoena to obtain the hospi-
tal records and learned that there was medical evidence to support that 
 Leroy has been physically abused and neglected. Leroy’s wife was charged 
with domestic violence under mandatory arrest laws. Law  enforcement 
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gathered evidence of domestic violence and presented it to the prosecu-
tor. The prosecutor pressed charges against Leroy’s wife. She pled guilty 
in exchange for agreeing to participate in an abuser’s  treatment program 
and pay a fi ne. 

 Leroy worked with a domestic violence advocate to obtain a restrain-
ing order when his wife started harassing and threatening him because 
she wanted the charges dropped. He was also able to obtain fi nancial 
help from the Victim Compensation Fund by working with a victim ad-
vocate/witness staff person located in the prosecutor’s offi ce. 

 The APS worker also suggested that Leroy talk with an attorney to 
learn more about his options and civil remedies. Leroy learned that he 
could get a divorce or legal separation if he chose. He could also establish 
fi nancial and health care powers of attorney to name someone other than 
his wife as the decision maker if he became incompetent. 

 Physical Environment 

 Initially Leroy was admitted to the hospital after his doctor’s appoint-
ment for a complete examination, which gave him a few days away from 
home to think about his options. Because of limited insurance, however, 
he was forced to make a decision within a day about where he wanted 
to live. 

 Like most victims, Leroy wanted to remain in his own home, but 
his wife was very angry about being arrested for domestic violence. She 
changed the locks and screamed at Leroy whenever she saw him. 

 Leroy lived in a community without an elder shelter. The local bat-
tered women’s program did not house men, but did have vouchers allow-
ing abused men to stay at a local hotel at no cost. Leroy stayed at the 
hotel for several weeks while APS and the domestic violence advocates 
worked with the local housing experts to fi nd an affordable apartment in 
a senior apartment complex. 

 Finances 

 Finances became an immediate issue for Leroy as he moved into his new 
apartment. He was able to return to his job, but he did not make much 
money. He was fortunate to have health insurance. Leroy was going to 
need fi nancial assistance to keep the apartment. Leroy’s story got the at-
tention of the local media. Members of the community wanted to help 
and donated money, furniture, and appliances to help Leroy move into his 
new apartment. Leroy worked with a benefi ts specialist to apply for Social 
Security. He worked with a fi nancial advisor through the Area Agency on 
Aging, who helped with a budget and balancing his checkbook. 
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 Social Supports 

 Leroy had always been described as a loner, even in grade school. He had 
made few friends at the brewery and had no activities outside of work. 
The APS worker tried a number of alternatives to increase Leroy’s social 
network and support system. Finally, on learning that he was a veteran, 
she found a program for World War II veterans that he joined and where 
he made a few friends. 

 Outcome 

 Leroy was able to move into his own apartment and keep his job at the 
brewery. A domestic violence advocate helped him get a restraining order 
and accompanied him to court when his wife was charged and sentenced. 
He spoke to an attorney about changing his will and medical power of 
attorney. He met with a lawyer about getting a divorce but decided not 
to pursue one. 

 The case review team continued to meet every month. Leroy’s case 
stayed on their agenda for about nine months. The APS worker lived in 
Leroy’s neighborhood and occasionally saw him. Even after the case was 
closed, she provided periodic updates to the team about how Leroy was 
doing, based on her chance meetings on the street. 

 Like most victims, once the abuse was identifi ed many professionals 
came into Leroy’s life. Their ability to work informally in the fi eld and to 
use the case review team signifi cantly improved communication, result-
ing in enhanced victim safety and benefi ts to the professionals in saved 
time and resources. 

 Unfortunately, safety planning and intervention strategies alone may 
not end some abusive behavior. Some perpetrators continue to harm their 
victims regardless of the interventions offered by professionals. Other 
offenders move on to new victims. These perpetrators need to be held ac-
countable using a collaborative approach discussed in the next chapter. 
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 C H A P T E R  E L E V E N  

 A Collaborative Model 
for Holding Abusers 

Accountable 

 The preceding chapters have provided a foundation for a discussion of 
offender accountability and its relationship to system collaboration and 
victim safety. This chapter focuses on how professionals in those disci-
plines bring their expertise to the issue of accountability. Understanding 
how accountability supports safety and an improved quality of life is 
important. One of the goals of a collaborative system is to hold the of-
fender accountable for his actions. This affords greater protection to the 
victim and sends a message to the public that this behavior is unaccept-
able. Effective offender accountability and victim safety require strong 
collaboration supported by quality case building that leads to successful 
prosecution. 

 Historically, the criminal justice system was ill-prepared to as-
sist in addressing the issues of elder abuse. Research conducted in the 
1970s disclosed that law enforcement perceived elders as an “unpleas-
ant  nuisance,” and that elderly victims experienced diffi culty with the 
prosecutors and the court. It also found that most older people lacked an 
understanding of the nature and scope of the role of the police (Blakely & 
Dolon, 2000). Subsequent research revealed that the older people often 
had negative relationships with social services and that law enforcement 
and social services seldom joined in cooperative action. There was very 
little contact initiated by social services when criminal acts were found, 
owing to social service professionals’ lack of confi dence in the criminal 
justice system (Blakely & Dolon, 2000). 

 More recent responses to elder abuse are the results of lessons learned 
from the domestic violence fi eld. The criminal justice system has become 
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more engaged. It now addresses the accountability of the offender in a 
substantive way. This approach recognizes that elder abuse is more than 
simply problems resulting from the stress of caregiving and an issue best 
left to social services. It begins to refl ect a shift in focus from the victim to 
the perpetrator (Brownell, Berman, & Slamone, 1999). The criminaliza-
tion of elder abuse is a result of the recognition that it is a form of family 
violence. This association makes it easier to “mobilize the assistance of 
law enforcement and the criminal justice  system” (Wolf, 1999b). 

 Wolf explains that, historically, crimes against elders and  perpetrated 
by strangers were handled by the criminal justice system; and crimes of 
elder abuse, neglect, and exploitation by family members in the home 
setting were handled by the public welfare system. 

 It became apparent in the last decade that, although elder abuse was a 
public welfare matter and later taken over as an aging issue, it could 
also be viewed as a crime. Today, police offi cers, prosecutors, and 
health and social service providers realize that they all have an impor-
tant role to play in preventing victimization of elders, whether perpe-
trated by strangers or family members. (Wolf, 2000b, p. 20) 

 Some may feel that criminalization of elder abuse may have under-
lying problems, but it does focus on the need to hold the offender ac-
countable for behavior that is in violation of criminal statutes designed 
to protect the public. There is a subtle tension in balancing the wishes of 
the victim, such as to remain in the abusive environment or be unwilling 
to prosecute the offender, and the desire of the criminal justice system 
to punish, deter, or incapacitate the offender. As this chapter illustrates, 
other systems also have the capability to hold offenders accountable. Pro-
tective services, victim advocates, attorneys, and others who can provide 
the necessary support systems that enhance victim’s safety and possibly 
restore the victim to a previously nonvictimized state, all have a critical 
role to play. 

 Systems other than criminal justice have both the desire and the 
mechanisms to hold offenders accountable for their actions while pro-
viding a broader array of choices and services when collaborating with 
others. Some of these mechanisms deal directly with the perpetrator, oth-
ers with the victim, and in some instances, both. With that in mind, the 
response systems addressing offender accountability are  examined. 

 LAW ENFORCEMENT 

 The gatekeeper for the involvement of the criminal justice system 
is most often law enforcement. The ability of law enforcement to 



 recognize,  respond to, and investigate cases of suspected elder abuse is 
the basis for successful prosecution and subsequent actions that pro-
tect the victim and the public from further harm by a specifi c offender. 
Thus law enforcement’s role is that of a fi rst-responder and often the 
primary investigator. In the majority of local law enforcement agen-
cies, both functions may be the responsibility of a single person. If 
cases are accepted by other law enforcement agencies at the state or 
federal level, then they will most often be handled as purely investiga-
tive matters, as these agencies are rarely fi rst responders. It is criti-
cal for social services or other disciplines that work with elder abuse 
victims to contact law enforcement as soon as they suspect a crime. 
This will contribute signifi cantly to evidence preservation and efforts 
to promote victim safety. 

 Collaboration between law enforcement and social services does not 
always meet expectations. A lack of training for law enforcement, a lack 
of understanding on the part of victim advocates, and an absence of a 
legacy of teamwork and effective alliances all contribute to preventing 
effective collaboration (Blakely & Dolan, 2000). One of the major chal-
lenges in collaboration is determining when to involve law enforcement 
and the criminal justice system. Blakely and Dolan surveyed protective 
service workers concerning their views of the role of law enforcement in 
elder abuse cases. When asked about their expectations of law enforce-
ment, social service professionals responded that “accompany workers 
on visits to the victim’s home” was fi rst and “arrest the perpetrator” was 
sixth; however, “stop the abuse” was second. When asked what service 
was most diffi cult to obtain from the criminal justice system, the fi rst was 
prosecution and the second was arrest (Blakely & Dolan, 2000). This 
would lead to the conclusion that holding the offender accountable is a 
desired outcome for both protective services and criminal justice profes-
sionals. This research refl ects the different professional perspectives and 
priorities and presents a signifi cant challenge in promoting improved col-
laboration. Law enforcement has, historically, not been involved in elder 
abuse incidents and often lacks the knowledge necessary to craft an effec-
tive response to the victim and work collaboratively with other systems. 
To improve this response, it is critical to understand the basic roles and 
responsibilities of law enforcement and, subsequently, the other functions 
within the criminal justice system. Some of the specifi c functions of law 
enforcement are: 

 • Accompany team members on calls/home visits. 
 • Seize weapons, particularly fi rearms. 
 •  Establish that the conduct is criminal in nature and that  suffi cient 

facts are gathered to support a criminal prosecution. 
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 • Arrest the offender. 
 • Provide initial contact with a victim advocate. 
 • Assist in obtaining emergency orders. 
 • Gather evidence. 

 Law enforcement is often the only public agency that has a 24-hour, 
7-day-a-week response system and that actually deploys personnel on that 
basis. They are easily accessed through the 911 call system and will respond 
to almost any type of request. Most calls for service to law enforcement 
do not involve crimes, but are “order maintenance” or “confl ict resolu-
tion” matters. Response to such service calls fi t well within a community 
policing approach, in which the role of law enforcement has expanded 
from controlling crime to supporting community building. Law enforce-
ment has traditionally focused only on those events involving suspected 
criminal behavior. That approach limited them to assessing a situation, 
determining if a criminal act had occurred, and initiating an action based 
on the offi cer’s fi ndings. The determination of whether or not a criminal 
act has taken place is dependent on the particular criminal code of each 
individual state. One complication is that many states have diffi cult, even 
confusing, defi nitions of criminal conduct involving elders or other vul-
nerable adults. It is within this statutory framework, however, that law 
enforcement must operate. How this process works is often confusing to 
those who have only a passing knowledge of law enforcement procedures 
or who gain most of what they know from popular television shows. 

 How then does law enforcement defi ne its role and go about the busi-
ness of investigating crime? Many of these techniques are used by other 
systems. This process begins most often with a call from what could be a 
number of sources: social services, concerned family members or caregiv-
ers, neighbors, and persons or service providers who may have a direct 
contact with the potential victim. The fi rst responder (law enforcement) 
does an initial assessment to determine whether there is a possibility that 
criminal conduct has taken place. This is done within the defi nitional 
framework of each state’s existing criminal code. If the state does not 
have specifi c statutes addressing abuse, neglect, and exploitation of elders 
or other vulnerable adults, the fi rst responder must take the fact pattern 
presented at that moment and attempt to place it within the context of 
an existing criminal statute. For instance, the commonly used term  physi-
cal abuse  must often be fi tted to such criminal terms as  assault, battery, 
aggravated assault, attempted murder, domestic violence, sexual battery, 
kidnapping , or  sexual assault . All crimes have unique elements that must 
be present to classify an event as criminal. These elements also provide 
the investigative framework for the offi cers. It determines what facts are 
necessary to establish that the event is criminal in nature and what has 



to be proven in court “beyond a reasonable doubt.” This legal standard 
exceeds that required in a civil proceeding. 

 Every preliminary criminal investigation should initially focus on 
two primary questions: what happened and how did it happen? All too 
often, individuals will attempt to begin with “why did this happen?” 
This can lead to making the observations and facts fi t the preconceived 
answer to “why?” Every criminal case is composed of three factors: 
physical evidence, witnesses, and suspects. To have the best chance of a 
successful prosecution, at least two of the three must be present. Physi-
cal evidence may be the most crucial and is most time-sensitive. Delay in 
reporting often leads to the loss or destruction of physical evidence. Also, 
witness statements may be suspect if there is a lengthy delay in report-
ing.  Assuming that the initial investigation goes well, the next step for 
law enforcement, and for many social service agencies, is the  follow-up 
investigation. 

 Elder abuse investigations are complex. If assigned to law enforce-
ment offi cers who have little or no background or training in this area, 
there is the potential for missing key facts or being unable to anticipate 
case diffi culties leading to poor outcomes. Investigators become discour-
aged and fail to follow through. Fortunately, most law enforcement inves-
tigators have the skills necessary to conduct complex investigations and 
the willingness to seek out experts to assist in the areas where they lack 
training or expertise to manage. For the most part, elder abuse investiga-
tions require the same skills as any other crimes against persons. Skilled 
investigators have the necessary background to gather facts, interview 
people, and organize material. The application of a multidisciplinary 
approach to these cases provides the expertise not available within the 
law enforcement community. Access to such experts as physicians, social 
workers, victim advocates, elder law specialists, and others whose skills 
match the facts in the case supports quality case building. 

 The initial stages of an investigation may not always provide clear 
indication of criminal activity. Most cases will involve more than a single 
form of elder abuse and may have a victim who is a less than an accurate 
“historian” as to what happened and how it happened. As in other forms 
of family violence, it is important that the investigator develop a case with 
multiple sources of evidence so that the victim’s role is minimized. Victims 
are often ambivalent toward prosecution and feel protective toward the 
abuser, particularly if the abusers are their children. Because of advanced 
age or frailty, the victim may not survive until the prosecution begins. Pros-
ecution of an abuser without the testimony of the victim is possible and 
should be the goal of any investigation. The focus should be on  evidence-
based prosecution in which the case is built on the physical  evidence, 
 witness statements, and any suspect admissions and confessions. 
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 The Case of Marilyn and William Spencer 

 Marilyn Spencer is 73 years old, divorced, and fi nancially comfort-
able. Her son, William, is in his mid-40s, unemployed, and lives 
with his mother in her home. He has a minimal work history and 
has not held a job for several years. He drinks frequently and his 
mother’s attempts to get him to stop drinking, get a job, and be-
come self-suffi cient have failed. Marilyn would not evict him as he 
has nowhere to go and no income. In fact, he obtained access to 
his mother’s bank accounts and credit cards. On New Year’s Day, 
during the late afternoon, Marilyn asked William to join her at 
the dinner she had just prepared. William became angry, struck her 
several times in the face, pushed her to the fl oor, and kicked her. 
She called police. 

 On arrival, police interviewed Marilyn, saw swelling on her 
face, and spoke with William. They obtained a statement from 
the victim and photographed visible injuries. Their initial assess-
ment of Marilyn provided some indication of diminished capac-
ity. The victim was advised to contact police the next day for a 
follow-up investigation, to include more photographs. An initial 
determination was made that there was suffi cient probable cause 
and William was arrested for felonious assault and elder abuse. 
Marilyn was linked to a victim advocate who had responded to the 
scene. She was advised of her legal rights, available civil and crimi-
nal court orders, and services she could use during the court case. 
The local APS was also advised of the possible need to  conduct 
an  assessment for services. The victim advocate provided addi-
tional information regarding services available from the domestic 
 violence program in the area. 

 The Spencer case presents many of the collaborative and account-
ability issues faced by those responsible for elder abuse and neglect inves-
tigations. What are the other functions of the criminal justice system that 
can be brought to bear in a case such as Spencer’s? 

 Prosecution 
 Prosecutors, also known as district attorneys or states’ attorneys, are 
charged with the following responsibilities: 

 •  Providing guidance to law enforcement on effective case  building 
in order to have a successful prosecution. 

 • Filing charge(s) against perpetrators. 
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 •  Assisting in obtaining court orders, subpoenas, and search 
 warrants. 

 • Requesting conditions of bond that promote victim safety. 
 • Obtaining convictions. 

 Judiciary (Criminal) 
 • Issuing search and arrest warrants. 
 • Setting conditions of bond that promotes victim safety. 
 • Issuing restraining orders. 
 • Ordering restitution. 
 •  Crafting dispositions that enhance victim safety, such as offend-

er treatment programs, compliance orders, offender registration, 
and, when appropriate, incarceration. 

 Corrections 
 • Monitoring compliance with court orders. 
 • Providing appropriate treatment programs. 
 • Monitoring registration, if appropriate. 
 • Monitoring probation or parole conditions. 
 •  Recommending revocation of probation or parole if there are 

violations of conditions. 

 Cases should include other professionals if there is to be an effec-
tive response to both victims’ needs and offender accountability. Adult 
protective services can assist in determining whether the victim requires 
in-home services. They can also provide information if prior abuse re-
ports have been received regarding this family. Expert medical opinion 
may be needed if the records disclose possible prior abuse or neglect. 
Basic evidence collection techniques, such as photography, body charts, 
victim and suspect statements, and other documentation, contribute to 
case building. 

 Case building can often be subjected to decision making by nonpar-
ticipants. A recent U.S. Supreme Court decision has made the act of vic-
tim interviewing by those investigating abuse, such as law  enforcement 
or Adult Protective Services (APS), a more complicated process. This de-
cision has signifi cantly changed the rules in a criminal case for receiving 
witness statements in a court case when the witness is not present to 
testify in person, a not uncommon circumstance in elder abuse cases. In 
 Crawford v. Washington,  124 S. Ct. 1354 (2004), the Supreme Court 
ruled that prior testimony and witness statements that are testimonial in 
nature are inadmissible unless the witness is currently unavailable and, 
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on a prior occasion, the defendant (abuser) had the opportunity to cross-
examine the witness. “Testimonial” includes formal statements made 
to law enforcement and other governmental offi cials for the purpose of 
proving or establishing facts in a court proceeding. Statements made to 
an elderly witness’s friend or acquaintance and to nongovernmental per-
sons are not effected by  Crawford.  Although courts continue to interpret 
this ruling and clarify its application, it is evident that more recently de-
veloped and approved methods of proving cases by taking videotaped 
statements or grand jury testimony from victims are no longer permis-
sible. Statements made to family members, friends, neighbors, doctors 
and other health care professionals, fi nancial advisors, and others must 
now be located and documented. Increasingly, competent elder victims of 
abuse will be required to testify in court and undergo cross-examination 
by their abuser’s counsel. Finally, any conduct by an abuser to threaten, 
intimidate, or harm a victim must be documented as the abuser forfeits 
the right to cross-examination when a victim’s unavailability is caused by 
the abuser’s misconduct.  Crawford  provides an example of the need to 
tailor investigative techniques and the case-building process to anticipate 
future court challenges to the methods used by the investigators. The 
ability to remain fl exible and promote effective collaborative processes 
can develop an effective response to decisions such as this. 

 Collaborating to Hold the Off ender Accountable 
 What are the critical factors in a case that contribute to the need for 
effective collaboration? Law enforcement is actively engaged in the case-
building process, that is, collecting forensic evidence, conducting inter-
views, gathering background information on the victim and perpetrator, 
and processing the crime scene, but other professionals may be needed to 
provide direct assistance to the victim. Early involvement of other profes-
sionals also can contribute to the fact-gathering process and implemen-
tation of those actions can help hold the offender accountable. The fi rst 
consideration must be the immediate protection of the victim from further 
harm. This may involve informing the prosecutor that special conditions 
need to be attached to the bond preventing further contact, obtaining 
a protection order, or assisting other family members in providing sup-
port and protection. Arresting the abusive caregiver creates additional 
demands on protective services to provide a level of support that will 
maintain the victim’s independence and dignity. There may be practical 
issues, such as changing locks, arranging for transportation, or obtaining 
needed medical services, that can be met by local agencies. These are but 
a few of the areas that can best be addressed by  collaboration between 
systems. 
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 There is an assumption that law enforcement will be notifi ed when 
anyone encounters a possible case of abuse, neglect, or exploitation. Al-
though this is not always the case, it is the response most likely to lead to 
a criminal prosecution. With that in mind, there are collaborative issues 
nested in the mere act of responding to a report. Gaining entry is often 
a problem for protective services workers if the caregiver or perpetrator 
denies access to the victim or residence. The presence of law enforcement 
can be helpful in overcoming such obstacles. Although there are certain 
legal limitations that bind law enforcement when responding to emergen-
cy situations, they possess an aura of authority not always extended to 
APS. Very often the mere fact that law enforcement accompanies the APS 
worker is enough to gain entry and access to the victim. It may also be an 
issue of safety for protective services and other professionals responding 
to allegations of abuse. The environment can be volatile and fraught with 
the potential for violence. Law enforcement certainly has a role to play 
in these circumstances. 

 Other areas in which a collaborative or multidisciplinary response 
can meet the goals of protecting the victim and holding the offender ac-
countable surround those actions necessary for effective case building. 
Evidence collection is primarily a law enforcement responsibility. It is 
time-sensitive and very often involves the victim as part of the crime 
scene (physical abuse, neglect, and sexual assault are examples). The col-
lection of evidence from the victim may involve photography or possibly 
intrusive medical procedures. All will require a level of understanding, 
support, and sensitivity that can be provided by other professionals, such 
as victim advocates, social workers, or medical personnel. Conducting 
interviews of both the victim and possible offender should involve a mul-
tidisciplinary team of professionals who understand the most effective 
techniques. This could include a mental health assessment or other forms 
of health-related issues best handled by those with the proper expertise. 
Law enforcement needs to conduct a forensic interview that provides 
information as to what happened, how it happened, and who may have 
done it. The interview cannot be leading or suggestive in any way. Inter-
viewing the offender does not always necessitate giving Miranda warn-
ings and law enforcement can work effectively with other professionals 
in an ethical and legal manner to obtain the most effective information. 
This approach should also mitigate the need for multiple interviews and 
other inherent problems, such as prior and inconsistent statements. 

 Some examples of effective collaboration include the victim  advocate 
assisting in gaining the victim’s cooperation to photograph the  injuries 
over a period of time, providing assistance in explaining the court pro-
cess, and answering any questions about the criminal justice system. 
Health services can provide documentation of injuries or other indicators 
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of abuse or neglect. The judiciary can provide protective orders and assist 
in securing assets or possible guardianship. 

 Elder abuse cases often present complex issues for which the crimi-
nal justice system lacks adequate training or expertise. This is particularly 
true of fi nancial exploitation or facility cases, given the complex nature 
of the evidence. It should also be noted that in cases of fi nancial exploi-
tation, the requirement to protect assets and possibly to recover those 
taken, may necessitate involving experts from the civil legal or fi nancial 
community. The ability to draw on a wider community of experts in these 
diverse areas can lead to better recognition of possible criminal events 
and result in improved case building. It is also important to include the 
possibility of expert testimony in complex cases. These experts should be 
able to address the dynamics of elder abuse and domestic violence, aging, 
neglect, and fi nancial exploitation. Health care professionals can identify 
the effects of aging and disease versus those of abuse and neglect. The 
experts come from the medical community, social services, forensic, ac-
counting, or other areas requiring specialized knowledge of the complex 
issues involved in elder abuse, neglect, or exploitation cases. 

 Ultimately, every criminal case has a resolution. The end result 
should hold the offender accountable for the behavior and protect the 
victim from further harm. It is important that victims who are physically 
and emotionally able to do so play a role in the sentencing process. This 
can include a sentence resulting in prison or probation and can be accom-
plished with the help of a victim advocate who can assist in presenting 
the victim’s desires to the court. It is also critical that court personnel be 
sensitive to the needs of victims in this category. It is often necessary that 
accommodations be made for elders or other vulnerable adults, particu-
larly if they will be required to testify. If the offender receives a prison 
sentence or probation, another set of professionals in the probation and 
parole function within each jurisdiction should become involved. It is 
equally important that they receive training in the dynamics of elder 
abuse, neglect, and exploitation so that they can adequately monitor the 
offender. Judges also need to have a complete understanding of the dy-
namics of this crime so that they can craft the appropriate sentence. 

 Although offender accountability clearly is a role of the criminal jus-
tice system, other systems have direct and indirect responsibilities as well. 
Relatively few cases of elder abuse and neglect meet the legal standards 
required to prove a criminal case. For a variety of reasons, including lack 
of substantial evidence on which to convict, the majority of matters can-
not, or should not, be handled by the criminal justice system. This is not 
to say that abusive conduct is acceptable and should not be sanctioned, 
discouraged, and interdicted. Instead, other systems pursuing different 
remedies must respond and act. 
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 How do other systems hold offenders accountable? Protective 
 services receive and investigate allegations. Like law enforcement, they 
interview alleged victims, witnesses, and perpetrators. They obtain physi-
cal evidence, including medical and fi nancial records, and photograph 
victims and their living environments. When warranted they pursue court 
orders to exclude abusers from their victims’ homes, assist victims to 
understand how to have orders enforced, and can help identify alternate 
decision makers, caregivers, and money managers. They can work with 
civil attorneys to secure the appointment of a guardian or the removal of 
an abusive or exploitative one. 

 Health care professionals can make mental health assessments of 
victims and perpetrators to determine their ability to understand courses 
of action, their ability to enter into transactions, as well as their suscep-
tibility to undue infl uence. They also can make recommendations about 
whether victims can testify or stand trial. They can treat certain condi-
tions to increase some witnesses’ abilities to recall events or testify. In 
fact, treatment of conditions as delirium, urinary tract infections, and 
hearing loss may result in such a degree of improvement that what had 
previously appeared to be dementia and confusion is reversed, and the 
person demonstrates signifi cantly improved mental and communication 
functioning. Finally, health professionals can assess mental functioning 
of a perpetrator to determine whether he or she can be held criminally 
responsible for abusive conduct. 

 The collaborative effort necessary to affect accountability can be ac-
complished through a formal team process or may be the result of an 
informal working relationship established in a particular jurisdiction. In 
all cases, the issues of validation of the victim’s loss and enhancement 
of their safety, while holding the offender accountable, is critical. Ac-
countability can be both direct and indirect, and may focus on only one 
aspect of a particular event. Coordination of these actions, however, can 
be  important and benefi cial. 

 For instance, in a fi nancial exploitation case, there are steps that can 
be taken by both the criminal and civil justice systems that will secure 
assets, promote victim safety, and hold the offender accountable. The 
civil justice system also plays a role in offender accountability. Civil at-
torneys representing abused or exploited clients can fi le lawsuits against 
perpetrators for civil damages, recovery of assets and medical costs, 
and, in some situations, for punitive damages to punish egregious con-
duct and deter future abuse. Attorneys can obtain civil judgments and 
garnish wages or attach assets of the abuser to satisfy those judgments. 
 Attorneys, as well as individuals, also can seek civil protective orders 
to protect against abusive family and household members. A broader 
discussion of such orders is found later in this chapter. Attorneys can fi le 
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a variety of  lawsuits against abusive and exploitative corporations and 
businesses, such as nursing homes and board and care facilities, and their 
employees. Suits have been brought for fraud, unfair business practices, 
failure to ameliorate pain, inadequate pain management, wrongful death, 
and other physical harms. 

 Some of the specifi c ways in which the accountability goal can be 
met by other key systems are outlined next: 

 Civil Justice System 

 •  Bring lawsuits to recover assets and/or to overturn transfers of 
property or other assets that were obtained through fraud, un-
due infl uence, deception, or other unlawful means. 

 • Issue restraining orders. 
 •  Obtain civil damages from the offender for the physical or emo-

tional injury caused to the victim and/or the victim’s family. 
 •  Remove offender from any legal authority over the victim, in-

cluding revocation of offender’s role as the victim’s agent under 
a fi nancial or health care power of attorney or as the victim’s 
guardian or conservator. 

 • Enjoin dissipation of assets. 
 •  Bring lawsuits to prevent an offender from gaining the assets 

through a will or other mechanism of inheritance from a victim 
whose death the offender caused. 

 Domestic Violence/Sexual Assault Networks 

 •  Provide expert testimony regarding dynamics of abuse and 
 neglect. 

 •  Collaborate with other systems to enhance response to victim 
needs. 

 •  Provide safety planning (and accountability and safety 
 function). 

 Protective Services 

 • Obtain records without subpoenas or search warrants. 
 • Investigate allegations. 
 • Report crimes to the criminal justice system. 
 • Maintain offender registry, if authorized. 
 •  Conduct social work interviews that do not require a Miranda 

warning. 



 A Collaborative Model for Holding Abusers Accountable 231

 •  Assist other systems in those areas of expertise particular to pro-
tective services. 

 • Provide expert testimony when required. 

 Health Care 

 • Provide expert witness testimony. 
 •  Document medical conditions that are risk factors for abuse and 

neglect. 
 •  Notify criminal justice or protective services of potential abuse 

and neglect cases. 
 •  Provide expert medical assistance to other systems during the 

case-building process, such as interpreting medical fi ndings in 
patient records. 

 •  Determine cause and manner of death when homicide is 
 suspected. 

 • Conduct research that supports improved system response. 
 •  Identify and treat the offender’s medical conditions that lead to 

abuse. 

 The previous section highlighted what particular disciplines do to 
promote perpetrator accountability. In this section, tasks that profes-
sionals in every discipline perform as part of their work are considered. 
 Although there are variations as to when and how disciplines perform 
these functions, each shares in the following functions: 

 •  Can report suspected abuse, neglect, and exploitation. There 
may be differences in where and to whom reports are made. For 
example, some may report to law enforcement, the prosecutor’s 
offi ce, or protective services; others may report to regulatory 
agencies or professional licensing organizations, such as medi-
cal or other professional associations, courts, or long-term care 
facility licensure and certifi cation agencies. 

 •  Document observations, statements, and known sources of in-
formation. Many acts of elder abuse involve patterns of behav-
ior rather than a single event. Documenting every contact pro-
vides a historical record that may show patterns of conduct, the 
identity of caregivers, the elder’s level of functioning, collateral 
sources of information, and knowledge of the elder’s abilities 
and limitations. Many states have created special laws or sen-
tencing enhancements for crimes committed against vulnerable 
and frail adults. Some states limit APS involvement to situations 
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where the victim is vulnerable. That a perpetrator knew his or 
her victim was vulnerable may be a critical element for prov-
ing lack of victim consent. Evidence, including medical fi ndings, 
provides critical information in civil, administrative, or criminal 
proceedings convened to hold offenders accountable. 

 •  Provide information and testimony in various tribunals. Wheth-
er as participants in multidisciplinary informal collaborations, 
formal teams, or as consultants and witnesses, professionals 
from a variety of systems rely on experts to provide technical 
information, render opinions on standards of practice, and edu-
cate judicial offi cers, tribunals, and juries. 

 Facility Investigations 
 Facility investigations present unique and challenging issues. Abuse and 
neglect that take place in facilities often can go undetected for an ex-
tended period. This results in extremely diffi cult obstacles in the area of 
evidence collection and the subsequent conduct of a criminal investiga-
tion. Administrative/regulatory investigations often can lead to criminal 
action against the individuals employed by the facility and its corporate 
structure. This is one of the major differences between abuse and neglect 
investigations conducted in the community and those in facilities. It also 
increases the number of potential offenders involved in a particular case, 
given the number of employees or family members who may have had 
contact with the victim. Other challenges surround the complex nature of 
the medical issues, daily operating procedures of a facility, and the resi-
dent records that must be reviewed. It requires an understanding of qual-
ity of care standards and the role of employees in the individual’s care. 
These are areas of expertise not often found in local criminal justice agen-
cies. These cases demand a collaborative approach. In many states these 
investigations are handled by the attorney general’s Medicaid Fraud Con-
trol Unit, APS, or the Long Term Care Ombudsman Program (in those 
states where the ombudsman program fulfi lls the APS role in long-term 
care facilities). In every instance, the involvement of professionals who 
have experience in conducting facility investigations should be sought. 

 The collaborative roles already presented in this chapter are  important 
in facility cases, and each discipline can contribute to the case-building 
process. Professionals from the medical community can play a critical role 
in determining the extent of abuse or neglect given the complex medical 
issues presented by most facility residents. Offender accountability may be 
the single most important difference in facility cases. The majority of cases 
of abuse and neglect in community settings involve only one offender. In 
facility cases there may be more the one offender. Some offenders, such as 
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members of the facility management, may not have direct contact with the 
victim, but are culpable in the abuse and neglect. For professionals con-
ducting facility investigations, close coordination with noncriminal justice 
agencies can be productive in the following ways: 

 •  Use the regulatory agencies to show a pattern of abuse and 
 neglect within the facility. 

 •  Use the authority of other agencies to obtain evidence not readily 
available to law enforcement, such as medical records or  records 
of facility inspections. 

 •  Interview personnel from other agencies; don’t just review the 
records. Their observations can often provide additional insights 
helpful to a criminal case. 

 In a number of facility cases, the civil justice system has been used 
successfully to hold offenders accountable, particularly the parent cor-
poration. These actions range from addressing the failure to report the 
abuse to protecting those employees that commit the abuse, and are sub-
ject to punitive actions on the part of management (Moskowitz, 2003). 

 These are some of the ways in which systems can provide support 
to the case-building process and, ultimately, to holding the offender 
 accountable. Experience with collaborative arrangements, formal or in-
formal, have shown that this is the best approach to meeting the account-
ability goal, as well as the needs of the victim. 

 Court Orders 
 Throughout this book, reference has been made to court orders and their 
importance in enhancing victim safety and holding offenders accountable. 
In this section, orders are defi ned, various state and federal weapons re-
strictions are described, and rules concerning enforcement issues are ana-
lyzed. This section is not intended to provide legal advice for the best way 
to handle any particular case. Across the United States, there is wide varia-
tion in the availability of orders, covered relationships and conduct, and 
specifi c relief provided. Given the reality that most elder abusers are family 
members, this segment focuses on domestic violence and stalking orders. 

 A civil or criminal court can issue court orders. Civil court orders 
may be named protective orders, restraining orders, or injunctions. 
Criminal court orders, called criminal court stay-away orders or criminal 
court protective orders, are issued in charged cases or as a condition of 
probation after a criminal conviction. The party to be protected through 
the issuance of the court orders called the  protected party . The abuser 
is the  restrained party . Typically, courts restrain the abuser from certain 
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actions such as coming within a certain distance of the protected party or 
their residence, or annoying, molesting, stalking, striking the protected 
party, as well as destroying or vandalizing their property. In many states, 
these violations are crimes once the order is issued and served on the 
restrained party. 

 Once a person is restrained by a court order and made aware of its 
contents through service of the order, there are certain limitations and 
restrictions imposed under state and federal law. Many states and federal 
laws prohibit persons restrained by a domestic violence or stalking court 
order from possessing fi rearms while the order is effective. The prohibi-
tion applies to short-term, temporary orders, as well as to actual orders 
issued after a full hearing before a court. State and federal authorities 
maintain registries of domestic violence and stalking court orders to as-
sist in tracking orders, their terms and conditions, and whether service of 
the restrained party has been achieved. Many states’ registries are linked 
to the federal court orders data bank. 

 Under federal law, persons subject to  qualifi ed  protective orders 
are prohibited from shipping or transporting in interstate or foreign 
commerce, or possessing in or affecting commerce, any fi rearm or am-
munition that has been shipped or transported in interstate or foreign 
commerce (18 U.S.C. § 922(g)(8)). Possession of a fi rearm is prohibited 
whether or not the order itself specifi cally prohibits possession of a fi re-
arm. The maximum punishment is a 10-year prison sentence (18 U.S.C. 
§ 924(a)(2)). There are certain exceptions for restrained persons required 
to carry a fi rearm as a condition of employment. Qualifi ed orders restrain 
a person “from harassing, stalking, or threatening an intimate partner 
of such person or child of such intimate partner or person, or engag-
ing in other conduct that would place an intimate partner in reasonable 
fear of bodily injury” (18 U.S.C. § 922(g)(8)(B)). Intimate partners in-
clude current and former spouses, current and former cohabitants, and 
co-parents, but not dating persons who have not cohabited (18 U.S.C. § 
921(a)(32)). 

 A qualifi ed order is one that restrains a person “from harassing, 
stalking, or threatening an intimate partner of such person or child 
of such intimate partner or person, or engaging in other conduct that 
would place an intimate partner in reasonable fear of bodily injury” 
(18 U.S.C. § 922(g)(8)(B)). Intimate partners include current and for-
mer spouses, current and former cohabitants, and co-parents, but not 
dating persons who have not cohabited (18 U.S.C. § 921(a)(32)). Under 
the Violence Against Women Act, initially passed in 1994 and reautho-
rized in 2000, states are required to enact legislation that gives “full 
faith and credit” to one another’s orders, that is, they fully recognize 
and enforce orders issued throughout the United States. These orders 
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are sometimes referred to as  foreign orders  and refer to domestic vio-
lence and stalking orders issued by courts in other states, the District 
of Columbia, U.S. territories and insular possessions, and Indian tribal 
courts. Orders must have been issued by courts with jurisdiction over 
the parties and subject matter and after the restrained party was given 
notice (served with the order) of the time and place of the hearing. It 
is not necessary that the restrained party actually attend the hearing. 
This means that once a court has jurisdiction to issue and make an or-
der regarding elder domestic violence and has the parties before it, the 
order is valid throughout the country no matter where the victim may 
encounter the restrained party. 

 A Case Example 

 Herbert has abused Leticia throughout their 40-year marriage. 
Once the children were grown and married, she fi led for divorce 
and obtained a restraining order, based on the decades of abuse, 
prohibiting Herbert from contacting her or following her. Herbert 
was served with the order and was present in court when the judge 
issued the permanent order. Leticia moved to the other side of the 
country to be near her oldest daughter. One day she was shocked 
to fi nd Herbert standing on her porch holding a hunting rifl e and 
yelling at her. 

 This example raises several issues. The order is valid and enforceable 
even though Leticia has moved across the country. The order meets the 
conditions required under the Violence Against Women Act. Under the 
order, Herbert was prohibited from possessing a fi rearm for the period 
during which the order was valid. He was in violation of federal law 
(18 U.S.C. § 922(g)(8)). Herbert’s actions may also violate the law in the 
jurisdiction where Leticia now lives. Thus, the state where Leticia now 
lives has the authority to enforce the order in accordance with its law. If 
the enforcing state directs that its law enforcement offi cials arrest for vio-
lations and provides that the violation is a crime, Herbert could be arrest-
ed for local charges. With foreign orders, the issuing state decides who 
is protected, the terms and conditions to be ordered, and how long the 
order is valid. The enforcing state determines whether the violation is a 
crime, penalties for violations, the arrest authority of the responding law 
enforcement agency, and detention procedures. Additional  information 
about full faith and credit is available from the Full Faith and Credit 
Project of the Pennsylvania Coalition Against Domestic Violence (phone 
800-256-5883, ext. 2). 

 One of the most frustrating aspects of court orders is that the pro-
tected party may not enforce the order and may even “invite” the abuser 
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to return to the victim’s home. Law enforcement offi cials or protective 
services professionals often learn of the situation when called back to the 
residence by a new problem. Legally, only courts can make, modify, or 
revoke an order. The order remains valid and enforceable, notwithstand-
ing the acts of the parties. The abuser as the restrained party is in viola-
tion of the order and may be subject to arrest. The protected party is not 
prohibited from acting in any particular way and cannot violate an order 
that only protects him or her. Professionals working with such parties can 
help to educate them to avoid this confounding and frustrating situation 
(Heisler, 2004). 

 CONCLUSION 

 Accountability is a multidisciplinary issue. Through the collaborative 
efforts of every profession, a victim’s well-being and safety can be ad-
dressed and the offender held accountable for his or her actions. The 
criminal justice system is the primary focus of this chapter, but it is only 
one part of a greater system. That system has overlapping responsibilities 
and skill sets that enhance any investigation of abuse and neglect. Ac-
countability does not necessarily result in a prosecution or punishment, 
but it does impart a message on the part of society that abuse and neglect 
are not acceptable. 
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 C H A P T E R  T W E L V E  

 Systems Review 
and Change Through 

Multidisciplinary 
Collaborations 

 INTRODUCTION 

 Multidisciplinary collaborations, whether informal or formal, may 
have two signifi cant benefi ts in addition to the goals of improving 
 efforts to prevent or respond to elder abuse that were discussed in 
Chapter 6. The two benefi ts are reviewing and enhancing: (1) the ways 
in which disciplines or systems provide services, whether preventive or 
reactive, to older persons, and (2) the availability and function of elder 
abuse-related services. In reality, systems review looks at the areas in 
which systems can break down. These might include: (1) identifi ca-
tion of victims (which systems should be identifying victims and are 
they effectively doing so?), (2) reporting and referrals (once systems 
identify victims, are they making reports and referrals to appropriate 
agencies?), (3) provision of services (are services meeting the needs 
of victims?), and (4) coordination of services and the systems provid-
ing them (are services seamless and provided without confl ict between 
agencies?). 

 The fi rst benefi t is reached by conducting needs assessments, ei-
ther informally or formally, of clients and service providers. The second 
 benefi t is achieved, again either informally or formally, by using those 
needs assessments to identify and develop solutions to the problems 
identifi ed by the needs assessments. These solutions may include train-
ing programs; memoranda of understanding, policies, and protocols; 
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informal or formal collaborations; improved or new services; improved 
or new statutes and regulations to benefi t victims and hold perpetrators 
accountable; and research. They may involve collaborations with sys-
tems or disciplines that are not currently concerned with serving elder 
abuse victims, but that should have a role in response or prevention. 
The end result of these efforts should be a seamless response to victims 
and a consistent message to perpetrators that elder abuse will not be 
tolerated. 

 Comprehensive systems review will assess the relationship of  systems 
to the central life domains of older persons, as described in Chapter 7. 
These domains affect the older person, the intervention and safety strat-
egies available, and all the systems that serve and help to implement 
these intervention and safety strategies. The failure to look broadly at 
systems and their impact on older persons will result in incomplete or 
unsuccessful change. For example, system changes that encourage the 
criminal justice system to arrest and jail abusive caregivers may not suc-
ceed unless the victims are provided with emergency shelter and other 
services that meet their needs for care. The puzzle analogy described in 
the Introduction works here as well. The complex nature of elder abuse 
means that no one system can fully meet the needs of an elder abuse 
victim. Just as that fact justifi es the need for multidisciplinary collabo-
ration, it explains the need for a comprehensive approach to systems 
review and change. 

 This chapter discusses the various ways in which multidisciplinary 
collaborations can accomplish these results, and provides examples of 
and suggestions for collaborations among various systems for the purpose 
of systems review and change. It describes the types of multidisciplinary 
teams formed specifi cally to cultivate system change and concludes with 
an illustration of how one of those teams, an elder abuse fatality review 
team, develops recommendations for system change. 

 IMPORTANCE OF SYSTEMS REVIEW AND CHANGE 

 This chapter distinguishes the “case review” function (discussed previ-
ously in Chapter 10) from the “systems review and change” function of 
multidisciplinary collaborations, but case review can and often does lead 
to systems review and change. Ideally, case reviews inform system review 
and change efforts. If the two functions are not linked, then case review 
only benefi ts the individual client whose case was reviewed and systems 
change may not be based in reality or may not address highest priority 
needs fi rst. When staff members of entities that prevent or respond to 
elder abuse repeatedly see the same or similar issues and problems in the 
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cases they handle, they should address those concerns systemically. Doing 
so will benefi t future clients and enable their organizations to act more 
effectively and effi ciently. 

 Systems Review 
 A multidisciplinary systems review, like an internal or external review 
of a single system, can accomplish many important objectives leading to 
the ultimate goal of preventing elder abuse or improving services to elder 
abuse victims. A systems review is, in effect, a “needs assessment” of the 
systems involved in the review and the services that they provide to elder 
abuse victims and perpetrators. Like a case review, a multidisciplinary 
systems review may be conducted by a team or by an informal group of 
representatives from more than one discipline. Regardless of the level of 
formality, a systems review can include, but is not limited to, identifying: 

 •  Whether the systems are meeting the needs of their clients 
 •  The role(s) of each system participating in the review 
 •  How the participating systems relate to each other and their 

 clients 
 •  The need for training the workers in the systems 
 • Gaps in services and service delivery 
 • Solutions to the problems identifi ed 

 Each of these steps is discussed next in more detail. 

 Identifying Whether the Systems Are Meeting the Needs of Victims 

 Systems review begins by assessing whether elder abuse victims’ needs are 
being met by the systems involved in the review process. This step may 
occur in a variety of ways, either directly or indirectly. 

 Direct ways involve asking older persons about their experiences us-
ing services or their reasons for not using services. Older persons should 
also be asked what help they want, which may indicate that current ser-
vices don’t respond to their needs and prompt ideas for creating new 
services or programs. This process may involve private or semiprivate 
means such as interviews, surveys or satisfaction questionnaires, and 
 focus groups. A public forum, such as a hearing or town hall meeting, 
also provides an opportunity for feedback; but some older victims of 
abuse may be reluctant to speak publicly about their experiences, or they 
may be unable to attend a public event. 

 Direct assessments will not reach all victims, however. Some vulnera-
ble elders never use any services because they lack awareness of, or  access 
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to, available services. It may not be possible to reach them to ask why 
they do not use existing services. Other older persons may not be able or 
willing to participate in interviews, surveys, or focus groups because of 
language barriers, cognitive impairments, physical disabilities, reluctance 
to have others inquire about their private life, or the fear of being stigma-
tized. Others may not use services because of historical discrimination or 
ridicule by the systems in question, or because of fear of the ramifi cations 
of using those systems. For example, many individuals from racial or 
ethnic minorities may be reluctant to contact law enforcement or other 
government agencies because of past discrimination or abusive treatment 
against them or others in their cultural group by those agencies (Ohio 
Domestic Violence Network, 1999). A closeted gay, lesbian, bisexual, or 
transgender person may fear being “outed” and humiliated as a result 
of making a report about an abusive partner (Ohio Domestic Violence 
Network, 1999). 

 These problems may require systems conducting a review to use 
indirect means in lieu of, or in addition to, direct means to determine 
whether older victims’ needs are being met. Indirect means may include 
asking staff of the systems involved in the review about their experiences 
in meeting victims’ needs. Indirect means may also involve asking repre-
sentatives of other disciplines who may or should work with elder abuse 
victims, but who are not part of the systems review, whether they think 
that victims’ needs are being met. Information may be gathered through 
interviews, surveys, or focus groups. To illustrate, elder law practitioners 
working in legal services and in private practice could be interviewed 
about how the systems are addressing cases related to abuse by guardians 
or conservators. Domestic violence or sexual assault programs could be 
surveyed about the extent to which they are serving older persons. Focus 
groups could be held with leaders from populations that have traditional-
ly been underserved or discriminated against by the systems in question, 
such as minority and ethnic groups and gay/lesbian/bisexual/transgender 
persons. 

 Identifying the Role(s) of Each System Participating in the Review 

 Systems review continues with the development of a complete and cur-
rent understanding of the goals and roles of each system in relation to the 
prevention of elder abuse and the responses to elder abuse victims. Par-
ticipants in the review process may lack information, or they may have 
outdated information. These defi cits may lead to misunderstandings and 
stereotypes about each other’s goals, roles, and activities that inhibit their 
ability to work together on cases and systems change. To illustrate, Adult 
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Protective Services (APS) staff often criticize doctors for failing to report 
suspected elder abuse. They may not realize that some doctors feel that 
reporting requirements confl ict with their ethical principle of maintain-
ing patient confi dentiality. On the other hand, doctors express frustration 
that when they do make reports to APS, they never learn what happened 
as a result of their report. They may not realize that APS usually is pro-
hibited from disclosing that information to reporters. The failure to un-
derstand each system’s ethical and legal precepts is a barrier to serving 
victims and to collaborations between the disciplines. 

 Chapter 5 discusses the various systems that prevent or respond to 
elder abuse. That chapter serves as a starting point for understanding the 
diverse array of organizations that address elder abuse and their wide 
range of responsibilities. It may also spark new ideas for multidisciplinary 
collaborations, particularly with systems that are not currently involved 
with serving elder abuse victims. Nevertheless, it is critical to remember 
that the chart provides only general descriptions and that system roles 
and goals may vary widely depending on state statutes, regulations, poli-
cies, procedures, and community practices. 

 Identifying How the Participating Systems Relate to Each Other
and Their Clients 

 After gaining current and accurate information about the goals and 
roles of each participant in the system review process, participants are 
ready to focus on the ways in which their systems actually work with 
each other. This step involves much more than looking at the goals and 
roles of the participants as set forth in statutes, regulations, policies, 
or procedures. It also entails analyzing whether, how, and why the sys-
tems’ roles complement each other, overlap, or confl ict—or some com-
bination of those relationships. This step involves determining whether 
and how the participating systems actually communicate and collabo-
rate with each other. It is helpful to look at the history of relationships 
between the participating systems. When did they develop and why? 
Have there been obstacles to collaboration and, if so, why? Have the 
individual systems changed since any relationship between them was 
fi rst developed and, if so, how? Are those system changes relevant to 
the relationship under examination and, if so, how? Do administra-
tors or staff of the various systems involved have regular interaction or 
 opportunities for interaction? If yes, where, when, and why? If no, why 
not? Are there memoranda of understanding or protocols governing 
the systems’ interactions? If so, are they current, adequate, and actually 
being followed? 
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 Identifying the Need for Training the Workers in the Systems 

 One of the key barriers to multidisciplinary collaboration is a lack of 
understanding of the goals and roles of other disciplines. Accordingly, the 
review of systems’ relationships will likely lead participants to identify 
many areas where training the workers in those systems would improve 
services related to elder abuse. 

 Systems review may make it clear that the workers in one system 
need additional training about their own system in addition to training 
about the other systems with which they should or do collaborate. Or the 
workers in multiple systems may need training about new developments 
related to elder abuse, such as new statutes or research identifying new 
risk factors or other dynamics. Obvious areas for training include cur-
rent information about pertinent systems and the statutes, regulations, 
policies, and practices that govern those systems; communication and 
confi dentiality issues; the needs of victims; and ways in which system 
relationships might be improved to better prevent elder abuse or serve 
victims. 

 A case discussed earlier in the book to illustrate how systems respond 
to elder abuse victims also demonstrates the need for training the work-
ers in those systems. When Pearl, an 80-year-old woman with dementia, 
was sexually assaulted by an employee of the long-term care facility in 
which she resided, the head of nursing at the facility, despite having wit-
nessed part of the incident, failed to report it to the administrators or to 
a regulatory agency (see Chapter 8). This situation highlights the impor-
tance of training nursing home management and staff about sexual abuse 
and reporting responsibilities. 

 Identifying Gaps in Services and Service Delivery 

 Listening to victims and analyzing systems and the ways in which they 
relate to prevent elder abuse or serve victims will undoubtedly illuminate 
gaps in services and programs, especially at times when the economy is 
bad and services and programs face budget cuts. When multiple victims 
have common needs that cannot be met by available services, it will be-
come clear that changes in the methods of service delivery or the addition 
of new services are necessary. 

 “Walking” victims through the complete process of available ser-
vices can illuminate gaps and other problems with delivery. This audit of 
services from a victim’s perspective may help providers recognize prob-
lems, such as the lack of accessibility to certain services for persons with 
disabilities, the lack of public transportation to available services, or the 
lack of materials in large print or in foreign languages that are com-
monly spoken by older persons in the community. For example, an audit 



 Systems Review and Change 243

of  services might disclose that there is no emergency shelter available to 
older women. There could be a variety of reasons for this problem. The 
local domestic violence shelter may have a policy of providing shelter 
only to women who have young children. The possibility of using avail-
able beds in hospitals and long-term care facilities on an emergency basis 
for elder abuse victims may not have been explored. 

 It is critical to involve victims in the process of identifying gaps in 
services; otherwise, precious resources may be wasted developing new 
services that do not meet their needs. A multidisciplinary team that 
keeps reviewing cases in which older victims of domestic violence re-
fuse to go to the local domestic violence shelter provides an illustration. 
The team decides that the problem is that the shelter’s bedrooms are on 
the second fl oor, and it is too diffi cult for the older women to walk up 
the stairs. The team members volunteer their time and resources over 
several weekends to renovate a storage room on the fi rst fl oor of the 
shelter so that it can be used as a bedroom; however, older women still 
refuse to go to the shelter. Team members start asking the older women 
why they will not use the shelter and learn that the problem is not the 
stairs, but rather that the older women do not want to stay in a shelter 
environment where they will be in close proximity to a number of noisy 
young children. The older women also indicate that they are afraid to 
leave their pets in the care of their abusers. As a result, the team works 
with a local hospital to arrange emergency temporary shelter for older 
women on weekends when beds are empty. It also works with the local 
chapter of the Humane Society to arrange emergency temporary shelter 
for the women’s pets. 

 Service providers can also identify gaps and problems with deliv-
ery in their own system and in others. For example, law enforcement 
offi cers who investigate elder abuse cases and arrest alleged perpetra-
tors will likely be frustrated if the local prosecutors do not pursue 
those cases. If the prosecutors do not bring those cases due to the lack 
of suffi cient evidence, a variety of problems may be identifi ed. One 
problem might be the failure of mandatory reporters or of responding 
agencies, such as APS or emergency medical services, to report cases to 
law enforcement quickly enough to enable evidence collection. Anoth-
er problem might be the lack of training for law enforcement offi cers 
on evidence collection in elder abuse cases. If the prosecutors do not 
pursue elder abuse cases because of a lack of resources for, interest in, 
or training about elder abuse, however, a far different set of problems 
will be identifi ed. 

 A more formal process for identifying gaps in intervention systems is 
known as a “community resource assessment” (Ohio Domestic Violence 
Network, 1999) or “community audit.” Using information  gathered from 
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victims, service providers, and others who are or should be connected to 
those systems, as discussed previously, this assessment can determine that 
gaps in systems are related to (1) lack of resources; (2) problems with per-
sonnel working in the systems, such as staff that is inadequate in number, 
untrained, or that lacks understanding of its roles and responsibilities; 
and (3) problems with systems, such as inadequate policies and proce-
dures, lack of accountability, lack of consensus about intervention goals, 
and physical or cultural barriers to services (Ohio  Domestic  Violence 
Network, 1999). 

 Identifying Solutions to Problems With Collaborations, Training,
and Services 

 The process of multidisciplinary systems review may shed light on solu-
tions to some of the problems that it identifi es. Or the process may simply 
identify problems. Regardless of the result, programs should consider all 
possible options and research whether others in similar situations have 
experienced similar problems. If so, what creative solutions were devel-
oped? Did they work as hoped? What were the results? Did victims ben-
efi t? What lessons were learned that would make it easier for another 
program to use or adapt a similar solution? Technology, such as the In-
ternet and listserves, has made it much easier for programs to share ideas. 
Moreover, there is a growing body of both practice- and research-related 
literature on elder abuse. 

 Solutions should be identifi ed thoughtfully. Ideally, victims should 
be asked what options they would prefer. Once the most appropriate 
ideas are recognized, they should be developed further and implemented 
through the systems change process, which is described next. 

 Systems Change 
 Systems change can be accomplished either through an informal collabo-
ration or a formal team, and through methods that include, but are not 
limited to: 

 • Training programs 
 •  Documents, such as memoranda of understanding, protocols, 

and policies 
 • New or additional collaborations 
 • New or enhanced services 
 • New statutes and regulations 
 • Research 



 Systems Review and Change 245

 Each idea is discussed in more detail next. 

 Developing Training Programs 

 One of the most commonly identifi ed problems relates to the need for 
training representatives of the many disciplines that are or should be in-
volved in preventing or responding to elder abuse. Training programs are 
often the fi rst cut in times of tight budgets. That approach is shortsighted, 
however, as training programs help participants stay current and com-
petent, resulting in better and more effi cient services to older persons. 
Even if agency training programs have been cut, opportunities to pro-
vide training on elder abuse still exist. Many disciplines require that their 
workers obtain continuing education credit to retain their jobs or their 
licenses to practice, and developers of continuing education programs are 
always interested in new topics. Web-based training and other forms of 
distance learning offer new opportunities for lower-cost training. 

 Training programs offer diverse disciplines important opportunities 
for networking. Various training formats have been found to be useful. 
Professionals benefi t from skill-based training (e.g., learning how to in-
terview older people), information from another system about its ser-
vices, or information about multiple systems and services presented to a 
multidisciplinary audience. Trainings can take place in various settings, 
such as an “in-service” in the workplace, workshops, or conferences, 
or Web-based training and other forms of distance learning. Training 
programs may result from the efforts of a multidisciplinary collabora-
tion, or they may serve as a precursor to developing a formal or informal 
collaboration. 

 Developing good training programs takes time and resources. Fed-
eral and state grant programs, such as those funded by the Older Ameri-
cans Act, the Violence Against Women Act, or the Victims of Crime Act, 
may provide fi nancial support. Also, these programs may have already 
supported the development of national model curricula or other resource 
materials that state and local program planners can use to avoid “rein-
venting the wheel.” For example, some of these programs have developed 
materials on serving victims who have disabilities, who are from racial 
or ethnic underserved populations, or who are gay, lesbian, bisexual, or 
transgender persons. 

 Training and programs that use interactive and skills-building exer-
cises are particularly well suited to support the goal of multidisciplinary 
collaboration. Program planners and presenters may want to consid-
er the following suggestions for developing and implementing training 
 programs: 
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 •  Understand the culture of the audience, particularly as it relates 
to training. For example, law enforcement offi cers are used to 
starting their day very early, so they will be more likely to attend 
and be happier if a training program starts and ends early. Doc-
tors also start their day very early, but it will be important to 
know if the group of doctors being trained needs to conduct hos-
pital rounds before attending a training program. Some groups 
do better with certain types of interactive exercises than others. 
Some judges, for example, dislike role-playing, but they enjoy 
sharing “war stories” and learning through those examples. 

 •  Members of one discipline do not like to be told how to do 
their job by someone from another discipline. This means that 
if members of one discipline are training members of another 
discipline, then one or more representatives of the discipline that 
is being trained should lead and actively participate in the pro-
gram. When training programs involve an audience represent-
ing multiple disciplines, there should be signifi cant involvement 
from each of the disciplines that make up the audience. To illus-
trate, recent research demonstrates a connection between animal 
abuse and elder abuse (The Humane Society of the United States 
& Wisconsin Department of Health and Family Services, 2003). 
Thus, it would be logical to train APS workers to recognize the 
signs of animal abuse and to train Human Society and animal 
control agency workers to recognize the signs of elder abuse. 
If the two disciplines are trained separately, the training team 
should include representatives of each discipline and a represen-
tative from the discipline comprising the audience should lead 
the program. If the two audiences are combined, then represen-
tatives from each discipline should be actively involved in con-
ducting the training. 

 •  Understand the experience and needs of the audience. Provide 
information of the appropriate level of complexity for the par-
ticipants. 

 •  Use the appropriate jargon for the audience. When an audience 
is multidisciplinary, presenters from one discipline may have to 
translate their jargon for the benefi t of other disciplines. 

 •  Develop and provide practical resource materials that training 
participants can use on the job. 

 •  Develop training programs that conform to adult learning 
 theories. 

 •  Develop training programs that allow time for and promote 
activities intended to foster relationship building. Multidis-
ciplinary collaborations are built on positive relationships. If 
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training  participants never have an opportunity to talk to each 
other during a program, an opportunity to develop or enhance a 
new partnership may be lost. 

 Developing Memoranda of Understanding, Protocols, and Policies 

 The systems review process may well demonstrate that participants 
would benefi t from developing written statements about their respective 
roles and how will they relate to each other in serving victims of elder 
abuse. This step can take place through preparation of memoranda of 
understanding, protocols, or policies. Despite their different names, the 
three types of documents are usually the same. Their purpose is to me-
morialize an agreement between two or more entities about the processes 
they will follow in relation to some undertaking. That undertaking might 
be a process that the entities will follow for referring cases to each other 
or when handling cases jointly, an agreement between the entities about 
the responsibilities they will have as members of a multidisciplinary team 
or as partners in planning a training program, or an agreement between 
entities about their roles in implementing a grant project. 

 The development of memoranda of understanding, protocols, and 
policies by partners in a multidisciplinary collaboration may also foster 
system change within each partner organization. The existence of these 
documents may institutionalize certain practices within an agency, help-
ing to ensure that these practices continue even as the agency experiences 
leadership changes and staff turnover. 

 Memoranda of understanding, protocols, and policies can help 
ensure consistency in the day-to-day work involving elder abuse vic-
tims. These documents should be reassessed and, if necessary, revised 
 periodically to keep them current, appropriate, and useful. 

 The cases discussed previously demonstrate several situations where 
memoranda of understanding, protocols, or policies could improve the 
response to older victims. One example is the case of Rosa and Juanita 
Costilla, in which a 92-year-old woman was neglected by her low-func-
tioning daughter, and APS did not respond until after the hospital that 
treated Rosa had made two reports within 24 hours (see Chapter 8). This 
case illustrates that APS and the hospital could develop a protocol for 
the hospital to follow when making reports to APS. That protocol could 
provide guidance to help hospital personnel indicate clearly to APS when 
they think an emergency response is warranted. The case also demon-
strates that APS and law enforcement could benefi t from establishing pol-
icies regarding joint visits to the home of a suspected elder abuse victim. 
The case of Mildred and Arthur Brown, a couple married for 59 years 
and with a long history of domestic violence (also discussed in Chapter 
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8), provides another example. In that case, law enforcement responded 
to a 911 call from Mildred, who reported that Arthur was hurting her. 
The offi cer took Arthur away for a while, but did not refer Mildred to 
a domestic violence or APS program. This case illustrates the benefi t of 
having protocols to ensure that law enforcement offi cers provide a victim 
with information about the local domestic violence and APS programs 
and to contact those programs themselves whenever they determine that 
an older person is experiencing domestic violence. 

 Developing New or Additional Collaborations 

 The systems review process will probably also reveal the need for new 
or additional collaborations, whether informal or formal. These collabo-
rations could be for any of the purposes discussed in this chapter: to 
develop a case review or systems review team; to draft memoranda of 
understanding, protocols, or policies; to develop and implement training 
programs; to develop programs and services to fi ll the needs of victims; 
and to develop and advocate for legislative and other policy changes. 

 Several examples of informal collaborations, such as that of APS 
working with the local chapter of the Humane Society and animal con-
trol offi cers to develop care arrangements for victims’ animals, have 
been discussed previously. Another example would be creating an ad 
hoc group composed of representatives from the Alzheimer’s Associa-
tion, law enforcement, APS, and other agencies to develop a coordinated 
response to situations where a person with Alzheimer’s disease physically 
harms a partner or caregiver. By initiating collaborations with organi-
zations that advocate for traditionally underserved populations, service 
agencies may be able to increase their awareness of how to reach out to 
and work with those populations, and thus enhance their service delivery 
and credibility. 

 Formal collaborations, including multidisciplinary teams, often 
grow from a systems review process and an informal collaboration. For 
example, the idea for the fi duciary abuse specialist team (see Chapter 6) 
was sparked when the APS and Long Term Care Ombudsman Programs 
in Los Angeles began to see a growing number of fi nancial abuse cases 
and felt that they lacked the ability to handle them well. The APS pro-
gram turned to law enforcement offi cers and others who had expertise 
investigating fi nancial crimes. The informal collaboration evolved into a 
formal team as the need to review these challenging cases became rou-
tine and the number of disciplines involved with the review process grew 
(U.S. Departments of Justice, Offi ce of Justice Programs, & Health and 
Human Services, 2000). Another example is the development of “code 
enforcement teams” (explained in Chapter 6), such as Operation Spot 
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Check in Florida and Operation Guardian in California, which were cre-
ated to conduct unannounced inspections of long-term care facilities af-
ter informal systems reviews demonstrated that the regularity of facility 
inspections by licensure and certifi cation staff allowed facilities to antici-
pate and prepare for the inspection, sometimes masking the true quality 
of care provided by the facility (U.S. Departments of Justice, Offi ce of 
 Justice Programs, & Health and Human Services, 2000). 

 Developing or Enhancing Services 

 Systems reviews will undoubtedly lead to recognition of the need for more 
services to fi ll the many gaps in the response to elder abuse victims. Col-
laborations generally can do more to create new services and strengthen 
existing services than individual systems can do on their own. Collab-
orative efforts offer not only strength in numbers, but also a broader 
consideration of issues and resources and a wider connection to funding 
possibilities and political support. 

 In recent years, several communities that have seen the need for tem-
porary emergency housing for older victims have created “elder shelters.” 
Some communities have developed special support groups for older vic-
tims after seeing either that there were no support groups or that older 
victims would not attend those that did exist because either they were 
diffi cult to get to, or they were composed of younger people and the older 
people felt too uncomfortable with them (U.S. Departments of Justice, 
Offi ce of Justice Programs, & Health and Human Services, 2000). After 
seeing that some victims of elder abuse needed a guardian or conservator 
but had no family or friends willing or able to take on that responsibil-
ity, some communities established public guardianship programs to fi ll 
that need. In two communities in Florida, “elder justice centers” were 
established to make the courts more user-friendly to older litigants. Each 
of these efforts was complex and challenging; each was collaborative in 
nature and probably would not have succeeded without the support of 
multiple disciplines. 

 Developing New Statutes and Regulations 

 Systems reviews will almost assuredly demonstrate the need to create or 
strengthen statutes and regulations related to elder abuse. Collaborations 
are critical to such an effort for several reasons. It is always advisable to 
bring as many stakeholders as possible to the table to consider and draft 
legislation, because it is easier to work through issues in the drafting stage 
than it is in the midst of a legislative session. It is also valuable to dem-
onstrate a groundswell of support for legislation or proposed regulations 
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as early as possible to build momentum. Collaborations also broaden the 
base of support and fundraising. 

 The focus of a statutory reform effort may be fairly narrow. For 
example, a systems review may indicate that a state’s statutes governing 
civil and/or criminal orders of protection or mandatory arrest for domes-
tic violence only cover situations of abuse by a spouse or domestic part-
ner. These statutes do not protect many victims of elder abuse because 
they do not cover abuse by other family members such as adult children. 
A collaborative effort involving domestic violence agencies, APS, law en-
forcement, prosecution, the state bar association, and victim assistance 
professionals could draft and support statutory amendments to fi x this 
problem. 

 On the other hand, the focus of a statutory reform effort may be 
broader. In numerous states, task forces have developed to examine ex-
isting statutes and to propose new statutes. In Georgia, for example, a 
group of advocacy and regulatory agencies collaborated on an initiative 
to improve the state’s statutes related to abuse in long-term care facilities 
(U.S. Departments of Justice, Offi ce of Justice Programs, & Health and 
Human Services, 2000). Minnesota and Wisconsin both have taken  action 
to reform their entire protective services systems. These comprehensive 
efforts have involved task forces composed of representatives from APS, 
the Long Term Care Ombudsman Program, law enforcement, prosecu-
tion, the court system, health care professionals, and other disciplines 
(see, for example, Wisconsin’s Adult Protective Services Modernization 
Project Web site: http://www.dhfs.state.wi.us/APS/). 

 Developing Research 

 The systems review process can lead to research that may, in turn, inform 
system change. Identifying or seeking to identify problems with a cur-
rent response to elder abuse may be a tool to engage researchers in ana-
lyzing specifi c services or systems. Researchers may also play important 
roles in ongoing collaborations by conducting literature searches that 
help inform practice and policy; analyzing the results of focus groups 
held with victims, members of disciplines that serve victims, or others; or 
testing interventions. The need for research and the various elder abuse 
research agenda that have been developed to date are discussed in the 
next  chapter. 

 Teams Devoted to Systems Review and Change 
 As stated at the outset of this chapter, both informal and formal col-
laborations can implement systems review and change. The work of 

http://www.dhfs.state.wi.us/APS/
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case review teams and other types of multidisciplinary teams can lead 
to systems review and change. But there are a few types of multidis-
ciplinary teams that are specifi cally devoted to the goals of systems 
 review and change. These are the systems review and systems coor-
dination teams that are discussed in Chapter 6. Specifi cally, they are 
fatality review teams and coordinated community response teams. 
Statutory revision task forces, such as those used in Minnesota and 
Wisconsin, are another example of a formal team devoted to systems 
review and change. 

 An Example of Fatality Review 

 The medical examiner received a report about the death of Chloe, 
a 60-year-old woman. Chloe was living with her boyfriend when 
she was admitted to the hospital with sepsis, an infection that had 
spread throughout her body. Chloe died shortly after admission to 
the hospital. Her physicians suspected elder neglect because she had 
lost 40% of her body weight, 50% of her hair was missing from her 
head, and she was covered with pressure ulcers. Chloe’s boyfriend 
stated that she had been well until one week before admission to the 
hospital, and she had refused medical help. Chloe died despite mul-
tiple measures to save her life. The autopsy revealed that Chloe had 
pulmonary edema (fl uid in the lungs), which was listed as the cause 
of death. The medical examiner’s offi ce made a preliminary fi nding 
that an overload of fl uid administered by the physicians contributed 
to Chloe’s death. 

 An elder abuse fatality review team analyzed Chloe’s death at the 
request of the medical examiner’s offi ce. This team had two purpos-
es: determining whether any systems changes might prevent similar 
deaths in the future and helping to determine whether a criminal 
offense occurred. After hearing from the team members with geri-
atric expertise, the team concluded that Chloe’s malnourished con-
dition actually led to the overload of fl uids. The pulmonary edema 
was unavoidable; it was the result of an aggressive attempt to save 
Chloe’s life rather than medical mismanagement. 

 With this information, the medical examiner’s offi ce and the 
prosecutor’s offi ce, both of which were represented on the team, de-
cided that a criminal offense had occurred. The medical examiner’s 
offi ce ruled that the cause of death was homicide by neglect. The 
prosecutor’s offi ce charged Chloe’s boyfriend with homicide. 

 The team also discussed the possibility that the health care sys-
tem and the criminal justice system might fail to recognize deaths of 
other older people that resulted from or were related to elder abuse. 
The discussion revealed that several of the disciplines represented 
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by team members, including the forensic pathologists in the medical 
examiner’s offi ce, receive virtually no education and training about 
the physical implications and symptoms of elder abuse and ne-
glect. As a result, the team developed several recommendations that 
called for training staff of emergency rooms, law enforcement, the 
medical examiner’s offi ce, and the prosecutor’s offi ce about medical 
forensic issues related to elder abuse and neglect. 

 Many communities, particularly larger urban jurisdictions, have sys-
tems review teams and teams that are focused on case reviews or victim 
safety. There are often strong connections between these teams. Multiple 
teams may have individual members in common. Or they may have mem-
ber agencies in common, although different people represent the agencies. 
For example, frontline workers or supervisors may represent agencies on 
case review teams, whereas program administrators serve on systems re-
view teams. Either way, these commonalities will help the  various teams 
share appropriate information and coordinate their efforts. 

 CONCLUSION 

 As indicated at the beginning of this chapter, case review can and should 
inform systems review and change. In the same way, systems review and 
change should inform broader strategies to end elder abuse. That topic is 
the subject of the last chapter.     



 S E C T I O N  F I V E  

 Where Do We Go 
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 C H A P T E R  T H I R T E E N  

 Strategies to End Elder 
Abuse 

 Improving methods of handling cases, protecting victims, holding per-
petrators accountable, and reviewing and changing systems through a 
multidisciplinary approach are all critical to end the problem of elder 
abuse. Yet that approach alone is not suffi cient. Many other strategies 
are necessary to prevent elder abuse, including improving detection and 
treatment of the problem, supporting increased funding for elder abuse 
intervention programs and research, and expanding efforts to protect 
victim safety and hold perpetrators accountable. These strategies also 
might include: 

 • Advocating for social change 
 •  Improving services and remedies for current victims by  enhancing 

funding for services, increasing professional and public aware-
ness, encouraging community involvement, and increasing legal 
and legislative advocacy 

 •  Helping future victims by expanding knowledge through data 
collection and research 

 Concurrent implementation of multiple strategies is necessary to 
 improve the response to current and future victims. For example,  social 
activism is needed to support increased funding and legislative advocacy. 
Legislative advocacy and increased funding are needed to foster research 
and improve data collection. The need for multiple strategies can be a 
boon to multidisciplinary collaboration. In responding to elder abuse, 
each discipline places a different emphasis on the value of, and has vary-
ing levels of expertise in, each of these strategies. Those differences in 
values and expertise can enable various disciplines to collaboratively 



256 ELDER ABUSE DETECTION AND INTERVENTION

develop, but not necessarily collaboratively implement, a more effective 
plan to end elder abuse. Such multidisciplinary collaborations have other 
benefi ts as well. They may result in a broader constituency that offers 
“strength in numbers.” Collaborations also may help to thwart the nega-
tive public perception that one discipline or system is simply advocating 
for increased resources for its own benefi t. 

 As Chapter 1 indicates through its presentation of the historical con-
text of elder abuse, much progress has occurred in the last 10 years. 
Nonetheless, many of the positive changes have been intermittent. Some 
communities have made noteworthy advances in their response to elder 
abuse, whereas others have yet to take action. But even in those com-
munities where improvements have occurred, too often the interest in 
elder abuse is dependent on the efforts of one person or a few people, 
and initiatives cease when those people move on. Much more work is 
needed. Concern for elder abuse victims should be institutionalized in 
the disciplines and organizations that serve them. This chapter discusses 
that work, focusing on potential strategies to end elder abuse and ways 
of implementing them in a collaborative fashion. 

 NEED FOR STRATEGIC INITIATIVES 

 There are a variety of reasons why strategic initiatives are so important. 
Clearly, elder abuse has a devastating impact on its victims, as illustrated 
by the case examples presented throughout this book and by the work of 
Lachs and others indicating that elder abuse increases the risk of mortal-
ity (Lachs, Williams, O’Brien, Pillemer, & Charlson, 1998). 

 Another justifi cation for the work is referred to as  the demographic 
imperative . As the introduction to this book explained, the exact number 
of elder abuse victims annually is unknown. Nonetheless, it is safe to as-
sume two things: (1) the problem is growing as evidenced by the increase 
in incidents of abuse being recognized and reported to authorities, and 
(2) signifi cant growth of the problem is anticipated because of the growth 
in the size of the older population (Bonnie & Wallace, 2003, p. 9). As a 
result of increased life expectancies and the size of the baby boom gen-
eration, “by 2030, the population over age 65 will nearly triple to more 
than 70 million people, and older people will make up more than 20% 
of the population (up from 12.3% 1990)” (Bonnie & Wallace, 2003, p. 
10). Compounding the impact of the growth of the older population is the 
fact that old age brings physical and cognitive changes that may make a 
person more vulnerable to elder abuse. Moreover, “some particularly vul-
nerable groups of older persons will also experience large increases. These 
include the “oldest old” (age 85+) living alone, older women, older racial 
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 minorities living alone and with no living children, and older unmarried 
persons with no living children and no siblings” (U.S. Department of Jus-
tice, Offi ce of Justice Programs, 1998b, p. 3). 

 The potential social costs of elder abuse pose another reason for work-
ing to end it. The term  social costs  refers to the economic costs, both  direct 
and indirect, of a problem to society. Although a recent World Health 
 Organization report indicated that there are “no systematically documented 
studies of the economic effects of abuse of the elderly” (Waters et al., 2004, 
p. 13), valuable information can be gleaned from both the methodology 
and results of social cost analyses of other forms of interpersonal violence. 

 The report found a range of results in national studies about the social 
costs of child abuse and domestic violence in the United States. In those 
studies, the social cost of child abuse ranged from $14 billion to $94 billion, 
depending on what costs were included. The report found only one national 
U.S. study of the cost of intimate partner violence. That study looked at a 
limited range of direct and indirect costs; it concluded that the social cost of 
intimate partner violence was $12.6 billion (Waters et al., 2004). 

 Presumably, the social cost of elder abuse also totals billions of dol-
lars. In 1999, Charmaine Spencer, an adjunct professor at the Gerontol-
ogy Research Centre of Simon Fraser University in Vancouver, Canada, 
prepared a report on the social and economic costs of abuse in later life 
for Health Canada (the Canadian equivalent of the U.S. Department of 
Health and Human Services). Her report suggests dozens of potential 
tangible and intangible costs associated with elder abuse. She categorized 
these costs into: 

 •  Health and medical costs (such as hospitalization, mental health 
services, case management, coroners, premature death, and pro-
tocol development) 

 •  Justice costs (including the costs of providing civil and criminal 
courts, law enforcement, victim assistance, legal services, correc-
tions services, victim compensation) 

 •  Community service costs (such as Adult Protective Services 
[APS], advocacy, guardianship, Long Term Care Ombudsman 
 Programs, shelter support groups, volunteer services) 

 •  Institutional settings (adequate staffi ng levels, care costs, legal 
costs associated with lawsuits over quality of care or staff mat-
ters related to elder abuse, criminal records checks, staff training 
on abuse) 

 •  Labor costs (including premature retirement resulting from 
abuse, less staff time for equally pressing matters) 

 •  Prevention, education, and research costs (such as conferences 
and development of training materials) 
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 •  Business costs (such as forensic audits, increased insurance 
claims, and defending lawsuits) 

 •  Taxes and transfers (including loss of revenue to the 
 government) 

 •  Pain, suffering, and other intangibles (such as decreased quality 
of life, diminished independence, loss of life, pain and suffering, 
stress) (Spencer, 1999) 

 ADVOCATING FOR SOCIAL CHANGE 

 Given the demographic realities and potential costs associated with elder 
abuse, it may be diffi cult to understand why the problem has remained 
largely invisible. Possible explanations include ageism, minimal coverage 
in the media, and the lack of advocacy by the victims of elder abuse and 
neglect or their families. Advocacy is needed to change these attitudes 
and problems. 

 Different approaches to social activism are inevitable. Some disciplines 
may choose to focus their efforts on changing statutes related to elder 
abuse. An example of this type of advocacy is the work of Mothers Against 
Drunk Driving, which has devoted its efforts to making drunk driving so-
cially unacceptable and to strengthening the statutes against drunk driving. 
Others may choose to focus on challenging the underlying belief systems 
that support abusive conduct. The domestic violence movement illustrates 
this type of advocacy through its efforts to challenge systems that support 
the belief that men are entitled to obedience from their wives and children. 
Other disciplines may advocate for social change by working with the me-
dia to publicize stories of elder abuse to the public. Still other disciplines, 
such as the judiciary, may not be able to participate in advocacy efforts 
because of ethical or legal prohibitions against such activities, but they may 
be able to play a role in ending elder abuse through professional education 
or participation in certain types of multidisciplinary collaborations. 

 Ageism 
 Robert Butler, who coined the term  ageism  in 1968, defi nes it as: 

 a process of systematic stereotyping of and discrimination against 
people because they are old, just as racism and sexism accomplish this 
with skin color and gender. Old people are categorized as senile, rigid 
in though and manner, old-fashioned in morality 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 hu-
man beings. (Butler, 1975, p. 12 ) 
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 Ageism may be an underlying factor in many of the causes of elder 
abuse. Ageism may also partially explain our society’s historical lack of 
interest in and response to elder abuse. Our society tries to ignore older 
people and the fact that millions of them are abused each year. Even 
worse, our society sees the elderly population as a costly drain on the 
nation’s resources. Our society does not devote resources to problems 
that it does not want to see. The result is a message to both victims and 
perpetrators that says that our society will tolerate elder abuse. 

 Minimal Coverage in the Media 
 Historically, the media has paid little attention to the problem of elder 
abuse. Coverage of the problem has increased dramatically in the last few 
years, but all too often reporters fail to identify that a problem involves 
elder abuse, fail to suggest appropriate resources for help and additional 
information, or fail to correctly and adequately present the defi nitions 
and dynamics of elder abuse as related to the story. Advocacy efforts 
could proactively educate the media to recognize and develop stories 
about elder abuse; they could also react to incorrect or insuffi cient sto-
ries. As an example, recently the fi ve partner organizations of the Na-
tional Center on Elder Abuse collaborated to write a letter to syndicated 
columnist “Dear Abby” after she provided an insuffi cient response to 
a reader who was a victim of elder abuse. Advocates can also support 
media coverage of this problem by providing background information 
and resources for investigative reports. Recent examples include the 
 St. Louis Post-Dispatch  series on institutional abuse in Missouri and  The 
Washington Post  series on assisted living problems in Virginia. Addition-
al suggestions for working with the media are provided in the “Increasing 
Public  Awareness” section of this chapter. 

 Lack of Advocacy by the Victims of Elder Abuse and Neglect 
 Most of the social movements of the last 50 years—civil rights, women’s 
rights, domestic violence and sexual assault victims’ rights, other crime 
victims’ rights, and gay rights—have resulted from self-advocacy by the 
persons who were the victims of discrimination or crime. Policymakers 
and media representatives often ask why elder abuse victims are not ad-
vocating for improved intervention programs. The answer to the question 
is that many older victims either cannot or will not advocate for them-
selves. Elder abuse victims may die or be rendered physically or mentally 
incapable of self-advocacy as a result of their abuse. Some victims may 
have been incapable of protecting and advocating for themselves before 
their abuse. Others may fear retaliation from their abusers if they speak 
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out about what has happened to them. Some may not realize that their 
experiences constitute elder abuse. And others may be too ashamed about 
what has happened to them to speak openly of their experiences. 

 Policymakers and media representatives also ask why other people 
are not advocating on behalf of elder abuse victims. The answers may be 
found in several of the other issues discussed in this chapter: ageism, lack 
of public and professional awareness, lack of media attention, and lack 
of community involvement. The situation has begun to change in the past 
few years, however, and advocacy efforts by family members of victims 
and by aging services and other organizations have grown. Advocacy 
efforts by family members of victims of institutional abuse and abuse 
or exploitation by guardians have sparked Congressional hearings and 
investigative reports by the U.S. General Accounting Offi ce (now known 
as the U.S. Government Accountability Offi ce) and by the media. 

 Advocates need to encourage victims and their family members to 
share their stories with policymakers and the media and to support their 
efforts in doing so. Strategies that have proved successful include having 
victims or family members present their stories at legislative hearings and 
at policy conferences or on videotapes that can be used repeatedly. 

 IMPROVING SERVICES AND REMEDIES FOR 
CURRENT VICTIMS 

 To improve services and remedies for current victims of elder abuse, it is 
necessary to increase funding for services, increase professional aware-
ness, increase public awareness, involve the community, and conduct 
 legal and legislative advocacy. 

 Advocating for Increased Funding 
 The means of ending elder abuse discussed in this chapter cannot be ac-
complished without resources. Only the federal government has the re-
sources and ability to support development of a national, comprehensive, 
collaborative approach to the problem of elder abuse. But the efforts 
of the federal government alone will never be suffi cient; they must be 
supplemented by fi nancial resources from state and local governments. 
These resources could be used to conduct outreach programs, provide 
services to victims, support training programs or multidisciplinary teams, 
or enhance efforts to hold perpetrators accountable. Some examples of 
successful efforts to obtain funding at the local, state, and federal levels 
are provided next. 
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 Local advocacy efforts have resulted in funding from local government 
authorities or from local agencies, such as area agencies on aging, for the 
purposes already set forth. To illustrate, the Offi ce of the Ventura County 
(California) District Attorney, in conjunction with several other local agen-
cies and service providers, has obtained funding from the local area agency 
on aging and from state agencies to conduct a community outreach pro-
gram, develop a multidisciplinary team, conduct training, and prosecute 
cases (U.S. Departments of Justice, Offi ce of Justice Programs, & Health 
and Human Services, 2000, pp. 25–26). Other programs have  obtained 
funding after advocating for the imposition of surcharges on  fi ling fees for 
local services (such as registering deeds or fi ling court cases). 

 Advocacy efforts at the state level have led to some of the same results. 
This type of advocacy can occur through the statutory and appropriations 
processes. It can also occur as a result of advocacy aimed at the leadership 
of funding agencies. The Nevada Elder Abuse Prevention Council pro-
vides an example of effective advocacy. Led by the state attorney general 
and the Division for Aging Services, the council includes representatives 
of several state and local agencies and advocacy organizations, as well as 
some federal agency representatives. The council has conducted its activi-
ties, which include the development of an action plan, protocols, a guide 
for mandatory reporters, consumer brochures, videos, training materials, 
and training programs, with funds from the state legislature, the Division 
of Aging Services, and sanction money received from nursing facilities 
(U.S. Departments of Justice, Offi ce of Justice  Programs, & Health and 
Human Services, 2000, pp. 81–82). Programs in other states have used 
sanctioned money from regulatory actions and from penalties awarded 
in court cases to support elder abuse programs and services. In California 
several years ago, the county social  services departments, which house the 
APS programs, banded together with  advocates and successfully lobbied 
to double the state’s funding level for APS. 

 The authorization of, and appropriation for, training programs 
about violence against older women and women with disabilities in the 
Violence Against Women Act reauthorization also illustrates a funding 
success. When the bill was enacted, funding for those programs was not 
appropriated. The multidisciplinary Violence Against Women taskforce 
successfully spent the next year advocating for the funds to be included 
in the next year’s Department of Justice appropriation. If the Elder Jus-
tice Act (see later discussion) is enacted, advocates will have to ensure 
that Congress provides the required funding for its programs in agency 
 appropriations. 

 Advocacy for funding from private foundations, other  charitable 
organizations, and corporations is also necessary. For example, a 
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 multidisciplinary team may apply for a foundation grant or try to obtain 
funding from the local chapter of the United Way or a similar  agency. 
Corporations often devote fi nancial or in-kind resources to a cause 
after they are educated about the need for their help. It is  important 
that efforts to end elder abuse seek support from government  agencies 
and from  nongovernment agencies to enhance their stability and 
 accomplishments. 

 Increasing Professional Awareness 
 Much more could be done to provide education about elder abuse to the 
members of disciplines that work with older persons. At the current time, 
the core curricula for educating doctors, nurses, dentists, psychologists, 
other health care professionals, and social workers usually do not con-
tain information about recognizing and reporting elder abuse (Institute 
of Medicine, 2002). The same can be said of law schools. Neither law 
enforcement academies nor training programs for other fi rst-responders 
provide much, if any, content on elder abuse. Members of these disci-
plines generally learn about elder abuse only if they happen to have a case 
involving an older victim or attend a continuing education program that 
addresses the topic. 

 Yet opportunities abound to provide education about elder abuse as 
part of the core curricula for these disciplines. For example, medical stu-
dents could learn about elder abuse during emergency room and geriat-
rics rotations. At the Baylor College of Medicine, students doing geriatric 
rotations are required to make a home visit with an APS worker and to 
attend meetings of the multidisciplinary team and fatality review team in 
which the medical school participates. Law professors could teach about 
elder abuse cases as part of their classes on elder law, trusts and estates, 
family law, health care law, criminal law, torts, civil procedure, and more. 
Elder law cases could be included in clinical programs (Eisenberg, 1991). 
Social work professors could teach about elder abuse cases and services; 
they could also require students to make home visits with APS workers, 
attend multidisciplinary team meetings, and do more to gain exposure 
to the problems experienced by elder abuse victims. Instructors at law 
enforcement academies and other programs for fi rst-responders, such 
as emergency medical services, could incorporate elder abuse into their 
 basic and advanced classes. 

 All of the various disciplines could do more to encourage their educa-
tors to address elder abuse in professional training programs. For example, 
including elder abuse as a topic in the accreditation, licensure, and certifi -
cation requirements of various disciplines may  encourage the teachers in 
those disciplines to address the subject (Institute of  Medicine, 2002). 
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 There are also extensive opportunities to include elder abuse in con-
tinuing education programs for every discipline that is, or should be, in-
volved in working with older victims. Continuing education programs may 
provide more opportunities than professional training core curricula for 
content on elder abuse and for multidisciplinary collaboration in the de-
velopment and presentation of that content. For example, continuing legal 
and medical education programs could address the benefi ts of screening all 
older persons for abuse and how to conduct such screening. Continuing 
judicial education classes could include information about the development 
of protection orders in cases involving elder abuse. Judges and court staff 
could learn about legal resources available in the community to which they 
could refer apparent victims of elder abuse and about the ways in which el-
der abuse victims may need to be accommodated in the courtroom (Stiegel, 
1995). Continuing education programs for members of any discipline could 
include information about promising practices in handling elder abuse cases 
from experts in their own discipline, allowing professionals to learn about 
and replicate useful practices developed in other communities. 

 Increasing Public Awareness 
 As was the case with child abuse and domestic violence, enhancing public 
awareness of elder abuse is an important step toward ending the prob-
lem. The work of the participants at the National Policy Summit on Elder 
Abuse, conducted in 2001 by the National Center on Elder Abuse with 
the support of the U.S. Administration on Aging and the Offi ce for Vic-
tims of Crime at the U.S. Department of Justice, supports that theory. 
Tied for fi rst among the summit’s top 10 recommendations was a call 
to “mount a national education and awareness effort” (NCEA, 2002). 
The recommendation stated that “high national priority must be given to 
raising America’s awareness about elder abuse and neglect. To inform the 
public at large, as well as policy makers, including legislators, justices, 
and state and local leaders, the federal government should” implement 
nine action steps, including these: 

 •  “Action Step 2—Develop a campaign to educate policy makers 
on elder abuse issues, and engage the support of key legislators 
to increase funding for elder abuse public awareness.” 

 •  “Action Step 3—Educate the media about elder abuse to 
 encourage greater attention and sensitivity in news coverage.” 

 •  “Action Step 8—Declare National Elder Abuse Awareness 
Month.” 

 •  “Action Step 9—Dissemination prevention education and public 
information.” (NCEA, 2002, pp. 4–5) 
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 The National Association of Adult Protective Services Administra-
tors, now known as the National Association of Adult Protective Services 
Advocates, has also called for a national public awareness campaign (Na-
tional Association of Adult Protective Services Administrators, 2003). 

 The federal government has yet to devote resources to the initiatives 
suggested by the summit participants, but many states and communities 
have undertaken public awareness efforts. These have included develop-
ment of media campaigns, such as billboards and public service announce-
ments; dissemination of information about elder abuse to older persons 
through methods such as placemats used for home-delivered meals and 
inserts in pharmacy bags containing prescriptions; and establishment of 
elder abuse awareness months and colored ribbon campaigns. Anecdotal 
reports indicate that these efforts have had some success, resulting in 
increased number of reports to APS and other agencies, improvements in 
system responses, and enhanced funding or other support. 

 Educating the media about elder abuse is an important step in 
 enhancing public awareness of the problem. Such a strategy must be both 
proactive and reactive. Being proactive involves feeding stories about  elder 
abuse to reporters or assisting reporters who are producing such stories 
by participating in interviews and providing additional information. It 
may involve inviting reporters to attend, or even present at, key educa-
tion programs and meetings. Being reactive may necessitate individual 
or collaborative responses to inaccurate, incomplete, or inappropriate 
portrayals of elder abuse by the media. This may entail writing letters 
intended to educate media representatives and the public when the media 
provides misinformation about elder abuse. It also may involve taking 
steps to counter negative or incorrect media images about elder abuse 
when they are used in advertisements or in movies. For  example, in re-
cent years, a large corporation developed several product advertisements 
that were perceived by advocates as promoting elder abuse or treating 
the problem as a joke. Elder abuse advocates protested to the company 
about these ads, resulting (the second time this occurred) in the company 
withdrawing them and issuing letters of apology. 

 Involving the Community 
 The problem of elder abuse is pervasive, complex, and multifaceted. 
 Development of a federal response with provisions for better funding of 
the myriad systems that prevent and respond to elder abuse, research, 
and increased community awareness will help a great deal, yet still be 
 insuffi cient to end the problem. The involvement of community organi-
zations, including faith-based groups, nonprofi t agencies, other civic and 
public service groups, and local foundations, could go far in benefi ting 
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victims of elder abuse. These organizations could help to implement ef-
fective intervention strategies based on the needs of their own communi-
ties. They are in the best position to know their community’s strengths 
and weaknesses, including the availability or lack of local resources, and 
to identify the needs of older persons in the population. 

 The case of Mattie, an 83-year-old woman, provides an example 
of the critical role that community organizations can play. Mattie had 
become more frail and unable to manage her household, which was now 
in a state of disrepair. She continued to go to church, but her person-
al hygiene and general cleanliness had declined. A young woman from 
the neighborhood was stealing Mattie’s Social Security check from her 
mailbox each month. The pastor and church members observed these 
problems and tried to convince Mattie to accept help so that she could 
continue to live in her house. Mattie refused. One of her neighbors, also 
a member of Mattie’s church, reported her situation to APS. After the 
report, several church members went to Mattie’s home and convinced her 
to move out temporarily and stay with one of them while they performed 
a major clean-up of her house. Mattie understood the signifi cance of the 
problem after an APS worker visited her. She accepted help from her 
neighbors, who cleaned her home and her clothes. The neighbors devel-
oped a schedule to check on Mattie regularly and to bring her food pe-
riodically. This community intervention supplemented the work of APS 
and allowed Mattie to live in her home safely and independently. 

 Federal and state governments could fund programs to train com-
munity organizations to identify and intervene in cases of elder abuse. 
These groups could help to provide some of the specifi c resources need-
ed for individual interventions. This approach will not eradicate elder 
abuse or replace existing social services, but it will supplement those 
services. Federal and state recognition of the seriousness of elder abuse 
could spur community organizations to make this issue a priority for 
their members. 

 Legal Advocacy 
 Another important step toward the goal of ending elder abuse is legal ad-
vocacy for victims. Lawsuits against abusers in the civil courts can impact 
individual victims. In the criminal courts, prosecutions can hold perpe-
trators accountable. But legal advocacy may also have broader  systemic 
and societal impact. 

 Decisions in civil and criminal cases may infl uence decisions in subse-
quent civil and criminal cases, even those that occur in other  jurisdictions, 
if they are included in case reporters. These legal precedents are intended 
to ensure consistency in application of the law from case to case. 
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 Civil or criminal actions brought against a corporation, such as a 
nursing home or a nursing home chain, may ultimately result in better 
care for all the residents of the home or the chain’s homes. These lawsuits, 
of which there are a growing number, generally involve actions against the 
managerial staff or owners of the facility or the chain, rather than actions 
against the nursing aides and other low-level staff who may actually have 
committed the abuse or neglect. For example, the Medicaid Fraud Control 
Units, which exist in almost every state, have brought criminal prosecu-
tions against “owners, managers, controlling individuals, and corporate 
entities” (Connolly, 2002, p. 430). A California district attorney’s offi ce 
prosecuted the owners, corporate entities, and/or operators of a nursing 
home (Connolly, 2002, p. 430). In addition, some U.S. attorneys’ offi ces 
have brought civil actions against nursing home chains under the federal 
False Claims Act for failure to provide quality care. The fi rst of those cases 
settled for monetary damages, the imposition of an independent tempo-
rary monitor to oversee operations and recommend improvements, the 
implementation of care improvement protocols by the chain, and letters 
of apology to the families of three victims. In this case, the U.S. attorney’s 
offi ce consulted with medical experts to develop the care improvement 
protocols (Connolly, 2002, p. 430). This case provides an example of the 
benefi ts of multidisciplinary collaboration in legal  advocacy. 

 Different types of multidisciplinary collaboration also may support 
legal advocacy. Other disciplines may serve as witnesses or expert wit-
nesses in legal actions. They may bring issues to the attention of civil and 
criminal lawyers. Legal actions may be encouraged and supported by the 
deliberations of multidisciplinary teams, as was demonstrated by the case 
of Chloe in the previous chapter. 

 Legislative Advocacy 
 Chapter 1 discusses the federal legislative activity that has occurred since 
elder abuse was recognized as a problem. Although some advances have 
been made, much more legislative advocacy is needed at the state and fed-
eral level to further the progress made to date. This advocacy must focus 
on improving statutes related to elder abuse and on increasing funding for 
programs and services to victims. Multidisciplinary collaborations can play 
an important role in legislative advocacy on substantive issues at the local, 
state, and federal levels (funding initiatives were discussed previously). 

 Advocacy at the State Level 

 Signifi cant legislative action has occurred in the states, particularly in the 
last few years, as some states have expanded their  mandatory  reporting 
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statutes, strengthened or enacted new civil remedies, and enhanced or 
 created new criminal statutes and penalties (Heisler & Stiegel, 2002; 
 Stiegel, 2000). That state focus on elder abuse has been sporadic, how-
ever. Some states have seen a lot of legislative activity, whereas others 
have seen very little. As a result, the response to elder abuse, particularly 
by APS and the criminal justice system, varies widely from state to state. 

 New civil or criminal remedies are needed to protect the lives and 
property of victims and hold perpetrators accountable. States need to do 
more to require training of various disciplines about elder abuse, because 
without mandates such training may not occur. Enhancing or enacting 
civil and criminal statutes on elder abuse could encourage civil lawyers 
and prosecutors to pursue legal actions against perpetrators. Statutory 
changes may be necessary in many states to enable the development of el-
der abuse fatality review teams or other types of multidisciplinary teams 
and to allow disciplines to share otherwise confi dential information and 
develop a more collaborative response to victims. Legislative action may 
be necessary to foster special handling of elder abuse cases by the courts, 
prosecutor’s offi ces, or law enforcement agencies. Examples of special 
handling might include expedited hearings in elder abuse matters, “verti-
cal prosecution” of elder abuse cases, and specially trained elder abuse 
prosecutors or law enforcement offi cers in their respective agencies. States 
legislatures could require and fund improved data management systems 
and collection efforts by APS programs, the courts, and law enforcement 
agencies (Heisler & Stiegel, 2002) .

 Multidisciplinary collaborations have already suggested and pro-
moted legislative changes in some states. For example, when the nation’s 
fi rst elder abuse fatality review team developed in Sacramento, Cali-
fornia, it was advised that California’s law governing child abuse and 
domestic violence fatality review teams did not govern its efforts. The 
team drafted proposed legislation authorizing elder abuse fatality review 
teams, found a sponsor for it, and advocated successfully for its enact-
ment. In other states, bar associations and advocates for elder abuse vic-
tims have worked together in support of legislative changes to enhance 
civil remedies for elder abuse or to require that the courts heard elder 
abuse cases in expedited fashion. 

 Advocacy at the Federal Level 

 Much more advocacy is needed at the federal level. Federal legislation on 
issues such as racial and age discrimination, child abuse, and domestic 
violence have changed societal attitudes about and systems’ responses 
to those challenging problems. The same action is necessary to address 
elder abuse. 
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 The Elder Justice Act, S. 2010, which was introduced in the 109th 
Congress (after failures to enact similar bills in both the 107th and 108th 
Congresses), could lead to signifi cant improvements in society’s response 
to elder abuse. By enacting and funding the Elder Justice Act, Congress 
will accomplish the following critical steps: 

 1.  [B]ring a comprehensive approach to preventing and combating 
elder abuse, neglect, and exploitation, a long invisible problem 
that affl icts the most vulnerable among the aging population of 
the United States. 

 2.  [R]aise the issue of elder abuse, neglect, and exploitation 
to  national attention, and to create the infrastructure at the 
 Federal, State, and local levels to ensure that individuals and 
organizations on the front lines who are fi ghting elder abuse, 
neglect, and exploitation with scarce resources and fragmented 
systems have the resources and information needed to carry out 
their fi ght. 

 3.  [B]ring a comprehensive multidisciplinary approach to elder jus-
tice. 

 4.  [S]et in motion research and data collection to fi ll gaps in knowl-
edge about elder abuse, neglect, and exploitation. 

 5.  [S]upplement the activities of service providers and programs, to 
enhance training, and to leverage scarce resources effi ciently to 
ensure that elder justice receives the attention it deserves as the 
Nation’s population ages. 

 6.  [E]xamine the many different laws and practices relating to elder 
justice in different States and jurisdictions to ascertain which 
among those laws and practices are the most effective. 

 7.  [P]romote the development of an effective adult fi duciary system, 
including an adult guardianship system, that protects  individuals 
with diminished capacity, maximizes their autonomy, and devel-
ops effective resources and an elder rights system. 

 8.  [R]ecognize and address the role of mental health, disability, de-
mentia, substance abuse, medication mismanagement, and fam-
ily dysfunction problems in increasing and exacerbating elder 
abuse, neglect, and exploitation. 

 9.  [C]reate a short- and long-term strategic plan for the develop-
ment and coordination of elder justice research, programs, stud-
ies, training, and other efforts nationwide. 

 10.  [P]romote collaborative efforts and diminish overlap and gaps in 
efforts in developing the important fi eld of elder justice. (Hatch 
& Lincoln, 2005) 
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 The multidisciplinary national Elder Justice Coalition, with members 
from national, state, and local organizations and individual members, is 
advocating for enactment and appropriation of the Elder Justice Act. 

 Enactment of the Elder Justice Act is critically important to the prog-
ress of the fi eld, but it does not provide the only opportunity for legisla-
tive advocacy at the federal level. There are other federal statutes that 
relate to elder abuse in some way, including, but not limited to: 

 •  The Older Americans Act, which authorizes the National Center 
on Elder Abuse, legal services for older persons, the Long Term 
Care Ombudsman Program, state and local programs for elder 
abuse prevention, and many other aging services 

 •  The Social Security Act, which governs the Social Security, Medi-
care, Medicaid, and Social Services Block Grant programs and, 
thereby, relates to representative payees, long-term care facility 
licensing and certifi cation, Medicaid Fraud Control Units, and 
funding of state APS programs 

 •  The Violence Against Women Act, which supports services for 
victims and programs to train law enforcement offi cers, prosecu-
tors, judges, and others about abuse, domestic violence, dating 
violence, sexual assault, and stalking against older persons and 
persons with disabilities 

 •  The Family Violence Prevention and Services Act, which sup-
ports domestic violence programs and shelter services 

 •  The Victims of Crime Act, which supports services and compen-
sation for victims of crime 

 •  Many statutes governing federal crimes and civil violations that 
are committed against elder abuse victims 

 When these or other pertinent statutes are reauthorized, which happens 
periodically, there are opportunities to add or amend existing provi-
sions related to elder abuse victims and programs. For example, when 
the Violence Against Women Act was reauthorized in 2000, the train-
ing programs mentioned previously were added to the statute. The state 
and local elder abuse prevention programs were included in the Older 
 Americans Act  reauthorization of 2000 (42 U.S.C. §3001  et. seq. , as 
amended). Of course, existing statutes may also be amended at any time 
through the enactment of new statutes affecting current provisions. For 
example, when the Medicare Prescription Drug, Improvement, and Mod-
ernization Act of 2003 (P.L. 108–173) was enacted, it included a provi-
sion to establish a federal pilot program on criminal background checks 
of nursing home staff. 
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 The 2000 reauthorization of the Violence Against Women Act pro-
vides an illustration of the importance of multidisciplinary collaboration 
in federal legislative advocacy. A national taskforce composed of dozens 
of advocacy groups addressing domestic violence and sexual assault de-
veloped the reauthorization provisions and advocated for their enact-
ment. Without their support, the provisions related to older women and 
women with disabilities might not have become law. 

 HELPING FUTURE VICTIMS BY EXPANDING 
 KNOWLEDGE THROUGH DATA COLLECTION AND 

 RESEARCH 

 Data Collection 
 Invariably, one of the fi rst questions asked by legislators, policymak-
ers, potential funders, and media representatives is “how many older 
persons are victims of abuse?” Unfortunately, little data at the federal, 
state, or local level are collected about the incidence (number of times 
that a problem occurs during a certain time period) and prevalence 
(percentage of a defi ned population that experiences a problem) of el-
der abuse. When data are collected, there are usually substantial meth-
odological and defi nitional fl aws in the process. The lack of data in 
general, and reliable data in particular, poses signifi cant challenges to 
the development of policy about, resources for, and social awareness of 
elder abuse. The inability of service providers and advocates to provide 
comprehensive, accurate, supportable data results in minimization and 
neglect of the problem. 

 Collaborative efforts between researchers, program administrators, 
and practitioners are needed to fi x the problems with data collection. To 
demonstrate the opportunities for collaboration and change, this chapter 
briefl y discusses the types of data that are currently collected and the 
problems that occur. 

 Data From State APS Programs 

 As discussed in the Introduction to this book, there are substantial meth-
odological and defi nitional problems with collection and  comparison of 
data from the state APS programs (these problems were discussed in some 
detail in the Introduction and will only be recapitulated briefl y here). 
These problems include “the lack of consistent defi nitions, as well as 
compatible data collection systems in the states.” Even if APS data were 
more consistent and comparable, they would not provide an accurate 
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picture of the extent of the problem because only a small percentage of 
elder abuse incidents are ever reported to APS (NCEA, 1998). Confound-
ing the matter further is the fact that several state APS programs only 
respond to cases of domestic elder abuse, whereas others respond to both 
domestic and institutional abuse (Teaster, 2002). 

 Congress appropriated $1 million for the 1998 National Elder Abuse 
Incidence Study, which is the only national incidence study of elder abuse 
conducted to date. The study had serious methodological problems, which 
resulted in missing the most isolated and vulnerable elders who were at 
greatest risk of abuse (Cook-Daniels, 1999; Otto & Quinn, 1999). 

 Data Regarding Abuse and Neglect of Long-term Care 
Facility Residents 

 Efforts to collect data about abuse and neglect of residents of long-term 
care facilities face generally the same methodological and defi nitional 
problems as data collection about domestic abuse, but the problems are 
amplifi ed by the range of facilities considered to be “long-term care facili-
ties” and the array of data sources. There are several potential national 
sources for data related to nursing homes: reports of abuse made to Long 
Term Care Ombudsman Programs, reports of abuse made to APS in 
states where APS investigates nursing homes, defi ciency citations by regu-
latory agencies for resident abuse, and reports from the state nurses aide 
registries (Hawes, 2003). Another source of information are the state 
Medicaid Fraud Control Units, which investigate and prosecute cases of 
resident abuse and neglect. There are no comparable national sources for 
data related to residential care homes, however, because of the lack of 
federal regulations governing those facilities (Hawes, 2003). 

 Despite this broad array of data sources, “there is no defi nitive evi-
dence about prevalence” of elder abuse in long-term care facilities for a 
variety of reasons (Hawes, 2003, pp. 469–470), including these: 

 •  Reports are made to myriad agencies, “each of which uses differ-
ent defi nitions, investigative protocols, and standards of proof.” 
(Hawes, 2003, p. 470) 

 •  There is diffi culty distinguishing “abuse from the effects of chron-
ic diseases found among many elderly, particularly those at risk 
for abuse and neglect because of their functional  limitations.” 
(Hawes, 2003, p. 471) 

 •  There is signifi cant underreporting of resident abuse and neglect, 
due to underreporting by health care professionals, residents and 
their family members, and long term care ombudsmen; unreli-
able reporting by the nurses aide registries, and  underreporting 
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in the OSCAR (Online Survey Certifi cation and Reporting 
 System)  database administered by the Centers for Medicare and 
Medicaid Services. (Hawes, 2003) 

 Crime Data 

 The federal government collects data on violent crime through the Na-
tional Crime Victim Survey, the FBI Uniform Crime Reports, and the FBI 
National Incident-Based Reporting System (Acierno, 2003). The useful-
ness of these criminal justice system statistics in providing information 
about elder abuse is signifi cantly fl awed; however, there are problems 
with each instrument. 

 •  The FBI’s Uniform Crime Reports system does not ask about 
elder abuse; it tracks only a limited group of violent crimes that 
are reported to the police. The report does not provide data on 
the age of the victim or relationship between the victim and per-
petrator (Acierno, 2003). 

 •  The National Crime Victim Survey, conducted by the Bureau 
of Justice Statistics at the U.S. Department of Justice, randomly 
contacts between 80,000 and 100,000 U.S. citizens age 12 and 
over to ask if they have experienced crime, whether reported or 
unreported to law enforcement. The survey does gather limited 
information about victim age and relationship to perpetrator, 
but it does not ask specifi c questions about elder abuse (Acierno, 
2003). 

 •  The FBI’s National Incident-Based Reporting System provides 
only limited information about elder abuse because it only 
counts crimes that were reported to law enforcement (Acierno, 
2003). 

 Data Collection by the State Courts 

 Data collection by the state courts provides more examples of the problems 
with data on elder abuse. Although many guardianship or conservatorship 
cases heard by courts involve elder abuse, there are no known court systems 
that collect data on these cases. Indeed, many court systems do not even 
distinguish in their data collection between cases involving guardianships 
of minors and guardianships of adults (U.S. General  Accounting Offi ce, 
2004). Criminal courts usually do not track the ages of the victims or per-
petrators in cases nor the relationship between the victims and perpetrators. 
Thus, opportunities to gather data about elder abuse cases in the criminal 
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courts are lost. In civil courts, the situation is the same; generally, data are 
not collected about the ages or relationships of the parties involved. 

 The diffi culty of developing reliable data on the extent of elder abuse 
has been recognized and discussed for decades. Over the years, numerous 
recommendations have been made on ways to overcome the  problems 
discussed previously. Those recommendations have usually been offered 
as part of broader research agendas (to avoid redundancy?) and are 
 discussed in the next section. 

 Research 
 Research on elder abuse is imperative to increase knowledge about the 
extent of the problem, foster better understanding and recognition of 
the problem, and support the development and implementation of effec-
tive interventions. Numerous recommendations for research have been 
developed by multidisciplinary groups of experts. Each of those groups 
has also explicitly or implicitly recognized the importance of involving 
practitioners in any research initiatives. 

 The National Research Council, part of the National Academy of 
Sciences, established the Panel to Review Risk and Prevalence of Elder 
Abuse and Neglect to develop a research agenda on elder abuse (Bonnie 
& Wallace, 2003, p. 2). The multidisciplinary panel, composed of re-
searchers and practitioners, analyzed the existing research on elder abuse 
and identifi ed the following problems: “(1) unclear and inconsistent defi -
nitions, (2) unclear and inadequate measures, (3) incomplete professional 
accounts, (4) lack of population-based data, (5) lack of prospective data, 
(6) lack of control groups, and (7) lack of systematic evaluation studies” 
(Bonnie & Wallace, 2003, p. 2). Two of the seven reasons cited for these 
problems by the panel of experts were: “little funding and few investiga-
tors” and “ inadequate links between researchers and service agencies ” 
(emphasis added) (Bonnie & Wallace, 2003, p. 2). 

 Increasing Knowledge About the Extent of the Problem 

 The National Research Council panel developed several recommendations 
for research on the extent of the problem. These included (1) development 
of operational defi nitions and validated and standardized measurement 
methods for the elements of elder abuse; (2) population-based surveys; 
(3) the design and fi elding of national prevalence and incidence studies of 
elder abuse, including “both a large-scale, independent study of prevalence 
and modular add-ons to surveys of aging populations”; (4) development 
of new methods of sampling and identifying  elder abuse victims in the 
community to improve occurrence estimates; and (5) new study sampling 
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and detection methods to measure the occurrence of elder abuse in long-
term care facilities and hospitals (Bonnie & Wallace, 2003, pp. 3–6). 

 In one landmark national collaboration effort, the National Policy 
Summit on Elder Abuse brought together 80 national, state, and local ex-
perts in elder abuse, APS, law enforcement, and other relevant disciplines 
to develop a national action agenda (Aravanis, 2002). The summit partici-
pants called on Congress to enact a national elder abuse law that would, 
among other things, “establish a grant program to fund research and data 
collection on elder abuse prevalence, elder and family needs, and promis-
ing interventions that would inform policy making” (National Center on 
Elder Abuse,   2002, p. 2). 

 The National Center on Elder Abuse issued “A Research Agenda on 
Abuse of Older Persons and Adults with Disabilities” in the late 1990s. 
Derived from the responses of APS program administrators and work-
ers and other disciplines, the agenda also offered recommendations for 
research on the scope of the problem (Wolf, 1999a). 

 Fostering Bett er Understanding and Recognition of the Problem 

 Experts from various disciplines have repeatedly urged that research be 
conducted on the nature and consequences of elder abuse. Such research 
would inform efforts to determine the extent of the problem. It would 
also enhance the ability of professionals to recognize when an older per-
son is a victim of elder abuse. 

 The National Research Council     panel also promulgated several rec-
ommendations on this issue. They included: (1) “basic research on the 
phenomenology of elder mistreatment”; (2) longitudinal investigations 
on “the clinical course, antecedents, and outcomes of the various types 
of elder mistreatment occurrence …, including follow-up studies of the 
clinical, social, and psychological outcomes of elder mistreatment cases 
detected”; (3) studies on “risk indicators and risk and protective factors 
for different types of elder mistreatment”; (4) risk factors, including “the 
clinical course of elder mistreatment”; and (5) research to “improve and 
develop new methods of screening for possible elder mistreatment in a 
range of clinical settings” (Bonnie & Wallace, 2003, pp. 2–5). 

 The National Center on Elder Abuse Research Agenda also  suggested 
numerous issues that could be studied to raise the level of understand-
ing and recognition of the problem. Several of the questions, includ-
ing these, were similar to the recommendations made by the National 
 Research Council panel: (1) “What is the trajectory of abuse over time?” 
(2) “What are the risk factors for elder abuse, neglect, and exploitation?” 
(3) “What is the relationship between undue infl uence, incompetence, 
and  diminished capacity and elder abuse?” (4) “What is the relationship 
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between elder abuse and depression?” and (5) “Is there a relationship 
between suicide and elder abuse?” 

 Supporting the Development and Implementation of Eff ective 
 Interventions 

 The calls for research on the effectiveness of interventions in elder abuse 
cases have been longstanding, widespread, and consistent. Practitioners 
recognize that their involvement with victims may have good or bad 
consequences. They want to maximize use of interventions that lead to 
positive outcomes and minimize use of interventions that lead to nega-
tive outcomes. For research to have real-world impact, it is essential that 
practitioners be involved in the design of research on interventions. 

 The National Research Council     panel issued the following recom-
mendations related to interventions: (1) “Research is needed on the pro-
cess of designating cases as incidents of mistreatment in order to improve 
criteria, investigative methods, decision-making processes, and decision 
outcomes”; and (2) “Research on the effects of elder mistreatment inter-
ventions is urgently needed. Existing interventions to prevent or amelio-
rate elder mistreatment should be evaluated, and agencies funding new 
intervention programs should require and fund a scientifi cally adequate 
evaluation as a component of each grant” (Bonnie & Wallace, 2003, pp. 
5–6). 

 The National Policy Summit on Elder Abuse also called for the gov-
ernment to establish a national elder abuse research and program in-
novation institute that would, among other things, support research on 
intervention methods (NCEA, 2002). 

 The National Center on Elder Abuse Research Agenda, which was 
largely developed by practitioners, offered many ideas for research on in-
terventions. The participants designated the following issues as high pri-
ority: (1) “What are the best practice standards for conducting APS work 
(potential national guidelines)?” (2) “What is effective training for new 
APS employees?” (3) “What happens to those clients who refuse inter-
ventions?” (4) “How are outcomes defi ned and measured?” and (5) “Are 
there (should there be) differences in investigation techniques/interven-
tions for different populations (older adults [persons with  developmental 
disabilities, persons with mental illness]) and types of abuse/neglect?” 
(Wolf, 1999). 

 Interventions in family violence, including elder abuse, were the 
topic of another research agenda developed by a multidisciplinary ex-
pert panel for the National Research Council and Institute of Medicine. 
This panel’s recommendations do not specifi cally relate to elder abuse, 
but most of them provide useful guidance to researchers on that subject. 
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Of importance, the panel recognized the importance of collaboration in 
 research efforts, stating that: 

 The lack of collaboration between researchers and service providers 
has impeded the development of appropriate measures and study de-
signs in assessing the effectiveness of programs. It has also discouraged 
research on the design and implementation of service interventions and 
the multiple pathways to services that address the causes and conse-
quences of family violence. (Chalk & King, 1998, p. 10) 

 CONCLUSION 

 There have been vital advances in the response to elder abuse, particu-
larly in the last few years. The formation of multidisciplinary collabora-
tions and teams across the United States is a positive change. Public and 
professional awareness is increasing. Involvement of other disciplines be-
yond social services has helped to advance the fi eld, to help make victims 
safer, and to hold perpetrators accountable. Legislators, other policy-
makers, and the media are becoming more aware of and interested in the 
problem of elder abuse. The Centers for Disease Control and Prevention 
and academic medical centers are becoming aware of elder abuse as an 
important line of study. Funding for research and program development 
is beginning to increase, and for the fi rst time there is hope for signifi cant 
increases in funding for elder abuse work if the Elder Justice Act is en-
acted and appropriated. 

 Just as a puzzle is not complete until all of the pieces are in place, 
the full solution for addressing elder abuse has still not been developed. 
Much more remains to be done; however, the progress of the past de-
cade demonstrates that multidisciplinary collaboration is essential for the 
picture to be completed. Work on the issue of elder abuse is not only 
challenging and intellectually stimulating, but it offers almost unlimited 
opportunity to make a difference in the manner and discipline of one’s 
choice. Whether at the local, state, or national level, anyone can play an 
important role. Whether one serves and advocates for individual victims; 
advocates for social change; enhances professional or public awareness; 
develops intervention programs; investigates, prosecutes, litigates, or 
judges cases; provides medical care to victims; conducts research; pro-
motes and participates in community involvement; or fulfi lls any other 
role related to elder abuse intervention, the work will always be satisfy-
ing and it will make a difference in the lives of older persons. The rewards 
will be even greater when the work is done in collaboration with others 
who share the same goal of ending elder abuse. 
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 It is not the critic who counts: not the man who points out how the 
strong man stumbles or where the doer of deeds could have done bet-
ter. The credit belongs to the man who is actually in the arena, whose 
face is marred by dust and sweat and blood, who strives valiantly, who 
errs and comes up short again and again, because there is no effort 
without error or shortcoming, but who knows the great enthusiasms, 
the great devotions, who spends himself for a worthy cause; who, at 
the best, knows, in the end, the triumph of high achievement, and who, 
at the worst, if he fails, at least he fails while daring greatly, so that his 
place shall never be with those cold and timid souls who knew neither 
victory nor defeat. 

Theodore Roosevelt, 1910, April 23,  Citizenship in a Republic,  
speech at the Sorbonne, Paris, France
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Year Signifi cant National Event

1960s Sen. Moss report titled “Nursing Home Care in the United States: 
Failure in Public Policy” is released and a series of hearings held.
The National Council on the Aging conducted the earliest study of 
adult protective services.
The 1961 White House Conference on Aging recommends a col-
laborative approach to elder abuse.

1970s Burston identifi es the phenomenon of “granny battering.”
Passage of Title XX of the Social Security Act includes funds for 
APS.

1980 U.S. Senate Committee on Aging holds hearings and publishes 
a report titled “Elder Abuse: An Examination of a Hidden 
 Problem.”
Bill is introduced, but not passed, titled “Prevention, Identifi cation 
and Treatment of Adult Abuse.”

1981 All states have an APS service system.

1983 First Texas APS conference.

1985 Rep. Claude Pepper issues a report titled “Elder Abuse: A  National 
Disgrace.”

1986 “Elder Abuse and Neglect: Causes, Diagnosis, and Intervention 
Strategies” is written by Tomita and Quinn.

(continued)
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1988 Pillemer and Finklehor publishes their random sample study of 
elders in Boston.
Dr. Rosalie Wolf forms the National Committee for the Prevention 
of Elder Abuse.
The National Center for State Long Term Care Ombudsman is 
created.

1989 The fi rst National Center on Elder Abuse is establised by the U.S.
Administration on Aging.
The National Association of Adult Protective Services 
 Administrators is created.

1990 Congressional Committee on Aging drafts a report titled “Elder 
Abuse: A Decade of Shame.”

1991 Congressional subcommittee drafts a report titled “Protecting 
America’s Abused Elderly: The Need for Congressional Action.”

1992 AARP holds a national forum addressing the needs of older bat-
tered women.

1994 The Administration on Aging funds six national demonstration 
projects to address the needs of older battered women.

1997 National Center on Elder Abuse and Archstone Foundation 
conference titled “Understanding and Combating Elder Abuse in 
Minority Communities.”

1998 The National Center on Elder Abuse partnership changes to 
include the National Association of State Units on Aging, the 
National Association of Adult Protective Services Administrators, 
the American Bar Association Commission on Legal Problems 
of the Elderly, the Clearinghouse on Abuse and Neglect of the 
Elderly at the University of Delaware, the National Committee for 
the Prevention of Elder Abuse, and the Institute on Aging in San 
Francisco.
Lachs et al. study fi nds that older adults who were mistreated were 
three times at greater risk of dying within the next decade than 
nonabused elders.
The National Elder Abuse Incidence Study is published.

1999 The National Clearinghouse on Abuse in Later Life, a project of 
the Wisconsin Coalition Against Domestic Violence, is created.

2000 Department of Justice sponsors a roundtable titled “Elder Justice: 
Medical Forensic Issues Relating to Elder Abuse and Neglect.”
American Society on Aging devotes an issue of Generations to 
elder abuse.
The departments of Justice and Health and Human Services holds 
a national symposium.

(continued)

Year Signifi cant National Event



2001 National Policy Summit on Elder Abuse is sponsored by the 
 National Center on Elder Abuse.

2002 The fi rst national health care conference on elder abuse is held.
The Violence Against Women Act authorizes funds to train justice 
personnel on elder abuse and abuse against people with disabili-
ties.
The Elder Justice Act is drafted and introduced.

2003 National Center on Elder Abuse was re-funded, with the National 
Association of State Units on Aging, the National Association 
of Adult Protective Services Administrators, the American Bar 
 Association Commission on Law and Aging, the Clearinghouse on 
Abuse and Neglect of the Elderly at the University of Delaware, 
and the National Committee for the Prevention of Elder Abuse as 
partners.
The “Response to the Abuse of Vulnerable Adults: The 2000 
 Survey of State Adult Protective” is published by the National 
Center on Elder Abuse.
The National Research Council publishes “Elder Mistreatment: 
Abuse, Neglect, and Exploitation in an Aging America.”
The FBI sponsors a four-day symposium on family violence, 
 including elder abuse.
The Violence Against Women journal devotes an issue to domestic 
abuse in later life.
The Elder Justice Act is reintroduced to Congress.

2004 The Department of Justice sponsors second medical forensics 
roundtable.
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