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Definitions 

The WHO Cancer Programme website 
(82) defines screening as the “presumptive 
identification of unrecognized disease or 

defects by means of tests, examinations, or other 
procedures that can be applied rapidly”. It also 
claims that “the success of screening depends on 
having sufficient numbers of personnel to perform 
the screening tests and on the availability of facilities 
that can undertake subsequent diagnosis, treatment, 
and follow-up”.

The United Kingdom National Screening 
Committee (83) describes screening as:   

a public health service in which members of 
a defined population, who do not necessarily 
perceive they are at risk of, or are already 
affected by a disease or its complications, are 
asked a question or offered a test, to identify 
those individuals who are more likely to 
be helped than harmed by further tests or 
treatment to reduce the risk of a disease or its 
complications.

Screening, according to the above definition, 
is a public health service, and the appraisal 
of screening tests is done with scientific 
rigour. Screening tests are generally evaluated 
according to their predictive values of positive 
and negative and their sensitivity and specificity. 
Sensitivity refers to the effectiveness of a test 
in detecting those who suffer the condition 
and specificity to the effectiveness of the test in 
recognizing those that are free of the condition 
(82). Screening tests aim for a high sensitivity 

and specificity, which will provide the likelihood 
of a correct result.  

The United States Preventive Services Task 
Force (26) defines screening for violence as: 

assessment of current harm or risk of harm 
from family and intimate partner violence in 
asymptomatic persons in a health care setting.  
Individuals presenting with injuries from family 
violence undergo a diagnostic, not screening, 
evaluation. Universal screening means assessing 
everyone; selective screening indicates that only 
those who meet specific criteria are assessed. 

It is important to distinguish between screening, 
directed at the entire population potentially 
at risk, whereby individuals are put into an 
“elevated probability” group for further 
evaluation, and case finding, or diagnostic 
evaluation whereby an actual designation of elder 
abuse is made based on indicators raising the 
suspicion of abuse. In both research and practice, 
the two approaches encompass different levels 
of rigour and investigation (14, 84).

Although screening in public health is a well-
defined evidence-based issue, throughout 
the literature one encounters different uses 
and interpretations. The term is often used 
indiscriminately and may at times confuse the 
debate. In the field of violence, screening is 
generally referred to as the action by which 
professionals detect abused individuals while 
excluding (screening out) the non-abused 
individuals. Screening for domestic violence and 
elder abuse pose methodological challenges 

3. Screening
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that make it difficult to match the public health 
definition. Therefore, it could be questioned 
on the one hand why efforts are invested in 
trying to “convince’ national task forces to 
recommend such screening. But on the other 
hand, the question could be why screening 
should be defined only in the narrow sense of 
evidence-based medicine.

The uses of the term “screening” are one 
expression of the differences between 
professions, each with their corresponding 
language or “jargon”, compounding the difficulty 
in determining where elder abuse belongs. 
Through the medicalization of terms, the 
hierarchical nature of health care becomes 
apparent; that is, the medical model used in 
public health is more dominant and more 
powerful than others. In order to advance 
interdisciplinary cooperation in line with the 
ecological model, communication and language 
are key elements that need to be clarified so 
that all the professionals involved understand 
what is at stake and can work together towards 
solutions. 

Benefit versus harm 
The basic principle of screening programmes is 
that they “do more good than harm” (22). Among 
the criteria used by most countries to assess a 
screening programme are the following:

The condition should be an important health •	
problem, well understood and with a known 
risk factor, or indicator. 
The test should be simple, safe and validated•	
The screening test should be acceptable to •	
the population.
There should be available effective •	
interventions to follow up. 
There must be evidence from reliable •	
randomized controlled trials that the 
screening programme reduces mortality or 
morbidity and is cost effective.
There are adequate staff available.•	
There should be evidence that the complete •	
screening programme (from test to 
intervention) is “clinically, socially and ethically 

acceptable to health professionals and the 
public” (85). 

The choice in the order of the words – 
“clinically” first “socially” second and “ethical” 
third – reflects again the supremacy of the 
clinical medical model. 

Screening has been described as “a double-
edged sword, sometimes used clumsily by the 
well-intended” (86) as the value of screening 
for diseases such as cancer and others is also 
debated (87). Since screening may benefit a 
minority and possibly harm others, it is believed 
that the benefits must outweigh the risks before 
introducing a national screening programme (88).

The United States Preventive Services Task 
Force (26) makes clear that it evaluates the 
balance of benefits and harms based exclusively 
on the quality and magnitude of the evidence. 
The literature review (25) that led to the 
Task Force’s 2004 recommendation did not 
find any studies that provide data on possible 
adverse effects of screening or interventions. 
The Task Force claims that false-negative tests 
may discourage clinicians from seeking further 
history and prevent identification of those 
individuals who are truly at risk. False-positive 
tests, on the other hand, can lead to labelling 
and punitive attitudes as well as psychological 
distress, and might lead to family tension, loss of 
personal residence and financial resources and 
loss of autonomy for the victim.

However, evidence-based medicine is also 
debated from within the medical profession. 
There are voices declaring that personal 
preferences, psychosocial factors, comfort and 
reassurance, for patients are essential elements 
of clinical decisions in humanistic care (89, 90). 
It is not the principle of practice based on the 
best evidence that is criticized but rather the 
dogmatism of applying the same “evidence” and 
approaches, such as randomized control trials, 
to all settings and conditions when it is apparent 
that they do not always fit. When dealing with 
abuse, the harm–benefit paradigm needs to be 
seen from a humanistic view, both patient- and 
practitioner-centred, in order to advance good 
practice.
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Detecting elder abuse

Several tools for detecting elder abuse have 
been developed, almost exclusively in North 
America. Among the various tools, few are 
accepted for wide application in clinical settings. 
They are regarded as being not accurate, or 
specific, or sensitive or reliable enough to 
be officially adopted and recommended (91). 
Despite the lack of widely accepted tools, the 
American Medical Association calls on all clinical 
settings to follow a routine screening protocol 
(16). In the absence of validated tools for PHC 
settings, it is difficult to make comparisons or 
evaluate their applicability in settings other 
than that where it was tested in the first place. 
However, it is important to mention them as 
they provide the evidence on which future 
research should build. 

The main approach to detection of elder abuse 
has been through identifying high-risk factors. 
Research published in the past decade has 
repeatedly described several risk factors that 
appear to increase the likelihood of abuse (62, 
84, 92-94).  The complexity of the task related to 
risk assessment emphasizes the crucial role of 
the doctor’s judgement in identifying abuse. Two 
surveys of general practitioners conducted by 
McCreadie et al. (95) in London and Birmingham, 
England, revealed that less than half the general 
practitioners had identified a case of elder 
abuse in the previous year. These studies seem 
to indicate that general practitioners’ personal 
knowledge of at least five risk factors paired with 
a long-term doctor-patient relationship, especially 
through home visiting, facilitates diagnosis of 
abuse.    

The main risk factors for elder abuse are 
generally considered to be:  

social isolation of the abused person and/or •	
the family;
frailty of the victim, functional disability and •	
cognitive impairment;
pathology of the abuser, such as alcohol or •	
other substance abuse, cognitive impairment 
and mental-health problems;  
caregiver stress or anger •	

dependence of the victim on the abuser (e.g. •	
the caregiver is the abuser) or dependence of 
the abuser on the victim (e.g. an adult child 
with financial dependence on the parent is 
the abuser).

The risk factors listed above are as critiqued 
earlier, gender-neutral and do not consider the 
possibility of non-dependent older persons 
being abused. Findings of the one study 
to date on the incidence of abuse among 
postmenopausal women suggest that there 
is a transition in the risk factors for abuse of 
women as they age.  As long as the woman 
remains independent, risk factors are like 
those for domestic violence; if she becomes 
dependent, then the risk factors become those 
of caregiver abuse and neglect (96). It would be 
important to research to what extent older 
women do in fact suffer the double burden of 
risk factors.

Since older persons may present signs and 
symptoms of a multiplicity of factors due to 
ageing, such as frail skin, or a fall, or confusion, 
it is very important to always think broadly 
in each circumstance and to be alert in order 
to provide for the safety of the patient and 
optimal care and to avoid false accusations 
(5, 34). Functional impairment, in addition 
to being a risk factor in itself, may diminish 
greatly the capacity of older people to defend 
themselves (92).  An increased awareness of the 
psychosocial reality of the patient will assist in 
understanding the contextual factors that may 
be strong predictors of abuse. 

Existing tools for detecting elder abuse 
Few published validated instruments exist. 
One such tool is the Hwalek-Sengstock Elder 
Abuse Screening Test (HSEAST) (25, 97), which 
addresses the various types of elder abuse and 
is a self-report measure. The instrument has 15 
items in three domains: violation of personal 
rights or direct abuse, characteristics of 
vulnerability, and potentially abusive situations. 

Three validated instruments have been 
developed by Reis & Nahmiash: 
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The Brief Abuse Screen for the Elderly (BASE)•	  
(68) is a simple tool comprising five brief 
questions. The respondent here is the 
practitioner following an assessment of the 
patient. 

The Caregiver Abuse Screen (CASE)•	  (98) consists 
of eight questions to caregivers. It is used to 
detect abuse in cognitively impaired adults. 
It does not address the patient directly. 
Although this tool may facilitate the difficult 
task of interviewing a suspected abuser, it 
assumes only the caregiver model and ignores 
the autonomy of the patient.

The Indicators of Abuse Screen (IOA) •	 (68) is 
a 48-point checklist of problem indicators 
for abuse that is completed by health 
care professionals in the context of a 
comprehensive home assessment. The tool 
addresses the patient directly. The tool builds 
on the professional’s assessment skills. For 
example, some of the items to be checked by 
the professional are whether the patient has 
behavioural problems, alcohol or medication 
problems or poor current relationships. 
This is clearly not a screening tool for the 
clinical setting, but it has been recognized as a 
potentially good research instrument (28).

The Elder Assessment Instrument (EAI) (99) 
includes a general assessment of the older 
person as well as specific physical, social and 
medical assessments and level of independence 
in lifestyle. It has been used by elder 
abuse teams and nurses in the emergency 
departments. 

More recently, the Elder Abuse Suspicion Index 
(EASI) (100) was developed with the goal of 
establishing a reasonable level of suspicion 
in order to justify referral to an appropriate 
community service (such as a social worker) 
for in-depth assessment. The theory behind 
this is that a simple tool can grant the patient 
permission to talk and can generate a level of 
suspicion and not necessarily a diagnosis. It is 
aimed at general practitioners, general internists 
and geriatricians with the intention to expand 
and test it also with social workers and nurses. 
It is a short five-question tool directed at the 

older person, with one observation item to be 
completed by the doctor.

Through the tools described, the difference of 
approaches towards screening and assessment, 
and the underlying theories, are noticeable. Only 
two tools (H-S/EAST and EASI) target the older 
person with direct questions. The heavy influence 
of the caregiver model in the design of the other 
tools is evident. Table 2 on the next page shows a 
simple comparison of the tools mentioned above. 
The validation column in the table represents 
the setting where a thorough assessment was 
performed to compare the results with those 
from the setting where the tool was originally 
used in order to validate, or not, the tool.

Evaluations of the general acceptability of 
the tool were performed only with the 
professionals who participated in the studies. 
No study evaluated acceptability of the tools 
by older persons. One of the benefits of using 
screening tools is, indeed, the raising awareness 
of elder abuse among service providers, but 
non evaluation of the acceptability by the 
patients themselves is not only is against the 
principles of screening, but also against a rights-
based approach. Quigley (101) proposes that 
practitioners ask themselves whether suspected 
cases of abuse involve violation of human rights 
as a requirement to achieving a fair screening 
system for elder abuse.

Elder abuse takes place within a context and, 
without a comprehensive assessment of the 
bio/psycho-social context of elder abuse, 
any screening or assessment instrument has 
significant limitations (28).  An effective tool 
would be one that uses an interdisciplinary 
approach and participatory research from the 
start of its development. The more disciplines, 
and the more older people are involved 
in the design and refinement of a tool, the 
better the tool will be accepted by both 
professionals and patients. It will also improve 
the interprofessional practice on referrals and 
interventions. 



16

Table 2:  Examples of tools for detecting elder abuse (adapted from (14) pages 166-167) 
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Should we screen? The debate
The United States Preventive Services Task 
Force (25, 26) could not find enough evidence 
to determine the balance between the benefit 
and harm of screening for family and intimate 
partner violence among children, women or 
older adults and, therefore, did not recommend 
one way or the other. The United Kingdom 
National Screening Committee was more 
categorical in its short 2004 statement that 
screening for domestic violence “should not” be 
introduced (24). The United Kingdom National 
Screening Committee based its decision on a 
report commissioned from Ramsay et al. (22). 
The British Medical Journal article “Should 
health care professionals screen women for 
domestic violence?” (23) is the summary of the 
2001 appraisal of the evidence. The statements 
by the screening commissions and the evidence 
they used triggered letters with responses, 
editorials and articles published in scientific 
journals arguing both for and against screening 
(102–104). The United Kingdom National 
Screening Committee, and the evidence on 
which it based the recommendation, does not 
relate at all to elder abuse; nor does it mention 
older women in relation to domestic violence.

The systematic review by Ramsey et al. (22) 
focuses on three criteria:

whether screening is acceptable to women •	
and to health professionals;
whether there are effective treatments or •	
interventions for women identified in health 
care settings;
whether screening programmes increase the •	
proportion of women identified.

The reviewed studies show that most women 
find screening acceptable; however, only a 
minority of PHC practitioners find it acceptable. 
This fact raises some concerns about the level 
of responsiveness of health care to the needs 
of the patients. Regarding interventions studies, 
no randomized control study was identified. 
Although a small increase in the rate of 
identification when screening programmes are 
in place is revealed by the studies, the authors 

of the systematic review quote it in a negative 
way as “only modest” therefore not justifying a 
recommendation for screening. But a modest 
increase is still an increase; it is interesting to 
note the framing of statements that imply defeat 
when in fact they could be interpreted as a 
success. 

Most of the studies that met the inclusion 
criteria for the review by Ramsey et al. (20) 
were from the United States.  As it becomes 
imperative for more research to be performed, 
a recommendation for lack of action may have 
negative consequences in practice and develop 
anti-task behaviours (105) as the primary task 
of care is sometimes forgotten behind the lack 
of properly designed studies. The belief that 
the solutions clarifying the issues on screening 
for family violence will be found only through 
future proper scientific research – which is not 
necessarily in the pipeline – seems to exempt 
professionals from immediate action. Domestic 
violence is the healthcare problem that probably 
endangers women more than any other and 
still is the one for which routine screening does 
not take place (106). In blaming bad studies and 
the lack of evidence, it is in fact the patients, 
suffering here and now, who are being punished.

Screening, as defined in public health, refers 
to a standardized test or question that does 
not change from place to place and that has 
the ability to identify a condition with good 
sensibility and to provide an effective response 
(107). One of the problems of the evaluation of 
screening programmes for domestic violence, 
especially that in the United Kingdom (22, 23), 
is that the inclusion criteria for evaluation are 
often set in isolation within health care settings 
without considering the wider social network 
and community services. While the issue of 
debate is indeed screening at health care 
settings, the evaluation of outcomes needs to 
be followed up beyond health care settings and 
within the context of interprofessional feedback. 
Lachs’ provocative response to the United 
States Preventive Services Task Force reflects 
the issues described (27): 

…for some conditions that clinicians regularly 
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encounter, robotic devotion to evidence-
based medicine risks dehumanizing certain 
aspects of doctoring. Any clinician who has 
extricated a family violence victim from an 
abusive situation understands this. If we had 
the tools to measure an “effect size” in such 
situations, it would make the benefits of 
controlling hypertension or diabetes look 
paltry by comparison.

The United States Preventive Services Task 
Force argument requiring scientific proof of 
generalizability is seen by Coker (108) as a 
legitimate challenge raising the questions of 
what is ethical in violence research. Evidence-
based medicine considers it unethical to 
perform screening without having proper 
evidence of randomized trials for which the 
only way to perform a trial is through an 
intervention group and a control group. Others 
consider it unethical to perform randomized 
trials using control groups, i.e. consciously 
not assessing or offering interventions to a 
whole group. Coker challenges in turn the 
medical establishment to invest resources and 
conduct more research, claiming that since so 
few health care providers currently do screen, 
randomization of settings may still be conducted 
ethically, provided that all health care settings 
have information about community resources 
widely available and easy to see, such as in 
waiting rooms and toilets (108). 

This discussion on ethics extends to issues 
of confidentiality, reporting and autonomy, 
demonstrating the degree of sensitivity and 
complexity involved and that in fact require 
an increase in action rather than the opposite. 
The question may not be whether to screen 
but how to find the balance between opposing 
points of view, through proper communication 
and compromise. Scientific rigour and 
humanistic care need to exist side by side and 
be mutually beneficial.    

Primary health care 
Younger women attend antenatal services 
more often than other services.  Although 
menopausal and older women also attend 

gynaecological services (109), PHC may, for many 
abused people, be the only place of contact 
beyond reproductive age.  Abused women have 
a 50–70% increase in gynaecological, central 
nervous system, irritable bowel and stress-
related problems as well as chronic pain such as 
headaches or back pain (110); however, injuries 
that may normally be considered as the most 
obvious indicator may not identify women 
who suffer long-term problems related to 
abuse (108, 110–114). Postmenopausal women 
have been shown to be exposed to abuse at 
similar rates to younger women, resulting in 
serious threats to their health (96). Evidence 
has shown the high burden of elder abuse in 
both mortality and morbidity. An important and 
widely cited longitudinal study by Lachs et al. (6) 
demonstrated the independent impact of elder 
abuse on increased mortality. This study stresses 
the important role of doctors in identifying 
those at risk, initiating interventions and liaising 
with community services, as early identification 
and appropriate interdisciplinary response can 
save lives.

There is evidence that abused persons visit PHC 
settings more often than those who are not 
abused (109, 115–118). In the United Kingdom, 
over 90% of the population comes into contact 
with PHC services within five years (119). The 
older the person, the higher the risk of chronic 
diseases (1), and therefore PHC becomes a 
usual and natural point of contact, implying an 
ongoing relationship of trust. Elder abuse cannot 
be addressed unless it is detected. Although 
PHC professionals are ideally placed to identify 
violence and elder abuse, in the United States 
for example only 2% of reported cases come 
from doctors (120); despite efforts to improve 
detection, less than 10% of PHC doctors 
routinely screen for domestic violence during 
regular clinic visits (115).

Routine screening or routine enquiry?
The significance of words should not be taken 
lightly. While the term “screening” may have 
a specific meaning in public health, it also 
implies a stronger attitude involving follow-up. 
The term “enquiring” may be interpreted as a 
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softer attitude of just asking and not necessarily 
following up. The critical point in screening is 
that it is a first step, not an end in itself, and the 
language used needs to be understood by all 
professionals involved.  

Most health professional bodies in the United 
Kingdom have recommended protocols and 
guidelines for identifying and responding 
to domestic violence in health settings (as 
cited by Bacchus et al. (121)), but they do not 
necessarily recommend it as a routine practice, 
despite the fact that substantial qualitative 
evidence supports the potential benefits (119, 
122).  A new handbook by the United Kingdom 
Department of Health, however, recommends 
moving towards routine enquiry (123).

If routine enquiry does not fulfil accepted 
principles for screening programmes, then it is 
claimed to be confusing to view such enquiry 
as screening (107, 117, 119).  Although many 
researchers would claim that case-finding is 
more appropriate than routinely asking about 
violence, Bradley et al. (117) propose routine 
enquiry as a way of uncovering a hidden 
stigma, claiming that case-finding and targeted 
questioning may in fact increase stigma and fear 
of retaliation. It is difficult to predict an exact 
profile of an abused person, as evidence shows 
that abuse affects all ages and all socioeconomic 
levels of society (122). Thus, by enquiring only 
under suspicion, the risk of prejudice and 
stigma may increase, i.e. if a person belongs to a 
lower socioeconomic status or minority group, 
then the health care practitioner may suspect 
more than in a person of higher social status. 
Therefore, an important and justified objective 
of universal routine screening is naming and 
accepting the problem as well as assisting in 
destigmatizing the issue. 

Acceptability by patients
As described above, the debate develops 
around the issues of benefit–harm and ethical 
considerations; the existence – or lack of – 
proved effective interventions, the validity of 
the screening tests and the acceptability of 
screening to both professionals and the public. 

Acceptability refers to the extent to which 
those for whom the test is designed agree to 
be tested (82) and whether professionals agree 
and in fact use it. In a patient-centred approach, 
acceptability should be the first question to 
check and from which further research and 
practice should depart. Understanding how 
patients, of all ages, feel about disclosing their 
experiences of abuse can better guide the 
design of research and training programmes of 
PHC workers.

Studies on women’s perceptions of and 
attitudes towards screening and interventions 
for domestic violence have demonstrated that 
most women either favour or do not mind 
being asked whether they have experienced 
violence, especially if it is done routinely and 
sensitively (70, 117, 124–137). Howe et al. (134) 
also showed that at hospital accident and 
emergency departments, particularly older 
patients supported a more active role for 
health professionals in cases of violence. The 
proportion of patients who would disclose, 
if asked directly, increased with age. But few 
women recall being asked, and medical records 
do not show evidence of disclosure (117, 
135). Mechanisms for minimizing the potential 
negative effects of screening need to be in 
place, as safety is the most important factor in 
women’s acceptability to disclose abuse (129). 
Women favour routine enquiry as long as it is 
conducted in a safe environment by trained, 
empathetic, compassionate and nonjudgemental 
health professionals (124, 130, 137).

Many abused women report being relieved 
at finally being able to tell somebody. But 
regardless of whether women accept being 
asked about abuse, they will probably not 
disclose abuse unless they are ready to do so 
(126, 133, 137). Therefore, understanding the 
stages that women may go through before 
being able to talk about abuse reinforces 
the argument for routine screening. Routine 
screening provides permission for when victims 
are ready to disclose. It also reinforces the 
argument for interprofessional practice: in an 
age of great specialization, general practitioners, 
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nurses and any other PHC professionals are 
not expected to “know it all” and “solve it 
all”. However, they can be expected to liaise 
with colleagues and other specialists so that 
processes can be reflected upon and better 
understood.

Almost no studies have checked the 
acceptability by older women to being 
questioned about abuse. In a study by Zink et al. 
(70) on the health care needs and experiences 
of older women in abusive relationships, women 
reported being seen by their health care 
providers along with their spouses; few were 
given the time to have private conversations 
with the provider, and few felt comfortable 
talking about abuse in these situations. 
Researchers suggest that providers should be 
sensitive to the generational taboos around 
domestic violence and pick up on hints or clues 
to assist older women to disclose abuse. They 
should also avoid ageist assumptions and screen 
older women as well as younger patients (61, 
70).

It becomes clear that when older women are 
asked, they specifically say what they would 
expect from the health care and what is 
acceptable to them.  A report on focus groups 
conducted in Scotland (48) quotes an older 
woman:

You don’t actually ask for help like that but 
I think the doctors miss it, when you go 
constantly to the doctors.  And you know 
they just don’t ask the questions “Why are 
you always in here? Is there something wrong 
at home?” And you would tell that, you know, 
in a safe, private room where you know it 
won’t go any further. But they never did – 
they never did.

Barriers to screening 
Interpersonal violence is an important health 
problem (61, 110, 113, 138-141), but the 
complexity of the issues clearly creates a range 
of views, and anxieties, as to how to tackle 
them, by whom and when. The generic title 
“barriers to screening” found extensively in the 

literature, mostly through qualitative studies, 
encapsulates the difficulties of health care 
professionals in the detection and management 
of abuse beyond the medical evidence-based 
point of view. Often, the barriers to disclosure 
described by women patients parallel those 
of health care staff (126, 142). For example, 
fear of retaliation by the partner, one of the 
main barriers among women, will be shared by 
practitioners. Health care practitioners express 
fear of violence either or both against the 
patient and/or themselves. 

Studies exploring PHC practitioners’ attitudes 
to domestic violence reveal several barriers 
that staff perceive as preventing them from 
“comfortably” intervening with violence victims, 
such as “fear of offending”, “powerlessness”, 
“fear of retaliation” and “tyranny of time”. 
The image of “opening Pandora’s box” appears 
repeatedly (115, 128, 143–149). Detecting 
abuse among older patients presents added 
complications and complexities in distinguishing 
between abuse, ageing-related physical 
conditions and memory impairments (5, 150, 
151). Lack of effective interventions, mandatory 
reporting and lack of appropriate knowledge 
are also commonly mentioned barriers. In some 
cases, nurses and medical assistants seem to feel 
more comfortable than doctors in enquiring 
about abuse, but they share the sense of lack of 
education on the issues and, especially, lack of 
referral contacts with other professions outside 
the PHC setting (146).

Roberts (152) cites dictionary definitions of 
care as “ranging from affection and solicitude, 
to caution, responsibility, oppression of the mind, 
anxiety and grief”. PHC staff can feel all these 
ways at work and they need institutional and 
social recognition and support to carry out 
difficult tasks effectively. Working closely with 
suffering and death can lead to various anxieties 
connected with the burden of the work. Many 
defence mechanisms are used by organizations 
to control anxieties instead of acknowledging 
them as a normal part of work (153). Caring for 
older people brings with it particular stresses. 
In parallel with the way in which older people 
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are excluded from society, working with them is 
considered to be low status among the health 
care professions. The efforts of staff need to be 
recognized and their feelings heard in order to 
improve the quality of life of all involved (32, 152).

Recommending the introduction of elder abuse 
or domestic violence routine detection tools 
by itself will not be enough. For professionals to 
be able to use the tools effectively, they need to 
be trained to be aware of the problem and its 
signs, symptoms and consequences. In addition, 
they need to be prepared to intervene when a 
case of abuse or neglect is detected. Above all, 
they need the confidence to overcome barriers 
that prevent detection and intervention. 
Elder and domestic abuse are complex issues 
and will always be “competing” with other, 
more established health care issues, such as 
cardiovascular diseases, cancer and acute care, 
adding to the difficulty for health care providers 
in dealing with a social chronic problem while 
medicalizing it. However, as already mentioned, 
several chronic conditions, including mental 
health problems (61, 110) may result from long-
lasting abusive relationships with a consequent 
increase in medical consultations. 

It has been proposed that instead of viewing 
violence as a disease, it may help PHC 
practitioners to see violence as a risk factor 
for a long list of diseases, in the same way 
that tobacco and alcohol are viewed (107, 128, 
154). This approach may help PHC workers 
understand the relevance of screening, as 
it would assist them in comprehending the 
emerging and/or recurring conditions of their 
patients that would otherwise have remained 
unspoken. They could enquire about abuse in 
all routine medical history-taking along with 
questions on smoking and excessive alcohol 
consumption. In fact, abuse may be a factor in 
itself for excessive smoking and/or drinking 
(110), increasing the relevance of making the 
connections. However, this approach will not 
solve the underlying difficulties and barriers.

The medicalization of domestic violence is often 
blamed for the silence (118, 145), with claims 
that medical language and hierarchies in health 

care settings are responsible for many of the 
difficulties. While talking in terms of “prevalence 
in patients”, medicine distances itself from 
the social framework and the experiences of 
patients. It has been claimed that techniques 
used by the medical model “institutionalise 
socially sanctioned hierarchies of domination 
and control, techniques that mimic the dynamics 
of abuse and battering” (145). Clinicians trained 
within that model would find it difficult to 
provide the support that abused patients most 
need and look beyond the injury itself to take 
into consideration what may have really been 
the cause (124, 145, 155). The task is not an easy 
one for the health professionals who do ask. 
Expectations to “fix” situations and achieve 
good outcomes, and their inability to do so, 
create feelings of helplessness, burnout and 
professional incompetence (107, 128, 148, 149, 
156).

Institutional and structural barriers hinder the 
efforts of health care staff, such as management 
and organizational changes, lack of support and 
lack of proper communication. Only 26% of 
respondents to a survey by the United Kingdom 
Community and District Nursing Association 
(157) reported receiving any staff-support 
scheme by their employer when dealing with 
elder abuse, and even fewer (19%) reported 
having a scheme for those dealing with domestic 
violence. Health care professionals also see 
themselves as abused by the system; especially 
working with older persons is considered 
“second class”, with lower wages and less 
qualified staff than in other areas (7).

Health care professionals’ difficulties in tackling 
abuse may also be due to possible past personal 
or professional experiences with violence 
resulting in powerful feelings. It can be assumed 
that it is a normal reaction to have strong 
feelings when listening to experiences of abuse; 
the problem is the failure to acknowledge 
the feelings and their impact (145, 149, 158). 
Knowing that abuse is prevalent, it is logical 
to suppose that a large percentage of health 
care professionals are part of the statistics, 
either as abusers or as victims of abuse. They 
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do not escape from social and cultural norms 
regarding sexism or their own ageist attitudes 
and behaviours; their own biases may be an 
obstacle in identifying abusive situations and 
provide appropriate assistance. Unless the PHC 
system and society as a whole acknowledge 
personal feelings and staff experiences, it will be 
difficult to expect all health care staff to behave 
according to protocols.

Trust 
A trusting relationship between the health 
care practitioner and the patient can make all 
the difference in breaking the cycle of abuse. 
Many women express their lack of trust in PHC 
professionals. Rodriguez, Szkupinski & Bauer 
(124) describe an “unspoken agreement” or a 
“code of silence” in the words of a participant 
of the study. This is represented in three ways: 
the patient does not seek health care, the 
patient does not disclose and the health care 
practitioner does not ask. In another study, 
some women who had actually disclosed 
domestic violence regarded health visitors as 
more sympathetic and in general more helpful 
than general practitioners and accident and 
emergency staff (121). It should be noted that, in 
addition to health visitors, general practitioners 
and nurses perform home visits, especially when 
dealing with frail older people (34, 95). Thus, it 
is the knowledge of the living environment and 
the personal ongoing relationship that inspires 
trust, and not the profession itself. The sex 
of the practitioner does not seem to be an 
important factor or barrier (115, 126). It is the 
feeling of being cared for, not judged, not looked 
over but listened to, that is important.

Five dimensions can be identified in health 
care practitioner behaviour that are essential 
for the building of trust with their patients 
and that contribute to disclosure: open 
communication, professional competency, a 
friendly practice style, a caring attitude and 
emotional equality (159).  A victim of abuse can 
experience dramatic relief when a health care 
professional verbally recognizes an emotional 
state the patient is in or helps the patient 
express an emotion. These emotions can often 

be recognized from clues in the patient’s or 
abuser’s behaviour, these clues sometimes being 
like “cries for help” (160). 

Health care may be more sophisticated than 
ever before, but at the core of the profession is 
the basic human relationship. “Simple is beautiful” 
as Schattner (161) puts it. Often, health care 
professionals waste time and money ordering 
a battery of tests for an undiagnosed condition 
when, in fact, a good diagnosis could have been 
made had there been an attempt to listen 
to and trust the words, the expressions and 
the hints given by the patient. Validating the 
experience, helps the abused woman move 
forward (137, 162–164). 

Communicating with older persons may also 
require more patience and understanding of 
the possible generational and cultural barriers 
for bringing up a taboo issue.  A crucial concern 
when communicating with a frail older person, 
regardless of whether that person is suffering 
from cognitive impairment or not, is to make 
sure that the caregiver does not dominate the 
conversation, by holding separate interviews 
with both the patient and the caregiver (32, 165, 
166). 

Confidentiality is an important concept that 
is much present in the literature as a major 
barrier for identification and/or disclosure of 
abuse and impacting the relationship of trust 
(159). The concept is often used indiscriminately 
while it refers to different situations. This 
creates confusion as to what is really meant by 
it, and when and how confidentiality rules need 
to be followed. Confidentiality can be related 
to the stage the woman is in, building the 
relationship so that the woman can disclose and 
also take appropriate action (137). 

However, confidentiality needs to be analysed 
above all from a safety point of view; processes 
and procedures need to be clarified from the 
start; that health care practice is not performed 
in a vacuum; what exactly confidentiality means 
and what are its limitations. Interprofessional 
consultation is done in order to provide optimal 
care, which often is beyond the ability of the 
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individual practitioner. Confidentiality then is 
kept within the context of a team. 

Good judgement, sensitivity and caution are 
needed to discern when confidentiality is 
essential to keep the patient safe and when it 
is in fact “colluding” (167) with the offender by 
not taking the necessary action to distance 
the patient from the abuser. Open, honest 
communication between the health care 
provider and the patient, involving mutual trust 
and shared decision-making, contributes to the 
empowerment process and better resolution of 
the issue. 

Communication between different care 
professionals
The barriers that prevent a trusting relationship 
between a PHC practitioner and a patient, 
as described above, parallel the barriers that 
prevent good work across disciplines (142). 
The nature of primary care, involving a number 
of organizational and professional boundaries, 
may provide a challenge for many practitioners. 
However, it also provides an opportunity to 
develop good practice on elder abuse and 
violence through sound interprofessional 
partnerships.  

Although the recognition of violence and elder 
abuse as a public health issue is an important 
step for developing good practice, the dangers 
of overmedicalization,  looking at violence 
from only an injury or clinical point of view,  
become evident (118).  Abuse often coexists 
with other social problems, which PHC may not 
be equipped or may not have time to deal with. 
Understanding that nobody expects health care 
settings to fix all the problems is an important 
step to improving communication and 
collaboration among different professions, both 
within the PHC and with social services, the 
police, legal services, voluntary organizations, 
and women’s and older people’s interest groups.  

D’Avolio et al. (116) describe some extremes 
in the way health care staff communicate about 
screening for abuse. In some cases, staff would 
adopt a “don’t ask, don’t tell” attitude as a 
justification to avoid screening, while in others 

staff would be so passionately committed that 
they would screen universally and routinely but 
would remain so protective of their patients, 
to the point of not involving their colleagues 
in cases of identified domestic violence. These 
behaviours clearly parallel the relationship 
between abused women, and/or people close 
to them, with care providers, and could be 
discussed, acknowledged and dealt with in a 
regular team reflective practice sessions. Feelings 
of isolation and marginalization may also abound 
among members of staff who may be perceived 
as “more caring” than others, becoming 
unpopular (116). The feelings of isolation can be 
present at a specific workplace but also in the 
wider context of society in general. Competition 
among professionals is common within a certain 
group and across the boundaries of professions. 
Members feel loyal to their original group and 
tend to be competitive with others.  Appropriate 
managing of dual or multiple memberships for 
the good of the task and effective collaborative 
practice is critical (168). 

Reporting is much debated and is mentioned by 
doctors as a barrier to enquiry and disclosure. 
Doctors – and patients – do not know where 
the reporting will take them, and do not want 
to work through bureaucratic papers and deal 
with the police (19, 128). Mandatory reporting 
is another issue of controversy and is in force, 
for elder abuse, in most states in the United 
States. It has been proposed that instead of 
considering the report as an investigation, it 
can be framed as the attempt to determine 
what services are available that might benefit 
the abused older person (92). There is some 
evidence to suggest that by reporting to the 
authorities, a strong signal is sent to the abuser, 
and as a consequence, domestic violence 
declines (169). Maintaining support to the victim 
and follow-up may have a lasting effect. Clarity 
as to what reporting entails and appropriate 
implementation and compliance will only be 
achieved only through a dialogue between 
the professions. Reporting, confidentiality and 
information-sharing are crucial issues that 
necessitate a clear code of conduct among 
professional teams.   
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Sharing information is particularly relevant to 
the recognition and identification of cases of 
abuse when sharing can prevent acts of abuse 
and save lives, reflecting the need for good 
interprofessional communication (167). Part 
of the debate on sharing information revolves 
around the balance between individual and 
public interests, between a person’s or group’s 
human rights and public health and safety (170). 
It is important to note here that different 
human rights are interrelated, and they can 
very rarely be seen in isolation (171); so while 
well-intentioned health professionals may be 
protecting a patient’s right to privacy, at the 
same time they may be violating a patient’s right 
to safety and security. In this context, public 
health and human-rights fields work together 
towards the same goal of protecting people’s 
right to life, free of abuse.

Different professions have been trained within 
specific languages, codes of conduct and 
behaviours, which sometimes seem impossible 
to bridge. In these times of information 
technology, there are technical ways to improve 
information-sharing and communication, while 
taking important safeguarding precautions 
(167, 170). What is needed is the will to adapt 
to the needs of both individual clients and 
society, so that PHC can better help victims of 
abuse and prevent future abuse.  Appropriate 
management and not just coordination is 
needed for successful collaboration (168). What 
a PHC setting does with the information that 
may be collected through routine screening for 
abuse, and how the interprofessional response 
is managed, can make a difference. 

Formal referral protocols, such as those in use 
in the United States for many years, enable 
interdisciplinary interaction. The experience 
has led to the formation of multidisciplinary 
teams for all aspects of elder abuse, from 
screening, identification and assessment through 
to interventions and follow-up (58, 172, 173). 
The strength is that they acknowledge the 
limitations of each discipline while taking into 
consideration the different points of view in 
order to assess fully the situation of suspected 

or confirmed abuse, therefore sharing the 
responsibility. Some teams have succeeded 
in breaking the barriers that had previously 
prevented helpful interactions. 

Interventions 
While early identification of abuse is essential, 
the efficacy of routine screening ultimately 
will depend on effective interventions. 
Intervention does not mean fixing the 
problem but rather naming and accepting it 
and the limitations of the PHC level, leading 
to referral and interprofessional cooperation. 
The same ecological model that is applied 
to understanding the nature and causes of 
abuse will assist when planning appropriate 
interventions that take into account each of the 
individual, relationship, community and society 
levels.

When abuse is identified, the highest priority is 
to ensure the safety of the older person while 
respecting the person’s autonomy (31, 92). The 
conflict that may arise in accommodating both 
autonomy and safety, as it may be the case 
that the older person refuses intervention, 
reinforces the need for greater communication 
skills of practitioners and the building of 
trust with their patients and with colleagues. 
More emphasis on elder-abuse prevention 
and management through the adoption of 
interdisciplinary community-based approaches 
is increasingly recommended (1, 3, 14, 15, 29, 79, 
80, 123, 174). However, in order to overcome 
multiple barriers that prevent successful 
partnerships and interdisciplinary practice, it is 
crucial to understand how organizations work 
and the conscious and unconscious processes 
and anxieties involved when working with and 
for people. Knowledge of available services, 
acknowledging the strengths and limitation 
of each service while maintaining effective 
interprofessional practice, contributes to raising 
awareness about elder abuse and developing the 
confidence and mechanisms for addressing it 
effectively.
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Training
Despite the lack of recommendations to screen, 
screening committees in North America and 
Europe call on health services to promote 
education and training, to be aware of the 
serious impact of violence on women’s health 
and to identify and support abused women. 
Professional training has the potential of 
increasing the knowledge, levels of comfort and 
identification among practitioners; however, 
without situating abuse within the broader 
sociocultural context and without structural 
changes that allow for continuing education, 
supervision and support, little change will occur.

It has been shown that the introduction of 
screening protocols improves rates of detection 
(106, 175). However, efforts have been difficult 
to sustain (21, 107, 175–177). Therefore, it might 
be argued that the introduction of routine 
screening and referral protocols is not worth 
the effort. In fact, the opposite may be the case, 
strengthening the argument for continuing 
training and supervision. In order to successfully 
implement, and sustain, routine questioning and 
intervention, staff need continuous support and 
updating of the available resources. D’Avolio 
et al. (116) report that when they provide 
refresher courses and interact personally with 
staff, the rates of screening go up.  

Most literature highlights the need for training 
on family violence and elder abuse, as reported 
either by nurses, researchers, doctors or 
committees (7, 15, 24, 94, 141, 148, 156, 157, 
178). The important issue is to develop and 
implement effective and continuing training from 
undergraduate studies and throughout a lifetime 
career that can have an impact at all levels of 
practice. Many articles describing signs and 
symptoms of elder abuse have been published, 
but they have little if any impact. Health and 
social services staff need greater skills and 
knowledge in order to manage elder abuse 
effectively, and suitably targeted educational 
seminars designed to fill knowledge gaps can 
improve practice, while simply distributing 
printed materials is ineffective (179). It has 
also been proven that limited training through 

lectures about intimate partner violence does 
not have a significant impact on screening 
behaviours, whereas training sessions plus the 
provision of screening questions and referrals 
protocols appears to be more effective (147). 

Education and training are much more than 
just reviewing signs and symptoms to recognize 
abuse; a deeper and reflective understanding 
of the complex mechanisms involved in both 
learning and practice are invaluable. Continuing 
training with a focus on dissipating PHC staff ’s 
misconceptions about the extent and aspects 
of domestic violence may increase screening 
rates and clearly improve practice (148, 175, 
180). It has been proposed that training should 
include the opportunity to reflect on the 
nurse’s own experiences and attitudes and 
offer personal counselling if needed (158, 181).  
A project coupling qualitative research with 
educational tools was carried out by Nicolaidis 
in Seattle (163, 164).  A video was produced 
featuring women who had experienced abuse 
talking about their views on the doctor–patient 
relationship and clearly saying to the camera 
how they would have liked the relationship to 
develop. This kind of training may be useful to 
break the formality of lectures and can be used 
as a basis for doctors to “listen and look” and 
then discuss and reflect with their peers on 
their own professional experiences. One added 
value of this project is its participatory nature. 
The women who were interviewed for the 
qualitative study also participated in the writing 
of the script and editing of the video.   

As mentioned, nurses sometimes may feel 
more comfortable enquiring about abuse than 
doctors and patients sometimes may feel more 
comfortable with the nurse, or the doctor or an 
assistant. This point is crucial in understanding 
the relevance of interprofessional training, 
which in turn would improve team practice. 
Both training of teams within an organization 
and interagency training need to be considered. 
Pritchard (156) stresses the importance of 
involving statutory, voluntary and independent 
sectors in training plans. Interprofessional 
training sessions are a good opportunity to 
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clarify codes of conduct, procedures, language 
and other practice issues. They also promote 
personal connections, which contribute to 
reducing prejudice and stereotypes that exist 
among different professions and between 
professionals and clients.   

According to the ecological model, the 
barriers to deal with abuse are at the personal, 
interpersonal, community and societal level. 
Therefore, interventions for overcoming the 
barriers also need to be implemented at all 
levels. Education and training programmes can 
be developed with partners across society. 
A good relationship with the media and the 
entertainment industries, for example, provide 
good opportunities for mass media awareness 
and educational campaigns that reach abused 
people, abusers, teachers, service and care 
providers and policy-makers.    
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General conclusions

Elder abuse is a violation of human rights 
that affects every aspect of the older 
person’s life. PHC has an important 

role in identifying, managing and preventing 
its occurrence by increasing the level of trust 
with patients, implementing routing screening 
practice and effectively working with other 
services in the community. Beyond the required 
scientific and legal responsibilities, a humanistic 
approach within a human-rights framework to 
health care is needed. 

This review has attempted to place elder 
abuse within the theoretical framework of the 
ecological model, placing the person within 
the contexts in which s/he lives. Research, 
education and practice focused at each level 
of the ecological model, taking into account all 
of its levels, may simplify the task of tackling 
the complex issues. Multiple barriers have 
been identified that have an impact on the 
recognition of elder abuse by PHC workers. 
These barriers exist at all levels of the 
ecological model. 

At the societal level, widespread ageist 
attitudes permeate all aspects of life. This is 
translated into abuse and discrimination against 
older persons in society, including in health 
care settings. Gender aspects of elder abuse 
are obscured by widespread societal sexist 
attitudes. Sexism and ageism together place 
older women as the most vulnerable.  

Older people are not a homogeneous group. 

The study of elder abuse needs to recognise 
the life course experiences of a person, the 
context of family relationships and possible 
life-long experiences of abuse. Situations of 
frailty and dependence of the older person, 
while a contributing factor to abuse, should be 
understood within the overall context of the 
relationship between the abused and the abuser 
along with the characteristics of the abuser.  As 
there are multiple types of abuse, elder abuse 
is not just one single problem but a myriad of 
problems requiring a myriad of responses.

Improving trust and communication are 
central for dealing effectively with abuse and 
parallel processes are observed throughout all 
relationships: between the victim and the abuser, 
between the victim and health care practitioners, 
between different professions both within health 
care and outside, and also between governments 
or policy levels and the public.

Lack of agreement on the language used and 
definitions have been addressed throughout this 
review as stumbling blocks for effective practice. 
It is crucial not to confuse the philosophical 
discourse and the realities of everyday practice; 
while definitions are important in that they 
synthesize the central themes on which 
research and practice should be based, parallel 
action to help current sufferers is imperative. 
Beyond the lack of agreement on how to define 
elder abuse, a critical example is the discussion 
on whether screening or enquiry should be 
applied. The supremacy of the medical model, 
with its implications of objective scientific 

4. Conclusions and implications for action
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meaning, is challenged. Language is not owned 
by any one discipline: it evolves within social and 
historical contexts. 

The narrow interpretation of evidence-based 
medicine, while having incontestable strengths, 
consistently prevents PHC workers from 
adopting a more humanistic care approach. 
This is clearly evident by the virtual absence 
of violence and elder abuse in educational 
curricula of the health care professions. 

The ethical concerns around screening for 
violence are legitimate and should precede 
the clinical arguments. The overall harm of not 
asking about abuse is markedly greater, both 
with regard to the danger of leaving a victim at 
risk and in the development of a relationship 
of trust, than the harm resulting from lack of 
scientific evidence for routine screening.

Conversely, the benefits of opening up a 
communication channel pursuing healing beyond 
the clinical aspects of treating an injury or 
disease are much greater than the benefits of 
scientific rigour. The high association between 
abuse, health problems and mortality, low levels 
of suspicion and low levels of self-reporting, 
together with the evidence gathered of high 
acceptance by patients, makes it ethically 
unacceptable not to screen routinely for elder 
abuse.

However, the lack of recognition of abuse by 
PHC professionals cannot be blamed solely 
on the medical model and lack of education. 
Unconscious processes that health care 
providers experience while confronted with 
abuse, along with multiple institutional and 
organizational barriers, require special attention. 
It is crucial to acknowledge the feelings of 
health care workers and see them as part of 
society, not above it. Interdisciplinary training 
and practice have been recognized as imperative 
to overcome these barriers and to deal 
effectively with elder abuse from a human-rights 
approach. 

Limitations of the current review
This review has some important limitations. 
Since specific literature on the acceptability by 
older persons of screening and on barriers to 
dealing with elder abuse is scarce, this review 
has looked at the literature on domestic 
violence. Therefore, it draws conclusions that 
need to be treated with caution in order to 
avoid falling into the same professional biases 
that were critiqued in this paper. However, 
as PHC settings are confronted with both 
domestic violence and elder abuse, the 
unconscious processes and institutional barriers 
identified in the review can stimulate specific 
research and practice.

This review did not analyse all aspects of elder 
abuse. Rather, it concentrates on the multiple 
barriers related to its recognition. However, 
without understanding the complexities of elder 
abuse itself, the task of identifying it will fail. This 
review does not pretend to have covered all 
available literature and, therefore, generalized 
conclusions could not be made.

Implications for action 

The report on elder abuse by the United 
Kingdom House of Commons health committee 
(15) has created an expectation for action, 
which in fact is taking place, such as the current 
large-scale national prevalence study of elder 
abuse currently taking place, involving several 
disciplines. While practice, research and training 
are closely interrelated, for practical reasons 
they are divided here in separate subsections 
and are listed as points for action.

Policy and practice
Ultimately, the only way to know how to 
improve screening and referrals and to 
overcome the multiple barriers is practice, 
and sound interdisciplinary action has been 
recognized as an imperative for good practice.

Policy change is needed to address ageism •	
and elder abuse.   

Screening is a first step. When elder abuse •	
is suspected, further assessment and 
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appropriate referrals must follow. Referrals 
and ongoing contact with the voluntary 
sector need to be part of the process. 

Formal and clear procedures and mechanisms, •	
regular case reviews, peer staff development 
and regular reflective practice need to be in 
place in order to sustain the implementation 
of a successful screening programme. 

The more disciplines and older persons are •	
involved in the design and refinement of a 
screening tool, the more the tool will be 
accepted by both professionals of different 
disciplines and patients. 

Sensitivity and trust-building are key for •	
good practice. Changes are needed at the 
relationship levels: between practitioners 
and patients; between practitioners, between 
practitioners and health administrators and 
policy-makers. 

Issues of confidentiality, reporting and •	
information-sharing need to be discussed, 
agreed and formalised. 

Interdisciplinary reflective practice and •	
routine supervision need to be implemented 
in order to deal effectively with abuse cases, 
discuss possible suspicions, clarify procedures 
and overcome personal barriers.

Interdisciplinary practice needs to include the •	
media and policy-makers in order to raise 
awareness of the widespread magnitude of 
elder abuse and to publicly condemn it.  

Research 
Both quantitative and qualitative research is •	
needed in order to understand the different 
types of elder abuse and how they interact 
with each other.

A crucial gap in elder-abuse research is the •	
missing voices of older persons themselves 
and specifically regarding acceptability 
for implementation of routine screening. 
Qualitative research at PHC settings with 
both older women and older men using a 
gender-sensitive approach may shed light on 
their views. 

Participatory processes and action research •	

involving older people’s groups should be 
considered to bring forward the research 
agenda.

Population-based studies involving large and •	
representative samples and using standardized 
methodologies are necessary to properly 
estimate the scale of elder abuse and to 
design appropriate policies.

Further research on the effects of menopause •	
on domestic violence should be conducted 
in order to check to what extent the risk 
factors add to a double burden of morbidity 
among older women.

Research to test the effectiveness of using •	
screening tools by the different PHC 
professions is required alongside ongoing 
evaluations on the interactions between 
professionals and with the voluntary sector. 

Observation and identification of crucial •	
points when implementing a screening and 
referral programme, may inform the specific 
type of supervision that is needed.

Training
While basic education on elder abuse needs to 
be included in the formal curricula of the caring 
professions, education needs to move beyond 
the recognition of the signs and symptoms of 
abuse and neglect. Careful consideration to the 
great complexity of ethical issues faced by care 
providers, including their own feelings, while 
facing abuse needs to be given. 

Interdisciplinary and interagency training •	
sessions are crucial for implementing 
screening and referral procedures 
successfully.  

Training needs to incorporate wider •	
societal issues and barriers, such as gender 
dimensions and ageism, as well as an 
opportunity for reflection on personal 
attitudes and on group processes.

Older persons, including survivors of elder •	
abuse and domestic violence, should be 
involved in educational activities.

Home visits and outreach to the community •	
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could be a central element of formal training, 
as personal knowledge of the older person’s 
environment increases patient–practitioner 
trust. 

Outreach and training with other professions •	
other than primary care could be considered. 
For example, training seminars of judges on 
elder abuse has proved very successful in 
the United States. School teachers could be 
a good target group for training to promote 
intergenerational solidarity. 

Creative educational venues that involve •	
innovative partnerships across society such as 
television networks and industry/workplaces, 
need to be explored more.

Concluding remarks
Older persons need to be aware of their rights. 
In this regard, PHC settings and professionals 
can be advocates for older people. PHC 
workers should screen for elder abuse as a 
necessary first step in a chain of interventions. 
But its complex implementation needs to 
be accomplished within an interdisciplinary 
framework, ongoing research, evaluation and 
capacity building.

Beyond any personal agendas and different 
theories that may underline practice, PHC 
workers have chosen a caring profession 
because they care. Health care cannot be seen 
in a bubble or above or outside the rest of 
society. Health care needs to adapt to the needs 
of its patients/clients while forging partnerships 
and taking into consideration the professionals’ 
own feelings and the realities in which they live.
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This paper presents a critical review of the 

literature, discusses what is needed in order to 

advance knowledge by Primary Health Care (PHC) 

workers about elder abuse and makes 

recommendations about detection as a first step 

for the management and prevention of elder abuse.

It takes into consideration the debate among 

health care professionals about screening for 

domestic violence following the lack of 

recommendations by screening committees in the 

United States, Canada and the United Kingdom. 

Controversies regarding definitions of elder abuse 

and screening reveal, among others, the supremacy 

of the medical model and evidence-based 

medicine. This review challenges such supremacy 

and, instead, proposes a humanistic model. 
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