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1. Executive summary 

 

As part of its contribution to the Elder Abuse Prevention Project, the VCCAV has 

conducted a project which identifies the needs of health professionals in relation 

to elder abuse detection and response.  It draws together relevant themes arising 

from the literature, summarises the findings of consultations with health 

professionals and describes potential education strategies.  As the VCCAV has 

recently completed a project developing resources and training for general 

practitioners (GPs) and mental health clinicians in identifying and responding to 

family violence, its expertise in this area has assisted in the development of 

further work targeting the issue of elder abuse.  This connection between family 

violence and abuse of older people by family members means that many of the 

issues faced by health professionals in detecting family violence apply to families 
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where older people are abused.  Shame, fear, and denial often characterise 

victims’ responses to both. 

 

The health sector (specifically general practitioners, nurses and mental health 

professionals) has been identified by research as a potential point for usefully 

targeting elder abuse prevention strategies.  Internationally, research highlights 

that “awareness of the risk factors and clinical manifestations allows primary care 

physicians to provide early detection and intervention for elder abuse and 

neglect.”1  Training and resources for general practitioners, nurses, and mental 

health professionals could provide information and awareness-raising about elder 

abuse, the different types of abuse, possible identifiers, who is at greatest risk, 

and how to respond.2 

 

The VCCAV’s consultations with five GPs (contacted through the Knox, North 

East Valley, and Ballarat Divisions of General Practice) identified that GPs detect 

elder abuse occasionally, especially those that have regular contact with people 

over many years.  They tend to prefer to receive concise information about 

referral details rather than extensive written information.  They also like prompt 

feedback on the results of referrals made to community agencies.  Flow-charts 

and one page summaries of where to get help are likely to be used by GPs, but 

would need to be combined with training to ensure GPs were made aware of the 

issue more broadly. Web-based resources are also useful for the growing number 

of GPs who are computer-literate.  

 

The VCCAV’s consultations with the Aged Persons’ Mental Health Services 

(Peninsular, Caulfield, North West, and St Vincent’s) found that mental health 

staff are often in a position to develop a trusting relationship with their client over 

time and therefore can have suspicions of problems which they can slowly 

explore through sensitive questioning and probing.  Abuse of older people with 

dementia or other mental health issues poses particular challenges for staff who 

often cannot locate an appropriate service for quick assessment.  It was 
                                                 
1 Levine, J. (2003). ‘Elder neglect and abuse: a primer for primary care physicians’ in Geriatrics, Vol.58, 
Issue.10, p.37. 
2 Trevitt, C. & Gallagher, E. (1996). ‘Elder Abuse in Canada and Australia: implications for nurses’ 
International Journal of Nursing Studies. Vol.33, No.6, pp.651-659. 
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suggested that as the families involved were often characterised by years of 

difficult relationships, elder abuse was often part of a complex set of dynamics 

within the family.  

 

Training for Aged Persons Mental Health staff could cover issues such as working 

with people with dementia and negotiating the carer relationships within the 

family, especially when a parent has a lifetime of mental illness and children have 

to care for parents over many years. 

 

The VCCAV also consulted staff from the following agencies: 

 

Royal District Nursing Service (RDNS) 

Silver Circle Home Support Service 

Council on the Aging 

General Practices Division of Victoria 

Pharmacy Guild of Australia, Victoria Branch 

Bendigo Healthcare Group  

Northern Family Violence Prevention Networker 

Victims of Crime Helpline  

Office of the Public Advocate 

Residential Care Rights Inc 

Elder Abuse Prevention Association 

Southern Cross Care (Vic) Geelong 

CASA House 

 

The findings of the consultations suggest that there is a need for professional and 

community education which raises awareness that elder abuse is a common 

problem and that all community members have a role in its prevention.  

Community misunderstandings and lack of knowledge about the abuse of older 

people mean that members of the community, including health professionals, 

cannot accept that it is happening, so wider awareness through training, speakers 

and on-line information is required. 
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Where possible, training programs need to be offered which are tailored to the 

needs of particular professional groups, and build on existing initiatives.  Some 

agencies, such as Silver Circle and RDNS, have their own training programs 

which could incorporate elder abuse.  Training in specialist areas is also currently 

provided by the Office of the Public Advocate, State Trustees, and CASA 

House/Domestic Violence and Incest Resource Centre.  The Elder Abuse 

Prevention Association offers elder abuse workshops tailored to agency needs. 

Other new programs for health professionals, such as GPs, mental health staff 

and pharmacists, could also be developed to ensure that specialist health 

professionals receive expert information. 

 

2. Introduction  

The Victorian Community Council Against Violence (VCCAV) is pleased to 

present this report on the needs of health professionals in identifying and 

responding to elder abuse, as part of its involvement in the Elder Abuse 

Prevention Project managed by the Office of Senior Victorians (OSV) in the 

Department of Victorian Communities.  This report has been developed to assist 

the Minister for Aged Care and the Minister responsible for Senior Victorians in 

his deliberations about the response of the Victorian Government to elder abuse. 

 

The OSV project aims to develop a new guide for health services and community 

agencies dealing with elder abuse, and to develop an education and community 

awareness strategy for the prevention of all categories of elder abuse.  It is 

guided by an Elder Abuse Prevention Advisory Group, of which the VCCAV is a 

member.  The OSV will draw on a number of sources for its project, including 

submissions to the ‘Elder Abuse Prevention: Consultation Paper’ which was 

produced in August 2005 and widely distributed.  A series of regional 

consultations and issue-specific round-tables will also provide valuable feedback 

to the OSV in the formulation of its proposed directions. 

 

This report will focus on the results of the VCCAV’s project on identifying the 

needs of health professionals, drawing together relevant themes arising from the 
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literature, and then proceeding to discuss the detailed findings of the 

consultations and the recommended education strategies.  The VCCAV has 

recently completed a project developing resources and training for GPs and 

mental health clinicians in identifying and responding to family violence.  This 

work has given the VCCAV expertise relating to health professionals which can 

assist in further work targeting the issue of elder abuse.  The health sector 

(including general practitioners, nurses and mental health professionals) has 

been identified as one location where such prevention strategies3 may be most 

usefully targeted.  This paper represents a summary review of best practice 

literature in the prevention of elder abuse with respect to strategies delivered 

through the health sector.  It also identifies current issues faced by health 

professionals in responding to elder abuse and the potential content of 

information resources and training. 

 

3. Background 

Policy framework 

 
The Victorian Government Health and Community Services (now known as the 

Department of Human Services [DHS]) produced in 1995 a guide for health and 

community agencies dealing with elder abuse, ‘With Respect to Age’.  This 

document is currently subject to a review by DHS in coordination with the OSV.  

Consultations with a range of health providers within the aged sector are currently 

underway to assess what adjustments need to be made to this document to meet 

current needs. 

 

The issue of elder abuse also has links to the following Victorian Government 

policy initiatives: 

 

·  A Fairer Victoria – The Victorian Social Policy Action Plan 

·  Positive Ageing 

                                                 
3 While it is not within the scope of this paper to provide a review of the broader context of prevention, it 
should be noted that the prevention strategies being considered operate largely at the secondary and tertiary 
levels of intervention.  That is, they target situations where there is a particular risk of abuse occurring, or 
where the abuse is indeed already occurring, and seek to detect and intervene to prevent its recurrence.   
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·  Confident Living Program 

·  Women’s Safety Strategy 

·  Healthy Living and Active Victoria. 

Defining ‘Elder Abuse’ 

 

Elder abuse is a social issue which has been of growing concern to the 

community, and is increasingly the topic of social policy and prevention 

strategies.  Australian research estimates that up to five per cent of older people 

have suffered elder abuse.4 With the proportion of the Australian population aged 

65 years and over on the increase, elder abuse is an issue of rising importance.   

 

Elder abuse is commonly defined as; 

"Any act occurring within a relationship where there is an implication of trust, 

which results in harm to an older person. Abuse can include physical, sexual, 

financial, psychological and social abuse and/or neglect"5 

 

The situations or relationships in which the abuse occurs can include where a 

dependent older person abuses their carer (often a family member or someone 

else close to them); where adult sons/daughters abuse parents whom they live 

with, and/or care for; and where the abuse is the continuation of long-term family 

violence.6   

 

Elder abuse can vary across a range of abusive behaviours such as:7 

�  Physical Abuse,  including the deliberate use of physical force to inflict 

harm such as assault and sexual assault. 

�  Psychological/Emotional Abuse, including behaviours and actions which 

cause a fear of violence, intimidation, deprivation, isolation, feelings of 

                                                 
4 Office of the Public Advocate. (2003). Elder Abuse: The Hidden Problem. Submission to the Minister for 
Aged Care. 8th September 2003.  Office of the Public Advocate (Victoria): Melbourne.  
5 Elder Abuse Prevention Unit. (2005). Elder Abuse: Definition.  www.eapu.com.au [retrieved 8/06/2005].  
This definition has been endorsed through the Healthy Ageing Taskforce (HATF) on 8 December 2000, by 
all Australian states and territories.  A similar definition is prevalent through the international literature as 
well.   
6 Department of Health and Ageing. (2000). The National Strategy for an Ageing Australia,’ Attitude, 
Lifestyle & Community Support’ Discussion Paper. Commonwealth of Australia: Canberra. p.51. 
7 These definitions are drawn from, Pinkerton James, M. (1993). ‘Elder Abuse’ in Crime Prevention for 
Older Australians Crime Prevention Series.  Australian Institute of Criminology: Canberra. pp.45-61.   
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shame, indignity and/or powerlessness.  This may include threats, sexual 

harassment, insults and other verbal assaults. 

�  Financial Abuse,  including the illegal or improper use of the elder 

person’s money, property or other assets.  This may include the 

misappropriation of money, property or other valuables, forced changes to 

a will, and/or denial of the right to and control over personal finances.  

�  Neglect, including the deprivation of basic necessities such as food, 

liquids and/or medication.   

Why does Elder Abuse occur and who does it affect? 

 

Many theories seeking to explain why elder abuse occurs situate it within the 

existing literature on family violence, or alternately as an issue of the coping skills 

or pathology of individual carers.8  Australian research has further suggested that 

community attitudes towards the ageing population; a lack of community 

education about elder abuse; and the scarcity of support, education and training 

for carers (who are often relatives), are all likely contributors.9  Many studies have 

warned against placing a narrow person-centred framework around elder abuse 

and cautioned that the whole community and government need to accept 

responsiblity for allowing elder abuse to be unchallenged.10 

 

‘Older’ people are variously defined throughout the literature as those aged 50, 60 

and/or 65 years and over.  While international evidence estimates that elder 

abuse affects up to five per cent of the population aged over 65 years, there are 

varying definitions used in these calculations, and some forms of violence, such 

as sexual abuse, were excluded from several studies which produced this 

estimate.11  Sexual assault would perhaps be the least likely form of violence to 

be disclosed.  In 1998 CASA House conducted a phone-in regarding sexual 

assault and more than one quarter of the callers were women aged over fifty.  For 

                                                 
8 Prevention of elder abuse taskforce. (2001). The Strategic Plan for the Prevention of Elder Abuse in 
Queensland. Department of Families: Brisbane.  
9 Dunn, P. (1995). ‘Elder Abuse’ as an Innovation to Australia: A critical overview. In Kosberg, J. & 
Gacrcia, J. Elder Abuse: International and Cross-Cultural Perspectives. Haworth Press:  
10 Treviit, Corrine and Gallaggher, Elaine, ‘Elder Abuse in Canada and Australia: Implications for Nurses’, 
in International Journal of Nursing Studies, , Vol 33, No 6, pp. 651-659, 1996. 
11 Treviit, Corrine and Gallaggher, Elaine, ‘Elder Abuse in Canada and Australia: Implications for Nurses’, 
in International Journal of Nursing Studies, , Vol 33, No 6, pp. 651-659, 1996. 
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many, the phone-in offered them the first opportunity to talk about sexual assault 

and they chose to make the call because it they could do so anonymously.12   

There is also evidence to suggest that only one in five cases are recognised and 

reported, which suggests that these figures are likely to be underestimates.13  

Given the hidden nature of related forms of interpersonal abuse such as family 

violence, and the relative power imbalances between carers and those needing 

care, it is likely that many instances of elder abuse are not recognised as abuse 

by the families concerned.   

 

The available information suggests that certain groups are more likely to be 

affected than others.  According to prevalence estimates, older women are more 

likely to be abused than older men, even when accounting for the larger 

proportion of women in the older population.  For example, a survey in Western 

Australia of organisations and GPs that may come across elder abuse found that 

75% of known or suspected cases were women.14  A large elder abuse incidence 

study undertaken in the USA, based on extrapolations from reports of abuse, 

found that women were over represented in all types of elder abuse except 

abandonment.  It suggested that increased age (especially 80 and over) and 

female gender have been found to be strongly associated with increased risk of 

abuse.15  The Women’s Health Australia study (formerly known as the Australian 

Longitudinal Study on Women’s Health) found that there was a higher level of 

vulnerability to abuse amongst older women who were from cultural and 

linguistically diverse backgrounds, women who were separated or in de facto 

relationships, and among those who have ever been in a violent relationship, and 

among those who visit health specialists.16   

 

                                                 
12 Duncan, Jill, ‘Working With Older Women: Resources and Standards for Responding to Current or Past 
Violence’, CASA House, p. 4. 
13 Brandl, Bonnie and Horan, Deborah L; ‘Domestic Violence Later in Life: an Overview for Healthcare 
Professionals’, in Women and Health, February –March 2002, p. 41. 
14 Boldy, D., Horner, B., Courchley, K., Davey, M. & Boylen, S. (2005). ‘Addressing Elder Abuse: Western 
Australian Case Study’ in Australian Journal on Ageing, Vol.24, No.1, pp.3-8. 
15 National Center on Elder Abuse, National Elder Abuse Incidence Study, Final report , American Public 
Human Services Association, 1998. 
16 Margot Schofield and Gita Mishra, ‘Three Year Health Outcomes Among Older Women at Risk of Elder 
Abuse’, Quality of Life Research, 13, 1043-1052, 2004. 
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Research conducted in 1997 for the NSW Ageing and Disability Department 

argued that gender needed to be taken into account in studies of abuse of older 

people, as this dimension was often not addressed adequately in research.17  

The VCCAV acknowledges that intimate partner violence against women, which 

has been estimated to affect one quarter of the female population at some point 

over their lives, can continue to affect older women.  Of a sample of Melbourne 

women aged between 51 and 62 years of age, 28.5% had experienced some 

form of physical or emotional violence over their lifetime.18  A continuity of 

violence means that the term elder abuse may artificially distinguish violence 

affecting older people from violence which has occurred throughout adult life.   

 

Because the experience of violence later in life may not be isolated but actually 

part of a pattern of abuse which women have endured at different stages of life, 

there may be an entrenched sense of powerlessness which makes abuse in later 

life difficult to name or challenge.  This includes past experiences of sexual 

assault, or violence within relationships, which may escalate or return as women 

get older.  Therefore it is important that elder abuse and family violence are seen 

as intertwined rather than separate, and that the response to violence from health 

professionals recognises that violent family relationships may have a long and 

complex history.  

 

Unlike other forms of violence perpetrated predominantly against women, women 

also represent around half of the perpetrators of elder abuse with adult children in 

addition to intimate/spousal partners together forming the largest proportion of 

abusers.19  This may be reflective of the reality that women often bear the 

responsibility of primary carer for an older family member.  The few published 

Australian studies indicate a similar pattern, with the Western Australian study 

indicating abusers are primarily daughters (21%) and sons (21%), a spouse or de 

                                                 
17 Jane Mears, ‘Triple Jeopardy: Gender and Abuse of Older People’, Discussion Paper 5, NSW Advisory 
Committee on Abuse of Older People. 
18 ‘The Physical, Sexual and Emotional Violence History of Middle-Aged Women: A Community-Based 
Prevalence Study”, Lorraine Mazza, Lorraine Dennerstein, Corrine V Garamszegi and Emma C Dudley, 
Medical Journal of Australia 2001, pp. 199-201. 
19 National Center on Elder Abuse. (2000). A Response to the Abuse of Vulnerable Adults: The 2000 
Survey of State Adult Protective Services. The National Center on Elder Abuse: Washington.  
http://www.elderabusecenter.org/pdf/research/apsreport030703.pdf [retrieved 08/06/2005] .   
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facto (18%), or another relative (22%).20  In the UK, a study of a population who 

received regular respite care from an aged care service found that 45% of carers 

admitted to abusing their relative.21  Other dimensions/situations of elder abuse 

reflected in the literature include institutional abuse, self-neglect, and in some 

studies inadequate medical care and/or pain management by health 

professionals.  

 

4. Strategies for the Prevention of Elder Abuse thr ough the Health 
Sector 

 

Whether through the administration of a formal screening tool, or through a less 

formal process, detection and an appropriate response to elder abuse identified 

by health professionals needs to be supported by training and/or education.  

Internationally, research highlights that “awareness of the risk factors and clinical 

manifestations allows primary care physicians to provide early detection and 

intervention for elder abuse and neglect.”22  Training and resources for general 

practitioners, nurses, and mental health professionals could provide information 

and awareness-raising about elder abuse, the different types of abuse, possible 

identifiers, who is at greatest risk, and how to respond.23 

 

Recent research conducted in Western Australia indicates that general 

practitioners rate the ‘education of professionals in recognising elder abuse’ to be 

one of the most important strategies for prevention and intervention.24  The 

Australian Society for Geriatric Medicine, in their position statement on Elder 

Abuse, further highlights the need for all health professionals dealing with older 

                                                 
20 Boldy, D., Horner, B., Courchley, K., Davey, M. & Boylen, S. (2005). ‘Addressing Elder Abuse: Western 
Australian Case Study’ in Australian Journal on Ageing, Vol.24, No.1, pp.3-8.  
21 Homer, A and Gilleard, C, ‘Abuse of elderly people by their carers’, in British Medical Journal, 301, 
1359-1362. 
22 Levine, J. (2003). ‘Elder neglect and abuse: a primer for primary care physicians’ in Geriatrics, Vol.58, 
Issue.10, p.37. 
23 Trevitt, C. & Gallagher, E. (1996). ‘Elder Abuse in Canada and Australia: implications for nurses’ in  
International Journal of Nursing Studies. Vol.33, No.6, pp.651-659. 
24 Boldy, D., Horner, B., Courchley, K., Davey, M. & Boylen, S. (2005). ‘Addressing Elder Abuse: Western 
Australian Case Study’ in Australian Journal on Ageing, Vol.24, No.1, p.5. 
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people to receive “appropriate education and training programs to enable them to 

identify cases of elder abuse”.25  

 

Much of the literature around elder abuse suggests that nurses and general 

practitioners (GPs) are increasingly likely to see patients whose poor health 

status or injuries are associated with an abusive relationship or carer situation.26  

A recent article in Australian Family Physician highlighted that general 

practitioners are “ideally placed to identify elder abuse” as they often have a 

longstanding relationship with their patients and the vast majority of older patients 

visit their GP at least once a year.27  A research project conducted by the Office 

of the Status of Women, which conducted interviews with 162 older people, 

identified doctors as the main professional group that women or men would 

access in relation to violence.28   

 

Other Australian and international research has indicated a connection between 

elder abuse and dementia or other mental health issues, suggesting that mental 

health professionals may similarly come into contact with patients experiencing 

abuse.29   Australian and international research also indicates a connection 

between elder abuse and dementia or other mental health issues.  Mental health 

issues can be a consequence of being abused, with VicHealth estimating that 

60% of the burden of disease following family violence relate to mental health 

problems such as depression and anxiety.30  There is also a potential link 

between serious mental illness such as schizophrenia and major depression, and 

stress on families and relatives who are carers, with one study in Melbourne 

                                                 
25 Australian Society for Geriatric Medicine. (2003). Position Statement No. 1. Elder Abuse, Revised 2003. 
http://www.asgm.org.au/posstate.htm [retrieved 09/06/2005] 
26 Brandl, B. & Horan, D. (2002). ‘Domestic Violence in Later Life: an overview for health care providers’ 
in Women & Health, Feb-March, 2002, p.41-55; Trevitt, C. & Gallagher, E. (1996). ‘Elder Abuse in Canada 
and Australia: implications for nurses’ in  International Journal of Nursing Studies. Vol.33, No.6, pp.651-
659; Levine, J. (2003). ‘Elder neglect and abuse: a primer for primary care physicians’ in Geriatrics, Vol.58, 
Issue.10, p.37. 
27 Kurrle, S. (2004). ‘Elder Abuse’ in Australian Family Physician, Vol.33, No.10, October 2004. 
28 Partnerships Against Domestic Violence 2000, Two Lives –Two World: Older People and Domestic 
Violence, Volume 1, cited in CASA House, Working with Older Women, 2002, p. 21, Section 6. 
29 Penhale, B. & Kingston, P. (1997). ‘Elder abuse, mental health and later life: steps towards an 
understanding’ in Aging & Mental Health, Vol 1, Issue 4, pp.296-304. 
30 VicHealth, The Health Costs of Violence: Measuring the Burden of Disease Caused by Intimate Partner 
Violence, 2004. 
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identifying that 32% of relatives of patients admitted to hospital with a serious 

mental illness had been physically abused by the patient.31   

 

Age-related mental health issues, such as dementia, have the capacity to both 

increase the risk of becoming an abuser and also to increase the vulnerability of 

people to abuse.32  The relationship between mental health issues and elder 

abuse is therefore complex, with some research indicating that dementia is an 

important factor in the development of abusive situations.33  However, the risk is 

further compounded when other factors such as substance abuse or psychiatric 

illness on the part of the carer are present.  The presence of dementia alone 

therefore does not always result in a higher risk factor of abuse for the person 

with dementia, but it can complicate the relationships between all family members 

and create a potential for violent or abusive behaviours.   

 

Thus the VCCAV has decided to target GPs, mental health clinicians and nurses 

as being in a potentially unique situation to identify and respond to elder abuse.  

However in order to identify and respond appropriately to suspected situations of 

elder abuse and mistreatment, health professionals must be supported with 

suitable information and resources.  International research suggests that the 

strongest predictor for the number of cases of elder abuse identified and reported 

was whether a physician had directly questioned an elderly patient about their 

mistreatment.  In the US State of Ohio, the responses of 392 physicians to a 

survey about the incidence of elder abuse found that 63% would never or almost 

never ask their elderly patients about mistreatment.34  This same survey found 

that a strong predictor for the number of cases seen and reported was the 

physician asking the patient directly about abuse.35  As research has indicated, 

patients are also more likely to respond positively to sensitive questions from a 

                                                 
31 Vaddadi, KS; Soosai, E; Gilleard, CJ; and Adlard, S.; Mental Illness, Physical Abuse and Burden of Care 
on Relatives: A Study of Acute Psychiatric Admission Patients’, Acta Psychiatrica Scandinavica, 95,pp 
313-317, 1997. 
32 Penhale, B. & Kingston, P. (1997). ‘Elder abuse, mental health and later life: steps towards an 
understanding’ in Aging & Mental Health, Vol 1, Issue 4, pp.296-304.  
33 Penhale, B. & Kingston, P. (1997). ‘Elder abuse, mental health and later life: steps towards an 
understanding’ in Aging & Mental Health, Vol 1, Issue 4, p.300.  
34 AAFP 2004 Annual Scientific Assembly, Vol. 24, No. 7, p. 482. 
35 Oswald, Rebecca; Jogerst, Gerald J; Daly, Jeanette M.; and Bentler, Suzanne E, ‘Iowa Family Physician’ 
Reporting of Elder Abuse’, in Journal of Elder Abuse and Neglect, Fall 2004, v. 16, issue 2, p. 74. 
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health professional, as has been shown with family violence, but many health 

professionals are reluctant to ask due to a range of constraints, including time 

pressures, lack of training or fear of upsetting the patient.36  Health professionals 

may therefore benefit from information and/or resources which assist in both the 

identification of warning signs of abuse, as well as how to ask a patient about the 

abuse sensitively and provide appropriate referral and follow-up.   

 

Administration of formal screening tools to clients  by health professionals 

  

The use of formal screening tools to identify patients who may be experiencing 

intimate partner violence has gained momentum internationally, though the 

effectiveness of many of these tools is still under debate.  Routine screening tools 

can include those questionnaires or surveys that are administered in an interview-

style by a health professional, or one that is given to the client to complete.  With 

regards to elder abuse, the number of questions or items in these screening tools 

can vary from as few as 12 interview-style questions, through to as many as 44 

items including those indicating specific symptoms, signs, and general complaints 

of older patients.37  These surveys are often advocated to be used universally 

with all patients, with the results being calculated into a ‘risk of abuse’ score that 

health professionals can use to provide follow-up support and referral. 

 

The Women’s Health Australia study investigated the effectiveness of one 

screening tool, the ‘Vulnerability to Abuse’ Screening Scale (VASS) in the 

Australian context.38  The ability of an initial VASS score (first measure) to predict 

a significant decline in the physical and mental health of a sample of older women 

(aged 73-78 years) was tested three years later (second measure).39  The study 

concluded that a connection between the VASS score and declining physical and 

mental health in older women was only partially supported.   It was suggested 

                                                 
36 British Medical Journal, Preventing domestic violence: most women welcome inquiries, but doctors and 
nurses rarely ask about it’, Vol 324, 2 February 2002, p. 253. 
37 Meeks-Sjostrom, D. (2004). ‘A Comparison of Three Measures of Elder Abuse’ in Journal of Nursing 
Scholarhship, Third Quarter, 2004, p.247-250.  
38 Refer to Appendix 2 for items on the VASS 
39 Schofield, M. & Mishra, G. (2004). ‘Three year health outcomes among older women at risk of elder 
abuse: Women’s Health Australia’ in Quality of Life Research, 13, p.1043-1052. 
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further research was needed to investigate both the relationship between abuse 

and older women’s health, as well as the predictive validity of the scale.   

 

Similarly, many studies from the United States (US) that review various screening 

tools, conclude that there is much research to be done before consensus will be 

reached on a valid and appropriate screening tool.40  Yet while such studies often 

continue to advocate for the development and administration of routine screening 

tools and even for mandatory reporting by medical professionals,41 other 

researchers are hesitant to employ these routine policies.  There is some concern 

that systematically implementing routine screening across the range of health 

settings, without first ensuring safety and confidentiality, could actually place 

those experiencing abuse at more risk of harm.42  As yet, there appears to be no 

published research which unequivocally supports any particular screening tool 

developed, nor are there any studies that follow-up on the actual outcomes for 

individuals identified by such screening tools, to ensure that a positive result is in 

fact achieved.43 

Other detection and referral by health professional s 

 

The detection of elder abuse by health professionals can involve a range of 

methods of inquiry. Documenting signs, assessing needs, asking a few sensitive 

questions and providing appropriate referral,44 are all responses which a health 

professional might undertake to respond to suspected elder abuse.  There is a 

positive association between detection and reporting of cases, where doctors 

directly asked the patient about mistreatment, and where the office had an agreed 

                                                 
40 Fulmer, T., Guadagno, L., Bitondo Dyer, C. & Therese Connolly, M. (2004). ‘Progress in Elder Abuse 
Screening and Assessment Instruments’ in Journal of the American Geriatrics Society, 52, p.297-304; 
Meeks-Sjostrom, D. (2004). ‘A Comparison of Three Measures of Elder Abuse’ in Journal of Nursing 
Scholarhship, Third Quarter, 2004, p.247-250.  
41 Brandl, B. & Horan, D. (2002). ‘Domestic Violence in Later Life: an overview for health care providers’ 
in Women & Health, Feb-March, 2002, p.41-55;  
42 Taft, A. (2002). ‘Violence against women in pregnancy and after childbirth: Current knowledge and 
issues in health care responses’, Issues Paper 6.  Australian Domestic & Family Violence Clearinghouse: 
Sydney.  
43 Lachs, M. & Pillemer, K. (2004). ‘Elder Abuse’ in Lancet, Vol. 364, p.1263-1272.  
44 Trevitt, C. & Gallagher, E. (1996). ‘Elder Abuse in Canada and Australia: implications for nurses’ in  
International Journal of Nursing Studies. Vol.33, No.6, pp.651-659. 
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protocol or policy for dealing with and reporting suspected elder abuse.45 ‘With 

Respect to Age’ also notes the importance of recording the details of a complaint 

of maltreatment.46  Clear recording of any complaints or suspicious injuries could 

later prove important in validating older persons’ claims should the matter go 

before the courts.  Some researchers call for standardised 

policies/procedures/guidelines for detection/referral by health professionals.47  

 

Medical professionals may also be in the position of dealing with clients who are 

caring for an elderly relative and may be at risk of, or are in fact, abusing that 

person.  Interactions with these clients may provide early warning signs that they 

are struggling to cope with carer responsibilities, and provide an opportunity for 

early intervention such as providing information about carer respite programs or 

other resources available.48   

 

 

World Health Organisation Elder Abuse Suspicion Ind ex  

 

The World Health Organisation is currently trialling an Elder Abuse Suspicion 

Index (EASI) which consists of 6-10 direct questions asked in normal medical or 

social history that can be used by doctors in order to establish whether further 

referral to social workers or other community agencies is justified.  It is anticipated 

that it will take two minutes on average and will encourage awareness of elder 

abuse, while not being a formal screening tool.  The EASI has been developed by 

Ageing and Life Course Unit of WHO and the Center for Interdisciplinary 

Gerontology at the University of Geneva, with the research team based in 

Montreal.  Victoria is one of nine sites where the EASI will be developed and 

piloted, and focus groups have been conducted with older people, social workers 

                                                 
45 Oswald, R., Jogerst, G., Daly, J. & Bentler, S. (2004). ‘Iowa family physician’s reporting of elder abuse’ 
in Journal of Elder Abuse & Neglect, Vol. 16, Issue. 2, pp.75-89.  
46 this document primarily deals with the responsibility of services in relation to residential and aged care. 
47 James, M. (1994). ‘Abuse and Neglect of Older People’ in Family Matters, No.37, pp.94-97; Australian 
Society for Geriatric Medicine. (2003). Position Statement No. 1. Elder Abuse, Revised 2003. 
http://www.asgm.org.au/posstate.htm [retrieved 09/06/2005].  
48 Trevitt, C. & Gallagher, E. (1996). ‘Elder Abuse in Canada and Australia: implications for nurses’ in  
International Journal of Nursing Studies. Vol.33, No.6, pp. 651-659.  
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and doctors to fine-tune the instrument.  Piloting will take place for six months in 

2006.   

5. Findings from the VCCAV’s consultations with hea lth 
professionals 

As part of its contribution to the OSV project, the VCCAV conducted consultations 

from June to September 2005 with a range of health professionals and service 

providers to discuss two key issues: 

 

·  What is their current response to elder abuse? 

·  What types of resources and training would be most useful to improve their 

response? 

 

The VCCAV provided participants with a copy of the resource ‘Identifying and 

Responding to Family Violence: A Guide for GPs (or Mental Health Clinicians)’ 

and also a sample of what could be included in a similar elder abuse resource, in 

advance of the meeting.  GPs were contacted through Divisions of General 

Practice, and Aged Persons Mental Health Services were also approached 

through a general email to all services.   

 

As all consultation participants volunteered to be involved, it is likely that they 

already had an interest in this area and may have a deeper understanding of the 

issue, and therefore their views cannot necessarily be seen as representative of 

their profession.  However, the following points were made in consultations which 

provide useful indicators of how these professional groups respond to elder 

abuse. 

 

General practitioners 

 

The VCCAV consulted with GPs from three Divisions of General Practice: North 

East Valley, Knox and Ballarat.  Because of the concurrent work that Office of 

Senior Victorians were undertaking as part of their involvement in the World 

Health Organisation project, which involved consultations with GPs, it is 

anticipated that further input from GPs would be forthcoming.  However, we 
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consulted four GPs who provided the following information about their role in 

working with older people who experienced abuse: 

·  The demographics of General Practice are changing, with a growth in part-

time GPs and more moving between locations, which affects continuity of 

care.   This has an impact on building relationships with patients, 

especially older people who like to see the same GP. 

·  Family GPs who stay in the same practice tend to see a large number of 

older people, and often detect abuse.  As they may have known the patient 

for many years, they notice changes over time and can probe when there 

are concerns about safety. 

·  There is a general lack of respect for older people which can manifest in a 

range of subtle abuses, such as not listening to what older people want.  

GPs have to work with this form of abuse regularly.  As older people can 

be bruised and frail due to ill health, there is also a low level of suspicion of 

physical abuse. 

·  Neglect is also common, but it can be difficult to identify whether it is 

deliberate or due to changes in family circumstances, such as when one 

group of family members cease visiting the patient. 

·  Dementia and cognitive impairment cannot always be easy to identify, so 

that it is hard to judge the competence of the older person to make 

decisions.  

·  GPs need to allow time to discuss the multiple needs of their older patients 

and this is difficult as time may be constrained.  A follow-up appointment 

can be offered, but sometimes this breaks the flow of the consultation and 

it is preferable to keep talking despite the numbers of patients waiting. 

·  It is not necessary to have a specific GP resource.  They will use it as long 

as the information is relevant to them. 

·  GPs receive a high number of materials in the post, most of which they do 

not read.  They often prefer one page flow charts and to have the option of 

looking at a more detailed resource, and both hardcopy and website 

formats welcome. 
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·  It would be best to distribute this resource as part of a training program, 

and to offer training which is appealing to GPs, such as mental health or 

dementia. 

·  The details of local services are the most valuable part of the resource.  

GPs tend to refer to the same services which they trust will then take the 

next step to refer to other services as required.  They need to be assured 

that action they take gets results and that there will be feedback from the 

service back to the GP on the outcome of the action.   

 

Aged Person’s Mental Health Services 

 

The VCCAV consulted with Aged Persons Mental Health Services in four regions: 

North West Aged Persons Mental Health, Peninsula Health, Caulfield General 

Medical Centre and St Vincent’s Health.  Aged Persons Mental Health Services 

are primarily for people with a long-standing mental illness who are now aged 65 

years of age, or who have developed functional illnesses such as depression and 

psychoses later in life.  They also provide services for people with psychiatric or 

severe behavioural difficulties associated with organic disorders such as 

dementia. 

 

Two of the four consultations also involved representatives from the Aged Care 

Assessment Service (ACAS), which is a join Commonwealth and State funded 

program which aims to ensure that frail older people gain access to the services 

they need.  They provide a short-term assessment service for older people who 

are becoming or have become frail and wish to remain at home or are thinking 

about moving into a hostel or nursing home.  The professional groups 

represented included general and psychiatric nurses, occupational therapists, and 

social workers.  

 

The Aged Persons Mental Health Services described the importance of the trust 

relationship in allowing older people to disclose abuse. 
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·  It is very rare that an older person wants to take the allegations further, 

such as make a report to police, but it is important that the older person is 

validated, and that what they say is respected.  The skills of the worker are 

crucial in observing the entire situation and probing when responses to 

questions appear evasive or to be covering up a problem at home. 

·  However, it may be very difficult for the client to accept that what is 

happening is violence.  Emotional violence is especially difficult to act on, 

as for many victims they have come to consider this is normal and the 

disruption of intervention may outweigh the benefits to the client.  Clients 

may choose to stay in unsafe situation as this is their familiar home.  

·  The available interventions are limited and a lead agency could assist in 

setting guidelines, as currently there is a great deal of blurring about which 

agency is responsible. 

·  When the person is a risk to themselves, they can use Mental Health Act 

to trigger involuntary admission, but prefer not to hospitalise for non-

medical issues. 

·  There is a need to differentiate between low-risk and high-risk situations.  

They will take the case to Victorian Civil and Administrative Tribunal 

(VCAT) for urgent situations.  In low risk situations, their role depends on 

the volition of the older person. 

·  There is a lack of temporary accommodation such as refuges suitable for 

older women who may find the current refuges inappropriate due to the 

young children and different life stage of the other women present. 

·  APMHS often have very little contact with the domestic violence services, 

but will use sexual assault services from time to time for counselling. 

·  Resources and training would be very useful.  There is a low level of 

understanding about family violence amongst aged persons mental health 

services and a broader conceptual framework would give staff a language 

and comfort in pursuing this issue. 

 

Nurses and Allied Health 
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The VCCAV consulted with the Royal District Nursing Service (RDNS) and Silver 

Circle Home Support Services, who deliver home-based care and support.  

Professionals involved in these services included social workers, nurses, welfare 

workers and teachers. RDNS reported that: 

 

·  Self-neglect was by the far the highest incidence of abuse. 

·  Social isolation is a very big problem for older people, and the community 

has no idea how widespread abuse is. 

·  The lack of a clear pathway for services mean that there is often no end 

point for dealing with abuse and the process can be ad hoc.  If there is a 

clear legal process, this makes it easier to know what to do.  Most cases 

are disheartening as people fall between the cracks of the services. 

·  There is a need for a 7 day a week, 24 hour support service as back up as 

often the case-manager is left to shoulder the responsibility for care.  

There is also a need for an over-arching body to co-ordinate work around 

this issue. 

·  Staff tend to involve police as a last resort, and usually only if physical 

abuse is present. 

·  Training is very important, so if a resource is produced there would need to 

be a session with case scenarios which allow staff to talk about own 

experience. 

·  Family violence network tends not to cover abuse of older people so 

RDNS no longer involved. 

·  Domestic violence services are not appropriate when a person is not 

competent to make their own decisions. 

 

Silver Circle, a private company that delivers home care services, reported 

that the relationship between the support workers (who have very clear 

parameters to their role) and the service purchaser (such as Veterans Affairs 

or a local Council) make it difficult to follow up on action following reports 

made to purchasers or service co-ordinators. The purchaser may inform family 

of the concern but there is little follow up with Silver Circle. 
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·  As a brokered service, Silver Circle has a clear brief which they cannot 

depart from. 

·  There is a concern that families do not seek assessment or medical 

assistance when required as they believe that this will lead to the older 

person being forced to move into care.  This option, especially for some 

cultural groups, is something to be avoided, even to the point of denying 

the older person the level of care they need. 

 

The VCCAV also consulted with the Victims of Crime Helpline, which is a 

statewide service operated by the Victims Support Agency, that provides the 

caller with information or referral.  According to the Helpline staff, they receive 

very few calls from older people, and those they do receive tend to be related to 

incidents involving strangers or neighbours.  Harassment and stalking are 

common sources of complaint from older people, and whilst these cannot be 

verified, Helpline staff take these complaints seriously and offer appropriate 

support, referral and counselling as required. 

 

The final group of professionals consulted were pharmacists, who see a large 

number of older people.  The Pharmacy Guild of Australia, Victoria Branch, 

indicated that training and support for pharmacists to improve their response to 

elder abuse would be welcome. 

 

In summary, the consultations indicated that this sample of health professionals 

were experienced in detecting elder abuse, and were aware that they had a role 

in assisting the family as far as their professional duty of care extended.  There 

was a request for assistance in the form of guidelines, protocols and additional 

support from the community to ensure that the service system was more 

accountable.  Each element of the health system consulted were concerned 

about elder abuse being ignored and welcomed the idea of more training and 

information to raise the profile of the issue. 

 

6. Critical stages in the response of health profes sionals 
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Given the complex nature of elder abuse, there are several critical stages in the 

response of health professionals which pose challenges for health professionals 

where additional resources and training would be useful.  The following section 

outlines these steps, according to the experiences described in consultations, and 

suggests what skills may be required at each step, taking examples of questions 

that could be used from the proposed new resource ‘Identifying and Responding 

to Elder Abuse: A Guide for Health Professionals’, based on the VCCAV’s 

‘Identifying and Responding to Family Violence’. 

 

·  Early stages of suspicion – the health professional may discuss informally with 

colleagues, but does not discuss with client as lack evidence. 

 

At this early stage, health professionals need an agreed set of indicators of abuse 

so they can approach the issue with confidence.  Health professionals consulted 

appeared to be familiar with situations of abuse, with all being able to recall 

situations where abuse was taking place.  However, they also considered that 

financial abuse was the most likely to come to their attention, whereas physical or 

sexual abuse was more rare.  The co-existence of different types of abuse, 

however, may not always be apparent to health professionals, who may focus on 

resolving the presenting issue.  As with family violence, it is important that health 

professionals are given information about the potential of more than one type of 

abuse occurring. 

 

It was agreed that training in skills in knowing how to discuss abuse in a general 

manner would be useful, and that this needed to be presented in the context of 

the overall stress placed on families.  GPs were more likely to attend a 2-3 hour 

session on dementia rather than elder abuse, whereas mental health services 

and allied health were prepared to explore the issue more in-depth.  There was 

also some resistance to the term ‘elder abuse’ amongst all professionals groups, 

so training sessions need to be developed which incorporate relevant concepts 

for the type of work they perform. 

 

CASA House was particularly concerned that the term ‘elder abuse’ disguised the 

prolonged nature of family violence and the on-going effect of life-long violence 
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for older women.  They reported that the aged care sector was reluctant to refer 

to sexual assault counselling services for advice, and this created a gulf between 

the two service systems.  CASA House does deliver training to health 

professionals in working with older women which attempted to raise the profile of 

this issue within the aged sector. This training could be expanded more widely. 

 

In terms of the resource, it was suggested by health professionals that it may 

have too strong a focus on physical violence and that it broaden its focus to 

include more broad issues like psychological as well as common forms of 

financial abuse.  It could suggest questions like ‘sometimes families can have 

problems in coping, and you have a right to all the support you need’.  It was 

suggested that the resource address the issue of older people’s reluctance to 

complain.  The resource should encourage the health professional to 

communicate very clearly to the older person that they are entitled to safety and 

respect, so that the avenue is open for the older person to raise any concerns 

they may have. 

 

According to one GP, the abuse of older people begins with young people not 

listening to what older people want and he sees this all the time with his older 

patients.  This can extend to not listening to the older person’s preferences for 

care, and neglecting them in terms of no longer visiting them. This may not be 

deliberate but may indicate the potential for further abuse. 

   

·  Strong suspicion that abuse is occurring and the health professional wishes to 

express concerns with client and/or family members 

 

Health professionals need to know how to raise their concerns in a careful way to 

encourage the discussion to continue.  Questions such as ‘is there anything 

happening at home which may be worrying you?’ may be useful starting points.  

For financial abuse, it is useful to probe when the client complains about never 

having any money to pay the bills, and assessing the level of anxiety the client 

feels about questions about money. 
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Whenever possible, health professionals should raise the issue with the client 

themselves in the absence of family members.  This would avoid the family 

members speaking on behalf of their relative.  It could also avoid the family 

restricting any more access of the health professional to the relative if they 

suspect the behaviour has been noticed. 

 

Health professionals also need to be prepared for denials or misunderstandings 

of the question, and to follow up the conversation as often as practicable, perhaps 

linking the observations they make to the health of their client.  ‘I think there could 

be a link between the anxiety I see you feel and the problems in your family’, may 

trigger more discussion. 

 

At this stage, the health professional requires knowledge of the possible avenues 

for support available to the older person, so local referral details would be useful 

to have available (see Appendix 4).  However, the common theme emerging from 

the consultations was that there was no service that was available, especially 

after-hours and weekends.  Waiting lists for Aged Care Assessment Services 

were up to six weeks in one area, and if an assessment was required immediately 

this may not always be possible. 

 

Many people in the consultations raised concern that in-patient care is often used 

when abuse is present, especially when there are mental health concerns for the 

older person.  But if accommodation is sought for social rather than medical 

reasons, emergency respite would also be an option.  Consultation with the 

RDNS suggested that refuges were generally not suitable for older women with 

dementia, so the lack of accommodation for older women experiencing abuse 

poses a problem.     

 

·  Client or family does not accept problem exists and refuses to accept help. 

 

The client will not always agree that the situation is not safe.  The health 

professional at this stage requires skills in discussing the older person’s 

relationship to their family and seeking opportunities to reduce the abuse, whilst 

acknowledging that the abuse may continue in various forms.  This is often the 
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hardest scenario for health professionals, as they cannot protect the older person 

from abuse and they feel there is nothing they can do. 

 

Health professionals consulted reported on how disheartening this experience 

can be, when they leave work for the day knowing that their client is in an unsafe 

environment.  However, as all consultation participants reported, for many people 

the fear of change, and especially of the older person being ‘put in a home’, 

means that additional supports for the family may be actively resisted.  

Consultation participants felt that older people often do not want to take it further, 

and certainly would not want police involved. Some have still made a report when 

there is clear evidence that serious physical abuse is taking place. 

 

The family can also obstruct the provision of services, with many participants 

describing how families can present very well during an assessment, whereas the 

situation at home can actually be very destructive.  Many observed that it was 

until they visited the home many times that they saw the reality of the care being 

provided. 

 

·  The health professional is uncertain about competency of older person to 

decide their future and a referral to VCAT is sought. 

 

This avenue normally requires consultation with the Office of the Public Advocate 

(OPA), who has responsibility under the Guardianship and Administration Act to 

investigate issues of abuse involving people with cognitive impairment and, if 

necessary, seek guardianship through Victorian Civil and Administrative Tribunal.  

According to OPA, they receive a large number of inquiries from health 

professionals that they cannot respond to, primarily from Aged Care and 

Assessment Services (ACASs), social workers in acute hospitals, community 

health centres and Alzheimer’s Association. 

 

If dementia is present, a clear pathway to guardianship means that issues of 

abuse can be identified and responded to.  For health professionals, the presence 

of cognitive impairment makes their role easier because the older person can 

then be removed from the situation. 
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However, abuse can continue in residential settings, and these reports may be 

attended to by the Residential Care Rights service, which provides advocacy for 

residents of Commonwealth-funded nursing homes and those on Community 

Aged Care Packages.  According to the Residential Care Rights service, 

agencies ring them often to report abuses and they would intervene and report to 

police if there was enough evidence, but would first ensure that the older person 

was prepared to participate in the process. 

 

Overall, the consultation participants considered that the resource needed to 

incorporate more on the issue of dementia and competency.  It was also 

suggested that the needs of cultural and linguistically diverse communities are 

covered to reflect the diverse population of older people in Victoria. 

 

7. Examples of current community-based initiatives  

 

In Victoria, there have been a number of initiatives which provide models for 

further work in the area of elder abuse prevention.  The Elder Abuse Prevention 

Association (EAPA) was established in 2002 to raise public awareness of the 

issue, and offers workshops tailored to the needs of groups, including health care 

agencies.  They also offer assistance with guidelines development and policy 

formation for agencies.  There is also a private training provider who delivers 

programs in the area of elder abuse, especially looking at the legal issues.  

Currently, EAPA is the only agency in Victoria which has as its primary mission to 

respond to cases of elder abuse and to deliver training and educational activities 

to increase public awareness of elder abuse.  Other organisations, such as the 

Office of the Public Advocate and State Trustees currently deliver training as part 

of their community education role.  As mentioned above, CASA House and 

DVIRC also deliver training on violence and older women.  All of the above work 

can be built on for its expertise and experience in delivering training in this area. 

 

Local initiatives also provide examples of agency collaboration and leadership 

around this issue.  For example, the Bendigo Health Care Group has produced a 
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guide for aged care workers, ‘Prevention and Protection: Responding to Abuse of 

Older Persons’ which includes characteristics and risk factors, forms of abuse 

and indicators, what to do if you suspect abuse, roles of professionals and 

community workers, contacts and a flow chart for responding to abuse.  They 

have also initiated training of HACC workers in identifying and responding to elder 

abuse with funding from DHS. 

 

As part of this process, Bendigo is establishing up a regional advisory committee 

on preventing abuse of older people, which will include the Bendigo hospital, the 

Department of Human Services, the Department of Victorian Communities, the 

local Primary Care Partnership, the Aboriginal co-operative, and the Community 

Legal Service.  The Loddon Campaspe Community Legal Centre based in 

Bendigo has also established an older person’s legal clinic, planned to 

commence in February 2006. 

 

Other regions are also involved in developing co-ordinated responses to this 

issue within the health care setting.  For example, Wangaratta Aged Persons 

Mental Health Service and Geelong Southern Cross Care are both currently 

involved in undertaking developmental work in formulating policies and protocols.  

Care Connect Ltd, a statewide case-management service, is in the process of 

updating procedures, training and orientation for new staff regarding elder abuse 

and all case managers have received training in this area over the past two years. 

 

There has also been interest in community education from within the family 

violence sector as well.  In October 2005, the Nillumbik and Banyule Family 

Violence Network launched a poster on violence and older women, to be 

distributed through GPs, community health centres, and pharmacies regionally 

(see Appendix 5). Training will also be developed to form a package that will 

target health professionals.  

 

These examples of local practice represent a good starting point for further work, 

and indicate that there is an interest in community and professional education 

around the issue of elder abuse. 
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8. Existing training resources 

 

There are a small number of Australian examples of training curriculum for health 

professionals around responding to suspected cases of elder abuse and 

mistreatment.  These could be built upon and adapted for the current Victorian 

context.   

 

The Federal Government Partnerships Against Domestic Violence (PADV) 

training competency standards for people who come into professional contact 

with those affected by domestic/family violence,49 summarizes the key skills and 

knowledge which are recommended for these professionals in their work.  While 

the standards are not strictly related to elder abuse, there are many overlaps 

between this issue and that surrounding intimate partner violence. The framework 

recommends two units for professionals who are the first of contact for those 

affected by domestic violence, such as health professionals; CHCDFV1A 

Recognise and respond to domestic and family violence (Certificate III); and 

CHCDFV2A Manage own professional development in responding to domestic 

and family violence (Certificate IV).50  

 

The University of Tasmania, Department of Rural Health, offers an online 

Responding to Domestic Violence Resource Pack for trainers to use when 

preparing education sessions.51  Of particular relevance to the prevention of elder 

abuse through the health sector, are modules 2.5 and 3.1, The Impact of 

Domestic Violence on Older People and Health Professionals as a Vital Link to 

Support.  In Victoria, CASA House has produced a manual for working with older 

women who are past or current victims of violence, based on a project conducted 

in 2001.  Training sessions continue to be run with hospital and aged care 

workers, and the resources developed are available in the manual ‘Working with 

                                                 
49 Partnerships Against Domestic Violence. (2000). ‘INFORMATION BOOKLET for the implementation 
of competency standards for people who come into professional contact with those affected by 
domestic/family violence.’ Commonwealth of Australia: Canberra.  
50 Partnerships Against Domestic Violence. (2000). ‘INFORMATION BOOKLET for the implementation 
of competency standards for people who come into professional contact with those affected by 
domestic/family violence.’ Commonwealth of Australia: Canberra. p.30. 
51 University of Tasmania, Department of Rural Health. (2004). Responding to Domestic Violence Resource 
Package. http://www.ruralhealth.utas.edu.au/padv-package/index.asp [retrieved 21/06/2005].  
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Older Women: Resources and Standards for Responding to Current or Past 

Violence’, that contains a range of activities for training as well as offering 

standards for domestic violence and sexual assault services that would ensure 

access and equity for older women.  This package is used by CASA House and 

the Domestic Violence and Incest Resource Centre as the basis for regular 

training activities which are attended by health professionals.52  

 

The Queensland government in their strategic plan for the prevention of elder 

abuse highlights that professional education and training should address; ethical 

dilemmas, issues related to authority, establish protocols for identification and 

prevention of abuse, and resource and referral networks.53  Furthermore, 

University of Queensland research suggests a need for the production of a 

resource booklet which includes brief and accessible information about elder 

abuse, as well as a comprehensive overview of the key services that can assist in 

responding to it.54  Such a resource, it is suggested, could be delivered 

electronically such as online, or in hardcopy for service professionals to refer to.   

 

In 1995, the New South Wales Advisory Committee on Abuse of Older People in 

their Homes produced a training package called ‘Behind Closed Doors: Abuse of 

Older People in their Homes’.  This contains a video, a handbook for the ‘helping 

professions’ on assessing and managing abuse of older people, case scenarios, 

a ‘Legal Issues Manual and an Inter-Agency Protocol.  The RDNS use this video 

as part of their training around elder abuse.  In 1999, the New South Wales 

Ageing and Disability Department produced a further information and training kit, 

‘Dealing with Abuse of Clients and their Carers’.   

 

 

                                                 
52 http://www.rwh.org.au/casa/projects.cfm?doc_id=4105#older_women_and_violence_project  
53 Elder Abuse Prevention Unit. (2001). ‘The Strategic Plan for the Prevention of Elder Abuse in 
Queensland.’ Department of Families: Brisbane.   
54 University of Queensland. (2004). ‘Elder Abuse in the West Moreton District.’ West Moreton Taskforce 
for the Prevention of Elder Abuse.  p.35. http://www.uq.edu.au/csrc/library/reports/2004/elderabuse.htm 
[retrieved 21/06/2005].  
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9. Proposed new initiatives for health professional s 

 

The production of a health professional resource on elder abuse was strongly 

supported by the groups consulted by the VCCAV.  The idea of a general target 

group for the resource rather than GP or mental health-specific resource was also 

supported, although mental health professionals recommended that the new 

resource accommodate the particular challenges of working with older people, 

including the challenges of dealing with dementia.  It is proposed that regional 

contacts are included, and that also a one-page flow chart be incorporated. 

  

Given that there is already a range of existing material, including training 

packages, which target health professionals, it is essential that attention is placed 

on the promotion of the issue of elder abuse to as wide an audience as possible, 

to encourage take-up of the resource, and to ensure attendance at training by 

building it into accreditation systems. 

 

A new training program for GPs would require accreditation with the Royal 

Australian College of General Practitioners.  One way to attract GPs to a program 

on elder abuse would be to link in to the Aged Care Panels, which are a 

Commonwealth government initiative to provide funding for divisions to work with 

Aged Care Homes.  There is also a new comprehensive medical assessment 

item (CMA) for GPs to use in the Aged Care Homes setting for residents, which 

compliments the GPs Panel Initiative. 

 

The key components of the new aged care initiatives are: 

·  Payment for divisions of general practice to set up and support a panel of 

GPs who will work with Aged Care Homes on improving medical care for 

residents  

·  Up to $8000 payment for GPs to go on to participate in panel 

arrangements  

·  Comprehensive Medical Assessment (CMA) Medicare item number for 

new and existing patients  
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The proposed outcomes for the Aged Care GP Panels Initiative are as follows: 

·  Residents of aged care homes have improved access to primary medical 

care;  

·  General practitioners have increased involvement in aged care homes' 

quality initiatives; and  

·  Effective partnerships and collaboration is established and maintained 

between GPs, Divisions and aged care homes. 

 

The issue of elder abuse can be incorporated into this process by linking training 

and resource dissemination to these panels in each of the Divisions of General 

Practice and using the Aged Care Consultant at the peak body, General Practices 

Division of Victoria to co-ordinate these activities. 

 

There are also opportunities to develop training programs in collaboration with 

RDNS and Silver Circle, who both expressed a commitment to pursuing this issue 

within their internal training systems, while the Pharmacy Guild is also prepared 

to look at training for their members on this issue. 

 

A small pilot project would be the best way to trial these resources, accompanied 

by a media campaign using local champions to raise the profile of the issue.  The 

distribution of the resource should be both hardcopy and web-based, and would 

ideally be accompanied by a community awareness campaign that involves 

posters or postcards that can be placed in health care settings to encourage 

clients to raise the issue.  There would be two target groups – health 

professionals and older people who are at risk of abuse or may be aware of 

abuse happening.  VCCAV is currently further exploring this idea of a pilot project 

in conjunction with the Office of Senior Victorians. 

 

10. Conclusion 

 

This report has demonstrated that health professionals have a critical role to play 

in the early detection and response to elder abuse.  The consultations indicated 

that there are several challenges for health professionals in raising the issue and 
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they require training and resources to respond with more confidence to suspected 

cases.   

 

It also appears that there are several critical stages for health professionals in 

deciding whether to raise the issue with the client or family.  The presence of 

dementia makes the pathway to services more straightforward, whereas those 

cases where the client has capacity to decide that they do not wish to make 

changes, can be the most difficult for health professionals to handle. 

 

The VCCAV recommends that funding be made available for resources and 

training for health professionals, targeting GPs, mental health professionals, allied 

health, and pharmacists.  The piloting of this approach could take place in one 

location, and be attached to a small campaign which promotes the issue of elder 

abuse through local media and community networks.  The VCCAV considers that 

such an approach would be useful in testing the reception of the community to the 

idea that elder abuse is happening and they each a key role to play in preventing 

the abuse from continuing.
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Appendices 

 

Appendix 1: ‘Suspected Abuse Tool’ 55 
 

SIGNS OF PHYSICAL ABUSE 
Bruises, welts cuts, or wounds, cigarette or rope burn marks or blood on 
person/clothes 
Internal injuries, including broken or fractured bones, sprains, or muscle injuries 
Painful body movements, such as limping, trouble sitting/standing (not illness 
related) 
Coded or vague or indirect references to sexual assault or unwanted sexual 
advances 
 
SIGNS OF PSYCHOLOGICAL ABUSE 
Sense of resignation and hopelessness with vague references to mistreatment 
Behaviour that is passive, helpless, withdrawn 
Anxious, trembling, clinging, fearful or scared of someone/something 
Self-blame for current situation and partner/caregiver behaviour 
 
SIGNS OF NEGLECT BY OTHERS OR SELF 
Unclean physical appearance 
Inadequate food or meal preparation supplies in household 
Underweight, physically frail or weak, or dehydrated 
Under use or overuse of, or confusion about prescription or OTC medications 
Inadequate utilities, including lack of heat, water, electricity, and toilet facilities 
Unsafe or unclean environment, including insect infestation or poorly maintained 
animals 
Neglected household finances, including unpaid bills or rent 
 
SIGNS OF EXPLOITATION 
Overpayment for goods or services 
Unexplained changes in power of attorney, wills or other legal documents 
Missing cheques or money, or unexplained decreases in bank accounts 
Missing personal belongings 
 

                                                 
55 Taken from Young, M. (2000). ‘Recognizing the Signs of Elder Abuse’ in Topics in Geriatrics, Patient 
Care, October 30, 2000. www.patientcareonline.com  
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Appendix 2: ‘Vulnerability to Abuse’ Screening Scal e (VASS) items 56 

 
 
Do you have enough privacy at home? 

Do you trust most of the people in your family? 

Can you take your own medication and get around by yourself? 

Are you sad or lonely often?  

Do you feel that nobody wants you around?  

Do you feel uncomfortable with anyone in your family?  

Has anyone close to you tried to hurt you or harm you recently?  

Are you afraid of anyone in your family?  

Has anyone close to you called you names or put you down or made you feel bad 

recently? 

Does someone in your family make you stay in bed or tell you are sick when you 

know you are not? 

Has anyone forced you to do things you did not want to do?  

Has anyone taken things that belong to you without your OK?  

 

                                                 
56 Schofield, M. & Mishra, G. (2004). ‘Three year health outcomes among older women at risk of elder 
abuse: Women’s Health Australia’ in Quality of Life Research, 13, p.1043-1052.  
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Appendix 3: ‘Routine Screening Questions for Elder Abuse’ 57  

 

Has anyone at home ever hurt you?  

Has anyone ever touched you without your consent? 

Has anyone ever made you do things you didn’t want to do? 

Has anyone taken anything that was yours without asking? 

Has anyone ever scolded or threatened you? 

Have you ever signed any documents that you didn’t understand? 

Are you afraid of anyone at home? 

Are you alone a lot? 

Has anyone ever failed to help you take care of yourself when you needed help? 

 

                                                 
57 American Medical Association, ‘Diagnostic and Treatment Guidelines on Elder Abuse and Neglect’ cited 
in Levine, J. (2003). ‘Elder neglect and abuse: a primer for primary care physicians’ in Geriatrics, Vol.58, 
Issue.10, p.37. 
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Appendix 4: Victorian Agencies for Referral 

General State-wide services 
 
Victoria Police 
000 (24 hours, 7 days) 
 
Victims of Crime Helpline 
1800 819 817 
- for information and referral to local services, regardless of whether the matter 
has been reported to police 
 
Women's Information and Referral Exchange (WIRE).   
Information, support and referral for women.  
Phone service: 9am - 5pm Ph. 1300-134-130.  
http://www.wire.org.au/ 
 
 
Agencies where intimate partner violence or ‘family violence’ is suspected 
 
Women's Domestic Violence Crisis Service of Victori a  
Crisis support, information, referral to safe accommodation (refuge) for women 
experiencing abuse in their relationships.  
24 hrs. Ph. 9373-0123, or Country toll free : Ph. 1800 015 188.  
 
Immigrant Women’s Domestic Violence Service 
For immigrant women who are victims of domestic violence  
Mon-Fri 9-5. Ph. 9898-3145 
 
 
Sexual Assault Services 
 
Victorian Sexual Assault Crisis Line (After Hours)  
Counselling & Support Lines:  03 9349 1766  
Freecall throughout Victoria: 1800 806 292  
TTY: 03 9344 2744 
 
 
Complaints about maltreatment or abuse within an aged care residential facility  
 
Aged Care Advisors 
Investigate complaints from residents or others regarding care and 
accommodation in Supported Residential Services. 
 
Contact the relevant Department of Human Services Regional Office:  
 
Barwon South Western Region 
Cnr Fenwick and Little Mallop Streets 
Geelong 3020 
Telephone: (61 3) 5226 4540 

Eastern Metropolitan Region 
883 Whitehorse Road 
Box Hill 3128 
Telephone: (61 3) 9843 6000 
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Fax: (61 3) 5226 4550 Fax: (61 3) 9843 6100 
 

Gippsland Region 
43 Grey Street 
Traralgon 3844 
Telephone: 51 772 500 
Fax: 51 772 555; and 
 
70 Smith Street 
Warragul 3820 
Telephone: (61 3) 5624 0600 
Fax: (61 3) 5623 5160 
 

Grampians Region 
Cnr Mair and Doveton Streets 
Ballarat 3353 
Telephone: (61 3) 5333 6669 
Fax: (61 3) 5333 6726 
 

Hume Region 
74 Ovens Street 
Wangaratta 3677 
Telephone: (61 3) 5722 0555 
Fax: (61 3) 5722 0613 
 

Loddon Mallee Region 
37 Rowan Street 
Bendigo 3550 
Telephone: (61 3) 5434 5555 
Fax: (61 3) 5434 5671 
 

Northern Metropolitan Region 
145 Smith Street 
Fitzroy 3065 
Telephone: (61 3) 9412 5333 
Fax: (61 3) 9412 5300 
 
Western Metropolitan Region 
71 Moreland Road 
Footscray 3011 
Telephone: (61 3) 9275 7000 
Fax: (61 3) 9275 7222 

Southern Metropolitan Region 
Ground Floor 
122 Thomas Street 
Dandenong 3175 
Telephone: (61 3) 9213 2111 
Fax: (61 3) 9213 2099; and  
 
311-319 Lonsdale Street 
Dandenong 3175 
Telephone: (61 3) 9767 8777 
Fax: (61 3) 9793 5726 
(Disability Client Services & Housing) 

 
Aged Care Complaints Resolution Scheme 
Aged and Community Care Branch 
Department of Health and Ageing (Commonwealth) 
2 Lonsdale Street 
Melbourne 3000 
Telephone: (61 3) 9285 8888 or 1800 550 552 Free call 
Fax: (61 3) 9663 4275 
Responds to and aims to resolve complaints about the care of residents in aged 
care facilities, as well as residents receiving Aged Care packages. 
 
Aged Care Assessment Services 
Victoria has 18 Aged Care Assessment Services (ACAS) across metropolitan and 
country areas. Their role is to assess the physical, medical, social and 
psychological needs of the frail aged, and to help them gain access to appropriate 
services.  Referral to ACAS would be appropriate where there is suspected 
maltreatment or neglect of a frail aged person at home, for example due to 
caregiver stress.   
 
http://www.seniors.vic.gov.au/information/guide/elderabuse.htm  
 
Barwon South Western Region  
 
Geelong 
Grace McKellar Centre 

Eastern Metropolitan Region  
 
Central Eastern 
Peter James Centre 
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Barwon ACAS 
97 Ballarat Road 
North Geelong 3215 
Telephone: (61 3) 5279 2246 
Fax: (61 3) 5279 2400 
 
Warrnambool 
Lyndoch Aged and Extended Care Centre 
South Western ACAS 
Hopkins Road 
Warrnambool 3280 
Telephone: (61 3) 5561 9351 
Fax: (61 3) 5561 9355 
 

Central Eastern Metropolitan ACAS 
Mahoney’s Road 
East Burwood 3151 
Telephone: (61 3) 9881 1875 
Fax: (61 3) 9887 6094 
 
Outer Eastern 
Outer Eastern ACAS 
16-18 Croydon Road 
Croydon 3136 
Telephone: (61 3) 9724 1610 
Fax: (61 3) 9724 1698 
 

Gippsland Region  
 
LaTrobe Community Health Service 
Gippsland ACAS 
7-9 Seymour Street 
Traralgon 3844 
Telephone: (61 3) 5171 1442 
Fax: (61 3) 5174 9780 
 

Grampians Region  
 
Queen Elizabeth Centre 
102 Ascot Street 
Ballarat 3350 
Telephone: (61 3) 5320 3740 
Fax: (61 3) 5320 3660 
 

Hume Region  
 
Wangaratta 
82A Murdoch Road 
Wangaratta 3677 
Telephone: (61 3) 5721 4933 
Fax: (61 3) 5721 4835 
 
Shepparton 
Goulburn Valley Health 
Goulburn Valley ACAS 
80 Orr Street 
Shepparton 3630 
Telephone: (61 3) 5831 8601 
Fax: (61 3) 5831 8500 
 

Loddon Mallee Region  
 
Bendigo 
Anne Caudle Centre 
Loddon Mallee ACAS 
100 Barnard Street 
Bendigo 3350 
Telephone: (61 3) 5444 6346 
Fax: (61 3) 5444 6115 
 
Mildura 
Sunraysia Community Health 
Mildura ACAS 
Ramsay Court 
Mildura 3500 
Telephone: (61 3) 5022 3484 
Fax: (61 3) 5023 7518 
 

Northern Metropolitan Region  
 
Bundoora 
Bundoora Extended Care Centre 
Northern Metropolitan ACAS 
1231 Plenty Road 
Bundoora 3083 
Telephone: (61 3) 9261 3100 
Fax: (61 3) 9261 3253 
 
Heidelberg 
Austin and Repatriation Medical Centre 
Heidelberg ACAS 
Banksia Street 
Heidelberg West 3081 
Telephone: (61 3) 9496 2489 
Fax: (61 3) 9496 2613 
 
St Georges 

Southern Metropolitan Region  
 
Caulfield 
Caulfield General Medical Centre 
Caulfield ACAS 
294 Kooyong Road 
Caulfield 3162 
Telephone: (61 3) 9276 6314 or mobile: 0417 
513 067 
Fax: (61 3) 9276 6428 
Email: Intake@cgmc.org.au 
 
Kingston 
Central Bayside Community Health Service 
Kingston ACAS 
335 Nepean Highway 
Parkdale 3195 
Telephone: (61 3) 8587 0101 
Fax: (61 3) 8587 0133 
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St Georges Health Service 
283 Cotham Road 
Kew 3101 
Telephone: (61 3) 9268 0566 
Fax: (61 3) 9268 0588 
 

 
Mt Eliza 
Mount Eliza Extended Care Centre 
Mount Eliza ACAS 
Jacksons Road 
Mount Eliza 3930 
Telephone: (61 3) 9788 1276 
Fax: (61 3) 9787 1410 
 

Western Metropolitan Region  
North West 
Melbourne Extended Care and Rehabilitation 
Services 
North West ACAS 
Poplar Road 
Parkville 3052 
Telephone: (61 3) 9389 7129 
Fax: (61 3) 9388 1752 

Western  
Sunshine Hospital 
Western ACAS 
Furlong Road 
St Albans 3021 
Telephone: (61 3) 8345 1246 
Fax: (61 3) 8345 1806 
 

 
 
 
 
Office of the Public Advocate 
 
OPA investigates and responds to cases of people with a disability, including 
dementia, who are at risk of or experiencing abuse, exploitation and/or neglect.  
OPA manages a telephone advice service, which can also provide referral to 
relevant agencies where the matter falls outside the OPA mandate: 
 
Tel (03) 9603 9500 
Toll Free 1300 309 337 
Fax (03) 9603 9501 
TTY (03) 9603 9529 
or ACE 133677 (03) 9603 9500 
 
 

Carer Respite Services 

Call 1800 059 059 to contact your local carer respite service  

 

Web Resources 

Australian Resources 

Australia Capital Territory, Department of Ageing, ‘Elder Abuse Prevention & 

Assistance’ http://www.ageing.act.gov.au/elderabuse/#top Includes a strategy to 

offer community and professional education  

 

University of Tasmania, ‘Responding to Domestic Violence Resource Pack’ 



 
Victorian Community Council Against Violence – Preventing Elder Abuse Through the Health Sector. November 2005 

  40 

Module 2.5: The Impact of Domestic Violence on Older People 

Module 3.1: Health Professionals as a Vital Link to Support 

http://www.ruralhealth.utas.edu.au/padv-package/module2-5.asp 

 

Queensland, Elder Abuse Prevention Unit 

http://www.eapu.com.au/  

http://www.ageing.act.gov.au/elderabuse/#community_and_professional_educati

on  

 

National Aged Care Advocacy Program, South Australian Branch, 

http://www.sa.agedrights.asn.au/prevent/home.html  

 

Victoria, CASA House training manual “Working with Older Women” 

http://www.rwh.org.au/casa/projects.cfm?doc_id=4105#older_women_and_violen

ce_project  

International Resources 

 

National Center on Elder Abuse 

http://www.elderabusecenter.org/default.cfm 

 

The Home Care Companion ‘Elder Abuse Training Program’ 

http://www.homecarecompanion.com/eatp.html  

 

Canadian training resource 

http://www.phac-aspc.gc.ca/ncfv-cnivf/familyviolence/html/agekit_e.html 
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Appendix 5: Older Women’s Poster  

 

 

 

 

         “Older Women’s Poster” 

A community education project of the  
Banyule/Nillumbik  

 
***For Immediate Release*** 

 
 
For more information contact: 
 

          Vicki Heal       9458-5788 

                 OR     
         Kathleen          9458-
5788 

  
SPEAKERS:   Jane Ashton   - “Justice for Julie”  Stop Violence 
Against Women 

       Campaign  
                              Judith Arnott – Survivor -  “An Older Women’s 
Story” -  
 
WHERE:  Nillumbik Community Health Service at 917 Main Rd, 

Eltham.  
Ph: 9431-1333. Melways map reference 21 K5. 

WHEN:  Tuesday 11th of October 2005 at 1:00 pm. 
WHY:  The aims of the day are 

·  to raise awareness about issues of violence impacting 
on older women, and to encourage older women to 
seek support  

·  to consider how local services can support survivors, 
families and friends who have lost a loved one through 
family violence or know of someone experiencing 
family violence. 
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The poster will be one strategy to raise awareness and 
improve services to older women.  It will be distributed to 
GPs, chemists and other community agencies (such as 
community health centers, living and learning centers, 
Centrelink, and housing services) in the Banyule and 
Nillumbik council areas. 

 
SPONSORED BY: The Banyule and Nillumbik Domestic Violence 
Network. 
FUNDED BY:     Community Support Fund  
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