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WHO Def.

Elder abuse is a single or repeated act, or lack of appropriate 

action, occurring within any relationship where there is an 

expectation of trust, which causes harm or distress to an older 

person. This type of violence constitutes a violation of human 

rights and includes physical, sexual, psychological, and 

emotional abuse; financial and material abuse; abandonment; 

neglect; and serious loss of dignity and respect.

http://www.who.int/mediacentre/factsheets/fs357/en/

http://www.who.int/mediacentre/factsheets/fs357/en/
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Elder Abuse/Neglect = EAN is common

1/6 > 6O in community settings

past year worldwide 

Yon, Y., Mikton, C. R., Gassoumis, Z. D., & Wilber, K. H. (2017). Elder abuse prevalence in 
community settings: a systematic review and meta-analysis. The Lancet Global Health, 
5(2), e147-e156. https://pubmed.ncbi.nlm.nih.gov/28104184/

https://pubmed.ncbi.nlm.nih.gov/28104184/


• Rates are high in institutions (nursing homes and long-term care facilities) :

2 in 3 staff reporting that they have committed abuse in the past year.

• Elder abuse has increased during the COVID-19 pandemic.

• Elder abuse can lead to serious physical and long-term psychological consequences.

• Elder abuse is predicted to increase due to rapidly ageing populations:

900 million (2015)                       2 billion (2050)
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http://www.who.int/mediacentre/factsheets/fs357/en/

http://www.who.int/mediacentre/factsheets/fs357/en/


TYPES & EXAMPLES OF

MALTREATMENT







MANY OF 
THESE 

DUE TO 
COVID-19



• 2001 - B 70 y old, weakness & weight loss

• LAB:  anemia, iron and B12 deficiency

• Hungry

• IPV

• Gives consent to call social services

• Still living in same house but – a solution

• Cooking, selling food, happy

Case story:  B

• 2018 - B 87 y old, weight loss, stays home, 
stopped cooking

• Doesn’t want to eat, depressed

• Son divorced and moved in

• Social services involved but B doesn’t agree 
to take legal action

• Partial improvement with live-in caretaker



Elders are MORE vulnerable :

A minor injury / insult / change:

• Graver consequences

• Increased morbidity

• Longer convalescence

• Increased mortality ! 



Direct implications

Short & long term

Pain  acute / chronic

Functional 

impairment

…

EAN

Mental 

consequences

Other 

complications 

eg. impaired sleep, 

nutrition, 

hydration, 

aggravation of 

other 

conditions/new 

illnesses

Premature death



Window of opportunity

WHAT CAN WE DO AS GP ?



Suspect Diagnose

1st & critical step

This is our primary intervention !!!

WHAT CAN WE DO AS GP ?



Red flags: 

especially when more than one 

should prompt an evaluation for maltreatment



RED FLAGS: I. RISK FACTORS
Risk Factors 

Patient
Risk Factors

Caretaker / 

Relationship Risk Factors

Environment /
Dependence

Disability

Disease 

Age >75 

Gender F > M

Dependence

Caretaker burden 

Personal Crisis

(divorce,

unemployment…)

Disease 

Disability

Addiction

Psychopathology

Lack of knowledge

Past FV

Family conflicts

Living with

perpetrator

Physical isolation

Social isolation 

Unsuitable/unsafe

home conditions

Internal locks

Signs of violence

on patient’s bed;

on furniture



RED FLAGS:   
II. BEHAVIORAL/MENTAL HEALTH CHANGES

Patient 

BEHAVIOR

Caretaker 

BEHAVIOR / 

INTERACTION

Patient 

MENTAL HEALTH

Depression

Anxiety

PTSD

Sleep disturbances

Suicidal thoughts 

attempts

/ neglectSelf-harm

Addictions

Says/ shows signs of

Fear/Anger/confusion

Helplessness

Loss of confidence

Non compliance

Delayed access to care

Multiple / NO visits

Reported behavior

problems

Avoids answering

Avoids making

decisions

Delays /prevents

access to care

Avoidance

Blames patient

Body language

Physical/verbal

abuse in presence 

of staff

Tries to manipulate

patient/staff



RED FLAGS: 
III. PHYSICAL & OTHER HEALTH 

Changes/Findings
Possible INJURY ? Possible NEGLECT

? OTHER
Malnutrition

Dehydration

Poor hygiene

Inapprop. clothing

Sores, Rashes, 

Infestations

Lack of medications

Lack of aids, heat

Lack of food

Uncontrolled

medical conditions

Declined function

Left alone

abandonment

All kinds of injuries

Different stages

Explanation susp

Broken teeth

In forms of objects 

Rec falls - no cause

Alopecia

Genital/perianal

findings; infection

Pain & disability

Functional decline

Bleeding



TAKE HOME MESSAGES 

• KEEP ALERT TO RED FLAGS – EAN is common !! 

• SOME PRINCIPLES:

– LEGAL STATUS OF PATIENT: if unknown  evaluate early on - cognition, 

competence and functional ability & consult 

– PATIENT CENTERED:  ask for consent  if possible; validate emotions, 

inform and agree 

– ASSURE SAFETY 

– MULTIDISCIPLINARY TEAM



• HISTORY: in private, complete, collateral, consent when possible

• ELDER ABUSE SUSPICION INDEX © (EASI) – a 6 question screening tool 

validated for patients 65 y and older with MMSE 24  or more in 

community settings, available in 17 languages

• More detailed questions may be necessary, and there are examples in 

the handout we’ll be sharing for you to download (in chat)

Links & Examples in handouts



• HISTORY: in private, complete, collateral

• PHYSICAL EXAM: in private, consent, complete, specialists when necessary

• LAB/IMAGING: consent, general assessment/chronic dis., injuries, head, STD’s, toxic screen 

etc. when relevant. 

• Consider HOUSE CALL

• CONTEXT AND PREVENTION: risk factors, cultural issues, caretaker burden…

• PRIMARY MANAGEMENT: problem list + DD, plan, document

• CONSULT/REFER/REPORT – MULTIDISCIPLINARY TEAM: according to laws confidentiality, 

duty to report etc.) 

• FOLLOW UP ACTIVELY: injuries, physical & mental health problems, function, legal/agencies 

actions… DON’T NEGLECT THESE CASES…



NO 

MALTREATMENT
SEVERE

WE TOO have a significant role:

• Early detection

• In cases where there is no intention to harm empowering 

patients & caretakers  + helping alleviate care taker burden can 

help prevent deterioration to maltreatment 

PREVENTION



BARRIERS

• PATIENT / FAMILY

• HEALTH CARE PROVIDER

• HEALTH CARE SYSTEM 

Are important, be aware of barriers as well as facilitating factors…

This will be touched in the next 45 min….



QUESTIONS?

sigfamilyviolence@wonca.net

hagitdw@yahoo.com

mailto:sigfamilyviolence@wonca.net
mailto:hagitdw@yahoo.com

