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  Presentation   

Overview 

Defining Elder Abuse 

• Identify risk factors associate with elder abuse 

• Complexity of dementia and elder abuse 

• Consideration of ethical dilemmas/personal 
values  

• Role and responsibility of reporting under 
Ontario’s legislation 

• Intervention and response strategies to elder 
abuse and dementia  
 



  Elder Abuse Ontario (EAO) 

 Not-for-profit charitable organization  

 Established in 1990 

 Funded by the Ontario Seniors’ Secretariat 

 
Mission: Create an Ontario where all seniors are free 
from abuse through awareness, education, training, 
collaboration, service co-ordination and advocacy.  

The information and opinions expressed here today are not necessarily those of the Government of Ontario 
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What Is EAO’s Role In 
Responding To Elder Abuse? 



  

• Where and whom to report incidents of elder abuse 

   

• Tips for preventing elder abuse  

 

• Safety and security for  protecting one’s finances 

• Fact Sheets 

• Safety Guides 

• Directories 

• Video’s   

• Brochures 

• Postcards 

EDUCATIONAL TOOLS FOR   

SENIORS – EAO Website  

http://www.elderabuseontario.com/what-is-elder-abuse/help-for-seniors/educational-materials-for-seniors/


  

“… 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." 

 World Health Organization 

ELDER ABUSE 

Elder abuse is a multidimensional phenomenon 

that encompasses a broad range of behaviors, 

events, and circumstances.  

 

Unlike random acts of violence or exploitation, 

elder abuse usually consists of repetitive 

instances of misconduct. 



  Public Health of Canada Report 2016 

 

Every day, eight 

seniors are 

victims of family 

violence. 

Family violence is an 

indicator of families in crisis 

and in need of help. 



  

The Chief Public Health Officer’s Report on the State of Public Health in Canada, 2016: A Focus on Family Violence in Canada. 



  Canadian Statistics 



  Family and Social Structure   
 

Living with family 
members other than 
a spouse can also be 
a reality for some 
older adults. A 
shared living 
arrangement can 
increase the risk for 
abuse of older 
adults, particularly 
in terms of physical 
and financial abuse.   

The Chief Public Health Officer’s Report on the State of Public Health in Canada, 2016: A Focus on Family Violence in Canada. 



  Elder Abuse Assessments – GEM ROLE 

Front line workers are able to: 
• Detect and intervene in cases of elder abuse  

• Develop a relationship with the older adult.  

• Speak with the senior about the suspected abuse.   

• Help facilitate early identification or prevention,  

• Help reduce the isolation experienced by older adults,  

• Ask questions about potential abuse,  

• Discuss options for service and action.  

Assessment Role 
As the situation becomes better understood, it is important to obtain more specific 

signs of potential abuse.   

•Involves both dialogue and observation 

•On-going process 

•Sensitivity to language, cultural differences in information gathering 



  Assessing the Situation 

Stop Abuse.  Restore Respect 

The 
Family 

The 
Victim 

The 
Suspected 

Abuse 

The 
ABUSE 



  Response and Intervention 

Recognize Indicators of 
Abuse 

Interact with the Senior 
at-risk 

• How do I feel about this situation/the alleged 

abuse? 

• What are the values, wishes, goals of the person? 

• Is the senior making the decisions? 

Respond 

• Why is this situation causing me concern? 

• What am I observing? 

What resources are required? 

What are my responsibilities? 

What is my role on the team? 

Reflect 

  Stop and think about the situation to promote a better 
understanding of the issues, on the individual, the 
team, the organization, and at a systemic level. This 
can lead to better responses and the prevention of 
elder abuse. 



  What Are Your Views? Perspectives on Elder Abuse:  

What is yours? 



  

May Influence How And What You 
Observe In Your Practice.  

 

Perceive seniors through a new “lens” and  

develop a better understanding of their 

relationships with partner, family, caregivers 

or Substitute Decision Maker. 
  

Be in a better position to support seniors 

and connect them to community resources if 

they are at-risk or experiencing abuse. 

Perspectives :  
Affected by Education and Awareness  



  Power and Control Imbalance 

Involves an individual(s) behaving in a certain way to gain power 
over another person. 

 

  Older Adult = trust, 
respect and control 

are lost 

Abuser = manipulates to 
gain control over decision 

making 



  Ageism is a Social Norm 

To the extent to which older people do not fit the perceived 

social norm, they are treated as “less”, which may include 

being less valued and less visible. Our culture places 

significant value on productivity, cognition and reason = 

sense of worth of person. 

 

They become relegated to a second class status; their 

needs and their lives are treated as if they do not matter as 

much. 

 

Negative views of AGING coupled with views of DEMENTIA  
Are we being respectful and responsive to older adults 

 

 



  

Ageism is a factor in abuse. 
 

It is discrimination against older adults 

because they are older. 

You’re  

too old. 

Ageism 

Treated with lack of dignity and 

respect.  

 
depersonalized persons with dementia by labelling, 

infantilization 



  
Dementia and Abuse:  

How at Risk for Abuse Are People with Dementia? 
 

Older adults with dementia are thought to be at greater risk 
of abuse and neglect than those of the general elderly 
population.  
 

 On the one hand, increasing dependency on others and 
deteriorating social networks leave the person more isolated, 
creating a context that is ripe for becoming abusive. 
 

Simultaneously, cognitive difficulties interfere with the ability 
to take action for example the person may have difficulty 
organizing to leave or seek support.1 

 Do caregivers fear becoming abusive with person with dementia?  

In one U.S. study, 20% of caregivers expressed fears that they would become violent with the 

people for whom they cared for (2). 



  

• Cognitive impairment: comprise ability to understand 
and appreciate 

• Disease/illness (memory, confusion) 

• Responsive behaviours: psychological aggression and 
physical assault behaviors 

• Mental health issues 

• Medications – impair judgement 

• Personal choices/ personality 

• Physical frailty 

•social support network/ housing/living arrangements, and 
history of childhood trauma;   

 

Older Adult’s Risk Factors:  
Vulnerability to Elder Abuse   



  

Perpetrators 

Intimate 

Partner 
Violence 

Incest – 
siblings, 

grandchildren, 
sons-in-laws 

Staff  in 
Care 

Facilities 
direct care 
providers, 

housekeepers, 
janitor, etc.  

Resident 
to 

Resident  

Unrelated 
individuals 
providing 

services to older 
adults in 

community 
settings 

Volunteers 

Abusers 



  Risk Factors – Abuser’s Behaviour 

• Substance abuse / addiction  - 

• coping with the effects may lead to problems 
with alcohol or  substance abuse. 

Dependence for 
money, food, housing 
and/or transportation 

• history as an abused victim 

• depressive symptoms  

Poor physical and/or 
mental health 

(depression, cognitive 
impairment) 

• Lack of understanding of aging process Prejudiced attitudes 

• Caregiver's anxiety  

• social contacts 

• perceived burden 

• emotional status 

• role limitations due to emotional problems  

Caregiving assumed 
out of resignation or 

obligation 



    
 Behaviours of an Abusive 

Caregiver/Friend/Family Member 

Is either verbally 
abusive or charming, 

or acts defensive or 
blames others when 

questioned 

• Says things like “he’s difficult,” “she’s stubborn,” “he’s so 
stupid,” or “she’s clumsy” 

Attempts to convince 
others that the 

person is 
incompetent or crazy 

• Is overly attentive 

• Controls the older person’s activities and outside contacts, 
obstructs access to treatment 

Physically assaults or 
threatens violence 

against victim or 
worker 

• Refuses to let an interview take place without being present, 
restricts access  

Talks about the family 
member as if he/she 
is not there or not a 

person 

• Evasive responses to questions; contradictory responses; 
explanations not consistent with injuries 



  
 How often are caregivers abusive to people  

with dementia? 

 Three international studies found overall rates of abuse of 
people with dementia by their caregivers ranging from 34 to 
62% (1, 2, & 3).  

 

 In a U.S. study, caregiver abuse and neglect of people with 
dementia by their caregivers was detected in 47% of 
caregivers surveyed (2).  
 

  In a U.S. study, caregiver abuse and neglect of people with 
dementia was detected in 47.3% of the surveyed caregivers 
(4). 

1. Cooney, C., Howard, R., & Lawlor, B. (2006). Abuse of vulnerable people with dementia by their carers: Can we identify those most at 

risk? International Journal of Geriatric Psychiatry, 21, 564-571.  

2. Cooper, C., Selwood, A., Blanchard, M., Walker, Z., Blizard, G., and Livingston, G. (2009). Abuse of people with dementia by family 

carers: Representative cross sectional survey. British Medical Journal, 339(7694), 1-5.  

3. Yan, E., & Kwok, T. (2010). Abuse of older Chinese with dementia by family caregivers: An inquiry into the role of caregiver burden. 

International Journal of Geriatric Psychiatry, doi:10.1002/gps.2561  

4. A. Wiglesworth, A, Mosqueda, L, Mulnard, R, et al. (2010), Screening for Abuse and Neglect of People with Dementia. Journal of the 

American Geriatrics Society, Volume 58, Issue 3, 493–500.  



  

 Be observant for some of these indicators   
 

o Delay between injury and seeking or receiving care: patient and/or 

caregiver refuses a referral to services and you suspect elder abuse. 

o Repeat or similar injuries 

o Receiving treatment at multiple hospitals 

o Not having a regular doctor 

o No witnesses to unexplained injuries and refuse to allow additional 

assessment for the injury. 

o Conflicting or implausible explanations of how the injuries occurred 

o Fear of care provider. 

Patterns in Elder Abuse 



  

Financial 

Psychological 

Physical  

Sexual 

Violation of  Civil 
Rights 

Neglect 

Institutional and 
Systemic  

Abandonment 

Types of Elder Abuse 



  



  

• Rough handling, pushing 

• Slapping, hitting, kicking 

• Pinching, twisting, shaking 

• Bruises, cuts, wounds, 

• Cigarette/rope burn marks 

 

Physical Abuse  

 use of physical force that causes pain, discomfort or injury or that 

is excessive for, or inappropriate in the circumstances, or 

 

 administering or withholding medication for inappropriate 

purposes 



  
Assessing Physical Abuse  

Like patients of other ages, potential signs of physical abuse include: 
 

✓Musculoskeletal injuries like sprains, strains, fractures and dislocations 
✓Bruises in unusual areas like the inner arm or inner thigh 
✓Wounds (bruises, burns, abrasions) in various stages of healing 
✓Abrasions and/or bruises from being firmly held, pulled or restrained 
✓Recurring injuries to the same area of the face, neck or upper extremities 
 

  

Between 5 and 10% of caregivers reported that they were physically abusive 

toward the care recipients with dementia  

 

Physical abuse is common among those with dementia. Lachs and Pillemer 

suggest this may be due to disruptive behaviours demonstrated by the person 

with dementia 

 
L, Mulnard, R, et al. (2010),   

Paveza, G. J., Cohen, D., Eisdorfer, C., Freels, S., Semla, T., Ashford, J. W., et al. (1992).  



  

• Threatening 

• Insulting, intimidating or 

humiliating gestures, behaviour 

or remarks   

• Imposed social isolation 

including shunning or ignoring 

or lack of acknowledgement 

• Inappropriate tone of voice or 

manner of speaking which is 

upsetting or frightening 

• Made to feel like a nuisance 

 

 

Psychological Abuse 

 Senior looks unhappy,  

 problems speaking, which can lead 

to social isolation and depression  

 Insomnia, fatigue  

 Signs of depression, helplessness 

 Extremely withdrawn, non-

communicative, non-responsive, or 

Confusion 

 Reluctance to talk openly, 

Evasiveness when asked about care 

 Emotionally upset or agitated, 

anxiety, low self-esteem 

 Uncomfortable or afraid in presence 

of caregiver 

 
 

Any action or behaviour that may diminish a senior’s sense of 

wellbeing, dignity or self worth. 

http://www.google.ca/url?sa=i&rct=j&q=elder+abuse&source=images&cd=&docid=m9drxVpdiBUjWM&tbnid=aHX3BOG5glv9kM:&ved=0CAUQjRw&url=http://www.seniorscircle.ca/2012/04/elder-abuse-response-team-%E2%80%93-update/&ei=46WGUZLqPLf_4APw4YCwCw&bvm=bv.45960087,d.dmg&psig=AFQjCNHgVc82RdEct9_-Y0XXlGoSCTirfg&ust=1367864644685507


  

Display behaviour and psychological symptoms of dementia  

• more irritable  

• may not understand/comprehend as questions being 

asked  

• Cant remember they just told their partner a story or 

repeat questions frequently 

 

Caregiver becomes frustrating.. Yells, looses temper “ Why are you 

doing that?  Why do you keep asking me the same questions? 

 

• One study shows 60% of caregivers had been verbally abusive 

with the person for whom they were providing care (VandeWeerd, 

C. V., & Paveza, G. J. (2005). 

 
 

 

Psychological Abuse 



  Medication Abuse  

Examples 

Overuse of medication 

Timing of administration not optimum e.g., Withholding Pain 
Medicines 

Medications not updated and/or expired 

Lack of or sporadic contact with physicians  

Use of chemical restraints 

Medications given not Rx’ed to patient 

Misuse/overuse/withholding of medications which 
can result in physical harm of a senior. 



  Financial Abuse  

Misappropriation or misuse of a seniors money or property. 

Financial Abuse – most common with Dementia  

 

Financial abuse of seniors can impact their health and well‐being by reducing the 

resources necessary to maintain good health such as proper nutrition, physical activity, 

medications and care. Seniors with dementia living alone at increased risk.  



  Neglect 
  

The failure to provide care and assistance required for health, 
safety or well being, and includes inaction or a pattern of inaction 

that jeopardizes the health or safety of an older adult. 
 

Active neglect is to willfully not provide care. It is not absent-
mindedness or forgetfulness. It is understanding, but failing to 
adhere to medical, therapy or safety recommendations 
 

Passive neglect is the inability to provide care due to "illness, 
disability, stress, ignorance, immaturity or lack of resources. 
 

US study – 14% of caregivers reported that they were neglectful in caring for 

loved one with dementia.  
 
A. Wiglesworth, A, Mosqueda, L, Mulnard, R, et al. (2010), Screening for Abuse and Neglect of People with Dementia. Journal of the 

American Geriatrics Society, Volume 58, Issue 3, 493–500.  

http://www.google.ca/url?sa=i&rct=j&q=elder+abuse&source=images&cd=&cad=rja&docid=m9drxVpdiBUjWM&tbnid=aHX3BOG5glv9kM:&ved=0CAUQjRw&url=http://psicanalista-jo.blogspot.com/2009/05/depressao-no-idoso.html&ei=dKaGUZSqD_T84AOiooHoCw&bvm=bv.45960087,d.dmg&psig=AFQjCNHgVc82RdEct9_-Y0XXlGoSCTirfg&ust=1367864644685507


  Neglect Forms 

 Withholding or inadequate     
provision of physical 
requirements   such as food, 
housing, medicine, physical aids  

 Inadequate supervision/safety 
precautions 

 Over/under medications  

 Denying access to services 

 Failure to provide medical 
attention 

 Failure to listen and respond to 
expressed needs or concerns 

 failure to respond to calls for 
assistance 

 Failure to facilitate participation 
in activities and programs 

 Lack of heat and/or electricity 

 Non-operational plumbing 



  
Orillia couple found guilty in elder abuse trial 

 

http://barrie.ctvnews.ca/video?clipId=467422&binId=1.1272429&playlistPageNum=1 

http://barrie.ctvnews.ca/video?clipId=467422&binId=1.1272429&playlistPageNum=1


  Sexual Abuse 

   Any consensual or non-consensual touching, behaviour or 
remarks of a sexual nature directed toward a resident by staff 
member or volunteer.  
 
    Any non-consensual touching, behaviour or remarks of a 
sexual nature or sexual exploitation directed toward a resident 
by any other person. 
 
Examples; sexual touching or fondling, sexual assault, 
inappropriate sexual language or joking of a sexual nature that 
is demeaning, seductive, suggestive or humiliating 

• suspected sexual abuse by husband with wife who is not mentally 

competent 



  
Impact of Abuse 

Mortality as a Consequence of Abuse 

..Because older victims usually have fewer support systems and reserves: 
physical, psychological, and economic; the impact of abuse and neglect is 
magnified, and a single incident of mistreatment is more likely to trigger a 
downward spiral leading to loss of independence, serious complicating illness, 
and even death.1 
 

• Older adults who are abused experience a three-fold increase in mortality 
compared to a non-abused cohort (2) 

 

• Burnett et al.,(2016) suggests that financial exploitation in late life leads to 
increased mortality  

• caregiver neglect had the highest five-year mortality rate (35%).   

• financial abuse represented only 9% of substantiated cases of elder abuse, 

it represented the second highest percentage of deaths at 28%.  

• Polyvictimization - mortality rates of 21% 19% for emotional abuse, and 7% 

for physical abuse. 

 

 
Burnett, J., Jackson, S., Sinha, A.,  Aschenbrenner , A., Pace Murphy, K., Xia, R., & Diamond, P.  (2016). Five-year all-cause mortality 

rates acoss five categories of substantiated elder abuse occurring in the community, Journal of Elder Abuse & Neglect.  



  

A 75‐year old man, Mr. S. with pulmonary fibrosis is admitted 
for pneumonia.  As you are going towards his room to give 
him his medications, you hear his partner say to him in a 
nasty tone of voice:  “Stop being so stubborn.  I need you to 
give me access to your bank accounts.  You’re going to die 
alone unless you start cooperating.”   

As you enter the room, the young man leaves quickly and 
you notice that the patient has tears in his eyes.  You ask if 
everything is OK and the patient shakes his head “Yes”, but 
doesn’t say anything.  After administering the medication 
you leave, but the exchange between them keeps re‐playing 
in your head.  

Case Study: Mr. S. 



  

Mr. Rossini is a 74-year-old Italian man who suffers from multiple health 

problems and dementia.  He came to hospital due to a fall, while in 

emerg his wife of 15 years, Marina, did not want him to come home 

because during the past year, Mr. Rossini’s dementia had manifested in 

very violent outbursts, almost all of which targeted injuring his wife.  For 

example, he threw her to the floor and broke her ankle and while she 

was on the ground, punched her in the head with his fists and bit 

her.  On another occasion he threatened to kill her and brandished a 

large kitchen knife to try to stab her. 

 

Despite the physical and verbal abuse, Marina did not report it to the 

police because Mr. Rossini had threatened to kick her out of the house 

if she said anything.  She was afraid for her life if Mr. Rossini returned 

home. 

Case Study: Mr. R. 



  

The doctor was aware of Mr. Rossini’s violent behavior, but thought new 

medications had resolved them. The MD described Mr. Rossini as “a 

different person” and because Mr. Rossini was treated from his fall, felt he 

no longer needed hospital care and intended to send Mr. Rossini back 

home. 

 

GEM Nurse collaborated with doctors to re-evaluate Mr. Rossini’s condition.  

Case Study: Mr. R. 



  

Is there abuse occurring? 

 

How would you respond to Mrs. R concerns? 

 

Is safety an issue for Mr. and Mrs. R? 

 

What intervention /supports would you provide? 

 

 

Intervention Options 



  Interventions and Supports 



  Barriers for Older Adults 

 Cognitive Impairment (i.e Dementia) 

 Loss of decision making power 

 

Senior and Family 

 Denial and self blame 

 Fear of starting over 

 Rejection by family members 

 Generational and religious values 

 Fear of going Long-Term Care Home 

 Fear of separation and change 

 

 Professional frustration 

 

 

 



  It’s Tough to Confront 

When a situation warrants your intervention and a hard-to-
make decision, it will not be easy to make that call. 
However, the often frail senior is relying on you to keep 
them safe. 
 

 

"As practitioners working with elderly clients in abusive and 
neglectful circumstances, it is our challenge to balance our 
duty to protect the safety of the vulnerable elder with the 
client’s right to confidentiality and self‐determination. Like 
many ethical dilemmas the goal will essentially be to 
respectfully come to a conclusion which is the least harmful to 
the vulnerable client.” 

 Donovan, K. & Regehr, C. (2010, p. 181).  



  Interventions are Complicated 

Abused 
Senior 

Power of 
Attorney 

Service 
Provider 

Health 
Care 

Provider 

Financial 
Institution 

Friend 

Family 
Member 

Stop Abuse.  Restore Respect 



  Domains of  Inquiry  

Patient 

Physical 

Mental 

Relationships Caregiving 

Environment 



  Intervention Options 

Housing – Crisis 

- Shelters  

- Safe Bed Programs 

- Pat’s Place 

 

Legal/Police 

-Seniors Support Officers 

-Elder Mediators 

-LEAPS 

-Mental Health Court 
 

 

Consultation Teams  

(i.e Peteborough, Toronto) 
 

Seniors at Risk Coordinators 

(i.e Waterloo, Durham, Kawartha Lakes, 
Guelph) 

 

Health Specialists 

- Outreach Teams 

- BSO Teams 

- GEM Nurses 

 

Counselling 

-Senior programs 

Home Take Over Program 

 

Elder Abuse Phone Support Lines  

  



  

Impaired language or motor abilities to communicate 
abusive situations to a third party,  

lack of decisional capacity to address the abusive 
situation, 

 disinhibited behavior that contributes to a cycle of 
violence,  

coincident depression of the abused older adult 
complicate the diagnosis and management of elder abuse 

Special issues can confuse the care of the 

dementia patient suspected of being abused.  

Hansberry, M. R., Chen, E. & Gorbien, M. J. (2005). Dementia and elder abuse. Clinics in Geriatric Medicine, 21(2): 315‐332. 



  

Assess mental capacity to make informed choices and decisions.  

• Mental capacity for decision-making and ability to understanding and 
appreciate the consequences – each decision is assessed independently. 

 

Involve the older adult and to respect her/his choices in all steps of the 
decision making process. 

• Seek consent or permission, if capable before taking action or sharing 
information  

• Respect personal values, priorities, goals and lifestyle choices of the older 
adult.  

 

Help older adult make seek supports services and assist in providing 
appropriate referrals to community resources and support services.  

• Identify support networks and solutions that suit the older adult’s 
individuality. 

 

 
 

 Ethical Responsibility - If Abuse Is Suspected 



  Assessment Role 
 

 

Systematic process of observation and documentation to 
ensure that the signs and symptoms of abuse are not 
missed, and appropriate assistance is offered. 
 
As the situation becomes better understood, it is  
important to obtain more specific signs of potential abuse.   

 
 

• Involves both dialogue with the senior and observation of the 

situation 

• Sensitivity to language, cultural differences Some cultures may 

require a family member to be present during the interview or it may be necessary 

to negotiate in order to interview someone alone 

• Keep in mind, one’s own values can influence perception of the 

situation 
• Interview alone, listen, be patient, non-threatening and non-

judgmental, validate feelings   
 

 
Always clarify any uncertainties with the senior.  

 



  Things to Consider During Intervention 

Why is the situation causing you concern? 

What am I observing? 

What are the values, wishes and goals of the 
older person? 

What resources are available? 

What is my role and my team’s role? 

 



  

1. Is the older adult in imminent danger? 

2. What is the nature and extent of the abuse? 

3. Do you feel the abuse is likely to occur again? 

4. What is the level of risk? 

5. Is the person able to make decisions about his or her care? 

6. What measures are needed to prevent future abuse and 

ensure well being? 

 Ask the Questions 

Enquiry involves asking older adults questions about their wellbeing 

generally or more specifically about feeling safe, having control over 

their lives, or experiencing harm. 



  Client Assessment Questions 

 
If you are suspicious abuse is happening, ask the senior: 
 

1. Do you feel safe in your home? 
2. Are you well cared for by (name of caregiver)? 
3. Do you have enough to eat? 
4. Do you take your medications as prescribed? 
5. Are you assisted as needed with bathing and personal care? 
6. Are you able to ask for help when you need it? 
  
Do not ask these questions in the presence of the caregiver, family members or 
suspected abusers, as it could cause an immediate and potentially dangerous conflict. It 
could also lead the patient to refuse referrals or the caregiver who has power of 
attorney for healthcare decisions to decline referrals. 



  Confirming the Observations 

Ubiquity Statements: 

“I don’t know if  this is a problem for 

you, but because so many patients I see 

are dealing with abusive relationships, I 

have started asking about it routinely.” 
 

•Allow silence. 

 

“Because there is help available for my 

patients who are being abused, I now ask 

everyone about the possibility if  it is 

occurring to them.” 

 

Direct Question Examples: 

1. “Does anyone threaten, hurt 
or abuse you?” 
 

2. “Do you feel safe where you 
live?” 
 

3. “Are you afraid of  anyone?” 
 

4. “Are you made to stay in your 
room or left alone a lot?” 
 

 

 
Adapted from:  Ron Chez, M.D. “Elder Abuse: An 

Introduction for the Clinician” Training Institute, Course 

Materials www.centeronelderabuse.org, 



  Assessment: Caregiver 

Ubiquity statements 

 

“Some people find it difficult to care 

for a parent with your mother’s 

condition. Do you?” 
 

“Are you able to meet your personal 

and family needs?” 
 

“Sometimes providing care for a 

family member is challenging. Do you 

ever feel like you will lose control?” 

 
 

Direct Questions examples: 

 

 “Is X physically or verbally abusive 

toward you?” 
 

 “Are you overwhelmed, confused, 

fearful, or angry as a result of  being a 

caregiver?” 
 

 “Is there a reason for waiting this 

long to seek medical care for X?” 

 

Adapted from:  Ron Chez, M.D. “Elder Abuse: An 

Introduction for the Clinician” Training Institute, Course 

Materials www.centeronelderabuse.org, 



  Follow-up if  a YES answer 

Give permission 

 Validate the experiences and name it 

 Identify abuse as a problem 

 Affirm senior’s right to safety 

 

Provide information 

 Educate about dynamics of  abuse 

 Refer to community resources 

 Establish a follow up process 
   

Respect patient’s autonomy 

 Respect patient’s confidentiality 

 Referrals 

 Long-term care 

 Law enforcement agencies 

 Emergency planning 

Adapted from:  Ron Chez, M.D. “Elder Abuse: An Introduction for the Clinician” Training Institute, 

Course Materials www.centeronelderabuse.org, 



  
Screening measures are integral to the development of intervention strategies and 

management plans for both the victim and the perpetrator 



  What Can I Do? 

What does the older adult want to do? 

How can I help through my practice? 

Does the older adult want to disclose? 

Do they know their legal options? 

Where the victim is competent, facilitate choices. 

Where the victim is not competent, protective action must be taken. 



 

 

 

RESPONDING TO 
ALLEGED/SUSPECTED ABUSE 

Decision‐making with or for people living with 

dementia is not a neutral act but one entwined 

with ethics. (Baldwin, 2009) 



  

• Declaration/policy statement - zero tolerance of abuse  

• Definition of abuse/examples of abuse  

• Guiding Principles  

• Recognition of Abuse  

• Duty to report (LTC and RH)  

• How to access the OPGT for incapable persons  

Hospital Policy – Elder Abuse 
 



  EAO Resouces  



  

Neglect by 
staff  or the 
owner of  
the home 

Misuse or 
fraud 

involving a 
resident's 
money 

Improper or 
incompetent 
treatment or 

care 

Know the Law 

It’s against the law for anyone to 

punish someone who reports 

abuse of a resident in  a home. 

Long-Term Care Homes Act, 2007 

s.26 

This obligation includes 

family members of residents, 

staff, owners of the homes, 

doctors, nurses and other 

health care professionals 

under the Regulated Health 

Professions Act, drugless 

practitioners and social 

workers. 

Long-term Care Home: Ministry 

of Health and Long Term Care 

ACTION LINE 

 1-866-434-0144 

Retirement Home: Retirement 

Homes Regulatory Authority 

1-855-275-7472 

  

Abuse by 

anyone 

Illegal 

conduct 



  The Law 



  When is it Mandated to Report 

 
(Subsection 3) Duty to report includes medical practitioners and regulated 

health care professionals 



  

  

 

When is it Mandated to Report 

LTCHA s.24(1) , any person who has reasonable grounds to suspect 
that any of the following has occurred, or may occur, shall immediately 
report the suspicion and the information upon which it was based to 
the Director under the LTCHA. 

  
 
If resident of LTC home has gone to hospital for treatment and the 
persons providing care at hospital have reasonable grounds to believe 
patient was victim of abuse/ neglect at LTC home  

 
  
The Long-Term Care ACTION Line is open seven days a week,  
from 8:30 a.m. to 7:00 p.m.     1-866-434-0144 

 

 
 

 

 



  POLICE CHARGE POLICY 

Domestic Violence: (mandatory policy) 

•police will lay charges where there are “reasonable 
grounds” to believe that an offence was committed 

 

Abuse & Neglect of Older/Vulnerable Persons: 
(procedural) 

•police will lay charges where there are “reasonable 
grounds” to believe that an offence was committed 



  
Personal Health Information Protection Act 2004,  

S. O 2004, c. 3, Sched. A; 

Disclosures related to risks 

  

40.  (1)  A health information custodian may disclose personal health 

information about an individual if the custodian believes on reasonable 

grounds that the disclosure is necessary for the purpose of eliminating or 

reducing a significant  risk of serious bodily harm to a person or group of 

persons.  2004, c. 3, Sched. A, s. 40 (1). 

  

Disclosures related to this or other Acts 

43.  (1)  A health information custodian may disclose personal health 

information about an individual, in the circumstances described in clause 42 

(c), (g) or (n) of the Freedom of Information and Protection of Privacy Act or 

clause 32 (c), (g) or (l) of the Municipal Freedom of Information and 

Protection of Privacy Act, if the custodian is subject to either of those Acts; 
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Sec 3- Definition of Health Information Custodian: 

 

• Health care practitioner 

• LTC service provider 

• CCAC 

• Hospitals, Psych facilities 

• Charitable Homes, Homes for the Aged, Rest Homes 

• Pharmacies, laboratories 

• Ambulance service 

70 

Personal Health Information Protection Act 2004,  
S. O 2004, c. 3, Sched. A; 



  

Mr. Ray comes to the hospital emergency by ambulance 
because of a fall at home. He is 80 years old and lives with his 
75-year-old wife. Mr. Ray has a long history of diabetes and 
progressive onset of confusion.  

Mrs. Ray requests medication for Mr. Ray “to make him sleep at 
night” and “to control his kidneys.” She is agitated that she had 
to wait 2 hours to be seen by the doctor. 

Mr. Ray appears dishevelled, in dirty clothes, smells of urine, 
and has an unsteady gait. He appears weak and wife indicates 
he has been losing weight – over 30 lbs. in last two months. He 
has bruising on arms. Mr. Ray has been to ED two times in the 
past month. His appearance is a marked change from his usual 
neat demeanour and function and appears disoriented.  

Case Scenario: Mrs. Ray 



  

Mrs. Ray interrupts the nurse and claims that he is very 
demanding, doesn’t sleep well at night, needs constant attention 
and personal care. She complains that she has no free time and 
instead is feeling excessively burdened to care for her husband. 
They do not have any children to offer support.  

You interview Mr. and Mrs. Ray separately. Mr. Ray claims Mrs. 
Ray often leaves him alone for long periods of time, often puts 
restraints on him so he can’t get out of his chair or bed and 
administers his insulin late at night. She admits to being frustrated 
with him and yells often when he repeats questions.  

The Paramedic discloses to the Nurse that the home is in disarray, 
smells of urine, cluttered with boxes,  and outside of home is 
unkept and structure is questionable. 

He seems to have some insight into his situation but indicates he is 
worried about being placed in a long-term care home.  

 

Case Scenario: Mrs. Ray 



  

•How do you begin to assist Mr. Ray in his situation? 

 

•What questions would you ask to seek more information? 

 

•What are some key aspects you would want to know or rule out? 

 

•What actions would  you take? 

 
•If discharged, how would you ensure safety? 
•Do you report to the police? 

 

•Who are other community partners who could assist? 

 

 Questions 



  Assessment Questions:  
 

1.How are you coping at home?  

2.Are you having difficulty sleeping?  

3.Do you rely on your wife to assist with your personal care?  

4.Are you able to cook for yourself? If not, how do you get 
your meals?  

5.Are you alone at home often?  

6.Do you feel safe when home alone?  

7.Do you take your medications as prescribed?  

8. Are you concerned about your own well-being?  

9. In what way you would like me to help you?  

10 .Did you receive any services or support to help?  



  



  

If a health practitioner who proposed treatment or the person who 

is responsible for authorizing admissions to the care facility or the 

person responsible for providing the personal assistance services 

believes that an SDM is not following the principles set (s.21) out 

in the act, they may apply to the Board for a determination as to 

whether the principles have been followed and for an order for the 

SDM to comply with the Act. 

 

Form G: Application to Determine 

Compliance with S.21 

 



  Case Scenario #6 

 
Orani lives in her home with her son, Mandu who is her Power or Attorney for 
personal care and property. When her daughter, Kaiya, visited she became  
concerned because her mother is was very weak and frail and her skin looked very 
thin and hung off of her body. She also noticed marks around her wrists and ankles. 
Although she was responsive and alert she seemed confused when she asked her 
how Mandu was treating her. Kaiya takes her to the hospital.  
 

Kaiya reported to nurse that Orani’s home is clean but her room smelled of urine 
and there was a soiled chair that she had been sitting in. She reported she saw an 
empty TV box and other boxes of electronic devices and told them that Mandu got 
very agitated when she ask him about Orani’s medical care.  
 

Mandu states he is taking care of his mother and quit his job to care for her. Orani 
has a small pension and her house is paid off.  Hospital staff inform Mandu that his 
mom requires LTC support, but as her SDM he won’t consent in fear of losing access 
to her money and his living arrangements.  
 

Is Mandu acting in her best interests? 
 



  WHAT IF HELP IS REFUSED? 

  
 Remind the older adult that you are 

  willing to provide them with assistance 

  in the future if they wish you to 

 

Provide referrals/resources as appropriate 

 



  
Intervention Services for Older Adult  

At-Risk or Experiencing Abuse 



  Supports for Intervention 

Within Hospital 

• Physicians 

• Social Workers  

• GAIN Program  (outreach) 

• Discharge Planners 

• Pharmacy 

•Risk Management 

 

 



  Provincial Resources 

Advocacy Centre for the Elderly    1-855-598-2656  

LTC ACTION Line – MOHLTC    1-866-434-0144 

Retirement Homes Regulatory Authority    1-855-275-7472  

Office of the Public Guardian and Trustee   1-800-366-0335 

Ontario Seniors’ Secretariat Info Line               1-888-910-1999 

OPP         1-855-598-2656 

Seniors Safety Line             1-866-299-1011 

Senior Crime Stoppers        1-800-222-8477  

 
 



  EAO Training Modules 



  



  



  



  

 @elderabuseont   ElderAbuseOntario  linkedin.com/pub/elder-abuse-ontario 

Questions 

CONTACT ELDER ABUSE ONTARIO 
    

Regional Consultant Office 
 

 
Raeann Rideout 

Central East Consultant 
 Tel: 705-876-1122 x 327 

Email: centraleast@elderabuseontario.com 
 
 

EAO Head Office 
 

2 Billingham Rd, Suite #306 
Toronto, ON 

M9B 6E1 
 

Tel:   416-916-6728 
Email: admin@elderabuseontario.com 

 
Website: www. elderabuseontario.com 

 
 

https://twitter.com/elderabuseont
https://twitter.com/elderabuseont
https://twitter.com/elderabuseont
https://www.facebook.com/ElderAbuseOntario
https://www.facebook.com/ElderAbuseOntario
mailto:centralwest@elderabuseontario.com
mailto:admin@elderabuseontario.com

