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Introduction
The population of people aged 65 years and older in
Ireland is increasing. The 2011 census identified that
there are approximately 535,393 people aged 65 years
and older in the state, which now account for 11.7% of
the total population.
Approximately 6% of the population of people aged 65
years and older in Ireland are receiving residential care
(McGill 2010, CSO 2012b). The probability of requiring
nursing home care rises exponentially with age. Of those
requiring long-term care, approximately 70% are aged 80
years and older (Department of Health 2010a). The
majority of older people in residential care are in the
private nursing home sector (63%) with approximately
9% in the voluntary home sector and 28% cared for in
Health Service Executive (HSE) extended care units or
welfare homes.
The vast majority of older people in receipt of care in the
residential sector are cared for in high quality, safe and
supportive settings. However, there is international
evidence that suggests that a significant minority of older
people in residential homes are nursed in inadequate
physical environments and experience a loss of personal
freedom. In addition, many older people in receipt of
residential care have enhanced physical and cognitive
disabilities and reduced social networks. These issues, in
conjunction with staffing factors, may lead to the
possibility of older people in residential settings being
neglected or physically, psychologically, financially or
sexually abused.
A number of reports published in recent years in Ireland
have acknowledged and identified the potential for older
people requiring nursing care to experience abuse and
neglect in the nursing home sector. These include Abuse,
Neglect and Mistreatment of Older people: An Exploratory
Study (O’Loughlin & Duggan 1998), Protecting Our Future:
Report of the Working Group on Elder Abuse (Working
Group on Elder Abuse 2002) and the Commission of
Investigation into Leas Cross Nursing Home (Department
of Health and Children 2009).

indicates that older people do experience abuse in
residential care settings; however, the prevalence of
abuse or factors associated with this abuse are, to date,
unknown.

Aims of the Study
In the report Protecting Our Future it was recommended
that, following its establishment, the National Centre for
the Protection of Older People should identify ‘current
practices in residential care that result in the abuse of
older people’ (Working Group on Elder Abuse 2002: 22).
This report is part of the process of enacting that
recommendation. With the support of the Health Service
Executive, the National Centre for the Protection of Older
People (NCPOP) undertook a national survey of staff in
residential care homes in Ireland.
The aims of the study were:
1.

To measure the extent to which staff working in
residential settings experienced conflict with
residents.

2.

To measure the extent to which staff working in
residential settings were mistreated by residents
in their care.

3.

To measure the extent to which staff working in
residential settings observed the neglect and
abuse of older people.

4.

To measure the extent to which staff working in
residential settings engaged in the neglect and
abuse of older people in their care.

5.

To identify factors associated with the neglect
and abuse of older people in residential settings.

This study examined interactions and conflicts between
staff and residents in residential care settings, and in so
doing identified both the prevalence and predictors of
neglect and abuse of older people receiving care in these
settings.

To date there has been no systematic study in Ireland on
the possible abuse or mistreatment of older people
receiving care within residential care settings. However,
data from the Health Service Executive (HSE) and the
Health Information and Quality Authority (HIQA)
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Definitions and Types of Abuse
The definition of abuse used in this study is the one
recommended in Protecting Our Future (Working Group
on Elder Abuse 2002: 25):
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 or violates their
human or civil rights.
In addition a number of forms of abuse and neglect were
measured. The operational definitions of abuse and
neglect were based on those outlined in Protecting Our
Future (Working Group on Elder Abuse 2002: 26):
■■

Physical Abuse: included hitting, slapping,
pushing, kicking, misuse of medication, restraint,
or inappropriate sanctions.

■■

Sexual Abuse: included rape and sexual assault
or sexual acts to which the older adult has not
consented, or could not consent, or into which
he or she was compelled to consent.

■■

Psychological Abuse: included emotional
abuse, threats of harm or abandonment,
deprivation of contact, humiliation, blaming,
controlling, intimidation, coercion, harassment,
verbal abuse, isolation or withdrawal from
services or supportive networks.

■■

Financial or Material Abuse: included theft,
fraud, exploitation or the misuse or
misappropriation of property or possessions.

■■

Neglect: including ignoring medical or physical
care needs, failure to provide access to
appropriate health, social care or educational
services, the withholding of the necessities of life,
such as medication, adequate nutrition and heating.

Research Methods
A national survey was used to measure the mistreatment
and neglect of older people from the perspective of staff
working in residential care settings in the following areas:
physical abuse, psychological abuse, financial abuse,
sexual abuse and neglect, both committed by and
observed by staff. In addition, a number of factors that

viii

have been identified as correlates of abuse in the
residential care setting were measured including: staff
burnout, conflict, coping styles, job satisfaction and staff
experiences of resident-related and facility-related stress.
The survey also measured staffing factors that have been
identified as predictors of abuse including: staff-resident
ratios, qualifications of staff and resident dependency
levels. The extent to which staff experienced abuse or
mistreatment by those in their care was also measured.
In order to obtain an accurate representative sample of
public, private and voluntary residential care settings in
Ireland, sixteen geographical regions or clusters
nationwide were selected from the thirty-two HSE local
health office areas, based on weights determined by
number of beds in each cluster. Following the selection of
areas, four residential institutions were selected in each
geographical cluster; these institutions were also
weighted by number of beds within each residential care
home. This approach ensured that a representative
sample of sixty-four residential care settings was chosen.
The sampling procedure allowed for one reserve home
within each geographical cluster; the rationale for this
was to have an alternative residential centre in place
should a selected home decline to participate in the study.
All public, private and voluntary residential homes across
Ireland were included in the sampling framework and
each had the same statistical chance of being selected.
The sample consisted of nineteen public nursing homes,
forty-four private nursing homes and one voluntary
nursing home. The primary sampling unit was the
residential care home and the secondary sampling unit
was the nursing and healthcare assistants within these
homes. In total, over 3,000 questionnaires were
distributed to nursing and healthcare staff.
It was decided for this study that the most feasible
method of data collection would be an anonymous,
self-report pen and paper survey of nursing and
healthcare assistants employed in residential care
settings. This approach was used to ensure that
respondents would be as accurate as possible in their
answers, something that could not be assured through
face-to-face interviews or observational studies. The use
of staff to identify the extent of abuse in the residential
care sector is well supported in the literature. Pillemer
and Moore (1989: 316) state that reports from staff are
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‘the most feasible way to obtain systematic information
on this phenomenon.’
The self-completed questionnaire distributed to staff was
designed to measure the extent to which staff observed
and/or engaged in the abuse and neglect of older people
in residential settings. The questionnaire also examined
factors associated with mistreatment, including individual
staffing factors, resident-related factors and facility-related
factors. In addition staff-resident conflicts were also
identified through staff reports on the extent that older
people in their care had physically, psychologically or
sexually mistreated them.
The self-completed questionnaire distributed to staff
measured the following:
■■

Demographic, education and professional profile
of staff.

■■

Respondents’ attitudes towards their job and
experience of burnout.

■■

Respondents’ experience of stressful events that
occurred in their work with older people.

■■

Respondents’ general health and well-being.

■■

Staff interactions and conflicts with residents,
including reports of neglect and abuse.

Interactions and conflicts with residents were measured
using a modified version of the Conflicts Tactics Scale
(CTS) (Straus 1979, Straus et al. 1996). Respondents were
first asked to indicate the frequency with which they
experienced conflict with residents and the extent to
which they were physically, psychologically or sexually
mistreated by residents. This was followed by asking
them to rate the frequency with which they had observed
the neglect and physical, psychological, financial or
sexual abuse of older people, and finally, the extent to
which they themselves had engaged in the neglect and
abuse of older people. Respondents were asked to rate
how often each behaviour occurred in the last year;
response choices for occurrence ranged from never, once,
2 to 10 times to greater than 10 times.

Results
Profile of Residential Settings
A total of 64 nursing homes were included in the study.
These consisted of 44 homes in the private sector, 19
homes in the public sector and one in the voluntary
sector. Overall 69.0% of the sample included private
nursing homes and 31.0% public/voluntary homes. The
majority of residents cared for were female and were
aged 76 years and older and were classified as high
dependency.
Profile of Respondents – Registered Nurses and
Healthcare Assistants
In total approximately 3,053 questionnaires were
distributed to staff, 1,316 were returned, resulting in a
response rate of 43%.
The majority of staff were working in the private nursing
home sector (60.2%), with 39.8% employed in the public/
voluntary residential sector. The average age of the
sample was just over 42 years. The vast majority of
respondents were female (92.7%). In total 79.0% of
respondents reported their nationality as Irish with 7.0%
stating that their nationality was other-European and
14.0% non-European. The majority of the respondents
were employed at healthcare assistant grade (55.6%).
Both registered nurses and healthcare assistants
predominantly worked full-time, with approximately 40%
of the sample working part-time.
The most frequently reported training programme
completed by staff was in the area of elder abuse; this
had been completed by 82.3% of the sample. A similar
proportion of registered nurses (84.2%) and healthcare
assistants (80.8%) had completed training on elder abuse.
The vast majority of staff reported being satisfied in their
job (93.7%) with 6.3% expressing dissatisfaction. Overall
levels of burnout amongst the staff were low in relation to
emotional exhaustion (emotionally exhausted by work)
and depersonalisation (negative attitude towards
residents) and low to moderate in relation to personal
accomplishment (negatively evaluating one’s work).
Respondents overall reported high levels of psychological
well-being with approximately 1 in 6 reporting some level
of psychological distress. The vast majority of respondents
reported good physical health, while 1 in 10 of
respondents reported their health as either fair or poor.
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The majority of staff (98.1%) experienced resident-related
stressors. Of those who identified resident-related
stressors as occurring, the most frequent events were
caring for residents with limited mobility, caring for
residents who tend to be forgetful and caring for
residents who experience incontinence. The residentrelated event that respondents identified as most stressful
was caring for residents who were aggressive. Difficulty in
communicating with residents was also identified as
stressful by the sample. Facility-related stressors
frequently occurred and included being ‘in charge of too
many residents’ and ‘not getting enough help and
support from colleagues’. The most stressful facility-rated
stressors included: ‘having too many things to do at once’
and ‘not having enough staff on duty’.
A single item measured attitudes towards older people:
‘residents in nursing homes and residential care settings
are like children, they need discipline from time to time’.
Approximately 1 in 10 of the respondents were in
agreement with the statement, with no observed
difference in the proportion of registered nurses or
healthcare assistants who were in agreement.
Staff-Resident Interactions and Conflicts
The vast majority of respondents reported that they had
experienced conflicts with residents and these tended to
occur on more than one occasion over the preceding
twelve months. The most frequent conflict reported was
dealing with a resident unwilling to undress; this was
reported by 77.0% of respondents as occurring at least
once in the preceding twelve months. This was followed
by interactions in relation to a resident arguing about
leaving the home. This was reported as occurring at least
once in the last year by 73.4% of respondents.
Staff reported on their experience of physical,
psychological and sexual mistreatment by residents in
their care. The most frequent type of physical
mistreatment experienced by staff was being slapped or
hit by a resident. This was reported by 73.6%. Being
pushed, grabbed, shoved or pinched by a resident was
also frequently reported (69.0%). Overall, 85.0% of
respondents reported that they had experienced a
physical assault by a resident. Staff also frequently
experienced psychological mistreatment. Approximately
80.0% of respondents reported that they had been
insulted or sworn at by a resident or were shouted at by a
resident in anger in the preceding twelve months.

x

A resident threatening to hit a member of staff was also
reported by 63.5% of staff. In total, 88.6% of respondents
had experienced one or more forms of psychological
abuse in the preceding year. In addition, approximately a
quarter of the staff surveyed reported that they had
experienced some form of inappropriate sexual
behaviour by a resident in the preceding twelve months.
Prevalence of Neglect and Abuse
Overall, 57.6% of staff reported that they had observed
one or more neglectful behaviours by other members of
staff in the preceding 12 months. The most frequent
neglectful behaviours included observing a member of
staff ignore a resident when they called (52%), and
observing a member of staff not bring a resident to the
toilet when they asked (40.4%). Approximately 11% of
respondents had observed, on one or more occasion, a
member of staff refuse to help a resident with their
hygiene needs, with 10% reporting that they observed a
member of staff neglect to move or turn a resident to
help prevent pressure sores. Of those who observed
these events, the majority had observed them occurring
only once in a 12 month period with 4.3% reporting that
they had observed these neglectful acts on 2 or more
occasions. The least observed acts of neglect were
refusing to help a resident with their feeding needs
(6.7%) and giving a resident too much medication to
keep them sedated or quiet (5.6%).
Approximately a quarter (26.9%) of staff had observed at
least one psychologically abusive act directed towards a
resident in the previous twelve months by another
member of staff. The most frequently observed type of
psychological abuse was shouting at a resident in anger.
This was reported by 21.1% of respondents as having
been observed at least once in a twelve-month period.
Approximately 10% of respondents also reported that
they had observed a member of staff insult or swear at a
resident on at least one occasion. In addition, 6.5% had
observed staff isolate a resident beyond what was
required. A small minority of respondents also reported
that they had observed a member of staff punish a
resident through the denial of food or privileges (2.4%) or
threaten to hit or throw something at a resident (0.6%).
Physical abuse was observed as occurring on one or more
occasions by 11.7% of respondents. Of the abuse that
was observed, the most frequent type was restraining a
resident beyond what was needed at the time. This was
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reported as occurring on one or more occasions by 8.5%
of the sample. The next most frequent type of abuse was
observing a staff member push, grab, shove or pinch a
resident; this was observed on one or more occasions by
4.5% of respondents. A very small percentage of
respondents (1.8%) had observed a member of staff slap
or hit a resident with 0.6% reporting that they had seen
staff throw something at a resident and 0.5% identified
that a resident had been kicked, hit with a fist or hit with
an object by a member of staff.
Financial and sexual abuse were the least observed forms
of mistreatment with 1.2% of respondents reporting that
they had observed financial abuse and 0.7% of
respondents reporting that they had observed another
member of staff talk to or touch a resident in a sexually
inappropriate way.
Overall, a total of 27.4% of staff reported that they had
been involved in at least one neglectful act within the
preceding twelve months. The most frequently reported
acts engaged in by staff were ignoring a resident when
they called (22.6%) followed by not bringing a resident to
the toilet when they asked (13.3%). A minority of
respondents also reported that they had not changed a
resident following an episode of incontinence (6.0%),
neglected to turn or move a patient to prevent pressure
sores (1.4%), refused to help a patient with their hygiene
(1%) or feeding needs (1%) or administered too much
medication to keep them sedated or quiet (1%).
A total of 3.2% of staff reported that they had committed
one or more acts of physical abuse on a resident in the
preceding year. Of the physical abuse that was engaged
in by staff, the most frequent was restraining a resident
beyond what was needed at the time. This was reported
as occurring on one or more occasions by 2.4% of
respondents. The next most frequent act was slapping or
hitting a resident; this was reported as occurring on one
or more occasions by 0.6% of respondents. The
frequencies of other types of physical abuse self-reported
by staff were very low. A very small percentage (0.6%)
reported that they had pushed, grabbed, shoved or
pinched a resident on one or more occasions, whereas
0.2% reported that they had thrown something at a
resident. The same proportions reported that they had
kicked a resident or hit them with their fist (0.2%) or hit
or tried to hit a resident with an object (0.2%).

Overall, 7.5% of staff reported that they had perpetrated
one or more psychologically abusive acts on residents in
the previous twelve months. The most frequently
reported type of psychological abuse was shouting at a
resident in anger. This was reported by 6.3% of
respondents as occurring at least once in the preceding
twelve-month period. A very small proportion of the
sample reported that they had engaged in other types of
psychological abuse, with 1.5% of respondents reporting
that they had isolated a resident beyond what was
needed to control them and 1.5% also reporting that they
had insulted or sworn at a resident on at least one
occasion in the preceding 12 months. A very small
proportion of respondents reported that they had denied
a resident food or privileges as a form of punishment (0.5%).
In relation to financial abuse, 0.2% of staff reported that
they had taken jewellery, money, clothing or something
else from a resident or resident’s room. A very small
percentage (0.2%) of respondents reported that they had
talked to or touched a resident in a sexually inappropriate
way once in the preceding 12 months.
Factors Associated with Neglect and Abuse of Older
People in Residential Care Settings
A number of factors were identified as being significantly
related to reported physical abuse of residents. Factors
included the size of the nursing home, nationality, job
satisfaction, organisational commitment and burnout.
Respondents that found aspects of their work with
residents as stressful were also proportionally more likely
to report that they had committed physical abuse. The
psychological health of staff was another factor
associated with the physical abuse of residents.
Respondents who were identified as being psychologically
distressed were significantly more likely to report having
physically abused older people in their care.
A number of factors were identified as being significantly
related to the reported psychological abuse of residents
receiving care in residential care homes. These included:
principally working night duty, working with older people
for between 11 to 20 years, reporting low levels of job
satisfaction and high levels of burnout. Staff who found
aspects of their work with residents as stressful were also
proportionally more likely to report that they had
committed acts of psychological abuse. The frequency
with which facility-related stressful events occurred in the
residential care setting and the extent to which staff
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found these events stressful was also associated with
reported psychological abuse of older people.

future strategies to reduce staff and resident experiences
of conflicts.

The strongest predictors of the neglect and abuse of
older people in residential care were identified as high
levels of burnout, the frequency with which residentrelated stressors occurred, staff experiences of
mistreatment by residents and respondents experiencing
psychological distress. The strongest predictors of the
physical abuse of older people included staff working in
smaller sized residential care homes, staff reporting
working with older people as stressful, and staff intention
to leave the nursing home in which they were currently
employed. Poorer physical health and psychological
health, high levels of burnout and night duty were identified
as the strongest predictors of psychological abuse.

Although the prevalence of neglect of older people by
staff was similar to those found in studies carried out
internationally, rates of physical and psychological abuse
were substantially lower. Research into the financial and
sexual abuse of older people is in its infancy and further
work is needed to develop methods that will validly
measure the extent to which older people are
experiencing financial and sexual abuse. However, rates
of these types of abuse were found to be comparable or
lower to those reported in the US and Europe.

Conclusions
The sample of approximately 1,300 respondents is one of
the largest undertaken internationally in the exploration
of staff-resident interactions, neglect and abuse in the
residential sector and allows us to generalise the results
to all residential care centres in Ireland providing care to
people aged 65 years and older. In addition the response
rate of 43% is high for a survey of this kind.
The population of older people in Ireland is increasing
and concomitantly are the numbers who require
residential care. Older people who require residential
care are some of the most vulnerable due to high levels
of cognitive and physical impairments and reduced social
networks; in addition the vast majority of older people in
residential care are dependent on others for the provision
of their physical and psychological needs.

It is evident that a broad and comprehensive approach
has been taken at policy and legislative level in Ireland to
protect older people in the residential care sector from
neglect and abuse. The establishment of HIQA and the
proactive role taken by the HSE have provided a
framework to reduce incidents of abuse as well as
monitoring the standards of care provided to older
people in residential care settings. However, as reported
by staff who responded to this survey, a minority of older
people in residential care in Ireland do experience
neglect and physical, psychological, financial and sexual
abuse. The impact of this neglect and abuse on older
people can be detrimental and harmful to the older
person’s physical and psychological health and well-being
and greatly reduces their quality of life.

The vast majority of staff reported that they had
experienced conflicts with residents and these tended to
occur on more than one occasion. The majority of staff
had also experienced some form of physical and
psychological mistreatment from residents in their care.
Although reported to a lesser extent than either physical
or psychological abuse, approximately a quarter of the
staff reported that they had experienced some form of
inappropriate sexual behaviour by a resident. This is the
first time that accurate figures on these aspects of the
working lives of healthcare assistants and registered
nurses have been published in Ireland and will inform
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Chapter 1 Introduction

1.1

Introduction

The vast majority of older people in receipt of care in the
residential sector are cared for in high quality, safe and
supportive settings. However, there is international
evidence to suggest that a significant minority of older
people in residential homes are nursed in inadequate
physical environments and experience a loss of personal
freedom. In addition, many older people in receipt of
residential care have enhanced physical and cognitive
disabilities and reduced social networks. These issues, in
conjunction with staffing factors, may lead to the
possibility of older people in residential settings being
neglected or physically, psychologically, financially or
sexually abused (Pillemer & Moore 1989, Hawes 2003,
Goergen 2004). However, the extent to which older
people in residential care in Ireland experience neglect
and abuse is unknown.
Staff-resident interactions and conflicts are some of the
most under-researched areas relating to the care of older
people in nursing homes or residential settings
(Lindbloom et al. 2007). This is due to a multiple of
reasons, not least the methodological challenge
associated with studying the phenomena of elder abuse
and neglect in residential care settings. Although there
are challenges in measuring the abuse and neglect of
older people receiving residential care, a number of
reports have highlighted the need to investigate this
aspect of their lives. In the report Protecting Our Future it
was recommended that, following its establishment, the
National Centre for the Protection of Older People
(NCPOP) should identify ‘current practices in residential
care that result in the abuse of older people’ (Working
Group on Elder Abuse 2002: 22). This report is part of the
process of enacting that recommendation.
This study examined interactions and conflicts between
staff and residents in residential care settings, and in so
doing identified both the prevalence and predictors of
neglect and abuse of older people receiving care in these
settings. When examined alongside other published
research evidence, these results form a foundation that
can be used to develop strategies to reduce and prevent
the occurrence of mistreatment in residential settings for
older people in Ireland.

1.2

Aims of the Study

The aims of the study were:
1.

To measure the extent to which staff working in
residential settings experienced conflict with
residents.

2.

To measure the extent to which staff working in
residential settings were mistreated by residents
in their care.

3.

To measure the extent to which staff working in
residential settings observed the neglect and
abuse of older people.

4.

To measure the extent to which staff working in
residential settings engaged in the neglect and
abuse of older people in their care.

5.

To identify factors associated with the neglect
and abuse of older people in residential settings.

1.3

Organisation of the Report

The report consists of six chapters. Chapter 1 outlines the
context and aims of the study. Chapter 2 explores the
literature related to staff-resident interactions in residential
settings. This chapter outlines the changing patterns of
long-term care for older people in Ireland; in addition it
explores a number of reports and studies published on the
abuse of older people receiving care in residential settings in
Ireland. Chapter 2 also discusses the international literature
that pertains to the abuse and neglect of older people in
receipt of residential care, including an exploration of factors
related to the abuse of older people. The chapter concludes
by examining staff experiences of being mistreated by older
people in their care.
Chapter 3 outlines the research design that was used to
measure staff-resident interactions and conflicts. It
describes the methods that were used to measure
staff-resident interactions and the prevalence of physical,
psychological, financial and sexual abuse and neglect
experienced by older people. In addition, the sampling
design, questionnaire design and approach to data analysis
are outlined. This chapter also discusses the measures that
were used to identify factors associated with the abuse and
neglect of older people in residential care.
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Chapter 4 is the first of two results chapters and outlines
the demographic, professional and educational profile of
the sample of nurses and healthcare assistants who
reported on staff-resident interactions and conflicts,
including observed and perpetrated incidents of abuse
and neglect. It also reports on levels of job satisfaction,
their organisational commitment and levels of burnout
experienced by staff. In addition, the overall health and
well-being of staff, the extent to which they found
working with older people stressful and the attitudes of
staff towards older people are reported. The final sections
report on the respondents’ reports of conflicts and
interactions that occurred between residents and staff,
including staff experiences of mistreatment and abuse
by residents.

1.4

Conclusion

This is the first large-scale national study in Ireland into
staff-resident interactions and conflicts and the neglect
and abuse of older people in the residential care sector. It
is also the first study carried out in the residential care
sector in Ireland that identifies the prevalence of neglect
and the physical, psychological, financial and sexual
abuse of older people. In addition it identifies the factors
associated with the abuse of older people receiving
residential care. The completion of this research enables
a baseline measurement of the problem to be identified.
From the evidence identified in this research, appropriate
interventions to prevent the neglect and abuse of older
people in residential settings can be developed,
implemented and evaluated.

Chapter 5, the second results chapter, outlines the
prevalence of the neglect and abuse of older people that
was observed or engaged in by staff over a twelve-month
period. The first section reports on the neglect of older
people observed by staff; this is followed by staff reports
on the extent to which they observed physical,
psychological, financial and sexual abuse in the
residential setting. Staff reports of the neglect and abuse
of older people in which they themselves were engaged
are also outlined. The final section reports on the factors
that were found to be associated with the abuse and
neglect of older people. This section explores the
relationship between staff-related, resident-related and
facility-related factors and the neglect and physical and
psychological abuse of older people.
Chapter 6 discusses the results of the study in the context
of the available literature on staff interactions and
conflicts and the abuse of neglect of older people in
residential care. The chapter also compares the
prevalence rates of abuse and neglect found in this study
with similar studies undertaken internationally. Factors
found to be associated with, and predictors of, conflict,
abuse and neglect are also considered.
Chapter 7 concludes with a discussion of the implications
of the results for policy and practice. It highlights the
strategies that can be used to effectively manage
staff-resident conflicts as well as a number of
recommendations that have shown to be effective in
identifying and reducing incidents of neglect and abuse
of older people receiving care in residential care settings.
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2.1

Introduction

This chapter explores the literature related to staffresident interactions and conflicts in residential settings.
The first section outlines the changing demographic
patterns of long-term care for older people in Ireland; in
addition it explores a number of reports and studies
published on the neglect and abuse of older people
receiving care in residential settings in Ireland. This is
followed by a discussion of the international literature
that pertains to the abuse and neglect of older people in
receipt of residential care, including an exploration of
factors related to the abuse of older people. The chapter
concludes by examining staff experiences of being
mistreated by older people in their care.

2.2

Growing Old in Ireland

The population of people aged 65 years of age and older
in Ireland is increasing. The 2011 census identified that
there are approximately 535,393 people aged 65 years
and older in the state, a 14% increase on the 2006 census
figure of 467,926 (Central Statistics Office (CSO) 2012a).
People aged 65 years and older now account for 11.7% of
the total population; in 2006 older people accounted for
11% of the population. Although there has been an
increase in the proportion of people aged 65 years and
older, the percentage of older people is lower than the
European Union (EU) average of approximately 17%
(Eurostat 2011). It is envisaged that by 2026 there will be
approximately 908,000 people aged 65 years and older,
accounting for 16% of the population (CSO 2012a). The
old age dependency ratio1 is also expected to increase
substantially in the coming years, from 17.4% in 2012 to
36.3% in 2045. However, currently, the old age
dependency ratio in Ireland is below the EU average of
25.9% (Department of Health 2011, CSO 2012b).
At the time of the research undertaken in this study there
were approximately 613 residential centres (124 public,
450 private and 39 voluntary) providing care to older
people in Ireland. In total, the 2011 census identified that
31,054 older people were receiving care or residing in
‘communal establishments’2 (CSO 2012b). The vast
1 The old-age-dependency ratio is the ratio of the number of older people
at an age when they are considered economically inactive (i.e. aged 65
and over), compared to the number of people of working age (i.e. 15-64
years old) (EUROSTAT 2011).
2 The CSO (2011) defines a communal establishment as a religious
community, nursing home, hospital, hostel or prison amongst others.
The majority of older people identified as residing in a communal
establishment are in the nursing home sector.

majority of older people receiving care are in the nursing
home sector with 15% in the hospital sector (CSO
2012b). Approximately 6% of the population of people
aged 65 years and older in Ireland are receiving
residential care (McGill 2010, CSO 2012b). The
probability of requiring nursing home care rises
exponentially with age. Of those requiring long-stay beds,
approximately 70% are aged 80 years and older
(Department of Health 2010a,b). Twelve per cent of all
people in Ireland aged between 80 and 84 years and 25%
of people aged 85 years and over are receiving long-term
care (McGill 2010), whereas only 1.3% of people aged
between 65 and 69 years are classified as living in a
communal establishment.
Due to the difference in life expectancy rates – 76.8 years
for men and 81.6 years for women – (CSO 2012a), the
vast majority of older people receiving care in the nursing
home sector are women (Department of Health 2011a).
The proportion of women in nursing homes, as would be
expected, increases with age; approximately 76% of
female residents in the nursing home sector are aged 80
years and over compared to 56% of men. Approximately
14% of all females aged 80 and over are living in nursing
homes, compared with 8.6% of males (CSO 2012b).
Older people requiring residential care tend to have
cognitive impairments or require help with their physical
needs. The Irish Longitudinal Study on Ageing (TILDA)
(2011) reported that 35% of adults aged 80 years and
older have some evidence of cognitive impairment
compared to 4% of adults aged between 50 and 64 years
of age. In addition, older people requiring residential care
have smaller social networks and less social support than
older people living in the community (Drennan et al.
2008, McDonald et al. 2012).
Table 2.1 displays the proportion of people aged 65 years
of age and older living in nursing homes and hospitals in
Ireland. As can be seen, the percentage of older people
requiring care increases with age and doubles for those
aged over 85 years when compared to the 80-84 age
group. The proportion of males and females in the
nursing home sector up to the age of 75 years is similar;
however, due to the difference in mortality rates between
males and females, a higher proportion of females in the
age group 85 years and older are in residential care.
Women account for approximately 78% of all nursing
home residents in the 85 years and older age category. In
addition, when compared to other European countries,
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Ireland has the second highest proportion of people aged
65 years of age and older resident in nursing homes and
hospitals (Eurostat 2011). In the Republic of Ireland,
approximately 6% of older people are in nursing homes,
in comparison to Northern Ireland, where the figure is 4%
(McGill 2010).
Table 2.1 Percentage* of Older People by Age and
Gender Resident in Nursing Homes and Hospitals
(Source CSO 2007: 22)
Age Group

Gender (%)
Males

Total (%)

Females

65 – 69

1.4

1.2

1.3

70 – 79

2.3

2.2

2.2

80 – 84

8.4

10.7

9.8

85 years
and over

16.4

25.5

22.7

Percentage of the total population

*

The majority of older people in residential care are in the
private nursing home sector (63.3%) with approximately
9% in the voluntary home sector and 28% cared for in
Health Service Executive (HSE) extended care units or
welfare homes (Table 2.2). The proportion of patients in
HSE units has decreased from over 40% in 2001 to 28% in
2010, whereas the proportion in the private sector has
risen from 45% in 2001 to over 63% in 2010 (CSO 2007,
Department of Health 2011a,b). The overall occupancy
rate for long-stay units3 in Ireland is approximately 92%
(Department of Health 2011a).

The majority (64%) of residents receiving long-term care
in residential settings are classified as being either at high
or maximum dependency levels (Department of Health
2011a).4 The Department of Health (2011a) in a survey of
long-stay care facilities reported that dependency levels
varied according to the type of institution providing care.
Approximately half of the residents in voluntary welfare
homes were identified as having dependency levels at
either high or maximum levels; this rises to approximately
60% in the private nursing home sector and to over 77%
in HSE extended care units.
The principal reason for older people requiring residential
care is related to long-term physical or cognitive
disability; other reasons include social issues and, for
shorter periods of time, convalescence and rehabilitation
(Department of Health 2011a). Reports of physical or
cognitive disability increase with age. In Ireland
approximately 1 in 5 people in the 65 to 69 age group
report having a disability and this increases to
approximately 60% for people aged 85 years and older. In
addition the oldest old (those aged 85 years and older)
are more likely to report having more than one longlasting condition or activity limitation (CSO 2007: 19). The
vast majority of admissions to the residential sector come
from the community; however, this varies according to
the type of care facility. The majority of admissions to
private nursing homes come from the acute hospital
sector, whereas admissions to HSE welfare homes are
predominantly from the community (Department of
Health 2011a).

Table 2.2 Beds, Residents and Occupancy in Long-Stay Units in 2010 (Source DoH 2011: 11)
Characteristic

HSE Extended HSE Welfare
Care Unit
Home

Voluntary
Home/Hospital

Voluntary
Welfare Home

Private
Nursing Home

Total

Total Number of
Beds

5,823

865

1,830

176

14,304

22,998

Beds (%)

25.2

3.8

8.0

0.8

62.2

100.0

Total Number of
Residents

5,142

741

1,682

175

13,308

21,048

Residents (%)

24.4

3.5

8.0

0.8

63.3

100.0

Occupancy (%)

88.3

85.7

91.9

99.4

93.0

91.5

3 Long-stay units include: HSE Extended Care Units and Welfare Homes,
Voluntary Welfare Homes, Voluntary Home/Hospital for Older People,
Private Nursing Home (DoH 2011).
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4 Dependency levels are classified as follows: low dependency, medium
dependency, high dependency and, maximum dependency (DoH 2011).
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The increase in the number of people aged 65 years and
older and the projected increase in life expectancy
suggest that a greater number of older people will require
care in the residential sector. The characteristics of older
people requiring care in the residential sector, such as
increased dependency and reduced social networks, may
make them vulnerable to neglect as well as physical,
psychological, financial and sexual abuse (McDonald et
al. 2012). Although abuse and neglect of older people
living in the community in Ireland has been explored
(Naughton et al. 2010), there is a relative paucity of
literature on the mistreatment of older people requiring
care in the residential setting. A number of reports
published in recent years in Ireland have acknowledged
and identified the potential for older people requiring
nursing care to experience abuse and neglect in the
nursing home sector. These include Abuse, Neglect and
Mistreatment of Older people: An Exploratory Study
(O’Loughlin and Duggan 1998), Protecting Our Future:
Report of the Working Group on Elder Abuse (Working
Group on Elder Abuse 2002) and the Commission of
Investigation into Leas Cross Nursing Home (Department
of Health and Children 2009).

Group on Elder Abuse 2002). Since its publication,
Protecting Our Future has been influential in guiding the
direction of elder abuse policy in Ireland and brought to
the forefront the complexity of abuse in nursing homes. A
quotation from a clinician was used in the report to
identify issues surrounding the mistreatment of older
people receiving care in residential settings and to
highlight that elder abuse was a complex and
multifaceted issue:

2.3 Development of Policy on the
Protection of Older People in Ireland

The report made 29 recommendations relating to the
protection of older people from abuse. These
recommendations were classified under the areas of
policy, legislation, research, training and education,
carers, advocacy, staffing structures and the reporting of
abuse. One of the principal recommendations of the
report was that ‘the response to elder abuse be placed in
the wider context of health and social services for older
people’ (Working Group on Elder Abuse 2002: 17). This
recommendation recognised that the abuse of older
people is caused by a multiplicity of factors at both
individual and institutional levels. It also recognised that
the abuse and mistreatment of older people was a
complex issue that required an approach that
standardised and formalised the services available to
older people at risk of, or experiencing, abuse. A
multi-factored approach was identified as the most
effective way of preventing the abuse of older people in
residential care settings. These approaches included:
legislation and regulation, policies and procedures for
best practice, the ethos and philosophy of care, the skills
of carers, training of carers, support for older people and
availability of resources (Working Group on Elder Abuse
2002). Education and training of staff working with older

The report Abuse, Neglect and Mistreatment of Older
people: An Exploratory Study (O’Loughlin and Duggan
1998), published by the National Council on Ageing and
Older People, was one of the earliest studies to raise
awareness of the issue of the mistreatment of older
people in Ireland. Interviews with service providers
identified that three types of mistreatment occurred in
residential care: psychological abuse, neglect and sexual
abuse. Respondents also identified potential factors that
may lead to the abuse of older people, including staff
shortages, high levels of staff turnover, patient
dependency levels and a reluctance amongst staff to
report abusive behaviours. The report was the first to
advance recommendations related to the abuse of older
people in the residential care sector in Ireland.
Following on from the O’Loughlin and Duggan report a
working group on elder abuse was set up which resulted
in the publication of a policy document on the abuse of
older people in Ireland entitled: Protecting Our Future:
Report of the Working Group on Elder Abuse (Working

Elder abuse is something that happens culturally
and corporately as well as on an individual basis …
a lot of the abuse that goes on is purely
unintentional abuse that is institutionalised. It
comes from the structures of health and social care
that we have in place at the moment … some
people are being looked after in impoverished
environments … being treated and cared for by
over-worked, stressed, burnt-out staff who are too
small in number to be able to cater for their needs
properly … the wider definition of what abuse is
needs to be highlighted very quickly and
emphatically as well (Working Group on Elder
Abuse 2002: 17).
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people was also seen as essential to ameliorate the
possibility of older people experiencing abuse or neglect
from those responsible for their care. In relation to the
protection of older people in receipt of long-term
residential care, Protecting Our Future recommended that
an advocacy service be established to enable residents to
‘protect their … assets and have their wishes respected
when making decisions and transactions’ (Working Group
on Elder Abuse 2002: 22).
In 2009 the National Council of Ageing and Older People
published a review of the implementation of the
recommendations outlined in Protecting Our Future. The
report, entitled Review of the Recommendations of
Protecting Our Future: Report of the Working Group on
Elder Abuse5, found that ‘there has been significant
progress in implementing recommendations of Protecting
Our Future (p. 5). Progress was reported to have been
achieved in initiatives related to the health sector,
including the instigation of dedicated elder abuse
structures within the HSE and the implementation of
enhanced legal frameworks associated with the
protection of older people. Areas where progress was
deemed not to have been as successful related to ‘financial
abuse [and the] education and training for professionals
working with older people across a range of sectors’ (p. 6).
A section of the review of Protecting Our Future dealt
specifically with abuse in residential settings for older
people. The review highlighted the importance of the
establishment of the Health Information and Quality
Authority (HIQA) in 2009, the independent inspection
framework for residential facilities; however, it
recommended that the framework needed to develop
stronger connections with dedicated officers and senior
case workers for the protection of older people. This
recommendation was based on the finding that the elder
abuse governance structures were found to be
‘complicated’ (p. 39):
This connection with health and other policy areas
is where governance and accountability is at its
weakest. In relation to the HSE and its wider health
services for older people, there are many layers to
decision-making and operational delivery which
complicate interaction with the dedicated elder
abuse structures and obscure points of decision.
5 This report was prepared by PA Consulting on behalf of the National
Council on Ageing and Older People.
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The main area of complexity was in the relationship
between nursing home inspection teams, dedicated elder
abuse structures (dedicated officers and senior case
workers) and primary, community and continuing care
(PCCC) structures. To that end, the review made a
number of recommendations with the aim of
strengthening the integration between the Health
Information and Quality Authority (HIQA) and the
dedicated HSE elder abuse structures. In particular, it was
recommended that linkages between senior case workers
and residential care settings be further developed and
enhanced. The review of Protecting Our Future also
highlighted the need to develop advocacy structures as
an approach to both prevent and identify abuse in the
residential care sector.

2.4 Legislation and Policy Related
to the Residential Care Sector in Ireland
The care and regulation of older people living in public,
voluntary and private residential care settings are guided
by a number of standards and acts including:
■■

National Quality Standards for Residential
Settings for Older People in Ireland (HIQA 2009b).

■■

Health Act 2007.

■■

Health Act 2007 (Care and Welfare of Residents
in Designated Centres for Older People)
Regulations 2009 (as amended).

■■

Health Act 2007 (Registration of Designated
Centres for Older People) Regulations 2009 (the
Regulations).

This section discusses the legislation most pertinent to
the protection of older people, the Health Act 2007,
under which the Health Information and Quality
Authority (HIQA) was established and the concept of
protected disclosure was introduced.

2.4.1 The Role of the Health Information
and Quality Authority (HIQA) in the
Protection of Older People
The Health Information and Quality Authority (HIQA)
was established under the Health Act 2007. The
Authority, amongst other functions, sets standards for
health and social services and undertakes registration
and inspection of public, voluntary and private residential
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facilities for older people.6 This involves investigating
‘significant events’, following up on information received,
and undertaking scheduled and unscheduled visits of
nursing homes (HIQA 2012: 5). Registration of nursing
homes is dependent on providers ensuring ‘that residents
receive safe good care, with a good quality of life within
safe and suitable surroundings’ (HIQA 2012: 5). The
document National Quality Standards for Residential
Settings for Older People in Ireland (HIQA 2009b: 4) sets
out ‘what a quality, safe service for an older person living
in a residential care setting should be’. A working group7
developed 32 quality standards for residential settings for
older people following a review of international systems
and best practice, consultation with health and social
care providers, service users and their families and the
public. The standards are grouped into seven sections, as
follows: 1) the rights of the older person, 2) protection, 3)
health and social care needs, 4) quality of life, 5) staffing,
6) the care environment and, 7) management and
governance. Although all 32 standards pertain to the
protection and welfare of older people in residential
settings, two standards (Standard 8 and Standard 9) in
section 2 of the document relate directly to the
protection of older people from neglect and abuse. In
addition, Standard 23 outlines guidelines regarding the
staffing levels and qualifications required for those
providing care to older people.
Standard 8 states that: ‘each resident is protected from all
forms of abuse’ (HIQA 2009b: 15). The criteria relating to
this standard outline procedures that must be followed to
prevent abuse, to respond to ‘suspicions, allegations or
evidence of abuse’ and the procedures for reporting
concerns or allegations to the ‘Health Service Executive,
the Garda Síochána and the Chief Inspector’ (HIQA
2009b: 15). In addition, criterion 8.2 of Standard 8,
recognising that the abuse of older people can take many
forms and drawing on the Protecting Our Future definition
of abuse, states:
The person-in-charge takes steps to ensure that the
resident is safe from physical or sexual abuse,
psychological abuse, financial or material abuse,
neglect or acts of omission, or discriminatory
abuse, through deliberate intent, negligence or
6 Prior to the Health Care Act 2007 only private or voluntary nursing
homes were inspected.
7 The Working Group for the development of National Quality Standards
for Residential Settings for Older People in Ireland included service users,
providers and advocacy groups.

ignorance by others within the residential care
setting. All allegations of any such incidents are
fully and promptly investigated in accordance with
the policies and procedures (HIQA 2009b: 15).
In relation to responding to allegations or evidence of
abuse, Standard 8 further states that staff should know to
whom they should report abuse and that those who
report abuse should be aware that they would not be
penalised for raising concerns. In addition, the criterion
for Standard 8 also outlines that staff should receive
on-going training on the prevention of abuse, how to
identify abuse, how to respond to allegations or evidence
of abuse and how to protect residents who may be
particularly vulnerable to abuse.
Standard 9, which relates directly to the potential for
financial abuse, states: ‘each resident’s finances are
safeguarded’ (HIQA 2009b: 16). The criterion supporting
this standard outlines that residential centres providing
care for older people must have clear guidelines, policies
and procedures pertaining to the protection of residents’
valuables, including procedures for staff handling money
and the provision of secure facilities for the safe-keeping
of valuables.
Standard 23 outlines the requirements for staffing nursing
homes and states that: ‘there are appropriately skilled
and qualified staff sufficient to ensure that services are
delivered in accordance with these standards and the
needs of the residents.’ The criterion underlining
Standard 23 outlines the specific requirements pertaining
to staff recruitment and staff currently employed in the
nursing home sector; these include the requirements that
there are sufficient staff to ensure the safety and wellbeing of residents, personnel files are kept on staff, staff are
Garda vetted, references are taken up from previous
employers and nursing and health and social care staff are
registered with their relevant professional bodies.
In addition to the preparation and publication of
standards for nursing homes, the Social Services
Inspectorate of HIQA inspects residential settings to
ensure that the standards are being met. Inspections of
residential settings are structured under six domains: 1)
governance, 2) quality of the service, 3) health care
needs, 4) premises and equipment, 5) communication
and, 6) staffing. HIQA (2012: 27), specifically in relation to
the protection of older people from abuse, outlines the
following standard:
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All reasonable measures are required to be taken to
protect each resident from all forms of abuse,
including policies and procedures, recording and
training for staff for the prevention, detection and
response to abuse. This also requires that there is
suitable and sufficient care to maintain the
resident’s welfare and well-being, having regard to
the nature and extent of the resident’s dependency
and needs … a high standard of evidence-based
nursing practices, appropriate care by a medical
practitioner and opportunities for residents to
participate in appropriate activities.
In a retrospective overview of inspections from 2009 to
2010 (HIQA 2012), the Authority identified that the most
frequent breach of regulation was related to the quality of
the premises and facilities provided to residents. This was
followed by problems with risk management procedures
and issues related to the general welfare of residents.
Under the heading ‘General Welfare and Protection’,
HIQA (2012) identified that there were ‘inadequate
arrangements to prevent residents being harmed or
suffering abuse or being placed at risk of harm of abuse’.
These inadequate arrangements to prevent abuse were
identified in 25% of residential centres inspected. The
HIQA (2012) review of inspections expressed
disappointment at both the inadequate arrangements in
place in residential centres to prevent abuse and the
relatively poor follow-up by institutions to implement
recommendations to address the identified shortcomings.
HIQA (2009a,b) uses two approaches to ensure that
standards are upheld in the residential sector. These
approaches are divided into non-statutory and statutory.
Non-statutory approaches include inspections, action
plans and warnings, whereas statutory enforcement, in
the form of amendments to registration provisions, court
orders and/or prosecution, is undertaken if non-statutory
measures fail to address the non-compliance with
standards. HIQA (2009a,b) outlines the factors that will
influence an action being taken, as follows:
■■

■■
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The registered provider’s failure is having a
serious impact on the health, safety or quality of
life of residents.
The registered provider’s failure poses an
unacceptable risk to residents.

■■

A registered provider persistently fails to meet
legislative requirements.

■■

A registered provider repeatedly fails over time
to meet legislative requirements.

The HIQA Notifiable Events Document (HIQA 2009a)
outlines that it is the responsibility of the person in
charge of a centre providing care to older people to
report a ‘notifiable event’ to the Authority’s Social
Services Inspectorate within three days of the incident
occurring. These events include: the death of a resident
under the age of 70, any serious injury to a resident, an
allegation of suspected or confirmed abuse of a resident
and any allegation of misconduct by the registered
provider or any person who works in the designated
centre. A recurring pattern of theft or burglary must also
be reported on a quarterly basis.

2.4.2 Legislation Pertaining to the
Reporting of Abuse
There is no specific law at present in Ireland that requires
the abuse or suspected abuse of an older person to be
mandatorily reported (Lyons et al. 2009). In its report
Protecting Our Future (Working Group on Elder Abuse
2002: 23), the working party did not recommend the
mandatory reporting of abuse:
There is no persuasive evidence that it leads to
successful outcomes for older people suffering
abuse; indeed, it may prevent people seeking help
because of the legal and cultural ramifications it
has for the person suffering the abuse and the
perpetrator.
Although mandatory reporting of abuse was not
recommended, protected disclosure was introduced into
the Health Act 2007. The Act (Health Act 2007: Pt 14; Sc
106, 55B, 66) in relation to protected disclosure states:
Where an employee of a relevant body makes, in good
faith, a disclosure to an authorised person and the
employee has reasonable grounds for believing that it will
show one or more of the following:
(a) that the health or welfare of a person who is
receiving a health or personal social service in
accordance with this Act has been, is or is likely to
be at risk;
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(b) that the actions of any person employed by or
acting on behalf of the relevant body has posed, is
posing or is likely to pose a risk to the health or
welfare of the public;
(c) that the relevant body or a person employed by
or acting on behalf of the relevant body failed, is
failing or is likely to fail to comply with any legal
obligation to which the relevant body or person is
subject in the performance of the relevant body’s or
person’s functions;
(d) that the conduct of the relevant body or of a
person employed by or acting on behalf of the
relevant body has led, is leading or is likely to lead
to a misuse or substantial waste of public funds;
(e) that evidence of any matter falling within any of
paragraphs (a) to (d) has been, is being or is likely to
be deliberately concealed or destroyed; the disclosure
shall be a protected disclosure under this Act.
In effect, under protected disclosure, the individual who
reports on actions that may pose a risk to the health and
welfare of those receiving care is not liable for damages
and is protected from civil liability or penalisation by an
employee. The disclosure must be made on reasonable
grounds. Protection does not apply if the person who
makes a disclosure knows it to be ‘false, misleading,
frivolous or vexatious or who, in connection with a
disclosure, furnishes information that the person knows to
be false or misleading’ (Health Act 2007: Pt 14, Sec 3, 71).

implement ‘nationally agreed approaches to elder abuse
and resolve any significant issues arising in their own
areas’ (HSE 2011b: 7).
Since 2007, approximately 26,000 health care staff have
been trained in the area of elder abuse by dedicated
officers8 and senior case workers9 for the protection of
older people (HSE 2012c). Suspected or actual cases of
elder abuse are reported to senior case workers for the
protection of older people; at the time of reporting there
were approximately thirty-one senior case workers
employed by the HSE. In 2009, approximately 1,440
suspected incidences of elder abuse were referred to
senior case workers; of these cases 355 were
substantiated as abuse with 565 classified as inconclusive
(HSE 2011b). The numbers of referrals to senior case
workers increased by 10% in 2010 to 2,111; of these 302
were substantiated with 342 inconclusive. In 2011 there
were 2,302 referrals, an increase of 9% on 2010 (HSE
2012c). The vast majority of referrals to senior case
workers in 2010 were related to community-dwelling
older people (84%); in comparison, relatively lower levels
of referral come from private (6%) or public (4%) nursing
homes (HSE 2011b). In 2011 referrals to senior case
workers fell slightly from community-dwelling older
people (81%) and increased to 8% from the private
nursing home sector; referrals from the public sector
remained relatively unchanged at 3% (HSE 2011b). The
perpetrators of abuse reported to senior case workers in
2010 were predominantly relatives of an older person
(78%), with approximately 5% classified as carers.

2.5 The Role of the HSE in Relation
to the Protection of Older People
In relation to the protection of older people, the Health
Service Executive (HSE) has a dedicated elder abuse
service responsible for the development of policies and
procedures, education and training, awareness campaigns
and the provision of specialist staff. The HSE National
Elder Abuse Steering Committee is responsible for
overseeing the HSE’s elder abuse service nationally as
well as ensuring that the recommendations outlined in
Protecting Our Future and the review of that report,
Review of the Recommendations of Protecting Our Future:
The Report of the Working Group on Elder Abuse are
implemented (HSE 2011). In addition, each of the four
administrative regions of the HSE has an Area Elder
Abuse Steering Group. The purpose of these groups is to

8 Dedicated Officers for the Protection of Older People are responsible for
policy and protocol development, training, advice in the application of
elder abuse policies, procedures and guidelines (HSE 2012: 7).
9 Senior Case Workers for the Protection of Older People are responsible
for the assessment of suspected cases of abuse referred to the HSE.

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

9

Chapter 2 Staff-Resident Interactions and Conflicts
in Residential Care Settings for Older People:
A Review of the Literature

2.6 Guidelines on the Protection
of Older People for Health
Professionals and the Public
The recognition of elder abuse as a problem in both
community and institutional settings is acknowledged in
the number of guidance and information documents
published in the last decade by statutory and nonstatutory bodies that represent, or have an interest in, the
well-being of older people in society. There are a number
of initiatives that have been put in place by statutory and
non-statutory organisations to raise awareness of elder
abuse both in community and residential settings, as well
as identifying strategies for the prevention and reporting
of the mistreatment of older people. For example, in the
document Fit-Person Entry Programme (HIQA 2009a), a
programme that is designed to prepare individuals to run
residential services for older people, HIQA highlights
definitions of elder abuse, approaches to ensuring the
safety and well-being of residents and how to recognise
and prevent abuse occurring. The HSE has also published
an information booklet entitled There’s No Excuse for
Elder Abuse (HSE undated). This document, which has
been developed for the general public, explains in clear
and concise language how to identify potential abuse,
how to access support and report incidences of
mistreatment. In addition, the HSE has also published
guidelines on making a will (HSE 2012a), best practice
guidelines for preventing elder abuse in the voluntary
and not-for-profit sector (HSE 2012b) and educational
DVDs on elder abuse (Recognising and Responding to
Elder Abuse in Residential Care Settings and Open Your
Eyes to Elder Abuse in Your Community). Other
informational resources available include the Irish Nurses
and Midwives Organisation publication entitled
Guidelines for Nurses in the Understanding and Prevention
of Elder Abuse (INO 2004). In the document Professional
Guidance for Nurses Working with Older People, An Bord
Altranais (2009) has also highlighted strategies that can
be used to prevent the abuse of older people, as well as
the steps that need to be taken to report suspected or
actual incidents of abuse. The National Elder Abuse
Steering Committee of the HSE has recently published
two documents relating to financial abuse, entitled Will
Making by Older People in Residential and Day Services:
HSE Guidelines (HSE 2012a) and Best Practice Guidelines
for Voluntary, Not for Profit Organisations and Private
Service Providers (HSE 2012d).
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A document on raising awareness of elder abuse amongst
staff within the health services has also been published
by the HSE. Entitled Implementing Protecting Our Future:
A Programme to Raise Awareness of Elder Abuse Among
Healthcare Staff (HSE 2009), the document was
developed in response to the recommendation in
Protecting Our Future that a policy on elder abuse be
developed and implemented within the health and social
service sectors. The document outlines the responsibility
of managers in educating staff about abuse and how to
deal with allegations of abuse. The report highlights that
if an older person ‘is at immediate risk of serious abuse
… the Gardaí should be contacted immediately’ (p. 4). In
addition a senior manager in the organisation and the
senior case worker for the protection of older people
should be informed.
The policy for dealing with the abuse of a patient or
resident by a member of staff of the HSE is outlined in the
document Trust in Care (HSE 2005). This policy document
outlines how abuse can be prevented in relation to
implementing procedures on the recruitment and
selection of staff as well as providing employee feedback
and training. If abuse is suspected or alleged, guidelines
on investigating suspicions, informing relatives of the
abused person and informing the Gardaí are also
outlined. Further guidance on the protection of older
people has also been published by the HSE in the
document Best Practice Guidelines for Voluntary, Not for
Profit Organisations and Private Service Providers (HSE
2012d), in which a framework is provided to assist
organisations in preventing older people from being
abused while in care. The guidelines include advice on
protecting the rights of older people, best practice for the
prevention of elder abuse, responding to suspected or
alleged cases of abuse, recruitment and management
practices, financial protection and education and training.
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2.7 Abuse of Older People in
Residential Settings in Ireland
To date there has been no systematic study in Ireland on
the possible abuse or mistreatment of older people
receiving care within residential care settings. However,
data from the Health Service Executive (HSE) and the
Health Information and Quality Authority (HIQA)
indicates that older people do experience abuse in both
public and private nursing homes; however, the
prevalence of abuse or factors associated with this abuse
are, to date, unknown.
Although there have been no studies published on the
abuse of older people receiving care in the residential
setting in Ireland, the prevalence of the abuse of older
people living in the community in Ireland was reported in
2010 (Naughton et al. 2010). In a survey of over 2,000
people aged 65 years and older, the overall experience of
mistreatment experienced by older people in the 12
months prior to the survey was 2.2%. Financial abuse, the
most prevalent form of abuse, was experienced by 1.3%
of the sample. This was followed by psychological abuse
(1.2%), physical abuse (0.5%), neglect (0.3%) and sexual
abuse (0.05%). Older community-dwelling women were
more likely than men to experience mistreatment, as
were older people over the age of 70 years. Naughton
et al. (2010: 11) also identified that the highest levels of
mistreatment ‘occurred in intergenerational households’,
that is, households where the older person shared a
house with their adult children and/or other relatives.
Older people who had been mistreated reported that the
abuse had a ‘serious impact on their lives’ (p. 12).
Studies on conflicts and interactions between residents
and staff in the nursing home sector in Ireland are
limited; however studies have recently been published
that have examined staff perceptions of, and education
on, elder abuse (Daly & Coffey 2010), and older people’s
understanding and experience of elder abuse (O’Brien et
al. 2011, Lafferty et al. 2012). In addition, a major enquiry
into allegations of abuse at Leas Cross, a nursing home in
Dublin, was published (Department of Health and
Children 2009).
Daly and Coffey (2010) reported on a survey of 114 staff
in the nursing home sector in Ireland on their perceptions
of elder abuse and the extent to which nurses and
healthcare assistants had received education on abuse

(Daly & Coffey 2010). It was found that there was
variability in the extent to which staff were educated on
elder abuse; whereas 60% of qualified nurses had
received training on the abuse of older people, less than
a fifth of healthcare assistants reported that they had
received training in this area. Although the majority of
both cohorts reported that they were confident in
recognising abuse, there was uncertainty amongst
respondents on which behaviours actually constituted
abuse (Daly & Coffey 2010).
A recent study explored older people’s understanding of
the term elder abuse (O’Brien et al. 2011). O’Brien et al.
(2011) undertook focus groups with 58 older people aged
65 years and older from both Northern Ireland and the
Republic of Ireland. A section of the study explored
participants’ perceptions of abuse in the residential care
setting. Participants perceived neglect in formal care
settings, such as nursing homes, as abusive. Abuse or
neglect in residential settings was also perceived as being
‘worse or less understandable’ than neglect in other
settings due to the expectation that there is a duty upon
nursing staff to provide care. Older people also expressed
‘dread’ (p. 48) at the thoughts of having to go into a
nursing home due to the fear that they would have to
depend on others for their care. In addition, participants
expressed a belief that formal inspections of nursing
homes were rarely carried out, and when they were, staff
were usually aware of the inspection and had time to
prepare. One participant in the study expressed the view
that abuse was more likely to occur in the private nursing
home sector as they are ‘saving on staff’ (O’Brien et al.
2011: 60). There was also a perception among
participants that, although legislation could ensure the
structural functions of nursing homes were at an
acceptable standard, the emotional aspects such as
friendship and dignity were more nebulous and difficult
to legislate for (O’Brien et al. 2011). Older people
interviewed expressed the view that professionals
providing care to older people should be competently
trained, have police clearance and be supervised;
however, there was a perception that, in actuality, this
was not the case. Family contact with older people in
nursing homes was seen as essential in ensuring that the
needs of older people were being met and that they were
not experiencing neglect. Furthermore, the need to
advocate for older people receiving care in the nursing
home sector was seen by focus group participants as
being particularly important (O’Brien et al. 2011).
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The study, Older People’s Experience of Mistreatment and
Abuse (Lafferty et al. 2012: v), reported on older people’s
experience of neglect and abuse ‘involving someone with
whom they had a relationship of trust’ in Ireland. In-depth
interviews were undertaken with nine older people who
had experienced some form of abuse since the age of 65.
All of the participants had been abused while living in the
community. The experience of being abused had a
detrimental effect on the physical, emotional and social
well-being of the participants. Effects included poor or
deteriorating physical health, sleep disturbance, feelings
of loneliness and isolation, distress and anxiety, as well as
increased financial pressures and strained family relations.
A number of older people reported that they were
threatened with being placed in a nursing home or
psychiatric institution. Although none of the respondents
resided in a residential setting, they spoke about the
difficulties in reporting the abuse.

2.7.1

Leas Cross Nursing Home

Although research on the prevalence of abuse in nursing
homes in Ireland is limited, a major enquiry was initiated
in 2005 following a documentary broadcast by RTÉ10
television that revealed serious concerns at the treatment
of residents at the Leas Cross private nursing home in
north county Dublin. An undercover reporter, who
worked at the nursing home for a period of time, filmed
the care that residents received at the facility. Due to
‘public concern related to serious deficiencies in the
treatment of residents’ at the nursing home in question, a
Commission of Investigation was set up (Department of
Health and Children 2009: 4)11. The remit of the
Commission (Department of Health and Children 2009:
4) was to ‘increase public understanding of a) what in fact
happened at Leas Cross Nursing Home, b) the reasons
why it happened, and c) the reasons why it was allowed
to happen.’ Under its terms of reference, the
Commission, examined the following: ‘a) the
establishment, ownership, operation, management,
staffing and or supervision of Leas Cross Nursing Home;
b) complaints made by or in respect of residents or
former residents of the nursing home; and c) the transfer
10 RTÉ is the national television and radio broadcaster in Ireland.
11 A number of reports on Leas Cross were published prior to the
Commission, these included: Report on the Closure of Leas Cross Nursing
Home, Elderly Care Consultancy Services (October 2005); Review of the
Deaths at Leas Cross Nursing Home 2002–2005 (Leas Cross review 2006);
Report on the Complaints Received by the HSE in 2005 and 2006 (HSE
2006); Reports on the Meetings with Families of Leas Cross Residents
(Consumer Affairs Department, HSE, 2007).
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of residents from medical and residential care facilities to
the nursing home’ (p. 9). Mr Diarmuid P. O’Donovan,
State Council, chaired the Commission. The Commission
obtained evidence on the operation of the nursing home
from a number of sources including: the former owners,
the HSE, relatives of former residents, nursing and care
staff and hospitals that had transferred patients to Leas
Cross. Prior to the Commission of Investigation, Professor
Desmond O’Neil, a Consultant Gerontologist, undertook,
on behalf of the HSE, Northern Area, a review of the
deaths at Leas Cross between the years 2002 and 2005
(Health Service Executive 2006).
The Commission concluded that the RTÉ documentary
on the care of residents at Leas Cross ‘placed shocking
and distressing information regarding the operation of the
nursing home in the public domain’ (Department of
Health and Children 2009: 287). The Commission
identified that the documentary portrayed ‘unacceptable
practices’ at the home. The broadcasting of the practices
at the home resulted in widespread public
condemnation, including from representative nursing
bodies such as the Irish Nurses Organisation12 and the
Irish Association of Directors of Nursing and Midwifery.
As a consequence of the programme, the HSE put in
place a team to operate the nursing home. Subsequently,
Leas Cross was closed by the HSE due to a number of
breaches of regulations and standards. The reasons for
the closure cited by the HSE included an ‘insufficient
number of competent staff employed to provide the
necessary standard of nursing care to each of the
residents of the home’ and the ‘failure to provide a high
standard of nursing care in relation to … pressure area
management, continence management, wound
management, skin care [and] care for persons with
dementia’ (Department of Health and Children 2009:
315). Other reasons for closure included allegations that
there was no person-in-charge, issues with record
keeping, hygiene, safety and the storage and
administration of controlled drugs. The Commission
(Department of Health and Children 2009: 320) identified
that a number of alleged breaches highlighted by the HSE
did ‘not appear to be well-founded’; however, the
Commission did consider that a number of allegations
against Leas Cross were justifiable, including poor pressure
area care and inadequate continence management.
12 The Irish Nurses Organisation was subsequently renamed the Irish
Nurses and Midwives Organisation.
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The Commission of Investigation on Leas Cross
(Department of Health and Children 2009: 338) identified
that the decline in standards of care at the nursing home
was associated ‘with a significant increase in the number
of frail, high dependency residents admitted to the
home’. In addition, there was a lack of sufficiently trained
staff to cope with the needs of residents with high
dependency levels as well as insufficient numbers of
registered nurses. It was also identified that care
attendants ‘lacked appropriate training’ (p. 338).
Although the catalyst for the Commission of Investigation
was the television documentary on Leas Cross, the
Commission (Department of Health and Children 2009:
349) reported that allegations of unacceptable practices
including ‘inadequate supervision of residents,
unwarranted use of physical or chemical restraints, and
lack of regard for residents’ hygiene and personal care’
had previously been brought to the attention of the
nursing home by relatives of the residents.
The RTÉ television programme and the report on Leas
Cross were a watershed in bringing the topic of the
mistreatment of older people in residential care to the
attention of the wider public in Ireland. The publication
of the Commission of Investigation report resulted in the
first in-depth analysis of how the nursing home sector
was regulated and the experiences of older people and
their relatives in bringing to the attention of the
authorities allegations of neglect and abuse. The Leas
Cross case was also influential in informing policy
development relating to the protection of older people in
the nursing home sector.

2.8 International Studies on the
Abuse of Older People in Residential
Settings
The extent to which older people receiving care in
residential settings in Ireland are neglected and abused is
unknown, although reports, such as that undertaken on
the Leas Cross Nursing Home, show that it does exist.
Extensive studies on the abuse and neglect of older
people have been completed internationally. There is a
consensus that older people receiving residential care are
at risk of abuse. Pillemer and Moore (1989: 318),
following a survey on elder abuse in nursing homes in the
US, observed that ‘it does not appear that maltreatment
only occurs in isolated, well-publicised incidents, but that

it may instead be a common part of institutional life’.
Although the majority of research on the abuse of older
people in residential settings is relatively recent, the
problem was identified as early as the 1960s in the UK in
Townsend’s (1962) seminal work, entitled The Last
Refuge: a Survey of Residential Institutions and Homes for
the Aged in England and Wales and in the US in the 1970s
in Stannard’s (1973) publication Old Folks and Dirty Work:
The Social Conditions of Patient Abuse in the Nursing
Home. Despite staff reporting abhorrence for the abuse
of older people, Stannard’s influential work identified that
staff-perpetrated abuse did occur, especially in response
to perceived misbehaviour by a resident. Incidents of
abuse reported by Stannard (1973: 334) included: ‘pulling
a patient’s hair, slapping, hitting, kicking, pinching, or
violently shaking a patient … tightening restraining belts
so that they cause a patient pain, and terrorizing a
patient by gesture or word’. Many of these types of
physical and psychological abuses have also been
reported in studies completed over the last 30 years.

2.8.1 Physical and Psychological Abuse of
Older People
In recent years, studies on elder abuse in residential
settings have been carried out in Norway (Malmedal et
al. 2009), the US (Pillemer & Moore 1989, Griffore et al.
2009, Page et al. 2009), Canada (Goodridge et al. 1996),
Israel (Lowenstein 1999, Shinan-Altman & Cohen 2009,
Natan et al. 2010), Taiwan (Wang et al. 2009), Sweden
(Saveman et al. 1999), Germany (Goergen 2004) and the
Czech Republic (Bužgová & Ivanová 2011). Prevalence
rates of abuse vary according to the perspective from
which the abuse is being measured (staff, relatives,
retrospective review of charts or court records) or the
timeframe in which the abuse is measured (in the last
month or year or over the lifetime the person has been
receiving care or length of time staff have been working
with older people). Although there are a variety of
measures and approaches used to measure abuse in the
residential sector, a number of consistent patterns are
evident in the published literature. Psychological abuse is
the type of abuse most frequently observed and
perpetrated by staff working in the residential sector. The
most frequently-observed forms of psychological abuse
included: shouting at a resident or insulting or swearing
at an older person receiving residential care. The most
frequently perpetrated and observed forms of physical
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abuse include excessive use of restraints or pushing,
slapping or hitting a resident.
One of the most influential studies that measured the
abuse and mistreatment of older people in the nursing
home sector was undertaken in the US in the late 1980s
(Pillemer & Moore 1989, Pillemer & Bachman-Prehn
1991). This study identified that a tenth of staff surveyed
reported that they had committed one or more acts of
physical abuse, with the excessive use of restraints being
the most prevalent form, followed by pushing, grabbing
and pinching patients or hitting or slapping a resident.
The perpetration of some form of psychological abuse
was reported by 40% of respondents, with shouting at an
older person the most prevalent followed by insulting or
swearing at a resident. In relation to the number of times
abuse had been perpetrated by staff in the previous year,
Pillemer and Moore (1989) reported that 3% of staff
reported that they had excessively used restraints once,
with 2% reporting that this had occurred between 2 and
10 times. Similarly, 2% of respondents reported that they
had pushed, grabbed, shoved or pinched a patient once,
with 1% reporting that this had occurred between 2 and
10 times in the last year. In the study, occurrences of
psychological abuse were more frequently reported than
episodes of physical abuse. Shouting at a resident in
anger was reported as occurring once by 15% of
respondents and between 2 and 10 times by 17%. The
lowest occurrence of psychological abuse was
threatening to hit a resident, which was reported as never
having occurred by 98% of the respondents.
Over two-thirds of staff in Pillemer and Moore’s (1989:
317) study reported that they had observed at least one
incident of elder abuse in the previous year; the most
frequent behaviour observed was the excessive use of
restraints (observed by 21% of staff), followed by
‘pushing, grabbing, shoving or pinching a patient’
(observed by 17% of staff). Although observed to a lesser
extent than other behaviours, slapping or hitting a
resident was observed by 12% of respondents. Pillemer
and Moore (1989) also reported that the most prevalent
form of abuse observed by staff working in the nursing
home sector was psychological abuse. It was reported
that over eighty per cent of staff had observed at least
one incident of psychological abuse in the year preceding
the survey. The most prevalent form of psychological
abuse observed was a member of staff shouting at
residents followed by insults or swearing and, to a lesser
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extent, isolating and threatening to hit a patient. When
the frequency of occurrence of psychological abuse was
examined, Pillemer and Moore (1989) reported that 44%
of staff observed another member of staff shout at a
nursing home resident in anger between 2 and 10 times
in the previous year. Approximately a third of
respondents also reported that they had observed a
member of staff insult or swear at a resident between 2
and 10 times.
Psychological abuse can take many forms and at times
may be implicit rather than overtly explicit in the
behaviour of staff towards the older person. For example,
Bužgová and Ivanová (2009) outlined how residents of a
nursing home felt psychologically abused even though
staff did not perceive their behaviour as abusive.
Behaviours included threatening a resident that they
would have to move out of the home if they complained,
using patronising or inappropriate language or shouting
at a resident.
Studies published subsequent to Pillemer and Moore’s
(1989) seminal work have identified similar patterns of
abuse; however rates of the mistreatment of older people
vary according to the study reviewed. In Germany,
Goergen (2004), using a multi-method approach,
including interviews with staff and residents, surveys and
an analysis of cases of elder abuse before the criminal
courts, found that approximately 70% of nurses
interviewed had perpetrated at least one incident of
neglect or abuse throughout their time working with
older people. This figure included behaviours such as
treating the older person like an infant, neglect,
inappropriate use of restraints and medication as well as
physical and psychological abuse. Neglect and
psychological abuse were more frequently reported than
were physical abuse or the inappropriate use of physical
or chemical restraints. Using a different timeframe than
Goergen (2004) to ascertain levels of abuse, Saveman et
al. (1999), in a survey of over 600 staff working in
residential settings and in the homes of older people in a
geographical region of Sweden, reported that 2% of staff
reported that they had abused an older person in the
previous year; the type of abuse perpetrated was not
indicated. In comparison, Natan et al. (2010: 116)
reported that out of 510 care staff surveyed, over half
‘reported perpetrating one or more types of
maltreatment’ in the year prior to the survey. The vast
majority of these maltreatments were classified as
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physical or mental neglect. Psychological abuse was
reported by a quarter of respondents with physical abuse
identified by 12% of staff. Financial and sexual abuse was
reported by 0.1% of respondents. In the Czech Republic
much higher rates of abuse engaged in by staff were
reported, with psychological abuse perpetrated by 46%
of staff with 12% reporting that they had perpetrated
some form of physical abuse (Bužgová & Ivanová 2011). A
small proportion of staff reported that they had engaged
in the sexual abuse of residents (0.7%).
Of the types of abuse observed by staff, psychological
and physical abuse have been most frequently reported,
followed by financial and sexual abuse. Hawes and
Kimbell (2009: ix) in a survey of over a thousand staff
working in residential care facilities in 10 states in the US
reported that ‘15% of the staff reported witnessing other
staff engage in verbal abuse (e.g., threats, cursing, yelling)
or forms of punishment, such as withholding food,
excessive use of physical restraints, or isolating difficult
residents.’ Other studies have reported much higher rates
of observed abuse. For example, in a survey of 454 ‘direct
care employees’ working in twelve residential homes for
older people in a region of the Czech Republic, Bužgová
and Ivanová (2011: 68) reported that 65% of staff had
observed another member of staff abuse or neglect an
older person in the previous year. An act of physical
abuse was observed by 30% of employees.
A broad range of mistreatments and abusive behaviours
observed and perpetrated by staff are recorded in the
literature. For example, as well as physical and
psychological, sexual and financial abuse and neglect,
Page et al. (2009) also measured caretaking abuse; this
consisted of the inappropriate use of drugs and restraints,
force feeding the resident or inappropriate toileting
practices. Malmedal et al. (2009) in a study of 780 staff
working in the nursing home sector in Norway, reported
on emotional mistreatment of older residents, which
included a lack of awareness of patient privacy, being
disrespectful to residents and giving out to or scolding an
older person in their care.
The vast majority of studies have reported on abuse from
the perspective of staff; however, a number of studies
have also examined abuse from the viewpoint of relatives
and residents. For example, Allen et al. (2004) measured
abuse and neglect in the nursing home sector from the
perspective of residents following a retrospective review

of cases reported to the ombudsman’s office in the state
of Connecticut in the US. The most prevalent form of
abuse reported by older people themselves was physical
abuse (47%) followed by neglect (19%) and verbal abuse
(19%). Approximately 90% of older person’s complaints
to the ombudsman’s office were substantiated. Bužgová
and Ivanová (2011) also undertook a survey of abuse of
older people from the perspective of residents in the
Czech Republic. Approximately a tenth of residents
reported that they had experienced abuse in the last
year, with 5% stating that they observed a fellow resident
being abused. The most prevalent form of abuse that was
both experienced and observed by older people was
psychological abuse. Relatives have also been used as a
proxy measure of the abuse of older people (Post et al.
2010). In the US relatives reported abuse rates ranging
from approximately 13% for caretaking abuse, including
inappropriate use of drugs and restraints, force-feeding
the resident or inappropriate toileting practices and
emotional abuse, to approximately 9% for financial abuse
and 4% for physical abuse (Post et al. 2010).
There is evidence that incidents of abuse in residential
settings are underreported, even in countries where
reporting is mandatory, such as the US (Cooper et al.
2009) and Israel (Natan et al. 2010). Hawes and Kimbell
(2009: xii) argue that the underreporting of abuse is a
‘serious and widespread problem’. This was highlighted in
a small survey of 49 nursing and administration staff
(Hawes & Kimbell 2009). Whereas over 50% of
respondents reported that they had concerns that elder
abuse had occurred in their facility, a third stated, that
they did not report their suspicions. McCool et al. (2009)
reported similar results in the US; whereas 53% of staff
surveyed in two nursing homes were concerned that
abuse had occurred, only 35% of staff had actually
reported these concerns. Staff who have observed abuse
happening describe that they feel powerless and
inadequate to report mistreatment or abuse (Saveman et
al. 1999). Older people, for a multitude of reasons, also
do not report incidents of abuse and neglect. Lafferty et
al. (2012) reported that older people living in the
community did not report their mistreatment due to
feelings of shame and fear; in addition respondents
perceived that the opportunity to report abuse to the
appropriate services was limited.
While it is acknowledged that suspected or actual
incidents of abuse should be reported, the evidence
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indicates that this does not always occur. Reasons for
non-reporting or underreporting of abuse include
negative attitudes towards older people, a lack of training
or education in the recognition and reporting of abuse,
too few staff to investigate abuse, a fear of reprisals from
colleagues and employers and a lack of coordination
amongst the various agencies charged with investigating
abuse (Joshi & Flaherty 2005, Hawes & Kimbell 2009,
McCool et al. 2009, Natan et al. 2010). In addition, it has
been reported in the US that the resolution of cases of
elder abuse were unsatisfactory, with inconsistency
reported in how cases were dealt with or pursued.
Support services for older people who were abused in
residential settings were also found to be inconsistent,
with residents who experienced mistreatment were ‘too
often left to their own devices’ (Hawes & Kimbell 2009:
xiv). Another reason postulated for the underreporting or
non-reporting of abuse is the evidence that there may be
a lack of awareness amongst staff that their behaviour
towards older people could be deemed abusive
(Stannard 1973). Studies of interpersonal violence have
identified that perpetrators’ accounts of abuse can range
from denial of abuse through to minimising their
behaviours (Scott & Straus 2007). Blaming can also occur
where the responsibility is placed on the person who was
abused by the perpetrator, i.e. it was in effect the victim’s
behaviour that led to the abuse occurring.

2.8.2

Inappropriate Use of Restraints

The inappropriate use of mechanical and chemical
restraints has also been identified as a form of abuse of
older people and is a consistent finding in studies that
have measured the physical abuse of older people. It is
also reported as the most prevalent form of physical
abuse in the nursing home sector. A number of studies
have reported that restraints are used inappropriately
and at times excessively in the nursing home sector. For
example Bužgová and Ivanová (2009) reported that
restraints were used inappropriately on residents whom
staff perceived as problematic, such as those with
dementia or agitation. In the US, the most frequent type
of physical abuse observed and committed was the
excessive restraint of a patient (Pillemer & Moore 1989).
Goergen (2004) reported that approximately 10% of staff
reported using physical restraints and 7% used chemical
restraints (i.e. sedatives) to reduce workloads. Physical
restraints used in nursing homes include bed-rails, belts
and chair-tables, with residents with cognitive impairments
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and physical disabilities the most likely to be restrained,
often for many hours a day (Bredthauer et al. 2005).
In addition to physical restraint, there is evidence that
chemical restraint is inappropriately used in the nursing
home sector. The chemical restraint of residents is
defined as ‘the intentional use of medication to control or
modify a person’s behaviour or to ensure a patient is
compliant or not capable of resistance, when no
medically identified condition is being treated’
(Department of Health 2012: 6). Chemical restraint,
through the use of psychoactive medication, was
reported by nurses interviewed in Goergen’s (2004) study
of the abuse and neglect of older people in Germany.
In many countries, the use of mechanical restraints to
restrict the movement of residents has become highly
regulated; in some jurisdictions a court order to sanction
their use is required (Goergen 2004). Although the use of
restraints with older people in many jurisdictions is
regulated, Goergen (2004: 18) reported there were
instances in which nursing staff used ‘subtle’ techniques
to deliberately restrict a resident’s movement, including
the locking of doors and the arrangement of furniture, a
type of restraint identified as ‘environmental restraint’
(Department of Health 2012: 6).
In Ireland the Department of Health (2012) has recently
published Towards a Restraint Free Environment in
Nursing Homes. The policy on restraint outlined in the
document states:
[The aim is] to eliminate the use of restraint, or
where this is not possible, to restrict the use of all
forms of restraint to those exceptional emergency
situations where it is absolutely necessary. Where
restraint is necessary it should only be applied in
accordance with the law and best professional
practice (Department of Health 2012: 2).
In addition the following principle is outlined (p. 5):
Any episode of restraint is an imposition on a
person’s rights and dignity. Restraints of any kind
should only be used as a measure of last resort
where there is imminent risk of serious harm. An
episode of restraint is a temporary measure and
should always be in the least restrictive form and
used for the least amount of time necessary.
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The policy highlights that the use of restraints should be
eliminated and only used in exceptional circumstances. It
goes on to state that ‘the application of restraint on a
person, without their consent, is unlawful’ (Department
of Health 2012: 4). The policy does recognise that there
may be medical or therapeutic reasons for restraining a
person; however, it notes that ‘the standard of proof
required to establish this is high’ (p. 4).
The use of restraints with older people is a complex issue;
Goergen (2004) suggested that the culture of the
institution was a factor that determined their use. They
may be seen as a way of controlling residents and as a
means of compensating for staff shortages (Gallinagh et
al. 2001). Moreover, the use of restraints on older people
can be associated with negative outcomes, including the
development of pressure sores, incontinence and
emotional and physical distress (Gallinagh et al. 2001).

2.8.3

Financial Abuse

Financial abuse of older people receiving care in
residential settings is rarely reported in the literature. This
form of mistreatment of older people has been identified
as an ‘insidious’ (Conrad et al. 2010: 758) and ‘calculated’
form of abuse (Harris & Benson 1998: 66). Where
financial abuse is reported, prevalence rates are generally
low; however, it does occur and both staff and relatives of
the older person receiving care have been identified as
perpetrators of this form of abuse (Bužgová & Ivanová
2009, Fealy et al. 2012). Theft of a resident’s money or
valuables is the most prevalent form of financial abuse in
nursing homes (Harris & Benson 1999).
The complexity of identifying this form of abuse is one of
the reasons for the relative paucity of research in this
area. In a paper entitled Nursing Home Theft: The Hidden
Problem, Harris and Benson (1998), identified that the
stealing of residents’ personal belongings happens for a
number of reasons, including a lack of guardianship of an
older person’s possessions as well as the access staff have
to patients’ personal items. Using a postal survey of 284
employees in two south-eastern states in the US, Harris
and Benson (1998) asked respondents to report on thefts
they had observed as well as perpetrated. Approximately
4% of respondents in the study reported that they had
taken an item from a patient in their care, with over a
third identifying that they had seen another member of
staff, relative or patient steal from a resident. The majority
reported that it was another patient who was involved in

the theft, with 10% reporting that a member of staff had
stolen an older person’s possessions. There was an
acknowledgement that a resident taking another
resident’s belongings may occur as a result of cognitive
impairment on the part of the perpetrator. Harris and
Benson (1998) also found that staff who self-reported
that they stole from residents in their care tended to be
younger, male, non-white and single. In addition, staff
members who admitted stealing from patients had lower
levels of job satisfaction and held negative attitudes
towards older people.
Harris and Benson (1999) followed up on their regional
study (Harris and Benson 1998) with a national survey of
theft from older people in 47 nursing homes in ten states
that had the highest proportion of older people in the
US. Both staff and relatives of older people receiving care
in the nursing homes were surveyed. Staff were asked to
self-report whether they had taken a resident’s
possession or if they had observed another member of
staff stealing from a resident in the last year, and if so, on
how many occasions and what was the value of the
stolen item(s). Family members were also asked if items
had been stolen from their relative receiving care.
Approximately 1.5% of staff reported that they had stolen
from a patient in the previous year, with over half of the
perpetrators identifying that this had occurred on more
than one occasion. Nurses’ aides were the group of
health care providers most likely to report that they had
stolen from an older person in their care. Harris and
Benson (1999), drawing on routine activities theory,
postulated that the higher rates of theft among nurses’
aides was due to the extent of unsupervised access that
this occupational group had to residents and their
property. Those who reported that they had stolen from a
resident also reported more negative attitudes towards
older people than those who had not stolen. In addition,
theft was also associated with members of staff who
reported that residents in their care had mistreated them.
Harris and Benson (1999) also found that 6% of staff had
observed another member of staff steal from a resident,
with a fifth reporting that they suspected a colleague had
taken a possession from a patient. Staff reported that
they felt the chance of getting caught stealing from a
resident was very low.
Financial abuse was one of the most prevalent forms of
abuse reported to senior case workers in Ireland (HSE
2011b). The national prevalence study entitled Abuse and
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Neglect of Older People in Ireland (Naughton et al. 2010),
highlighted that financial abuse was experienced by older
people living in the community. To explore the area of
financial abuse, the HSE established the National
Financial Abuse of Older Persons Working Group in 2010.
This is a multi-agency forum that is examining strategies
that can prevent the financial abuse of older people. Part
of the working group’s remit is to examine and
recommend appropriate education and training
programmes for health care staff on how to protect older
people from financial abuse.

2.8.4

Sexual Abuse

Sexual abuse of older people encompasses a range of
non-consensual behaviours such as touching, rape, sexual
harassment, and talking to a person in a sexually explicit
way (Ramsey-Klawsnik et al. 2007). Sexual abuse has
been rarely measured in studies of staff-resident
interactions in the nursing home sector; however, there is
evidence that it does occur, although to a much lesser
extent than other forms of abuse. Hawes and Kimbell
(2009), in a study of abuse in residential care centres in
the US, reported that the types of sexual abuse
encountered ranged from inappropriate touching to rape.
Perpetrators of sexual abuse included staff, other
residents and visiting family members. Page et al. (2009)
found that less than 1% of relatives of people receiving
residential care reported that the older person had been
sexually abused. Bužgová and Ivanová (2011) in a survey
of over 400 staff who provided direct care to residents in
the nursing home sector in the Czech Republic, reported
that 0.7% of staff self-reported perpetrating sexual abuse
with a similar proportion reporting that they had
observed a resident being sexually abused. Other studies
have reported no incidents of abuse (McCool et al. 2009).
However, Payne (2010) cautions that the extent of sexual
abuse may be underestimated due to the hidden nature
of this form of abuse and the inability of older people to
report the abuse.
Lindbloom et al. (2007), in a systematic review of the
literature related to the abuse of older people in the
residential sector, identified that perpetrators of the
sexual abuse of older people generally had a previous
history of sexual abuse, including rape. Payne (2010) also
identified that perpetrators of sexual abuse of older
people tended to be repeat offenders, either abusing
multiple victims or abusing one individual on multiple
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occasions. Using a retrospective analysis of reports of
physical and sexual abuse from health care practices
receiving Medicaid funding in the US, Payne (2010) found
that the majority of perpetrators of sexual abuse in
residential settings were male; however, a fifth of
perpetrators were female. It was also found that nurses’
aides were the group of healthcare workers more likely to
perpetrate this form of abuse. Older people who are
sexually abused in residential settings tend to have
physical and/or cognitive impairments and were found to
be in imbalanced power relationships. As Payne (2010:
209) highlights, ‘older adults have unequal generational
power and unequal gender power’ making them
susceptible to all forms of abuse, including sexual abuse.
Due to the cognitive impairment of residents and their
inability to report the abuse, it was only when the abuse
was witnessed by another member of staff that the
perpetrator was identified, and due to the hidden nature
of this form of abuse, conviction rates are low (Lindbloom
et al. 2007). The discrete nature of sexual abuse and its
relatively low prevalence rates mean that the factors
associated with this form of abuse are difficult to discern.
However, Ramsey-Klawsnik et al. (2007) reported that
sexual abuse is generally perpetrated by male staff on
female residents who are older and have both severe
physical and cognitive problems.

2.9 Factors Associated with the
Abuse of Older People in
Residential Settings
The factors associated with conflicts, neglect and abuse
of older people in residential settings are multi-factorial
and vary, as evidenced from several studies. An
understanding of the factors associated with abuse can
help in the identification and implementation of
strategies that alleviate and prevent the abuse of older
people across different settings and contexts (Pillemer &
Bachman-Prehn 1991).
Theoretical models have been developed in an attempt
to explain the factors related to the abuse of older people
in nursing homes. Pillemer and Bachman-Prehn (1991)
outlined one of the earliest models of abuse, proposing
that predictors of mistreatment included: the
characteristics of the centres providing care (size, type of
organisation: profit or not-for-profit, costs), staffing factors
(education level, age, position, attitudes towards older
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people) and situational factors (stress and burnout of
staff and the extent to which staff-resident conflicts
occurred). Another explanatory framework, similar to
that postulated by Pillemer and Bachman-Prehn (1991),
was developed by the US National Centre on Elder
Abuse (2005). The abuse of older people occurring in
residential settings was explained under three broad
headings: 1) facility risk factors, 2) resident risk factors
and 3) relationship risk factors. Facility risk factors
included poor staffing levels, high levels of staff stress and
burnout, inadequate physical environments and the
presence of an indifferent management culture. The
category ‘resident risk factors’ proposes that older people
who have higher dependency needs, such as dementia,
are at greater risk of abuse than other residents.
Relationship risk factors are related to the relationships
residents have with family and friends; residents who are
socially isolated and have limited or no visits from families
may be at greater risk of abuse than those who have
strong social networks. Shinan-Altman and Cohen (2009)
developed a similar model to explore the factors that
were related to the abuse of older people in residential
settings. Based on the theory of planned behaviour, they
hypothesised that attitudes towards condoning elder
abuse were a function of demographic variables (gender,
education, income), work related stress (role conflict,
ambiguity and overload), burnout and perceived control
over the work environment.
A number of investigators have drawn upon the routine
activities theory (Cohen & Felson 1979) in developing a
conceptual framework to understand abuse (Payne &
Gainey 2006) and theft (Harris & Benson 1999) in nursing
homes. Harris and Benson (1999: 75) write: ‘this theory
posits that criminal events occur when three phenomena
converge in one place: (1) a suitable target, (2) lack of
protection, and (3) a motivated offender.’ It is argued that
within nursing homes these three factors have the
potential to be in place, leading to the likelihood of an
older person being physically or psychologically abused
or having valuables stolen. In relation to a suitable target,
Payne and Gainey (2006: 71) state: ‘for some nursing
home residents, their lifestyle or “routine inactivity” may
make them suitable and vulnerable targets for both
personal and property crime’.
Within the structure of the theoretical models outlined
above, a number of individual factors have been
identified that are associated with the abuse of older

people; these include the cognitive ability of the older
person, level of dependency, social network of the older
person, quality of care, grade of staff, gender of the
resident and perpetrator, staffing levels and the
characteristics of the facility in which care is delivered.
Other factors associated with the abuse of older people
include staff pay rates, education level of staff, levels of
staff stress and burnout, job satisfaction and attitudes
towards older people (Pillemer & Moore 1989, Saveman
et al. 1999, Goergen 2004, Hawes & Kimbell 2009,
Shinan-Altman & Cohen 2009). Generally, factors
associated with the abuse of older people fall into three
categories: 1) staffing factors associated with abuse; 2)
facility-related factors associated with abuse and; 3)
resident-related factors.

2.9.1 Staffing-related Factors Associated
with the Abuse of Older People
Pillemer and Moore (1989) and Pillemer and BachmanPrehn (1991) have comprehensively modelled staffing
factors associated with the physical and psychological
abuse of older people in nursing homes. These factors
included: staff burnout, aggression by a resident directed
at a member of staff, and the age of the staff member. In
addition staff reports of a stressful home life were related
to psychological abuse, as were low levels of job
satisfaction and staff holding negative attitudes towards
older people. In relation to staff age, older staff were least
likely to psychologically abuse an older person. Staff
burnout and high levels of conflict between staff and
residents were also identified as predictors of abuse.
Staff-resident conflicts, interactions and relationships
have been identified as the ‘critical variables’ in
identifying factors related to the abuse of older people in
residential settings (Pillemer & Moore 1989: 319).
The majority of studies that explore abuse in nursing
homes do so from the perspective of nurses and
healthcare assistants. Healthcare assistants in particular
are an important and central component in the provision
of care to older people in residential settings (TellisNayak & Tellis-Nayak 1989). Healthcare assistants build
up strong attachments with residents and describe their
relationships as close and positive (Goodridge et al. 1996,
Doyle & Timonen 2009). However, there are a number of
issues that have been identified with this particular role
in healthcare. Studies have identified that care assistants
tend to come from culturally diverse backgrounds, have
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relatively low levels of education, receive low levels of pay
and have varied reasons for working in the nursing home
sector (Tellis-Nayak & Tellis-Nayak 1989). It has also been
identified that healthcare assistants experience a number
of stressors in their role, including abuse from residents, a
lack of recognition of their work and stressful relationships
with qualified nurses (Goodridge et al. 1996).
Although Pillemer and Moore (1989) found that the
grade of staff was not related to abuse, Natan et al.
(2010) did find a difference between staffing grades and
self-reports of abuse perpetrated against older people.
Nurses’ aides and practical nurses reported that they
were involved in higher levels of psychological abuse than
‘other staff members’. The literature identifies healthcare
assistants as a group that may have higher rates of
involvement in abusing older people than other
occupational groups working in the nursing home sector.
It is suggested that this may be due to a number of
factors including the conditions of their employment
(long hours and shift-work), lack of access to education
and training opportunities and their close proximity to
older people in their day-to-day work (Goodridge et al.
1996, Shinan-Altman & Cohen 2009, Natan et al. 2010). It
has been further suggested that the nature of the work
undertaken by healthcare assistants working with older
people puts them at greater risk of burnout when
compared to other groups working in the sector
(Goodridge et al. 1996). In addition, as has been shown in
a number of studies, burnout in staff has been associated
with greater staff-resident conflicts (Shinan-Altman &
Cohen 2009, Natan et al. 2010).
A number of studies have explored the relationship
between grade and the abuse and neglect of older
people. Healthcare assistants’ attitudes towards elder
abuse were measured in 18 nursing homes in central
Israel (Shinan-Altman & Cohen 2009). It was identified
that healthcare assistants had a relatively high tendency
to condone elder abuse. Factors associated with the
condoning of abuse included: lower levels of income,
high levels of role conflict and role ambiguity, workload and
burnout. Although Shinan-Altman and Cohen (2009: 681)
measured attitudes towards abuse and not actual
incidents of the mistreatment of older people, they
concluded that ‘nursing aides’ attitudes to elder abuse
may also predict their behaviour with the residents.’ Poor
attitudes of staff towards older people, such as the
infantilisation of older people, have been found to be
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associated with abuse (Pillemer & Moore 1989).
Infantilisation of older people, as operationalised by
Pillemer and Moore (1989: 318) in the survey item
‘nursing home patients are like children; they need
discipline from time to time’, was found to be associated
with both the physical and psychological abuse of older
people. Older people themselves have also reported that
they are treated as infants by care staff (Bužgová &
Ivanová 2009).
Evidence on the gender of the abuser is scarce; however,
Payne and Cikovic (1996) suggest that a higher
proportion of male staff were involved in the abuse of
residents than female staff. Drawing on Medicaid Fraud
Reports in the US, Payne and Cikovic (1996) found that
approximately 63% of reports of abuse related to male
employees of the nursing home. In addition to the gender
of staff, reports on the relationship between the age and
experience of the staff member are also inconsistent.
Whereas studies have found no relationship between age,
years of experience and physical abuse (Pillemer &
Moore 1989), others have reported that younger
members of staff are more likely to report that they
committed acts of emotional mistreatment and neglect,
whereas older, more experienced members of staff were
more likely to report that they had engaged in acts of
physical mistreatment (Malmedal et al. 2009). Pillemer
and Bachman-Prehn (1991) also found that older
members of staff were least likely to psychologically
abuse an older person in their care, when compared to
younger members of staff.
Another staff-related factor that has found to be
associated with the abuse of older people receiving
residential care is stress. It has been reported that
working with older people receiving care in residential
settings can be a stressful experience for staff, especially
if residents are highly dependent and have problems with
cognition, such as dementia (Baillon et al. 1996). In
addition, factors such as working with residents that have
difficulty in communicating, insufficient numbers of staff
on duty, physical and verbal aggression perpetrated by
residents have also been identified as stressful events for
staff (Benjamin & Spector 1990, Goodridge et al. 1996). In
relation to communication, staff have reported that
caring for patients who were difficult to understand or
were unresponsive were the most stressful elements of
working with older people (Benjamin & Spector 1990).
Stress levels of staff working in nursing homes can be
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higher than that found in the general population. Baillon
et al. (1996: 223), using the General Health
Questionnaire, identified that approximately a third of
staff working in three residential homes in the UK were
experiencing levels of stress that indicated ‘the likelihood
of minor psychiatric symptoms’. Lack of staffing and
resources were identified as being particularly stressful, as
were workloads and time available to spend with residents.
Even though it has been reported that staff in nursing
homes experience relatively high levels of stress and have
lower levels of job satisfaction than colleagues working in
other settings, attitudes of staff towards those in their
care are generally highly positive (Baillon et al. 1996).
Baillon et al. (1996) concluded that the stress
experienced by care staff was more likely to do with
organisational and management factors than their direct
work with older people. However, it was evident that
working with older people with advanced levels of
dementia and dependency can act as significant
workplace stressors. In interviews with care home staff in
the US, McCool et al. (2009: 177) reported that
‘frustration from dealing with difficult residents and
fatigue from being overworked’ were reasons put forward
by respondents that may lead to ‘rough handling and
verbal abuse’. Similarly, Wang et al. (2009), in a survey of
183 nurses’ aides working in the nursing home sector in
Taiwan, identified a relationship between work stressors
and psychological abuse of older people. Bužgová and
Ivanová (2011) also reported a relationship between job stress
and the physical and psychological abuse of older people.
Related to staff stress, a factor associated with the abuse
of older people in residential care is staff burnout
(Pillemer & Bachman-Prehn 1991, Bužgová & Ivanová
2009, Shinan-Altman & Cohen 2009, Natan et al. 2010).
Generally, studies report that high levels of staff burnout
are associated with higher levels of mistreatment of older
people. Burnout is associated with a number of
outcomes, including emotional exhaustion,
depersonalisation, and reduced personal accomplishment
(Maslach et al. 1996). Maslach et al. (1996: 4) define
burnout as: ‘a syndrome of emotional exhaustion,
depersonalization, and reduced personal
accomplishment that can occur among individuals who
work with people in some capacity’.
In the nursing home sector, burnout has been found to
be associated with the demands of working with older

people, staff shortages, working with residents who are
cognitively impaired and personal problems (Bužgová &
Ivanová 2009). Burnout has also been identified as being
higher amongst healthcare assistants, especially those
with little or no training, when compared to the levels of
burnout experienced by qualified nurses (Cocco et al.
2003). Pillemer and Bachman-Prehn (1991) reported that
staff burnout was a strong predictor of staff perpetrated
physical and psychological abuse of residents. Burnout
has also found to be associated with attitudes that
condoned elder abuse in the nursing home sector
(Shinan-Altman & Cohen 2009).
Literature on the ethnic background of staff and their
relationship with older people in their care is beginning
to emerge. In the first decade of the twenty-first century,
the health services in Ireland have witnessed a growth in
the number of migrant health care staff working in the
acute and long-term care sectors. This is especially so in
the numbers of care workers from overseas who work in
the nursing home sector (Walsh & O’Shea 2009, Doyle &
Timonen 2009). As Timonen and Doyle (2010: 26)
highlight, the majority of migrant care workers are female
and are employed in positions ‘which affords little job
security and career progression’. Timonen and Doyle
(2010) explored migrant care workers’ relationships with
older residents and with management staff and
colleagues and reported that relationships between
caregivers from overseas and older people in nursing
homes in Ireland were, overall, very positive. Following
interviews with migrant care workers, they found that
workloads and staff shortages impacted on the time they
had to build strong relationships with the recipients of
care. Despite these barriers, respondents reported that
communication and affection towards older people in
their care were integral to their work. However,
relationships between carers from overseas and residents
have been reported as being variable, with some
interactions identified as being racist and culturally
strained (Goodridge et al. 1996, Doyle & Timonen 2009).
McDonald et al. (2012: 149) have highlighted that
research is limited on the relationship between ‘staff and
residents from differing linguistic and cultural
backgrounds … and whether abuse arises from the
misunderstandings that may occur’.
The association with the level of education of staff and
the abuse and neglect of older people has also been
explored in the literature. In a number of states in the US
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mandatory education on elder abuse is required under
state law for employees working in the nursing home
sector; in a number of cases updates are required for staff
after a number of years (McCool et al. 2009). However,
lack of education, especially education and training
related to the care of older people with challenging
behaviour has been identified as an issue that needs to
be addressed for nursing home staff (Bužgová & Ivanová
2009). Richardson et al. (2002) reported the results of a
randomised control trial, which found that an educational
intervention on elder abuse significantly improved the
knowledge of staff. In addition it was highlighted that staff
that completed the educational intervention were more
likely to manage cases of elder abuse than those who
were provided with reading material alone. One study
has identified an association between staff holding lower
levels of education and abuse (Wang et al. 2009); in
contrast, Malmedal et al. (2009) reported that staff with
higher levels of education reported greater levels of
abuse than staff with lower education levels. Malmedal et
al. (2009) argue that staff with higher levels of education
might be in a better position to reflect on and judge
when abuse or neglect has occurred. However, overall
the findings in this area are somewhat inconclusive.
There is evidence that those caregivers who experience
abuse from a resident are more likely to respond by being
abusive towards the older person (Fulmer & O’Malley
1987, Pillemer & Bachman-Prehn 1991, Gibbs &
Mosqueda 2004). For example, Bužgová and Ivanová
(2009, 2011) reported that employees admitted reacting
negatively towards residents who were physically or
verbally abusive towards them. Members of staff who had
experienced physical abuse committed by an older
person were more likely to reciprocate with either
physical and/or psychological abuse; staff who
experienced psychological mistreatment from residents
tended to respond with psychological abuse (Bužgová &
Ivanová 2011). Natan et al. (2010) also found a
relationship between observing the mistreatment of older
people by staff and the actual perpetration of abuse and
neglect by staff members themselves. They concluded
that the likelihood of a staff member abusing an older
person increases when they themselves have observed
another staff member being abusive. In the US it was also
found that ‘as patient aggression increases, the
probability of a staff member psychologically abusing
patients increases’ (Pillemer & Bachman-Prehn 1991: 87).
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Pillemer and Bachman-Prehn (1991: 91) concluded that
the abuse of older people was predominantly associated
with individual staff stressors rather than structural
factors such as the number of beds or type of facility:
It … appears that although such structural variables
have an impact on the more general quality of care,
a different set of factors results in deliberate abuse.
Specifically, situational variables that directly affect
the quality of staff-patient interactions appear to be
stronger predictors of abuse (Pillemer & Moore
1989: 318).
Pillemer and Moore (1989) concluded that the
examination of staff-patient interactions are more
important than exploring structural variables alone when
developing an understanding of the abuse of older
people in the nursing home sector.

2.9.2 Facility-related Factors Associated
with the Abuse of Older People
There are inconsistencies in the literature on the
association between facility-related factors and the abuse
of older people receiving residential care. For example, it
has been suggested that low staffing levels may be a
factor that results in the abuse of older people
(McDonald et al. 2012); however, following an analysis of
deficiency citations of nursing homes in the US, Castle
(2011) found no relationship between reports of abuse
and staffing levels.
The type of organisation, whether for-profit or non-profit,
has also been examined as a factor in explaining the
abuse of older people (Allen et al. 2004, Lindbloom et al.
2007). Allen et al. (2004), in a review of complaints to an
ombudsman’s office in the US, found that a higher
number of complaints were directed at for-profit nursing
homes than non-profit facilities. Other factors related to
complaints of abuse included the location of the nursing
home – complaints were less likely in rurally based
institutions – and the union status of the staff – homes in
which staff were affiliated with a trade union had a higher
rate of complaints of abuse.
There are inconsistencies in the literature related to the
extent to which the size of the organisation in which
older people are cared for is related to abuse. Natan et al.
(2010: 117) reported that, in larger institutions with a
high number of residents and high staff turnover, ‘the
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greater the risk of mental neglect, physical neglect and
total number of maltreatment incidents’. Allen et al.
(2004) also found that larger facilities providing care to
older people were associated with a higher number of
complaints of abuse and neglect. However, Weihl (1981)
reported that larger institutions provide better care to
residents. Chou et al. (2003) also found that larger
facilities may allow for greater social interaction for staff
and also provide better social resources. Overall, the
evidence on the size of the institution and quality of care
offered are, at best, mixed (Pillemer & Moore 1989, Chou
et al. 2003), with arguments that smaller homes provide
more homely care, whereas larger facilities do not allow
residents to have a voice in the decision-making process
that affects their care.
A number of other factors have also been identified
including shift work, especially amongst staff that
predominantly work night shifts. Goergen (2004) reported
that staff on night-shift were implicated as being involved
in the physical abuse of residents and highlighted factors,
such as lower staffing levels during this time period,
higher levels of stress associated with shift work and a
lower chance of being detected abusing an older person
as reasons why higher levels of abuse occurred at night. It
has also been suggested that staff members who sexually
abuse residents may ‘volunteer’ for night duty in order to
gain access to ‘vulnerable’ residents (Ramsey-Klawsnik et
al. 2007: 334).

2.9.3 Resident-related Factors Associated
with the Abuse of Older People
One consistent factor reported in the literature related to
abuse is the cognitive status of the older person. Older
people with cognitive impairments, such as Alzheimer’s
disease, are at a higher risk of abuse when compared to
residents with no cognitive impairment (Lachs et al. 1997,
Hawes 2003, Cooper et al. 2009, Castle 2011). In addition
older people who display aggression or non-cooperation
with staff have also been shown to be at an increased risk
of mistreatment (Pillemer & Moore 1989, McCool et al.
2009). It has been reported that residents perceived as
being non-cooperative can be isolated and ignored
(Goodridge et al. 1996). The level of dependency of the
older person receiving care, especially those older people
who experience incontinence, is also associated with
abuse (Goergen 2004, Joshi & Flaherty 2005, Page et al.
2009) as are residents who have become isolated from

family or friends (Bužgová & Ivanová 2009, 2011). Natan
et al. (2010) reported that older women were at higher
risk of abuse than older men. In particular, it was found
that older women were more likely to experience
psychological abuse if they had dementia. The vast
majority of people receiving care in the nursing home
sector are women; however, Griffin and Aitken (1999: 3)
argue that relatively little is known about the abuse of
older people in residential settings due to the fact that it
is ‘a predominately female world’. Griffin and Aitken
(1999: 40) concluded:
Little is done when elder abuse in institutional
settings occurs. This inaction is also associated with
the fact that both female workers and clients in
institutions for elders suffer from low social and
economic status which ‘legitimates’ their neglect of
both groups.
Although research in this area is limited, the general
pattern identified in the literature is that women
receiving care in residential settings are more likely to be
physically and psychologically abused than men
(Bužgová & Ivanová 2009).
In a review of the literature on abuse in nursing homes,
Joshi and Flaherty (2005) identified a number of factors
and signs that may indicate an older person has been
abused or neglected. These include: bruises or skin tears,
unexplained fractures, unexplained weight loss and
dehydration, poor hygiene, pressure sores and withdrawal
or restlessness. However, there is an acknowledgement
that injuries to older people may be mistaken for abuse
when they can be caused by ageing or disease processes,
accidental falls or side-effects of medications or
treatments. This is also noted in the case of pressure
sores, where it is acknowledged that, even though in
some cases their occurrence may be associated with
neglect, not all are preventable (Joshi & Flaherty 2005).
Saveman et al. (1999) reported that older people in
nursing homes respond to being abused in various ways;
these responses include fear, withdrawal, confusion and
aggression.

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

23

Chapter 2 Staff-Resident Interactions and Conflicts
in Residential Care Settings for Older People:
A Review of the Literature

2.10 Neglect of Older People
Receiving Residential Care
Neglect, defined as ‘the failure of a designated caregiver
to meet the needs of a dependent elderly person’ is
classified as mistreatment (Lachs & Pillemer 1995: 437).
The types of neglect experienced by older people in
nursing homes vary; however, they generally include an
omission of care such as failure to provide food or water
or adequate clothing, omitting to turn the resident to
prevent pressure sores, neglect of hygiene needs
including toileting, bathing, oral care or neglecting to
change a resident following an episode of incontinence.
Other behaviours highlighted as being neglectful include
refusing to answer a resident when they call for help or
assistance, not providing regular or necessary medical
care, such as improper or non-administration of
prescribed medicines, and submitting residents to
institutionalised practices (Clough 1999, Hawes 2003,
Allen et al. 2004, Bužgová & Ivanová 2009, Hawes &
Kimbell 2009, Page et al. 2009). Drawing on inspection
reports of institutions for older people, Clough (1999)
describes other types of institutionalised practices that
may occur in nursing homes such as lining residents up
naked to be bathed, waking patients early and putting
them to bed early. Neglect has also been termed
‘inadequate care’ (Fulmer & O’Malley 1987, Malmedal et
al. 2009), which is associated with ‘the presence of unmet
needs for services or assistance, which threaten the
physical and psychological well-being of the individual’.
Reports of neglect vary and this is largely a consequence
of how the construct is measured in research. However,
neglect is consistently the most prevalent type of care
deficit reported in the nursing home sector and far
supersedes reports of physical or psychological abuse
(Isola et al. 2008, Page et al. 2009). The most prevalent
forms of neglect include care plans not being carried out,
residents’ calls being unanswered and unmet hygiene
needs (Allen et al. 2004, Malmedal et al. 2009). In a
Norwegian study, over half of the staff surveyed reported
that they had neglected oral care or delayed providing
care more than once a month (Malmedal et al. 2009). In
the US, Page et al. (2009) found that 17% of relatives of
people receiving care in the nursing home sector reported
that they had observed at least one episode of neglect.
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Kalisch et al. (2009) reported that missed nursing care or
errors of omission, for example neglect of hygiene needs,
patients being underfed or not fed and a lack of turning
to prevent pressure sores, can occur for a number of
reasons, including inadequate staff numbers, pressure of
time, poor delegation of staff, a lack of physical resources
and breakdown in communication. Staff shortages in
particular, especially when occurring outside normal
working hours, for example night-time and weekends,
have been associated with incidents of neglect (Goergen
2004, Natan et al. 2010). Neglect has also been
associated with residents who are unable to have a voice
in the provision of their care, for example older people
experiencing dementia or those with a learning disability
are more likely to experience neglect than other patient
cohorts (Goergen 2004).
A number of factors have been found to be associated
with the neglect of older people; these included
institutions with a large number of beds, higher staffresident ratios and high levels of staff turnover (Natan et
al. 2010). High levels of staff turnover, in particular can
disrupt the quality of care delivered to older people
receiving residential care. Tellis-Nayak and Tellis-Nayak
(1989: 311) reflect on how extensive staff turnover
‘disrupts the fragile social world of elderly residents’. The
knowledge that staff have of the needs and lives of the
residents is lost when they leave. The replacement of
full-time nurses and healthcare assistants with part-time
and agency staff can result in, what Tellis-Nayak and
Tellis-Nayak (1989: 311) term, ‘personal care without
commitment’:
It is not that the aides neglect, but it is the soulless
service, the cheerless attitude, the coldness of the
touch that bothers the residents’ (Tellis-Nayak &
Tellis-Nayak 1989: 311).
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2.11 Staff Experiences of Being
Mistreated and Abused by
Older People
Staff working with older people, especially residents with
cognitive impairment, dementia and agitation are at risk
of either physical or psychological mistreatment. In a
Swedish study, approximately 40% of staff reported that
they had experienced a direct act of violence from a
resident (Josefsson et al. 2007). In one study, at a single
residential centre for older people in Canada, 70% of
nursing assistants reported that they had experienced
some form of physical aggression from a resident in the
previous month (Goodridge et al. 1996). Goodridge et al.
(1996: 60) concluded that ‘a typical nursing assistant …
might reasonably expect to be physically assaulted by
clients 9.3 times per month’.
The most frequently reported mistreatments experienced
by staff include resident-perpetrated acts of psychological
abuse followed by physical attacks, of which the most
frequent were being pushed, shoved or pinched
(Goodridge et al. 1996). Studies have reported that
nursing assistants in particular are at risk of being
physically or verbally assaulted by residents due to the
close nature of the care they provide to patients in the
residential setting (Goodridge et al. 1996).
Conflicts between staff and residents also occur on a
frequent basis. Goodridge et al. (1996) reported that the
most frequent conflicts included a resident unwilling to
undress or attempting to leave the nursing home,
followed by patient complaints and hygiene-related
conflicts. Conflict directed by older people towards staff
tends to occur due to misunderstandings, especially
when staff attempt to carry out care tasks for patients
with cognitive impairments (Goodridge et al. 1996).
Reasons given for patients verbally or physically attacking
staff include underlying pain, invasion of the residents’
personal space and a lack of involvement in decisionmaking; as Sandvide et al. (2004: 355) highlight, resident
conflicts with staff occurred ‘when care providers’ wishes
were incongruent with care receivers’ wishes.’
Staff who are physically or psychologically abused by
older people in their care report it as ‘an unavoidable
part of their job’ (Sandvide et al. 2004: 355) and that it is
not the fault of the individual, but attributable to older
person’s disease or ageing process (Doyle & Timonen 2010).

However, such abuse, although viewed as part of the job,
can have consequences, with staff reporting that they can
feel powerless and guilty when abused by those in their
care (Sandvide et al. 2004). Goodridge et al. (1996)
highlight that understanding the experience of conflicts
directed at staff working with older people in residential
settings will facilitate the development of strategies that
can alleviate and prevent episodes of staff-resident
conflict and abuse.

2.12 Conclusions
The population of older people in Ireland is increasing
and it is evident that a significant portion will require
long-term residential care, especially in the latter years of
their life. Older people requiring residential care
predominantly have cognitive and physical needs and
will, in some cases, have reduced social networks. These
factors, along with facility-related and staffing factors
place older people at risk of neglect and abuse. To date,
there has been no systematic study of abuse and neglect
of older people in residential care settings in Ireland,
despite evidence from statutory bodies and official
reports that shows that it does exist; however the extent
to which it exists is unknown. The international literature
demonstrates evidence that the abuse and neglect of
older people in residential care occurs, with older people
experiencing the range of abuse from neglect, physical
and psychological abuse and, to a lesser extent, financial
and sexual abuse. It should be noted that, although there
is some similarity in the rates of abuse reported across
studies, how the construct ‘abuse’ is defined and
measured, as well as the time period over which the
abuse is recorded, impacts on reported rates. These
factors account for the variation in abuse rates reported
among different studies and between countries; this
makes accurate comparisons somewhat difficult.
However, a number of patterns are evident in relation to
the factors associated with the abuse of older people, not
least factors related to staff, residents and facilities.
Staff stress, low levels of job satisfaction and burnout
were consistently found to be related to the physical and
psychological abuse of older people and the conditions
under which staff work appear to be related to their
experiences of conflict in their interactions with residents
in their care. Evidence on the relationship between age,
grade and education level of staff and abuse and neglect
of older people is variable, as are factors such as the
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ethnic background and gender of staff. These factors
require further, systematic study to identify the extent to
which they are associated with the abuse of older people.
There is also evidence that the type and organisation of
the facility in which older people are cared for is also
associated with neglect and abuse. Although the
evidence is variable, factors such as staffing levels, staff
turnover, size of the nursing home, staff-resident ratios
and type of organisation have all been shown to be
associated, to some extent, with the neglect and abuse of
older people; however, the evidence is not as strong as
that associated with individual staff characteristics such
as stress and burnout. The literature also demonstrates
that the most vulnerable and dependent older people are
at risk of abuse. This includes older people who have
cognitive and social impairments, are socially isolated
and are women. It is also evident from the literature that
incidents of abuse and neglect of older people are
underreported; this is particularly the case for forms of
mistreatment that are insidious and secretive, such as
financial and sexual abuse. Underreporting of abuse is
not only an issue for staff, but also for residents
themselves who fear retribution or do not know how to
report abusive practices. The literature also demonstrates
that staff may not be aware that certain practices are, in
effect, abusive. It is also evident that staff experience
mistreatment and abuse from residents in their care.
Although the literature suggests that staff view this as
part of their job, there is evidence that these experiences
add to the stress and complexity of caring for older
people in residential care, and that these experiences
can, in turn, lead staff to perpetrate abuse.
Previous studies have used a variety of approaches to
measure the extent to which older people in residential
settings experience abuse; these approaches facilitated
the development of the first study to explore the abuse
and neglect of older people on a national level in Ireland.
It is evident that there are three areas that need to be
explored to increase understanding of the neglect and
abuse of older people in residential care; these are:
staff-related, resident-related and facility-related factors.
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3.1

Introduction

A number of methods have been previously used to
measure staff-resident interactions and the mistreatment
of older people receiving care in residential settings. The
majority of studies have measured conflict, abuse and
neglect by ascertaining the extent to which staff
observed the mistreatment of residents by another
member of staff and their self-reports of acts of abuse
committed. This approach, although not without
limitations, has been identified as the most feasible and
valid method for measuring abuse and neglect of older
people in residential settings. Not only is it important to
identify the level of abuse experienced by older people in
residential settings from the perspective of staff, it is also
necessary to explore the factors associated with abuse
and neglect. Therefore, as well as measuring the
prevalence of neglect and abuse, staff-related factors,
resident-related factors and facility-related factors were
also ascertained.
This national survey measured the mistreatment of older
people from the perspective of staff working in residential
settings in the following areas: physical abuse,
psychological abuse, financial abuse, sexual abuse and
neglect, both committed by and observed by staff. In
addition, a number of factors that have been identified as
correlates of abuse in the residential setting were
measured including: staff burnout, conflict, coping styles,
job satisfaction and staff experiences of resident-related
and facility-related stress. The survey also measured
staffing factors that have been identified as predictors of
abuse including: staff/resident ratios, qualifications of
staff and resident dependency levels. The extent to which
staff experienced abuse or mistreatment by those in their
care was also measured.

4.

To measure the extent to which staff working in
residential settings engaged in the neglect and
abuse of older people in their care.

5.

To identify factors associated with the neglect
and abuse of older people in residential settings.

3.2

Definitions and Types of Abuse

The definition of abuse used in this study is the one
recommended in Protecting Our Future (Working Group
on Elder Abuse 2002: 25):
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 or violates their
human or civil rights.
In addition a number of forms of abuse and neglect were
measured. The operational definitions of abuse and
neglect were based on those outlined in Protecting our
Future (Working Group on Elder Abuse 2002: 26):
■■

Physical Abuse: included hitting, slapping,
pushing, kicking, misuse of medication or
restraint.

■■

Sexual Abuse: included rape and sexual assault
or sexual acts to which the older adult has not
consented, or could not consent, or into which
he or she was compelled to consent.

■■

Psychological Abuse: included emotional
abuse, threats of harm or abandonment,
deprivation of contact, humiliation, blaming,
controlling, intimidation, coercion, harassment,
verbal abuse, isolation or withdrawal from
services or supportive networks.

The aims of the study were:
1.

To measure the extent to which staff working in
residential settings experienced conflict with
residents.

■■

Financial or Material Abuse: included theft or
the misuse or misappropriation of property or
possessions.

2.

To measure the extent to which staff working in
residential settings were mistreated by residents
in their care.

■■

3.

To measure the extent to which staff working in
residential settings observed the neglect and
abuse of older people.

Neglect: including ignoring medical or physical
care needs, failure to provide access to
appropriate health, social care or educational
services, the withholding of the necessities of life,
such as medication, adequate nutrition and
heating.
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3.3

Sampling Design

In order to obtain an accurate representative sample of
public, private and voluntary residential care settings in
Ireland, sixteen geographical regions or clusters
nationwide were selected using the statistical package R
from the thirty-two HSE local health office areas, based
on weights determined by number of beds in each
cluster. Following the selection of areas, four residential
institutions were selected in each geographical cluster;
these institutions were also weighted by number of beds
within each residential care home. This approach ensured
that a representative sample of sixty-four residential care
settings was chosen. The sampling procedure allowed for
one reserve home within each geographical cluster; the
rationale for this was to have an alternative residential
centre in place should a selected home decline to
participate in the study. The alternate nursing homes
were provided in a sealed envelope and were only
opened in the event that a selected nursing home
declined to participate.
All public, private and voluntary residential homes across
Ireland were included in the sampling framework and
each had the same statistical chance of being selected.
The sample consisted of nineteen public nursing homes,
forty-four private nursing homes and one voluntary
nursing home. Of the original sixty-four randomly
selected homes, seven declined to participate in the
survey and were replaced by the randomly-selected
alternates in the same geographical region. The primary
sampling unit was the residential care home and the
secondary sampling unit was the nursing and healthcare
assistants within these homes. In total, over 3,000
questionnaires were distributed to staff. Eligibility criteria
included members of staff at either registered nurse or
healthcare assistant grades who had direct contact with
residents in their care.

3.4

Procedure

A number of steps were used to negotiate access to the
selected nursing homes and to distribute the
questionnaires. Initially, managers and contacts within
the HSE Older Person’s Services and Nursing Homes
Ireland were informed of the study. Following the
randomisation process, a letter of invitation was sent to
the director of nursing and/or owner of each nursing
home selected, inviting them to participate in the study.
This contact was then followed up by a telephone call to
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secure agreement and permission to distribute the survey
to nursing and healthcare staff. Staff numbers were also
ascertained at this time to identify the number of
questionnaires that needed to be distributed to the
chosen residential settings. Fieldworkers then directly
visited the residential care homes and arranged for the
distribution of questionnaires to staff. Respondents were
provided with two options for returning the completed
questionnaire, as follows: 1) return it directly to the
research team with the supplied stamped addressed
envelope through the postal system; 2) leave it in a
sealed collection box within the nursing home to be
collected by the fieldworker. Both of these methods have
been identified as approaches that can protect the
privacy of respondents in relation to surveys that deal
with sensitive topics such as abuse and neglect (LensveltMulders et al. 2008). A follow-up reminder letter together
with reminder posters were sent to each residential home
approximately two weeks after the first distribution visit.
In addition, fieldworkers visited the residential homes
between three and four times in total to remind staff of
the survey, collect completed questionnaires and answer
any questions or concerns that staff might have had.
Follow-up and reminders have been identified as the
most efficacious method for ensuring good response rates
to surveys (Dillman 2007).
An instruction manual and training sessions were
developed for all fieldworkers who visited and distributed
questionnaires to the residential care settings. The
manual outlined the procedure for the distribution and
collection of questionnaires as well as issues of
confidentiality and anonymity.

3.5

Data Collection

A number of approaches have been used to measure the
prevalence of abuse and neglect of older people in the
nursing home sector, including face-to-face interviews
(Weatherall 2001), postal surveys (Malmedal et al. 2009)
and telephone surveys (Pillemer & Moore 1989). The
principle approach in the literature for ascertaining the
extent to which older people have experienced abuse
and neglect has been to measure staff reports of
witnessed incidents of mistreatment and self-reports of
abuse perpetrated by staff towards older people in their
care (Pillemer & Moore 1989, Pillemer & Bachman-Prehn
1991, Saveman et al. 1999, Goergen 2004).
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It was decided for this study that the most feasible
method of data collection would be an anonymous,
self-report pen and paper survey of nursing and
healthcare assistants employed in residential care
settings. This approach was used to ensure that
respondents would be as accurate as possible in their
answers, something that could not be assured through
face-to-face interviews or observational studies. The
anonymity of respondents through the use of this
approach would also reduce the likelihood of socially
desirable responding and lead to accurate responses of
abusive behaviours (Tourangeau & Smith 1996). It has
been identified that self-report surveys are potentially
better at eliciting valid responses to sensitive questions
than either face-to-face interviews or telephone surveys
(de Leeuw 2005).
The use of staff to identify the extent of abuse in the
residential care sector is well supported in the literature.
Pillemer and Moore (1989: 316) state that reports from
staff are ‘the most feasible way to obtain systematic
information on this phenomenon.’ In addition, following
an extensive survey of staff in the nursing home sector in
the US, Pillemer and Moore (1989) concluded that staff
are willing to engage in studies of abuse of older people
and are disposed to identifying abusive practices, both
observed and perpetrated. Harris and Benson (1999) have
also used staff self-reports to ascertain the prevalence of
theft from patients perpetrated by staff working in the
nursing home sector; self-reports have long been regarded
as a reliable method for studying sensitive behaviours
(Hindelang et al. 1981, Lab & Allen, 1984).
Due to the nature of the questions, exploring the neglect
and abuse of older people, there was the possibility that
there would be non-response or ‘reporting error’
(Tourangeau & Smith 1996: 276-277). Reporting error
involves a respondent answering a question; however, the
extent to which that answer is accurate or valid is
unknown. Therefore, to reduce non-response or reporting
error, sensitive questions were presented towards the end
of the questionnaire. The assurance of anonymity was
another factor that was used to ensure the validity of
responses regarding conflicts that may have occurred
between staff and residents.

3.6

Measurement

The self-completed questionnaire distributed to staff was
designed to measure the extent to which staff observed
and/or engaged in the abuse and neglect of older people
in residential settings. The questionnaire also examined
factors associated with mistreatment, including individual
staffing factors, resident-related factors and facilityrelated factors. In addition staff-resident conflicts were
also identified through staff reports on the extent that
older people in their care had physically or
psychologically mistreated them.
The self-completed questionnaire distributed to staff
consisted of five sections, as follows:
■■

Part 1: Demographic, education and professional
profile of staff.

■■

Part 2: Respondents’ attitudes towards their job
and experience of burnout.

■■

Part 3: Respondents’ experience of stressful
events that occurred in their work with older
people.

■■

Part 4: Respondents’ general health and
well-being.

■■

Part 5: Staff interactions and conflicts with
residents, including reports of neglect and abuse.

3.6.1 Demographic, Education and
Professional Profile of Staff
This section of the questionnaire collected data on the
demographic, educational and professional profile of the
staff surveyed. A number of studies have identified that
demographic variables such as age and gender as well as
the education level of nursing and care staff are related to
the abuse and neglect of older people (Pillemer &
Bachman-Prehn 1991, Goergen 2004). In addition to the
demographic profile of staff, the number of hours worked
per week, the extent to which staff undertook shift work,
annual salary, the length of time staff had spent working
with older people as well as any qualifications particular
to the care of older people were measured. The aim of
this section was to build up a demographic profile of the
respondents and to identify potential demographic,
educational or professional variables that might be
correlated with the abuse and neglect of older people.
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3.6.2 Job Satisfaction, Intention to Leave
and Burnout
Job satisfaction and burnout have previously been
identified as correlates of abuse and were included to
explore their association with reported mistreatment of
older people. In addition, organisational commitment,
measured through asking staff to indicate their intention
to leave the organisation in which they were currently
employed, was also measured. Burnout in particular has
been identified as a predictor of both the physical and
psychological abuse of nursing home residents by staff.
However, the experience or extent of burnout of staff
working in the residential care sector in Ireland has never
previously been measured.
It has also been suggested that job satisfaction is related
to the attitudes staff hold towards older people in their
care, with poorer levels of satisfaction associated with
negative attitudes towards older people (Baillon et al.
1996). Job satisfaction was measured using a seven-item
Job Satisfaction Scale (Price & Mueller 1981).
Respondents were asked to rate their level of agreement
or disagreement on a 5-point Likert scale to a number of
statements related to satisfaction with aspects of their
job. This instrument provided an overall measure for job
satisfaction. It has previously been used to measure job
satisfaction among nurses (Wakefield et al. 1988) and
physicians (Randall et al. 1997). In addition, intention to
leave an organisation, a factor that identifies
organisational commitment, was measured by a single
item that asked respondents to rate the probability of
them leaving or intending to leave their current
employment. This single item measure ranged from 1
(‘definitely will not leave’) to 4 (‘definitely will leave’).
Burnout was defined as ‘a syndrome of emotional
exhaustion, depersonalization, and reduced personal
accomplishment that can occur among individuals who
work with people in some capacity’ (Maslach et al. 1996:
4). The Maslach Burnout Inventory (MBI) (Maslach &
Jackson 1981) was used to measure three areas
associated with burnout: emotional exhaustion,
characterised by an inability to psychologically engage
with clients in the staff member’s care; depersonalisation,
identified as holding ‘negative, cynical attitudes’ towards
clients, and personal accomplishment, which relates to a
negative assessment of one’s work with clients (Maslach
et al. 1996: 4). The Human Services version (MBI-HSS) of
the MBI was used in this study (Maslach & Jackson 1996).
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This version comprises three subscales: emotional
exhaustion (nine items), depersonalisation (five items)
and personal accomplishment (eight items). High sores
on the emotional exhaustion and depersonalisation
subscales and a low score on the personal
accomplishment subscale of the Maslach Burnout
Inventory indicate high levels of burnout.
Care staff working in nursing homes were presented with
twenty-two items that comprise the MBI and asked to
respond on a six-point scale on the way they felt about
their job. Ratings ranged from 0 (‘I never feel this way’) to
6 (‘I feel this way everyday’). Scores from the subscales
were totalled and reported as three separate scores
(emotional exhaustion, depersonalisation, personal
accomplishment). The MBI has previously been used in a
number of studies exploring the relationship between
staff burnout and the abuse and neglect of older people
in the nursing home sector (Pillemer & Moore 1989). The
validity of the MBI has previously been ascertained
through principal components analysis, confirmatory
factor analysis and convergent and discriminant validity
(Maslach et al. 1996). Acceptable reliability of the three
subscales has been reported using the internal
consistency measure, Cronbach’s alpha (0.90 for
emotional exhaustion, 0.79 for depersonalisation and 0.71
for personal accomplishment) and through test-retest
reliability measures (Maslach et al. 1996). In this study,
Cronbach’s alpha for the subscales was found to be greater
than the recommended alpha of 0.70 (Nunnally & Bernstein
1994). The internal consistency measures were α = 0.87 for
emotional exhaustion, α = 0.77 for personal
accomplishment and α = 0.74 for depersonalisation
subscales indicating acceptable levels of reliability.

3.6.3

Stressful Events

A modified version of the Stressful Events Questionnaire
(SEQ) (Benjamin & Spector 1990) was used to measure
potentially stressful events experienced by staff in their
work with older people. Benjamin and Spector (1990:
25-26) conceptualised stressful events ‘as an interaction
between resident-related behaviours, carers’
characteristics and characteristics of the work
environment’. It has previously been suggested that there
is a relationship between stress and staff holding negative
attitudes towards older people or neglecting residents in
their care (Baillon et al. 1996). The questionnaire,
originally designed to measure stressful events for staff
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working in residential settings for older people, consisted
of nineteen items to which respondents were asked firstly
to rate the frequency with which an event occurred on a
five-point scale (ranging from ‘never’ to ‘very often’),
followed by the extent to which they perceived
stressfulness of the event; this was also measured on a
five-point scale ranging from not stressful to very stressful.
Potentially stressful events were measured under two
categories: facility-related stressors (nine items) and
resident-related stressors (ten items).
The original SEQ also had a third category, self-related
stressors; however, due to other self-related measures
used in this study to identify psychological and health
stressors, a decision was made to omit the self-related
stressors scale. This also reduced the length of the
questionnaire, thereby limiting the response burden on
participants. Examples of questionnaire items to measure
facility-related stressors measured in the study included:
‘I am in charge of too many residents’ and ‘I do not get
enough help and support from my colleagues’; examples
of items for resident-related stressors included: ‘residents
I care for have difficulty in communicating’ and ‘residents
I care for tend to be forgetful’. The items in each of the
scales were summed to give an overall score for the
frequency of the event and the extent to which the event
was perceived as stressful in relation to facility-related
stressors and resident-related stressors. In addition the
percentage of staff that rated any event as stressful was
calculated as recommended by Benjamin and Spector
(1990). The SEQ has previously been used in a number of
studies to measure staff perceptions of stressful events in the
nursing home sector (Baillon et al. 1996, Cocco et al. 2003).

3.6.4

Health and Well-being of Staff

Both the psychological and physical well-being of the
sample was measured by using the General Health
Questionnaire (Goldberg & Williams 1988) and a single
item overall physical health question. Psychological
well-being was measured by the 12-item General Health
Questionnaire (GHQ-12) (Goldberg et al. 1997). The
GHQ-12 has previously been used to investigate stress
amongst staff working in the nursing home sector and the
relationship between staff stress and attitudes towards
older people (Baillon et al. 1996). Each item on the
GHQ-12 has four response categories. There are two
forms of scoring the questionnaire, a binary format
(0,0,1,1) and a Likert scale format (0,1,2,3). In this study,
the binary format, also known as the GHQ method, was

used to code responses. Goldberg (1978), the developer
of the GHQ, recommends scoring the instrument using
the binary format. Scores on the GHQ-12 ranged from
0-12 with higher scores indicating worse psychological
well-being. Scores obtained from the GHQ-12 were
totalled and an overall psychological well-being score was
obtained. In addition a GHQ score of 4 or above was used
to identify respondents who were experiencing
psychological distress (Goldberg & Williams 1988). In
Ireland, The National Psychological Wellbeing and Distress
Survey (Tedstone Doherty et al. 2008) also used a cut-off
score of equal to, or greater than, 4 on the GHQ-12 to
indicate psychological distress. A number of studies have
identified that the GHQ-12 is both reliable and valid, with
internal consistency and split-half measures reported
ranging from 0.83 to 0.90 (Lewis & Wessely 1990,
Goldberg et al. 1997, Jackson 2007). Hankins (2008),
following exploratory and confirmatory factor analysis,
reported that the instrument was generally a
uni-dimensional measure of psychological well-being.
Reliability of the GHQ-12 in this study, as measured by
the internal consistency measure, Cronbach’s alpha, was
found to be acceptable (α = 0.85).
In addition, a single item was used to rate caregivers’
self-rated perception of their overall health. Staff were
asked to assess their overall health on a 5-point scale
ranging from 1 (poor health) to 5 (excellent health). It has
previously been reported that an overall single item
self-report health question is a comprehensive and valid
measure of a person’s self-perceived health status
(McDowell 2006).

3.6.5 Interactions and Conflicts Between
Staff and Residents: Measuring Abuse and
Neglect
Interactions and conflicts with residents were measured
using a modified version of the Conflicts Tactics Scale
(CTS) (Straus 1979, Straus et al. 1996). The CTS is one of
the most widely used self-report measures of abusive and
neglectful behaviours. The theoretical framework
underlying the scale is conflict theory (Straus et al. 1996:
284) and is based on the assumption that ‘conflict is an
inevitable part of all human association, whereas violence
as a tactic to deal with conflict is not’. This conflict
measure has previously been used in the US (Pillemer &
Moore 1989, Pillemer & Bachman-Prehn 1991) and German
studies (Goergen 2004) of abuse in residential care.
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The version of the CTS used in this study was based on
Pillemer and Bachman-Prehn’s (1991) modified version of
the instrument to measure abuse in the nursing home
sector in the US. As suggested by Pillemer and BachmanPrehn (1991: 82), the CTS was modified to make it
applicable to measure conflicts between staff and
residents in the residential sector; the measurement of
conflict was prefaced with the statement: ‘sometimes
when conflicts occur with residents, the staff may find it
difficult to respond in ways they are supposed to’.
Respondents were first asked to indicate the frequency
with which they were physically or psychologically
mistreated by residents. This was followed by asking
them to rate the frequency with which they had observed
the physical and psychological abuse of older people, and
finally, the extent to which they themselves had engaged
in the abuse of older people. Respondents were asked to
rate how often each behaviour occurred in the last year;
response choices for occurrence ranged from never, once,
2 to 10 times, to greater than 10 times.
A single item was used to measure the extent to which
staff observed or engaged in financial abuse. The
question was adapted from a survey of theft from
residents in nursing homes in the US (Harris & Benson

1998). Respondents were firstly asked whether they had
seen another member of staff take jewellery, money,
clothing or something else from a resident or a resident’s
room; they were then asked had they themselves taken
jewellery, money, clothing or something else from a
resident. Harris and Benson (1998) developed this
question following a qualitative analysis of items
commonly stolen from residents in nursing homes.
Respondents were also asked to rate how often each
behaviour occurred in the last year; response choices for
occurrences ranged from never, once, 2 to 10 times, to
greater than 10 times.
A further single item, developed specifically for this study,
addressed whether staff had observed or perpetrated the
sexual abuse of a resident in their care. In relation to
observing sexual abuse, respondents were asked whether
they had seen a member of staff ‘talk to or touch a
resident in a sexually inappropriate way’. Staff were also
asked whether they had talked to or touched a resident
in a sexually inappropriate way. The rating for this form of
abuse was the same as other items on the Conflicts
Tactics Scale, viz. never, once, 2 to 10 times and greater
than 10 times.

Table 3.1 Operational Definitions of Abuse and Neglect (Observeda and/or Perpetratedb by Staff)
Neglect

Not change a resident each time they were wet or soiled after an episode of incontinence.
Ignored a resident when they called.
Not bring a resident to the toilet when they asked.
Give a resident too much medication to keep them sedated/quiet.
Refuse to help a resident with their hygiene needs.
Refuse to help a resident with their feeding needs.
Neglect to turn or move a resident to prevent pressure sores.

Physical Abuse

Restrain a resident beyond what was needed at the time.
Push, grab, shove or pinch a resident.
Throw something at a resident.
Slap or hit a resident.
Kick a resident or hit with a fist.
Hit or try to hit a resident with an object.

Psychological Abuse

Isolate a resident beyond what was needed to control him or her.
Insult or swear at a resident.
Shout at a resident in anger.
Deny a resident food or privileges as part of a punishment.
Threaten to hit or throw something at a resident.

Financial Abuse

Take jewellery, money, clothing or something else from a resident or resident’s room.

Sexual Abuse

Talk to or touch a resident in a sexually inappropriate way.

Observed neglect/abuse was prefaced with the statement: ‘In the last 12 months have you seen a member of staff…’

a

Perpetrated neglect/abuse was prefaced with the statement: ‘In the last 12 months have you…’

b
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Neglect of residents, both observed and committed, was
measured by seven items that addressed the most
common forms of neglect identified in the literature that
occur in nursing homes (Goergen 2004, Kalisch et al.
2009). These included: not changing a resident following
an episode of incontinence, ignoring a resident when
they call, refusing to answer a resident’s request to bring
them to the toilet, refusing to help a resident with their
hygiene or feeding needs and neglecting to turn or move
a resident to prevent pressure sores. As with other items,
the response choices ranged from never through to
greater than 10 times in the last year.

a survey of conflicts between healthcare assistants and
residents in Canada (Goodridge et al. 1996). Goodridge et
al. (1996) identified the items from a training programme
to prevent the abuse of older people developed by
Pillemer and Hudson (1993). The items measure the most
frequently occurring conflicts that occur between staff
and residents. Similar to the response format in the
Conflicts Tactics Scale, respondents were asked to rate
the extent to which they, as staff working with older
people, had experienced conflict with a resident on a
5-point scale ranging from never to greater than 10 times
over a 12-month period.

To measure the extent to which staff attributed infantile
behaviours towards residents and held negative views of
older people in their care, a single item, adopted from
the US study of elder abuse (Pillemer & Moore 1989,
Pillemer & Bachman-Prehn 1991) was incorporated into
the questionnaire. This item was presented as a
statement that read: ‘nursing home residents are like
children; they need discipline from time to time’.
Respondents were asked to rate their level of agreement
or disagreement with the statement on a 5-point scale,
from ‘strongly disagree’ to ‘strongly agree’.

Staff experiences of physical and psychological abuse
were measured by a number of questions adapted from
the Conflict Tactics Scale. Physical mistreatment was
measured by four items, and psychological abuse by
three items, and one item was used to measure sexual
mistreatment (Table 3.2). As with the scales that
measured observed and perpetrated abuse, respondents
were asked to rate the extent to which they, as staff
working with older people, had been mistreated on a
5-point scale from never, once, 2 to 10 times to greater
than 10 times.

The items used to measure the abuse and neglect of
older people by staff are presented in Table 3.1.

3.6.6

In addition, staff conflicts and the extent to which staff
were mistreated and/or abused by residents in their care
were also measured (Table 3.2). Conflicts between
residents and staff were measured by six items based on

Institutional Characteristics

To ascertain the extent to which facility-related variables
were related to the abuse and neglect of older people,
the person-in-charge in each residential care home was
requested to complete a Residential Care Setting
Information Sheet. This provided information on a

Table 3.2 Operational Definitions of Conflict and Mistreatment Experienced by Staff
Physical
In the last 12 months has a resident…

Pushed, grabbed, shoved or pinched you.
Thrown something at you.
Slapped or hit you.
Kicked you or hit you with a fist.

Psychological
In the last 12 months has a resident…

Insulted or sworn at you.
Shouted at you in anger.
Threatened to hit or throw something at you.

Sexual
In the last 12 months has a resident…

Talked to or touched you in a sexually inappropriate way.

Conflicts
In the last 12 months has a resident…

Been unwilling to undress.
Argued with you over the quality of the food.
Argued with you about wanting to leave the home.
Complained to you about their care.
Argued with you about their personal hygiene.
Experienced conflict with a resident’s visitors.
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number of variables that may be associated with
staff-resident interactions and conflicts. Information
obtained through the information sheet included the
number of beds and number of residents at the time of
the survey, age profiles of residents, whether the home
provided care for people with dementia, and the gender
profile and dependency levels (low, medium, high) of
residents. In addition, information was collected on
staffing numbers, including the number of full-time and
part-time registered nurses and healthcare assistants and
the extent to which the residential care home used
agency or bank staff each week. This data allowed for an
estimation of the staff to resident ratios as well as
ascertaining the proportion of qualified and unqualified
staff employed in the residential settings surveyed. The
residential care homes were classified as private or public.
Public homes, for the purpose of analysis, included public
residential settings and those classified as voluntary
institutions.

3.7

Data Analysis

Data obtained was analysed using the Statistical Package
for the Social Sciences (SPSS version 18.0) (SPSS Inc.
Chicago IL). Both descriptive and inferential statistics
were used in the analysis and description of the data set
through the use of univariate, bivariate and multivariate
methodologies. Descriptive statistics (frequencies,
frequency per cents, measures of central tendency, and
measures of variability) were used to summarise
demographic data and results from the instruments used
in the study. The types of parametric or nonparametric
inferential tests used were determined by level of
measurement and assumptions of normality tests. Data at
nominal levels of measurement were analysed
inferentially using Pearson’s chi-square test. Logistic
regression was conducted to assess whether predictor
variables significantly predicted the abuse and neglect of
older people. Due to the skewed nature of the data on
neglect and physical, psychological, financial and sexual
abuse, the results were dichotomised as ‘no neglect’ or
‘neglect’ and ‘abuse’ or ‘no abuse’.
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3.8

Ethical Considerations

The Human Research Ethics Committee at University
College Dublin granted ethical approval for the study.
Due to the sensitive nature of the research and the need
to ensure, to the greatest degree possible, the validity of
responses, a number of steps were put into place to
assure respondents of their confidentiality and
anonymity. All respondents were assured that the nursing
home or individual staff member would not be named or
identified in any subsequent report or publication. Field
workers also received training and were provided with a
training manual outlining their responsibilities in relation
to confidentiality. All participants were informed about
the measurement procedures involved in the study and
were also informed that they were entitled not to
participate in the study if they so chose. All data was
coded and individuals or residential homes were not
identifiable. No identifying information was entered onto
computer files, and identification numbers were used
throughout. All questionnaires remained secure when not
in use by the research team and all computer datasets
were password protected. Informed consent was
implicitly obtained by respondents agreeing to complete
and return the questionnaire. In the event that
fieldworkers were approached by a member of staff
regarding a disclosure, allegation or suspicion of
mistreatment or abuse, they were provided with a
protocol that outlined the steps that the member of staff
should take to report the abuse.

3.9

Summary

In measuring staff-resident conflicts and interactions in
residential settings for older people in Ireland a number
of steps were taken to ensure that the study not only
validly measured the possibility of abuse but also
protected the identity of respondents and the institutions
in which they were employed. In ensuring the study was
valid, the methods built on and enhanced seminal studies
undertaken in the US and Germany. The overall aim of
the study was to measure reported abuse and neglect
and to identify the multiplicity of factors that may lead to
the abuse or neglect of older people receiving care in the
residential care sector.

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

Chapter 4 Results Part 1: Staff Characteristics
and Experience of Mistreatment

4.1

Introduction

The aim of this study was to measure the extent to which
staff working in residential care homes experienced
conflict with residents and the extent to which the abuse
and neglect of older people were observed and engaged
in by staff. In addition, the study aimed to identify the
extent to which staff experienced mistreatment by
residents. This chapter presents the demographic,
professional and educational profile of the sample of
nurses and healthcare assistants. It also reports on
respondents’ levels of job satisfaction, their organisational
commitment and their levels of burnout. In addition, the
overall health and well-being of staff and the extent to
which they found working with older people stressful and
attitudes of staff towards older people are also reported.
The final sections report on the conflicts and interactions
that occurred between residents and staff, including staff
experiences of mistreatment and abuse by residents.

Table 4.1 Institutional Characteristics
Characteristic

Total
Sample

Average Number of Registered Beds
M (SD)

60.3 (34.5)

Average Number of Residents
M (SD)

55.1 (34.0)

Gender of Residents % (n)
Males

33.0 (1,071)

Females

67.0 (2,165)

Age Profile of Residents % (n)
Residents 65 – 75

13.6 (416)

Residents 76 – 85

39.4 (1,205)

Residents > 85

47.0 (1,437)

Dependency Level of Residents % (n)

4.2

Facility Characteristics

A total of 64 residential care settings were included in the
study. These consisted of 44 homes in the private sector,
19 homes in the public sector and one in the voluntary
sector. For analysis purposes, the voluntary sector nursing
home was included with the public sector nursing home
sample. Seven residential centres declined to be included
in the study and were therefore replaced with randomly
selected alternates within the same geographic region.
Overall 69.0% of the sample included private nursing
homes and 31.0% public/voluntary homes.
Table 4.1 outlines the profile of residents in the residential
care homes surveyed. On average, there were 55.1
(SD = 34.0) residents in the nursing homes surveyed.
The majority of residents cared for were female (67.0%,
2,165/3,236) and were aged 76 years and older (86.4%,
2,462/2,878). The vast majority of residents cared for
were classified as high dependency (61.3%, 2,063/3,368).

Low

12.5 (421)

Medium

26.2 (884)

High

61.3 (2,063)

4.3 Demographic, Professional
and Educational Profile of
Respondents
As there is no sampling frame from which to select staff
working in the residential care sector in Ireland, an
estimate was made of the number of questionnaires
distributed and returned. In total approximately 3,053
questionnaires were distributed, 1,316 were returned
resulting in a response rate of 43%. The majority of
respondents were working in the private nursing home
sector (60.2%, 752/1250), with 39.8% (498/1250)
employed in the public/voluntary residential sector. Table
4.2 summarises the demographic profile of the staff
surveyed. The average age of the sample was just over 42
years. The vast majority of respondents were female
(92.7%, 1162/1248) and were married or living with a
partner (63.6% 791/1244). In total 79.0% (986/1248) of
respondents reported their nationality as Irish with 7.0%
(87/1,248) stating that their nationality was otherEuropean and 14.0% (175/1,248) non-European.
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Table 4.3 outlines the employment profile of the sample.
The majority of the respondents were employed at
healthcare assistant (HCA) grade (55.6%, 696/1252).
Both registered nurses and healthcare assistants
predominantly worked full-time, with approximately 40%
(487/1246) of the sample working part-time. The majority
of both registered nurses and healthcare assistants
worked shifts, with day duty the most frequently-reported
type of duty undertaken. A slightly higher proportion of
registered nurses (17.8%, 94/528) worked night duty
compared to healthcare assistants (15.3%, 102/696).
Annual salary differed according to staff grade; the
majority of registered nurses surveyed (32.8%, 177/540)
earned between E31,000 and E40,000 per annum,
whereas the majority of healthcare assistants (42.8%,
282/659) earned between E10,000 and E20,000 per
annum. Overall, approximately 91.0% (595/659) of
healthcare assistants earned E30,000 or less per annum;
in comparison, the majority of registered nurses (66.1%,
357/540) earned greater than E31,000 per annum. Both
grades surveyed worked approximately 33 hours per
week and had been working with older people for, on

Table 4.2 Demographic Profile of Respondents
Characteristic
Age in Years M (SD)

42.4 (12.1)

Gender % (n)
Female

93.1 (1162)

Male

6.9 (86)

Marital Status % (n)
Single (Never Married)

21.3 (265)

Married/Living with Partner

63.6 (791)

Separated/Divorced

6.4 (79)

Widowed

2.8 (35)

Nationality % (n)
Irish

79.0 (986)

Other European
Non-European

7.0 (87)
14.0 (175)

Table 4.3 Employment Profile of Respondents
Characteristic

Total Sample

Registered Nurses

Healthcare
Assistants

-

44.4 (556)

55.6 (696)

Full-Time

60.9 (759)

62.7 (348)

59.5 (411)

Part-Time

39.1 (487)

37.4 (207)

40.1 (274)

Shift Work

72.3 (889)

77.7 (426)

68.2 (462)

Mainly Days

83.7 (1010)

82.2 (434)

84.7 (566)

Mainly Nights

16.3 (196)

17.7 (93)

15.3 (102)

Less than €10,000 per Annum

12.4 (149)

4.1 (22)

19.3 (127)

€10,000 - €20,000 per Annum

28.1 (337)

10.2 (55)

42.8 (282)

Grade % (n)
Employment Status % (n)

Annual Salary % (n)

36

€21,000 - €30,000 per Annum

24.4 (292)

19.6 (106)

28.5 (186)

€31,0000 - €40,000 per Annum

19.8 (237)

32.8 (177)

9.1 (60)

€41,000 - €50,000 per Annum

11.3 (136)

24.6 (133)

0.5 (3)

€51,000 - €60,000 per Annum

2.5 (30)

5.6 (30)

0.0 (0)

Greater than €60,000 per Annum

1.5 (18)

3.1 (17)

0.2 (1)

Hours Worked per Week M (SD)

33.1 (8.3)

33.3 (8.1)

33.0 (8.6)

Length of Time Working with Older People
(Years) M (SD)

10.4 (8.3)

12.0 (8.6)

9.1 (7.8)

Length of Time Working in Current Job
(Years) M (SD)

8.0 (7.4)

9.1 (7.7)

7.1 (7.2)

Number of Residents Cared for During
Last Shift M (SD)

16.3 (11.5)

18.2 (11.6)

14.9 (11.2)
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average, 10 years. In addition, respondents had been in
their current job for approximately 8 years. Registered
nurses were slightly longer in their current post (mean
years = 9.1, SD = 7.7) than healthcare assistants (mean
years = 7.1, SD = 7.2). Respondents cared for, on average,
16 residents per shift; registered nurses were responsible
for providing care to a higher number of older people
(mean = 18.2, SD = 11.6) than that reported by
healthcare assistants (mean = 14.9, SD = 11.2).
The general education profile and the types of education
and training undertaken specific to the care of older
people are outlined in Table 4.4. Approximately 11%
(138/1240) of the sample had completed secondary
education as their highest level of education with
approximately a third of respondents reporting that their
highest level of education was at certificate or diploma
level. A fifth of the sample had completed third-level
education, achieving the award of a bachelor, masters or
doctoral degree. Approximately half of the sample
(52.3%, 653/1248) stated that they held a specific
qualification in the care of the older person. The most
Table 4.4 Education and Training Profile of Respondents
Characteristic

% (n)

Highest Level of Education
No Formal Education

1.5 (18)

Junior/Intermediate Certificate

5.2 (65)

Leaving Certificate

5.9 (73)

Vocational/Technical Qualification

30.2 (375)

University/College/Nursing Certificate

18.9 (234)

University/College/Nursing Diploma

17.7 (219)

Bachelor’s Degree

17.5 (228)

Master’s Degree/Doctoral Degree

3.4 (42)

Qualifications in the Care of Older People
FETAC Certificate in Care of Older People

35.1 (432)

Higher/Graduate Diploma in Care of
Older People

5.8 (72)

MSc in Gerontological Nursing

1.1 (13)

Training in the Care of Older People
(Short Courses/Workshops)
Care of the Older Person

63.8 (771)

Understanding Dementia

57.7 (697)

Elder Abuse

82.3 (994)

Management in Nursing Home Settings

15.1 (182)

Nutrition for Older People

54.8 (662)

End of Life Care

49.1 (593)

frequently reported qualification, held by over a third of
the respondents, was the FETAC Certificate in the Care of
Older People; 60.1% (411/684) of all healthcare assistants
had achieved this qualification. In relation to the Higher/
Graduate Diploma in Care of Older People, this was held
by 10.8% (59/547) of registered nurses with 2.0%
(11/547) reporting that they had completed the MSc in
Gerontological Nursing. The majority of respondents had
completed some form of training in the care of older
people; this training generally consisted of short courses
or workshops. The most frequently reported training
programme was on elder abuse; this had been completed
by 82.3% (994/1,208) of the sample. A similar proportion
of registered nurses (84.2%, 448/532) and healthcare
assistants (80.8%, 546/676) had completed training on
elder abuse. Over half of the respondents had also
completed training in care of the older person, care of a
person with dementia and nutrition for older people.

4.4 Job Satisfaction, Burnout and
Intention to Leave
The levels of job satisfaction, burnout and the extent to
which staff were committed to the organisation in which
they were employed are outlined in Table 4.5. An overall
score for job satisfaction was calculated by summing
seven items from the Price and Mueller (1981) scale;
levels of job satisfaction can potentially range from 1,
indicating low levels of job satisfaction, to 5, indicating
high levels of job satisfaction. Overall levels of job
satisfaction were high for all grades; registered nurses and
healthcare assistants had similar levels of satisfaction
scores (M = 4.1, SD = 0.6). Job satisfaction was further
categorised into high levels of satisfaction and low levels
of satisfaction. The vast majority of respondents reported
being satisfied in their job (93.7%, 1077/1150) with 6.3%
(73/1150) expressing dissatisfaction. There was no
statistically significant difference in levels of job satisfaction
between nurses or healthcare assistants (Table 4.5).
Table 4.5 also outlines the levels of burnout experienced
by staff on the three subscales of the Maslach Burnout
Inventory (MBI): personal accomplishment, emotional
exhaustion and depersonalisation. High levels of burnout
are identified by high scores on the emotional exhaustion
and depersonalisation subscales and low scores on the
personal accomplishment subscale, whereas low levels of
burnout are identified by low scores on the emotional
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Table 4.5 Respondents’ Levels of Job Satisfaction and Burnout
Total Sample

Registered Nurses

Healthcare
Assistants

M (SD)

M (SD)

M (SD)

4.1 (0.6)

4.1 (0.6)

Personal Accomplishmentb

38.7 (8.0)

Emotional Exhaustionc

Characteristic

t

p

4.1 (0.6)

1.35

0.18ns

38.3 (7.8)

39.1 (8.2)

1.60

0.11ns

15.2 (10.5)

16.1 (10.8)

14.6 (10.2)

2.78

0.006*

2.2 (3.3)

2.1 (3.0)

2.4 (3.5)

1.84

0.07

Job Satisfaction

a

Burnout

Depersonalisationd

ns = not significant. Significant at p ≤ 0.05
a
Scores range from 1 to 5. Higher scores indicate higher levels of job satisfaction.
b
Scores range from 0 to 48. Lower scores indicate higher levels of burnout on this subscale.
c
Scores range from 0 to 54. Higher scores indicate higher levels of burnout on this subscale.
d
Scores range from 0 to 30. Higher scores indicate higher levels of burnout on this subscale.
*

exhaustion and depersonalisation subscales and high
scores on the personal accomplishment subscale. Overall
levels of burnout amongst the respondents were low in
relation to emotional exhaustion (emotionally exhausted
by work) and depersonalisation (negative attitude
towards clients) and low to moderate in relation to
personal accomplishment (negatively evaluating one’s
work). There were similar levels of burnout on the
personal accomplishment and depersonalisation
subscales for both registered nurses and healthcare
assistants; however, registered nurses (M = 16.1,
SD = 10.8) scored significantly higher than healthcare
assistants (M = 14.6, SD = 10.2) on the emotional
exhaustion subscale (t1133 = 2.78, p = 0.006).

The three subscales that comprise the Maslach Burnout
Inventory were further categorised into high, moderate
and low levels of burnout. In relation to personal
accomplishment, scores of 39 and over were considered
low, 32 to 38 moderate and 0 to 31 high levels of burnout;
on the emotional exhaustion subscale scores between 0
and 16 were classified as low, 17 to 26 moderate and 27
or over, high levels of burnout; the levels of burnout on
the depersonalisation subscale were classified as 0 to 6
low, 7 to 12 moderate and 13 or over high.
Overall the majority of respondents (60.7%, 689/1135)
reported low levels of burnout on the personal
accomplishment subscale, with 22.6% (256/1135)
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Figure 4.1 Respondents’ Level of Burnout on the
Personal Accomplishment Subscale
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Figure 4.2 Respondents’ Level of Burnout on the
Emotional Exhaustion Subscale
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Overall levels of burnout on the emotional exhaustion
scale were also low (61.6%, 728/1182). Approximately a
quarter (23.6%, 279/1182) of respondents reported
moderate levels of burnout, with 14.8% (175/1182) of the
sample reporting high levels of burnout on this subscale.
There was slight variation in the burnout scores between
registered nurses and healthcare assistants. In total,
60.0% (314/530) of registered nurses and 63.5%
(414/652) of healthcare assistants reported low levels of
burnout on the emotional exhaustion subscale of the MBI
(see Figure 4.2). In comparison, 40.8% (216/530) of
registered nurses and 36.5% (238/652) of healthcare
assistants reported moderate to high levels of emotional
exhaustion.
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Figure 4.3 Respondents’ Level of Burnout on the
Depersonalisation Subscale
reporting moderate and 16.7% (190/1135) reporting high
levels of burnout on this subscale. As illustrated in Figure
4.1, the majority of registered nurses (57.5%, 299/520)
and healthcare assistants (63.4%, 390/615) had low
scores on the personal accomplishment scale of the
Maslach Burnout Inventory. In comparison, 42.5%
(221/520) of registered nurses and 36.6% (225/615) of
healthcare assistants had moderate to high levels of burnout
on the personal accomplishment subscale (Figure 4.1).

The lowest levels of burnout reported by respondents
were in relation to depersonalisation. Overall 90.2%
(1,065/1,181) had low levels of burnout on this subscale.
A minority of respondents reported moderate (7.5%,
89/1,181) to high (2.3%, 27/1,181) levels of burnout on
the depersonalisation subscale. The levels of burnout on
the depersonalisation subscale were similar according to
the grade of staff. As outlined in Figure 4.3, the vast
majority of registered nurses (91.4%, 490/536) and
healthcare assistants (89.1%, n = 575/645) had low levels
of burnout on the depersonalisation subscale. In
comparison, a minority of registered nurses (8.6%,
46/536) and healthcare assistants (10.8%, 70/645)
reported moderate to high levels of burnout within this
category.

Table 4.6 Psychological Well-being and Health of Respondents
Characteristic

Total Sample

General Health
Questionnairea M (SD)

1.5 (2.3)

Registered
Nurses

1.5 (2.3)

Healthcare
Assistants

1.4 (2.3)

GHQ Score < 4, % (n)

84.5 (985)

83.1 (438)

85.7 (547)

GHQ Score ≥ 4, % (n)

15.5 (189)

16.9 (89)

14.3 (91)

b

Overall Health % (n)
Poor

0.2 (3)

0.0 (0)

0.4 (3)

Fair

9.9 (122)

10.2 (56)

9.6 (66)

Good

36.4 (449)

39.1 (214)

34.3 (235)

Very Good

39.7 (489)

36.7 (201)

42.0 (288)

Excellent

13.7 (169)

13.9 (76)

13.6 (93)

t

p

0.74

0.46ns

χ2

p

1.52

0.22ns

u

p

1.17

0.24ns

ns = not significant.
Scores range from 0 to 12. Higher scores indicate lower levels of psychological well-being.
b
GHQ scores < 4 indicate psychological well-being, GHQ scores ≥ 4 indicate psychological distress.

a
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Overall levels of burnout amongst respondents were
relatively low, especially in relation to depersonalisation,
which measures the extent to which respondents are
unfeeling and impersonal in the delivery of their care.
However, approximately 40% of respondents had
moderate to high burnout scores in relation to emotional
exhaustion, a measure of exhaustion in work, and
personal accomplishment, an inability to achieve or feel
success in one’s work.

4.5

Health and Well-being of Staff

The psychological well-being and physical health of
respondents was assessed by two measures: the General
Health Questionnaire (GHQ) and a single item health
status question (Table 4.6). The mean score (1.5, SD = 2.3)
on the GHQ (range 0 to 12) was low indicating that
overall respondents had good levels of psychological
well-being. There was no significant difference in general
health status between the two occupational groups. In
addition, a GHQ score of 4 or above was used to identify
respondents who were experiencing psychological
distress (Table 4.6). Overall, 15.5% (180/1165) of
respondents scored ≥ 4 on the GHQ scale, indicating that
they were experiencing some level of psychological
distress. A total of 16.9% (89/527) of registered nurses
and 14.3% (91/638) of healthcare assistants in the sample
scored 4 or above on the GHQ.
The majority (89.8%, 1,107/1,232) of the sample rated
their overall health, measured on a single item self-report
measure, as good, very good or excellent with 10.1%
(125/1,232) rating their health as poor or fair (Table 4.6).
Similar proportions of registered nurses (10.2%, 56/547)
and healthcare assistants (10.0%, 69/685) reported their
health as either poor or fair, with approximately half of
the sample of registered nurses (50.6%, 277/547) and
healthcare assistants (55.6%, 381/685) rating their health
as very good or excellent

4.6 Stressful Events Experienced
by Staff
The frequency and the extent to which respondents
perceived events in their day-to-day work as stressful was
measured by two subscales, resident-related and
facility-related, of the Stressful Events Questionnaire.
Stressful events were rated on two 5-point scales: the
frequency with which the stressful event occurred (from
‘never’ to ‘very often’) and the extent to which the
respondent perceived the event as stressful (from ‘not
stressful’ to ‘very stressful’). Items on each of the
resident-related scales and facility-related scales were
classified as occurring or not occurring and as stressful or
not stressful. Table 4.7 shows that the vast majority of
respondents (98.1%, 1,161/1,184) experienced residentrelated stressors. Of those who identified resident-related
stressors as occurring, the most frequent events were
caring for residents with limited mobility, caring for
residents who tend to be forgetful and caring for
residents who experience incontinence. Although 98.1%
of the sample identified that potentially stressful events
occurred, only 47.9% (543/1,134) identified these events
as stressful. The resident-related event that respondents
identified as most stressful were caring for residents who
were aggressive and working with older people who had
difficulty in communicating.
Facility-related stressors that frequently occurred
included being ‘in charge of too many residents’ and ‘not
getting enough help and support from my colleagues’.
The most stressful facility-rated stressors included:
‘having too many things to do at once’ and ‘not having
enough staff on duty’. The proportion of respondents
who identified facility-related events as stressful was
68.0% (755/1,111). Overall, even though respondents
frequently experienced more resident-related stressors
(98.1%) than facility-related stressors (68.4%), facility

Table 4.7 Frequency of Occurrence of Resident-related and Facility-related Stressors and the Extent to which these Events
were Perceived as Stressfula
Total Sample

Registered Nurses

Healthcare
Assistants

% (n)

% (n)

% (n)

98.1 (1,161)

98.7 (524)

Resident-Related Stressor

47.9 (543)

Facility-Related Frequency
Facility-Related Stressor

Characteristic

Resident-Related Frequency

χ2

p

97.5 (637)

1.97

0.16ns

52.8 (270)

43.8 (273)

9.14

0.002*

68.4 (804)

71.8 (379)

65.7 (425)

4.99

0.025*

68.0 (775)

70.7 (355)

65.7 (400)

3.2

0.073ns

ns = not significant. *Significant at p ≤ 0.05
Percentage identifying stressful events occurred and percentage who identified these events as stressful.

a
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Table 4.8 Attitudes Towards Older People
Statement

Total Sample

Registered Nurses

Healthcare
Assistants

‘Residents are like children, they need
discipline from time to time’ % (n)
Strongly Disagree

57.8 (710)

59.5 (323)

56.5 (387)

Disagree

24.2 (297)

23.8 (129)

24.5 (168)

No Opinion

7.2 (88)

5.7 (31)

8.3 (57)

Agree

8.2 (101)

8.5 (46)

8.0 (55)

Strongly Agree

2.6 (32)

2.6 (14)

2.6 (18)

u

p

1.05

0.30ns

ns = not significant.

related events (68.0%) were reported as being more
stressful than were resident-related events (47.9%).
There was no statistically significant difference between
registered nurses and healthcare assistants in the
proportion that identified the frequency of residentrelated events occurring; however a significantly higher
proportion of registered nurses identified these events as
stressful (52.8%, 270/511) in comparison to healthcare
assistants (43.8%, 273/623). In addition, a significantly
higher proportion of registered nurses reported facilityrelated events occurring more frequently (71.8%,
379/528) as well as identifying these events as stressful
(70.7%, 355/502) when compared to the frequency
(65.7%, 425/647) and stressfulness (65.7%, 400/609)
reported by healthcare assistants.

4.7 Staff Attitudes Towards
Older People
One final item was used to measure the attitudes of staff
surveyed towards older people (Table 4.8). Respondents
were asked to rate their level of agreement or
disagreement with the statement: ‘residents in nursing

homes and residential care settings are like children, they
need discipline from time to time’. The majority of
respondents (82.0%, 1,007/1,228) disagreed with the
statement with 10.8% (133/1,228) indicating overall
agreement. There was no difference in the responses to
the statement between registered nurses and healthcare
assistants. Over 80.0% of both cohorts disagreed that
residents needed to be disciplined, with approximately
1 in 10 of registered nurses and healthcare assistants
in agreement.

4.8 Conflicts, Interactions and
Staff Experiences of Mistreatment
by Residents
This section presents the results of staff self-reports on
conflicts and interactions that occurred between
respondents and residents. Staff were asked to report on
the extent to which had been physically, psychologically
or sexually mistreated by older people in their care. In
addition, the prevalence of conflict with residents and
residents’ families was also measured.

Table 4.9 Staff-Resident Conflicts
Type

Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

22.3 (273)

13.7 (168)

40.0 (490)

24.1 (295)

49.6% (612)

19.5 (240)

24.7 (304)

6.2 (77)

Conflict
A resident unwilling to undress
A resident argued over the quality of the food
A resident argued about wanting to leave the home

26.6 (329)

19.7 (243)

37.2 (460)

16.4 (203)

A resident complained about their care

49.9 (616)

21.2 (262)

25.1 (310)

3.7 (46)

A resident argued about their personal hygiene

65.1 (803)

14.0 (173)

16.5 (204)

4.4 (54)

Experienced conflict with a resident’s visitors

66.2 (819)

18.4 (228)

13.7 (169)

1.8 (22)
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Table 4.10 Abuse/Mistreatment of Staff by Residents
Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

Pushed, grabbed, shoved or pinched by a resident.

31.1 (385)

15.4 (191)

36.1 (447)

17.3 (214)

Resident thrown something at you.

47.1 (578)

21.8 (268)

25.5 (313)

5.6 (69)

Resident slapped or hit you.

26.4 (325)

19.4 (239)

38.2 (470)

15.9 (196)

Resident kicked you or hit you with a fist.

38.0 (468)

18.5 (228)

32.3 (398)

11.3 (139)

Insulted or sworn at by a resident.

19.8 (245)

15.2 (188)

41.1 (508)

23.8 (294)

Shouted at by a resident in anger.

19.6 (240)

17.4 (214)

42.0 (514)

21.0 (257)

Resident threatened to hit or throw something at you.

36.5 (449)

17.2 (212)

32.4 (398)

13.9 (171)

75.5 (934)

10.2 (126)

11.2 (139)

3.1 (38)

Type

Physical Mistreatment

Psychological Mistreatment

Sexual Mistreatment
Resident talked to or touched you in a sexually
inappropriate way.

4.8.1 Staff Experiences of Conflict with
Residents
Overall, a total of 91.8% (1,119/1,218) of respondents had
been involved in at least one conflict with residents over
the preceding year. Conflicts tended to occur more than
once, with the majority of conflicts occurring between 2
to 10 times in the preceding 12 months. Table 4.9 outlines
the extent to which staff experienced conflict with
residents and residents’ visitors. The most frequent
conflict reported was dealing with a resident unwilling to
undress; this was reported by 77.0% (953/1,226) of
respondents as occurring at least once in the preceding
12 months. This was followed by interactions in relation
to a resident arguing about leaving the home. This was
reported as occurring at least once in the last year by
73.4% (906/1,235) of respondents. Approximately half of
the respondents also reported that a resident had
complained about their care at least once in the last year,
with approximately a quarter (25.1%, 310/1,234) of
respondents reporting that this occurred between 2
and 10 times.

4.8.2 Staff Experiences of Mistreatment
by Residents
Staff reported on their experience of physical,
psychological and sexual mistreatment by residents in
their care (Table 4.10). The most frequent type of physical
mistreatment experienced by staff was being slapped or
hit by a resident. This was reported by 73.6% (905/1,230)
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of respondents as occurring at least once in the
preceding year. Being pushed, grabbed, shoved or
pinched by a resident was also frequently reported
(69.0%, 852/1,226), as was being kicked or hit with a fist
in the preceding 12 months (65.0%, 765/1,233). Overall,
85.0% (1,029/1,213) of respondents reported that they
had experienced a physical assault by a resident; the
majority of incidents tended to occur more than once,
with approximately a third reporting that they had been
pushed, slapped or kicked between 2 and 10 times in the
previous twelve months.
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Figure 4.4 Mistreatment Experienced by Staff
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Staff also frequently experienced psychological
mistreatment (Table 4.10). Approximately 80.0% of
respondents reported that they had been insulted or
sworn at by a resident or were shouted at by a resident in
anger in the preceding 12 months. A resident threatening
to hit a member of staff was also reported by 63.5%
(781/1,230) of the sample. In total, 88.6% (1,075/1,213) of
respondents had experienced one or more forms of
psychological abuse in the preceding year. As with
physical abuse, this tended to occur on more than one
occasion in a 12-month period.
Approximately a quarter of the staff surveyed reported
that they had experienced some form of inappropriate
sexual behaviour by a resident in the preceding 12
months. This was identified as occurring once by 10.2%
(126/1,237) of respondents and between 2 and 10 times
by 11.2% (139/1,237). A total of 3.1% of respondents
identified (38/1,237) that it had occurred on more than
10 occasions in the preceding 12 months.
Overall, the majority of respondents (91.8%, 1,119/1,218)
had experienced conflict with a resident or a resident’s
relative in the previous 12 months. In addition, a majority
of respondents had also experienced one or more
incidents of physical (85.0%, 1,029/1,213) and/or
psychological mistreatment (88.6%, 1,075/1,213) by
residents in the preceding year. Being treated in a
sexually inappropriate way was identified as occurring at
least once by approximately 25.0% (303/1,237) of the
sample (Figure 4.4).

4.9

Summary

A total of 1,316 registered nurses and healthcare
assistants completed the survey from public, private and
voluntary nursing homes in Ireland. The vast majority of
respondents had completed training on elder abuse.
Overall levels of job satisfaction were high; however,
there were variations in the extent to which staff
surveyed experienced burnout. Overall, approximately
two-fifths of respondents reported moderate to high
burnout scores on the depersonalisation and emotional
exhaustion subscales, with 1 in 10 reporting moderate to
high burnout scores on the depersonalisation subscale of
the Maslach Burnout Inventory. Respondents overall
reported high levels of psychological well-being with
approximately 1 in 6 reporting some level of
psychological distress. Psychological distress was higher

among registered nurses than in healthcare assistants.
The vast majority of respondents reported good physical
health, while 1 in 10 of respondents reported their health
as either fair or poor.
The vast majority of respondents experienced stressful
events in their day-to-day work, in particular caring for
residents with limited mobility, caring for residents who
tend to be forgetful and caring for residents who
experience incontinence. Although the majority of
respondents experienced potentially stressful events,
only half identified these events as stressful. The most
frequently identified resident-related stressful events
included caring for residents who were aggressive and
difficulties in communicating with residents. Facilityrelated stressors experienced and identified as stressful
included ‘having too many things to do’ at once’ and ‘not
having enough staff on duty’.
A single item measured attitudes towards older people:
‘residents in nursing homes and residential care settings
are like children, they need discipline from time to time’.
Approximately 1 in 10 of the respondents were in
agreement with the statement, with no observed
difference in the proportion of registered nurses or
healthcare assistants who were in agreement.
The vast majority of respondents reported that they had
experienced conflicts with residents and these tended to
occur on more than one occasion over the preceding 12
months. The most frequently-reported conflicts were
dealing with a resident who was unwilling to undress and
preventing an older person from leaving the home in
which they were receiving care.
The majority of respondents had experienced some form
of abuse from residents in their care. In relation to
physical abuse, the majority of respondents reported that
they had been slapped or hit, pushed, grabbed, shoved,
pinched and/or kicked or hit with a fist by a resident.
Psychological mistreatment was also frequently reported
by staff, with the majority of respondents reporting that
they had been insulted or sworn at by a resident or were
shouted at by a resident in anger in the preceding 12
months. Although reported to a lesser extent than either
physical or psychological abuse, approximately a quarter
of the respondents reported that they had experienced
some form of inappropriate sexual behaviour by a resident.
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5.1

Introduction

This chapter outlines respondents’ reports of neglect and
abuse of older people that were observed or engaged in
by staff over a twelve-month period. The first section
reports on the neglect of older people observed by staff
and this is followed by staff reports on the extent to
which they observed physical, psychological, financial
and sexual abuse in the residential care setting. Staff
reports of the neglect and abuse of older people in which
they themselves were engaged are also outlined. The
final section reports on the factors that were found to be
associated with the abuse and neglect of older people.
This section explores the relationship between staffrelated, resident-related and facility-related factors and
the neglect and physical and psychological abuse of older
people in residential care.

5.2 Neglect of Older People
Observed by Staff
This section reports on the findings related to incidents of
neglect and physical, psychological, financial and sexual
abuse of older people by staff, as observed by other staff
members.
Overall, 57.6% (707/1,227) of staff reported that they had
observed one or more neglectful behaviours in the
preceding 12 months, with 47.7% (585/1,227) of
respondents observing neglectful acts occurring on two
or more occasions. Table 5.1 outlines the frequency of

each of the neglectful behaviours observed by
respondents in the 12 months preceding the survey.
Overall, 52% (645/1,240) of staff reported that they had
observed a member of staff ignore a resident when they
called on one or more occasion; approximately a third
(30.3%, 376/1,240) reported that they had observed this
behaviour occurring between 2 and 10 times. The next
most frequently observed behaviour was not bringing a
resident to the toilet when they asked. This was observed
at least once by 40.4% (500/1,237) of respondents with
approximately a fifth (22.3%, 276/1,237) reporting that
they had observed this practice occurring between 2 and
10 times in the preceding 12 months. Approximately 11%
(133/1,239) of respondents had observed, on one or
more occasion, a member of staff refuse to help a
resident with their hygiene needs, with 10.1% (125/1,239)
reporting that they observed a member of staff neglect to
move or turn a resident to help prevent pressure sores. Of
those who observed these events, the majority had
observed them occurring only once in a 12 month period
with 4.3% (53/1,239) reporting that they had observed
these neglectful acts on 2 or more occasions. The least
observed acts of neglect were refusing to help a resident
with their feeding needs – this was reported as never
being observed by 93.3% (1159/1,242) of respondents
and giving a resident too much medication to keep them
sedated or quiet – this was reported as never observed in
the last year by 94.4%, (1172/1,241) of the sample.
However, these acts of neglect were observed by a
minority of respondents, with 6.7% (83/1,242) of the
sample reporting that they had observed another

Table 5.1 Neglect of Older People Observed by Staff in the Preceding 12 months
Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

Not change a resident each time they were wet or
soiled after an episode of incontinence.

78.2 (968)

9.8 (121)

9.8 (142)

0.6 (7)

Ignore a resident when they called.

48.0 (595)

17.2 (213)

30.3 (376)

4.5 (56)

Not bring a resident to the toilet when they asked.

59.6 (737)

15.4 (191)

22.3 (276)

2.7 (33)

Give a resident too much medication to keep them
sedated/quiet.

94.4 (1172)

3.5 (44)

1.8 (22)

0.2 (3)

Refuse to help a resident with their hygiene needs.

89.3 (1106)

6.2 (77)

4.3 (53)

0.2 (3)

Refuse to help a resident with their feeding needs.

93.3 (1159)

4.3 (53)

2.2 (27)

0.2 (3)

Neglect to turn or move a resident to prevent
pressure sores.

89.9 (1114)

5.3 (66)

4.3 (53)

0.5 (6)

Type

Neglect – In the last 12 months have you seen
a member of staff…
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member of staff refuse to help a patient with their
feeding needs on one or more occasion. In addition,
5.6%, (69/1,241) of respondents had observed a member
of staff on one or more occasions in the preceding 12
months give a resident too much medication to keep
them sedated; 3.5% (4/1,241) had observed this
occurring on one occasion and 2.0% (25/1,241) reporting
that they had observed this practice occurring on 2 or
more occasions.

5.3 Physical, Psychological,
Financial and Sexual Abuse of Older
People Observed by Staff
Overall, 11.7% (144/1,234) of respondents had observed
another member of staff physically abuse a resident in
the preceding year (Table 5.2). Of the abuse that was
observed, the most frequent type was restraining a
resident beyond what was needed at the time. This was
reported as occurring on one or more occasions by 8.5%

(105/1,238) of the sample. The next most frequent type
of abuse was observing a staff member push, grab, shove
or pinch a resident; this was observed on one or more
occasions by 4.5% (84/1,242) of respondents. The
frequencies of other types of physical abuse observed by
staff were very low; however they were reported as
occurring. A very small percentage of respondents (1.8%,
22/1,241) had observed a member of staff slap or hit a
resident on one or more occasions, with 0.6% (7/1,241)
reporting that they had seen staff throw something at a
resident and 0.5% (6/1,241) identified that a resident had
been kicked, hit with a fist or hit with an object by a
member of staff.
The vast majority of observed incidents of physical abuse
were reported as occurring only once in a 12-month
period with a small minority occurring between 2 and 10
times. The only behaviour that was reported as being
observed greater than 10 times in a 12-month period was
the excessive use of restraints.

Table 5.2 Abuse of Residents Observed by Staff in the Preceding 12 months
Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

Restrain a resident beyond what was needed at
the time.

91.5 (1133)

6.3 (78)

2.0 (25)

0.2 (2)

Push, grab, shove or pinch a resident.

95.4 (1185)

3.5 (43)

1.1 (14)

0.0 (0)

Throw something at a resident.

99.4 (1234)

0.5 (6)

0.1 (1)

0.0 (0)

Slap or hit a resident.

98.2 (1219)

1.7 (21)

0.1 (1)

0.0 (0)

Kick a resident or hit with a fist.

99.5 (1235)

0.5 (6)

0.0 (0)

0.0 (0)

Hit or try to hit a resident with an object.

99.5 (1235)

0.4 (5)

0.1 (1)

0.0 (0)

Isolate a resident beyond what was needed to
control him or her.

93.5 (1160)

4.6 (57)

1.7 (21)

0.2 (3)

Insult or swear at a resident.

89.4 (1110)

7.3 (90)

3.0 (37)

0.3 (4)

Shout at a resident in anger.

78.9 (978)

14.0 (173)

6.9 (86)

0.2 (2)

Deny a resident food or privileges as part of a
punishment.

97.7 (1209)

1.5 (18)

0.9 (11)

0.0 (0)

Threaten to hit or throw something at a resident.

99.4 (1233)

0.4 (5)

0.2 (3)

0.0 (0)

98.8 (1226)

0.9 (11)

0.3 (4)

0.0 (0)

99.3 (1232)

0.5 (6)

0.2 (3)

0.0 (0)

Type

Physical Abuse Observed

Psychological Abuse Observed

Financial Abuse Observed
Take jewellery, money, clothing or something else
from a resident or resident’s room.
Sexual Abuse Observed
Talk to or touch a resident in a sexually
inappropriate way.

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

45

Chapter 5 Results Part 2: Neglect and Abuse of Older
People in Residential Care Settings

The frequency of staff reports of psychological abuse by
other members of staff is also outlined in Table 5.2.
Overall, approximately a quarter of respondents (26.9%,
332/1,234) reported that they had observed one or more
psychologically abusive incidents in the previous twelve
months. A total of 12.7% (157/1,234) of respondents
reported that they had observed psychological abuse
occurring once, with 14.2% (175/1,234) reporting that
acts of psychological abuse had been observed as
occurring on two or more occasions. The most frequently
observed type of psychological abuse was shouting at a
resident in anger. This was reported by 21.1% (261/1,239)
of respondents as having been observed a least once in a
12-month period.
Approximately 10% (131/1,241) of respondents also
reported that they had observed a member of staff insult
or swear at a resident on at least one occasion. In
addition, 6.5% (81/1,241) had observed staff isolate a
resident beyond what was required. A small minority of
respondents also reported that they had observed a
member of staff punish a resident through the denial of
food or privileges (2.4%, 29/1,238) or threaten to hit or
throw something at a resident (0.6%, 8/1,241). A number
of psychologically abusive behaviours were reported,
although by a minority or respondents, as occurring on
more than 10 occasions. These included: isolating a
resident beyond what was needed to control him or her,
insulting or swearing at a resident and shouting at a
resident in anger.
The frequency with which staff observed the financial
abuse of older people was measured by asking
respondents had they observed a member of staff take
jewellery, money, clothing or something else from a
resident or resident’s room (Table 5.2). The vast majority
of respondents (98.8%, 1226/1,241) reported that they
had never observed this behaviour, with 1.2% (15/1,241)
reporting that they had observed another member of
staff taking valuables or property from a resident or a
resident’s room on at least one occasion.
A single item was also used to measure the frequency
with which staff observed another member of staff talk to
or touch a resident in a sexually inappropriate way.
Although the vast majority of respondents reported that
they had never observed this behaviour (99.3%,
1,232/1,241), 0.5% (6/1,241) identified that it had
occurred once, with 0.2% (3/1,241) reporting that they had
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observed inappropriate sexual behaviour by a staff member
with a resident on between two and 10 occasions.
Overall, approximately a quarter (26.9%, 332/1,234) of
respondents had observed a least one psychologically
abusive behaviour in the previous 12 months. This was
followed by physical abuse, which was observed as
occurring on one or more occasions by 11.7% (144/1,234)
of respondents. Financial and sexual abuse were the least
observed forms of mistreatment with 1.2% (15/1,241) of
respondents reporting that they had observed financial
abuse and 0.7% (9/1,241) of respondents reporting that
they had observed another member of staff talk to or
touch a resident in a sexually inappropriate way
(Figure 5.1).
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Figure 5.1 Abuse and Mistreatment of Older People
Observed by Staff

5.4 Neglect of Older People
Perpetrated by Staff
Overall, a total of 27.4% (333/1,214) of respondents
reported that they had been involved in at least one
neglectful act within the preceding 12 months (Table 5.3).
The most frequently reported act was ignoring a resident
when they called (22.6%, 279/1,236) and this was
followed by not bringing a resident to the toilet when
they asked (13.3%, 165/1,236). A minority of respondents
also reported that they had not changed a resident
following an episode of incontinence (6.0%, 74/1,235),
neglected to turn or move a patient to prevent pressure
sores (1.4%, 17/1,238), refused to help a patient with
their hygiene (1.0%, 13/1,238) or feeding needs (1.0%,
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Table 5.3 Neglect Perpetrated by Staff on Residents
Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

Not changed a resident each time they were wet or
soiled after an episode of incontinence

94.0 (1161)

3.5 (43)

2.1 (26)

0.4 (5)

Ignored a resident when they called.

77.4 (957)

12.9 (159)

9.1 (113)

0.6 (7)

Not bring a resident to the toilet when they asked.

86.7 (1071)

7.7 (95)

4.2 (52)

1.5 (18)

Give a resident too much medication to keep them
sedated/quiet.

99.0 (1127)

0.9 (11)

0.1 (1)

0.0 (0)

Type

Neglect – In the last 12 months have you…

Refuse to help a resident with their hygiene needs.

98.9 (1225)

0.6 (7)

0.4 (5)

0.1 (1)

Refuse to help a resident with their feeding needs.

99.0 (1228)

0.7 (9)

0.2 (3)

0.1 (1)

Neglect to turn or move a resident to prevent
pressure sores.

98.6 (1221)

1.2 (15)

0.2 (2)

0.0 (0)

13/1,241) or administered too much medication to keep
them sedated or quiet (1.0%, 12/1,229). The most
frequently reported neglectful behaviours that were
engaged in on more than one occasion included ignoring
a resident when they called (9.9%, 120/1,236) and
refusing to bring a resident to the toilet when they asked
(5.7%, 70/1,236).

5.5 Phyiscal, Psychological,
Financial and Sexual Abuse
Perpetrated by Staff
Overall, 3.2% (40/1,239) of respondents reported that
they had committed one or more acts of physical abuse
on a resident in the preceding year. The vast majority of
incidents were reported as occurring only once in a
12-month period with a very small minority reported as
occurring between 2 and 10 times. No act of physical
abuse was reported as being engaged in greater than 10
times in the preceding year (Table 5.4). Of the abuse that
was engaged in, the most frequent was restraining a
resident beyond what was needed at the time. This was
reported as occurring on one or more occasions by 2.4%
(30/1,240) of the respondents. The next most frequent
act was slapping or hitting a resident; this was reported
as occurring on one or more occasions by 0.6% (7/1,240)
of respondents. The frequencies of other types of physical
abuse self-reported by staff were very low. A very small
percentage (0.6%, 6/1,241) reported that they had
pushed, grabbed, shoved or pinched a resident on one or

more occasions, whereas 0.2% (2/1,241) reported that
they had thrown something at a resident. The same
proportions reported that they had kicked a resident or
hit them with their fist (0.2%, 2/1,241) or hit or tried to
hit a resident with an object (0.2%, 3/1,241).
The frequency with which psychological abuse was
engaged in by staff is also outlined in Table 5.4. Overall,
7.5% (92/1,234) of the sample reported that they had
perpetrated one or more psychologically abusive acts in
the previous twelve months. Overall 4.2% (52/1,234) of
respondents reported that they had engaged in an act of
psychological abuse on one occasion, with 3.3%
(40/1,234) reporting that this had occurred on two or
more occasions in the preceding 12 months. The most
frequently reported type of psychological abuse was
shouting at a resident in anger. This was reported by 6.3%
(19/1,240) of respondents as occurring at least once in
the preceding 12-month period. A very small proportion
of the sample reported that they had engaged in other
types of psychological abuse. Overall, 1.5% (19/1,238) of
respondents reported that they had isolated a resident
beyond what was needed to control them and 1.5%
(19/1,241) also reported that they had insulted or sworn
at a resident on at least one occasion in the preceding 12
months. A very small proportion of respondents reported
that they had denied a resident food or privileges as a
form of punishment (0.5%, 7/1,239) or that they had
threatened to hit or throw something at a resident
(0.1%, 1/1,239).

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

47

Chapter 5 Results Part 2: Neglect and Abuse of Older
People in Residential Care Settings

Table 5.4 Physical, Psychological Financial and Sexual Abuse Perpetrated by Staff on Residents
Never

Once

2 – 10 Times

More than
10 Times

% (n)

% (n)

% (n)

% (n)

Restrained a resident beyond what was needed at
the time.

97.6 (1210)

1.9 (23)

0.6 (7)

0.0 (0)

Pushed, grabbed, shoved or pinched a resident.

99.5 (1235)

0.4 (5)

0.1 (1)

0.0 (0)

Thrown something at a resident.

99.8 (1239)

0.2 (2)

0.0 (0)

0.0 (0)

Type

In the last 12 months have you…
Physical Abuse

Slapped or hit a resident.

99.4 (1233)

0.5 (6)

0.1 (1)

0.0 (0)

Kicked a resident or hit with a fist.

99.8 (1239)

0.2 (2)

0.0 (0)

0.0 (0)

Hit or tried to hit a resident with an object.

99.8 (1238)

0.2 (3)

0.0 (0)

0.0 (0)

Isolated a resident beyond what was needed to
control him or her.

98.5 (1219)

1.1 (14)

0.4 (5)

0.0 (0)

Insulted or sworn at a resident.

98.5 (1222)

1.3 (16)

0.2 (3)

0.0 (0)

Psychological Abuse

Shouted at a resident in anger.

93.7 (1162)

4.7 (58)

1.5 (19)

0.1 (1)

Denied a resident food or privileges as part of a
punishment.

99.4 (1232)

0.3 (4)

0.2 (3)

0.0 (0)

Threatened to hit or throw something at a resident.

99.9 (1238)

0.1 (1)

0.0 (0)

0.0 (0)

99.8 (1237)

0.1 (1)

0.1 (1)

0.0 (0)

99.8 (1236)

0.2 (3)

0.0 (0)

0.0 (0)

Financial Abuse
Took jewellery, money, clothing or something else
from a resident or resident’s room.
Sexual Abuse
Talked to or touched a resident in a sexually
inappropriate way.

Respondents were also asked to report on whether, in
the last 12 months, they had taken jewellery, money,
clothing or something else from a resident or resident’s
room (Table 5.4). The vast majority of respondents
(98.8%, 1,226/1,239) reported that they had never
engaged in this act, with 0.2% (2/1,239) reporting that
they had taken valuables or property from a resident or a
resident’s room on at least one occasion.
A single item was also used to measure the frequency
with which staff reported that they had talked to or
touched a resident in a sexually inappropriate way. The
vast majority of respondents reported that they had never
engaged in this behaviour (99.8%, 1,236/1,239) with a
very small percentage (0.2%, 3/1,239) of respondents
reporting that they had talked to or touched a resident in
a sexually inappropriate way once in the preceding 12
months (Table 5.4).
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Figure 5.2 Abuse and Mistreatment of Older People
Perpetrated by Staff
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Overall, the most frequent form of abuse perpetrated by
staff was psychological abuse; this was self-reported as
occurring on at least one or more occasions by 7.5%
(92/1,234) of the sample. A very small proportion of
respondents (3.2%, 40/1,239) reported that they had
engaged in one or more types of physical abuse.
Respondents’ self-reports for both financial abuse and/or
sexual abuse indicate that these types of abuse were
committed by a very small minority of respondents on a
single occasion, with 0.2% (2/1,239) reporting financial
abuse and 0.2% (3/1,239) reporting sexual abuse
(Figure 5.2).

5.6 Factors Associated with
Neglect and Abuse13
This section reports on the associations between
institutional variables (type of institution, number of
beds), resident characteristics (age, gender, dependency
levels, presence of dementia) and staff characteristics
(grade, education level, length of time working with older
people, health, burnout, stress, organisational
commitment, attitude towards older people, number of
older people cared for per shift) and abuse or neglect of
older people. In examining associations between staff
who perpetrated or did not perpetrate abuse, the
criterion outlined in Pillemer and Moore’s (1989) study of
abuse in residential settings was applied. For physical
abuse, financial abuse and sexual abuse, staff that had
perpetrated one or more of these types of abuse on one
or more occasions were compared with staff that had not.
In relation to neglect and psychological abuse, the cut-off
criterion for comparison was between staff that had
committed two or more acts of neglect or psychological
abuse were compared to those who had not. This was
based on the premise that a single act of either
psychological abuse or neglect does not necessarily
represent mistreatment (Pillemer & Moore 1989).

5.6.1

Factors Associated with Neglect

Table 5.5, outlines the institutional characteristics
associated with neglect. There was no association
between the type of residential care home (i.e. public or
private) and reports of neglect. Approximately 17% of
respondents in both types of residential homes reported

that they had perpetrated acts of neglect in the previous
twelve months. The size of the nursing home was also
not associated with reports of neglect. A slightly higher
proportion of respondents working in smaller nursing
homes (18.5%, 77/417) reported neglectful acts when
compared to those in medium sized (17.0%, 67/393) or
large (17.2%, 70/404) nursing homes; however, the
observed difference was not statistically significant. The
number of residents that staff cared for was also not
associated with staff reports of neglect.
Incidents of neglect were only reported in residential
settings that provided care for residents with dementia.
A total of 18.5% (207/1,120) of respondents in institutions
providing care for residents with dementia reported that
they had engaged in acts of neglect in the previous
twelve months, as compared to no reported acts of
neglect in nursing homes that had no residents with
dementia (Table 5.6). The ratio of registered nurses or
healthcare assistants to residents was not associated with
acts of neglect.
Table 5.5 Institutional Characteristics Associated
with Neglect
Characteristic

No
Neglect

Neglect

% (n)

% (n)

Type of Home
Private

82.5 (604) 17.5 (128)

Public

82.3 (395)

χ2

p

0.01

0.92ns

0.32

0.85ns

0.89

0.64ns

17.7 (85)

Size of Home
Small (< 50 Beds)

81.5 (340)

18.5 (77)

Medium
(50 to 100 Beds)

83.0 (326)

17.0 (67)

Large (> 100 Beds)

82.7 (334)

17.2 (70)

Number of
Residents Cared
For
0 to 10

82.4 (388)

17.6 (83)

11 to 20

80.2 (227)

19.8 (56)

> 20

83.0 (288)

17.0 (59)

ns = not significant.

13 Due to the small number of staff who reported that they had engaged
in either financial or sexual abuse, it was not possible to explore statistical
associations with these factors.
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Table 5.6 Resident and Ratio Characteristics Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Yes

81.5 (913)

18.5 (207)

No

100.0 (13)

0.0 (0)

χ2

p

2.94

0.09ns

0.39

0.82ns

5.11

0.078ns

Residents with Dementia

Ratio of Registered Nurses to Residents
Up to 1:2.9

81.7 (290)

18.3 (65)

Between 1:3 and 1:5

82.2 (338)

17.8 (73)

Greater than 1:5

80.4 (221)

19.6 (54)

Ratio of Healthcare Assistants to Residents
Up to 1:2

85.6 (292)

14.4 (49)

Between 1:2 and 1:3

79.4 (359)

20.6 (93)

Greater than 1:3

82.4 (117)

17.6 (25)

ns = not significant.

The association between the demographic and
educational characteristics of staff and neglect are
outlined in Table 5.7. There was a statistically significant
association between gender and the neglect of older
residents, with 25.9% (22/85) of male respondents

reporting that they had committed acts of neglect in the
last year as compared to 17.1% (192/1,125) of female
respondents. In relation to nationality, a slightly higher
proportion of respondents who classified themselves as
‘other-European’ (24.1%, 20/83) reported committing two

Table 5.7 Staff Demographic and Educational Characteristics Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Gender
Female

82.9 (933)

17.1 (192)

Male

74.1 (63)

25.9 (22)

Nationality
Irish

82.4 (633)

χ2

p

4.22

0.04*

3.13

0.21ns

0.004

0.95ns

3.70

0.16ns

4.44

0.22ns

1.34

0.25ns

17.6 (135)

Other European

75.9 (63)

24.1 (20)

Non-European

84.9 (146)

15.1 (26)

Marital Status
Married

82.4 (749)

17.6 (42)

Not Married

82.3 (637)

17.7 (75)

Age
18 to 30 Years

80.7 (196)

19.3 (47)

31 to 49 Years

80.8 (421)

19.2 (100)

> 50 years and Older

85.1 (383)

14.9 (67)

Education Level
Secondary or Lower

86.8 (132)

13.2 (20)

Vocational/Technical

83.6 (300)

16.4 (59)

Higher - Certificate/Diploma

81.4 (355)

18.6 (81)

Higher - Degree

79.2 (202)

20.8 (53)

Education in Elder Abuse
Yes

81.7 (787)

18.3 (176)

No

85.1 (177)

14.9 (31)

ns = not significant. *Significant at p ≤ 0.05
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or more acts of neglect, when compared to Irish (17.6%,
135/768) or non-European (15.1%, 26/172) respondents;
however, the observed difference between the three
cohorts was not statistically significant.
There was also no association between marital status and
reports of neglect. A higher proportion of respondents
aged between 18 and 30 years (19.3%, 47/243) and
between 31 and 49 years (19.2%, 100/521) reported
committing acts of neglect than those respondents aged
50 years and older (14.9%, 67/450); the observed
difference was not statistically significant. There was also
no association between level of education and neglect.
Nevertheless, a number of patterns were discernible in
the data related to respondents’ level of education.
Reported acts of neglect in the previous twelve months
were lower for respondents with lower levels of education
(13.2%, 20/152) when compared to respondents with the
highest levels of education (20.8%, 53/255). However, the
association between education level and neglect was not
statistically significant. There was also no association
between training in elder abuse and self-reported acts of
neglect of older people.
A slightly higher proportion of registered nurses (18.9%,
103/546) reported that they had committed two or more
acts of neglect in the previous twelve months, as

compared to those at the healthcare assistant grade
(16.6%, 111/668); however the observed difference was
not statistically significant (Table 5.8). Respondents who
worked in full-time employment (18.6%, 137/737) were
proportionally more likely to report committing acts of
neglect than respondents who worked on a part-time
basis (16.3%, 77/472); however, the observed association
between work status and neglect was also found to be
not statistically significant. Respondents who worked with
older people for more than 20 years reported the fewest
acts of neglect (13.7%, 26/190), followed by respondents
with between 11 to 20 years’ experience (16.1%, 48/298).
Respondents with the least amount of experience of
working with older people (19.3%, 140/726) reported the
highest proportion of acts of neglect. Overall, however,
none of the employment characteristics in the sample
were found to be significantly associated with neglect.
The extent to which respondents were satisfied with their
job, were committed to their organisation and
experienced burnout were examined to identify if they
were associated with the neglect of older people in their
care (Table 5.9). There was a statistically significant
association between the extent to which respondents
were satisfied or dissatisfied with their job and neglect. A
significantly higher proportion of respondents with low to
medium levels of job satisfaction (37.1%, 26/70) reported

Table 5.8 Employment Characteristics Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Grade
Registered Nurse

81.1 (443)

18.9 (103)

Healthcare Assistant

83.4 (557)

16.6 (111)

Work Status
Full-Time

81.4 (600)

18.6 (137)

Part-Time

83.7 (395)

16.3 (77)

Shift-work
Yes

82.2 (709)

17.8 (154)

No

83.0 (273)

17.0 (56)

Type of Duty
Mainly Days

82.3 (802)

17.7 (173)

Mainly Nights

82.5 (160)

17.5 (34)

Length of time Working with Older People
0 to 10 Years

80.7 (586)

19.3 (140)

11 to 20 Years

83.9 (250)

16.1 (48)

> 20 Years

86.3 (164)

13.7 (26)

χ2

p

1.05

0.31ns

1.02

0.31ns

0.54

0.76ns

0.005

0.94ns

3.88

0.14ns

ns = not significant.
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that they had committed acts of neglect in the preceding
year, as compared to those with higher levels of job
satisfaction (16.8%, 176/1,048). There was also a
statistically significant association between commitment
to the organisation and neglect. A higher proportion of
respondents who reported that they will probably or
definitely leave their job in the near future (26.0%,
78/300) reported that they had committed two or more
acts of neglect in the previous twelve months, when
compared to those who stated that they probably or
definitely will not leave the organisation (14.8%, 133/896).
Burnout was also significantly associated with self-reports
of neglect of older people. The three types of burnout
that constitute the Maslach Burnout Inventory,
depersonalisation, emotional exhaustion and personal
accomplishment, were all significantly associated with
neglect. That is, respondents with higher burnout scores
were more likely to neglect older people in their care
when compared to respondents with low levels of
burnout. Respondents with moderate (50.0%, 12/24) to
high (40.7%, 35/86) burnout scores on the
depersonalisation subscale and high scores on the

emotional exhaustion (34.1%, 58/170) and personal
accomplishment (31.1%, 57/183) subscales were
significantly more likely to report having committed two
or more acts of neglect than respondents who reported
low levels of burnout on each of the subscales.
The frequency with which stressful events occurred and
the extent to which staff found these events stressful
were examined to ascertain their association with neglect
(Table 5.10). The frequency with which resident-related
stressful events occurred in the residential care setting
was identified as being significantly associated with
neglect. Almost one fifth (18.5%, 210/1,134) of
respondents in residential settings where stressful events
frequently occurred reported engaging in acts of neglect
in the previous twelve months. Respondents who
reported that they found resident-related events, such as
dealing with a resident who was aggressive or residents
who were incontinent, as stressful were also more likely
to perpetrate acts of neglect (24.6%, 130/528) when
compared to respondents who did not find these events
stressful (12.5%, 73/581). The frequency with which
facility-related stressors occurred and the extent to which

Table 5.9 Job Satisfaction, Intention to Leave and Burnout Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Job Satisfaction
Low – Medium Satisfaction

62.9 (44)

37.1 (26)

Medium – High Satisfaction

83.2 (872)

16.8 (176)

Organisational Commitment
Probably/Definitely Will Not Leave

85.2 (763)

14.8 (133)

Probably/Definitely Will Leave

74.0 (222)

26.0 (78)

χ2

p

18.35

0.001*

19.25

0.001*

50.80

0.001*

52.01

0.001*

29.51

0.001*

Burnout
Depersonalisation
High

50.0 (12)

50.0 (12)

Moderate

59.3 (51)

40.7 (35)

Low

84.5 (877)

15.5 (461)

Emotional Exhaustion
High

65.9 (112)

34.1 (58)

Moderate

77.9 (211)

22.1 (60)

Low

88.2 (625)

11.8 (84)

Personal Accomplishment
High

68.9 (126)

31.1 (57)

Moderate

79.2 (198)

20.8 (52)

Low

86.0 (578)

14.0 (94)

*
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Table 5.10 Stressful Events Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Resident-Related - Frequency
Does Not Occur

100.0 (22)

0.0 (0)

Occurs

81.5 (924)

18.5 (210)

Resident-Related - Stressors
Not Stressful

87.5 (509)

12.5 (73)

Stressful

75.4 (398)

24.6 (130)

Facility-Related - Frequency
Does Not Occur

92.9 (339)

7.1 (26)

Occurs

77.0 (602)

23.0 (180)

Facility-Related - Stressor
Not Stressful

92.0 (323)

8.0 (28)

Stressful

76.4 (562)

23.6 (174)

χ2

p

4.97

0.03*

27.02

0.001*

42.67

0.001*

38.54

0.001*

Significant at p ≤ 0.05

*

these events were perceived as being stressful were also
significantly associated with reports of neglect.
Respondents who were employed in institutions where
facility-related stressful events regularly occurred (23.0%,
180/782) and who perceived these events as stressful
(23.6%, 174/736), were more likely to engage in acts of
neglect than respondents who worked in organisations
with a low frequency of facility-related stressful events
(7.1%, 26/365) and/or low levels of stress (8.0%, 28/351)
associated with these events.
Table 5.11 outlines the association between respondents’
self-reported psychological well-being, their overall
physical health and their reports of neglect of residents in
their care. There was a statistically significant association
between psychological well-being and reports of neglect
of residents. A significantly higher proportion (36.0%,
62/172) of respondents with GHQ scores of 4 or greater,
indicating psychological distress, were more likely to
engage in acts of neglect than respondents with lower

scores (14.9%, 144/967). There was also an association
between overall general health and reports of neglect of
older people. A higher proportion of respondents who
rated their health as poor or fair (24.8%, 30/121) reported
that they had neglected an older person on two or more
occasions in the last year than did those who rated their
health as good or excellent (16.7%, 181/1,083).
The frequency with which respondents experienced
physical and psychological mistreatment by residents and
the extent to which they perpetrated two or more acts of
neglect is presented in Table 5.12. There was a
statistically significant association between staff reports of
physical, psychological and sexual mistreatment by
residents and their neglect of older people. A significantly
higher proportion (19.6%, 197/1,007) of respondents who
had experienced physical mistreatment by a resident
were more likely to neglect an older person in their care
than respondents who had not experienced mistreatment
(6.8%, 12/177). There was also an association between

Table 5.11 Psychological Well-being and Overall Health Associated with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

GHQ (Psychological Well-being)
GHQ Score < 4

85.1 (823)

14.9 (144)

GHQ Score ≥ 4

64.0 (110)

36.0 (62)

Overall Health
Poor to Fair

75.2 (91)

24.8 (30)

Good to Excellent

83.3 (902)

16.7 (181)

*

χ2

p

44.11

0.001*

4.91

0.027*

Significant at p ≤ 0.05
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Table 5.12 Staff Experiences of Mistreatment by Residents and the Association with Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

Physical Mistreatment
Yes

80.4 (810)

19.6 (197)

No

93.2 (165)

6.8 (12)

Psychological Mistreatment
Yes

79.9 (778)

20.1 (193)

No

93.4 (197)

6.6 (14)

Sexual Mistreatment
Yes

71.8 (211)

28.2 (83)

No

86.0 (785)

14.0 (128)

χ2

p

16.92

0.001*

21.64

0.001*

31.14

0.001*

Significant at p ≤ 0.05

*

self-reported acts of neglect by respondents who
reported that residents had psychologically and/or
sexually mistreated them in the previous twelve months.
A higher proportion of respondents (20.1%, 193/971)
that had been psychologically mistreated by residents
self-reported acts of neglect when compared to
respondents who had not been mistreated (6.6%,
14/211). Similarly, a high proportion of respondents who
reported that they had been sexually mistreated by
residents (28.2%, 83/294) were more likely to have
engaged in neglectful acts than those respondents who
had not been sexually mistreated (14.0%, 128/913) by an
older person in their care.
Table 5.13 outlines the association between staff holding
a negative view of older people (as measured with
reference to their level of agreement with the statement
‘residents in nursing homes are like children; they need
discipline from time to time’) and reports of neglect.
Those who reported that they had neglected a resident
were more likely to hold negative views regarding older
people in their care when compared to those that had
not committed abuse. Of those who held a negative view
of older people, a greater proportion (24.4%, 32/99)
reported having committed two or more acts of neglect,
when compared to those who did not hold a negative

view (16.3%, 161/985). The observed association between
those who held a negative view of older people and those
who did was found to be statistically significant for neglect.

5.6.2

Factors Associated with Physical Abuse

Table 5.14 outlines the institutional characteristics
associated with physical abuse. A slightly higher
proportion of respondents working in a private residential
care home (3.5%, 26/745) reported that they had
committed one or more act of physical abuse when
compared to respondents in a public residential care
home (2.8%, 14/492); however, the observed difference
between the two sectors was found to be not statistically
significant. The number of residents that staff cared for
was also not associated with self-reported physical abuse.
However, the size of the residential care home was
associated with reports of physical abuse; a slightly
higher proportion of respondents (5.6%, 24/426) working
in a small nursing home of 50 beds or less reported that
they had committed one or more acts of physical abuse
when compared to respondents in medium sized (2.5%,
10/399) or larger residential care homes (1.4%, 6/414).
The pattern was such that the size of the residential care
home was inversely proportional to the reports of abuse,

Table 5.13 Association Between Attitudes Towards Older People and Neglect
Characteristic

No Neglect

Neglect

% (n)

% (n)

‘Residents in nursing homes are like children, they need
discipline from time to time’
Disagree

83.7 (824)

16.3 (161)

Agree

75.6 (99)

24.4 (32)

Significant at p ≤ 0.05

*
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Table 5.14 Association Between Institutional Characteristics and Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Type of Home
Private

96.5 (719)

3.5 (26)

Public

97.2 (478)

2.8 (14)

Size of Home
Small (< 50 Beds)

94.4 (402)

5.6 (24)

Medium (50 to 100 Beds)

97.5 (389)

2.5 (10)

Large (> 100 Beds)

98.6 (408)

1.4 (6)

Number of Residents Cared For
0 to 10

96.2 (284)

3.8 (6)

11 to 20

97.9 (340)

2.1 (10)

> 20

96.9 (339)

3.1 (11)

χ2

p

0.39

0.53ns

12.8

0.002*

1.70

0.43ns

ns = not significant. Significant at p ≤ 0.05
*

i.e. as the size of the residential care home increased,
reports of physical abuse decreased.
A number of associations between the characteristics of
the residents cared for and reports of physical abuse were
also explored (Table 5.15). No reports of abuse were
identified in institutions that cared for residents without
dementia, whereas 3.4% (39/1,143) of respondents
working in institutions containing people with dementia
reported that they had committed abuse; however the
observed difference between those who had and those
that did not have residents with dementia was found to
be not statistically significant. The ratio of registered
nurses and healthcare assistants to residents was also not
associated with reports of physical abuse.

The association between the demographic and
educational characteristics of respondents and reported
physical abuse are outlined in Table 5.16. A slightly
higher proportion of females (3.4%, 39/1,150) reported
that they had committed one or more acts of physical
abuse than males (1.2%, 1/85); however the observed
difference between males and females was found to be
not statistically significant. Similarly there was no
association between marital status, age group or
education level of respondents and reported physical
abuse of residents in their care. There was a statistically
significant association between nationality and physical
abuse. Respondents who reported their nationality as
‘other European’ (7.1%, 6/395) self-reported significantly
more incidents of physical abuse than either non-

Table 5.15 Association Between Resident Characteristics and Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Care for Residents with Dementia
Yes

96.6 (1104)

3.4 (39)

No

100.0 (14)

0.0 (0)

Ratio of Registered Nurses to Residents
Up to 1:3

96.7 (352)

3.3 (12)

Between 1:3 and 1:5

96.9 (408)

3.1 (13)

Greater than 1:5

96.1 (268)

3.9 (11)

Ratio of Healthcare Assistants to Residents
Up to 1:2

97.7 (340)

2.3 (8)

Between 1:2 and 1:3

96.1 (446)

3.9 (18)

Greater than 1:3

96.5 (139)

3.5 (5)

χ2

p

0.49

0.48ns

0.39

0.82ns

1.61

0.45ns

ns = not significant.
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Table 5.16 Association Between Staff Demographics, Educational Characteristics and Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Gender
Female
Male

96.6 (1111)

3.4 (39)

98.8 (84)

1.2 (1)

Nationality
Irish

97.3 (951)

2.7% (26)

Other European

92.9 (389)

7.1% (6)

Non-European

95.4 (165)

4.6% (8)

Marital Status
Married

96.8 (755)

3.2 (25)

Not Married

96.7 (444)

3.3 (15)

Age
18 to 30 Years

98.0 (242)

2.0 (5)

31 to 49 Years

95.9 (511)

4.1 (22)

> 50 years and Older

97.2 (446)

2.8 (13)

Education Level
Secondary or Lower

95.5 (147)

χ2

p

0.49

0.48ns

6.1

0.04*

0.004

0.95ns

2.7

0.25ns

3.3

0.34ns

0.41

0.51ns

4.5 (7)

Vocational/Technical

97.6 (363)

2.4 (9)

Higher - Certificate/Diploma

95.9 (423)

4.1 (18)

Higher - Degree

97.7 (254)

2.3 (6)

Education in Elder Abuse
Yes

96.4 (350)

3.6 (35)

No

97.6 (205)

2.4 (5)

ns = not significant. *Significant at p ≤ 0.05

European (4.6%, 8/173) or Irish (2.7%, 26/977)
respondents. There was no association between having
received training in elder abuse and the extent of
physical abuse of older people; a slightly higher
proportion of respondents who had completed elder
abuse training (3.6%, 35/385) reported that they had
committed one or more act of physical abuse, as
compared to those who had not completed such training
(2.4%, 5/210). However, the association was not found to
be statistically significant.
The grade of staff (registered nurse or healthcare
assistant), the type of employment (full-time/part-time)
and the type of shift work undertaken (‘mainly days’ or
‘mainly nights’) were not associated with physical abuse
of older people (Table 5.17). In addition, length of time
staff had been working with older people was also not
associated with physical abuse. There was a slight decline
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in reports of abuse amongst staff that reported that they
had more experience of working with older people;
however, the differences were not statistically significant.
A number of aspects of job satisfaction, organisational
commitment (as defined by intention to leave the
organisation) and the experience of burnout were
explored to identify the extent to which these factors
were associated with self-reported physical abuse of
older people (Table 5.18). There was a statistically
significant association between the extent to which
respondents were satisfied or dissatisfied with their job
and physical abuse. A higher proportion of respondents
with low or medium levels of job satisfaction (11.1%,
8/74) reported that they had committed abuse, when
compared to those with higher levels of job satisfaction
(2.5%, 27/1,041). In addition, a higher proportion of
respondents who reported they will probably or definitely
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Table 5.17 Employment Characteristics Associated with Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Grade
Registered Nurse

96.9 (532)

3.1 (17)

Healthcare Assistant

96.7 (667)

3.3 (23)

Work Status
Full-Time

96.7 (726)

3.3 (25)

Part-Time

97.1 (468)

2.9 (14)

Shift-work
Yes

96.8 (755)

3.2 (25)

No

96.7 (444)

3.3 (15)

Type of Duty
Mainly Days

96.9 (969)

3.1 (31)

Mainly Nights

96.9 (188)

3.1 (6)

Length of Time Working with Older People
0 to 10 Years

96.5 (710)

3.5 (26)

11 to 20 Years

96.7 (294)

3.3 (10)

> 20 Years

98.0 (195)

2.0 (4)

χ2

p

0.05

0.82ns

0.17

0.68ns

0.004

0.95ns

0.00

0.97ns

1.20

0.56ns

ns = not significant.

leave their job in the near future reported having
committed one or more acts of physical abuse (5.5%,
17/307), when compared to those who stated that they
probably or definitely will not leave (2.4%, 22/914).
Burnout was also identified as being associated with
self-reports of physical abuse of older people. The three
types of burnout that were measured, i.e.
depersonalisation, emotional exhaustion and personal
accomplishment, were all significantly associated with
physical abuse. That is, respondents with higher burnout
scores were more likely to physically abuse older people
in their care when compared to respondents with low
levels of burnout. Respondents with moderate to high
burnout scores on the depersonalisation and emotional
exhaustion subscales and high scores on the personal
accomplishment subscale were significantly more likely to
have committed one or more acts of physical abuse than
respondents who reported low levels of burnout on each
of the subscales.
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Table 5.18 Job Satisfaction, Intention to Leave and Burnout Associated with Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Job Satisfaction
Low – Medium Satisfaction

88.9 (64)

11.1 (8)

Medium – High Satisfaction

97.5 (1041)

2.5 (27)

Organisational Commitment
Probably/Definitely Will Not Leave

97.6 (892)

2.4% (22)

Probably/Definitely Will Leave

94.5 (290)

5.5% (17)

χ2

p

16.69

0.001*

7.28

0.001*

6.60

0.04*

7.16

0.028*

7.99

0.018*

Burnout
Depersonalisation
High

92.3 (24)

7.7 (2)

Moderate

92.0 (80)

8.0 (7)

92.3 (1028)

2.7 (29)

Low
Emotional Exhaustion
High

94.8 (165)

5.2 (9)

Moderate

94.9 (263)

5.1 (14)

Low

97.8 (705)

2.2 (16)

Personal Accomplishment
High

93.5 (173)

6.5 (12)

Moderate

96.1 (245)

3.9 (10)

Low

97.7 (669)

2.3 (16)

Significant at p ≤ 0.05

*

The frequency with which resident-related stressful
events occurred in the residential care home was not
associated with self-reported physical abuse (Table 5.19).
However, respondents who reported that they found
resident-related events, such as dealing with a resident

who was aggressive or residents who were incontinent as
stressful, were more likely to commit abuse (5.0%,
27/939) than respondents who did not find these events
stressful (1.7%, 10/590). The frequency with which
facility-related stressors occurred and the extent to which

Table 5.19 Stressful Events Associated with Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Resident-Related - Frequency
Does Not Occur
Occurs

100.0 (23)

0.0 (0)

96.9 (11120)

3.1 (36)

Resident-Related - Stressors
Not Stressful

98.3 (580)

1.7% (10)

Stressful

95.0 (912)

5.0% (27)

Facility-Related - Frequency
Does Not Occur

98.9 (366)

1.1 (4)

Occurs

95.9 (766)

4.1 (33)

Facility-Related - Stressor
Not Stressful

98.3 (349)

1.7 (6)

Stressful

95.9 (719)

4.1 (31)

χ2

p

0.74

0.39ns

9.76

0.002*

7.67

0.006*

4.44

0.035*

ns = not significant. *Significant at p ≤ 0.05
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Table 5.20 Psychological Well-being and Overall Health Associated with Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

GHQ (Psychological Well-being)
GHQ Score < 4

97.5 (956)

2.5 (25)

GHQ Score ≥ 4

93.3 (167)

6.7 (12)

Overall Health
Poor to Fair

96.8 (120)

3.2 (4)

Good to Excellent

96.7 (1066)

3.3 (36)

χ2

p

8.47

0.004*

0.001

0.98ns

ns = not significant. *Significant at p ≤ 0.05

these events were perceived as being stressful were also
significantly associated with reports of physical abuse.
Respondents who were employed in institutions where
facility-related stressful events regularly occurred (4.1%,
33/799) and who perceived these events as stressful
(4.1%, 31/750) were more likely to commit abuse than
respondents who worked in organisations with low
frequencies of facility related stressful events (1.1%,
4/340) and/or low levels of stress associated with these
events (1.7%, 6/355).
Table 5.20 outlines the association between respondents’
psychological well-being, overall physical health and their
reports of physical abuse of residents in their care. The
overall physical health of respondents was not associated
with self-reports of abuse of older people; however, there
was a statistically significant association between
psychological well-being and reported physical abuse of
residents. A higher proportion (6.7%, 12/279) of
respondents with GHQ scores of 4 or greater, indicating
psychological distress, were more likely to perpetrate one
or more acts of physical abuse than those with lower
scores (2.5%, 25/981) on the GHQ.

The frequency with which staff experienced mistreatment
by residents and the association with this mistreatment
and the physical abuse of residents is outlined in Table
5.21. There was no association between respondents’
reports of physical, psychological and sexual
mistreatment by residents and their self-reported physical
abuse of older people. A slightly higher proportion of
respondents who had experienced physical or sexual
mistreatment by a resident were more likely to physically
abuse an older person in their care than respondents
who had not experienced mistreatment however the
observed differences in proportions were not statistically
significant.
Table 5.22 outlines the association between staff
attitudes to older people (as measured with reference to
their level of agreement with the statement ‘residents in
nursing homes are like children; they need discipline from
time to time’) and physical abuse. Respondents who
reported having committed one or more acts of physical
abuse were more likely to hold negative views regarding
older people in their care when compared to those that
had not committed abuse. Of those who held a negative

Table 5.21 Staff Experiences of Mistreatment by Residents and the Association with Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Physical Mistreatment
Yes

96.7 (989)

3.3 (34)

No

97.8 (180)

2.2 (4)

Psychological Mistreatment
Yes

96.8 (962)

3.2 (32)

No

96.7 (207)

3.3 (7)

Sexual Mistreatment
Yes

95.7 (289)

4.3 (13)

No

97.1 (902)

2.9 (27)

χ2

p

0.68

0.25

0.002

0.99

1.42

0.23
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Table 5.22 Association Between Attitudes Towards Older People and Physical Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

‘Residents in nursing homes are like children, they need
discipline from time to time’
Disagree

97.2 (978)

2.7 (27)

Agree

94.7 (126)

5.3 (7)

χ2

p

2.69

0.10ns

ns = not significant.

attitude towards older people, 5.3% (7/133) reported
having committed one or more acts of abuse, whereas
2.7% (27/1,005) of those who held a positive view of
older people reported having committed one or more acts
of abuse. However, the association between those who held
positive and those who held negatives attitudes towards
older people was found to be not statistically significant.
In summary, a number of factors were identified as being
significantly associated with the physical abuse of
residents. Factors included the size of the nursing home,
with a higher proportion of staff working in smaller
residential care homes reporting that they had committed
one or more acts of physical abuse in the preceding
twelve months when compared to staff working in
medium or large sized homes. Nationality was also
identified as a factor; a higher proportion of staff that
identified their background as ‘other European’ reported
that they had physically abused residents than either Irish
or non-European staff. Job satisfaction, organisational
commitment and burnout were also significantly
associated with reported physical abuse of older people.
Respondents who reported low levels of job satisfaction,
intention to leave the organisation and had high levels of

burnout were proportionally more likely to report that
they had engaged in the physical abuse of an older
person. Respondents that found aspects of their work
with residents as stressful were also proportionally more
likely to report that they had committed physical abuse
than those who did not find their work with older people
stressful. The frequency with which facility-related
stressful events occurred in the residential care home and
the extent to which staff found these events stressful was
also associated with reported abuse of older people. The
psychological health of staff was another factor
associated with the physical abuse of residents.
Respondents who were identified as being
psychologically distressed were significantly more likely to
report having abused older people in their care than
respondents who were not psychologically distressed.

5.6.3 Factors Associated with
Psychological Abuse
Following on from the recommendation by Pillemer and
Moore (1989), an incident of psychological abuse was
only categorised if it had occurred on more than one
occasion in the previous twelve months. Reports of

Table 5.23 Institutional Characteristics Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Type of Home
Private

95.1 (715)

4.9 (37)

Public

96.0 (478)

4.0 (20)

Size of Home
Small (< 50 Beds)

94.7 (409)

5.3% (23)

Medium (50 to 100 Beds)

96.0 (387)

4.0% (16)

Large (> 100 Beds)

95.4 (398)

4.6% (19)

Number of Residents Cared For
0 to 10

95.5 (463)

4.5 (22)

11 to 20

95.9 (280)

4.1 (12)

> 20

94.4 (334)

4.8 (54)

χ2

p

0.56

0.45ns

0.35

0.87ns

0.94

0.63ns

ns = not significant.
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Table 5.24 Resident Characteristics Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Residents with Dementia
Yes

95.3 (1101)

4.7 (54)

No

100.0 (14)

0.0 (0)

Ratio of Registered Nurses to Residents
Up to 1:3

95.4 (352)

4.6 (17)

Between 1:3 and 1:5

95.8 (407)

4.2 (13)

Greater than 1:5

94.0 (264)

6.0 (17)

Ratio of Healthcare Assistants to Residents
Up to 1:2

96.3 (337)

3.7 (13)

Between 1:2 and 1:3

94.5 (446)

5.5 (26)

Greater than 1:3

95.2 (138)

4.8 (7)

χ2

p

0.69

0.41ns

1.28

0.53ns

1.43

0.49ns

ns = not significant.

psychological abuse were slightly higher in private
residential care homes (4.9%, 37/752) when compared to
the public residential care homes (4.0% 20/498), smaller
institutions (< 50 beds) (5.3%, 23/432) and among staff
who cared for 20 residents or more (4.8%, 54/388).
However, there was no statistically significant association
between reports of abuse and the type of residential
setting, the size of the home or the number of residents
cared for (Table 5.23).
No reports of psychological abuse were identified in
institutions that did not provide care for residents with
dementia with 4.7% (54/1,155) of staff in institutions that
did provide care reporting that they had committed two
or more episodes of psychological abuse in the previous
twelve months (Table 5.24). Self-reports of psychological
abuse perpetrated by staff were higher (6.0%, 17/281) in
residential care homes with a high ratio (greater than 1 to 5)
of registered nurses to residents than in homes with
lower ratios; however, overall there was no statistically
significant association between the ratio of registered
nurses to residents and reported psychological abuse.
The ratio of healthcare assistants to residents was also
not associated with reports of psychological abuse.

two or more acts of psychological abuse in the previous
twelve months. In relation to nationality, which was
identified as a significant factor in the physical abuse of
older people, a higher proportion of respondents who
were classified as ‘other-European’ (9.2%, 8/87) reported
committing psychological abuse when compared to their
Irish (4.1%, 40/986) or non-European (5.7%, 10/175)
counterparts; however, the observed difference between
the three cohorts was not statistically significant. A
slightly higher proportion of respondents who were
married (5.3%, 42/791) reported that they had
committed two or more episodes of psychological abuse
in the previous twelve months, when compared to
respondents who were not married (3.5%, 16/461);
however the observed difference was not statistically
significant. There was also no association between the
age of the respondents and whether respondents had
received training in elder abuse and reported
psychological abuse of older people in their care.

The association between the demographic and
educational characteristics of staff and psychological
abuse are outlined in Table 5.25. There was no
association between gender and reported psychological
abuse of older people, with 4.5% of both male and
female respondents reporting that they had committed
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Table 5.25 Staff Demographic and Educational Characteristics Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Gender
Male
Female

95.4 (1108)

4.6 (54)

95.3 (82)

4.7 (4)

Nationality
Irish

95.9 (946)

4.1% (40)

Other European

90.8 (79)

9.2% (8)

Non-European

94.3 (165)

5.7% (10)

Marital Status
Married

94.7 (749)

5.3 (42)

Not Married

96.5 (445)

3.5 (16)

Age
18 to 30 Years

97.2 (241)

2.8 (7)

31 to 49 Years

94.0 (505)

6.0 (32)

> 50 years and Older

95.9 (448)

4.1 (19)

Education Level
Secondary or Lower

94.9 (148)

χ2

p

0.00

0.99ns

5.3

0.07ns

2.20

0.14ns

4.3

0.15ns

2.1

0.55ns

0.15

0.70ns

5.1 (8)

Vocational/Technical

96.3 (361)

3.7 (14)

Higher-Certificate/Diploma

94.4 (422)

5.6 (25)

Higher-Degree

96.2 (252)

3.8 (10)

Education in Elder Abuse
Yes

95.5 (949)

4.5 (45)

No

94.9 (203)

5.1 (11)

ns = not significant.

The grade of staff (registered nurse or healthcare
assistant), the type of employment (full-time or parttime) and shift work were not associated with reported
psychological abuse of older people (Table 5.26). The
length of time respondents had been working with older
people was, however, significantly associated with
reported psychological abuse. Respondents who reported
that they had been working with older people for more
than 20 years had the lowest reports of perpetrating
psychological abuse (2.0%, 4/199), followed by staff with
the least experience (4.2%, 31/744). Respondents who
worked with older people between 11 to 20 years (7.5%,
23/308) had the highest reported proportion of
psychological abuse among the sample. In addition,
psychological abuse was also significantly associated with
the type of duty undertaken. A higher proportion of
respondents who mainly worked nights (8.7%, 17/196)
reported that they had committed two or more acts of
psychological abuse when compared to those who
reported that the mainly worked day shift (3.9%, 39/1,010).
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The extent to which respondents were satisfied with their
job, were committed to their organisation and
experienced burnout were explored to identify if these
factors were associated with respondents’ reported
psychological abuse of older people in their care (Table
5.27). There was a significant association between levels
of job satisfaction and reported psychological abuse of
older people. A significantly higher proportion of
respondents with low to medium levels of job satisfaction
(16.4%, 12/73) reported that they had committed abuse,
as compared to those with higher levels of job satisfaction
(3.7%, 40/1,037). There was no association between
commitment to the organisation and psychological
abuse; however a higher proportion of respondents who
reported intention leave their job in the near future
reported having committed two or more acts of
psychological abuse in the previous twelve months (5.5%,
17/308) when compared to those who stated that they
probably/definitely will not leave their job (3.2%, 29/915).

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

Chapter 5 Results Part 2: Neglect and Abuse of Older
People in Residential Care Settings

Table 5.26 Employment Characteristics Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Grade
Registered Nurse

95.1 (529)

4.9 (27)

Healthcare Assistant

95.5 (665)

4.5 (31)

Work Status
Full-Time

95.3 (723)

4.7% (36)

Part-Time

95.7 (466)

4.3% (21)

Shift-work
Yes

95.4 (848)

4.6 (41)

No

96.2 (325)

3.8 (13)

Type of Duty
Mainly Days

96.1 (971)

3.9 (39)

Mainly Nights

91.3 (179)

8.7 (17)

Length of Time Working with Older People
0 to 10 years

95.8 (713)

4.2 (31)

11 to 20 years

92.5 (285)

7.5 (23)

> 20 years

98.0 (195)

2.0 (4)

χ2

p

0.11

0.74ns

0.13

0.72ns

0.43

0.81ns

8.58

0.003*

9.10

0.011*

ns = not significant. *Significant at p ≤ 0.05

Burnout was also identified as being associated with
self-reports of psychological abuse of older people. The
three types of burnout measured, i.e. depersonalisation,
emotional exhaustion and personal accomplishment,
were all significantly associated with psychological abuse.
That is, respondents with higher burnout scores were
more likely to report having psychologically abused older
people in their care, when compared to respondents with
low levels of burnout. Respondents with moderate
(11.2%, 10/89) to high (25.9%, 7/27) burnout scores on
the depersonalisation subscale and high scores on the
emotional exhaustion (6.9%, 12/175) and personal
accomplishment (12.1%, 23/180) subscales were
significantly more likely to report having committed two
or more acts of psychological abuse than respondents
who reported low levels of burnout on each of the
subscales (depersonalisation: – 3.4%, 36/1,065; emotional
exhaustion: 3.3%, 24/7128; personal accomplishment:
3.2%, 16/685).

residential care home was not associated with
psychological abuse. However, respondents who reported
that they found resident-related events, such as dealing
with a resident who was aggressive or residents who were
incontinent, as stressful were more likely to report that
they had committed psychological abuse (6.1%, 33/543)
than those who did not find these events stressful (2.7%,
16/591). The frequency with which facility-related
stressors occurred and the extent to which these events
were perceived as being stressful were also significantly
associated with reports of psychological abuse.
Respondents who were employed in institutions where
facility-related stressful events regularly occurred (4.1%,
42/804) and who perceived these events as stressful
(6.0%, 45/755), were more likely to report having
committed two or more acts of psychological abuse than
staff who worked in organisations with a low frequencies of
facility-related stressful events (1.6%, 4/370) and/or low
levels of stress (1.4%, 5/356) associated with these events.

The frequency with which stressful events occurred and
the extent to which staff found these events stressful
were explored to ascertain their association with
psychological abuse (Table 5.28). The frequency with
which resident-related stressful events occurred in the
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Table 5.27 Job Satisfaction, Intention to Leave and Burnout Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Job Satisfaction
Low – Medium Satisfaction

83.6 (61)

16.4 (12)

Medium – High Satisfaction

96.3 (1037)

3.7 (40)

Organisational Commitment
Probably/Definitely Will not Leave

96.8 (886)

3.2% (29)

Probably/Definitely Will Leave

94.5 (291)

5.5% (17)

χ2

p

25.63

0.001*

3.51

0.06ns

41.45

0.001*

5.81

0.05*

28.34

0.001*

χ2

p

0.97

0.33ns

7.77

0.005*

8.42

0.004*

11.68

0.001*

Burnout
Depersonalisation
High

74.1 (20)

25.9 (7)

Moderate

88.8 (79)

11.2 (10)

96.6 (1029)

3.4 (36)

Low
Emotional Exhaustion
High

93.1 (163)

6.9 (12)

Moderate

94.3 (263)

5.7 (16)

Low

96.7 (704)

3.3 (24)

Personal Accomplishment
High

87.9 (167)

12.1 (23)

Moderate

96.5 (247)

3.5 (9)

96.8 (669)

3.2 (16)

Low
ns = not significant. Significant at p ≤ 0.05
*

Table 5.28 Stressful Events Associated with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Resident-Related - Frequency
Does Not Occur

100.0 (23)

0.0 (0)

Occurs

96.0 (1114)

4.0 (36)

Resident-Related - Stressors
Not Stressful

97.3 (575)

2.7% (16)

Stressful

93.9 (510)

6.1% (33)

Facility-Related - Frequency
Does Not Occur

98.4 (366)

1.6 (4)

Occurs

95.9 (762)

4.1 (42)

Facility-Related - Stressor
Not Stressful

98.6 (351)

1.4 (5)

Stressful

94.0 (710)

6.0 (45)

ns = not significant. *Significant at p ≤ 0.05
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Table 5.29 Psychological Well-being and Overall Health Associated with Psychological Abuse
Characteristic

No Neglect

Neglect

% (n)

% (n)

GHQ (Psychological Well-being)
GHQ Score < 4

97.2 (957)

2.8 (28)

GHQ Score ≥ 4

88.3 (159)

11.7 (21)

Overall Health
Poor to Fair

88.8 (111)

11.2% (14)

Good to Excellent

96.7 (1070)

3.3% (37)

*

χ2

p

29.4

0.001*

17.50

0.001*

Significant at p ≤ 0.05

Table 5.29 outlines the association between the
psychological well-being of staff, their overall physical
health and reported psychological abuse of residents in
their care. There was a statistically significant association
between psychological well-being and reports of
psychological abuse of residents. A significantly higher
proportion (11.7%, 21/180) of respondents with GHQ
scores of equal to or greater than 4, indicating
psychological distress, were more likely to be involved in
acts of psychological abuse than those with lower scores
(2.8%, 28/985) on the GHQ. There was also an
association between overall general health and the
psychological abuse of older people. A higher proportion
of respondents who rated their health as poor or fair
(11.2%, 14/125) reported that they had psychologically
abused an older person than did those who rated their
health as good or excellent (3.3%, 37/1,107).
The frequency with which staff experienced mistreatment
by residents and the extent to which they perpetrated
psychological abuse is outlined in Table 5.30. There was
no association between staff reports of physical,

psychological and sexual mistreatment by residents and
their reported psychological mistreatment of older
people. A slightly higher proportion of respondents who
had experienced physical, psychological or sexual
mistreatment by a resident were more likely to report
having psychologically abused an older person in their
care than respondents who had not experienced
mistreatment from a resident; however the association
between groups was not statistically significant.
Table 5.31 outlines the association between staff
attitudes to older people (as measured with reference to
their level of agreement with the statement ‘residents in
nursing homes are like children; they need discipline from
time to time’) and reports of two or more episodes of
psychological abuse. Respondents who reported having
committed psychological abuse were more likely to hold
negative views regarding older people in their care when
compared to those who had not committed abuse. Of
those who held a negative attitude towards older people,
6.0% (8/133) reported having engaged in one or more
acts of abuse, as compared to 3.5% (35/1,007) who held

Table 5.30 Staff Experiences of Mistreatment by Residents and the Association with Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

Physical Mistreatment
Yes

95.8 (986)

4.2 (43)

No

96.2 (177)

3.8 (7)

Psychological Mistreatment
Yes

95.7 (956)

4.3 (43)

No

97.2 (208)

2.8 (6)

Sexual Mistreatment
Yes

95.0 (288)

5.0 (15)

No

96.1 (898)

3.9 (36)

χ2

p

1.31

0.25

1.02

0.31

0.70

0.40
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Table 5.31 Association Between Attitudes Towards Older People and Psychological Abuse
Characteristic

No Abuse

Abuse

% (n)

% (n)

‘Residents in nursing homes are like children, they need
discipline from time to time’
Disagree

96.5 (972)

3.5 (35)

Agree

94.0 (125)

6.0 (8)

χ2

p

2.09

0.15ns

ns = not significant.

a positive attitude. However, the observed association
between those who agreed or disagreed with the
statement was found to be not statistically significant.
In summary, a number of factors were identified as being
significantly related to the reported psychological abuse
of residents receiving care in residential care homes.
These included: principally working night duty, working
with older people for between 11 to 20 years, reporting
low levels of job satisfaction and high levels of burnout in
relation to depersonalisation, emotional exhaustion and
personal accomplishment. Respondents who found
aspects of their work with residents as stressful were also
proportionally more likely to report that they had
committed acts of psychological abuse than those who
did not find their work with older people stressful. The
frequency with which facility-related stressful events
occurred in the residential care setting and the extent to
which staff found these events stressful was also
associated with reported psychological abuse of older
people. The respondents’ psychological and physical
health were other factors associated with reported

psychological abuse of residents. Respondents who were
identified as being psychologically distressed, and who
rated their health as poor or fair, were significantly more
likely to report having psychologically abused older
people in their care than those who were not distressed
or experiencing poor health.

5.7 Predictors of Physical and
Psychological Abuse and Neglect
A number of logistical regression models were computed
to identify independent factors associated with physical
and psychological abuse and neglect. The strongest
predictor of physical abuse was reported by staff working
in smaller residential care homes (<50 beds). Acts of
perpetrated physical abuse were over six times (OR 6.36,
CI 1.86 to 21.77) more likely to occur in this setting than
in larger homes (>100 beds). Staff who identified events
associated with caring for older people as stressful were
twice as likely to report that they had committed one or
more acts of physical abuse when compared to staff who

Table 5.32 Predictors of Physical Abuse
Characteristic
Constant

B (SE)

Odds Ratio

95% CI for Odds Ratio
Lower

Upper

-5.37 (0.67)

Size of Home (Reference Large > 100 Beds)
Small (< 50 Beds)*

1.81 (0.63)

6.36

1.86

21.77

Medium (50 to 100 Beds)

0.76 (0.72)

2.14

0.52

8.54

0.82 (0.40)

2.26

1.03

4.96

0.95 (0.67)

2.58

1.10

6.03

Organisational Commitment
(Reference - Probably/Definitely Will Not Leave)
Probably/Definitely Will Leave*
Resident-Related Stressors
(Reference - Not Stressful)
Stressful*

Note: R = .07 (Hosmer & Lemeshow), .03 (Cox & Snell), .11 (Nagelkerke). Model χ = 23.94, p < .01. < .01
2
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Table 5.33 Predictors of Psychological Abuse
Characteristic

B (SE)

Constant

Odds Ratio 95% CI for Odds Ratio
Lower

Upper

-3.95 (0.27)

Burnout (Reference Low levels of Burnout)
Depersonalisation
High*

1.53 (0.65)

4.61

1.29

16.42

Moderate

0.92 (0.49)

2.51

0.96

6.57

0.98 (0.38)

2.67

1.28

5.56

0.98 (0.39)

2.65

1.23

5.71

3.49

1.61

7.60

Type of Shift (Reference - Day Duty)
Night Duty*
GHQ - Psychological Well-being (Reference - GHQ Score < 4)
GHQ Score ≥ 4*
Overall Health (Reference - Good to Excellent Health)
Poor to Fair*

1.25 (0.40)

Note: R = .06 (Hosmer & Lemeshow), .05 (Cox & Snell), .15 (Nagelkerke). Model χ2 = 40.07, p < .01. < .01.
*

2

did not find these events as stressful (OR 2.58, CI 1.10 to
6.03). Finally, respondents who reported intention to
leave the organisation were twice as likely to report they
had committed one or more acts of physical abuse, when
compared to respondents who stated that they probably/
definitely will not leave (Table 5.32).
Overall physical health, psychological health, burnout
and type of shift worked were identified as independent
predictors of psychological abuse. High burnout scores
on the depersonalisation scale was the strongest
predictor of psychological abuse; respondents who
scored in the high category on this scale were over four
times more likely to report that they had perpetrated two
or more acts of psychological abuse (OR 4.61, CI 1.29 to
16.42), when compared to respondents with low levels of
burnout on the depersonalisation scale. Overall health
was also a predictor for psychological abuse. Respondents
who rated their health as poor to fair were more than
three times more likely to report having psychologically
abused an older person (OR 3.48, CI 1,61 to 6.60) than
respondents who rated their health as good to excellent.
Respondents who worked mainly night duty were over
twice as likely to report two or more acts of psychological
abuse committed (OR 2.67, CI 1.28 to 5.56) than those
that mainly worked day duty. Psychological distress was
also identified as an independent predictor of
psychological abuse. Respondents who scored ≥ 4 on the
General Health Questionnaire, indicating psychological
distress, were twice as likely to report that they had

committed acts of psychological abuse (OR 2.65, CI 1.23
to 5.71) when compared to respondents with scores that
indicated psychological well-being (Table 5.33).
Predictors of neglect were also multifactorial with
burnout, the frequency with which resident-related
stressors occurred, the extent to which staff perceived
these resident-related events as stressful and
psychological distress identified as independent factors.
In addition the psychological and sexual mistreatment of
staff by residents also significantly predicted neglect. The
strongest predictor of neglect was burnout. Those with
high burnout scores on the depersonalisation subscale
were three times more likely to report committing two or
more acts of neglect (OR 3.41, CI 1.80 to 5.53), when
compared to those with low scores. Emotional exhaustion
was also identified as an independent predictor of
neglect. Respondents with high levels of emotional
exhaustion were twice as likely to report committing two
or more acts of neglect (OR 2.24, CI 1.20 to 4.17), when
compared to those with low levels of emotional
exhaustion. The third aspect of burnout, personal
accomplishment, was also identified as a predictor of
neglect. As with depersonalisation and emotional
exhaustion, respondents who had high levels of burnout
on the personal accomplishment scale were
approximately twice as likely to report committing two or
more acts of abuse (OR 1.86, CI 1.10 to 3.14) when
compared to respondents with low scores on the subscale.
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Table 5.34 Predictors of Neglect
Characteristic

B (SE)

Odds Ratio 95% CI for Odds Ratio
Lower

Constant

Upper

-4.78 (1.28)

Burnout (Reference Low Levels of Burnout)
Depersonalisation
High*

1.10 (0.31)

3.41

1.80

5.53

Moderate

0.80 (0.68)

2.22

0.58

6.48

High*

0.62 (0.27)

1.86

1.10

3.14

Moderate

0.39 (0.24)

1.48

0.93

2.37

High*

0.80 (0.32)

2.24

1.20

4.17

Moderate

0.33 (0.25)

1.39

0.84

2.32

0.59 (0.29)

1.80

1.02

3.17

0.77 (0.38)

0.46

0.22

1.80

1.02 (0.42)

2.77

1.23

6.24

0.69 (0.22)

2.00

1.30

3.04

2.24

1.32

3.78

Personal Accomplishment

Emotional Exhaustion

Resident-Related Frequency (Reference – Does Not Occur)
Occurs*
Resident-Related Stress (Reference – Does Not Occur)
Occurs*
Mistreatment of Staff by Residents
(Reference – Does Not Occur)
Psychological Mistreatment
Occurs*
Sexual Mistreatment
Occurs*
GHQ - Psychological Well-being (Reference - GHQ Score < 4)
GHQ Score ≥ 4*

0.81 (0.27)

Note: R = .06 (Hosmer & Lemeshow), .05 (Cox & Snell), .15 (Nagelkerke). Model χ = 40.07, p < .01. < .01
2

The frequency with which respondents reported
resident-related stressful events occurring, such as caring
for residents with limited mobility, caring for residents
who tend to be forgetful and caring for residents who
experience incontinence was also identified as an
independent predictor of neglect. Respondents, who
reported stressful events as frequently occurring in their
organisation, were nearly twice as likely to report that
they were involved in acts of neglect in the previous
twelve months (OR 1.80, CI 1.02 to 3.17) than in
organisations where these stressful events did not
frequently occur. Resident-related events that were
perceived as stressful by staff such as caring for residents
who were aggressive or had difficulty in communicating
was also found to be a predictor of neglect. In addition,
staff who had experienced psychological or sexual
mistreatment by residents in their care were twice as
likely to neglect an older person than those who had not

68

2

*

experienced these forms of mistreatment. The final
independent predictor of neglect was psychological
distress. Respondents who scored ≥ 4 on the General
Health Questionnaire, indicating psychological distress,
were over twice as likely to report that they had engaged
in acts of neglect (OR 2.24, CI 1.32 to 3.78) than
respondents whose scores indicated psychological
well-being (Table 5.34).

5.8

Summary of Findings

Overall, approximately 58% of staff reported having
observed one or more neglectful acts occurring at least
once in the preceding twelve months; these acts were
observed as occurring on two or more occasions by
approximately 48% of staff. The most frequently-observed
neglectful acts included: a member of staff ignoring a
resident when they called and not bringing a resident to
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the toilet when they asked. In relation to neglectful acts
in which staff reported that they had been involved, the
most frequently reported act was ignoring a resident
when they called, followed by not bringing a resident to
the toilet when they asked. Overall, approximately 27%
of staff reported that they had themselves committed at
least one neglectful act. A number of factors were
identified as being associated with neglect. These
included: gender (being male), intention to leave, high
levels of burnout, holding a negative attitude towards
older people and the frequency and extent of residentrelated and facility-related stressors. In addition, there
was also an association between poorer psychological
well-being and poorer physical health and reports of
neglect committed.
Approximately 12% of staff reported that they had
observed another member of staff physically abuse a
resident in the preceding twelve months. The most
frequently observed forms of physical abuse were:
restraining a resident beyond what was needed and
observing a staff member push, grab, shove or pinch a
resident. In relation to abuse committed, 3% of staff
reported that they had committed one or more acts of
physical abuse on a resident in the preceding twelve
months. The most frequently reported act of physical
abuse committed was restraining a resident beyond what
was needed at the time. Factors associated with the
physical abuse of older people included the size of the
residential care home (smaller home), nationality
(other-European), low job satisfaction, intention to leave,
high levels of burnout and the frequency with which
facility-related stressors occurred and the stressfulness of
resident-related and facility-related stressors.
Psychological distress was also associated with reports of
physical abuse committed.

working night duty, working with older people for
between 11 to 20 years, reporting low levels of job
satisfaction and high levels of burnout. In addition,
psychological abuse was associated with staff that found
aspects of their work with residents as stressful, the
frequency with which facility-related stressful events
occurred in the nursing home and the extent to which
staff found these events stressful. In addition, staff who
were identified as being psychologically distressed and
who rated their health as poor or fair were significantly
more likely to abuse older people in their care than were
staff who were not distressed.
Financial and sexual abuse of residents, were also
observed by staff, although the reported incidents of
these types of abuse were rare. The study data showed
that a very small minority of staff reported that they had
stolen jewellery, money, clothing or something else from
a resident or resident’s room and a similarly small
minority reported observing a staff member having talked
to or touched a resident in a sexually inappropriate way.
In conclusion, the strongest predictors of the neglect of
older people in residential care were identified as high
levels of burnout, the frequency with which residentrelated stressors occurred and staff experiencing
psychological distress. The strongest predictors of the
physical abuse of older people included staff working in
smaller sized residential care homes, staff reporting
working with older people as stressful, and staff intention
to leave the nursing home in which they were currently
employed. Poorer physical health and psychological
health, high levels of burnout and night duty were identified
as independent predictors of psychological abuse.

Approximately 27% of respondents reported having
observed a member of staff psychologically abuse a
resident. The most frequently-observed types of
psychological abuse were: shouting at a resident in anger,
insulting or swearing at a resident and isolating a resident
beyond what was required. One or more acts of
psychological abuse were committed by approximately
8% of staff. The most frequently-reported type of
psychological abuse was shouting at a resident in anger.
A number of factors were identified as being associated
with the psychological abuse of residents receiving care
in residential care homes. These included: principally

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

69

Chapter 6 Discussion

6.1

Introduction

There are a number of challenges in the provision of
residential care for older people in Ireland. Demographic
changes will mean a greater number of older people will
require residential care, especially in the later years of
their life. Older people who require care in residential
settings tend to be the most vulnerable, particularly the
oldest old, predominantly female, with cognitive and
physical problems and limited social networks. These
issues, in conjunction with staffing factors, may lead to
the possibility of older people in residential settings being
neglected or physically, psychologically, financially or
sexually abused.
This study was the first in Ireland to comprehensively
explore staff-resident interactions and conflicts and the
neglect and abuse of older people in receipt of residential
care. The vast majority of older people are cared for in
high quality, safe and supportive environments. However,
there is evidence that a minority of older people
receiving care in the residential care sector in Ireland
experience neglect and physical, and psychological
abuse, and, to a much lesser extent, financial and sexual
abuse. Although neglect and all types of abuse were
reported by staff who responded to this study, these
incidents were found to be lower than those identified in
similar studies undertaken in Europe and the US.
The sample of approximately 1,300 respondents is one of
the largest undertaken internationally in the exploration
of staff-resident interactions, neglect and abuse in the
residential care sector and allows us to generalise the
results to all residential centres in Ireland providing care
to people aged 65 years and older. In addition the
response rate of 43% is high for a survey of this kind.
Response rates from nursing home surveys on elder
abuse tend to be low. This is to be expected due to the
sensitive nature of the topic. For example Payne and
Fletcher (2005) achieved a response rate of
approximately 20%. In a survey of staff on perpetrated
and observed theft, Harris and Benson (1999) recorded a
response rate of approximately 22%.
This chapter discusses the results of the study in the
context of the available literature on staff-resident
interactions and conflicts and the abuse of neglect of
older people in residential care. The chapter also compares
the prevalence rates of abuse and neglect found in this
study with similar studies undertaken internationally. Factors
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found to be associated with, and predictors of, conflict,
abuse and neglect are also considered.

6.2 Staff Experiences of Conflict
and Mistreatment
The vast majority of staff reported that they frequently
came into conflict with residents in the provision of care,
with evidence that conflicts occurred on an ongoing
basis. The most frequently reported conflicts were
dealing with residents who were unwilling to undress and
issues related to a resident arguing about leaving the
nursing home. Approximately half of the staff also
reported that a resident had complained about their care
and the food they received at least once in the previous
twelve months. Conflicts with residents’ relatives were
less frequently reported; however, a third of staff had
experienced conflict with a relative at least once in the
previous twelve-month period. The frequencies of
conflicts identified in this study were similar to those
highlighted by Goodridge et al. (1997) in a study of
nurses aides in the nursing home sector in Canada. Due
to the nature of the work in residential settings and the
physical environment, conflicts frequently occur and
there is a need for a greater understanding why conflicts
between staff and residents happen and how these
conflicts can be effectively managed. A number of
reasons have been postulated for the incidents of
conflicts in residential settings. Reasons that have been
suggested include the older person experiencing pain, a
lack of personal freedom, and a lack of involvement in
decision making (Goodridge et al. 1996, Sandvide et al.
2004). For example, there is evidence that people with
dementia do not receive adequate pain relief and some
conditions associated with cognitive deterioration in
older people can heighten the experience of pain
(Scherder et al. 2009). In addition it has been reported
that a substantial proportion of older people in residential
care experience pain and this experience can result in
behavioural and functional problems resulting in conflicts
between staff and residents (Herr 2011). The
effectiveness of providing pain relief is highlighted in a
recently published study (Husebo et al. 2011: 3), where it
was demonstrated that daily systematic management of
pain for older people with moderate to severe dementia
in nursing homes significantly reduced ‘agitation, overall
neuropsychiatric symptoms, and pain’. There is growing
evidence that a number of interventions and strategies can
effectively impact on the underlying causes of resident
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distress and in turn reduce conflicts that occur between staff
and older people (Cohen-Mansfield & Mintzer 2005).
Respondents in this study frequently experienced
incidents of physical and psychological aggression
directed towards them by residents in their care. The vast
majority of staff reported that residents had physically
assaulted them on a number of occasions in the previous
twelve months. Physical mistreatments reported by staff
included being slapped, hit, pushed or kicked. An
example of the extent to which respondents experienced
physical mistreatment is highlighted in the finding that
over half of the respondents had been slapped or hit on
two or more occasions with 1 in 7 respondents reporting
that this type of mistreatment had happened on more
than 10 occasions. The levels of physical (85.0%) and
psychological (88.6%) aggression directed towards staff
by residents in the residential care sector in Ireland were
similar to that reported in international studies
(Goodridge et al. 1997, Goergen 2001, Josefsson et al.
2007). A similar study to this one undertaken in Canada
(Goodridge et al. 1997) reported that 70% of nurses’
aides had experienced one or more acts of physical
aggression over the period of a month. The majority of
respondents in this study also frequently experienced
psychological mistreatment by residents, including being
insulted, sworn or shouted at and threats by the resident
to strike a member of staff. Sandvide et al. (2004)
describes in detail the difficulties encountered by staff in
their day-to-day work with residents who may be
confused and agitated and resistant to the provision of
care. These events can lead to staff experiencing physical
and psychological mistreatment from older people in
residential care.
Sexual mistreatment, in the form of being spoken to or
touched in a sexually inappropriate way, was less
frequently experienced by staff; however it was reported
as occurring on at least one occasion by a substantial
minority of respondents, with 1 in 7 reporting that this
occurred on two or more occasions. Goodridge et al.
(1996) also found that staff working in the Canadian
nursing home sector reported that they had been
touched or spoken to in a sexually inappropriately way by
residents in their care.

The levels of mistreatment experienced by staff in this
study may occur as a result of the changing
demographics of older people being admitted to
residential care homes in Ireland where a relatively high
proportion experience cognitive disabilities such as
dementia. Approximately two-thirds of residents in this
study were classified as high dependency and the vast
majority of respondents stated that they worked with
residents who had dementia. It is known that cognitive
problems are associated with aggression towards people
who care for the older person, especially if they are
experiencing pain or perceive that they are being
restricted in their activities. Staff, however, rarely report
mistreatment directed at them by residents as they
perceive it as being ‘an unavoidable part of their job’
(Sandvide et al. 2004: 355) and view it as related to the
residents’ disease process and cognitive ability (Doyle &
Timonen 2010). Goodridge et al. (1997) estimated that of
the 15,000 episodes of physical and psychological aggression
that may be directed at staff by residents over a six-month
period, only 0.27% of incidents are actually reported.
Conflicts between staff and residents occur for a
multitude of reasons, including ‘misunderstandings’ and
‘invasion of personal space’ and can lead staff to accept
violence as a ‘natural consequence for the care providers
because the events are seen as … impossible to solve
and as a constituent of daily work’ (Sandvide et al. 2004:
354–5). Although it has been found that staff rarely report
their experience of mistreatment, it can lead to feelings
of powerlessness and guilt (Sandvide et al. 2004).

6.3 Neglect and Abuse Observed
and Engaged in by Staff
Overall rates of neglect both observed and perpetrated
by respondents were similar to that reported
internationally; however the rates of physical and
psychological abuse observed and engaged in were
substantially lower. Rates of financial and sexual abuse,
by their very nature are difficult to ascertain and
approaches to measuring these forms of hidden abuse
are only beginning to emerge. Staff reports of both
observed and perpetrated financial and sexual abuse
were minimal, with the rates that were reported
comparable or lower than those reported in the
international literature. Although rates of abuse in Ireland
by international standards were low, there is evidence
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that older people who are abused have adverse physical
and psychological outcomes. Older people who have
been abused have substantially higher mortality rates
and increased levels of depression, and neglect and
abuse adversely affects a person’s quality of life and
physical and social functioning (Lachs et al. 1998, 2002).

(Goergen 2004). It is acknowledged that neglectful
practices can occur on occasions due to number of
factors, including staff shortages and when providing care
to residents with high dependency levels. It is when
neglectful practices frequently occur that they can
become detrimental to a resident’s health and well-being.

Even though the overall levels of abuse were lower than
that reported internationally, it is worth noting that HIQA
reported that there were still shortcomings in the
residential care sector in the provision of safeguards to
protect older people from abuse. In a retrospective
overview of inspections from 2009 to 2010 (HIQA 2012),
the Authority identified that the most frequent breach of
regulation was related to the quality of the premises and
facilities provided to residents. This was followed by
problems with risk management procedures and issues
related to the general welfare of residents. Under the
heading ‘General Welfare and Protection’, HIQA (2012)
identified that there were ‘inadequate arrangements to
prevent residents being harmed or suffering abuse or
being placed at risk of harm of abuse’. These inadequate
arrangements to prevent abuse were identified in 25% of
residential care centres inspected. The HIQA (2012)
review of inspections expressed disappointment at both
the inadequate arrangements in place in residential care
centres to prevent abuse and the relatively poor followup by institutions to implement recommendations to
address the identified shortcomings. It is therefore
imperative that the prevalence of the abuse and neglect
of older people is measured and the reasons why
mistreatment occurs are ascertained so that effective
interventions can be developed and implemented in the
residential care sector in Ireland.

The most frequently-observed neglectful behaviours
identified by staff in this study included ignoring a
resident when they called and not bringing a resident to
the toilet when they asked. Other forms of neglect also
occurred but were reported as being observed much less
frequently. These included refusing to help a resident
with their hygiene or feeding needs or neglecting to
move or turn a resident to help prevent pressure sores. In
addition a small minority of staff had observed acts of
neglect that included staff refusing to help a resident with
feeding or administering too much medication to keep an
older person sedated or quiet.

6.3.1 Neglect Observed and Engaged in
by Staff
Neglect is consistently the most prevalent type of care
deficit reported in the residential care sector and far
supersedes reports of physical or psychological abuse
(Isola et al. 2008, Page et al. 2009). The majority of
respondents (approximately 58%) in this study reported
that they had observed one or more neglectful
behaviours in the preceding twelve months, with
approximately half of respondents observing neglectful
behaviours occurring on two or more occasions. This is
similar to reports of neglect reported in the nursing home
sectors in Israel (Natan et al. 2010) and Germany
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Overall, a quarter of respondents reported that they had
been involved in at least one neglectful act within the
preceding twelve months. This compares to 54% of staff
in the German nursing home sector (Goergen 2004). The
most frequently-reported acts of neglect, similar to those
observed by staff, were ignoring a resident when they
called followed and not bringing a resident to the toilet
when they asked. A minority of staff also reported that
they had not changed a resident following an episode of
incontinence, neglected to turn or move a patient to
prevent pressure sores, refused to help a patient with
their hygiene or feeding needs or administered too much
medication to keep them sedated or quiet. However, it
should be noted that these latter behaviours were
reported as occurring infrequently and rarely on more
than one occasion.
Studies undertaken in the US (Hawes 2003) and Germany
(Goergen 2004) have reported similar types of neglect as
found in this study, with the most prominent being
refusing to answer a resident when they called. In one
state in US refusing to answer a resident when they
looked for assistance was one of the most frequentlymade complaints to the Ombudsman’s office (Allen et al.
2003), indicating the impact that this form of neglect may
have on residents. Although ignoring a resident when
they call may be viewed as a minor form of neglect and
can be associated with high workload and poor staffing
levels, it has been found that appropriate and timely
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responses to residents’ requests increases their level of
satisfaction with care and provides emotional and
instrumental support to the resident (Van Handel & Krug
1994, Meade et al. 2006). In addition to patient
satisfaction, responding to the call of a resident may
reduce the frequency of calls and increase patient safety
through a reduction in falls (Meade et al. 2006). In a
review of the literature on abuse and neglect in the US
Hawes (2003) identified that the consequences for the
older person experiencing neglect are many and include
low levels of patient satisfaction, poor pain management,
dehydration and malnutrition, the development of
pressure sores, increased rates of falls, and, in severe
cases, death.
Although the more severe types of neglect were
infrequently reported, there was evidence that they did
occur and included refusing to turn a resident to prevent
the development of pressure sores, refusing to help a
resident with their nutritional needs and administering
too much medication to keep a resident sedated.
Approximately 1 in 10 respondents reported that they
observed a member of staff neglect to move or turn a
resident to help prevent pressure sores. Of those who
observed this event, the majority reported that this had
occurred only once in the previous twelve months, with
approximately 4% reporting that they had observed this
neglectful act on two or more occasions. Inadequate
pressure area care was one of the neglectful acts reported
in the Leas Cross Nursing Home Commission of
Investigation (Department of Health and Children 2009).
There is some debate in the literature on the extent to
which a resident developing a pressure sore can be
constituted as neglect. Lindbloom et al. (2007), in a
systematic review of the factors related to neglect of
older people in residential settings, highlights the
conflicting arguments regarding this issue. However, there
is evidence that staff interventions can be effective in
decreasing pressure sore rates in residential care; not
turning a resident can seriously impact on the skin
integrity of the older person and high rates of pressure
sores in a residential setting can indicate neglectful care
(Lindbloom et al. 2007).
Not helping a resident with their feeding needs, a
problem highlighted by Kayser-Jones and Schell (1997)
as occurring in the care of older people, can result in
malnourishment and the subsequent development of
pressure sores. Other research has highlighted that

malnourishment can lead to increased levels of mortality
amongst older people (Greene-Burger et al. 2000). In this
study approximately 7% of staff had observed another
member of staff refuse to help a resident with their
feeding needs on one or more occasions and 1% of staff
reported that they themselves had engaged in this act of
neglect on at least one occasion in the previous twelve
months. Older people, especially the oldest old and those
experiencing cognitive and physical impairment may
have altered and enhanced nutritional needs; therefore
malnourishment can have negative effects on their health
and well-being. Recognising the centrality of adequate
nutrition in the provision of care to older people, HIQA
(2012), in the guidance document Fit-Person Entry
Programme, outlined best practice in ensuring older
people acquire adequate nutrition and drew upon useful
resources outlining the nutritional requirements required
by older people, especially those with dementia. The
HIQA guidelines also provided information on the
strategies that are effective when helping an older person
with their nutrition that may have difficulty in feeding.
Administering too much medication to keep a patient
sedated was observed by approximately 6% of staff and
1% of staff themselves reported that they had engaged in
this neglectful act on at least once occasion in the
previous twelve months. In the German study, Goergen
(2004) reported that a higher proportion of staff had
observed (12.5%) and engaged (5.5%) in the
inappropriate use of sedation. The overuse of medication
to sedate a patient has been identified as a form of
chemical restraint and has been found to be used by staff
with residents who are agitated or aggressive and as a
means of control or discipline (Goergen 2004, Collins
2006). Psychotropic medicines are the most commonly
used form of chemical restraint and there is evidence that
their inappropriate use to keep residents sedated is
underreported (Moore & Haralambous 2007).
Recognising that the inappropriate use of psychotropic
medicines is a form of restraint, the Department of
Health (2012: 4) in the policy document Towards a
Restraint Free Environment in Nursing Homes, declared
that chemical restraint can only ‘be justified if it is a
medical or therapeutic necessity’ and that ‘the standard
of proof required to establish this is high’. The document,
incorporating the inappropriate use of both physical and
chemical restraint, goes on to state:
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The use of restraint beyond what is necessary to
meet this purpose, may be found to be inhuman
and degrading treatment of a resident and
constitutes a violation of the residents’ human
rights under Article 3 of the European Convention
on Human Rights (p. 4).
In this study a number of factors were identified as being
associated with neglect. These included: gender (male), a
respondent’s intention to leave the organisation, high
levels of burnout, holding a negative attitude towards
older people and the frequency and extent to which staff
experienced resident-related and facility-related stressors.
In addition, there was also an association with neglect
and staff who reported that they were experiencing
poorer psychological and physical health. The reasons
why neglectful practices occur in residential settings, as
found in this study, are complex and multifactorial.
Kalisch et al. (2009) reported that neglectful practices, for
example neglect of hygiene needs, patients being
underfed or not fed and a lack of turning to prevent
pressure sores, can occur for a number of reasons
including inadequate staff numbers, pressure of time,
poor delegation of staff, a lack of physical resources and
breakdown in communication. Staff shortages in
particular, especially when occurring during times outside
normal working hours, for example night-time and
weekends, have also been correlated with incidents of
neglect (Goergen 2004, Natan et al. 2010). In addition,
neglect has been associated with residents who are
unable to have a voice in the provision of their care, for
example older people with dementia or those with a
learning disability are more likely to experience neglect
than other patient cohorts (Goergen 2004). A number of
other factors, similar to the findings of this study, have
also been found to be associated with the neglect of
older people; these included burnout (Goodridge et al.
1996), institutions with a large number of beds, higher
staff-resident ratios and high levels of staff turnover
(Natan et al. 2010). High levels of staff turnover, in
particular, can disrupt the quality of care delivered to
older people in residential care and result in increased
reports of neglect.
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6.3.2 Physical, Psychological, Sexual and
Financial Abuse of Older People Observed
and Engaged in by Staff
Due to the methods and types of measures used in this
study, there are a number of previous surveys undertaken
in Europe, Canada and the US with which comparisons
can be made. Overall levels of abuse recorded in the
residential care home sector in Ireland were lower than
that reported internationally (Pillemer & Moore 1989,
Goergen 2004). There could be a number of reasons for
the lower prevalence figures found in this study. In the
last ten years there has been a growing awareness of the
extent and impact of abuse on the lives of older people
through the publication of research and statutory reports,
the introduction of governmental policies directly related
to the protection of older people and the role of
advocacy groups in providing a voice for older people in
residential care. There has been an exponential growth in
research related to elder abuse following the seminal
work of Townsend in the 1960s and that of Pillemer and
others in the late 1980s. This body of research has
informed best practice in the care of older people as well
as being incorporated into the education and training of
social and healthcare professionals who have contact
with older people. Nationally, there has been a concerted
effort by the HSE to highlight the problem of the abuse of
older people in community and residential settings
among the public and healthcare professionals. This has
been achieved through public awareness campaigns, staff
education, the publication of policy and guidance
documents as well as the appointment of staff with
specific responsibility for the protection of older people,
such as dedicated officers and senior case workers. In
addition, legislation has been published over the last ten
years that directly pertains to the protection of older
people in residential care settings. The establishment of
HIQA and the proactive role taken by the HSE, in
particular, have been instrumental in providing a
framework to reduce incidents of abuse as well as
monitoring the standards of care provided to older
people in residential care settings. Nevertheless, as the
results of this study show, there is evidence that neglect
and abuse is occurring in residential care settings, albeit
on a limited scale. Based on reported evidence by care
staff, it appears that a minority of older people in
residential care in Ireland may experience one or more
forms of abuse, including physical and psychological
abuse, and in a small number of instances, financial or
sexual abuse.
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Physical Abuse
Approximately 12% of staff reported that they had
observed another member of staff physically abuse a
resident in the previous twelve months. The rates of
physical abuse observed were significantly lower than
that reported in similar studies in the US, where 36% of
staff reported that they had observed physical abuse
occurring at least once over the previous year (Pillemer &
Moore 1989), and Germany, where approximately 35% of
staff had observed the physical mistreatment of a resident
over the same time period (Goergen 2004). The most
frequently-observed forms of physical abuse were:
restraining a resident beyond what was needed at the
time and observing a staff member push, grab, shove or
pinch a resident. The vast majority of incidents of physical
abuse were observed on one occasion only; restraining a
resident beyond what was needed at the time was the
only form of physical abuse that was reported as being
observed in excess of ten occasions.
In relation to abuse committed, approximately 3% of staff
reported that they had committed one or more act of
physical abuse on a resident in the preceding year; this
compares to 10% of nursing home staff in the US
(Pillemer & Bachman-Prehn 1991) and approximately
24% in Germany (Goergen 2004).14 The most frequently
reported act of physical abuse in the present study was
restraining a resident beyond what was needed at the
time, followed by slapping a resident; a very small
proportion of staff reported the occurrence of these acts
of neglect. When the types of physical abuse are
compared with a similar study undertaken in the US
(Pillemer & Moore 1989) (Table 6.1), it is evident that for
each act of abuse, the proportion is lower than that reported
in the US, except for kicking a resident or hitting them with
a fist; there were no reports of this type of physical abuse
occurring in the US study, whereas 0.2% of respondents
reported that they had engaged in this act on one or more
occasions. No incident of physical abuse was reported as
being perpetrated on more than ten occasions.
Restraining a resident beyond what was needed at the
time was the most frequently observed (8.5%) and
perpetrated (2.5%) form of physical abuse. The excessive
use of restraints to control residents has also been
reported as the most frequently-occurring type of
14 Goergen (2004) used the Conflict Tactics Scale, as in this study;
however there is little information on the variables used to calculate the
prevalence of physical or psychological abuse.

physical abuse in a number of studies undertaken in the
US (Pillemer & Moore 1989) and Europe (Goergen 2004,
Bužgová & Ivanová 2009); however, prevalence rates in
these studies were generally higher than found in this
study. Goergen (2004) found that, although the use of
restraints was now strictly governed in the nursing home
sector in Germany, more subtle approaches to restricting
residents’ movements were used, such as locking a
resident in their room or refusing to help a resident get
out of bed or rise from a chair. Similar to Germany, the
use of restraints is now much more tightly governed in
Ireland (Department of Health 2012). As early as the
1970s Stannard (1973) described how staff in residential
care restrained residents inappropriately. The use of
restraints with older people is a complex issue; Goergen
(2004) suggested that the culture of the institution was a
factor that determined their use. Restraints may be
viewed as a way of controlling residents and as a means
of compensating for staff shortages (Gallinagh et al.
2001). There is emerging evidence that the use of
restraints as a form of control of older people is
inappropriate and is associated with negative outcomes
including the development of pressure sores,
incontinence and severe emotional and physical distress
(Gallinagh et al. 2001). Recognising the adverse impact of
restraint on older people, the Department of Health
(2012) has published Towards a Restraint Free
Environment in Nursing Homes, which outlines that the
use of restraints impacts on the human rights of the
resident. The aim of the policy document is to eliminate
the use of restraints completely in residential care
settings. Despite the recognition that the use of restraints
should be eliminated, a number of barriers to their
abolition remain in place in residential settings, including
a lack of resources, staffing issues, poor education and
training, a lack of recognition of alternatives and poor
clinical expertise (Moore & Haralambous 2007).
In this study, the factors associated with reported physical
abuse of older people included the size of the nursing
home (smaller), the nationality of the staff (otherEuropean), low job satisfaction, staffs’ intention to leave
the organisation, high levels of burnout, psychological
distress, the frequency with which facility-related
stressors occurred and the extent to which staff reported
work related stress. These factors are similar to those
reported in a number of studies that have explored
staff-related, facility-related and resident-related
associations with physical abuse. For example, Pillemer
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and Bachman-Prehn (1991) reported that levels of staff
burnout were associated with physical abuse. Bužgová
and Ivanová (2011) also reported a relationship between
job stress and the physical abuse of older people.
However, unlike Pillemer and Bachman-Prehn (1991), this
study did not find an association between resident-related
aggression directed towards staff and physical abuse.
Psychological Abuse
Approximately 27% of respondents reported having
observed a member of staff psychologically abuse a
resident on at least on occasion. Taking Pillemer and
Moore’s (1989) criterion into account, that a single act of
either psychological abuse or neglect does not
necessarily represent mistreatment, the rates of observed
psychological mistreatment are somewhat lower.
Approximately 14% of staff had observed acts of
psychological abuse occurring on two or more occasions.
Isolating a resident beyond what was needed to control
him or her, insulting or swearing at a resident and
shouting at a resident in anger were the most frequent
types of psychological abuse observed. The proportion of
staff reporting that they had observed psychological
abuse is much lower than the 81% observed by staff in
the US (Pillemer & Moore 1989) (Table 6.1) but similar to
the 34% of observed abuse reported in Germany
(Goergen 2004). The most frequently observed types of

psychological abuse were: shouting at a resident in anger,
insulting or swearing at a resident and isolating a resident
beyond what was required. Approximately 8% of staff
reported that they had engaged in one or more acts of
psychological abuse on one or more occasions. This is
substantially lower than the 40% of respondents in
Pillemer and Moore’s (1989) study of nursing homes in
the State of Massachusetts and the 30% reported in
Goergen’s (2004) study in Germany. Similarly, individual
acts of psychological abuse were lower than that
reported in the US and Germany (Pillemer & Moore 1989,
Goergen 2004). This is particularly the case for shouting
at a resident in anger, where 33% of respondents in the
US study and 31% in the German study reported that this
was observed on one or more occasions, as compared to
6.3% in the present study. There is a debate as to
whether angrily shouting at a resident constitutes
psychological abuse. Goergen (2004) for example
identified how staff perceive shouting at residents as a
normal part of their job and use it as a means of gaining
control. However, Pillemer and Bachman-Prehn (1991)
argue that shouting or yelling at a resident is a form of
psychological abuse due to its intimidating nature and the
fact that it would not be deemed an acceptable work
practice in most healthcare settings.
In the present study, a number of factors were identified
as being associated with the psychological abuse of

Table 6.1 Comparison with US1 Study of Prevalence of Physical and Psychological Abuse of Older People Engaged
in by Staff
Type

Ireland

US

%

%

Restrained a resident beyond what was needed at the time.

2.4

6.0

Pushed, grabbed, shoved or pinched a resident.

0.5

3.0

Thrown something at a resident.

0.2

1.0

Slapped or hit a resident.

0.6

3.0

Kicked a resident or hit with a fist.

0.2

0.0

Hit or tried to hit a resident with an object.

0.2

2.0

Isolated a resident beyond what was needed to control him or her.

1.5

4.0

Insulted or sworn at a resident.

1.5

9.0

Shouted at a resident in anger.

6.3

33.0

Denied a resident food or privileges as part of a punishment.

0.5

4.0

Threatened to hit or throw something at a resident.

0.1

2.0

Physical Abuse

Psychological Abuse

1

Pillemer and Moore (1989) Abuse of patients in nursing homes: Findings from a survey of staff. The Gerontologist, 29 (3), pp. 314–320.
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residents. These included: principally working night duty,
working with older people for between 11 to 20 years,
and low levels of job satisfaction and high levels of
burnout. In addition, psychological abuse was associated
with staff that found aspects of their work with residents
as stressful, the frequency with which facility-related
stressful events occurred in the nursing home and the
extent to which staff found these events stressful. In
addition, staff who were identified as being psychologically
distressed and who rated their health as poor or fair were
significantly more likely to psychologically abuse older people
in their care than were staff who were not distressed.
Financial Abuse
By its concealed nature financial abuse and theft from
residents is difficult to identify. A very small minority of
respondents (0.2%) reported that they had committed
financial abuse, defined in this study as taking jewellery,
money, clothing or something else from a resident, in the
previous twelve months. Harris and Benson (1998)
reported a higher prevalence of 1.5% for financial abuse
self-reported by staff working in the nursing home sector
in the US. Reports of thefts observed by staff are also
reported internationally to be higher that identified in
this study. Harris and Benson (1999) reported that 6.0%
of staff had observed another member of staff stealing
from a resident; this compares to 1.2% of respondents in
this study who reported that they had observed another
member of staff take jewellery, money, clothing or
something else from an older person in their care.
There is evidence, however, that rates of theft in nursing
homes may be underreported (Harris & Benson 1999).
Due to the low rates of reported thefts in this study, it
was not possible to explore statistical associations
between staff, resident and institutional characteristics
and the financial abuse of the older person. Previous
studies have shown that thefts from residents tend to
occur for a multitude of reasons including staff having
unsupervised access to the older person’s valuables, staff
stress, low levels of job satisfaction and the vulnerability
of residents to exploitation (Harris & Benson 1999). It has
also been identified that staff who steal are more likely to
hold negative attitudes towards those in their care, report
higher levels of conflict with residents. In addition staff
who report that they have stolen from a resident perceive
their chances of being caught or reported to the police as
very low (Harris & Benson 1999).

There is growing recognition that older people, especially
those that are vulnerable need to be protected from
financial abuse. Financial abuse was the most prevalent
form of abuse identified in a national survey of
community-dwelling older people in Ireland (Naughton
et al. 2010). The definition of financial abuse in this study
was related to the theft of an older person’s valuables and
is the most frequent type of financial abuse of older
people by staff reported in the literature. However, it is
acknowledged that further research is needed in this area
to explore the wider area of financial abuse of older
people receiving residential care, including financial
exploitation and the improper use of their personal funds
(WHO 2002, Fealy et al. 2012). The protection of older
people against financial abuse in the residential care
sector is recognised by HIQA (2009a: 16) which states:
‘each resident’s finances are safeguarded’. In addition the
HSE has established a National Elder Abuse Steering
Committee, which consists of a multi-agency sub-group
to examine various aspects of elder financial abuse within
specific services (HSE 2011a,b). Part of the working
group’s remit is to examine and recommend appropriate
education and training programmes for health care staff
on how to protect older people from financial abuse.
However, there are challenges in dealing with this hidden
form of abuse; as Harris and Benson (1999: 150) state:
‘since much of the theft in nursing homes goes
unreported, the extent of this problem is often
underestimated and minimized’.
Sexual Abuse
This is one of the few surveys to have measured sexual
abuse of older people in residential settings, as reported
by care staff. It is a form of abuse that is complex and,
due to the nature of the abuse, difficult to detect. It is
suggested that estimates of the sexual abuse of older
people are underreported due to the inability of the
resident to report the abuse and the hidden nature of this
form of mistreatment (Bonnie & Wallace 2003). This
study found that a very small minority of respondents
(0.2%) reported that they had talked to or touched a
resident in a sexually inappropriate way, and 0.7% of
respondents reported that they had observed another
member of staff engage in this behaviour. Of those
members of staff who had observed sexual mistreatment,
the majority reported that this had occurred on only one
occasion; however a very small number of respondents
did report observing this behaviour on between 2 and 10
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occasions. Internationally, reports of sexual abuse
observed or perpetrated by staff are also relatively low,
ranging from no incidents perpetrated to approximately
1% observed. Bužgová and Ivanová (2011), in a study of
staff working in residential centres in the Czech Republic,
reported a slightly higher proportion (0.7%) of staff
admitting that they had perpetrated this form of abuse
and the same proportion of staff (0.7%), as in this study,
reported that they had observed sexual abuse by another
staff member. In Germany, following a survey of 361 staff,
Goergen (2004) identified no reports of sexual abuse
perpetrated by staff with 1.1% of respondents reporting
that they had observed sexually inappropriate behaviours
being carried out by other members of staff on residents.
In the US, 8.8% of all Medicaid Fraud reports relating to
the abuse of older people were for sexual abuse (Payne &
Civokic 1996).
Research into the sexual abuse of older adults is at a
early stage of development and it remains one of the
most difficult forms of abuse to identify and measure, not
least because victims tend to be women, the oldest old,
frail, dependent on others for their care, socially isolated
and experiencing cognitive difficulties (Burgess et al.
2005, Jeary 2005, Roberto & Teaster 2005). Evidence is
beginning to emerge that the consequences of being
sexually abused for the older person can be ‘lifechanging’ (Jeary 2005: 335) and devastating and can lead
to increased levels of morbidity and, in some cases,
hastened mortality (Burgess & Morgenbesser 2005).
Although difficult to detect, there are signs that may
indicate that an older person has been sexually abused;
physical signs include genital injury or a sexualtransmitted disease and psychological manifestations like
increased anxiety and agitation or depression, an
enhanced startle reflex, anger or withdrawal (Burgess &
Philips 2006). In addition there may be increased ‘sexual
acting out’ by the older person who has been abused
(Teitelman 2006: 220,). There is concern that as the
proportion of older people in society grows and require
residential care, the problem of sexual abuse in
residential settings will need to be addressed (Jeary
2005). In addition, it is acknowledged that identifying and
caring for victims of sexual abuse is fraught with
difficulties, not least due to the hidden nature of the
problem, the profile of older people who are abused and
the difficulties in collating evidence of this form of abuse.
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6.4 Factors Related to the Neglect
and Abuse of Older People
Using the large-scale anonymised survey design, this
study provided sufficient reliable data with which to
identify the predictors of neglect and abuse in the
residential care sector in Ireland. Individual, staff-related
factors were the factors found to be most strongly
associated with the neglect and the physical and
psychological abuse of older people; however, facility–
related and, to a lesser extent, resident-related factors
were also associated with the neglect and abuse of older
people.

6.4.1 Resident-related Characteristics
Associated with Neglect and Abuse
A number of resident-related factors were found to be
associated with the neglect and abuse of older people.
These included stress related to working with residents
who had cognitive and physical problems and residents
who were aggressive towards staff.
The vast majority of respondents experienced potentially
resident-related stressful events in their day-to-day work.
These included caring for residents with limited mobility,
caring for residents who tended to be forgetful and caring
for residents who experienced incontinence. However,
the majority of respondents did not report these events as
being stressful, a finding also found in a study of staff
experiences in nursing homes in the UK (Baillon et al. 1996).
Respondents were asked to identify the extent to which
they found a number of resident-related activities as
stressful. These included: caring for residents who had
difficulty in communicating and who tended to wander,
were aggressive, had sleep problems and were
incontinent. These items provided an overall residentrelated stress score as measured on the Stressful Events
Questionnaire (Benjamin & Spector 1990). Previous
research has suggested that there is a relationship
between stress and staff neglecting residents in their care
(Baillon et al. 1996). It was found in this study that staff
who found working with residents in their care as
stressful were proportionally more likely to neglect, and
to physically and psychologically abuse older people than
staff who did not find this aspect of their work stressful.
The frequency with which resident-related stressful
events occurred was also related to the neglect of older
people, but not to physical or psychological abuse. In
addition, respondents who identified events associated
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with caring for older people who required assistance with
activities of daily living and had difficulties in
communicating as stressful were twice as likely to report
that they had committed one or more acts of physical
abuse when compared to respondents who did not find
these events stressful. A number of studies have shown
that older people that require assistance with activities of
daily living and in addition have cognitive impairments
and exhibit behavioural problems are at greater risk of
neglect and abuse (Benjamin & Spector 1990, Fulmer et
al. 2005, Schiamberg et al. 2011). Nursing home work per
se is not a predictor of the abuse and neglect of older
people; however, when staff members experience work
overload and have reduced resources to cope with the
demands of their work setting, the likelihood of
mistreatment of older people may be greater.
Neglect was also associated with residential centres that
predominantly cared for older people with dementia,
while no reports of neglect were reported in nursing
homes where residents did not have dementia. It has
been reported that residents with dementia are at higher
risk of neglect and abuse when compared to other
cohorts of older people receiving residential care (Lachs et
al. 1997, Levine 2003). It has also been reported that there is
increased stress on staff when working with a large number
of older people with dementia (Baillon et al. 1996).
Respondents who had been physically, psychologically or
sexually mistreated by residents were significantly more
likely to have engaged in acts of neglect than
respondents who had not been mistreated. However
mistreatment of staff was not associated with the physical
or psychological abuse of older people. A number of
studies have also reported that staff who are mistreated
by residents are more likely to perpetrate neglectful and
abusive practices (Pillemer & Bachman-Prehn 1991,
Hawes et al. 2001, Åström et al. 2004, Post et al. 2010).
Staff responding to aggression with aggression has been
found to occur during times of staff shortages and
workload pressures (Shaw 1998, 2004), and as Pillemer
and Bachman-Prehn state (1991: 91), ‘staff sometimes
respond inappropriately when conflict is high’. It is
acknowledged that working with older people who have
cognitive impairments can be demanding (Pillemer &
Bachman-Prehn 1991, Terry 1998). Nevertheless, as the
Royal College of Psychiatrists (2000: 10), in a position
paper on elder abuse, stated: ‘whatever the provocation
… staff are under an obligation to maintain professional
boundaries and understanding’.

6.4.2 Facility-related Characteristics
Associated with Neglect and Abuse
A number of facility-related characteristics were
identified as being associated with the abuse and neglect
of older people. These included the frequency with
which facility-related stressful events occurred and the
extent to which staff found these events stressful. In
addition the size of the nursing home was identified as
being associated with reports of physical abuse.
Respondents reported that they dealt with a number of
facility-related stressful events. Facility-related events
identified as being most stressful included being in charge
of too many residents, having too many things to do at
once and not getting enough help and support from
colleagues. Staff reported that facility-related stressors
were more stressful than resident-related stressors, a
finding that has also been reported in studies of nursing
home staff in the UK (Baillon et al. 1996).
It was found in this study that respondents who were
employed in institutions where facility-related stressful
events regularly occurred and who perceived these
events as stressful, were more likely to have engaged in
acts of neglect and physical and psychological abuse than
staff who worked in organisations with low frequencies of
facility-related stressful events and/or low levels of stress
associated with these events. Facility-related stressors
identified by respondents included: not having time to
talk with residents, having too many things to do at once,
not enough staff on duty, not enough support from
management and colleagues and being in charge of too
many residents. These factors have been identified in a
number of studies as being related to occupational stress
and can lead to poor morale and higher rates of staff
turnover (Jenkins & Allen 1998, Baillon et al. 1996). High
levels of stress and workloads have also been found to be
associated with the psychological abuse and neglect of
older people (Pillemer & Moore 1989, Goergen 2004). As
in previous studies, the finding in this study reflects
Pillemer & Bachman-Prehn’s (1991: 91) contention that
‘the maltreatment of nursing home patients appears to
be, at least in part, a response to a highly stressful
working situation’.
In addition to facility-related stressors, another factor
associated with the physical abuse of older people was
the size of the institution in which staff worked. This
study found that the strongest facility-related predictor of
physical abuse was working in a small-sized nursing
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home. The literature on the relationship between the size
of the nursing home and abuse is somewhat limited and
further research would be needed to fully explain this
finding. Although the results from previous studies are
variable (Weihl 1981, Harrington et al. 2000, Allen et al.
2003), there is evidence that larger nursing homes offer
better social supports for residents. However, there is also
evidence that the quality care is higher in smaller nursing
homes (Natan et al. 2010). The findings in this study are
contrary to those reported by Allen et al. (2003), where it
was found that there were higher rates of abuse in larger
nursing homes than in smaller ones.
Unlike other studies (Lowenstein 1999, Allen et al. 2003,
Jogerst et al. 2006), there was no statistically significant
difference in the reported prevalence of neglect or abuse,
when the public or private residential homes were
compared. There has been a debate on whether the care
received by older people is of a higher quality in nonprofit as opposed to for-profit nursing homes; however,
this study identified that older people are no more likely
to experience neglect and abuse in the private sector
than they do in the public sector.
Staffing levels were also found not to be associated with
neglect or abuse. It has been suggested that low staffing
levels may be a factor that lead to the abuse of older
people (McDonald et al. 2012). However, Castle (2011),
following an analysis of deficiency citations of nursing
homes in the US, also found no relationship between
reports of abuse and staffing levels. Goergen (2004) also
found no relationship between staffing levels and reports
of abuse and neglect, but did report a relationship
between the number of qualified staff and abuse; the
better the ratio of registered nurses to residents, the
lower the reports of abuse and neglect. The results from
this study did not find any relationship between ratios of
qualified staff and reports of abuse or neglect. Although
staffing levels per se were not associated with abuse, staff
who reported that they worked in institutions where
workloads were heavy and there was a perceived lack of
support from management, reported higher levels of
neglect and physical and psychological abuse than those
working in less stressful environments.
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6.4.3 Staff-related Factors Associated with
Neglect and Abuse
The factors that had the strongest association with the
abuse of older people were individual staff
characteristics. A number of staff-related variables were
investigated to ascertain their relationship with the
neglect and abuse of older people. These included:
demographic, employment, educational and health
characteristics of respondents. Variables that were found
to be associated with abuse included gender, nationality,
organisational commitment, job satisfaction, burnout,
attitudes towards older people and the psychological and
physical health of staff.
Nationality of staff was found to be associated with the
self-reported abuse of older people with staff that
recorded their nationality as ‘other-European’ reporting
significantly more incidents of physical abuse than
non-European or Irish staff. The rationale for this result
requires further exploration and the literature on
relationships and interactions between overseas
healthcare workers and indigenous staff and older people
in Ireland is only beginning to emerge. What data is
available demonstrates that relationships between
overseas nurses and indigenous staff and management
are generally negative. Doyle and Timonen (2010: 32),
following depth interviews with overseas care staff
working in the nursing home sector in Ireland, found a
number of issues that staff have to deal with in their
day-to-day work including excessive workloads and
problems in relationships with residents and other staff
members. It was reported that migrant workers ‘due to
the intensity of their workload and large number of care
recipients did not have … time available to cultivate
relationships’ with residents in their care. Whether this
negativity is reflected in the care older people receive is
unknown; however negative working relationships can
lead to tensions between staff and residents (Foner 1994,
Allen et al. 2004, Walsh & O’Shea 2009) and this in turn
can impact on the quality of care delivered to older
people. This was reflected in Doyle and Timonen’s study
of overseas health care workers’ accounts of the stressful
and discriminatory environments in which they worked,
made more so by the perceived poor working
relationships with Irish co-workers. Furthermore, as Doyle
and Timonen (2010) highlight, due to the relatively
homogenous cultural background in Ireland, which has
only changed in the last ten years, receiving care from an
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overseas healthcare worker can be confusing for an older
person who is experiencing cognitive impairment.
Overseas care staff spoke of being treated differently by
residents in their care. This was also highlighted by
Mercer et al. (1993) who reported that overseas care staff
experienced racism from older people in their care and
these interactions led to tensions between carer and
resident. Communication and cultural and language
difficulties have all been highlighted as issues that can
cause tension between a migrant healthcare worker and
older person receiving care (Walsh & O’Shea 2009). In
addition, Walsh and O’Shea (2009) highlighted the
difficulty for some migrant carers in adapting to long-term
healthcare settings for older people due to the fact that
this was a system that they were not familiar with or
trained for in their own country. Doyle and Timonen
(2010: 38) concluded that there are ‘racial and cultural
tensions within the Irish long-term care sector’; however
the extent to which these tensions impact on the care of
older people is unknown. There have been calls for
further research into the relationships between
healthcare workers from different cultural backgrounds
and older people requiring residential care to develop a
deeper understanding of the interactions and conflicts
that can occur (McDonald et al. 2012). This is particularly
the case in Ireland where a significant proportion of care
provided to older people in the future will be delivered
by migrant healthcare workers (Walsh & O’Shea 2009).
Being male was associated with the neglect of older
people; however the gender of staff was not associated
with the physical or psychological abuse. There is
evidence that male staff are involved in more acts of
neglect and abuse than female staff (Payne & Cikovic
1996). An analysis of the characteristics of staff placed on
the Protection of Vulnerable Adults (POVA) list15 in the
UK found that a higher proportion of men were referred
for the abuse of vulnerable adults. Although men
accounted for 15% of the social care workforce in
England and Wales, they accounted for 31% of the
referrals (Hussein et al. 2009). However, contrary to the
findings in the UK that men are more likely to perpetrate
physical abuse than women, this study found no
association between gender and the reported physical or
psychological mistreatment of older people. In this study,
15 ‘Employers of social care staff working with vulnerable adults in
England and Wales have been legally required to refer workers or
volunteers dismissed for misconduct because they have harmed
vulnerable adults or placed them at risk of harm to the Protection of
Vulnerable Adults (POVA) list’ (Hussein et al. 2009: 423).

other factors including burnout, the frequency with
which facility-related stressors occurred and psychological
well-being were identified as stronger predictors of
neglect than gender.
Burnout in healthcare professionals ‘is caused by chronic
emotional stress resulting from prolonged, intensive
involvement with people’ (Goodridge et al. 1996: 5).
Although the vast majority of staff surveyed in this study
were not experiencing burnout, a third of staff reported
moderate to high levels of burnout on the personal
accomplishment and emotional exhaustion subscales of
the Maslach Burnout Inventory. In addition, 1 in 10 of
respondents reported moderate to high levels of burnout
on the depersonalisation subscale; this measured the
extent to which staff reported being unfeeling and
impersonal in the delivery of their care. Maslach and
Jackson (1981) highlight that burnout affects how staff
respond to those in their care as well as impacting on
how they view their own work.
The most consistent factors associated with both the
neglect and abuse of older people in this study was the
level of burnout experienced by respondents working in
the residential sector. High levels of burnout on the
emotional exhaustion, personal accomplishment and
depersonalisation subscales of the MBI were found to be
associated with respondents’ reports of neglect of older
people in their care. Those with high burnout scores on
the depersonalisation subscale were three times more
likely to report committing two or more acts of neglect
compared to those with low scores. Emotional exhaustion
was also identified as an independent predictor of
neglect. Respondents with high levels of emotional
exhaustion were twice as likely to report committing two
or more acts of neglect compared to staff with low levels
of emotional exhaustion. In addition, as with
depersonalisation and emotional exhaustion,
respondents who had high levels of burnout on the
depersonalisation scale were approximately twice as
likely to report committing two or more acts of abuse
when compared to respondents with low scores on this
subscale of the MBI.
Burnout was also identified as being associated with the
physical abuse of older people. That is respondents with
higher burnout scores were more likely to physically
abuse older people in their care when compared to staff
with lower levels of burnout. Respondents with moderate
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to high burnout scores on the depersonalisation and
emotional exhaustion subscales and high scores on the
personal accomplishment subscale were significantly
more likely to have committed one or more acts of
physical abuse than respondents who reported low levels
of burnout on each of the subscales.
The three types of burnout measured, depersonalisation,
emotional exhaustion and personal accomplishment,
were also significantly associated with psychological
abuse. That is respondents with higher burnout scores
were more likely to psychologically abuse older people in
their care when compared to staff with low levels of
burnout. Respondents with moderate to high burnout
scores on the depersonalisation subscale and high scores
on the emotional exhaustion and personal
accomplishment subscales were significantly more likely
to have committed two or more acts of psychological
abuse than respondents who reported low levels of
burnout on each of the subscales. High burnout scores
on the depersonalisation scale in particular was a strong
predictor of psychological abuse; respondents who
scored in the high category on this scale were over four
times more likely to report that they had perpetrated two
or more acts of psychological abuse in the last 12 months
than were respondents with low levels of burnout on the
depersonalisation scale.
It should be noted that even moderate levels of burnout
amongst staff were associated with the abuse and neglect
of older people. Burnout results in ‘a loss of emphatic
concern for patients’ (Goodridge et al. 1996: 55). In
addition, burnout can lead to emotional exhaustion,
cynicism, dehumanisation of clients and, ultimately, the
neglect and abuse of people in the care of a healthcare
worker (Maslach & Jackson 1981). There is evidence that
high levels of burnout can lead to the neglect and abuse
of older people and that the probability of a resident
being abused increases with the level of burnout
experienced by a member of staff (Pillemer & BachmanPrehn 1991). The finding that burnout was associated
with the abuse and neglect of older people has also been
previously identified in a number of international studies
(Pillemer & Bachman-Prehn 1991, Shinan-Altman &
Cohen 2009, Natan et al. 2010). Glendenning (1999: 7)
reviewing the work that highlighted burnout as a problem
in the nursing home sector stated:

There is already sufficient research information to
demonstrate that the study of elder abuse and
neglect needs to embrace not only the family
violence model, but the clear implication that in
institutional settings there is a paramount need for
better training, better working conditions, and a
fundamental recognition by administrators and
managers that burnout is an established
phenomenon; and we ignore it at our, and more
particularly, the patient’s peril.
Staff burnout can occur for many reasons and has been
found to be associated with the type work undertaken in
nursing homes, especially tasks that are perceived as
stressful such as working with a large number of residents
who are cognitively and physically impaired and the
associated excessive physical workloads (Goodridge et al.
1996, Cocco et al. 2003). As Maslach and Jackson (1981)
highlight, when levels of stress become chronic,
emotional exhaustion can occur and this can
subsequently lead to the risk of burnout. The
consequences of burnout is that staff may develop
‘negative’ and ‘cynical attitudes’ towards those in their
care as well as becoming psychologically exhausted and
dissatisfied with work-related accomplishments (Maslach
& Jackson 1981: 99). The outcomes of burnout, as
highlighted in this study, are that residents are at a
greater risk of experiencing neglect and abuse.
Burnout is also associated with the psychological
well-being of staff (Maslach & Jackson 1981). The level of
the psychological well-being of respondents in this study,
as measured by the GHQ16 (Goldberg et al. 1997), was
consistently found to be associated with neglect and the
physical and psychological abuse of older people.
Respondents, who scored ≥ 4 on the General Health
Questionnaire, indicating psychological distress, were
twice as likely to report that they had committed acts of
neglect or psychological abuse when compared to
respondents with scores that indicated psychological
well-being. Overall the GHQ score of staff working in the
nursing home sector in Ireland (mean = 1.5, SD = 2.3)
was slightly higher that reported for staff working with
older people in the nursing home sector in Italy (mean
1.05, SD = 1.59) (Cocco et al. 2003). Overall, 15.5% of
respondents scored ≥ 4 on the GHQ scale, indicating that
they were experiencing some level of psychological
16 Scores ≥ 4 on the GHQ scale indicate psychological distress.
Scores range from 0 – 12.
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distress. This was higher than that reported in a national
survey in Ireland where it has been reported that 12% of
the general population were experiencing levels of
psychological distress; however, nationally, women had
proportionally higher GHQ scores than men (Tedstone
Doherty et al. 2008). Previous studies also have identified
that staff working in the nursing home sector have higher
rates of psychological distress than found in general
community samples and those that experience
psychological distress are more likely to report their
working conditions as stressful (Baillon et al. 1996) and to
shout at residents, especially those who were aggressive
towards them (MacPherson et al. 1994).
Factors related to higher levels of psychological distress
for staff working with older people include working with
patients/residents with a high level of disability, being
female and working in environments with high patient to
staff ratios (Cocco et al. 2003). This study also found that
staff who were experiencing psychological distress and
who worked in organisations where facility-related
stressors frequently occurred were more likely to report
that they had engaged in neglectful acts, suggesting that
there is a relationship between the working environment
and the psychological well-being of staff. Although this
was not directly measured in this study the level of
psychological well-being experienced by staff has
previously been associated with stressors in the work
setting (Baillon et al. 1996, Cocco et al. 2003).
Psychological distress in staff has also been associated
with external factors such as alcohol and drug abuse,
emotional or financial stressors or marital problems and
these factors have previously been reported as being
associated with the abuse and neglect of older people
(Payne & Cikovic 1996, Allen et al. 2003, Goergen 2004).
The majority of respondents rated their overall physical
health, measured on a single item self-report measure, as
good, very good or excellent, with 1 in 10 rating their
health as poor or fair. Respondents with poorer physical
health were proportionally more likely to neglect and
psychologically abuse older people in their care than
were respondents who reported good health. There was
no association between health status and reports of
physical abuse. In particular, respondents who rated their
health as poor to fair were more than three times more
likely to psychologically abuse an older person than
respondents who rated their health as good to excellent.

Although overall reports of job satisfaction were high, low
levels of job satisfaction and a respondent’s intention to
leave the organisation in which they were employed were
associated with neglect and the physical and
psychological abuse of older people. A number of
previous studies have previously identified low levels of
job satisfaction as a predictor of the abuse of older
people (Saveman et al. 1999, Goergen 2004, Hawes &
Kimbell 2009, Shinan-Altman & Cohen 2009). In
particular, low levels of job satisfaction have previously
been associated with the theft of patients’ belongings
(Harris & Benson 1998) and psychological abuse
(Pillemer & Bachman-Prehn 1991). Organisational and
social theory demonstrates that satisfaction is associated
with work performance and staff retention (Randall et al.
1997). Although staff retention and turnover was not
directly measured in this study, intention of staff to leave
the organisation in which they were employed was found
to be a predictor of neglect and the physical abuse of
older people. In particular, staff who reported that they
will probably/definitely leave the organisation were twice
as likely to report that they had committed one or more
acts of physical abuse when compared to respondents
who stated that they probably/definitely will not leave. A
number of studies have identified staff turnover as a risk
factor for the abuse of older people (Natan et al. 2010).
High levels of turnover are associated with poorer
staff-resident relationships and a breakdown in
communication between staff and an older person. This
leads to residents’ needs being poorly met and,
subsequently, incidents of abuse and neglect may occur
(Natan et al. 2010).
A higher proportion of staff that predominantly worked
night shifts reported that they had psychologically abused
a resident in their care than did staff who predominantly
worked day shifts. In particular, respondents who worked
mainly night duty were over twice as likely to report acts
of psychological abuse committed than staff that mainly
worked day duty. Goergen (2004) also found that staff
who predominantly worked night shifts were more likely
to abuse older people than those who worked days. A
number of reasons have been postulated for this finding,
including the lower levels of staffing during this type of
shift, stress associated with workloads, a lack of surveillance
and less opportunity for detection (Goergen 2004).
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There was no association between the grade of
respondents (registered nurse or healthcare assistant)
and educational level of staff, salary level or length of
time working with older people and the neglect or abuse
of older people in their care. There has been a suggestion
in the literature that healthcare assistants due to the
nature of their work, proximity to patients and status
within an organisation are more likely to abuse or neglect
older people than their registered counterparts (Pillemer
& Moore 1989, Goodridge et al. 1996, Natan et al. 2010).
This study found no evidence that this occurs. The vast
majority of healthcare assistants provide high quality care
to their patients (Foner 1994) and, as identified in this
study, hold positive attitudes towards older people.
Education and training for healthcare assistants has
changed significantly over the last number of years and it
was evident that the vast majority of staff held
educational qualifications pertinent to their role. This was
the case in relation to healthcare assistants where the
majority held the FETAC Certificate in the Care of Older
People. Although education level was not associated with
abuse, it was noted that a significant proportion of
healthcare assistants do not hold a formal qualification in
the care of older people. HIQA Standard 23 outlines the
requirements for the staffing of nursing homes in Ireland
and requires that: ‘there are appropriately skilled and
qualified staff sufficient to ensure that services are
delivered in accordance with these Standards and the
needs of the residents.’ The criteria underlining Standard
23 outlines the specific requirements pertaining to staff
recruitment and staff currently employed in the nursing
home sector including that there are sufficient staff to
ensure the safety and well-being of residents, personnel
files are kept on staff, staff are Garda vetted, references
are taken up from previous employers and nursing and
health and social care staff are registered with their
relevant professional bodies.
The vast majority of respondents (82.3%) had received
training in the area of elder abuse. There was no
difference in the extent to which registered nurses or
healthcare assistants had received training in this area.
This was the most prevalent form of training undertaken
by staff related to the care of older people and
demonstrates the widespread penetration and scope of
the HSE elder abuse training programme. It has been
demonstrated that education programmes for staff on the
identification and prevention of abuse of older people in
residential care can have a positive effect on changing
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negative attitudes towards older people as well as
reducing incidents of conflict and aggression directed by
residents at staff, and the levels of staff-perpetrated abuse
towards residents (Pillemer & Hudson 1993).
A single item was used to measure attitudes towards
older people. Overall, approximately a tenth of
respondents agreed with the statement: ‘residents in
nursing homes and residential care settings are like
children, they need discipline from time to time’, however
the vast majority of respondents disagreed with the
statement, indicating an overall positive attitude towards
older people among the study sample. It has been
reported that a greater proportion of nurses’ aides hold
negative attitudes towards older people when compared
to registered nurses (Goergen 2004, Natan et al. 2010).
However, in this study no difference was found between
the two cohorts (registered nurses and healthcare
assistants) on their attitudes towards older people, with
approximately 1 in 10 of nurses and a similar proportion
of healthcare assistants in agreement with the statement.
The infantilisation of older people through holding the
perception that they are like children and require
discipline was found to be associated with the neglect of
older people; however, holding this attitude was not
associated with physical or psychological abuse. This
finding matches that found in a number of studies
(Pillemer & Moore 1989, Goergen 2004) and
demonstrates that staff who report poor attitudes
towards older people are more likely to engage in
practices that are detrimental to the welfare of those in
their care. Previous studies have also identified that poor
attitudes towards older people are associated with the
condoning of abuse and neglect (Shinan-Altman &
Cohen 2009). As Shinan-Altman and Cohen (2009: 681)
highlight, attitudes are ‘important predictors of
behaviours’. However, the vast majority of staff surveyed
held positive attitudes towards those in their care, a
finding found in previous studies of nursing assistants and
registered nurses (Foner 1994). Furthermore, it has been
identified that education programmes on the abuse and
neglect of older people targeted at staff can improve
attitudes towards, and understanding of, older people in
residential care (Pillemer & Hudson 1993).
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7.1

Introduction

This study has examined interactions and conflicts
between staff and residents in residential care settings,
and in so doing identified both the prevalence and
predictors of neglect and abuse of older people receiving
care in these settings. When examined alongside other
published research evidence, these results form a
foundation that can be used to develop strategies to
reduce and prevent the occurrence of mistreatment in
residential settings in Ireland. Although the occurrences
of neglect and abuse were found not to be as prevalent
as those in other studies, the reported prevalence
highlights the need to explore strategies that will further
reduce and eliminate the abuse and neglect of older
people in residential care settings. There are a number of
core fundamental principles that should inform strategies
related to the protection of older people receiving
residential care including: that all older people are
protected from neglect and abuse and, older people
receiving care in a residential setting have the right to live
a life free from abuse and neglect.
Strategies that can reduce and eliminate the abuse and
neglect of older people need to be multifactorial and
multidisciplinary. Multifactorial strategies include
targeted education for health professionals and those
working in social and legal services, making residents
aware of their rights, supporting staff, undertaking
pre-employment background checks on staff, ensuring
adequate staffing arrangements, developing a culture of
therapeutic staff-resident contacts to ensure the wellbeing of older people, prominently displaying information
advising residents, staff and relatives how to report
suspected incidents of elder abuse, and protocols for the
reporting of abuse and neglect (Saveman et al. 1999,
Payne & Fletcher 2005, Hawes & Kimbell 2009).
Multidisciplinary involvement in the protection of older
people should include input from, and communication
between, the Department of Health, the HSE, HIQA,
Nursing Homes Ireland, the justice system, nongovernmental and voluntary organisations, the education
sector, the financial sector, health and social care
professionals, advocates for older people and, most
importantly, older people themselves17. The reduction in,
and prevention of, elder abuse has been shown to be
much more effective when multiple strategies are used
and multiple agencies are involved (Wilson & Micucci 2003).
17 It is acknowledged that this is the approach used by the HSE and HIQA
in the development of strategies and initiatives to prevent the abuse of
older people in the residential sector.

7.2 Nursing Home and
Staffing Issues
It is acknowledged that staff working in the residential
care sector are in physically and psychologically
demanding jobs. There is a need therefore to examine
innovative approaches that can be used to alleviate the
work-related stress that may be experienced by some
staff and how to deal effectively with the interactions and
conflicts that occur within care settings. Strategies need
to be developed that are based on the best practice that
can be used to facilitate staff to manage and respond
appropriately to these stressors. Stress and burnout of
staff in particular have been identified in this report as
factors that are associated with the neglect and abuse of
older people; therefore it is important that managers and
employees recognise the signs of burnout in staff and
implement effective interventions to alleviate the stress
of working with older people.
There is evidence that work-place stressors can be
managed and alleviated (Mimura & Griffiths 2003).
Individual support has been identified as being more
effective than environmental or structural initiatives.
Individual support of staff should incorporate areas such
as of the development and enhancement of coping skills,
conflict resolution, dealing with challenging situations
and stress management (Braun et al. 1997). As TellisNayak and Tellis-Nayak (1989) highlight, institutional
structures that value staff, and respect the social and
psychological needs of employees, results in higher staff
morale and subsequently the delivery of high quality care
to residents. Other factors that have been shown to be
effective in reducing the risk of abuse from a staffing
perspective include: decreasing staff workload (Joshi &
Flaherty 2005), increasing the autonomy and self-esteem
of healthcare assistants (Braun et al. 1997, Shaw 1998),
encouraging family involvement in the care of older
people (Duncan & Morgan 1994) and the development of
teamwork among staff (Saveman et al. 1999).
One particular finding in this report related to the needs
of residents not being met, especially when they called
for assistance. Nursing homes should examine nursing
practices that meet the needs of residents. There is
evidence that simple interventions such as regular
contact with residents, and undertaking specific
interventions including the assessment of pain, offering
toileting assistance, repositioning the resident and placing
essential items within the person’s reach, reduced the

Older People in Residential Care Settings: Results of a National Survey of Staff-Resident Interactions and Conflicts

85

Chapter 7 Implications of the Study Findings

frequency of patient calls, increased levels of patient
satisfaction, reduced falls and increased the levels of
effective staff-patient contact (Meade et al. 2006).
Currently both the HSE18 and HIQA19 provide
comprehensive advice on the steps to be taken if elder
abuse is suspected in a residential setting. It is
recommended that these guidelines are prominently
displayed in residential centres and are accessible to
residents, relatives and staff. Phone numbers of relevant
support agencies, the HSE Information Helpline, the
Senior Helpline and senior case workers should also be
displayed. Furthermore, it is important that nursing
homes follow the step-by-step approach outlined in the
HSE (2012b) document, Responding to Allegations of
Elder Abuse: HSE Elder Abuse Policy and the document
Trust in Care (HSE 2005). Trust in Care outlines how
abuse can be prevented in relation to implementing
procedures on the recruitment and selection of staff as
well as providing employee feedback and training.
Responding to Allegations of Elder Abuse: HSE Elder Abuse
Policy clearly delineates the process a person should take
if they suspect the abuse of an older person receiving
care has occurred and enacts the Protecting Our Future
(Working Group on Elder Abuse 2002) recommendation
that ‘a clear policy on elder abuse is formulated and
implemented at all levels of governance within the
health, social and protection services in Ireland.’
Although the policy only applies to HSE staff, it is
recommended that all residential care services, including
private and voluntary services, adopt the principles in the
document. In particular the policy contains a flow chart
that clearly outlines the process that should be taken if a
member of staff has a concern about elder abuse; a
similar process should be adopted in both the private and
voluntary sectors. Further guidance on the protection of
older people has also been recently been published by
the HSE; in the document Best Practice Guidelines for
Voluntary, Not for Profit Organisations & Private Service
Providers (HSE 2012d), a framework is provided to assist
organisations in preventing older people from being
abused while in care. The guidelines include advice on
protecting the rights of older people, best practice for the
prevention of elder abuse, responding to suspected or
alleged cases of abuse, recruitment and management
practices, financial protection and education and training.
It is important that all organisations that provide
residential care to older people are aware of, and refer to,
these documents.
18 Recognising and Responding to Elder Abuse in Residential Care Settings
19 Fit-Person Entry Programme
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The results from this study identified that the majority of
staff experienced physical and psychological
mistreatment by residents in their care. Although the
literature identifies that staff view this as part of their job,
it is important that mistreatment of staff by residents
should be recorded and acknowledged. This will allow for
the development of a body of knowledge on why abusive
incidents directed towards staff occur as well as
developing an understanding of how such incidents can
be prevented. In addition, the research in this study
demonstrated that staff that have been mistreated by
residents are more likely to neglect older people in their
care. By recording and acknowledging the mistreatment
of staff, action can be taken to deal effectively and
appropriately to this form of conflict. An example of a
structured approach to recording the mistreatment of
staff is the Violence Incidence Form. This record forms the
basis for a structured discussion on violent incidents that
take place in the workplace (see Arnetz & Arnetz 2000
for further details). Developing a system of recording
violent incidents directed towards staff and developing a
structured process relating to the discussion of these
incidents, has been shown to significantly increase
awareness of these types of incidents as well as
developing strategies that both avoid such events
occurring in the future and dealing effectively with them
when they do occur.
HIQA’s Standards for Residential Care Settings for Older
People states that all persons employed in a residential
care setting shall undergo a Garda vetting procedure
(HIQA 2009b). It is identified that this is an important
component in the protection of older people. It is also
recommended that employers undertake a number of
other steps to ensure that staff are suitable to provide
care to older people. These include: voluntary disclosure,
the follow up of references from previous employers, and
checking registration status and qualifications of
prospective employees.20
This study found that sexual mistreatment of older
people, as reflected in talking to or touching a resident in
an inappropriate way, occurred in a very small number of
instances. Nevertheless, the fact that any staff reported
incidents of the type of abuse has implications for
practice. Payne (2010) highlights that a unique set of
strategies are needed to prevent elder sexual abuse.
Education for health and social care professions and the
20 These recommendations are based on the following documents: Report
of the Working Group on Garda Vetting 2004, HIQA Standards for
Residential Care Settings for Older People 2007, Law Reform Commission
Legal Aspects of Carers 2009.
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Gardaí and legal agencies on how to identify and work
with people who have been subjected to sexual abuse is
a strategy in dealing with this type of mistreatment.
Payne (2010) argues that the sexual abuse of older
people should be treated differently from physical abuse
for a number of reasons, not least to ensure that older
people who experience sexual abuse receive targeted
and appropriate support. In addition, it is argued, that the
factors associated with sexual abuse are substantially
different from those associated with other forms of abuse;
this differentiation will assist in developing policies that
will assist in preventing this form of abuse. It is further
recommended that if a case of sexual abuse of an older
person is identified in a residential setting, the possibility
of other victims should also be considered. This is based
on the finding that a perpetrator of sexual abuse may
have abused a number of older people (Payne 2010).
Staff should be aware that the sexual abuse of older
people does occur and training should include
approaches to preventing and recognising the sexual
mistreatment of older people not only by staff but also
other residents and relatives (Burgess & Morgenbesser
2005). It addition, it is recommended that the HSE
formulate a policy directly related to protecting older
people from sexual abuse as well as formulating the steps
that should be taken if an incident of sexual abuse is
suspected in a residential setting.
The extent to which staff observed, or were engaged in,
the financial abuse of older people was low; however, this
form of abuse of older people is one of the most difficult
to detect. Older people in the residential care sector, due
to their vulnerability, are at risk of financial abuse (Harris
& Benson 1999). In addition, the low level of guardianship
also increases the possibility of the theft of an older
person’s possessions. In preventing the financial abuse of
older people in the nursing home sector, a multifactorial
approach is recommended. This includes practical steps,
such as recording patient valuables and providing secure
storage for residents’ possessions, to macro-interventions
such as employee screening, in-service education and
regular Garda liaison with the nursing home (Harris &
Benson 1999). It is also recommended that staff are
involved in the development of theft prevention
initiatives developed within nursing homes (Harris &
Benson 1998). It is acknowledged that the HSE is
exploring financial abuse of older people and has put in
place National Elder Abuse Steering Committee (HSE
2011a,b). Part of the Committee’s remit is to examine and

recommend appropriate education and training
programmes for health care staff on how to protect older
people from financial abuse. The outcomes from this
process should be communicated to all key stakeholders
providing residential services to older people in the
public, private and voluntary sectors.

7.3

Education and Training

The report Review of the Recommendations of Protecting
Our Future: Report of the Working Group on Elder Abuse
(2009: 6) identified that there were still gaps in the
education and training of ‘professionals working with
older people across a range of sectors related to the
protection of older people’. However this study identified
that the majority of staff had received training in the area
of elder abuse. Education of all staff who work in the
nursing home sector is central to the recognition and
prevention of the neglect and abuse of older people.
Education and training of staff should not only emphasise
the physical aspects of the job, but also consider
incorporating the psychosocial aspects such as effective
communication, dealing with aggression and stress
reduction (Goodridge et al. 1996). Education and training
that incorporates strategies on recognising and reporting
potential neglect and abuse is also an important
component as is training in how to deal effectively with
conflicts that may arise between staff and residents.
There are a number of training programmes that can be
incorporated into undergraduate and continuing
education for health and social care professionals that
cover both an awareness and understanding of abuse and
the psychosocial aspects such as dealing with aggression
and stress reduction. For example, Pillemer and Hudson
(1993) have developed an abuse prevention programme
for nursing assistants that has demonstrated a number of
positive outcomes, including the development of better
attitudes towards older people, enhanced conflict coping
strategies and a reduction in self-reported abusive
behaviours. Pritchard (1996) has also developed a
comprehensive training programme on recognising and
preventing abuse that can be incorporated into staff
sessions in the nursing home sector. This programme
uses theory and interactive exercises to facilitate staff to
think about and deal with abusive situations and covers
all types of neglect and abuse, including physical,
psychological, financial and sexual. Staff should receive
educational updates on the recognition and prevention of
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elder abuse throughout their careers due to the ongoing
changes and developments related to the protection of
older people. There is also need to continually evaluate
and review the education and training that staff receive
on elder abuse as well as the need to develop innovative
and effective methods of delivery of these programmes.
At the time of reporting, the National Centre for the
Protection of Older People was conducting an evaluation
of the national elder abuse training programme and the
outcome of this evaluation should offer evidence of its
effectiveness in promoting staff awareness and reducing
abuse and neglect.
The most frequently observed and perpetrated form of
physical abuse was restraining a resident beyond what
was needed at the time; in light of these results there is a
need to incorporate the Department of Health (2012)
policy document Towards a Restraint Free Environment in
Nursing Homes in all residential care centres in Ireland.
The policy highlights that the use of restraints should be
eliminated and only used in exceptional circumstances.
The challenge is to develop educational and training
programmes that will facilitate the reduction in the
inappropriate use of restraints in the nursing home sector.
In addition, there will also be a need to change the
culture in organisations where restraints are used as a
way of coping with staff shortages or dealing with
residents with challenging behaviour. There is evidence
that targeted education and training programmes can
reduce the inappropriate use of restraints in the nursing
home sector (Testad et al. 2005, Evans et al. 2002);
therefore there is a need to incorporate education on the
elimination of restraints into future training programmes
on the abuse and neglect of older people in care.
Healthcare staff from outside the residential setting who
come into contact with older people who have been
abused should be made also aware of the signs of
mistreatment. The neglect and abuse of older people in
residential settings should be incorporated into ongoing
and continuing education for general practitioners and
staff who work in emergency departments. Education
and training should include the signs of abuse such as
cuts, bruises, unexplained fractures, restraint marks,
weight loss, dehydration burns and poor hygiene, and
cognitive an emotional signs such as withdrawal, fear or
depression (Pearsall 2005). Education is also needed to
ensure staff are aware that older people may have
experienced sexual abuse; this may include bruising,
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bleeding and a change in the person’s behaviour
patterns, such as an unwillingness to undress or fear of
staff members.

7.4 Raising Awareness of Neglect
and Abuse
Older people receiving care in residential settings should
be involved as much as possible in decisions relating to
their care. Where this is not possible, they should have
someone who can advocate on their behalf. Protecting
Our Future (Working Group on Elder Abuse 2002: 22),
recommended that an advocacy service be established to
enable residents to ‘protect their … assets and have their
wishes respected when making decisions’. The National
Advocacy Programme in Residential Care Settings,
initiated by the HSE and now run by Third Age21 and
funded by the HSE is an important and welcome initiative
that provides older people in residential settings with a
voice in their care. Trained volunteers act as advocates.
The tripartite partnership in the advocacy programme
involving Third Age, the HSE and Nursing Homes Ireland
provides a comprehensive approach to the protection of
older people and is a model that requires ongoing
structural and financial support. This was highlighted in
an evaluation of the programme which reported that it
enhanced the quality of care in residential settings
(Pillinger 2011). Furthermore, the use of a person-centred
ethos, which underpins the advocacy programme, has
the capacity to impact positively on the culture within
residential care (McCormack et al. 2011).
There is also a need to ask older people receiving
residential care about their experiences of neglect and
abuse. Cooper et al. (2009: 836), in a systematic review of
the literature, concluded that ‘asking older people and
their carers about abuse is probably the single most
effective detection strategy’. In addition, residents and
family members should be made aware of how to prevent
and report abuse. Older people should be empowered to
develop the ability to recognise abuse as well as know
the steps to take to protect themselves from
mistreatment. Empowerment interventions, such as those
currently being developed by the National Centre for the
Protection of Older People, can provide older people

21 Third Age is a voluntary, community organisation representing older
people in Ireland (see http://www.thirdageireland.ie).
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with the requisite internal resources to recognise threats
to their well-being and assert their rights to protection.
HIQA (2012) has identified that there are problems with
risk management procedures in over a quarter of
residential centres inspected and reported that there
were inadequate arrangements in place in residential
centres to prevent abuse. It is recommended that staff
and nursing home administrators should also be aware of
the risk factors highlighted in this report that may lead to
the abuse and neglect of older people. A risk assessment
should be regularly undertaken at resident, staff and
facility levels.
Social isolation and loss of social contact are risk factors
related to the abuse of older people. Therefore,
communities should be encouraged to become involved
with their local nursing home through volunteering and
outreach programmes. Residential centres should also
have a forum that allows residents and family members to
discuss the safety, rights, privacy and dignity of residents
in their care. Many nursing homes in the US set up a
residents’ council to allow older people discuss issues and
concerns (Payne & Fletcher 2005). Outreach programmes
that encourage community involvement in a nursing
home have been identified as a factor in preventing
abuse. Encouraging older people in residential care to
have contact with groups and individuals in the
community offers a protective function and increases
their well-being. Furthermore, a liaison programme
between the nursing homes and the Gardaí should be
also considered. Payne and Fletcher (2005) outline a
number of positive benefits of having a police liaison
system with a residential centre, including safety of
residents, decreased feelings of vulnerability and the
development of strong working relationships with staff.
Awareness of abuse has been shown to be effective in
increasing reports of abuse, but in time reducing the
prevalence of cases (Hester & Westmarland 2005).
Therefore, it is recommended that future public and staff
awareness programmes should highlight abuse of older
people in both residential and community settings. Due
to the results in this study, that indicate that older people
can experience all forms of abuse in residential care,
including financial and sexual, these should continue to
be highlighted in future awareness initiatives.

7.5

Policy

It is acknowledged that both the HSE and HIQA have
developed comprehensive standards and guidelines
related to the protection of older people from abuse and
neglect. It is further acknowledged that the Social
Services Inspectorate of HIQA has an important and
effective role in inspecting residential settings to ensure
that standards are being met. These initiatives, standards
and guidelines form a comprehensive basis for preventing
the abuse of older people as well as dealing with
suspected cases of abuse. However, as the findings of this
study indicate, care staff have reported evidence that
older people in residential care settings in Ireland have
experienced neglect and physical, psychological, financial
and sexual abuse, albeit at much lower levels than that
reported in the international literature. There is therefore
a need to further develop a multi-agency approach to the
problem of elder abuse. There is evidence that multiagency approaches to preventing and investigating abuse
are effective in identifying and reducing the incidents of
abuse (Quinn & Tomita 1997, Payne & Fletcher 2005).
This approach should involve the HSE, HIQA, Nursing
Homes Ireland, justice, education, social and health
professionals, advocacy groups and older people
themselves. In addition, there is a need to highlight the
role of the dedicated officers and senior case workers for
the prevention of elder abuse amongst staff and how
these skilled personnel can be used as a resource in both
the prevention and reporting of abuse. Furthermore,
linkages between senior case workers and residential
settings should be further developed and enhanced.
There is also a need for the sharing of information on
abuse within and across agencies including the
Department of Health, the HSE and HIQA.
Policies developed at national level to prevent the
neglect and abuse of older people should include
representatives from the nursing home sector including
administrators, nursing and healthcare staff,
representative bodies and older people receiving
residential care.
Whether mandatory reporting of elder abuse that occurs
in the residential setting should be introduced is an area
of debate, with reports that in jurisdictions with
mandatory reporting in place, abuse is still underreported
(McCool et al. 2008). The report, Protecting Our Future
(Working Group on Elder Abuse 2002), did not
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recommend the introduction of mandatory reporting due
to the perception that it may hinder people seeking help
due to the fears over the legal and personal
consequences that may occur. It is recommended that
staff are made aware through education and training of
the Health Act, 2007: Part 14, Section 103, which outlines
the concept of protected disclosure. Under protected
disclosure, an individual who reports on actions that may
pose a risk to the health and welfare of those receiving
care is not liable for damages and is protected from civil
liability or penalisation by an employee. This is an
important safeguard for staff reporting a suspected or
actual case of abuse and should be highlighted in all
education and training programmes related to the abuse
of older people. Although mandatory reporting of abuse
in the residential sector is not recommended, the
experience of other jurisdictions where mandatory
reporting of abuse is legislated for should be explored.
Mandatory reporting of abuse is currently in place in
Australia22, the Canadian province of Alberta23 and a
number of states in the US (McCool et al. 2009). The
impact of introducing mandatory reporting in these
countries should be explored, including the effect on
reporting rates and outcomes associated with the person
reporting the abuse and the protection of the resident.

7.6

Future Research

Further research is necessary to identify the strategies
that are effective in preventing and reducing incidents of
abuse in the residential sector; at present there is limited
high quality research on the management and
intervention strategies that are effective in preventing the
abuse of older people, especially those receiving
residential care (Payne & Fletcher 2005, Ploeg et al.
2009). A programme of research should be instigated that
identifies interventions that are effective in reducing the
abuse and neglect of older people in the residential
sector. These interventions should be developed and
tested using experimental, quasi-experimental or
comparative group designs. Areas where research should
be undertaken include the effectiveness of training
programmes for staff and the impact of advocacy and
empowerment programmes for older people receiving
residential care. It is also important that education and
training programmes relating to elder abuse are
22 Section 63-1AA(1) of the Aged Care Act 1997.
23 Section 2 of the Protection of Persons in Care Act 2009.
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evaluated to identify their effectiveness in raising
awareness of abuse and reducing the incidence of
mistreatment.
An analysis of the Cochrane Database of Systematic
Reviews identified that to date there has been no
systematic reviews published on interventions that
prevent the abuse or neglect of older people receiving
care in the nursing home sector. It is recommended that a
systematic review and meta-analysis be undertaken on
interventions that are effective in preventing the neglect
and abuse of older people receiving residential care. The
findings of this review should be disseminated to all
stakeholders and incorporated into future education and
training programmes for staff working with older people
in the residential sector.
There is a paucity of research that reports on the
experience of neglect and abuse from the perspective of
the older person receiving care. It is acknowledged that
there are complexities in undertaking research with older
people receiving residential care; however innovative
qualitative approaches, such as that undertaken by
Lafferty et al. (2012) in exploring older people’s
experiences of abuse living in the community, could be
used to give older people in residential settings a voice
on their experiences of neglect and abuse in the nursing
home sector. Studies that have been carried out from the
perspective of older people demonstrate that older
people view abuse and neglect from a different
perspective than staff. In addition to involving older
people in researching neglect and abuse in residential
settings, other innovative approaches should be
considered, including using a review of case and hospital
records, incident reports, legal reports and interviews
with families and staff.
There is a need for further research on the relationship
between migrant care workers in the residential sector
and staff and residents. Such research should develop an
understanding of the conflicts and interactions that occur
and how these can be understood in terms of the changing
workforce providing care to older people in Ireland.
There is an awareness that financial and sexual abuse can
occur in residential settings; however, these forms of
abuse are insidious and difficult to research. There is
however a need to undertake further research to identify
the factors and the profile of perpetrators involved in
these forms of abuse. The research, as well as exploring
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financial and sexual abuse from the perspective of staff
members, should also explore the phenomenon from the
perspective of relatives, other residents and older people
themselves.

identifying factors associated with mistreatment of older
people. In addition the study measured the extent to
which staff were mistreated or experienced aggression
directed at them by older people in their care.

Education on elder abuse and neglect should commence
early in health professionals’ undergraduate education
(Hawes 2003); however the extent to which education on
neglect and abuse in residential settings is part of the
curricula in a number of health and social care
professions is unknown. Therefore, research needs to be
undertaken to identify the extent to which the abuse and
neglect of older people is taught in education
programmes for health and social care professionals.

The vast majority of staff reported that they had
experienced conflicts with residents and these tended to
occur on more than one occasion. The majority of staff
had also experienced some form of physical and
psychological mistreatment from residents in their care.
Although reported to a lesser extent than either physical
or psychological abuse, approximately a quarter of the
staff reported that they had experienced some form of
inappropriate sexual behaviour by a resident. This is the
first time that accurate figures on these aspects of the
working lives of healthcare assistants and registered
nurses have been published in Ireland and will inform
future strategies to reduce staff and resident experiences
of conflicts.

7.7

Conclusions

The population of older people in Ireland is increasing
and concomitantly are the numbers who require
residential care. Approximately 6% of older people in
Ireland are receiving residential care and this figure
increases exponentially with age. Older people who
require residential care are some of the most vulnerable
people in our society due to high levels of cognitive and
physical impairments and reduced social networks; in
addition the vast majority of older people in residential
care are dependent on others for the provision of their
physical and psychological needs. The types of residential
care services provided to older people in Ireland are also
changing. The vast majority of older people in residential
settings are now receiving care in the private sector,
whereas a decade ago the majority were cared for in the
public or voluntary sectors. Evidence has previously
shown that the characteristics of older people requiring
care in the residential sector and characteristics of
residential settings themselves may make older people
vulnerable to neglect and physical, psychological,
financial and sexual abuse.
There is evidence from previous investigations that older
people in residential care in Ireland have experienced
neglect and abuse; however, to date, no systematic study
has ascertained the extent of mistreatment experienced
by those in care. This is the first study to undertake a
large-scale survey of staff-resident interactions and
conflicts in the residential sector in Ireland and, using
staff self-reports of observed and perpetrated physical,
psychological, financial and sexual abuse and neglect,
established the extent of the problem as well as

Staff reported that they had both observed and
perpetrated acts of neglect, with 57.6% of staff reporting
that they had observed one or more neglectful acts and
27.4% of respondents reporting that they had been
involved in at least one neglectful act within the
preceding twelve months. Overall, 11.7% of respondents
had observed another member of staff physically abuse a
resident in the preceding year while 3.2% of respondents
reported that they had engaged in one or more acts of
physical abuse. Prevalence rates for observed and
perpetrated acts of psychological abuse were higher with
26.9% of staff reporting that they had observed one or
more psychologically abusive incident in the previous
year with 7.5% of staff reporting that they had engaged in
psychological abuse. A very small minority of staff
reported that they had observed or perpetrated financial
or sexual abuse. Overall 1.2% of respondents reported
that they had seen another member of staff taking
valuables or property from a resident on at least one
occasion with a minority (0.7%) of respondents reporting
that they had stolen from a resident. A small minority of
respondents (0.7%) also reported that they had observed
inappropriate sexual behaviour by a staff member with a
resident, with 0.2% reporting that they had perpetrated
some form of sexual abuse.
Although the prevalence of neglect were similar to those
found in similar studies carried out internationally, rates
of physical and psychological abuse were substantially
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lower. Research into the financial and sexual abuse of
older people is in its infancy and further work is needed
to develop methods that will validly measure the extent
to which older people are experiencing financial and
sexual abuse. However, rates of these types of abuse were
comparable or lower to that reported in the US and Europe.

reduces their quality of life, especially in the latter years
of their life. It is therefore imperative that older people
are put at the centre of all future initiatives to prevent
their mistreatment in residential settings and that they
have the right to live a life free from abuse and neglect.

The factors associated with the abuse of older people
were identified as complex and multifactorial and a
number of the characteristics would require further
investigation. However, there were a number of factors
that were consistently associated with the neglect and
abuse of older people receiving residential care in Ireland.
These included: staff experiences of stress, staff with high
levels of burnout and low levels of job satisfaction, staff
who were experiencing psychological distress, staff who
expressed a wish to leave the organisation in which they
were currently employed and those with poorer levels of
physical health. Contrary to previously reported research,
there was no relationship between the grade of staff and
the type of nursing home in which the older person was
cared for.
The rates of elder abuse reported by residential care staff,
by international standards, were low. It is evident that a
broad and comprehensive approach has been taken at
policy and legislative level to protect older people in the
residential care sector from neglect and abuse. The
regulation of the nursing home sector through HIQA and
the power invested in the authority through legislation
has changed the landscape in terms of the quality and
standards of care in the nursing home sector. The HSE
has also developed a central role in the protection of
older people from abuse through a number of high profile
educational, staffing and communication initiatives. In
addition, public awareness of elder abuse has been
highlighted in media reports and official enquires, not least
those that were instigated on Leas Cross Nursing Home.
Although the prevalence of mistreatment of older people
in the residential sector was lower than that reported in
the international literature and the vast majority of older
people are cared for in high quality environments, this
study provides evidence from staff reports that older
people in Ireland experience neglect and physical,
psychological, financial and sexual abuse. The impact of
this neglect and abuse on older people can be
detrimental and harmful to the older person’s physical
and psychological health and well-being and greatly
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