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Abstract

Background: Although abuse experienced by older adults is common and expected to increase, disclosure,
reporting and interventions to prevent or mitigate abuse remain sub-optimal. Incorporating principles of harm
reduction into service provision has been advocated as a strategy that may improve outcomes for this population.
This paper explores whether and how these principles of harm reduction were employed by professionals who
provide services to older adults experiencing abuse.

Methods: Thematic analysis of qualitative interviews with 23 professionals providing services to older adults
experiencing abuse across three Western provinces of Canada was conducted. Key principles of harm reduction
(humanism, incrementalism, individualism, pragmatism, autonomy, and accountability without termination) were
used as a framework for organizing the themes.

Results: Our analysis illustrated a clear congruence between each of the six harm reduction principles and the
approaches reflected in the narratives of professionals who provided services to this population, although these
were not explicitly articulated as harm reduction by participants. Each of the harm reduction principles was evident
in service providers’ description of their professional practice with abused older adults, although some principles
were emphasized differentially at different phases of the disclosure and intervention process. Enactment of a
humanistic approach formed the basis of the therapeutic client-provider relationships with abused older adults,
with incremental, individual, and pragmatic principles also apparent in the discourse of participants. While respect
for the older adult’s autonomy figured prominently in the data, concerns about the welfare of the older adults with
questionable capacity were expressed when they did not engage with services or chose to return to a high-risk
environment. Accountability without termination of the client-provider relationship was reflected in continuation of
support regardless of the decisions made by the older adult experiencing abuse.

Conclusions: Harm reduction approaches are evident in service providers’ accounts of working with older adults
experiencing abuse. While further refinement of the operational definitions of harm reduction principles specific to
their application with older adults is still required, this harm reduction framework aligns well with both the ethical
imperatives and the practical realities of supporting older adults experiencing abuse.
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Background
Increasingly recognized as a pressing public health issue
[1], abuse of older adults refers to action or lack of
appropriate action within a relationship that causes
harm or distress to older persons, including emotional/
psychological abuse, financial/material abuse, sexual
abuse and neglect [2]. A systematic review by Dong [3]
found that elder abuse was associated with outcomes
such as: psychological disturbance; poor health; increased
emergency room visits and hospitalizations; premature
nursing home placement; and shortened survival.
Risk factors for abuse of community-dwelling older

adults identified in one systematic review [4] include
characteristics of the: a) older adult (cognitive impair-
ment; psychiatric illness; functional dependency; poor
health or frailty; ethnicity; loneliness; alcohol use); b)
perpetrator (caregiver burden, psychiatric illness;
substance misuse; personality traits; ethnicity, cognitive
impairment, trauma or past abuse); c) relationship
between the older adult and perpetrator (family dishar-
mony; poor or conflictual relationships); and d) environ-
ment (low levels of social support). Importantly, the risk
factors with the highest odds ratios predicting abuse of
older adults in this review were relationships and
environment.
While the number of cases of abuse of community-

residing older adults is expected to double in the coming
15–20 years based on the growing population of seniors
[5], societal issues such as increased rates of poverty [6]
and social isolation due to COVID-19 [7] may further
increase the numbers of older adults at risk for abuse. In
addition, the ripple effects of the opioid crisis on abuse
of older adults, including theft of medications, financial
exploitation, and physical abuse, also appear to be
rapidly accelerating [8].
Detection and reporting of abuse of older adults, as

well as interventions to prevent or mitigate abuse,
however, remain sub-optimal [5, 9], in spite of
strategies such as mandatory reporting in some juris-
dictions [5]. Although estimates of the prevalence of
abuse of community-dwelling older adults range from
1.1% [10] up to 25.3% [11], actual rates are suspected
to be much higher [12]. For example, Lachs [6] found
the older adult abuse rate in New York City to be 24
times greater than the number of cases referred to
law enforcement, legal authorities or social services.
The National Elder Mistreatment Study [13] reported
that only 15.4% of older adults experiencing abuse
sought help through the police or other authorities. A
study of 2880 older women in five European coun-
tries found that 30.1% of older reported at least one
experience of abuse in the previous year, and less
than half talked about this in an informal setting or
reported it to a formal agency [14].

Under-reporting results from both client- and
provider-related factors. Abusive behaviors may not be
recognized or defined as such by older adults [15, 16];
the older adult may be reluctant to place a relationship
on which they are dependent at risk [17, 18]; there may
be fear of institutionalization [4] and access to appropri-
ate services may be limited [19–21]. Older adult victims
of physical abuse, poly-victimization (multiple instances
and types of abuse), or those in which a perpetrator had
previous police involvement were found to be more
likely to seek help, while help-seeking was lower among
older adults who were dependent on their perpetrator or
when the perpetrator had a large friendship network
[13]. Providers may fail to recognize or know how to re-
spond to suspected abuse of older adults, or feel report-
ing would adversely affect trust in the clinician-patient
relationship [12, 22–24].
In order to address the challenges related to disclos-

ure, reporting, and intervention, Burnes and colleagues
[5] proposed a conceptual practice model of community
elder mistreatment with capable older adults. The
model’s principles of voluntariness, self-determination,
and adopting the least restrictive path are intended to
provide much-needed guidance for researchers and
service providers. Harm reduction is advocated in this
model as an orientation that can promote abused older
adults’ self-determined and personal construction of a
successful outcome, without seeking to completely elim-
inate or resolve the situation [5]. A harm reduction ap-
proach provides the opportunity for a range of solutions
along the risk reduction continuum, while reconciling
the fact that some older adults will choose to live in
ways that may jeopardize their own safety [5].
Harm reduction is a public health strategy that aims to

reduce the harms of usually stigmatized behaviors, rec-
ognizing that abolition may, in fact, exacerbate harms
[25]. While typically associated with strategies to miti-
gate illicit drug use, the principles of harm reduction are
being increasingly applied to diverse populations, includ-
ing sex workers [26, 27], persons with eating disorders
[28] and youth sex exploitation [29]. In fact, Hawk et al.
[30] suggest that harm reduction should be considered a
universal precaution that can be applied “to all individ-
uals regardless of their disclosure of negative health
behaviors, given that health behaviors operate along a
continuum and are not binary” (pp. 7–8). Older adults
experiencing abuse are often vulnerable individuals who
make decisions that may jeopardize their own health
and safety, suggesting that harm reduction may be a
helpful lens through which to address these situations.
Burnes et al. [5] advocated for the use of a harm reduc-
tion approach in cases of abuse of older adults, where
mistreatment cases are typically never completely re-
solved, and where the severing of close, often familial
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relationships, would be discordant with the voluntary
nature of requesting supportive services.
Hawk and colleagues [30] defined six comprehensive

principles of harm reduction (humanism, pragmatism,
individualism, autonomy, incrementalism and account-
ability without termination) that might be applied to
working with older adults experiencing abuse. Human-
ism recognizes that harmful behaviors provide some
advantage to the individual, which must be assessed and
acknowledged to understand the balance between harms
and benefits. Recognizing that positive change can take
an extended time, and that plateaus and negative trajec-
tories are common, the principle of incrementalism
emphasizes the need for ongoing support in cases of
abuse of older adults. Because older adults present on a
spectrum of harm and receptivity to change, the
principle of individualism in harm reduction requires
the consideration of individual strengths and needs, as
well as tailored messages and interventions. Pragmatism
posits that abstinence (or severing the relationship, in
the case of abused older adults) is neither prioritized nor
assumed to be goal of the client. Autonomy, central to
both the harm reduction approach and recognition of
the older adult’s right to self-determination, is the harm
reduction principle highlighting that individuals ultim-
ately make their own choices. Provider-client relation-
ships are characterized by shared decision-making,
patient-driven care and reciprocal learning. Autonomy is
evident in the finding that victims of elder abuse are
generally unreceptive to the involvement of the criminal
justice system [31]. Finally, accountability without
termination highlights that, while older adults are
responsible for their choices and behaviors and have the
right to make harmful decisions, they should still be
supported through the consequences of their decisions.
Perceived “backwards movement” is not penalized by
providers, who instead help patients to understand the
impact of their choices and behaviors. This paper ex-
plores whether and how these principles of harm reduc-
tion were employed by professionals who provide service
to older adults experiencing abuse.

Methods
A larger study was conducted between March, 2019 and
February, 2020 across three Prairie provinces in Canada
(Manitoba, Saskatchewan and Alberta) with both older
adults who experienced abuse as well as service pro-
viders. The objective of the overall study was to explore
help-seeking, disclosure and reporting of abuse, and ser-
vices available to older adults experiencing abuse. Ethical
approval was granted by the University of Manitoba
(#351893), University of Saskatchewan (#1957), and the
University of Calgary (REB 19–0417). Because we col-
lected data in three provinces, and studies of abuse of

older adults were deemed “above minimal risk”, each
local institution required separate ethical approval.
Participants were recruited from across each of the

provinces through organizations and agencies that
offered referrals or direct services to older adults experi-
encing abuse. These settings included urban, mixed
urban-rural and rural agencies which provided: services
to seniors that included abuse-related programs; abuse-
specific intervention; general services for older adults
unrelated to abuse; community services unrelated to
specific services for older adults; home care services;
hospitals; and police services. Recruitment posters in
three time periods in 2019 were sent to social service
and health care organizations and followed up by a tele-
phone call to the manager/director of the organization
to obtain a convenience sample.
The present paper focuses specifically on data elicited

from service providers. Following written informed con-
sent, data were collected by three research assistants
(one in each province: MC, CL, KG) trained by the re-
searchers (KR, CW, DG) in 23 individual face-to-face,
telephone or virtual semi-structured, audiotaped inter-
views of 30–60 min with service providers. In order to
obtain diverse perspectives, participants represented a
broad range of professionals whose practice involved
older adults experiencing abuse. Field notes were made
during the interviews by the research assistants. Five
broad interview questions were supplemented with
probes and focused on capturing the experiences of pro-
viders in working with older adults experiencing abuse
of any kind. In particular, the interview questions asked
about: help-seeking and reporting abuse; the nature and
quality of local services available to address abuse of
older adults; and recommendations for assisting older
adults who are considering reporting abuse. Direct ques-
tions about the use of harm reduction approaches were
not included. Verbatim transcripts were prepared and
identifying information was removed from the tran-
scripts. Transcripts were returned for verification to
participants.
Preliminary analysis of data from both older adults

and providers from the larger study was conducted by
the research team over three meetings. In order to more
fully examine the data elicited from providers, these
transcripts were uploaded into NVivo V. 12 and inde-
pendently line-by-line coded by a researcher (DG) and a
research associate (MR) using an inductive thematic
analysis approach [32]. Themes were identified from the
codes and reviewed, with emerging themes compared in
relation to the codes and entire data set. The initial the-
matic analysis suggested that harm reduction approaches
were embedded within the data, although were never
explicitly articulated by participants. A literature search
identified Hawk et al.’s [30] explication of harm
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reduction principles, which were used as a thematic
framework for organizing the data.
Rigor [33] was supported throughout this study in

several ways. Participants had the opportunity to review
their transcripts and provide additional comments as
desired. An audit trail ensured dependability, while
independent coding, analysis and discussion allowed for
confirmability. Transferability was achieved though rich
textual description. This study was conducted in accordance
with the Consolidated Criteria for Reporting Qualitative
Research (Supplemental Material).

Results
All participants (N = 23) were professionals currently
working with older adults experiencing abuse. Fifteen
social workers, four nurses, two program coordinators
and two physicians took part in the interviews. Partici-
pants represented: agencies providing general services to
seniors that included abuse-related programs (n = 8);
agencies dedicated to abuse interventions (n = 3); com-
munity agencies offering intergenerational programs
(n = 4); hospitals (n = 4); home care (n = 2) and police-
based vulnerable persons services (n = 2). Fifteen partici-
pants were based in urban locations, two in rural areas
and five provided services to both urban and rural areas.
The results of our analysis are presented below, with

Hawk et al.’s [30] Harm Reduction principles used as
primary themes to organize the sub-themes identified in
the data.

Humanism
Humanism describes the way providers respect, value,
care for and dignify clients as individuals [28]. This ap-
proach was clearly reflected in multiple references about
the importance of “seeing” the client holistically and
approaching both disclosure and interventions related to
abuse with compassion and understanding. Three sub-
themes characterized the enactment of humanism by
providers dealing with abused older adults: a) building a
trusting relationship; b) understanding the context; and
c) validating the older adult’s dignity and worth.
Participants were unanimous in their agreement that

building a trusting relationship with the older adult ex-
periencing abuse was foundational to both disclosure
and intervention. Creating a safe space in which the
older adult felt seen, heard and respected was typically
the first step in building trust. “Please know that we can
have a safe conversation about that [behavior] and see
what we can do to help you, at a pace that you are com-
fortable with, to a point that you’re comfortable with…
and we do nothing unless you say it’s ok for us to help
you with that”. (Urban Community Seniors Program
Coordinator) The skills of acceptance and being present
to whatever the older adult wished to discuss fostered

trust. “It’s okay to air out your dirty laundry…it doesn’t
mean you’re bad. Just means some really bad stuff is
happening to you.” (Urban Community Health Nurse).
Developing a relationship in which disclosure could

take place often occurred over repeated encounters and
was described as most effective when there was continu-
ity in providers. “There is kind of a worry of being kind of
‘tossed around’ from kind of support to support and not
just having one main contact… a lot of what we hear is
that we just want the one person for me to call.” (Urban/
rural Seniors’ Agency Coordinator) Several participants
noted how difficult it was for older adults to have to re-
peat their story if a new provider became involved.
“Once they do that once, they maybe don’t want to do it
again” (Urban Seniors’ Agency Coordinator).
Humanism was also evident in efforts to situate the

abuse within an understanding of the context of the
older adult’s individual life circumstances. Generational
differences in help-seeking were reported by some par-
ticipants. “We’ve got our older adult population and
they’re not used to getting help. They’re not used to
reaching out, they’re not the ones that go for counselling,
and everything is very much kept in the family.” (Urban/
rural Seniors’ Agency Coordinator).
Supporting older adults experiencing abuse entailed

validating their worth and rights as human beings, which
had often been severely undermined in the context of
abuse. “You are worthy of good care. You are worthy of a
good life. You deserve to have access to your finances in a
healthy way to support you, your medication, your food,
your life, your recreation. You deserve to not be abused.”
(Urban Community Health Nurse) Acknowledging the
validity of the older adult’s experience was important in
establishing a trusting relationship. “For them to know
that what they are feeling and what they are experien-
cing is real and it’s justified…whether it ends up that it’s
abuse or something else, if it’s causing you distress, then
you should feel that you can talk to someone - and it’s
valid.” (Urban/rural Seniors’ Agency Coordinator).

Incrementalism
The harm reduction principle of incrementalism recog-
nizes that positive steps may take months or years to
achieve [30]. Small successes can promote ongoing en-
gagement with service providers and provide for contin-
ued access in the event of future crises. Descriptions of
incremental approaches adopted by participants were
evident during both the disclosure and intervention
processes.
Participants were unanimous in describing that disclo-

sures of abuse from older adults most often occurred
within contexts not necessarily related to deliberate
abuse reporting and were more likely to occur as the
trusting relationship became better established. “It’s not
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generally like, a lot of outright disclosures; it doesn’t
really happen that way. It’s more you’re going through,
you’re gathering some history and trying to understand
what the struggles are with that person, and you come to
learn about the relationship between them and their adult
child. You come to learn the certain things have happened
where it could have been financial and/or emotional
abuse.” (Urban/rural Seniors’ Agency Coordinator).
The stories of abuse would typically emerge incremen-

tally. “They might…just mention a little bit, because
sometimes they might be thinking ‘Oh yeah, it’s nothing,
it’s nothing, right?’... I think it is more of a just a little
quiet conversation…This is happening to me. And they
probably won’t even give you the full details right away,
either. You’d have to be probing for some more.” (Rural
Homecare Social Worker).
Providers also recognized that small steps on the

client’s part were a success, given the often fragile and
vulnerable state of the older adult. “The first disclosure
sometimes can just have so much emotion with it….they
don’t have the ability to take any action or take any
steps.” (Urban Hospital Social Worker) The value of on-
going discussions, directed at the pace desired by the
older adults, also highlighted the importance of incre-
mental steps. “The more that people are open and talk-
ing – even if they don’t make any changes – they’ve
acknowledged it, they’ve said it out loud and that’s a
huge step for them.”(Urban Community Social Worker).
Incremental improvement in overall well-being could

be a pathway to increasing the older adult’s ability to
deal in the most effective way possible for them with the
abuse they experienced. Once the client’s most pressing
health and social needs had been addressed, participants
suggested there may be an increased “readiness” to move
forward. “In our program, we help people become physic-
ally stronger. We know they’re eating better; we know
they’re thinking more clearly because their medications
have been adjusted. It’s when all of those things happen
that people then can start thinking, ‘Okay, we need to do
something about this. I need to do something about this.
I know who I can trust. I know what I’m going to do
next.’” (Urban Hospital Social Worker).

Individualism
Recognizing that each older adult presents with unique
needs and strengths, individualism as a harm reduction
principle highlights the importance of tailoring mes-
sages, and maximizing treatment options [30]. Partici-
pants described the range of emotions exhibited by older
adults experiencing abuse and the frequent reluctance or
inability to find a way out of their situation. “Bone deep
fear…fear is huge. Embarrassment... Blame. Guilt. …
That’s why they rarely report it, because they are trying
to deal with all of these emotions that are coming up

with it - and hoping it will just go away. And trying to
figure out other ways that they can make it go away,
without dealing with it”. (Rural Abuse-specific Agency)
Participants also reported diverse responses from the
older adults that required them to adapt and adjust their
therapeutic approaches. The following illustrates a
potential range of responses from older adults. “It’s not
okay that your son takes your money from your pension,
because you need to buy your medication for your dia-
betes…And sometimes they shrug their shoulders, some-
times they cry. And then sometimes they shut down and
you’ll never hear the conversation again.” (Urban
Community Health Nurse).
Affirming the decisions of the older adult and offering

support to try to deal with their situation was offered to
maximize treatment options for participants. “So you
might choose to stay. That you don’t need to blame your-
self. You don’t need to accept it because you stay. Staying
might feel like a better choice than leaving.” (Urban
Community Social Worker).

Pragmatism
Recognizing that abused older adults’ attitudes, behav-
iors and choices were influenced by myriad social and
cultural influences, providers relied on listening to the
expressed values of the individual. Pragmatism, accord-
ing to Hawk et al.’s model [30], means that abstinence
from harmful behaviors (which, in the case of elder
abuse, could mean continuing to choose to live their
lives at risk for further abuse) is neither prioritized nor
assumed to be the goal of the client.
Participants repeatedly remarked the goal of maintain-

ing family ties often superseded apprehensions about
their own safety for many older adults experiencing
abuse. “[They’re] worried that they may lose connection
to family… that one person is the only one that they have
left to meet their needs.” (Urban General Seniors’
Services) “‘He’s all I have, so I know he only cares about
me if he gets my money and he’s using me but, if I don’t
have him, who do I have? Nobody. I can’t take my money
with me when I die, so I’ll continue to let him use me,
take advantage of me, because I would rather do that
than be alone.’ And I think that’s the horrid reality for a
lot of people.” (Urban Hospital Social Worker).
In many circumstances, the goals of the individual

older adult reflected their overarching concern for their
adult children. When family members were the perpe-
trators of the abuse, providers recognized how the bonds
of love and kinship could push the older adult to not
disclose abuse for the welfare of both the family member
as well as for themselves. “When adult children are in-
volved, they tend not to want to necessarily punish…
They’re often seeking help for that adult child because
they feel that person is very troubled…[their child]
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wouldn’t be doing this if they didn’t have real problems
of their own… addiction, or mental illness, or unemploy-
ment, financial issues…Its not ‘I need help’- it’s my adult
child, I want help for them.” (Urban Community
Physician).

Autonomy
The principle of autonomy, in which professionals rec-
ognized that clients ultimately make their own choices
based on their own abilities, resources, beliefs and prior-
ities [30], was a dominant theme in the data. References
to autonomy were most often described in relation to
the client decision-making process following disclosure.
Providing education, suggestions and support were piv-
otal resources used by providers to empower older
adults experiencing abuse to consider the range of
options available to them and inform their autonomous
decision. “What I would normally do is go through a
generic idea of here would be some of your options or
their options for how you could move forward, and then I
would suggest to them the next kind of steps.” (Urban/
rural Seniors’ Agency Coordinator).
Participants were clear that autonomy was founda-

tional in their work with older adults experiencing
abuse. There was ongoing reinforcement that providers
would support and provide suggestions, but ultimately,
the decisions that needed to be made rested with the cli-
ent. “It has to be their call as to whether or not they
move forward to make the situation better. We have to
be very careful as people who might be responding to sit-
uations of elder abuse that we don’t replicate the abuse
by forcing what we think is best for them on them.”
(Rural Abuse-Specific Agency Coordinator) Not only
was the decision about next steps the older adult’s to
make, the pace at which the next steps was also directed
by the client. “If they choose not to report it right now, it
can still be reported in the future - like when they are
ready”. (Urban/rural Seniors’ Agency Coordinator).
Resolving the tension between promoting autonomy

and protecting older adults in situations of potentially
impaired capacity was described as an ongoing chal-
lenge, particularly when some professionals involved
might not have complete information about the clients’
circumstances. Frustration was expressed by a number
of participants in relation to this issue: “This self-
determination stuff. Like they’re saying that it’s up to
these people to make like their decisions, but they’ve been
determined to be not capable to making those specific
decisions that you’re saying they’re able to do.” (Rural
Abuse-specific Agency Social Worker) “There’s so many
shades of grey…this person can make the decision for X,
but not Y and Z…So they’re making these determinations
on what kind of decisions they can make and then, when
it comes to the really tough stuff, nobody wants to make

that really tough decision on that person. Like we’ve seen
that with the public trustee’s office… taking an arm’s
length approach.” (Urban Police Services Social Worker).
Of the six harm reduction principles, recognizing the

autonomy of the older adult client to make choices that
placed them at risk seemed to create the most moral
distress for the providers interviewed. “You work really,
really hard trying to put all of the pieces together for the
senior, and then they say, “Nope, I’m going back to my
family”. And it’s very difficult sometimes”. (Rural Abuse-
Specific Agency Coordinator).

Accountability without termination
This harm reduction principle is based on the premise
that clients are responsible for their own decisions, but
that they are not abandoned by the providers involved
with them, regardless of the decisions that the older
adult makes. “Sometimes you work so hard to try to find
a solution for them, and then at the end of the day, they
end up going backwards again. I think it’s critical…to not
just give up on them if they make that decision.” (Rural
Abuse-Specific Agency Coordinator).
This principle was enacted by providers making ar-

rangements for ongoing contact and check-ins. “Just
keeping the door open in case things change…let them
know you’re going to come back to visit and let them
know that just because they don’t want to report this
abuse that you know you haven’t forgot about them
necessarily” (Urban Police Services Social Worker).

Discussion
While the potential value of incorporating harm reduc-
tion principles into services for older adults experiencing
abuse is still emerging in the literature [5], this paper
has demonstrated that service providers do make use of
these principles on a regular basis. Our analysis illus-
trated a clear congruence between each of Hawk and
colleagues’ [30] six harm reduction principles and the
approaches reflected in the narratives of professionals
who provided services to this population. No additional
principles were identified from the thematic analysis.
Each of the harm reduction principles contributed in

meaningful ways to providers’ practice in working with
these vulnerable older adults, although some might be
emphasized differentially at different phases of the dis-
closure and intervention process. Enactment of a hu-
manistic approach formed the basis of the therapeutic
client-provider relationships and could be considered
the basis from which all else proceeded. Quinn and
Tomita [34] noted that the powerlessness and learned
helplessness inherent in situations of abuse reinforce the
perception that older adults can do little to change their
circumstance, and thus they may give up seeking or
accepting help. Economic, interpersonal, and functional
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dependencies of abused older adults have been associ-
ated with feelings of powerlessness, helplessness and a
lack of capacity to challenge the abuser [35]. Harm re-
duction approaches can help to challenge these beliefs.
References to supporting autonomy figured promin-

ently in the narratives. Autonomy was well-recognized
as central to working with older adults experiencing
abuse. Within the context of a trusted relationship,
abuse is recognized to disrupt autonomy, potentially
leading to limitations in agency regarding personal
welfare, finances, thoughts and emotion [36]. In the
case of adult children perpetrators of abuse, older
adults have been demonstrated to often choose to
maintain the family relationship in spite of personal
risk [37, 38]
While participants were in agreement that respect

for the older adults’ autonomy was paramount, there
was evidence that some providers felt distress when
older adults did not engage with services or chose to
return to a high-risk environment. Such choices are
relatively common, with 13–58% of abused older
adults refusing service completely, and only 16–28%
pursuing all of the recommended interventions [39,
40]. One study on healthcare workers’ attitudes
towards clients receiving harm reduction services for
addictions suggested that the morale of staff could
be negatively affected by the relentless exposure to
suffering [41]. Service provider distress appeared ele-
vated when there was uncertainty about the capacity
of the older adult to make a truly informed deci-
sions. Given that only about half of persons who
meet the criteria for dementia have received this
diagnosis from a clinician [42], there is legitimate
concern about the default to autonomy in some
cases of older adult abuse. Improved access to timely
assessments of capacity in cases of abuse of older
adults would facilitate the development of tailored
intervention plans. Better integration of abuse, clin-
ical, and legal services has long been advocated, but
seems far from being realized.
Explicit incorporation of the principles of harm reduc-

tion into services for abused older adults has the poten-
tial to provide additional clarity and direction to service
providers, resulting in a less disjointed approach. Both
undergraduate and continuing professional education on
harm reduction for service providers working with
abused older adults is needed. Opportunities to discuss
common ethical dilemmas and promising practices
related to providing services to abused older adults may
mitigate the emotional toll experienced by service pro-
viders. In addition, developing strategies to educate older
adults about how and why harm reduction approaches
can be useful in situation of abuse can better empower
clients in making their decisions.

Strengths and limitations
The sample of providers included social work, nursing,
medicine, justice, and program coordinators from a
broad range of services across three Prairie provinces in
Canada, including urban, rural and urban-rural mixed
settings. The analysis process demonstrated rigor, pro-
vided extensive documentation of data, and the potential
for transferability to other settings in which older adults
experience abuse.
The principles of harm reduction were operationally

defined by Hawk and colleagues [30], but because, to
our knowledge, this is the first time where they have
been specifically applied to older adult abuse, there
remains substantive work to be done in refining and
expanding the definitions of the principles specifically to
abuse of this population. Although explicit questions
about harm reduction approaches were not included in
the interview, analysis of the data revealed themes con-
sistent with harm reduction approaches. Future studies
might specifically investigate providers’ use of harm re-
duction principles along the entire journey of working
with diverse older adults experiencing abuse and exam-
ine the outcomes of promoting autonomy in cases where
capacity is uncertain. In addition, exploring the perspectives
of older adults experiencing abuse on harm reduction
approaches used by providers would make a substantive
contribution to the evidence in this area.

Conclusions
The principles of harm reduction described by Hawk
et al. [30] provide a useful lens for examining providers’
work with older adults experiencing abuse. While fur-
ther refinement of the operational definitions of harm
reduction principles specific to their application with
older adults is still required, this framework aligns well
with both the ethical imperatives and the practical
realities of supporting older adults experiencing abuse.
Particularly in light of evidence that abuse of older
adults appears to be increasing due to external events
such as COVID-19, efforts to optimize practices that
support older adults experiencing abuse are timely [43].
This paper contributes to the evolving developments in
this area by providing specific examples of harm reduc-
tion approaches can be helpful in working with abused
older adults.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-021-02328-1.

Additional file 1.

Acknowledgements
We gratefully acknowledge the contributions provided by service providers
working with older experiencing abuse who participated in the study. We

Goodridge et al. BMC Geriatrics          (2021) 21:398 Page 7 of 9

https://doi.org/10.1186/s12877-021-02328-1
https://doi.org/10.1186/s12877-021-02328-1


are grateful to the many community agencies and hospitals who assisted
with recruitment, in particular the Saskatoon Council on Aging
(Saskatchewan), Age & Opportunity (Manitoba) and Kerby Centre (Alberta).
We would also like to thank the Prairie Action Research Foundation for their
financial support. Special thanks to Kali Grainger who assisted with
recruitment and interviewing, and Marla Rogers at the Community Hub for
Applied and Social Research at the University of Saskatchewan for her
assistance with coding and data analysis.

Authors’ contributions
KR was the principal investigator on the original study, Age & Opportunity
(Manitoba) was the primary community research partner; CW and DG were
co-investigators. KR along with A&O, CW, DG, EP conceptualized and
designed the study. MC and CL recruited and interviewed the participants.
Preliminary analysis of data was conducted by all team members. Qualitative
analysis for this paper was conducted by DG with the assistance of Research
Associate MR (acknowledged below). All authors contributed to the
interpretation of data, reviewed and approved the final manuscript.

Funding
This research was supported by funding provided by the Prairie Action
Research Foundation. The funders had no role in the design of the study,
data collection, analysis, interpretation of data or preparation of the
manuscript.

Availability of data and materials
The datasets generated and/or analyzed as part of the current study are not
publicly available due to privacy and ethical obligations, but may be
available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethics approval for this study was obtained from University of Manitoba
Joint-Faculty Research Ethics Board (#351893), University of Saskatchewan
Behavioural Research Ethics Board (#1957), and the University of Calgary
Conjoint Research Ethics Board (REB 19–0417). Written consent was obtained
from all study participants by this study team to conduct qualitative
interviews about their experiences of providing services to older adults
experiencing abuse. All methods were performed in accordance with the
Declaration of Helsinki, relevant guidelines and regulations.

Consent for publication
Written consent for publication was obtained from all participants in this
study.

Competing interests
The authors declare that they have no competing interests.

Author details
1College of Medicine, University of Saskatchewan, Saskatoon, Canada.
2Department of Community Health Sciences, Rady Faculty of Health
Sciences, University of Manitoba, Winnipeg, Canada. 3Faculty of Social Work,
University of Calgary, Calgary, Canada. 4Saskatoon Council on Aging,
Saskatoon, Saskatchewan, Canada. 5Faculty of Education, University of
Manitoba, Winnipeg, Canada.

Received: 4 January 2021 Accepted: 6 June 2021

References
1. Pillemer K, Burnes D, Riffin C, Lachs MS. Elder abuse: global situation, risk

factors, and prevention strategies. Gerontologist. 2016;56(Suppl 2):S194–205.
https://doi.org/10.1093/geront/gnw004.

2. World Health Organization. A global response to elder abuse and neglect.
2008. https://www.who.int/ageing/publications/ELDER_DocAugust08.pdf.
Accessed 9 Nov 2020.

3. Dong XQ. Elder abuse: systematic review and implications for practice.
J Amer Ger Soc. 2015;63(6):1214–38. https://doi.org/10.1111/jgs.13454.

4. Johannesen M, LoGuidice D. Elder abuse: a systematic review of risk factors
in community-dwelling elders. Age Ageing. 2013;42(3):292–8. https://doi.
org/10.1093/ageing/afs195.

5. Burnes D. Community elder mistreatment intervention with capable older
adults: toward a conceptual practice model. Gerontologist. 2017;57(3):409–16.
https://doi.org/10.1093/geront/gnv692.

6. Lachs MS, Berman J. Under the radar: New York state elder abuse
prevalence study. 2011. https://nyceac.org/wp-content/uploads/2011/05/
UndertheRadar051211.pdf. Accessed 9 Nov 2020.

7. Wu B. Social isolation and loneliness among older adults in the context of
COVID-19: a global challenge. Glob Health Res Pol. 2020;5(1):27. https://doi.
org/10.1186/s41256-020-00154-3.

8. Roberto KA, Teaster PB, Lindberg BW, Blancato R. A first (and disturbing)
look at the relationship between the opioid epidemic and elder abuse:
insights of human service professionals. J Appl Gerontol. 2020; https://
journals.sagepub.com/doi/pdf/10.1177/0733464820947279.
:073346482094727.

9. Truong C, Burnes D, Alaggia R, Elman A, Rosen t. Disclosure among victims
of elder abuse in healthcare settings: a missing piece in the overall effort
toward detection. J Elder Abuse Negl 2019;31:181–190, 2, DOI: https://doi.
org/10.1080/08946566.2019.1588182.

10. Pillemer K, Finkelhor D. The prevalence of elder abuse: a random sample
survey. Gerontologist. 1988;29:314–20.

11. De Donder L, Luoma ML, Penhale B, Lang G, Santos AJ, Tamutiene I, et al.
European map of prevalence rates of elder abuse and its impact for future
research. Eur J Aging. 2011;8(2):129–43. https://doi.org/10.1007/s10433-011-
0187-3.

12. Dow B, Gahan L, Gaffy E, Joosten M, Vrantsidid F, Jarred M. Barriers to
disclosing elder abuse and taking action in Australia. J Fam Violence. 2020;
35(8):853–61. https://doi.org/10.1007/s10896-019-00084-w.

13. Burnes D, Acierno R, Hernandez-Tejada M. Help-seeking among victims of
elder abuse: findings from the National Elder Mistreatment Study.
J Gerontol B Psychol Soc Sci. 2019;74(5):891–6. https://doi.org/10.1093/
geronb/gby122.

14. Tamutiene I, De Donder L, Penhale B, Lang G, Ferreira-Alves J, Luoma M.
Help-seeking behavior of abused older women (cases of Austria, Belgium,
Finland, Lithuania and Portugal). Filos Sociol. 2013;24:217–25.

15. Nagele B, Bohm U, Gorgen T, Toth O. Intimate partner violence against
older women summary report. Munster: Deutsche Hochschule der Polizei;
2010. http://www.ipvow.org/images/ipvow/reports/summary_report_final.
pdf. Accessed April 15, 2021

16. Acierno R, Steedley M, Hernandez-Tejada MA, Frook G, Watkins J, Muzzy W.
Relevance of perpetrator identity to reporting elder financial and emotional
mistreatment. J Appl Gerontol. 2020;39(2):221–5. https://doi.org/10.1177/
0733464818771208.

17. Joosten M, Vrantsidis F, Dow B. Understanding elder abuse: a scoping study.
Melbourne: National Ageing Research Institute for the Melbourne Social
Equity Institute; 2017. https://socialequity.unimelb.edu.au/__data/assets/pdf_
file/0011/2777924/Elder-Abuse-A-Scoping-Study.pdf. Accessed 10 Nov. 2020

18. Kaspiew R, Carson R, Rhoades H. Elder abuse: understanding issues,
frameworks and responses. Melbourne: Australian Institute of Family Studies
Research Report 35; 2016. https://aifs.gov.au/publications/elder-abuse.
Accessed 10 Nov 2020

19. Clare M, Clare B, Blundell BB, Clare J. Conceptualising elder abuse: does the
label fit? Commun Child Fam Aust. 2014;8:37.

20. Lee YS, Moon A, Gomez C. Elder mistreatment, culture and help-seeking: a
cross-cultural comparison of older Chinese and Korean immigrants. J Elder
Abuse Negl. 2014;26(3):244–69. https://doi.org/10.1080/08946566.2013.820656.

21. Yan E. Elder abuse and help-seeking behavior in elderly Chinese. J Interperson
Viol. 2014:30;2683–708.

22. Dow B, Hempton C, Cortes-Simonet E, Ellis KA, Koch SH, Logiudice D, et al.
Health professionals’ and students’ perceptions of elder abuse. Australas J
Ageing. 2013;32(1):48–51. https://doi.org/10.1111/j.1741-6612.2012.00643.x.

23. Rodriguez MA, Wallace SP, Woolf NH, Mangione CM. Mandatory reporting
of elder abuse: between a rock and a hard place. Ann Fam Med. 2006;4(5):
403–9. https://doi.org/10.1370/afm.575.

24. Schmeidel AN, Daly JN, Rosenbaum ME, Schmuch GA, Juogerst GJ.
Healthcare professionals’ perspective on barriers to elder abuse and
detection in primary care settings. J Elder Abuse Negl. 2013;14:17–36.

25. Dea S. Toward a philosophy of harm reduction. Health Care Anal. 2020;
before print. https://link.springer.com/article/10.1007/s10728-020-00405-x.

Goodridge et al. BMC Geriatrics          (2021) 21:398 Page 8 of 9

https://doi.org/10.1093/geront/gnw004
https://www.who.int/ageing/publications/ELDER_DocAugust08.pdf
https://doi.org/10.1111/jgs.13454
https://doi.org/10.1093/ageing/afs195
https://doi.org/10.1093/ageing/afs195
https://doi.org/10.1093/geront/gnv692
https://nyceac.org/wp-content/uploads/2011/05/UndertheRadar051211.pdf
https://nyceac.org/wp-content/uploads/2011/05/UndertheRadar051211.pdf
https://doi.org/10.1186/s41256-020-00154-3
https://doi.org/10.1186/s41256-020-00154-3
https://doi.org/10.1080/08946566.2019.1588182
https://doi.org/10.1080/08946566.2019.1588182
https://doi.org/10.1007/s10433-011-0187-3
https://doi.org/10.1007/s10433-011-0187-3
https://doi.org/10.1007/s10896-019-00084-w
https://doi.org/10.1093/geronb/gby122
https://doi.org/10.1093/geronb/gby122
http://www.ipvow.org/images/ipvow/reports/summary_report_final.pdf
http://www.ipvow.org/images/ipvow/reports/summary_report_final.pdf
https://doi.org/10.1177/0733464818771208
https://doi.org/10.1177/0733464818771208
https://socialequity.unimelb.edu.au/__data/assets/pdf_file/0011/2777924/Elder-Abuse-A-Scoping-Study.pdf
https://socialequity.unimelb.edu.au/__data/assets/pdf_file/0011/2777924/Elder-Abuse-A-Scoping-Study.pdf
https://aifs.gov.au/publications/elder-abuse
https://doi.org/10.1080/08946566.2013.820656
https://doi.org/10.1111/j.1741-6612.2012.00643.x
https://doi.org/10.1370/afm.575


26. Jana S, Rohanapithayakorn W, Steen R. Harm reduction for sex workers.
Lancet. 2006;367(9513):814. https://doi.org/10.1016/S0140-6736(06)68331-1.

27. Rekart ML. Sex-work harm reduction. Lancet. 2005;366:814.
28. Williams KD, Dobney T, Geller J. Setting the eating disorder aside: an

alternative model of care. Eur Eat Disord Rev. 2010;18(2):90–6. https://doi.
org/10.1002/erv.989.

29. Hickle K, Hallett S. Mitigating harm: considering harm reduction principles in
work with sexually exploited young people. Child Soc. 2016;30(4):302–13.
https://doi.org/10.1111/chso.12145.

30. Hawk M, Coulter RWS, Egan JE, Fisk S, Friedman MR, Tula M, et al. Harm
reduction principles for healthcare settings. Harm Reduct J. 2017;14(1):70.
https://doi.org/10.1186/s12954-017-0196-4.

31. Jackson SL, Hafmeister TL. How do adult protective services caseworkers
view law enforcement and criminal prosecution, and what impact do these
views have on case processing? J Elder Abuse Negl. 2013;25(3):254–80.
https://doi.org/10.1080/08946566.2012.751843.

32. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101. https://doi.org/10.1191/1478088706qp063oa.

33. Lincoln YS, Guba EG. Naturalistic inquiry. Beverly Hill, CA: Sage Publications
Inc.; 1985.

34. Quinn MJ, Tomita SK. Elder abuse and neglect: causes, diagnosis, and
intervention strategies. (2nd edition). New York: Springer Publishing; 1997.

35. Bornstein RF. Synergistic dependencies in partner and elder abuse. Am
Psychol. 2019;74(6):713–24. https://doi.org/10.1037/amp0000456.

36. Santos AJ, Nunes B, Kislaya I, Gil AP. Ribeiro. Older adults’ emotional
reactions to elder abuse: individual and victimization determinants. Health
Soc Care Community. 2019;27(3):609–20. https://doi.org/10.1111/hsc.12673.

37. Yan ECW, Tang CSK. Elder abuse by caregivers: a study of prevalence and
risk factors in Hong Kong Chinese families. J Fam Violence. 2004;19(5):
2690277.

38. Vladescu D, Eveleigh K, Ploeg J, Patterson C. An evaluation of a client-
centered case management program for elder abuse. J Elder Abuse Negl.
2000;11(4):5–22. https://doi.org/10.1300/J084v11n04_02.

39. Ernst JS, Ramsey-Klawsnik H, Schillerstrom JE, Dayton C, Mixson P, Counihan
M. Informing evidence based practice: a review of research analyzing adult
protective services data. J Elder Abuse Negl. 2013;26:458–94.

40. Rizzo VM, Burnes D, Chalfy A. A systematic evaluation of a multidisciplinary
social work-lawyer elder mistreatment model. J Elder Abuse Negl. 2015;
27(1):1–18. https://doi.org/10.1080/08946566.2013.792104.

41. O’Leary B, Strike C, Rohailla S, Barnes M, McDougall P, Turje RB, et al.
Perspectives of healthcare workers about the delivery and evaluation of
harm reduction services for people living with HIV who use substances.
Cogent Med. 2018;1:1461005.

42. Amjad H, Roth DL, Sheehan OC, Lyketsos CG, Wolff JL, Samus QM.
Underdiagnosis of dementia: an observational study of patterns in diagnosis
and awareness in US older adults. J Gen Intern Med. 2018;33(7):1131–8.
https://doi.org/10.1007/s11606-018-4377-y.

43. Makaroun LK, Bachrach RL, Rosland AM. Elder abuse in the time of COVID-
19: increased risk for older adults and their caregivers. Am J Geriatr
Psychiatry. 2020;28(8):876–80. https://doi.org/10.1016/j.jagp.2020.05.017.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Goodridge et al. BMC Geriatrics          (2021) 21:398 Page 9 of 9

https://doi.org/10.1016/S0140-6736(06)68331-1
https://doi.org/10.1002/erv.989
https://doi.org/10.1002/erv.989
https://doi.org/10.1111/chso.12145
https://doi.org/10.1186/s12954-017-0196-4
https://doi.org/10.1080/08946566.2012.751843
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1037/amp0000456
https://doi.org/10.1111/hsc.12673
https://doi.org/10.1300/J084v11n04_02
https://doi.org/10.1080/08946566.2013.792104
https://doi.org/10.1007/s11606-018-4377-y
https://doi.org/10.1016/j.jagp.2020.05.017

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Humanism
	Incrementalism
	Individualism
	Pragmatism
	Autonomy
	Accountability without termination

	Discussion
	Strengths and limitations

	Conclusions
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

