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Abstract
Background: Elder abuse in long-term care is an important public health concern with social,
health-related, and economic implications. Staff-to-resident abuse is of particular interest since institutions should
protect residents’ rights and prevent harm. To provide an up-to date comprehensive overview of staff-to-resident
abuse in nursing homes, we performed a scoping review considering types of abuse, their prevalence and associated
factors, descriptions, experiences, and preventive interventions.
Methods: We performed a scoping review following the framework provided by Arksey and O’Malley. We searched
MEDLINE (via PubMed), CINAHL, PsycINFO via Ovid, and Cochrane Library.
Additionally, we performed free web searching using Google Scholar and checked relevant reviews. Two reviewers
independently selected studies. We narratively synthesised the results.
Results: Out of 3876 references retrieved by our search, we included 46 studies in 47 reports. The prevalence rates of
abuse varied widely, ranging from 0 to 93% depending on the type of abuse. Associated factors of abuse at the staff,
resident, and nursing home level were evaluated inconsistently. Abuse was perceived ambiguous: even though it
was considered unacceptable, it was underreported. We found only four studies addressing preventive interventions.
Of these, four made recommendations for intervention development. Only one study with an experimental design
examined a multi-component intervention including education and mutual support.
Conclusions: The review yielded heterogenous evidence not allowing a concrete conclusion on prevalence and
associated factors. However, the results show the significance of the problem and indicate that there are associate factors of abuse that can be influenced by appropriate interventions. These are amongst other staff education,
organisational culture, and conditions. Further research should investigate the composition and content of preventive
interventions and their potential to reduce abusive behaviours.
Keywords: Elder abuse, Physical abuse, Aggression, Nursing home, Long-term care
Background
Elder abuse in long-term care is an important public
health concern with social, health-related, and economic
implications. The World Health Organization defines
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elder abuse as a single or recurrent act resulting in harm
or distress of an older person in a trust relationship [1].
Classifications of abuse comprise emotional or psychological abuse (verbal or non-verbal behaviour, e.g., humiliation, threats, harrassment, isolation), physical abuse
(intentional physical force resulting in physical harm or
distress, e.g., hitting, pushing, inappropriate use of medication, force-feeding), sexual abuse (forced or unwanted
sexual interaction with touching and non-touching acts),
financial abuse (unauthorized use of resources, including

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Hirt et al. BMC Geriatrics

(2022) 22:563

fraud and theft), and neglect (caregivers’ failure to meet
the person’s essential needs, e.g., nutrition, hygiene,
medical care) [2]. In a current meta-analysis, residentreported prevalence of abuse was highest for psychological abuse (33.4%), and lowest for sexual abuse (1.9%) [3].
Consequences of abuse for residents are reduced quality
of live, psychological and physical symptoms, increased
morbidity and premature mortality [4].
Parties involved in abuse in nursing homes are residents, relatives, and staff members [5]. Staff-to-resident
abuse is of particular interest since institutions should
protect residents’ rights and prevent harm [6]. In our
manuscript, we use the term staff for all members of the
nursing team indiscriminate of their qualification level
(e.g., registered nurses and nursing assistants). The risk of
staff-to-resident abuse is a multifactorial problem influenced by resident-related, staff-related and organizationrelated characteristics [7–9]. Mobility limitations and
increased need for assistance with activities of daily living
are strongly associated with the risk of being abused [10].
People with dementia (in many cases representing the
majority of residents) are particularly vulnerable due to
their reduced cognitive capacity to recognise and report
abuse [11].
Staff-resident relationships in nursing homes are characterized by imbalances of power and residentsʼ dependency on staff to satisfy their needs [12, 13]. In addition,
nursing competence in long-term care is often not adequate and may entail abuse [14]. Furthermore, nurses
feel stressed and report not having completed at least
one task in the last service due to scarcity of resources
and abundance of services to be provided [15, 16]. They
often feel powerless, overwhelmed and restricted in their
freedom of action due to prevailing conditions [17]. Furthermore, institutional regulations and resource planning
strategies can be abusive as such if they affect residents’
self-determination in everyday activities [18].
Studies on staff-to-resident abuse require that participants (residents, staff members or other persons) recognize abuse, recall past events, consider them worth
reporting, and avoid socially desirable responses [19,
20]. The challenges of assessing staff-to-resident abuse
are met by taking into account different perspectives,
interviewing various people involved, and using specific
methods, assessment tools, and questioning techniques.
As a result, there is a large body of evidence reporting
prevalence, conceptualizations, associated factors, and
interventions addressing staff-to-resident abuse.
Literature reviews have been conducted for subgroups
(e.g., residents with dementia) [11, 21] or specific types of
abuse (e.g., sexual abuse) [22]. Some reviews have been
published years ago [23, 24] and, therefore, do not consider recent studies investigating staff-to-resident abuse
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in nursing homes. To provide an up-to-date comprehensive overview of staff-to-resident abuse in nursing homes,
we aimed to answer the following three questions:
– (1) How often does staff-to-resident abuse occur in
nursing homes (per type of abuse)? What are associated factors of staff-to-resident abuse in nursing
homes?
– (2) How is staff-to-resident abuse described and
experienced in nursing homes?
– (3) Which interventions are aimed at preventing
staff-to-resident abuse in nursing homes?

Methods
We conducted a scoping review following the framework
provided by Arksey and O’Malley [25]. To structure our
study report, we used the “Preferred Reporting Items
for Systematic reviews and Meta-Analyses extension for
Scoping Reviews” (PRISMA-ScR) [26]. We depicted the
literature retrieval and selection process by means of the
PRISMA 2020 flow diagram and PRISMA-S [27, 28]. We
did not register the review.
Eligibility criteria

We included quantitative, qualitative, and mixed-methods studies following the IMRad format (“Introduction,
Methods, Results, and Discussion”). Studies in English
and German addressing staff-to-resident abuse in nursing homes had to be published in academic journals since
the year 2000.
In case of mixed samples from nursing homes and
other settings, 80% of the population had to be related
to nursing homes. We define nursing homes as a setting
where people (can) receive 24
hour professional nursing [29]. We excluded studies with an unclear or smaller
amount of nursing home-related populations. In addition, we did not include reviews, commentaries, opinion
papers, policy statements, and study protocols as well as
studies published as books, theses, reports, conference
proceedings, and abstract-only publications. We also did
not consider studies addressing self-directed violence
(e.g., self-aggression or self-neglect), resident-to-resident
abuse or resident-to-staff abuse. Additionally, we did not
take into account studies conducted in acute care, home
care, day care, specialised psychiatric care, assisted living
facilities, and institutions for people with physical and/or
intellectual disabilities.
Information sources

To address our study objectives, we searched MEDLINE (via PubMed), CINAHL, PsycINFO via Ovid, and
Cochrane Library in June 2020. As supplementary search
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methods, we performed free web searching using Google
Scholar. Additionally, we checked relevant reviews
reporting a systematic search following the IMRaD structure. We retrieved these reviews while searching for further primary studies on staff-to-resident abuse.
Search

Two experienced reviewers developed the search strategy. To address all three review questions, the search
strings contained two search components, namely
synonyms and descriptions of abuse (such as violence,
mistreatment, and aggression), and synonyms and
descriptions of nursing home (such as long-term care and
care home). We identified free text search terms based on
preliminary topical searches, brainstorming within our
research group, and by using a thesaurus [30]. Databasespecific controlled vocabulary complemented our search
terms. For free text terms, we used wildcards and/or quotation marks to develop the final search strings. To specify our search approach, we restricted our free text terms
to the title and abstract field. We searched controlled
vocabulary in the corresponding search fields as well as
in the title and abstract field. The final search strings for
all databases are part of supplementary material S1. For
our free web search, we used the same search terms iteratively entered in Google Scholar.
Selection of sources of evidence

Following recent guidance to minimise the risk of missing
relevant studies, two reviewers independently screened
titles, abstracts, and full texts against eligibility criteria
[31]. To manage independent study selection, we used an
web-based screening tool, Rayyan [32]. Disagreements
were discussed between the two reviewers until consensus was reached.
Data charting process

Two reviewers developed a standardised data extraction
table based on preliminary extractions of three included
studies. One reviewer extracted data, thereby using full
study reports. A second reviewer peer-checked extracted
data. We did not request any additional data from the
authors.
Data items

For all studies, we extracted bibliographic information
and data concerning country, study aims, design, participants, sample size, sampling strategy, type of abuse as
well as methods of data collection and analysis.
To answer our first review question, we additionally
extracted reference time (retrospective/prospective),
characteristics of residents (e.g., gender, age), characteristics of staff (e.g., gender, age, professional experience),
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“observed prevalence” per type of abuse (i.e., staff-to-resident abuse observed or witnessed by staff ), “committed
prevalence” per type of abuse (i.e., staff-to-resident abuse
committed and self-reported by staff ), “reported prevalence” per type of abuse (i.e., staff-to-resident abuse experienced abuse or observed abuse, reported by residents
and/or others), resident-related factors (e.g., gender,
disease, age), staff-related factors (e.g., gender, age, education, experience), as well as institution-related factors
(e.g., country, region).
To answer our second review question, we additionally
extracted the descriptions and experiences provided by
study authors as a verbatim quote.
To answer our third review question, we additionally
extracted information concerning recipients, facilitators,
and characteristics of the intervention, control interventions, outcomes, and main results. Regarding the main
results of qualitative studies to answer this research question, we summarized preventive interventions addressing
staff-to-resident abuse and extracted quotes.
Synthesis of results

One reviewer narratively synthesised data for extracted
items for each of our research questions based on tabular data extraction. To answer our first review question
on prevalence and associated factors of staff-to-resident
abuse, we clustered types of abuse using the classification provided above: psychological (including emotional,
mental, and verbal abuse), physical, sexual, financial
(including material abuse fraud and theft), or other abuse
(including care mistreatment/maltreatment, rights violation, discriminatory abuse, medication abuse, e.g.,
delayed or denied access to medications, and neglect
[including mental and physical neglect]) [2]. Additionally, we treated abuse of unspecific type as a separate
category. To report the prevalence per type of abuse,
we used percentages. Two reviewers clustered thematically associated factors of staff-to-resident abuse. They
reported alongside the corresponding type of abuse.
Additional information comprised the type of association (i.e., whether an associated factor of staff-to-resident
abuse resulted from quantitative studies with statistically
significant results [p < 0.05 or 0.01]), from quantitative
studieswith statistically insignificant results (i.e., statistical significance was not available/applicable), or from
qualitative studies. One reviewer extracted results on
descriptions, experiences, and preventive interventions
(second and third review question). After a topic-oriented categorisation, the reviewer tagged extracted data,
paraphrased and finally thematically clustered data. This
inductive approach facilitated the generation of themes
directly from the extracted data [33].
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Fig. 1 PRISMA 2020 flow diagram on the literature retrieval and selection process

Results
Our search yielded 3876 references identified via databases and 246 references via supplementary search methods. After deduplication and title/abstract screening, we
checked 141 full texts for eligibility. Finally, we included
46 studies reported in 47 references (one study was published in two separate reports) [34, 35] (Fig. 1).
Overall, the 47 study reports were published between
2000 and 2021, half of them since 2012 [9, 13, 36–57].
Most of the 46 studies were conducted in the USA (n = 9,
19.6%) [36, 38, 58–64], Norway (n = 8, 17.4%) [13, 42, 45,
46, 55, 56, 65, 66], and the UK (n = 7, 15.2%) [41, 47–49,
52, 53, 67]. The remaining studies took place in Israel
(n = 4, 8.7%) [34, 35, 39, 68, 69], Canada (n = 3, 6.5%) [40,
70, 71], Taiwan (n = 3, 6.5%) [72–74], Czech Republic
(n = 2, 4.3%) [75, 76], France (n = 2, 4.3%) [51, 57], and
Switzerland (n = 1, 2.2%; this study addressed two of our
review questions) [9, 50]. One study each (2.2%) was conducted in Germany [77], Korea [54], Portugal [44], Slovenia [37], Sweden [78], and Uruguay [43].
Types, prevalence, and associated factors
of staff‑to‑resident abuse

We identified 28 studies to answer our first review question on the types, prevalence, and associated factors of
staff-to-resident abuse [9, 13, 34–38, 42, 44, 48–52, 54,

57–63, 66, 71–73, 75–77]. Detailed data on every study
are available in supplementary material S2 and summarised in the following subsection.
Twenty-two out of the 28 studies (78.6%) had a crosssectional design [13, 34–38, 42, 48, 49, 51, 52, 54, 57,
60–63, 66, 71–73, 76, 77]. Four studies (14.3%) were
secondary data analyses [9, 44, 58, 59]. One study each
(3.6%) was a qualitative study [50] and a qualitative study
combined with a secondary data analysis [75]. Overall, 24,419 participants and/or documents from 1,432
nursing homes (data available for 19 out of 28 studies;
median 24, IQR 12 to 105, range 5 to 369) were included
(median 470, inter quartile range (IQR) 172 to 963, range
23 to 4,599). In the majority of studies, participants were
nurses and nursing aides, followed by relatives or persons
responsible for nursing home residents. Most of the studies used random sampling (n = 16, 57.1%) [9, 13, 34–38,
42, 54, 60–62, 66, 71–73, 76]. Five studies (17.9%) were
based on a convenience sample [48, 51, 57, 63, 77], two
studies (7.1%) on a complete sample [44, 58]. One study
each (3.6%) used purposive [50] and snowball sampling
[75]. Three studies (10.7%) did not report details on sampling [49, 52, 59]. All except one study (96.4%) used a retrospective reference time frame. This single study (3.6%)
did not report details on reference time [54]. The reference time frame was mentioned in 20 studies (71.4%),
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varying between three months and unlimited, mostly one
year (n = 11/20, 55%).
One study (3.6%) [44] reported sociodemographic
and health-related abused residents. None of the studies
mentioned staff-related characteristics.
Four out of 28 studies (14.3%) assessed a single type
of abuse. Two of them investigated psychological abuse
[72, 73], one study focussed on financial abuse [61], and
one study on neglect [62]. Twenty-four studies (85.7%)
assessed multiple types of abuse [9, 13, 34–38, 42, 44,
48–52, 54, 57–60, 63, 66, 71, 75–77], thereby covering
two to eight types. Eighteen studies (64.3%) assessed psychological abuse [9, 13, 34–37, 42, 43, 48, 49, 52, 58–60,
71–73, 75–77]. Another 18 studies (64.3%) investigated
physical abuse [9, 13, 34–38, 42–44, 48, 49, 52, 58–60, 71,
75–77]. Fifteen studies (53.4%) focussed on neglect [9,
13, 34, 35, 42–44, 48, 49, 52, 58–60, 71, 75–77], twelve
studies (42.9%) on financial abuse [13, 34–37, 43, 48, 49,
58–60, 71, 75, 76], eleven studies (39.3%) on sexual abuse
[13, 34–36, 38, 43, 48, 49, 58–60, 71, 76], and eight studies (32.1%) assessed other types of abuse [34–36, 43, 48,
49, 59, 60, 71, 75]. Six studies (21.4%) investigated abuse
of unspecified type [50, 51, 54, 57, 63, 66].
For data collection, twenty-three out of 28 studies
(82.1%) used a structured questionnaire [13, 34–38, 42,
48, 49, 51, 52, 54, 57, 59–63, 66, 71–73, 76, 77]. Two
studies (7.1%) were based on multiple data collection
methods. One of them used a structured questionnaire
and a document analysis [9], the other one unstructured interviews and a document analysis [75]. One
study each (3.6%) was based on structured interviews
[50], document analysis [44], or did not report details
on data collection methods [58]. Twenty-six studies
(92.9%) used statistical methods for data analysis [9, 13,
34–38, 42, 44, 48, 49, 51, 52, 54, 57–63, 66, 71–73, 76,

77]. One study (3.6%) relied on qualitative phenomenological analysis and descriptive statistics [75], and one
study (3.6%) used thematic analysis [50].
The prevalence of staff-to-resident abuse observed
by staff was reported in nine out of 28 studies (32.1%)
(Table 1; details on every study are available in supplementary material S2). The highest abuse rates observed
by staff was related to abuse of unspecified type (51–
76%) [13, 52, 76, 77] and lowest for sexual abuse (0–2%)
[13, 36, 48, 76]. The prevalence of staff-to-resident
abuse reported by abuse-committing staff was reported
in eight out of the 28 studies (28.6%) (Table 1; details
on every study are available in supplementary material
S2). The highest abuse rates were committed by staff
for inadequate care (87%) [65] and abuse of unspecified
type (54–79%) [13, 34, 35, 52, 76, 77]. The prevalence
of staff-to-resident abuse reported by nursing home
residents and/or by others was reported in nine out
of 28 studies (32.1%) (Table 1; details on every study
are available in supplementary material S2). The highest abuse rates reported by residents and/or by others
referred to psychological (4–99%) [37, 58–60, 72, 76]
and physical abuse (< 1–93%) [37, 38, 44, 58–60, 76], as
well as to neglect (16–87%) [44, 58–60, 62].
Resident-related associated factors of staff-to-resident abuse were reported in twelve out of 28 studies
(42.9%) (Table 2; details on every study are available
in supplementary material S2). Staff-related factors of
staff-to-resident abuse were mentioned in 16 of the
28 studies (57.1%) (Table 2; details on every study are
available in supplementary material S2). Institutionrelated associated factors were reported in eleven of the
28 studies (39.3%) (Table 2; details on every study are
available in supplementary material S2).

Table 1 Prevalence per type of staff-to-resident abuse (observed, committed, reported)
Type of abuse

Prevalence
Observed by staff

Committed/self-reported by staff

Reported by residents and/or others

Abuse of unspecified type +

51–76% [13, 52, 76, 77]

54–79% [13, 34, 35, 52, 76, 77]

5–11% [76]

Psychological

20–62% [9, 13, 36, 48, 77]

30–46% [13, 42, 76]

4–99% [37, 58–60, 72, 76] §

Physical

3–30% [9, 13, 36, 48, 76, 77]

6–40% [13, 42, 76, 77]

< 1–93% [37, 38, 44, 58–60, 76] §

Sexual

0–2% [13, 36, 48, 76]

0–1% [13, 76]

6–40% [38, 58, 60] §

Financial

0–25% [13, 36, 48, 61]

1–2% [13, 61]

6–72% [37, 58–60] §

Neglect

9–58% [9, 13, 48, 76]

1–77% [13, 42, 76]

16–87% [44, 58–60, 62] §

Other

4–91% [36, 65]

*

87% [65]

**

Notes: + Including both observed and committed abuse for reference [52]
*

Other types of abuse including inadequate care, caregiving abuse, and medication abuse

**

Other types of abuse including inadequate care

***
§

Other types of abuse including caretaking abuse, mistreatment

Percentages correspond to the answers of participants having responded to items for reference [60]

17–82% [59, 60] *** §
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Table 2 Associated factors (resident-related, staff-related, and institution-related) per type of staff-to-resident abuse
Type of abuse

Associated factors (resident-related)

Non-associated factors (resident-related)

Abuse (no details on type of abuse)

Behaviour * [38, 71]

Health and functional status [38, 71]

Health and functional status * [38, 54, 71]

Sociodemographic characteristics [38, 76]

Other: resident-to-resident abuse * [38]
Sociodemographic characteristics * [38, 71]
Behaviour ** [50]
Health and functional status ** [50]
Sociodemographic characteristics ** [50, 75]
Psychological

Behaviour * [9, 42, 76]

Behaviour [9]

Satisfaction with nursing home and care * [76]

Health and functional status [9, 34, 35]
Satisfaction with nursing home and care [76]
Sociodemographic characteristics [9, 34, 35]

Physical

Behaviour * [42, 76]

Health and functional status [34, 35, 44]

Health and functional status * [76]

Sociodemographic characteristics [34, 35, 44]

Sociodemographic characteristics * [34, 35, 76]
Physical/psychological

Other: quality of life * [52]

Neglect

Behaviour * [9, 42]

Behaviour [9, 62]

Health and functional status * [44, 62]

Health and functional status [9, 34, 35, 44, 62]

Behaviour [52]
Health and functional status [52]

Sociodemographic characteristics [9, 34, 35, 44, 62]
Abuse (no details on type of abuse)

Associated factors (staff-related)

Non-associated factors (staff-related)

Attitude towards and experiences of abuse * [54]

Sociodemographic characteristics [54]

Characteristics of personal life and personality * [57, 77]

Job-related characteristics [51]

Coping strategies * [54, 77]
Emotional strain and burnout * [51, 57, 77]
Job-related characteristics * [51, 57, 73, 77]
Sociodemographic characteristics * [73]
Characteristics of personal life and personality ** [75]
Coping strategies ** [50]
Emotional strain and burnout ** [75]
Job-related characteristics ** [50]
Sociodemographic characteristics ** [50]
Sociodemographic characteristics ** [75]
Psychological

Attitude towards and experiences of abuse * [34, 35]

Attitude towards and experiences of abuse [34, 35]

Characteristics of personal life and personality * [76]

Characteristics of personal life and personality [34, 35,
42, 76]

Coping strategies * [77]

Job-related characteristics [9, 34, 35, 42]

Emotional strain and burnout * [9, 34, 35, 72, 76, 77]

Sociodemographic characteristics [9, 13, 34, 35, 42, 72,
76]

Job-related characteristics * [9, 34, 35, 42, 72, 76]
Sociodemographic characteristics * [9, 13, 34, 35, 42,
72, 76]
Sociodemographic characteristics *** [49]
Physical

Attitude towards and experiences of abuse * [34, 35]

Attitude towards and experiences of abuse [34, 35]

Characteristics of personal life and personality * [42, 76]

Characteristics of personal life and personality [34, 35,
76]

Emotional strain and burnout * [34, 35]

Emotional strain and burnout [76]

Job-related characteristics * [42, 76]

Job-related characteristics [34, 35, 42, 76]

Sociodemographic characteristics * [13, 42]

Sociodemographic characteristics [13, 34, 35, 42, 49, 76]

Sociodemographic characteristics ***[49]
Physical/psychological

Emotional strain and burnout * [52]
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Table 2 (continued)
Type of abuse

Associated factors (resident-related)

Non-associated factors (resident-related)

Sexual

Sociodemographic characteristics *** [49]

Financial

Attitude towards and experiences of abuse * [61]
Job-related characteristics * [61]
Sociodemographic characteristics *** [49]

Neglect

Attitude towards and experiences of abuse * [34, 35]

Attitude towards and experiences of abuse [34, 35]

Characteristics of personal life and personality * [42]

Characteristics of personal life and personality [34, 35]

Emotional strain and burnout * [34, 35, 51]

Emotional strain and burnout [9, 34, 35]

Job-related characteristics * [9, 34, 35, 42, 51]

Job-related characteristics [9, 34, 35, 42, 51]

Sociodemographic characteristics * [13]

Sociodemographic characteristics [9, 13, 34, 35, 42]

Sociodemographic characteristics *** [49]
Other: Discriminatory abuse

Sociodemographic characteristics *** [49]
Associated factors (institution-related)

Non-associated factors (institution-related)

Abuse (no details on type of abuse)

Facility characteristics * [54, 58, 63]

Facility characteristics [58, 63]

Organization and culture of work * [54]

Organization and culture of work [58]

Resident-related characteristics * [54]

Staff-related characteristics [54, 58]

Staff-related characteristics * [58]
Organization and culture of work ** [50, 75]
Staff-related characteristics ** [50, 75]
Psychological

Facility characteristics * [42]

Facility characteristics [9, 34, 35, 42, 72]

Organization and culture of work * [9]

Organization and culture of work [9]
Staff-related characteristics [9, 34, 35, 42]

Physical

Staff-related characteristics [34, 35, 42]

Physical/psychological

Facility characteristics [52]
Staff-related characteristics [52]

Neglect

Facility characteristics * [34, 35, 42, 62]

Facility characteristics [9, 34, 35, 42]

Organization and culture of work * [9]

Organization and culture of work [9]

Resident-related characteristics * [62]

Staff-related characteristics [9, 34, 35]

Staff-related characteristics * [34, 35]

Facility characteristics [34, 35, 42]

*

Notes: Associated Factors in quantitative studies with statistically significant results (p > 0.05 or 0.01)
**
***

Associated factors in qualitative studies
Associated Factors in studies with statistically insignificant results (i.e., statistical significance was not available/applicable)

Description and experience of staff‑to‑resident abuse

To answer our second review question on the description
and experience of staff-to-resident abuse, we identified 14
studies [39–41, 43, 45, 53, 55, 56, 65, 67–70, 78]. Detailed
data on every study are available in supplementary material S2 and summarised in the following subsection.
Ten out of 14 studies (71.4%) had a qualitative design
[39–41, 43, 45, 53, 55, 56, 67, 70], three (21.4%) a crosssectional design [65, 68, 69], and one study (7.1%) was
a qualitative case study [78]. Overall, 1,250 participants
were included (median 29, IQR 13 to 42, range 1 to 616)
from 284 nursing homes (data available for eleven out
of 14 studies; median 18, IQR 11 to 20, range 4 to 142).
Mostly, nurses and nursing aides participated, followed
by nursing home managers. The sampling strategy was
predominantly purposive (n = 5, 35.7%) [39–41, 43, 67]
or not reported (n = 4, 28.6%) [68–70, 78]. Three studies (21.4%) recruited on convenience [45, 53, 55] and

one study each (7.1%) used a random [65] or theoretical sample [56]. In most of the studies, abuse was not
specified (n = 10, 71.4%) [40, 41, 43, 53, 65, 67–70, 78].
Two studies (14.3%) addressed physical, psychological, financial, and sexual abuse as well as neglect [55,
56]. Neglect [39] or sexual abuse [45] were focussed in
one study (7.1%). Interviews (of different types) were
the most common data collection method (n = 11,
71.4%). Five of the interview-based studies used semistructured interviews [39, 40, 53, 70, 78] and three
studies relied on focus group interviews [41, 45, 56].
In one study, researchers used a structured interview
[67]. One group of researchers combined focus group
interviews with semi-structured interviews [55]. One
study (7.1%) used a multi-methods approach combining interviews (not specified) and observations [43].
The three non-interview-based studies (21.4%) used a
structured questionnaire [65, 68, 69]. For data analysis,
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three studies (21.4%) applied descriptive statistics [65,
68, 69]. Two of them additionally used regression analysis [68, 69]. Two studies each (14.3%) stated narrative
analysis [53, 78], thematic analysis [40, 41], constant
comparative analysis [55, 56] or did not specify the
type of analysis [67, 70]. Two studies (14.3%) identified
emerging themes without stating an explicit method
[43, 45] and one study (7.1%) applied phenomenological analysis [39].
Five themes resulted from our analysis: (i) “Viewpoints on abuse”, (ii) “Tolerating abusive behaviours”,
(iii) “Consequences and punishment”, (iv) “Reporting
of abuse”, and (v) “Knowledge gaps”. (i) “Viewpoints on
abuse” focused on abuse as a serious misconduct difficult to talk about. The conceptualization of abuse is
often limited to physical abuse. Physical, sexual, and
financial abuse are considered as most serious types
of abuse. Abuse was described as contradicting leaders’ trust in their staff. Abuse might be intentional or
unintentional. Harmful consequences of psychological
abuse are not easy to identify. Sexual abuse could foster uncertainties of staff related to supporting residents
with personal and intimate care. Abuse is often associated with negative feelings [40, 41, 43, 45, 55, 56, 70].
Two themes (ii and iii) reflect the ambiguity of participants confronted with abusive behaviour. (ii) “Tolerating abusive behaviours” was predicted by role conflicts,
staff burnout, work stressors, and being married [68,
69]. (iii) “Consequences and punishment” referred to
abuse as unacceptable practice requiring sanctions.
Ridiculing a resident with dementia should result in
advice and guidance of staff. Rough handling should
entail verbal warning of staff. Stealing money requires
dismissal and physical abuse should be reported to the
police as a criminal offence [67]. (iv) “Reporting abuse”
was associated with a potential for improvement.
Overall, participants characterized abuse as underreported. However, personal viewpoints of staff indicated
that most carers are willing to anonymously report
abuse. Based on the results of a nursing study cohort,
the majority of participants stated that it is best to deal
with abuse internally. Some participants would not
report a resident’s abuse by a colleague since there are
other ways to handle the situation. Other participants
expressed fear to report abuse. They saw no use of
reporting since nothing would change. Few participants
did not feel brave enough to report abuse. Half of the
participating nurses expected support from the management after reporting abuse. Two out of three stated
that they would report abuse depending on its severity
[41, 45, 56, 65]. (v) “Knowledge gaps” were related to a
theoretical understanding of ‟neglect‟ and to staff education concerning sexual abuse [39, 45].
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Interventions aiming to prevent staff‑to‑resident abuse

To answer our third review question on preventive interventions, we identified five studies [36, 39, 45–47, 50, 64,
74]. Detailed data for every study are available in supplementary material S2 and summarised in the following
subsection.
Four out of five studies (80.0%) had a qualitative design
[46, 47, 50, 64] and one study (20.0%) was quasi-experimental using a before-after design [74]. Overall, 149
participants were included (data available for four out of
five studies; median 19, IQR 14 to 43, range 12 to 100)
from 42 nursing homes (data available for four out of
five studies; median eight, IQR four to 15, range three to
23). Mostly, nurses and nursing aides were recruited, followed by nursing home managers. Two studies (40.0%)
used purposive sampling [50, 64]. One study each (20.0%)
used a convenience [46] or a random sample [47] or provided no details on sampling [74]. Predominantly, abuse
of unspecified type (n = 3, 60.0%) [47, 50, 64]. One study
each (20.0%) focussed on physical [46] or psychological
abuse [74]. Interviews (of various types) were the most
frequent method of data collection (n = 4, 80.0%) [46,
47, 50, 64]. Two interview-based studies used structured
interviews [50, 64], one relied on study semi-structured
interviews [47], and another one on focus groups [46].
One study used a structured questionnaire (one week
before and one week after the intervention) [74]. Two
studies (40.0%) used grounded theory methodology for
data analysis [47, 64]. One study each (20.0%) applied
descriptive statistics combined with inferential statistics
[74], systematic text condensation [46], and thematic
analysis [50].
The intervention study used a before-after design [74].
Nurses and nursing aides performed the intervention
designed by the research team and a trained graduate
nurse in the role of a facilitator. Every week, eight 90-min
group-sessions took place with ten to twelve nurses.
The sessions were part of a multi-component framework, including education and mutual support. The programme addressed aging-associated problems related to
managing residents’ health problems, institutional elder
abuse, factors associated with caregivers’ abusive behaviour, relaxation and stress management, dealing with
a stressful caregiving context, and obtaining personal
resources. Each session started with a 30-min lecture on
the topic, followed by 40 min of informal exchange and
mutual support among group members. The last 20 min
were dedicated to an integrative discussion. Outcomes
were caregivers’ psychological abusive behaviours, perceived level of work stress, and knowledge in geriatric
care. Statistically significant pre-post effects comprised
decreased psychological abusive behaviour on the part
of nurses and improved knowledge about gerontology
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nursing. Self-rated level of work stress did not significantly decrease.
Concerning the four qualitative studies, our analysis yielded four themes on preventive strategies with
regard to staff-to-resident abuse: (i) “Image of nursing”,
(ii) “Organisational management”, (iii) “Organisational
culture”, and (iv) “Skills and competencies”. (i) “Image of
nursing” was related to staff recruitment. Improving the
image of the nursing profession proved to be important
to prevent abuse [50]. (ii) “Organisational management”
covered recruitment of more and qualified staff, rotation, and management strategies ensuring rapid response
to abuse [50]. (iii) “Organisational culture” focussed the
encouragement of an open, supportive, reflective, and
cooperative team culture facilitating to learn from each
other (e.g., by fostering open-mindedness in discussing ethical dilemmas) (Q3, S. 1: 302) [46, 47, 50, 64]. (iv)
“Skills and competencies” covered the importance of
competencies, ongoing training, and education [46, 50,
64].

Discussion
Our scoping review provides an overview of staff-toresident abuse in nursing homes with regard to types of
abuse, prevalence, associated factors, lived experience,
and preventive interventions. The state of the current
research comprises primarily cross-sectional studies, few
secondary data analyses and qualitative studies, and only
one quasi-experimental study addressing the prevention
of staff-to-resident abuse. The prevalence rates reported
in the studies varied widely, depending on the type of
abuse. Associated factors were evaluated inconsistently.
However, the results show factors influencing abuse at
the staff, resident, and nursing home levels.
Our results yielded a wide range of prevalence estimates for all types of abuse. Possible reasons are different data collection methods but also the phenomenon as
such. Staff-to-resident abuse is considered socially unacceptable [67]. Due to this, it is difficult to measure this
phenomenon and to gain valid data. Firstly, different definitions of abuse may have guided the included studies,
resulting in various operationalisations of abuse types in
data collection instruments. The consequences are different variables, scales and accentuation of types of abuse.
For example, willful ignoring is classified as neglect or
physical or psychological abuse, depending on the study,
which can lead to overlaps in prevalence surveys [79].
Secondly, the studies included different groups of people
whose perceptions of abuse may vary. For example, “yelling” as a form of psychological abuse is determined by
multiple factors and differs according to context and person [12]. Thirdly, reporting might be influenced by fear of
consequences. Residents are dependent on nursing staff
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and, therefore, might be afraid of reporting abuse. Nursing staff members, on their part, are dependent on their
employers and colleagues. Due to this, they also might
refrain from reporting committed or observed abuse
in order to protect others or themselves [65]. Furthermore, higher prevalence rates of observed abuse relative
to committed abuse may indicate probable difficulties
in admitting one’s own misconduct [13, 80]. Thus, it is
crucial that data collection is non-judgemental and confidentiality in interviews is assured [81]. Fourthly, reporting abuse may be subject to recall bias by staff members
(especially when reporting about observed abuse). For
residents with cognitive impairment, reporting abuse is
particularly difficult [81, 82]. In this context, different reference periods of data collection instruments may have
influenced the prevalence rates. The large variation in
prevalence data raises doubts about the validity of metaanalyses on this topic. Therefore, a cautious interpretation of the results is required [79]. However, prevalence
data of the included studies show also substantial commonalities. The overall high prevalence rates of abuse of
unspecified type (51–79%) [52, 77] indicate that abuse
is not an uncommon phenomenon in nursing homes
and should receive more attention. Multimorbid individuals with cognitive and/or functional limitations are
frequent victims of abuse, regardless of the setting [83].
Staff members are in a position of power and control over
mainly vulnerable and dependent persons – a fact contributing to the occurrence of abuse [3]. Psychological
abuse is considered the most common type of staff-toresident abuse and also the most common type of elder
abuse in other settings [84]. Unlike in the non-community settings, the second most common type of abuse in
nursing homes is physical abuse [3]. The high prevalence
should receive special attention since the residents are
highly vulnerable individuals who are dependent on staff.
Their ability to defend themselves is limited due to cognitive and physical impairments [77, 85]. It is a matter of
concern that physical abuse is the second most common
type of abuse in non-community settings. Consistent
with other studies [81, 84], sexual abuse proves to be the
least common type reported. It is important to note that
neglect maintains a special position. Unlike other types
of abuse, it is perceived less as a personal misconduct
than as a system misconduct. The changed perception of
accountability may also change the reporting behaviour
since staff members tend to find it easier to report behaviours that they do not consider to be their personal misconduct [80].
Staff-to-resident abuse is a multifactorial problem [35,
76, 86] determined by characteristics of the institution
and the individuals involved (residents, staff members).
However, we also found many contradictory results in the
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included studies. For numerous potential associated factors, a conclusive assessment is not possible. On the level
of the residents, for example, various authors described
functional status and certain aspects of health as risk factors for certain types of abuse [54, 71]. Not all authors
confirmed this approach [35, 71].
On the staff level, we also identified inconsistent results
in studies addressing the influence of job-related characteristics of abusive behavior. This refers to team relationships, work experience and workload [34, 50, 51, 76].
Also with regard to the influence of staff education, the
studies show different results: while two found significant
differences in terms of education level [13, 72], others
found different results depending on the type of abuse or
the source of expertise (e.g. geriatric training, academic
or practical knowledge, college level education) [54, 76].
Still others found no significant differences in terms of
education level [34, 35, 42]. Furthermore, our review also
provides inconclusive results with regard to associated
factors on the institutional level, including facility- and
staff-related characteristics, for example, staff density,
turnover, work organization and culture. In one study
[54], job autonomy was statistically significantly associated with abuse. In another study [86], however, there
was no statistically significant association of job autonomy with emotional abuse and neglect [86]. Possible reasons for these inconsistent findings may be study designs
associated with various data collection methods in different settings as well as various study cohorts with different
organizational cultures [11, 79, 84].
However, our review also yielded factors consistently
associated with abuse or its subtypes. Among these factors are, for example, resident behavior with a focus on
aggressive behaviour and neuropsychiatric symptoms of
dementia [9, 42, 52, 76]. Staff members’ emotional strain
and burnout were associated with several types of abuse
[35, 52, 75]. Inadequate coping strategies, including not
knowing personal limits or taking psychotropic medication to relieve stress, were significantly associated with
some types of abuse [50, 54, 77]. Although our review
does not provide conclusive results on all associated
factors, we advocate for a comprehensive assessment of
each context or situation. Associated factors contribute
to residents’ vulnerability, thereby influencing their risk
of being abused and their capacity to cope with abusive
incidents [87]. Additionally, associated factors have an
impact on staff members’ ability to balance demands and
personal resources. Furthermore, associated factors have
an effect on the increasing potential of abuse and may
result from minor changes in the institutional system
[88]. Therefore, it seems essential to conduct a comprehensive assessment in specific situations and to consider
all possible associated factors.
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Our results on the perception of abuse clearly reveal
the ambiguity inherent in this topic. Although abusive behavior is considered “unthinkable” [56], it is
often tolerated and underreported [65]. The findings
also indicate the imbalance of power between residents
not being able to draw attention on their experience of
abuse, and staff members probably not reporting abuse
in order to protect themselves or their colleagues. For
the residents, however, abuse results in major consequences. Residents experience distress, long-term psychological consequences and physical injuries as well as
lower quality of life and higher mortality [4]. Therefore,
effective interventions aiming to prevent abuse in nursing homes are needed. Our results, however, reveal that
research on preventive interventions is sparse. Only one
interventional study [74] examined an intervention with
components of education and mutual support in a quasiexperimental design. Four qualitative studies described
the need for interventions addressing staff education and
organizational conditions [46, 47, 50, 64]. Strategies promoting a critical reflection of situations and of one’s own
behaviour should be embedded at the institutional level
[46].
Nursing staff members are in the unique position to
identify elder abuse in nursing homes. However, our
results reveal that nurses also find themselves involved in
ethical dilemmas without sufficient skills and resources
to resolve them [12]. The imbalance between excessive
demands and coping resources may increase the risk of
abuse. To develop and to rigorously evaluate multidimensional approaches aiming to prevent abuse in nursing
homes, more research is required. Interventions should
be targeted at the individual and institutional level. Our
results clearly reveal that system-wide associated factors
of staff-to-resident abuse deserve particular attention.
Future research can build on existing knowledge and
initiatives on the community level, thereby focusing on
the specifics of the nurse-resident-dyad [89]. To develop
shared values and to facilitate authentic engagement,
interventions may include public awareness campaigns,
educational programs, supervision, as well as culture and
practice development [12, 90]. Furthermore, a promising
approach to intervention development may be a more
comprehensive, less specified conceptualization of abuse,
comprising resident-to-staff and resident-to-resident
abuse as well. Interventions should aim at developing an
organisational culture reflected in communication and
behaviour that reduces the overall potential for abuse
[79].
This scoping review has several strengths and limitations. The broad and comprehensive search strategy in
databases, supplemented by a free web-search, yielded
an extensive corpus of relevant international studies.
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However, we did not perform citation tracking to identify additional studies. Furthermore, our review does not
include studies published before 2000 in languages other
than English or German. It is restricted to publications
in academic journals without considering, for example,
grey literature. A strength of our procedure is the screening of studies performed by two researchers independently in order to minimize the risk of missing eligible
studies. One researcher extracted data. To reduce errors,
a second researcher confirmed data extractions. However, only one researcher analyzed and synthesized data.
Although this is a limiting factor, it fostered an in-depth
knowledge of the data. Other researchers of our group
confirmed the results of the synthesis.
Since this is a scoping review, we did not assess the
quality of the studies. Our presentation of the results
does therefore not consider study quality. This limitation
should be kept in mind when interpreting our data. Most
of the included studies had a cross-sectional design. The
heterogeneity of data collection entailed widely varying
results. Facing this and the fact that we did not critically
appraise the included studies, we cannot draw robust
conclusions about the bias risk and its influence on the
(true) prevalence of staff-to-resident abuse in nursing
homes. Due to this, we cannot answer our research questions unequivocally. However, our scoping review provides an overview to readers to what is known about the
prevalence and influencing factors of staff-to-residents
abuse in nursing homes worldwide (with the limiting factors by using our design not considering the methodological quality of the individual studies). Additionally, our
work could serve as a starting point for future primary
research and systematic reviews considering methodological issues.

Conclusions
This scoping review provides a comprehensive overview
of what is known about staff-to-resident abuse in nursing homes. Data heterogeneity of the included studies
does not allow concrete conclusions on prevalence data
and definitive statements about the most significant factors influencing staff-to-resident abuse. Nevertheless, our
results reveal that this type of abuse is a serious issue in
institutional long-term care. The ambigious perception of
staff-to-resident abuse as an unacceptable and still underreported behaviour point to characteristics of the dyad and
their imbalance in power and vulnerability. Furthermore, it
indicates a need for change in culture and conditions such
as the establishment of a safe reporting culture and critical case reviews. Only few studies investigate preventive
interventions. The limited amount of scientific literature
implies the necessity for sound research in this field. However, existing knowledge provides guidance for relevant
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intervention components to prevent staff-to-resident abuse
in nursing homes. In the future, researchers should develop
multidimensional interventions including staff education
as well as the development of organisational culture and
conditions. Considering the serious consequences for the
residents, particularly for highly vulnerable persons who
are dependent on assistance, intervention development
is acutely needed. Raising awareness and elaborating evidence-based guidance should have high priority in health
care and research.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-022-03243-9.
Additional file 1: Supplementary Material S1. Search strategies per
database
Additional file 2: Supplementary Material S2. Raw data per study
Acknowledgements
We thank Annina Cadruvi (student research assistant at the Eastern Switzerland University of Applied Sciences) for supporting us with the full text
screening.
Author’s contribution
JH, LA, and AZ were responsible for the study design. JH conducted the
search. Study selection was mainly performed by JH, LA, and SH. JH, SH, and
AZ performed data extraction. Analysis and interpretation were performed by
JH and LA. JH and LA were responsible for writing drafts of the manuscript. All
authors substantially revised it critically for important intellectual content and
finally approved it.
Funding
No specific funding.
Availability of data and materials
Access to all data that was used in this study is open. See supplementary
material S2 for the raw data set.

Declarations
Ethics approval and consent to participate
Not required, our scoping review does not contain any individual patient data.
Consent for publication
Not applicable as no personal information is provided in our manuscript.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Center for Dementia Care, Institute of Applied Nursing Sciences, Department
of Health, Eastern Switzerland University of Applied Sciences, Rosenbergstrasse 59, 9000 St.Gallen, Switzerland. 2 International Graduate Academy,
Medical Faculty, Institute for Health and Nursing Science, Martin Luther
University Halle-Wittenberg, Magdeburger Strasse 8, 06112 Halle (Saale), Germany. 3 Department of Clinical Research, University Hospital Basel, University
of Basel, Basel, Switzerland.
Received: 28 November 2021 Accepted: 20 June 2022

Hirt et al. BMC Geriatrics

(2022) 22:563

References
1. World Health Organization. Elder Abuse. 2021. https://www.who.int/
news-room/fact-sheets/detail/elder-abuse. Accessed 5 Jun 2021.
2. Hall J, Karch D, Crosby A. Elder Abuse Surveillance: Uniform Definitions
and Recommended Core Data Elements For Use In Elder Abuse Surveillance, Version 1.0. Atlanta, Georgia: National Center for Injury Prevention
and Control, Centers for Disease Control and Prevention; 2016.
3. Yon Y, Ramiro-Gonzalez M, Mikton CR, Huber M, Sethi D. The prevalence
of elder abuse in institutional settings: a systematic review and metaanalysis. Eur J Public Health. 2019;29:58–67. https://doi.org/10.1093/
eurpub/cky093.
4. Yunus RM, Hairi NN, Choo WY. Consequences of Elder Abuse and Neglect:
A Systematic Review of Observational Studies. Trauma Violence Abuse.
2019;20:197–213. https://doi.org/10.1177/1524838017692798.
5. Lachs MS, Pillemer KA. Elder Abuse N ENGL J MED. 2015;373:1947–56.
https://doi.org/10.1056/NEJMra1404688.
6. PHelan A. Protecting care home residents from mistreatment and abuse:
on the need for policy. Risk Manag Healthc Policy. 2015;8:215–23. https://
doi.org/10.2147/rmhp.S70191.
7. Pillemer K. Maltreatment of patients in nursing homes: overview and
research agenda. J Health Soc Behav. 1988;29:227–38.
8. Kamavarapu YS, Ferriter M, Morton S, Völlm B. Institutional abuse Characteristics of victims, perpetrators and organsations. Eur Psychiatry.
2017;40:45–54. https://doi.org/10.1016/j.eurpsy.2016.07.002.
9. Blumenfeld Arens O, Fierz K, Zuniga F. Elder abuse in nursing homes:
Do special care units make a difference? A secondary data analysis
of the Swiss Nursing Homes Human Resources Project. Gerontology.
2017;63:169–79. https://doi.org/10.1159/000450787.
10. Schiamberg LB, Barboza GG, Oehmke J, Zhang Z, Griffore RJ, Weatherill RP,
et al. Elder abuse in nursing homes: An ecological perspective. J ELDER
ABUSE NEGL. 2011;23:190–211. https://doi.org/10.1080/08946566.2011.
558798.
11. Fang B, Yan E. Abuse of Older Persons With Dementia: A Review of the
Literature. Trauma Violence Abuse. 2018;19:127–47. https://doi.org/10.
1177/1524838016650185.
12. Myhre J, Saga S, Malmedal W, Ostaszkiewicz J, Nakrem S. React and act: a
qualitative study of how nursing home leaders follow up on staff-toresident abuse. BMC HEALTH SERV RES. 2020;20:1111. https://doi.org/10.
1186/s12913-020-05969-x.
13. Botngård A, Eide AH, Mosqueda L, Malmedal W. Elder abuse in Norwegian nursing homes: a cross-sectional exploratory study. BMC HEALTH
SERV RES. 2020;20:9. https://doi.org/10.1186/s12913-019-4861-z.
14. Kiljunen O, Välimäki T, Kankkunen P, Partanen P. Competence for older
people nursing in care and nursing homes: An integrative review. Int J
Older People Nurs. 2017. https://doi.org/10.1111/opn.12146.
15. Knopp-Sihota JA, Niehaus L, Squires JE, Norton PG, Estabrooks CA. Factors
associated with rushed and missed resident care in western Canadian
nursing homes: a cross-sectional survey of health care aides. J CLIN NURS.
2015;24:2815–25. https://doi.org/10.1111/jocn.12887.
16. Vogel B, de Geest S, Fierz K, Beckmann S, Zúñiga F. Dementia care worker
stress associations with unit type, resident, and work environment
characteristics: a cross-sectional secondary data analysis of the Swiss
Nursing Homes Human Resources Project (SHURP). Int Psychogeriatr.
2017;29:441–54. https://doi.org/10.1017/s1041610216002027.
17. Rapaport P, Livingston G, Hamilton O, Turner R, Stringer A, Robertson S,
Cooper C. How do care home staff understand, manage and respond
to agitation in people with dementia?: A qualitative study. BMJ Open.
2018;8: e022260. https://doi.org/10.1136/bmjopen-2018-022260.
18. Myhre J, Saga S, Malmedal W, Ostaszkiewicz J, Nakrem S. Elder abuse and
neglect: an overlooked patient safety issue. A focus group study of nursing home leaders’ perceptions of elder abuse and neglect. BMC Health
Serv Res. 2020;20(1):199.
19. Eggert S, Lux K, Sulmann D, Väthjunker D. [Gewaltprävention in der
Pflege. ZQP-Report]. 2nd ed. Berlin: Zentrum für Qualität in der Pflege.
20. Payne BK, Fletcher LB. Elder abuse in nursing homes: Prevention and
resolution strategies and barriers. J Crim Justice. 2005;33:119–25. https://
doi.org/10.1016/j.jcrimjus.2004.12.003.
21. Dong X, Chen R, Simon MA. Elder abuse and dementia: a review of the
research and health policy. Health Aff (Millwood). 2014;33:642–9. https://
doi.org/10.1377/hlthaff.2013.1261.

Page 12 of 14

22. Malmedal W, Iversen MH, Kilvik A. Sexual abuse of older nursing home
residents: a literature review. Nurs Res Pract. 2015;2015: 902515. https://
doi.org/10.1155/2015/902515.
23. Lindbloom EJ, Brandt J, Hough LD, Meadows SE. Elder mistreatment
in the nursing home: a systematic review. J AM MED DIR ASSOC.
2007;8:610–6. https://doi.org/10.1016/j.jamda.2007.09.001.
24. Cooper C, Selwood A, Livingston G. The prevalence of elder abuse and
neglect: a systematic review. Age Ageing. 2008;37:151–60. https://doi.
org/10.1093/ageing/afm194.
25. Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int J Soc. 2005;8:19–32. https://doi.org/10.1080/136455703200011
9616.
26. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al.
PRISMA Extension for Scoping Reviews (PRISMA-ScR): Checklist and
Explanation. Ann Intern Med. 2018;169:467–73. https://doi.org/10.7326/
M18-0850.
27. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD,
et al. The PRISMA 2020 statement: An updated guideline for reporting
systematic reviews. J Clin Epidemiol. 2021;134:178–89. https://doi.org/10.
1016/j.jclinepi.2021.03.001.
28. Rethlefsen ML, Kirtley S, Waffenschmidt S, Ayala AP, Moher D, Page MJ,
Koffel JB. PRISMA-S: an extension to the PRISMA Statement for Reporting
Literature Searches in Systematic Reviews. Syst Rev. 2021;10:39. https://
doi.org/10.1186/s13643-020-01542-z.
29. Hirt J, Vetsch J, Heinrich S. Facilitators and barriers to implement nurseled physical activities for people with dementia in nursing homes: a
protocol for a mixed-methods systematic review. BMJ Open. 2021;11:
e056353. https://doi.org/10.1136/bmjopen-2021-056353.
30. Dictionary.com. Thesaurus.com. 2020. http://www.thesaurus.com/.
Accessed 28 Apr 2020.
31. Gartlehner G, Affengruber L, Titscher V, Noel-Storr A, Dooley G, Ballarini N,
König F. Single-reviewer abstract screening missed 13 percent of relevant
studies: a crowd-based, randomized controlled trial. J Clin Epidemiol.
2020;121:20–8. https://doi.org/10.1016/j.jclinepi.2020.01.005.
32. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan-a web and
mobile app for systematic reviews. Syst Rev. 2016;5:210. https://doi.org/
10.1186/s13643-016-0384-4.
33. Saldaña J. The Coding Manual for Qualitative Researchers. 2nd ed. London: SAGE Publications; 2013.
34. Ben Natan M, Lowenstein A, Eisikovits Z. Psycho-social factors affecting elders’ maltreatment in long-term care facilities. INT NURS REV.
2010;57:113–20. https://doi.org/10.1111/j.1466-7657.2009.00771.x.
35. Ben Natan M, Lowenstein A. Study of factors that affect abuse of older
people in nursing homes. NURS MANAGE. 2010;17:20–4. https://doi.org/
10.7748/nm2010.12.17.8.20.c8143.
36. Castle N. Nurse Aides’ Reports of Resident Abuse in Nursing Homes. J
APPL GERONTOL. 2012;31:402–22. https://doi.org/10.1177/0733464810
389174.
37. Habjanič A, Lahe D. Are frail older people less exposed to abuse in
nursing homes as compared to community-based settings? Statistical
analysis of Slovenian data. ARCH GERONTOL GERIATR. 2012;54:e261–70.
https://doi.org/10.1016/j.archger.2011.07.006.
38. Schiamberg LB, Oehmke J, Zhang Z, Barboza GE, Griffore RJ, von Heydrich
L, et al. Physical Abuse of Older Adults in Nursing Homes: A Random
Sample Survey of Adults With an Elderly Family Member in a Nursing
Home. J ELDER ABUSE NEGL. 2012;24:65–83. https://doi.org/10.1080/
08946566.2011.608056.
39. Winterstein T-B. Nurses’ Experiences of the Encounter With Elder Neglect.
J NURS SCHOLARSH. 2012;44:55–62. https://doi.org/10.1111/j.1547-5069.
2011.01438.x.
40. Charpentier M, Soulières M. Elder Abuse and Neglect in Institutional Settings: The Resident’s Perspective. J ELDER ABUSE NEGL. 2013;25:339–54.
https://doi.org/10.1080/08946566.2012.751838.
41. Cooper C, Dow B, Hay S, Livingston D, Livingston G. Care workers’ abusive
behavior to residents in care homes: a qualitative study of types of abuse,
barriers, and facilitators to good care and development of an instrument
for reporting of abuse anonymously. INT PSYCHOGERIATR. 2013;25:733–
41. https://doi.org/10.1017/S104161021200227X.
42. Malmedal W, Hammervold R, i, Saveman B-I. The dark side of Norwegian
nursing homes: factors influencing inadequate care. J ADULT PROTECT.
2014;16:133–51. doi:https://doi.org/10.1108/JAP-02-2013-0004.

Hirt et al. BMC Geriatrics

(2022) 22:563

43. Figueredo Borda N, Yarnoz AZ. Perceptions of Abuse in Nursing Home
Care Relationships in Uruguay. J TRANSCULT NURS. 2015;26:164–70.
https://doi.org/10.1177/1043659614526458.
44. Frazão SL, Correia AM, Norton P, Magalhães T. Physical abuse against
elderly persons in institutional settings. J FORENSIC LEGAL MED.
2015;36:54–60. https://doi.org/10.1016/j.jflm.2015.09.002.
45. Iversen MH, Kilvik A, Malmedal W. Sexual Abuse of Older Residents in
Nursing Homes: A Focus Group Interview of Nursing Home Staff. NURS
RES PRACT. 2015;2015: 716407. https://doi.org/10.1155/2015/716407.
46. Braaten KL, Malmedal W. Preventing physical abuse of nursing home
residents- as seen from the nursing staff’s perspective. NURS OPEN.
2017;4:274–81. https://doi.org/10.1002/nop2.98.
47. Moore S. What’s in a word? The importance of the concept of “values” in
the prevention of abuse of older people in care homes. J ADULT PROTECT. 2017;19:130–45. https://doi.org/10.1108/JAP-01-2017-0001.
48. Moore S. Abuse of residents in nursing homes: results of a staff questionnaire. NURS TIMES. 2017;113:29–33.
49. Moore S. You can lead a horse to water but you can’t make it drink: how
effective is staff training in the prevention of abuse of adults? J ADULT
PROTECT. 2017;19:297–308. https://doi.org/10.1108/JAP-03-2017-0008.
50. Wangmo T, Nordström K, Kressig RW. Preventing elder abuse and neglect
in geriatric institutions. GERIATR NURS. 2017;38:385–92. https://doi.org/
10.1016/j.gerinurse.2016.12.016.
51. Andela M, Truchot D, Huguenotte V. Job demands, emotional dissonance
and elderly abuse: The moderating role of organizational resources. J
ELDER ABUSE NEGL. 2018;30:368–84. https://doi.org/10.1080/08946566.
2018.1514343.
52. Cooper C, Marston L, Barber J, Livingston D, Rapaport P, Higgs P, Livingston G. Do care homes deliver person-centred care? A cross-sectional
survey of staff-reported abusive and positive behaviours towards residents from the MARQUE (Managing Agitation and Raising Quality of Life)
English national care home survey. PLoS ONE. 2018;13: e0193399. https://
doi.org/10.1371/journal.pone.0193399.
53. Moore S. Paths to perdition: exploring the trajectories of care staff who
have abused older people in their care. J ADULT PROTECT. 2019;21:169–
89. https://doi.org/10.1108/JAP-01-2019-0002.
54. Lim J. Factors Affecting Mistreatment of the Elderly in Long-Term Care
Facilities. Healthcare. 2020;8:224. https://doi.org/10.3390/healthcare
8030224.
55. Myhre J, Malmedal WK, Saga S, Ostaszkiewicz J, Nakrem S. Nursing home
leaders’ perception of factors influencing the reporting of elder abuse
and neglect: a qualitative study. J HEALTH ORGAN MANAG. 2020;34:655–
71. https://doi.org/10.1108/JHOM-02-2020-0031.
56. Myhre J, Saga S, Malmedal W, Ostaszkiewicz J, Nakrem S. Elder abuse and
neglect: an overlooked patient safety issue. A focus group study of nursing home leaders’ perceptions of elder abuse and neglect. BMC HEALTH
SERV RES. 2020;20:199. doi:https://doi.org/10.1186/s12913-020-5047-4.
57. Andela M, Truchot D, Huguenotte V. Work Environment and Elderly
Abuse in Nursing Homes: The Mediating Role of Burnout. J INTERPERS
VIOLENCE. 2021;36:5709–29. https://doi.org/10.1177/0886260518803606.
58. Allen PD, Kellett K, Gruman C. Elder abuse in Connecticut’s nursing
homes. J ELDER ABUSE NEGL. 2003;15:19–42. https://doi.org/10.1300/
J084v15n0103.
59. Page C, Conner T, Prokhorov A, Fang Y, Post L. The effect of care setting
on elder abuse: results from a Michigan survey. J ELDER ABUSE NEGL.
2009;21:239–52. https://doi.org/10.1080/08946560902997553.
60. Griffore RJ, Barboza GB, Mastin T, Oehmke J, Schiamberg LB, Post LA. Family members’ reports of abuse in Michigan nursing homes. J ELDER ABUSE
NEGL. 2009;21:105–14. https://doi.org/10.1080/08946560902779910.
61. Harris DK, Benson ML. Theft in Nursing Homes: An Overlooked Form of
Elder Abuse. J ELDER ABUSE NEGL. 2000;11:73–90. https://doi.org/10.
1300/J084v11n03_05.
62. Zhang Z, Schiamberg LB, Oehmke J, Barboza GE, Griffore RJ, Post LA, et al.
Neglect of older adults in Michigan nursing homes. J ELDER ABUSE NEGL.
2010;23:58–74. https://doi.org/10.1080/08946566.2011.534708.
63. Jogerst GJ, Daly JM, Dawson JD, Peek-Asa C, Schmuch G. Iowa nursing home characteristics associated with reported abuse. JAMDA.
2006;7:203–7. https://doi.org/10.1016/j.jamda.2005.12.006.
64. DeHart D, Webb J, Cornman C. Prevention of elder mistreatment in
nursing homes: competencies for direct-care staff. J ELDER ABUSE NEGL.
2009;21:360–78. https://doi.org/10.1080/08946560903005174.

Page 13 of 14

65. Malmedal W, Hammervold R, Saveman B-I. To report or not report? Attitudes held by Norwegian nursing home staff on reporting inadequate
care carried out by colleagues. SCAND J PUBLIC HEALTH. 2009;37:744–50.
https://doi.org/10.1177/1403494809340485.
66. Malmedal W, Ingebrigtsen O, Saveman B-I. Inadequate care in Norwegian nursing homes-as reported by nursing staff. SCAND J CARING SCI.
2009;23:231–42. https://doi.org/10.1111/j.1471-6712.2008.00611.x.
67. Furness S. Recognising and addressing elder abuse in care homes: views
from residents and managers. J ADULT PROTECT. 2006;8:33–49. https://
doi.org/10.1108/14668203200600005.
68. Shinan-Altman S, Cohen M. Nursing aides’ attitudes to elder abuse in
nursing homes: the effect of work stressors and burnout. GERONTOLOGIST. 2009;49:674–84. https://doi.org/10.1093/geront/gnp093.
69. Cohen M, Shinan-Altman S, Cohen M, Shinan-Altman S. A cross-cultural
study of nursing aides’ attitudes to elder abuse in nursing homes. INT
PSYCHOGERIATR. 2011;23:1213–21. https://doi.org/10.1017/S104161021
1000391.
70. Hirst SP. Defining Resident Abuse within the Culture of Long-Term Care
Institutions. CLIN NURS RES. 2002;11:267–84. https://doi.org/10.1177/
10573802011003004.
71. Conner T, Prokhorov A, Page C, Yu Fang, Yimin Xiao, Post LA. Impairment
and Abuse of Elderly by Staff in Long-Term Care in Michigan: Evidence
From Structural Equation Modeling. J INTERPERS VIOLENCE. 2011;26:21–
33. doi:https://doi.org/10.1177/0886260510362880.
72. Wang J-J. Psychological abuse behavior exhibited by caregivers in the
care of the elderly and correlated factors in long-term care facilities in
Taiwan. J NURS RES. 2005;13:271–80.
73. Wang J-J, Lin M-F, Tseng H-F, Chang W-Y. Caregiver factors contributing
to psychological elder abuse behavior in long-term care facilities: a structural equation model approach. INT PSYCHOGERIATR. 2009;21:314–20.
https://doi.org/10.1017/S1041610208008211.
74. Hsieh H-F, Wang J-J, Yen M, Liu T-T. Educational support group in
changing caregivers’ psychological elder abuse behavior toward caring
for institutionalized elders. ADV HEALTH SCI EDUC THEORY PRACT.
2009;14:377–86. https://doi.org/10.1007/s10459-008-9122-6.
75. Buzgová R, Ivanová K. Elder abuse and mistreatment in residential settings. NURS ETHICS. 2009;16:110–26. https://doi.org/10.1177/0969733008
097996.
76. Bužgová R, Ivanová K. Violation of ethical principles in institutional care
for older people. NURS ETHICS. 2011;18:64–78. https://doi.org/10.1177/
0969733010385529.
77. Görgen T. Stress, Conflict, Elder Abuse and Neglect in German Nursing
Homes: A Pilot Study Among Professional Caregivers. J ELDER ABUSE
NEGL. 2001;13:1–26. https://doi.org/10.1300/J084v13n0101.
78. Sandvide Å, Fahlgren S, Norberg A, Saveman B-I. From perpetrator to
victim in a violent situation in institutional care for elderly persons:
Exploring a narrative from one involved care provider. NURS INQUIRY.
2006;13:194–202. https://doi.org/10.1111/j.1440-1800.2006.00321.x.
79. Schultes K, Siebert H, Lieding L, Blättner B. Personale Gewalt in der stationären Altenpflege: Eine systematische Übersicht über Instrumente zur
Erfassung der Prävalenz. [Violent behavior of staff towards nursing home
residents: A systematic review of instruments to measure prevalence]. Z
Evid Fortbild Qual Gesundhwes 2021. doi:https://doi.org/10.1016/j.zefq.
2020.12.002.
80. Görgen T. A multi-method study on elder abuse and neglect in nursing
homes. J ADULT PROTECT.
81. Ho CS, Wong SY, Chiu MM, Ho RC. Global Prevalence of Elder Abuse:
A Meta-analysis and Meta-regression. East Asian Arch Psychiatry.
2017;27:43–55.
82. Cooper C, Manela M, Katona C, Livingston G. Screening for elder abuse in
dementia in the LASER-AD study: Prevalence, correlates and validation of
instruments. INT J GERIATR PSYCHIATRY. 2008;23:283–8. https://doi.org/
10.1002/gps.1875.
83. Brijoux T, Neise M, Zank S. Gewalterfahrungen in der Hochaltrigkeit:
Prävalenz, Risikofaktoren und Auswirkungen. [Elder abuse in the oldest
old: prevalence, risk factors and consequences]. Z Gerontol Geriat 2021.
doi:https://doi.org/10.1007/s00391-021-01945-0.
84. Yon Y, Mikton CR, Gassoumis ZD, Wilber KH. Elder abuse prevalence in
community settings: a systematic review and meta-analysis. Lancet Glob
Health. 2017;5:e147–56. https://doi.org/10.1016/S2214-109X(17)30006-2.

Hirt et al. BMC Geriatrics

(2022) 22:563

Page 14 of 14

85. Naughton C, Drennan J, Treacy MP, Lafferty A, Lyons I, PHelan A, et al.
Abuse and Neglect of Older People in Ireland. Report on the National
Study of Elder Abuse and Neglect.: Report Summary. Dublin; 2010.
86. Blumenfeld Arens O, Fierz K, Zúñiga F. Elder Abuse in Nursing Homes:
Do Special Care Units Make a Difference? A Secondary Data Analysis
of the Swiss Nursing Homes Human Resources Project. Gerontology.
2017;63:169–79. https://doi.org/10.1159/000450787.
87. Görgen T, Beaulieu M. Critical concepts in elder abuse research. Int Psychogeriatr. 2013;25:1217–28. https://doi.org/10.1017/S10416102130005
01.
88. Hyde P, Burns D, Killett A, Kenkmann A, Pol, Fiona, GRAY R. Organisational
aspects of elder mistreatment in long term care. QUAL AGEING OLDER
ADULTS. 2014;15:197–209.
89. Marshall K, Herbst J, Girod C, Annor F. Do interventions to prevent or stop
abuse and neglect among older adults work? A systematic review of
reviews. J ELDER ABUSE NEGL. 2020;32:409–33. https://doi.org/10.1080/
08946566.2020.1819926.
90. McCormack B, Manley K, Titchen A, editors. Practice development in
nursing and healthcare. 2nd ed. Chichester, West Sussex, Ames, Iowa:
Wiley-Blackwell; 2013.

Publisher’s Note

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

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

