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ABSTRACT
The purpose was to elucidate the reactions of formal carers as 
witnesses and helpers in situations of elder abuse, to illuminate 
abusive situations and to reflect on the findings from an ethical 
point of view. Twenty-one district nurses from one county council were 
interviewed (I, II, III, IV). They described the problems they had 
when dealing with cases of elder abuse, the uncertainty they felt when 
they approached the family, identified the abuse and intervened (I). 
They used no distinct definition of elder abuse but described it as 
’overstepping the boundaries of a person’s integrity/autonomy’ (II). 
In the 44 cases narrated the elderly people were mostly physically 
and/or psychologically impaired, the person abused could either be the 
impaired elderly person, the informal carer or both. Abuse was related 
to the inability of one party to meet the demands made on him/herself, 
the other person, or to a history of violence (III). The cases 
narrated were analysed for reliability and were considered reliable 
(IV). Questionnaires submitted to 163 district nurses revealed 33 
cases of elder abuse (V) and to home service assistants 97 cases (VI). 
The abused elderly people were often very old women, mostly healthy or 
unhealthy in equal proportions. The perpetrators were mostly close 
relatives, responsible or not responsible for the caring. The abusive 
acts often involved a combination of psychological, physical, and 
financial abuse and neglect. Mental disturbance and alcohol abuse, as 
well as financial reasons were reported as contributing to the abuse 
(V, VI). The attitudes of general practitioners, district nurses and 
home service assistants towards elder abuse and the interventions 
suggested in hypothetical cases of elder abuse were investigated 
(VII). All groups were uncertain about their attitudes towards elder 
abuse. Their suggested interventions were amalgamated into three 
groups; sparse and of the social type, more specific and of the health 
care and voluntary type, or overall types of intervention. The situa
tion, profession and organization seemed to result in different inter
ventions (VII). The findings were reflected on using Lögstrup’s ethic 
as a framework, and the conclusion was that in order to be able to 
intervene successfully formal carers need to find solutions on a 
meta-level. Conventions and norms must be developed and public 
responsibility is needed.

Key words: Elder abuse, primary health care, district nurses, general 
practitioners, home service assistants, Lögstrup’s ethic.
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Formal carers in health care and the social services witnessing abuse of the 
elderly in their homes
Britt-Inger Saveman, Department of Advanced Nursing,
Umeå University, Umeå, Sweden.

ABSTRACT
The purpose was to elucidate the reactions of formal carers as witnesses and 
helpers in situations of elder abuse, to illuminate abusive situations and to 
reflect on the findings from an ethical point of view. Twenty-one district 
nurses from one county council were interviewed (I, II, III, IV). They described 
the problems they had when dealing with cases of elder abuse, the uncertainty 
they felt when they approached the family, identified the abuse and intervened 
(I). They used no distinct definition of elder abuse but described it as 
’overstepping the boundaries of a person’s integrity/autonomy’ (II). In the 44 
cases narrated the elderly people were mostly physically and/or psychologically 
impaired, the person abused could either be the impaired elderly person, the 
informal carer or both. Abuse was related to the inability of one party to meet 
the demands made on him/herself, the other person, or to a history of violence 
(HI). The cases narrated were analysed for reliability and were considered 
reliable (IV). Questionnaires submitted to 163 district nurses revealed 33 cases 
of elder abuse (V) and to home service assistants 97 cases (VI). The abused 
elderly people were often very old women, mostly healthy or unhealthy in equal 
proportions. The perpetrators were mostly close relatives, responsible or not 
responsible for the caring. The abusive acts often involved a combination of 
psychological, physical, and financial abuse and neglect. Mental disturbance and 
alcohol abuse, as well as financial reasons were reported as contributing to the 
abuse (V, VI). The attitudes of general practitioners, district nurses and home 
service assistants towards elder abuse and the interventions suggested in 
hypothetical cases of elder abuse were investigated (VII). All groups were 
uncertain about their attitudes towards elder abuse. Their suggested interven
tions were amalgamated into three groups; sparse and of the social type, more 
specific and of the health care and voluntary type, or overall types of inter
vention. The situation, profession and organization seemed to result in diffe
rent interventions (VII). The findings were reflected on using Lögstrup’s ethic 
as a framework, and the conclusion was that in order to be able to intervene 
successfully formal carers need to find solutions on a meta-level. Conventions 
and norms must be developed and public responsibility is needed.

Key words: Elder abuse, primary health care, district nurses, general practitio
ners, home service assistants, Lögstrup’s ethic.
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INTRODUCTION

This thesis focuses on the experience of district nurses (DNs), general practi
tioners (GPs) and home service assistants (HSAs) being witnesses and helpers in 
situations of elder abuse occurring in the homes of healthy or unhealthy elderly 
people. The abused elderly person can be the one who is being cared for or the 
one who is actually caring. The perpetrator, mostly a close relative, sometimes 
has the role of an informal carer. Formal carers discover the abuse through 
talking to the patients/clients and their relatives and/or their informal 
carers, and by observing directly the physical and psychological signs of abuse. 
They need to make several judgements, which requires ethical consideration. They 
need to be involved with the family for a long time as fast, easy solutions are 
seldom available (cf. Fulmer & O’Malley 1987).

Elder abuse
The first studies on elder abuse were published in 1979 (Block & Sinnott 1979, 
Lau & Kosberg 1979). This does not mean, however, that elder abuse is a modern 
problem. Cultural writings such as Greek myths, biblical passages, legends, 
fairy tales, and novels all reveal elder abuse (Reinharz 1986).

Delimiting age and defining elder abuse
Delimiting the age of an elderly person according to a chronological age of 
between 60 and 65 is common in research (cf. Ogg & Bennet 1992, Phillips 1983, 
Pillemer & Finkelhor 1988). The cut off line used in this thesis is 65.

There is no consensus of opinion on how elder abuse should be defined, but 
several authors have suggested definitions for either research, practice or both 
(e.g. Fulmer & O’Malley 1987, Hudson 1991, Hydle & Johns 1992, Johnson 1991, 
Wolf 1986). Some of the definitions are broad and allembracing (Hydle & Johns 
1992, Johnson 1991), while others also include typologies (Hudson 1991, Lau & 
Kosberg 1979, Wolf 1986). Hudson (1989) and Johnson (1986) have reviewed and 
discussed various definitions. Examples of definitions of elder abuse are shown 
in Table 1.
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Table 1. Definitions of elder abuse

Concepts: Definitions:

Physical abuse: ’Beating; withholding personal care, food, and medical
care; and lack of supervision 

Psychological abuse: Verbal assault and threats, provoking fear, and isolation
Material abuse: Monetary or material theft or misuse (not being used to

benefit the aged person)
Violation o f rights: Being forced out of one’s dwelling or into another setting

(most often a nursing home)’ (Lau & Kosberg 1979 p. 12).

Physical abuse:

Psychological abuse:

Material abuse: 

Active neglect:

Passive neglect:

’The infliction of physical pain or injury, physical 
coercion (confinement against one’s will) e.g., slapped, 
bruised, sexually molested, cut, burned, physically 
restrained
The infliction of mental anguish, e.g., called names, 
treated as a child, frightened, humiliated, intimidated, 
threatened, isolated
The illegal or improper exploitation and/or use of funds or 
other resources
Refusal or failure to fulfill a caretaking obligation, 
including a conscious and intentional attempt to inflict 
physical or emotional stress on the elder; e.g., deliberate 
abandonment or deliberate denial of food or health-related 
services
Refusal or failure to fulfill a caretaking obligation, 
excluding a conscious and intentional attempt to inflict 
physical or emotional distress on the elder; e.g., abandon
ment, non-provision of food, or health-related services 
because of inadequate knowledge, laziness, infirmity or 
disrupting the value of prescribed services’
(Wolf 1986 p. 220).

The confusion regarding definition is not surprising, because research in 
this area is still in its infancy (Johnson 1991) and consequently the results of 
various studies cannot be compared (Hudson 1986, Hudson & Johnson 1986, Ogg 
& Munn-Gidding 1993, Pollick 1987, Sayles-Cross 1988, Wolf 1988). Most of the 
definitions are abstract and theoretical, and probably can not easily be put 
into practice.

In this thesis the term elder abuse is seen from a witness perspective and 
has an allembracing meaning (cf. Hydle & Johns 1992). In Swedish the term used 
is ’övergrepp’ (abuse) with an comprehensive meaning. Another Swedish term 
would be ’misshandel’ (abuse), which more closely denotes physical abuse.
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Concepts:

Inadequate care: 
Elder abuse:

Neglect:

Definitions:

’Defining cases of abuse and neglect as inadequate care 
Actions of a caretaker that create unmet needs for the 
elderly person
The failure of an individual responsible for caretaking to 
respond adequately to established needs for care... ’ 
(Fulmer & O’Malley 1987 pp. 21-22).

Elder mistreatment: ’Is that it is self- or other-imposed suffering that is 
unnecessary to the maintenance of the quality of the life 
of the older person by means of abuse or neglect caused by 
being overwhelmed’
(Johnson 1991 p. 118).

Elder mistreatment: ’Destructive behaviour that is directed towards an older 
adult, occurs within the context of a relationship conno
ting trust and is of sufficient intensity and/or frequency 
to produce harmful physical, psychological, social and/or 
financial effects of unnecessary suffering, injury, pain, 
loss and/or violation of human rights and poorer quality of 
life for the older adult

Elder abuse: Aggressive or invasive behavior/action(s), or threats of 
same, inflicted on an older adult and resulting in harmful 
effects for the older adult

Elder neglect: The failure of a responsible party(ies) to act so as to 
provide, or to provide what is prudently deemed adequate 
and reasonable assistance that is available and warranted 
to ensure that the older adult’s basic physical, psycholo
gical, social, and financial needs are met, resulting in 
harmful effects for the older adult’
(Hudson 1991 p. 14).

Abuse: ’Is a social act with at least two actors, where the one 
actor violates the personal boundaries of the other. This 
act is abuse if interpreted and valued as illegitimate by a 
third person, the witness’ (Hydle & Johns 1992 p. 58, 
author’s translation).

The prevalence
On the basis of a survey in the UK, Ogg and Bennett (1992) reported that out of 
589 respondents aged 60 years and over six per cent were verbally abused, two 
per cent physically abused, and two per cent financially abused by a close 
relative. The prevalence rates of abuse among people 65 years and over in 
private dwellings were; five per cent of 1086 elderly people living in a semi
industrialized town in Finland (Kivelä et al. 1992), three per cent of 2020
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elderly people living in a big city in the USA (Pillemer & Finkelhor 1988), and 
four per cent of 2008 elderly people randomly sampled from various parts of 
Canada (Podnieks 1992). Pillemer and Finkelhor (1988) who did not include finan
cial abuse in their study reported that physical abuse was the most common 
abuse, while Kivelä and co-workers (1992) and Podnieks (1992) reported that 
financial and psychological abuse, respectively, were the most common form of 
abuse. These four studies did not include cognitively impaired elderly people, 
so the occurrence of elder abuse was certainly underestimated.

The abused elderly person and the perpetrator
Neither Kivelä and co-workers (1992), nor Podnieks (1992) reported any diffe
rences regarding gender among the abused elderly people, but Pillemer and 
Finkelhor (1988) reported that more men than women were abused. The physically 
abused person tended to be married and live together with the perpetrator 
(Pillemer & Finkelhor 1988, Podnieks 1992). The financially abused person was 
often a widow living alone (Podnieks 1992) and those who were neglected tended 
to have no close contacts to rely on (Pillemer & Finkelhor 1988). Regardless 
of type, abuse often related to poor health, depression (Podnieks 1992, Kivelä 
et al. 1992), loneliness and a low level of life satisfaction among the abused 
people (Kivelä et al. 1992). The characteristics of the abused elderly person, 
such as physical and mental impairment as well as dependency on the perpetrator 
have been related to neglect (Godkin et al. 1989, Pillemer 1986, Pillemer & 
Finkelhor 1989, Wolf et al. 1986).

The perpetrators were mostly spouses, adult children, or other close 
relatives (Kivelä et al. 1992, Pillemer & Finkelhor 1988, Podnieks 1992). 
Various physical health problems, emotional disturbances, stress, alcohol and 
drug abuse as well as financial dependence on the abused elderly person were 
common among the perpetrators (Godkin et al. 1989, Pillemer 1986, Pillemer & 
Finkelhor 1989, Podnieks 1992, Wolf et al. 1986). Poor family relationships, 
unhappy marriages and family conflicts seemed to relate to the abuse (Kivelä et 
al. 1992, Podnieks 1992).
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Wolf (1986) suggested that external stress and isolation tend to exacerbate 
rather than cause the abusive situations. Hypotheses concerning the intergenera- 
tional transmission of violence (the cycle of violence), supported in the 
literature on child and spouse abuse (cf. Strauss et al. 1980), have received no 
support from studies on elder abuse (Godkin et al. 1989, Pillemer 1986). The 
characteristics of the perpetrator seem to be a more powerful predictor of elder 
abuse than the abused person’s characteristics (cf. Pillemer & Finkelhor 1989).

Risk factors of elder abuse in informal care
It has been reported that informal caregiving has sometimes had a negative 
impact for the informal carer. This could result from a number of causes: an 
overall experience of being burdened (Rabins et al. 1990), emotional stress 
(Horowitz 1985, Scogin et al. 1992), low self-esteem (Scogin et al. 1992), 
normative family stress (Brody 1985), role fatigue (Houlihan 1987), depression 
and exhaustion (Dillehay & Sandys 1990, Kruse 1989), anger (Garcia & Kosberg 
1992), filial crises (Finch & Mason 1990), and deteriorating physical and mental 
health (Vitaliano et al. 1991).

The elderly recipient o f care may also experience stress in the caregiving 
situation, relating to various personal and situational characteristics, such as 
physical and mental status, living arrangements, parental crises (Brubaker et 
al. 1990), dependency (Horowitz 1985), and the experience of being a burden on 
someone (Scott 1993).

Informal caregiving affects the relationship between the parties and can 
lead to conflicts and poor care quality (Brody 1985, Cicirelli 1986, 1990, Kruse 
1989, Phillips 1989, Phillips & Rempusheski 1986a). Poor marital relationships 
(Morris et al. 1988), conflicts (Brody 1985, Cicirelli 1986, 1990), and uneven 
power structures (Phillips 1989) are some of the factors reported to relate to 
the deterioration of the relationship. Scott (1993) described the interplay 
between perception and behaviour in a caregiving dyad as circular victimization. 
A negative relationship history, and the incorrect image of each other that the 
parties have are also believed to constitute risk factors (Phillips 1989). The 
studies concerning the impact of informal caregiving focus mostly on families
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where one party is demented (cf. Dillehay & Sandys 1990, Rabins et al. 1990, 
Vitaliano et al. 1991).

Elder abuse and informal care
From the UK, Homer and Gilleard (1990) reported that carers admitted physical 
abuse, psychological abuse and neglect of their elderly care-recipient. From the 
USA, Coyne and co-workers (1993), Steinmetz (1988) and Paveza and co-workers
(1992) reported that both the elderly people and their carers used various 
physically and psychologically abusive methods in their attempts to maintain 
control and solve conflicts. Steinmetz (1988) studied middle-aged children who 
cared for an elderly relative with various health problems. Coyne and co-workers
(1993) as well as Paveza and co-workers (1992) studied demented elderly people 
and their informal carers.

There are suggestions that the abuse involving the cognitively impaired 
elderly and their carers may relate to the carer’s personality (Bendik 1992, 
Pillemer & Finkelhor 1989), the perception of stress relating to the caregiving 
(Steinmetz 1988), psychological and physical demands (Coyne et al. 1993, Paveza 
et al. 1992), as well as to the demented elderly person’s so-called behaviour 
disturbances (Haley & Coleton 1992).

Explanations of elder abuse
There have been attempts to explain theoretically the causes of elder abuse. 
Phillips (1986) evaluated three models and their adjustment to some empirical 
data. She concluded that none of the three models can be used on its own to 
predict or explain elder abuse.

The situational model states that as the stress associated with certain 
situational factors increases for the perpetrator, abusive acts towards a vulne
rable individual also increase. Situational factors might be financial strain 
and isolation, dependency, poor health and mental impairment in the elderly 
person, a life crisis and exhaustion associated with the provision of care, and 
the perpetrator’s alcohol abuse. On the one hand, the model appears to make
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sense and is supported by conventional wisdom, empirical evidence of child abuse 
and violence within the family, and its similarity with elder abuse, and lastly, 
it can serve as a basis for intervention. On the other hand, inconsistencies 
between the model and empirical data on elder abuse are obvious, due mostly to 
methodological problems and problems of definition.

The social exchange theory presupposes that there is a tendency to minimize 
punishment and maximize reward in the interaction with others. There can be a 
lack of balance in social exchange; one party becomes dependent on the other 
party who has the advantage of power. This theory is suitable when there is a 
life history of violence and if the abused elderly person is less powerful, more 
dependent and more vulnerable than the perpetrator. This, however, is not always 
the case; the perpetrator may well depend on the abused person (cf. Phillips & 
Rempusheski 1986a, Pillemer 1986, Podnieks 1992).

The symbolic interactionism presupposes that through constant and repeated 
negotiation consensus about the symbolic meaning of the encounter is achieved 
(Phillips 1986). The interaction includes three processes: the cognitive 
process, where individuals arrange their perceptions to form a meaningful whole; 
the expressive process, where the actors display behaviour consistent with 
synchronized roles and the evaluation process, where each interactor evaluates 
the adequacy and legitimacy of the role of him/herself and the other person. In 
families where there was elder abuse the images of the elderly person were seen 
to be stigmatized (Phillips & Rempusheski 1986a).

Intervention
There are various barriers preventing the formal carer from understanding the 
abusive situation (Johnson 1991), for example reluctance to talk about the abuse 
among the parties involved (cf. Azzarto 1986, Bassuk et al. 1983, Dolon & 
Blakely 1989, Kosberg 1988, McDonald & Abrahams 1990). Societal taboos, for 
example violating other people’s privacy (cf. O’Brien 1989, Penhale 1993), 
intrapersonal barriers, such as negative attitudes towards elder abuse (Blakely 
& Morris 1992, Neukroug & Ronen 1993), and/or anger (Garcia & Kosberg 1992)
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might also form barriers. Authors have discussed the barriers and how to 
overcome them (cf. Fulmer & O’Malley 1987, Hydle & Johns 1992, Johnson 
1991). Only a few studies have focused on formal carers and their reactions to 
being involved in cases of elder abuse (Dolon & Blakely 1989, Phillips & Rempu- 
sheski 1985, 1986b, Salmon & Atkinson 1992).

Strategies for the prevention of elder abuse have been discussed, for 
example how to support informal carers and increase their knowledge and compe
tence as well as that of the elderly person (Ansello et al. 1986). Another 
suggestion is that family oriented intervention should be used (Edinberg 1986, 
Greene & Soniat 1991). VanderMeer (1992) discussed possible primary, secondary 
and tertiary preventive strategies, such as the assessment of potentials for 
abuse, to terminate further abuse when present and therapeutic intervention. 
There are also guidelines and recommendations for how to act in an actual case 
of elder abuse (cf. Fulmer & O’Malley 1987, Hydle & Johns 1992, Johnson 1991); 
for example the Royal College of Nursing in the UK has formulated and issued 
guidelines for nurses (Pritchard 1993).

In all American states there is a Mandatory Reporting Law, and cases of 
elder abuse are reported to a specific organization called the Adult Protective 
Service set up to do case-monitoring (Johnson 1991, Thobaben 1989). Despite this 
law there was complaints about insufficient knowledge, for example among physi
cians (O’Brien 1989). There was also evidence of limited resources regarding the 
implementation of the law (Clark-Daniels et al. 1989). Wolf (1988) was of the 
opinion that this law forces professionals to face a dilemma; if they do not 
break the law they cannot create a therapeutic relationship with their patient 
because they will lose his/her trust when they report the case.

Assessment tools (Fulmer & O’Malley 1987, Johnson 1991) and guidelines for 
intervention (Fulmer & O’Malley 1987, Johnson 1991, VanderMeer 1992) based on 
research findings are used by health care, social services and legal systems. In 
many hospitals and municipalities in the USA there are multi-disciplinary teams 
working mainly with cases of elder abuse (Fulmer & O’Malley 1987, Hwalek et al. 
1991).
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Kosberg (1988) suggested early identification of risk factors. Johnson 
(1991) suggested objective indicators to identify the degree to which each risk 
factor becomes overwhelming to the abused person and/or the perpetrator; the 
lack of knowledge and resources, unrealistic expectations regarding what elderly 
adults can do, and intolerance of their behaviour.

Several authors have focused on the interventions carried out (Blakely & 
Dolon 1991, Dolon & Blakely 1989, Sengstock et al. 1989, Vinton 1992). Most of 
the reports concerned case management, referrals to other formal carers (Dolon & 
Blakely 1989, Lucas & College 1989, O’Brien 1989, Sadler & Kurrle 1993, 
Sengstock et al. 1989, Vinton 1992), change in the living situation, the advoca
ting of the case of the victim (Blakely & Dolon 1991, Dolon & Blakely 1989, 
Vinton 1992) as well as improved public awareness regarding both information and 
training (Blakely & Dolon 1991). In Norway there has been a two-year pilot 
project for case work named Elder Protective Services which aims to promote 
interdisciplinary and interagency cooperation (Johns et al. 1993).

In the studies reviewed most of the information has been obtained from the 
abused elderly people and various methods have been used, for instance epidemio
logical {cf. Kivelä et al. 1992, Pillemer & Finkelhor 1988, Podnieks 1992) and 
case-control {cf. Godkin et al. 1989, Pillemer & Finkelhor 1989). The findings 
described are mostly supported by studies based on reports of elder abuse from 
formal carers (Clark-Daniels et al. 1989, Costa 1984, Lau & Kosberg 1979, 
O’Brien 1989, Wolf et al. 1986).

The Swedish context of elder abuse
Most studies of elder abuse are reported in countries that differ a lot from 
Sweden regarding for example cultural traditions, the organization of the care 
of the elderly, laws forcing carers to report the abuse, and family members’ 
responsibility to take care of their old family members or relatives. These 
differences make it difficult to apply the studies to Swedish circumstances, so 
it seems important to shed some light on the Swedish context. This report is 
based on data from 1985 to 1991.
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Being elderly
In 1990 approximately 18 per cent of the residents in Sweden were over 65 years 
of age (Statistics Sweden 1991). There were more women than men in this group 
(The Swedish Institute 1991b). A large number of elderly people 75 years old or 
more managed their everyday living without help or support (Johansson et al.
1991). Almost all of them, even those aged 80 to 84 years, lived in their own 
homes (Sundström 1987, Tornstam 1989b). More than half of all elderly people 
lived together with their spouses, with one of their children or another 
relative and one third lived alone (cf. Tornstam 1989b). A majority of them were 
healthy (Svanborg 1988a), mobile and active and only after the age of 75 did 
they become frail (Sundström 1987, Svanborg 1988a, b). They received a public 
pension after the age of 65 (The Swedish Institute 1992). However, their average 
incomes were lower than those of other groups (Sundström 1987). Interviews 
during 1981-1982 with 1800 women about their contacts with, and care of, parents 
showed that many elderly people had close and fruitful contacts with their 
children (Gaunt 1987).

The proportion of aged people (80 years and above) is rapidly increasing 
(Statistics Sweden 1991, Sundström 1987). There is also an increase in the 
proportion of highly dependent elderly people as aged people have many health 
problems (Svanborg 1988a, b). There is a particularly close connection between 
dementia and old age (Jorm et al. 1988).

Informal care
Informal caregiving to elderly people, was at least twice as common as formal 
caregiving (Johansson et al. 1991, Tornstam 1989b). Old people who needed care 
were mostly given it by family members, especially by spouses and adult children 
(Grafström et al. 1994, Johansson 1991a), who managed quite well in spite of 
poor support and co-operation from professionals (Johansson 1991a). There are no 
legal responsibilities for children to take care of their parents, so informal 
solidarity within the family seems to remain the important thing (cf. Odén 
1986). The caregiving was mentally and physically demanding, and was reported to 
have a great negative impact on the carer (Grafström 1994, Johansson 1991b).
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Health care for the elderly
The fundamental principle of the Swedish welfare system is that social services 
and health care for the elderly are a public responsibility (The Swedish Insti
tute 1992). Since 1992 the municipalities have been responsible for home nursing 
care and for the provision of health care to elderly people in all types of 
institutional accommodation.

In primary health care GPs, DNs and enrolled nurses (ENs) are primarily 
responsible for the health of the residents. District nurses supervise the home 
nursing delivered by ENs, and they work together in the patients’ homes (Wilow 
1994). They work in teams with social service personnel, such as HSAs and home 
help aids (HHAs), and plan the home help and nursing care of those elderly 
people who still live in their homes (The Swedish Institute 1992). The HSAs see 
themselves both as local government officers and providers of social care. They 
supervise HHAs and they make home visits to assess whether the elderly person 
should be given municipal home help (Gynnerstedt 1993). Home help aids help the 
elderly perform their daily living activities (The Swedish Institute 1991a). 
They often work alone with their clients and thus come very close to them.

When the elderly person becomes too dependent on medical and nursing care 
to be cared for at home or when an informal carer needs relief, institutional 
care is provided, for example in group dwellings for people with dementia and 
nursing homes (The Swedish Institute 1992). However, there has been a reduction 
in the number of beds in hospitals and nursing homes (Thorslund 1992), although 
the age group 75 years and older has increased (Berleen et al. 1992). Between 
1973 and 1990 the home and social services provided by the municipalities incre
ased by 160 per cent (measured in terms of staff working hours) (Berleen et al.
1992). The number of group dwellings for demented people have also increased 
(The National Board of Health and Welfare 1993).

The care of the elderly is regulated mainly by two laws. The Health and 
Medical Services Act (HMSA) (1982) regulates the work of DNs and GPs. It states 
that the health of all residents and equal access to good medical care are 
essential (Wilow 1994). The Social Services Act (SSA) (1982) regulates the work 
of HSAs. It states that each individual is entitled to municipal services at all
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stages of life and that it should be possible for elderly people to live 
independently, and have access to good accommodation, municipal services, help 
and support in their homes (Alaby 1992, Bruzelius et al. 1989). Health care and 
social service personnel are required to report child abuse to the social autho
rities (SSA 1982) (Bruzelius et al. 1989). However, there is no mention of 
reporting abuse of frail middle-aged or elderly people.

Both laws emphasize personal autonomy and integrity, but the philosophy of 
the HMSA seems more paternalistic than that of the SSA. The care philosophies 
implied in the HMSA and the SSA and the differences between social services 
staff and health care staff are sometimes seen as two different care cultures, 
and these differences can lead to conflicts (cf. Gynnerstedt 1993).

Formal carers
Formal carers must sometimes confront problematic situations. How they manage to 
cope is connected with their training and roles. The personnel participating and 
mentioned in this thesis had mostly been trained several years ago. Their 
various training programmes are shown in Table 2. More information is given by 
Hjelm-Karlsson (1988), Gynnerstedt (1993) and The Swedish Institute (1991a).

Table 2. Training programmes for personnel

Personnel Basic education/ Postgraduate Level
training education/training

GPs 5.5 years 4-5 years University
DNs 2-3 " 1 year College
HSAs 3 " College
ENs 2 " Upper secondary school
HHAs 6 month or 2 years Upper secondary school

In this thesis the term witness denotes a person who observes abusive acts, 
who listens to the abused elderly person’s or perpetrator’s narrative about 
abuse, and/or who sees the injury that may have been caused by abusive acts. The
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reliability of the testimony varies depending on whether the witnesses 
themselves have observed the actual thing or whether they report hearsay. If a 
formal carer tells a story about abuse that has been reported by the elderly 
person him/herself this is seen as less reliable than if the formal carer 
him/herself sees the abusive act. If there are two or more independent
witnesses, the hearsay reported by one witness may strengthen the reliability of 
the observations reported by the other person (cf. Ekelöf & Boman 1992, Trankell 
1972, Undeutsch 1982).

The witness’s interpretation of the situation is essential (cf. Riches 
1986, Trankell 1972). Whether the witness is involved, interested, knowledge
able, and experienced, whether he/she wishes to remember, and the length of time 
that has elapsed since the incident occurred are factors that influence the
reliability of the testimony. Furthermore, if the witness has his/her own
interest in perceiving and narrating an incident in a certain way, this can 
decrease the reliability of his/her testimony (Dahl 1967, Torstendahl 1971). 
According to Thurén (1976) and Poulsen (1966) the fact that narrators are
informed people increases their trustfulness.

The prime responsibility of formal carers is to help families with health- 
related and social problems. In order to help, they have to be sensitive enough 
to observe problematic acts and also have the courage to interpret their obser
vations. It seems reasonable to suspect that carers may refrain from understan
ding difficult things to protect themselves from the troubles connected with 
acting in difficult situations. Physicians and registered nurses (RNs) in 
medical and oncological care reported in interviews that they had problems 
remaining open to difficult experiences (Lindseth et al. accepted). Narrating a 
difficult experience is a way to gain an understanding of it (Jansson et al. 
1993, Sarbin 1986).

Elder abuse
Odén (1991, 1994) has reported how violence towards parents has been a criminal 
act for 250 years, due to the fact that the Mosaic law about honouring your 
parents was applied in the courts of justice. The situation was similar in all
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Scandinavian countries and in some other European countries. There are Swedish 
criminal statistics from the 17th century confirming that violence was used 
against parents, which could lead to capital punishment. In addition there 
seemed to be great social control, related to the fear of collective punishment 
by God, which would affect everybody. From 1750 to 1850 more than half of all 
cases of violence in the criminal statistics available concerned violence 
against parents. At the end of this period capital punishment was abolished. 
Between 1800 and 1850 there was an increase in all crimes relating to violence. 
Family conflicts, the increase in alcohol abuse and an increasing inclination to 
report might explain this. However, during the second part of the 19th century 
the registration of violence against parents disappeared, making elder abuse 
invisible. There are no modern Swedish criminal statistics available on parents 
who have been abused by their adult children (Odén 1991, 1994). Norberg and 
Axelsson (1985) seem to be the first authors to point out that elder abuse was a 
blank field of research in Sweden.

Eight per cent of a random sample of 934 Swedish citizens 18 to 74 years 
old knew of elderly persons who had been abused during one year. The most widely 
reported abuse was financial abuse. Twenty-six per cent of the perpetrators were 
reported to be family members and 20 per cent formal carers (Tornstam 1989a).

Grafström and co-workers (1993b) reported that 26 out of 474 informal 
carers spontaneously admitted abuse of an old relative with dementia classified 
as mild, sleeping disturbances, confusion and/or aggressiveness. Physical abuse 
was reported in eight cases and psychological abuse in 16. When asked about 
themselves the perpetrators said that they suffered from poor health, they were 
limited in their social life and they regarded their relationship with the 
demented spouse as good. In a follow-up study two years later the family members 
no longer mentioned abusive behaviour (Grafström et al. 1993a).

Ethics
Elder abuse is indeed an ethical concern. The situations have to be judged in 
relation to the concepts good/evil and right/wrong. In this thesis the term
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ethics denotes both the principles and the rules stating what a good/evil 
right/wrong action/relationship is and what constitutes the practice of doing 
good/evil and right/wrong (cf. MacIntyre 1985, Lindseth 1991, 1992). The term 
moral is seen mainly as a synonym for the term ethics (cf. Fox & DeMarco 1990).

Decisions concerning action ethics (cf. Lindseth 1991, Norberg et al. 1992) 
are often guided by general ethical principles (Beauchamp & Childress 1989). The 
principles often referred to in the care of the elderly are the principles of 
autonomy, beneficence, justice, non-maleficence. Sanctity of life is often 
regarded as an axiom that underlies ethical principles (Fagerberg et al. 1988).

Relationship ethics (cf. Lindseth 1991, Norberg 1994) can be understood 
through narratives and through reflections on one’s lived experience, i.e. 
applying narrative ethics (Kemp 1988, 1991, Tappan 1990). This means that a 
story based on lived experience always has ethics embedded in it. The implicit 
ethics can be disclosed by interpreting the story (Brown et al. 1989, Söderberg 
& Norberg 1993, Tappan & Brown 1989, Vitz 1990).

Ethical codes for nurses and physicians, and ethical guidelines for social 
work (National Board for Medical Ethics 1990) are intended to guide the formal 
carer in the handling of difficult care/social service situations in an appro
priate and good way. Gynnerstedt (1993), however, found that HSAs seemed to 
have a rather limited knowledge about ethical guidelines and did not put them 
into practice. Just how important ethical codes are for Swedish health care 
personnel may have to be investigated.

Concluding remarks
This review of the literature shows that elder abuse is a complex problem, and 
that neither the perpetrators nor the abused elderly people are homogeneous 
groups. The type of abuse, the explanations, and the situations where it occurs 
vary. Epidemiological studies with interviews of elderly people are not suffi
cient because such studies do not reveal the abuse of cognitively impaired 
elderly people. The formal carers who meet the abused elderly people do not form 
homogeneous groups either. How they approach the families varies according to 
their profession, training and the culture to which they belong. Those who work 
in the old people’s homes seem to be key-people when it comes to the possibility
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of revealing cases of abuse of the elderly.
Only two studies of elder abuse have been reported in Sweden while the 

present studies were being conducted. One study (Tornstam 1989a) revealed that 
the general public were aware of the existence of elder abuse, and the other 
study (Grafström et al. 1993b) showed that few relatives of elderly people 
living in their own homes admitted abuse spontaneously without being questioned. 
Since health care and social service personnel are the ones most likely to 
reveal cases of elder abuse it also seems important to investigate their 
experience of elder abuse.

THE AIMS OF THE THESIS

The aims of this thesis were a) to elucidate the reactions of formal carers in 
their roles as witnesses and helpers in situations of elder abuse, b) to illumi
nate abusive situations involving elderly people; the abused elderly person, the
perpetrator, and the relationship between them as seen from Swedish formal
carers’ perspective, and c) to reflect on the findings from an ethical point of 
view.

METHODS 

The choice of methods
When this thesis was planned there was no open public discussion about elderly 
people being abused in their own homes in Sweden. It seemed important to 
illuminate the ’hidden’ topic, but it was not possible to investigate directly 
the abused elderly people and their perpetrators. Therefore, various formal
carers from health care and the social services were invited to participate. In
their work they often meet elderly people and it seemed reasonable to assume 
that they had experience of elder abuse.

In order to be as open-minded as possible in the search for knowledge 
theories were put within brackets. However, an overall narrative approach guided
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the interview questions (Polkinghorne 1988, Ricoeur 1976, 1981, Sarbin 1986). 
The studies were planned in such a way as to build on each other. As the 
author’s pre-understanding of elder abuse increased during the period of the 
studies, some of the findings previously reported have been re-interpreted in 
this thesis (cf. Klemm 1983, Ricoeur 1976).

The informants were GPs, DNs, and HSAs. The research design included infor
mants’ responses to semi-structured questions for analysis inspired by grounded 
theory, narratives for phenomenological-hermeneutical analysis (cf. Ricoeur 
1976, 1981), an estimation of the reliability of these narratives (cf. Undeutsch 
1982) and a description and statistical analysis of formalized reports of elder 
abuse, their attitudes and interventions. Thus there was a triangulation, i.e. a 
combination of methods, informants and researchers (cf. Kimchi et al. 1991, 
Morse 1991).

Design of the various parts of the thesis
The informants were from a county council in the South (I-V), from municipali
ties in the South, the Middle, and the North of Sweden, as well as from Stock
holm (VI) and from a municipality in the South of Sweden (VII). Characteristics 
of the informants are shown in Table 3.

Table 3. Characteristics of the informants

Informant n Age
(mean)

Years in the 
profession

Paper
*

DNs 21 45 11 I-IV
DNs 28 50 12 VII
HSAs 19 42 10 VII
GPs 24 41 13 VII

* No background information was collected from the other DNs (V) and HSAs (VI).

The studies were conducted from 1989 to 1993. A survey of the various parts 
are shown in Table 4.
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Table 4. Main content, data, informants and analyses.

Study Paper Content Analysed data Infor
mants *

Data
analyses

1 I DNs’ reactions 
to elder abuse

Narratives combined with
semi-structured
interviews

21
DNs

Content analyses 
inspired by 
grounded theory

1 II DNs’ identi
fying elder 
abuse

Semi-structured
interviews

21
DNs

Content analyses 
inspired by 
grounded theory

1 III DNs’ narratives 
about cases of 
elder abuse 
(n=44)

Narratives 21
DNs

Phenomenological-
hermeneutical
analysis

1 IV Reliability of 
narrated cases 
(n=48)

Narratives 21
DNs

Reliability
analysis

2 V Reported cases 
of elder abuse 
(n=30)

Questionnaire on elder 
abuse (1), and question
naire on reasons for not 
reporting cases

153
DNs

Descriptive
statistics

3 VI Reported cases 
of elder abuse 
(n=97)

Questionnaire on 
elder abuse (2)

156
HSAs

Descriptive 
statistics and 
qualitative 
content analysis

4 VII Formal carers’ 
attitudes and 
interventions

Questionnaire on 
elder abuse (3)

71
GPs,
DNs,
HSAs

Descriptive and
inferential
statistics

* DNs=District Nurses, HSAs=Home Service Assistants, GPs=General Practitioners

Definitions used in the studies
No definition of abuse was presented to the DNs interviewed (I-IV). During the 
interviews the DNs were asked to describe how they defined elder abuse (II). The 
DNs’ and HSAs’ decisions about which cases to report were supported by general 
discussions during information meetings (V, VI), and by the typology of abusive 
actions as described in the questionnaires (V-VII). The HSAs (VI) were guided by 
the following definition in the written information: ’Abuse means physical acts
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of violence, psychological abuse, sexual exploitation, neglect and financial 
exploitation’. The GPs, DNs and the HSAs (VII) were guided by three hypothetical 
cases of elder abuse and by the typology of abusive actions as described in the 
questionnaire.

Interviews
A tape-recorded interview was conducted with 21 DNs (I-IV), where narratives 
combined with semi-structured questions were used (cf. Nordenram et al. accept
ed, Tappan & Brown 1989). The interviews lasted 45 to 90 minutes and were 
conducted either in the DN’s or in the author’s office. The DNs were first asked 
to narrate at least one case of elder abuse from their personal clinical 
experience (cf. Mishler 1986). Clarifying questions concerning the cases such 
as; And then? What happened? were used. Then, semi-structured questions were 
asked concerning how the informants realized that elder abuse had really 
occurred (II), if practical and ethical problems occurred (I), and how they 
defined elder abuse (II). During the interview some of the DNs remembered more 
cases. Some of them also described border-line cases, i.e. cases where they felt 
uncertain about whether to regard them as abuse or not. All in all they narrated 
48 cases, three of them were too short, fragmentary and built on hearsay and 
were thus excluded from the analysis. One case was narrated by two DNs and 
analysed as one case (III). All interviews were transcribed verbatim, and after 
the transcription the author listened to the tapes and compared them with the 
transcriptions in order to avoid misunderstanding and errors.

The questionnaires
The first questionnaire (V) was developed in Norway (Stang & Evensen 1985) and 
translated and adapted to Swedish circumstances by the author. There were 
questions with fixed response alternatives concerning how the informants knew 
about the abuse, the abused person, the perpetrator, and the type of abuse. 
There were also questions concerning the factors contributing to the abuse, as 
well as with whom the informants had collaborated. The DNs, who did not report 
any cases during the 6-month period (n=135) received a questionnaire concerning 
reasons for not reporting any cases (V).
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The content of the first questionnaire (V) was discussed with the Work
group on Abuse of the Elderly in their Homes, the National Board of Health and 
Welfare, as the data had been collected within an investigation conducted by 
that group (VI). The questionnaire was modified to suit HSAs. It contained the 
following parts; questions with fixed alternatives concerning the abused person, 
the perpetrator, type of abuse, contributory factors, how they found out about 
the case, and two open-ended questions concerning intervention. In both 
questionnaires (V, VI) there was space to mark whether the item was seen as 
certain, suspected or not relevant. The results of the entire investigation have 
been reported elsewhere (The National Board of Health and Welfare 1994).

When planning the last study (4) the results of the previous studies were 
taken into account. The third questionnaire, was constructed to suit GPs, DNs 
and HSAs. In order to validate the relevance and number of questions a pilot- 
study was carried out with 24 DN and HSA students. It resulted in a revised 
edition of the questionnaire, which consisted of three main areas; descriptions 
of the cases experienced (cf. V, VI), statements of attitude to elder abuse, and 
three hypothetical cases with questions concerning intervention. The three 
hypothetical cases of elder abuse named ’The spouse abuse case’, ’The dependent 
adult child case’, and ’The caregiving relative case’ are presented in Appendix 
1, (VII p. 197). The reported cases of elder abuse will be described elsewhere.

Non-respondents
Ten out of 163 DNs did not participate in the second study (V). Seventeen of the 
135 DNs who did not report any cases said that they were not interested, had no 
time, or were off duty (V). All the HSAs (VI) were informed of the third study 
and asked to send in the questionnaire anonymously. No written reminder was sent 
out and one informant might have reported two or more cases, which made it 
impossible to count non-respondents (VI). The questionnaires in the last study 
(VII) were mailed to 122 participants, and they were asked to send them back 
anonymously. After two written reminders 71 informants (58 %) had answered the 
questionnaire. There was no statistically significant difference between the
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respondent and the non-respondent group in the proportions of the three profes
sions (Chi-2=0.99; DF=2; p=0.61). Eighteen of the 51 non-respondents (36 %) 
reported that the questionnaire was too comprehensive, they gave no priority to 
it, they were not interested, or they were not working with clients/patients at 
the moment (VII).

Analysis
A survey of the data analyses used in the papers is shown in Table 4 (p. 26).

The analysis of the interview texts (I, II) started with a reading of the 
interviews during the interview period. In all interviews the DNs reported 
various kinds of difficulties. The author asked: What is this really about? (cf. 
Mishler 1986). Statements, phrases, and sentences (n=300 units) containing 
difficulties were extracted for content analysis (I). Open coding and memo-wri
ting were performed (cf. Glaser 1978). A scheme of categories was developed on 
the basis of the data (cf. Miles & Huberman 1984). Then selective coding of the 
categories was carried out to generate a core category and patterns.

How the DNs identified and defined elder abuse (II) was analysed in almost 
the same way from the semi-structured part of the interviews. When the catego
ries found were compared with the text a central theme and categories emerged, 
and the interview texts were analysed a second time regarding the wording used 
by the DNs (cf. Åström et al. 1993a).

The author performed all steps of the analysis (I, II). To increase credi
bility (cf. Lincoln & Guba 1985) two other researchers read the interviews and 
one of them independently coded the same 300 units using the scheme of catego
ries constructed by the author (I). The co-researchers also used the categories 
concerning content and form independently as a framework for reanalysing the 
texts (II). The three researchers then discussed and decided on the organization 
of the categories, patterns and themes identified (I, II). Furthermore, the 
interpretations (I) were later presented to 12 of the DNs interviewed. All of 
them agreed fully with the interpretation of the data.
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A content analysis inspired by Polit and Hungler (1991) was performed of 
the short open-ended answers about intervention (VI). The answers were openly 
coded and then the codes were compared with each other and with the text, which 
resulted in more abstract categories. They were also compared with each other 
and with the text, in the same way and were seen to describe strategies for 
intervention and opinions about the future. Two HSA students read the text and 
made their own categories. Their results were then discussed and compared with 
the one made by the author and the co-researcher and they were found to be 
almost similar which improved the credibility of the findings (cf. Lincoln & 
Guba 1985).

A phenomenological-hermeneutical analysis inspired by Ricoeur (1976, 1981, 
1992) was performed on the narrated cases of elder abuse (III). The text was 
read several times and the analysis was performed in a series of steps. Firstly, 
there was a naive reading of the whole text to acquire a sense of it as a whole 
and to get ideas for further analysis. Secondly, a structural analysis was 
performed in several steps to find meaningful connections between the various 
parts and explain them. Between each step the findings were reflected on, which 
provided new insights before the next step. Lastly, each case was reflected on 
as a whole taking the naive reading, the structural analyses and the authors’ 
pre-understanding into account. This phase illustrated the dialogue between the 
understanding of the text and the explaining of the phenomena embedded in the 
text. The author performed a first analysis in each step and then there was 
reflection and discussion of the interpretations with the two other researchers, 
who had also read the interviews.

Reliability analysis was used on the cases of elder abuse narrated by the 
DNs. They were coded concerning reliability (IV). Firstly, it was noted whether 
they were based on direct observation, hearsay or a mixture, and whether there 
were whole stories or fragments. Secondly, a modification of the statement 
reality analysis as described by Undeutsch (1982) was used. All the stories but 
one (too short) were coded independently one at a time by the author and a co
researcher concerning content, for example originality, inner coherence and
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life situation of the witness and whether subjective experience had been 
reported. A comparison revealed a five per cent disagreement in 16 cases, 
concerning 23 of the 441 codings of nine criteria per 47 cases.

Statistical analysis. In the cases reported there might be both substanti
ated and suspected responses concerning the type of abuse and the factors 
contributing to it (V, VI). The suspected responses were added to the substanti
ated responses (V) and the figures concerning suspected cases are shown within 
brackets in the Tables on page 155 and 156 of Paper V. The substantiated and 
suspected responses reported by the HSAs were separated (VI). Mean age and 
standard deviation of the abused and the perpetrators were calculated (V-VI). 
The frequencies and percentage of the characteristics of the abused and the 
perpetrator, type of abuse and contributory factors were calculated in 30 (IV) 
and 97 cases (VI). More than one type of substantiated and/or suspected abuse 
and more than one contributory factor were often reported in the same case (V,
VI). Principal component analysis was performed on the responses to the types of 
abuse and the causes of abuse in order to identify patterns (V). The differences 
between Stockholm and the other areas were tested with the Chi-square test.

The frequencies, means and standard deviations were calculated on the 
characteristics of the informants (VII). Comparisons were made as for profes
sional background. Whether or not the respondents reported cases of elder abuse 
was also taken into account. Confidence intervals of 95% were calculated on the 
statements on attitudes. A four factor solution based on a principal component 
analysis and the responses to the ten statements on attitudes to elder abuse was 
performed. The large number of variables concerning intervention in the hypothe
tical cases was amalgamated into groups based on content and related to the type 
of health care and social service organization they referred to. Thereafter a 
three-cluster analysis was performed to study the way respondents grouped 
together in relation to the interventions suggested and to reduce the variables 
even further. Bivariate analysis was performed with the respondents’ characteri
stics and attitude factors as dependent variables and the three clusters in each 
situation as independent variables. The statistical significance of the diffe
rences was tested by means of One-way ANOVA, the Chi-square test and the 
Kruskal-Wallis One-way ANOVA (VII).
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situation as independent variables. The statistical significance of the diffe
rences was tested by means of One-way ANOVA, the Chi-square test and the 
Kruskal-Wallis One-way ANOVA (VII).

Ethical considerations
As elder abuse creates suffering for those involved it could be seen as 
unethical not to do research into it (cf. Norberg et al. 1985). Elder abuse is a 
sensitive matter for all parties involved including the formal carers participa
ting in the studies. Family members often try to hide on-going abuse and it 
might be taboo to talk about it. Formal carers might be afraid of disclosing 
their aversion to being involved in it or their inability to intervene appropri
ately. This could be interpreted to mean that they do not carry out their duty 
to help their patients/clients. Therefore, all informants were assured that this 
participation was quite voluntary and were guaranteed confidentiality (I-V) and 
anonymity (VI-VII). The reported families were also guaranteed anonymity.

The first two studies with DNs as informants were approved of the Ethics 
Committee of the Faculty of Health Sciences, University of Linköping, and the 
third study was part of a government investigation conducted by the National 
Board of Health and Welfare. The fourth study with GPs, DNs and HSAs was 
approved of the Ethics Committee of the Faculty of Medicine, University of Lund.

Methodological considerations
The degree of urgency in increasing the knowledge about elder abuse in Sweden as 
well as the difficulty in gaining access to it motivated the choice of various 
methods of investigation. One strength of this thesis, which increases the 
reliability of the findings as a whole, is that more than one group of infor
mants and methods was used, and that more than one researcher analysed the data 
(cf. Dzurec & Abraham 1993, Kimchi et al. 1991, Morse 1991). By obtaining 
complementary findings the validity of the findings is strengthened and this 
contributes to improved knowledge (cf. Polit & Hungler 1991). Qualitative and 
quantitative methods constitute alternative ways of viewing and interpreting the 
world (Morse 1991, Polit & Hungler 1991). Different approaches are appropriate 
in the developmental phase of a problem area (Morse 1991, Polit & Hungler 1991).
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Combining qualitative and quantitative methods, however, can also create 
problems in the sense that quantitative methods might threaten to overwhelm 
qualitative methods, they never seem to measure up to what people prefer as 
assumptions of probability (cf. Buchanan 1992, Polit & Hungler 1991). This, 
however, is not the case in this thesis. Each component could be seen as part of 
a puzzle (cf. Morse 1991).

Neither the author nor the co-researchers had any conscious personal 
experience of elder abuse or any personal experience of care given in elderly 
people’s own homes. This can be seen as an advantage as it enabled the research 
team to be open-minded and eager to learn something new during the interviews 
and the first interpretation of the text. It could also be seen as a weakness as 
it might make them insensitive to details they would have noticed if they had 
the experience in question. As the studies are built on each other the relevant 
pre-understanding increased during the research period and influenced the final 
interpretations. Two co-researchers were experienced in analysing narratives 
(IRH and AN). One co-researcher (AG) was experienced in analysing witnesses’ 
reports taking their trustworthiness into consideration. Another co-researcher 
(BO) had a great deal of experience of the historical view of elder abuse and of 
testing the credibility of historical sources.

In this thesis DNs, GPs and HSAs were the informants and they disclosed in 
various ways cases of elder abuse related to their experiences. The fact that 
the informants as well as the families they talked about were guaranteed confi
dentiality and full anonymity made it possible to gather the data. Interviewing 
the abused elderly person and his/her perpetrator as well as observing their 
interaction might also have been useful, but was not possible at the time. The 
reports of elder abuse (V, VI) and the cases narrated (III) cannot reveal what 
the abused elderly person and the perpetrator experienced in the actual situa
tion. However, it is important to reveal how formal carers apprehend abusive 
situations, as they are the ones to intervene in those cases.

District nurses are the professional group who by Swedish tradition, work 
in people’s homes. They therefore seemed to be the group to investigate. The
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interviews were conducted in a trusting way and the author tried to be as open- 
minded as possible. When a story is narrated an intrigue is created which 
follows a story line based on what the narrator wishes to tell (Tappan & Brown 
1989). One advantage with narratives concerning lived experience (in this 
research the experience of elder abuse), is that they disclose the complex 
interplay between emotion, cognition, volition and action (Tappan 1990). The 
DNs’ stories were checked for reliability and the analysis seemed to reveal that 
they were reliable (IV). The interviewees themselves had observed abusive acts 
and their consequences, they suspected abuse when they were in the homes of the 
elderly people, and sometimes they relied on hearsay. However, both regarding 
historical methods (Dahl 1967, Thompson 1980, Thurén 1976, Torstendahl 1971) 
and in a judicial and witness psychological sense (cf. Ekelöf & Boman 1992, 
Holgersson 1990, Trankell 1972, Undeutsch 1982) witness reports are considered 
to be more or less reliable.

When the text was first read it presented itself within the given context. 
During the structural analysis there was a decontextualisation, the utterance 
meaning was focused on, and when the text and the previous analyses was finally 
interpreted, there was a recontextualisation (cf. Ricoeur 1992). The readers’ 
interpretation of the following findings can be looked at in the same way. 
Furthermore, when the findings are applied to new situations a process of 
decontextualisation and recontextualisation has to be performed (Freeman 1984, 
Ricoeur 1988, Sandelowski 1986).

The process of analysing and interpreting the data was seen as logical and 
the findings revealed (I-IV) the most likely interpretation of the text (cf. 
Ricoeur 1976). As a text always has multiple meanings (Ricoeur 1976), the texts 
were read several times taking various perspectives into account. More than one 
researcher analysed the texts which also meant that the chance was even greater 
of uncovering several embedded meanings. The findings are credible if they 
present reliable interpretations and descriptions that researchers and other 
people who have the relevant experience can recognize (Sandelowski 1986). Some 
of the DNs also read the interpretation of their narratives and found them 
recognizable (I).
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The total population of 163 DNs from one county council was chosen as being 
able to disclose the amount of cases that DNs identified in their district 
during six months (V). The municipalities in Sweden were theoretically sampled 
to ensure variation concerning geographic localisation and numbers of residents. 
In the municipalities selected all HSAs (n = 156) agreed to disclose the cases 
they had known the last two years. They sent the reports back anonymously so it 
was not possible to know how many of them actually reported cases (VI). In order 
to investigate how many cases various groups of formal carers reported and to 
explore the relation between attitudes, interventions and demographic details of 
the informants, the total population of GPs, DNs and HSAs (n=122) was chosen 
from one municipality (VII).

In three of the studies no explicit definition of elder abuse was given 
prior to the delivery of the questionnaires, and the informants were guided by 
the discussions during information meetings (V, VI) and by the items in the 
questionnaires (V, VII). An a priori research definition might have increased or 
decreased the number of reported cases, depending on how broad or limited it 
would have been. However, it was regarded as important to reveal what the infor
mants regarded as elder abuse from their own point of view. In spite of this the 
HSAs in one study were also guided by a definition (VI). The formal carers who 
had cases of elder abuse to report were those who responded (V, VI). The DNs who 
did not report cases did not identify any or were not sure how to define elder 
abuse. Only a few said they were not interested (V).

Using a questionnaire (Stang & Evensen 1985) previously used for the same 
type of informants made comparison possible (V). The other questionnaires (VI,
VII) were developed further in order to suit other groups of informants. The 
questionnaires (V-VII) were congruent with other explanations of the abuse (cf. 
Godkin et al. 1989, Hudson 1991, Pillemer & Finkelhor 1988). There are distinc
tions between the cases reported (V, VI) so it is likely that a case was not 
reported by more than one informant. If there were overlaps this would, however, 
be of minor importance as there were no attempts to calculate for prevalence. 
There were some measurement errors, related to such things as the DNs’ ambiguity 
concerning definition (V), and too comprehensive a questionnaire (VII).
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General practitioners, DNs and HSAs deal with various health and social 
problems concerning their patients/clients of which elder abuse is only one. 
Even if elder abuse is a serious problem that needs highlighting, there are 
proportionally few cases of elder abuse compared with the other problems that 
the formal carers have to deal with. Therefore, elder abuse takes up perhaps 
only a small part of their working time. This may be one reason for the high 
non-respondent rate (42%) (VII). Large ongoing organizational changes in the 
primary health care system as well as in the social care system, may also 
explain the low response rate. Similar findings have been reported from other 
countries. A response rate varying from 30 to 55 per cent has been reported in 
the USA, when nurses and physicians were the informants (Clark-Daniels et al. 
1989, O’Brien 1989, Sadler & Kurrle 1993). In comparison with those figures the 
response rate reported in this thesis seems acceptable. There was a problem 
because the sample was so small, and in addition it was divided into and 
analysed in even smaller subsamples, which makes it difficult to ensure stati
stical significance (VII).

The methods used in this thesis are considered appropriate for the purpose 
of these studies. At the time of the studies the methods used were the best for 
highlighting elder abuse in Sweden. The findings based on informants’ inter sub
jective agreement reveal that elder abuse is a problem in the public domain 
(III, V-VII) (cf. Lincoln & Guba 1985). Ideas and tools are being developed for 
further research. Patterns of elder abuse are highlighted, concepts are given 
which can help formal carers, researchers and the general public to become 
better prepared to perceive and interpret elder abuse. It is important to reveal 
further the witnesses’/formal carers’ experiences, opinions and apprehension of 
elder abuse. Their experience of the actual situation will affect the outcome of 
their interventions.

FINDINGS

The findings rely on narratives of the formal carers and reports about elder 
abuse cases, i.e. how they have described abuse cases and reacted to them as 
both witnesses and helpers. Their judgements of situations as abusive (I, II),
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their narratives about these situations (III) and the reliability of their 
stories (IV), descriptions of the patterns of elder abuse (V, VI), their hopes 
(VI), and attitudes to elder abuse and interventions in hypothetical cases of 
elder abuse (VII) were studied.

The reactions of formal carers as witnesses and helpers in situations of elder 
abuse
The DNs (I-III) and HSAs (VI) reported considerable problems in dealing with 
abuse of the elderly. The findings of the interviews are presented with regard 
to the complex interaction between the formal carers’ emotions, cognition, 
wishes and actions (cf. Tappan & Brown 1989), their attempts to strike a balance 
between active and passive strategies (’walking a fine line’), when approaching, 
recognizing (identifying, defining, judging and diagnosing) and intervening in 
abusive families (I-III, VI). In this process they collaborated with other 
formal carers (I, V, VI), or referred to them (VII). However, DNs experienced 
isolation in relation to other formal carers (I).

The findings reveal DNs’ reactions to choices they have to make as 
witnesses and helpers; from approaching to intervening in cases of elder abuse. 
Throughout all these steps the DNs could choose to leave the scene (distance 
themselves) and feel uncertain about how to handle the situations, mistrust 
(mostly themselves), feel close to the families concerned and powerless when 
they came too close to the families and when they were given no support by 
others. The DNs also experienced conflicting loyalties (I).

Initially, the DNs had to suspect that a situation was peculiar and then 
decide whether or not to approach the family. They sometimes had difficulties in 
gaining access to the homes in question and in communicating with the parties

(I).
The DNs said that sometimes they had an ’intuitive’ feeling that something 

was wrong, but did not know how to verify it. This feeling evoked anxiety as the 
specific nature of the problem could not be determined (I).

In the process of recognizing the presence o f abuse the DNs had problems 
identifying concrete signs of abuse, judging the situation, and finally, diagno
sing it as abuse (I, II). Eighty-eight per cent of the 153 DNs, did not report
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any abuse, 65 per cent because they had not identified any and 12 per cent 
because they had difficulties identifying abuse (V). This finding indicated that 
there was nothing to see, that the DNs chose not to see, or they saw elder abuse 
but chose not to report it.

When the DNs were asked to define elder abuse, they reasoned in a manner 
which seemed to guide them in the identification of abuse. To understand the 
situation they used various types of communication; they described concrete 
cases and acts, and reasoned in abstract terms. To understand the experience of 
the abused person or the perpetrator, they put themselves in the parties’ shoes
(II). When identifying situations the DNs also seemed to be guided by their own 
reflections on what abuse really meant; overstepping the boundaries of a 
person’s integrity /autonomy, the act, the experience of the abused person, the 
relationship between the parties, the repetitiveness of the abusive act and its 
duration. Some DNs narrated specific cases of elder abuse, which would guide 
them in the future (II). The problem was described as the difficulty of knowing 
whether or not to judge the situation as abusive (I) or as a border-line case
(III). Some DNs asked themselves if they could really rely on their own vague 
feelings, while others stressed the delicate matter of confronting the parties 
with the risk of harming the abused person (I).

The DNs did not seem to use a conscious systematic diagnostic reasoning 
process (I). They judged situations by means of emotional strategies; for 
instance they put themselves in the shoes of the involved parties. They also 
thought that they might be wrong; e.g. they mentioned the cultural differences 
between themselves and other people (I).

However, the vague feeling that something was wrong made them collect more 
evidence. Physical injuries confirmed their suspicions, though they had the 
evidence they still feared that they might be wrong. They felt they could not 
handle the situation, e.g. it was seen as very difficult to talk to the parties 
and they felt they did not have the necessary competence to talk about delicate 
matters. Judging the situation as abuse was seen as a problem and was connected 
with their decision of whether or not to rely on themselves and their own judge
ment (I).
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When the DNs in their roles as witnesses and helpers had diagnosed a situa
tion as elder abuse they had to decide whether they should intervene or not. In 
the decision-process of intervening in the abusive family the DNs described 
emotions such as uncertainty; they asked themselves whether they had the right 
to intrude if the abuse had been going on for years. They also felt pangs of 
guilt for not confronting the parties. Emotional involvement and a close 
relationship seemed to hinder rather than promote intervention. They felt they 
could not force help on the family, nor did they feel that they could control
their own emotions so they hesitated to act. Some DNs tried to isolate
themselves when they felt unable to intervene (I).

When finally they decided to intervene the DNs had to choose between an 
active or a passive strategy. Some DNs sided with the weaker party and acted in 
accordance with his/her wishes. However, this did not always work (I). The DNs 
often seemed to choose to comfort and support the abused elderly person (passive
intervention), instead of confronting the parties with their suspicions (active
intervention), which might have ruined their relationship with the family (I). 
Separating the parties (institutional care) is one example of active interven
tion that sometimes failed, due either to the fact that both parties involved 
disagreed about the proposed intervention or that acting in accordance with the 
weaker party’s wish was rejected by the stronger party (I, II).

Interventions were described in 76 per cent of the 97 cases reported by the 
HSAs (VI). The interventions were categorized as service, for instance indivi
dual support, separation, for instance placing the abused person in a special 
home for senior citizens, assessment and investigation, for instance collecting 
more data, reporting to the police, helping the perpetrator, and giving finan
cial advice (VI). The interventions suggested in the hypothetical cases were for 
instance directed towards social care service, health care, and a few to the 
police. Relief care and alternative forms of care were also suggested (VII). 
However, the HSAs described the difficulties they had in coming to terms with 
the elderly person and making him/her accept the intervention offered. Those who 
did not intervene reported how difficult it was for them to do anything about 
the situation (VI).
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Almost half of the 71 GPs, DNs and HSAs reported that they witnessed 33 
cases of elder abuse. During the preceeding six months ten cases were substanti
ated and 11 cases suspected. The proportion of reported cases was larger for the 
HSAs than for the GPs and DNs. The formal carers often stated uncertainty regar
ding the attitude statements and the health care staff agreed more strongly than 
HSAs that one should interfere in incidents taking place in people’s homes. 
Those who had reported cases of abuse stated that they agreed more strongly that 
elder abuse is common. The four attitude factors based on the statements were 
labelled ’Expectance’, ’Sensitized’, ’Detached’, and ’Ambiguity’. All in all 
they explained 59.1% of the variance. There was low significant correlation 
between the factor ’Ambiguity’ and years in the profession (p= 0.006), and 
concerning the factor ’Expectance’ the DNs disagreed non-significantly more 
often than the HSAs (p=0.07) (VII).

In the three hypothetical situations the interventions suggested concerned 
referrals, and/or recommendations to the abused person and/or the perpetrator, 
to health care authorities, to the social services and to voluntary organiza
tions. The action of formal carers, for instance increased vigilance and relief 
care, counselling and help to the parties, was also suggested. The clusters 
showed that the formal carers suggested interventions to a limited degree and 
mostly of a social type, or more specifically in the direction of health care 
and voluntary organizations, or overall suggestions regarding intervention. The 
formal carers’ profession contributed most significantly to the type of inter
vention suggested and the suggestions differed from each other in the three 
situations. Their attitudes, however, did not seem to relate in a very distinct 
way to the intervention suggested in the three hypothetical cases (VII).

In conclusion, it should be stressed that the formal carers’ role as 
witnesses and helpers was problematic throughout the process, from approaching 
the abusive situation to offering good and appropriate interventions, and there 
was a lack of team work (I, II, III). It seems reasonable to characterize the 
DNs’ reactions in the decision-making process, from approaching to intervening, 
in terms of the metaphorical expression ’walking a fine line’ (I).
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More than half of the HSAs stated that they believed that elder abuse is 
increasing. They hoped more intervention strategies would be developed, reported 
a need for more information, training, counselling, support, and clear laws to 
rely on, and hoped the abused person would be offered improved financial 
services and alternative housing arrangements (VI).

The interventions in the hypothetical cases seemed to depend on the situa
tion, the organization and the profession. Thus there seemed to be no consi
stency in the formal carers’ view of what may be considered an intervention 
well-suited to its purpose (VII).

Patterns of elder abuse as reported by formal carers
The DNs and HSAs reported the cases of elder abuse they had witnessed. District 
nurses in one county council in the South of Sweden narrated 44 cases in 
one study (III), whilst in another study DNs from the same area reported 30 
cases (V). Home service assistants in Stockholm and two municipalities, one in 
the South and one in the North of Sweden reported 97 cases (VI) (Table 5).

Table 5. Informants, types of data and number of cases.

Paper Informants Type of 
data

Number 
of cases

III DNs Narratives 44
V DNs Reports 30
VI HSAs Reports 97
VII GPs

DNs
HSAs

Reports * 33

* Not described further in this thesis

There were discrepancies between the reports of elder abuse concerning, 
e.g. age, gender and contributory factors, for instance which most likely 
indicated that cases were not reported twice (V, VI), except in one case where a 
family was mentioned by two DNs (III) and therefore analysed as one case. Twelve
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per cent of all DNs in one county council knew of 30 abusive families during a 
six-month period (V). Thirty-three cases of abuse were reported by GPs, DNs and 
HSAs in one municipality, since these formal carers represent the same municipa
lity the cases may be reported by more than one of them (VII). Those cases will 
not be described further in the thesis.

The results concerning the patterns of elder abuse are summarized regarding 
the characteristics of the abused elderly person and the perpetrator, the 
relationship between them, the types of abusive acts, and contributory factors 
relating to the abuse (III, V, VI).

Characteristics of the abused elderly person
The formal carers reported that both healthy and unhealthy elderly people were 
abused. The abused elderly person was mostly aged, (approximately 80 years) (V, 
VI). Out of the 44 cases narrated by the DNs there was no difference as to 
gender (III), though most reports concerned female victims (V, VI). More than 
half of the elderly people in the narratives of the DNs had physical and/or 
mental problems (III). Physical impairment was reported in half or more of the 
cases (V, VI). Mental impairment was described in about half of the cases (V, 
VI). Twenty (V) and 55 (VI) per cent of the elderly people lived alone.

Characteristics of the perpetrator
The perpetrator was mostly a close family member (spouse, child, grandchild) or 
another relative (sibling, son-/daughter-in-law) (III, V, VI). As there were 
many adult children among the perpetrators, their average age was lower (approx
imately 60 years) than that of the abused persons. Their age ranged from 29 (V) 
to 92 years (V). There were fewer female (approximately 40%) than male perpetra
tors (V, VI). In the cases narrated the numbers of female and male perpetrators 
were the same and in about half of the cases the perpetrator also had physical 
and/or mental problems (III). The perpetrator was responsible for the caregiving 
in approximately 75 (III) and 28 (VI) per cent of the cases respectively. Accor
ding to the reports male perpetrators seemed more prone to use threats, to abuse 
the elderly person physically and to be an alcoholic or a drug abuser (VI).
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The relationship between the abused elderly person and the perpetrator
In all the cases narrated by the DNs the perpetrator was a family member mostly 
an informal carer, but also healthy independent elderly people were described. 
In their narratives the DNs focused on the relationship between the abused 
person and his/her perpetrator (III). The relationship between the parties was 
characterized by dependency, longlasting conflicts, and reversed roles. Perpe
trators with behavioural disturbances were also described. Abuse related to the 
inability of one party to meet the demands of the other, of him/herself or of 
the situation, or of a family history of violence. Four themes emerged in the 
phenomenological-hermeneutical analysis; demands from one party which the other 
is unwilling or unable to meet (n=14), overwhelming demands implicit in the 
situation (n=12), the perpetrator exerting power over the elderly person (n=13), 
and a relationship characterized by a history of violence (n=5). The person 
abused was either the one cared for, the one caring or the abuse was mutual 
(III). A narrative typical of each respective theme is presented in Paper III, 
page 131.

Types of abusive acts
The abuse seemed to have lasted for a long time in most of the cases (III, V, 
VI). Psychological abuse including threats was the most common abuse, i.e. more 
than half of the cases (V, VI). Financial exploitation, physical abuse and 
neglect were described (substantiated and/or suspected) in about one third of 
the cases (V, VI), while sexual exploitation was suspected in only five cases 
(V, VI).

In the 44 cases that were narrated more than one type of abusive action was 
mentioned (III), i.e. a combination of psychological, physical and financial 
abuse, neglect and maltreatment (III, V, VI). The factor analysis revealed five 
factors of combinations of various acts of abuse (V), namely ’dominance of 
psychological abuse’, ’dominance of physical abuse’, ’dominance of neglect’, 
’dominance of material abuse’ and ’verbal humiliation’. Altogether these factors 
accounted for 81 per cent of the variance.
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Characteristics of the perpetrator and contributory factors
Suspected and substantiated mental disturbances were reported in 44 per cent (V) 
and 30 per cent (VI) respectively, of the cases. In 18 per cent of the cases the 
perpetrators were said to be alcoholics (III), 27 per cent of the perpetrators 
reported by the DNs (V) and 35 per cent reported by the HSAs (VI) were said to 
be alcoholics. Financial reasons were seen as contributory factors in 33 per 
cent (V) and 40 per cent (VI) respectively, of the reported cases.

Abuse was seen to relate to a family conflict and the inability of one 
party to meet the demands made, or to a history of family violence (III). 
Complex family conflicts were reported in 80 and in 54 per cent respectively, of 
the cases reported by the DNs (V) and the HSAs (VI). In 30 (V) and in 25 per 
cent respectively, of the cases, the caregiving perpetrator was reported to be 
exhausted due to caregiving responsibilities.

The factor analysis revealed that four factors contributed to the abuse; 
’exhaustion and financial loss’, ’conflicts and bad financial status’, ’aggres
sive and nagging behaviour and alcohol/drug abuse’, and finally, ’too small a 
flat/house’. All in all the factors explained 72 per cent of the variance (V). 
The cases narrated (III) contained almost the same ingredients; caregiving 
relationships and financial loss, family conflicts and bad economy, and finally, 
characteristics of the perpetrator which contributed to the abuse.

Differences between Stockholm and other areas
Comparisons between the areas were made and significant differences (p<0.05) are 
presented (VI). In the Stockholm area compared with other areas the abused 
elderly people were older, fewer lived alone, and neglect and financial exploi
tation were less likely. If the perpetrator was an adult child it was not so 
common that he/she was responsible for the caregiving or was a guardian. Contri
butory factors such as alcohol abuse, family conflicts, financial profits, and 
unemployment were less commonly reported. Psychiatric disturbance was the only 
contributory cause that was more commonly reported in Stockholm (VI).

The stories about elder abuse told by the DNs (III) were regarded as
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reliable (IV). The DNs were well-prepared before the interview and some of them 
had brought patient-records or notes with them. Forty-eight stories were 
narrated; 40 whole stories and eight story fragments. Thirty stories were based 
on direct observations and only three on hearsay. In 14 cases the stories were 
based on both direct observations and hearsay (mixed). Four stories were too 
short, fragmentary, or based on hearsay only, and were therefore excluded from 
the analysis in Paper III. Most stories were original in the sense that the DNs 
remained neutral and did not use superlatives, cliches or stereotypes. The 
stories were found to have inner coherence and consistency. The DNs narrated 
their stories building up an intrigue. Most stories had a beginning, a core and 
an end, some however were still going on when they were narrated and therefore 
had no end. The DNs remained neutral in their stories about the cases, but they 
also embedded them in their actual life situation and described their own 
experiences, for example uncertainty and anger. Their own socially disapproved 
demeanor and unexpected complications were related. Only a few DNs corrected 
their stories spontaneously concerning details of no or minor importance for the 
inner coherence (IV).

Main findings
The DNs’ role as witnesses and helpers in abusive situations seemed problematic 
throughout the process; from approaching the family to intervening. Negative 
feelings, such as powerlessness and uncertainty as well as the few intervention 
possibilities, led to ethical dilemmas. The DNs had problems in managing their 
own feelings, thoughts, wishes and actions, which decreased their possibilities 
of intervening constructively (I-III). The reliability of the stories about 
abuse seemed satisfactory (IV). The formal carers were uncertain in their 
attitudes and the inconsistency in the intervention suggested can be seen as a 
result of the formal carers’ uncertainty, each organization developing its own 
tradition and the lack of public attention (VII).

The abused elderly people were aged, mostly women with and without physical 
and/or psychological impairment in equal proportions. The perpetrators were 
mostly close relatives, with and without a caring responsibility. The relation
ship between the parties was characterized by long-lasting conflicts, demands
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made by the elderly people, by him/herself or by the situation. The abusive acts 
often involved a combination of various types of abuse. Mental disturbances and 
alcohol abuse, as well as financial matters were reported to contribute to the 
abuse (III, V, VI).

DISCUSSION

As studies differ with regards to definitions, methods and informants, it is 
problematic to compare in more detail the present findings concerning the 
patterns of abuse with other findings. What seems clear, though, is that elder 
abuse is primarily a family problem often related to conflicts (cf. Kivelä et 
al. 1992, Pillemer & Wolf 1986, Podnieks 1992). The patterns of abuse, for 
instance characteristics of the elderly abused person and the perpetrator, the 
type of abusive acts and contributory factors found in the present thesis are in 
line with other research findings (cf. Godkin et al. 1989, Phillips & Rempu- 
sheski 1986a, Pillemer 1986, Pillemer & Finkelhor 1989, Sadler & Kurrle 1993, 
Stang & Evensen 1985, Tornstam 1989a). What can be seen is that it is not only 
elderly people who need care or a carer that are abused, but also independent 
healthy elderly people are abused by their seemingly dependent adult children. 
In the present findings almost all perpetrators were family members (III, V,
VI). This has also been the case in other studies (Kivelä et al. 1992, Pillemer 
& Finkelhor 1988, Podnieks 1992). When people were asked about elder abuse it 
became clear that one fifth of the perpetrators were health care and social 
service personnel (Tornstam 1989a).

The way formal carers in the present study and other studies (cf. Kivelä et 
al. 1992, Pillemer & Finkelhor 1988, Podnieks 1992) look at some of the perpe
trators, for example perpetrators who were psychologically impaired, or 
alcoholic, is not congruent with the picture the informal carers gave of 
themselves as perpetrators. In a study by Grafström and co-workers (1993b) the 
perpetrators said they had poor health, were limited in their affective and 
social lives and they regarded their relationship with the abused spouse as 
good. Steinmetz (1988) reported that the perpetrators said they loved their 
care-recipient but felt duty-bound.
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It was found that the carer as well as the care recipient were abused
(III), which is in line with other results (cf. Coyne et al. 1993, Paveza et al. 
1992, Steinmetz 1988). So also are the findings about the carer who finds 
him/herself in an overwhelming situation, experiencing demands that are too 
heavy and guilt (III) (Grafström 1993b, Johnson 1991, Steinmetz 1988).

The abusive informal carers were found, in some cases, to be carrying out 
care without the necessary resources, and to be making demands on themselves 
which resulted in abuse. In some cases the elderly person made heavy demands on 
the carers (III). Differing expectations and ideals between the parties in a 
relationship are a frequent source of conflict (Armgard 1993). The expectations 
of caregiving and the image the parties have of each other are important to the 
quality of informal care (cf. Phillips 1989, Phillips & Rempusheski 1986a). When 
the elderly person demands to be cared for at home, and the other party does not 
want to provide this care, he/she might feel caregiving is meaningless. 
Grafström and co-workers (1993a), as well as Sällström (1994), reported that 
informal carers may end up regarding a demented family member as an object.

Home service assistants believed that elder abuse would increase in Sweden 
(VI) and those formal carers who reported cases (VII) agreed more strongly with 
the statement that elder abuse was common, than did those who had no reported 
cases. Their beliefs might be true considering the decrease in the number of 
institutional beds, the increase in informal care provided by relatives forced 
into a caregiving situation, and the lack of necessary resources. The current 
high unemployment figures in Sweden and the increasing financial problems 
leading sometimes to family conflicts also increase the risk of elder abuse. 
Caring for a relative with a psychiatric disease or a psychological handicap can 
be assumed to form the basis for an increasing risk of being overwhelmed and 
thereby of becoming abused or abusive.

The DNs interviewed mentioned problems regarding decision-making and 
reactions, for instance powerlessness and uncertainty throughout the process, 
from approaching the family to intervening (I). They did not give a clear and 
distinct definition of abuse of elderly people, instead they used concrete
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examples to describe the complexity (II). Looking for a definition of elder 
abuse presupposes that there are necessary and sufficient conditions, i.e. there 
are features common to all cases of elder abuse. However, if this is not the 
case, it might be wiser to describe paradigm cases, i.e. cases whose status 
cannot be disputed, and also regard similar cases as elder abuse. Thus, indivi
dual cases are recognized as belonging to a ’family’ although there are no 
features common to all members of that family (cf. Hänfling 1992, Wittgenstein 
1953).

Formal carers were uncertain in their attitudes. The attitude factors 
labelled Ambiguity, Expectance, and Detached, and the fact that they suggested 
very few or all possible interventions can be seen as vacillation when asked to 
take a stand on the problem of elder abuse (VII) (cf. O’Brien 1989). Phillips 
and Rempusheski (1985, 1986b) also found decision-making problems when formal 
carers had to deal with cases of elder abuse.

Most of the formal carers in this thesis reported no cases of abuse (V-
VII). One explanation may be that there were in fact no cases to report. Another 
explanation may be that there were cases but they were not recognized by the 
formal carers. Hallberg and Norberg (1990) described how carers involved in 
dementia care consciously avoided screaming patients when they saw no opportu
nity to help them. We might think that what we do not see, we do not have to 
interfere in. However, all human beings have a responsibility for others. We 
must face the world and respond consciously to it (Murdoch 1985). Self-deception 
can thus be seen as an ethical problem (cf. Burell 1977). Formal carers might 
also unconsciously choose not to identify situations of elder abuse. This could 
be one way of reducing the internal conflicts that arise when they see the abuse 
but have no solutions to offer. Åkerlund and Norberg (1990) described how carers 
unconsciously avoided recognizing ethical problems.

The DNs mentioned an intuitive feeling that something was wrong when they 
identified elder abuse (I). Relying on such subjective signs as one’s own 
feelings is not sufficient when abuse is to be diagnosed. However, the intuitive 
feeling made the DNs go on looking for more signs. This could be seen as moral 
sensing (cf. Tymieniecka 1986).
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The DNs described the conflicts they had when they chose to side with the 
seemingly weaker party, though they saw the needs of the other (I). The respon
sibility for taking care of a frail person is based on solidarity and community 
and requires a lot of involvement. The formal carer has to comprehend the other 
person in his/her situation and value him/her from that point (cf. Martinsen
1989). With their knowledge and professional status formal carers have the 
necessary power to handle the situation and they also have power over the other 
person, and this power must be used in a constructive way (cf. Fromm 1973).

The DNs often said that they put themselves in the abused person’s or the 
perpetrator’s shoes in order to understand situations and act in the other 
person’s best interests. This might be seen as a fundamental approach in the 
care of the other and can be compared with,weak paternalism (Brännström 1991, 
Martinsen 1990), and maternalism (Grafström 1994, Kihlgren 1992).

The DNs described how they sometimes offered all kinds of practical help, 
which could be seen as distanced interference. It could also be taken to 
indicate that they ’cared for’ more than ’cared about’ (cf. Jecker & Self 1991). 
Offering more practical help might help the DNs to keep at a distance enabling 
them to cope (cf. Grafström 1994, Lindseth et al. accepted, Åkerlund 1990). 
Having the practical tools needed in caring for a close relative might also 
prevent abusive behaviour.

The formal carers could choose to solve problems concerning decisions by 
closing the case or by transferring the decisions to someone else. In Sweden, no 
specific professional is responsible for taking action in cases of elder abuse, 
as opposed to the situation for the social workers at the Adult Protective 
Service Agencies in the USA (cf. Johnson 1991). Many GPs, some HSAs and DNs 
had few interventions to suggest in the hypothetical cases and they seemed to 
consider them to be social problems (VII). The question is whether in fact 
Swedish social care service personnel really take on any responsibility for 
cases of elder abuse. The interventions suggested by the DNs in the hypothetical 
cases were of two types. Either they suggested all possible interventions, 
mostly of a social or health care type but also contacting the police or they 
suggested fewer and perhaps more specific interventions (VII).
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Personal reactions and interactions with the families were the main 
problems described by the DNs. However, DNs do not always have enough time to 
listen carefully to the family members, or to engage in and create a trusting 
relationship. It also seems that the variety of interventions suggested 
indicates either professional differences or cultural differences between the 
formal carers’ organizations (VII). Talking to co-workers about complex situa
tions of elder abuse might be hindered by different views of the situation on 
the part of different professional categories and by the fact that the formal 
carer involved in the situation does not clearly articulate his/her need to co
operate (cf. Gynnerstedt 1993).

The DNs in the present thesis described their experience of being in the 
abusive situation, and how they felt constricted by multiple demands, for 
example to side with the weaker party and at the same time also be aware of the 
other party’s need to be supported and helped. When they remained neutral they 
also felt that their hands were tied. When the parties depend on the formal 
carer and he/she hesitates to act due to the fear of not respecting the 
integrity of the parties, it can be seen as treachery (cf. Ekman & Norberg 
1988). Yet, some of the DNs sided with the weaker party and spoke up for 
him/her, when he/she could not take responsibility and make choices (cf. Jansson 
et al. accepted, Segesten 1993, Udén et al. 1992).

There needs to be further elaboration of the situation where DNs are 
blocked by their powerlessness and uncertainty, their closeness to the families, 
their attempts to remain neutral or side with the weaker party and their diffi
culties in finding appropriate interventions. In order to find solutions to 
these problems a discussion of the findings in comparison with decision-making 
models by Janis and Mann (1977) as well as Phillips and Rempusheski (1985) 
would seem worthwhile.

Janis and Mann (1977) described a conflict model of decision making. It is 
based on the typical reactions and decisions present when there is a matter of 
life and death, and on how unpleasant emotions influence judgements and actions 
when emergency decisions have to be taken. The model is extended to suit all 
sorts of decisions.
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When confronted with a decision we have to answer some fundamental 
questions: Will the consequences be serious if we do not change? What happens if 
we actually change, will there be suffering? Is it realistic to hope to find a 
better solution? and Is there enough time to search and deliberate? If we answer 
’yes’ to these questions we search for solutions during moderate levels of 
stress and a moderate degree of vacillation. Some people might be able to cope 
with unconflicted adherence, i.e. go on doing whatever they did. Some of the 
formal carers who did not seem to recognize elder abuse could be assumed to be 
found in this group. Perhaps they did not consider the situation dangerous and 
thus not take the signs seriously. However, the decision not to interfere might, 
of course, sometimes be justified.

Those DNs who interpreted the situation as abusive and decided to examine 
it were emotionally provoked. If they saw that there was a risk of suffering 
they were even more emotionally provoked and tried to find other solutions. Some 
of them saw no risks and started to act without asking themselves whether it 
could make things worse. This coping pattern was described by Janis and Mann 
(1977) as unconflicted change. Other DNs referred the case to other formal 
carers or closed it incapable of doing anything more about it.

Janis and Mann (1977) said that those who hoped to find better solutions 
tried to find external resources to give them advice or they had to depend on 
their own internal resources. There were DNs who asked other formal carers for 
advice, but they did not obtain any. Many DNs said they did not rely on or trust 
themselves. Those DNs who seemed to have no hope of finding solutions gave up 
looking for them and felt dissatisfied, and exhibited defensive avoidance 
behaviour. They saw no better solution, they were selectively inattentive and/or 
took on other activities. They asked no more questions and/or they used what 
Janis and Mann (1977) called buck-passing, i.e. relied on someone else to make 
the decision, or some of them closed the case.

If there is sufficient time and self-confidence it is possible to make a 
new assessment of the situation and find a solution. The DNs in the present 
studies did not seem to have a lot of confidence in themselves, and some of them 
did not seem to have enough time to find suitable solutions. Interventions may 
take a long time when there is no emergency. However, some DNs seemed to be
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hypervigilant and acted inefficiently as if they were faced with an emergency.
Plain solutions were not focused on in the interviews as they make no 

indelible impression on memory. Most DNs described how they had been in situa
tions of conflict and most of them seemed to be defensively avoiding. The 
complexity of the situations might be the reason for not seeing, not acting, for 
self-protection and for closing the case. The risks involved in taking action or 
not taking action might be the same. The DNs were poorly prepared for the situa
tion, even though they were well-trained. They seemed trapped.

Phillips’ and Rempusheski’s (1985) four-stage decision-model of cases of 
elder abuse was developed from a grounded-theory study with nurses and social 
workers. The model describes three kinds of decisions: the diagnostic decision, 
based on categories, such as structural factors and informal carers’ role 
performance; the value decision based for example on the relationship between 
the parties and professional values; the intervention decision based on the 
interventions available, the constraints perceived and consequences. The various 
possibilities for making the decisions were described and the consequences of 
stopping before the intervention decision was taken were also related. Firstly, 
one possibility was to make an intervention decision directly after diagnosing 
abuse. This possibility was seldom used by the DNs in the present study or in 
Phillips’ and Rempusheski’s study (1985). Secondly, another possibility was that 
the decision makers were caught up in an indecision cycle, i.e. vacillated 
between a diagnostic decision and a value decision. The DNs in this thesis 
described vacillation, uncertainty and self-doubts. They can thus be seen to be 
in an indecision cycle. Thirdly, when a value decision, based on an understan
ding of the informal carers’ actions, was considered more important than the 
diagnostic decision it might mean that no intervention seemed necessary. In line 
with what Phillips and Rempusheski (1985) found, the DNs in this study were also 
concerned about the perpetrators ’/informal carers’ behaviour and tried to 
understand them by placing themselves in their shoes. There was no clarification 
of whether this made them believe that no intervention was needed. Fourthly, 
when alternative interventions were available it might nevertheless lead to no 
interventions being offered. The DNs sometimes described situations where they 
felt unable to intervene because they were uncertain whether the intervention
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strategy might worsen the situation, or the decisions were not in line with the 
parties’ wishes. The last possibility was to make all the three decisions and 
decide on one or more interventions, which could be either therapeutic or self- 
protective. In the present findings both strategies were described.

Phillips and Rempusheski (1985), reported that the formal carers had 
problems, but they did not analyse things such as how the involvement trapped 
them. In conformity with the present findings their informants were said to 
experience helplessness and powerlessness. The decisions they made were similar, 
for example to do nothing, to close the case and be self-protective. Phillips 
and Rempusheski (1985) seemed to have a rational diagnosis and intervention 
approach and the value decisions seemed to be some kind of disturbing element. 
In their attempts to be rational they regarded the formal carer’s previous 
experience as rather negative; for example they did not put paradigm cases (cf. 
Jonsen & Toulmin 1988) in the fore front. Many of the present findings are in 
line with what Phillips and Rempusheski (1985) found, even if they wrote only 
implicitly about ethics and used other terms, such as value decisions, personal 
and professional values.

Discussing the present findings by means of the decision models of Janis 
and Mann (1977) and Phillips and Rempusheski (1985) reveals no easy solutions. 
The formal carers seem to remain trapped in an indecision cycle. As the findings 
of this thesis focus on the formal carers’ reactions, on how the DNs are trapped 
and on the ethics embedded in the situations, the final part of this thesis is 
an ethical reflection on the possibilities that formal carers have of releasing 
themselves and going on.

ETHICAL REFLECTIONS

From the start of this project it was clear that there is an ethical dimension 
embedded in the meeting between formal carers and abusive families. During the 
first period of the study the ethical aspects were reflected on in terms of DNs’ 
confronting ethical problems, e.g. conflicts between the autonomy of the parties
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involved and the formal carers doing something good, i.e. conflicts between the 
demands raised by the ethical principles of autonomy, beneficence and non-male
ficence (cf. Beauchamp & Childress 1989). Moral reasoning quite independent of 
the context was presupposed (cf. Kohlberg 1981, Vitz 1990).

However, during the process of analysing the texts (I, II, III) it became 
more and more obvious that principled ethics and ethical reasoning quite 
independent of the context (cf. Beauchamp & Childress 1989, Kohlberg 1981, Vitz
1990) did not prove useful when trying to understand the way DNs described their 
difficulties in dealing with ethically problematic situations (I). Jansson and 
Norberg (1989, 1992) described the difficulties experienced RNs had when trying 
to understand ethically problematic decisions by using general ethical 
principles. They stated that RNs seemed to reason in a more context-dependent 
way. The DNs in this thesis also focused on the situation at hand and the 
relationship between all the parties involved (formal carers included). The 
stories of elder abuse included ethics (cf. Kemp 1991). This seems logical as 
narratives serve as a link between actions and ethics (Ricoeur 1987). Jonsen and 
Toulmin (1988) described context-dependent ethical reasoning by means of 
previous personal experience in the form of paradigm cases and maxims, as a 
basis for deciding how to act. Some of the DNs said that specific cases would 
guide them in the future (II). There is always the background of tacit knowledge 
affecting ethical reasoning and action (Nerheim, 1991). Åström and co-workers 
(1993) made this explicit in their study on experienced RNs. Our actions are 
performed in the usual way and we feel what is the right thing to do, but when 
we have problems we can reason in three steps; we narrate, reflect on the narra
tive and we put the whole into a theoretical perspective (cf. Jansson 1993).

Relational ethics presume that there is love and something good in a 
personal relationship between people, and that we will find the right way to 
act. Our understanding of the situation is important, because we have to see it 
as a whole and have the necessary knowledge about the parties involved, and 
attend fairly and lovingly to the situation (Murdoch 1985). Our attitudes are 
important and in themselves, fundamentally ethical (Lindseth 1991). We cannot
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learn to recognize what is good only by applying general ethical principles. 
This can be done only through personal development and experience (cf. Jonsen & 
Toulmin 1988, MacIntyre 1985).

The ethics described by Lögstrup (1962, 1971a, b, 1972, 1983) based on a 
phenomenological description of the lived experience of an ethical or unethical 
life will be used as a theoretical framework when the findings are reflected on 
as a whole. Lögstrup’s ethics have previously been used as framework by Åström 
and co-workers (1994) for the analysis of RNs’ narratives and for interpreting 
findings from research on the nursing of demented and confused patients by for 
example Asplund (1991), Bexell and co-workers (1985) and Brännström (1991).

Lögstrup’s ethics
Lögstrup’s ethics is ontological (Lögstrup 1971a) and relational (Lindseth
1991). It verbalizes experiences that are usually unconscious. The main concepts 
are ’love’, ’interdependence’, ’responsibility’, ’power’, ’sovereign 
utterances of life’, and ’ethical demands’. When engaged in everyday activities 
we may be gripped by sovereign utterances of life such as trust, and mercy. 
These utterances may also be perverted and turned into mistrust, and cruelty 
(Lögstrup 1971a), because we use the power we have over each other as a consequ
ence of our interdependence in a destructive way. We cannot rely only on the 
sovereign utterances of life but must often make a conscious interpretation of 
the unspoken ethical demands embedded in human situations. Wre have norms and 
conventions to guide us in our interpretations and decisions.

Lögstrup’s outlook on life (1971a) is that life is a gift and we have the 
responsibility to put this gift to good use (Armgard 1993). We act spontaneously 
to protect the other person who has trust in us and puts his/her life in our 
hands. We also rely on others to do the same for us; we are interdependent on 
each other (Lögstrup 1971b).

The situation at hand has not been created in advance, but as we are part 
of it we also take part in the creation of it. When we are confronted with 
revealed concrete circumstances there is a practical need to participate and act 
constructively out of freedom. The decisions we make are influenced by cultural 
conceptions and our interpretation of the situational meaning. Cognitive
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capacity is not enough to understand the situation; we also need imagination and 
the ability to enter into another person’s situation accompanied by unselfish
ness (Lögstrup 1962). We perform ’the act’ which our understanding of the situa
tion indicates and we give something of ourselves to meet other people’s needs. 
Every situation is both ’singular’, and, in a way, ’unique’, at the same time as 
it is typical and similar which increases our understanding of other singular 
situations (Armgard 1993).

’Love’ is natural for example between parents and their children (Armgard 
1993, Lögstrup 1971b). Love is unconditional with a demand for mutuality; the 
person we love constitutes a living part of our own life. The other person’s 
success in life also becomes our success. It is when there is no natural love in 
a relationship that there is a conflict between the respect for the other person 
and the self and an ethical demand is brought to the fore.

’Love’ can also be formulated as an ideal as in the Golden Rule for example 
(Holy Bible, Matthew 7:12) (Lögstrup 1983, 1971a). To have ideals means that 
one strives to protect spontaneity and to prevent it from being perverted and 
from turning into inhibition. Ideals and norms give existence order and meaning. 
Norms and conventions express love as an idea and serve as guidelines, illumina
tors and triggers of substitute actions when spontaneity is lost in the indivi
dual (Lögstrup 1971b). Conventions give concrete forms to ideals and help the 
individual to act. Social norms change with time and with social systems. The 
norms and conventions also give support to the trust in the goodness in life. 
However, when you strive to obey social norms alone, there is an increased risk 
of violence as the sovereign utterances of life might be suppressed and the 
result might be a bad interpretation of the ethical demands (Lögstrup 1971b).

’Interdependence’ means that every human being is part of the other 
person’s life (Armgard 1993, Lögstrup 1971b). We have to respond to this; either 
we take care of each other or we capture and destroy each other. Our ’responsi
bility’ for the other person, however, does not mean that we should take on 
his/her responsibility (Lögstrup 1971a, b). Interdependence does not mean that 
we have no independence (Lögstrup 1983). We are free and independent when we
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accept our responsibility and the fundamental features of interdependence and 
subjectivity (Lögstrup 1983). We have a free choice, but it is our duty to act 
in accordance with the ethical demands embedded in the situation (Lögstrup 
1962).

’Power’ is one aspect of the interdependence between individuals. We have 
the power over another person as he/she has put his/her life in our hands and we 
decide what to do in a given situation to serve the other person in the best 
way. Power comes with responsibility, we can use our power over the other person 
either for his/her or for our own best (Lögstrup 1971b, 1983).

’The sovereign utterances of life’, such as trust, mercy, charity, and 
forgiveness, are spontaneous and delivered at a specific moment. They affect the 
situation constructively and are the prerequisites for our lives (Lögstrup 
1971a). The sovereign utterances of life are destroyed if they go beyond the 
specific moment and if they become means instead of goals. We forget about 
ourselves and act according to our understanding of the situation. At the 
specific moment when we try to use the sovereign utterances of life they are 
destroyed and perverted (Lögstrup 1983). It is when crises and conflicts occur 
that the sovereign utterances of life become verbally formulated and thus guide 
the development of norms and duties (Lögstrup 1983).

’The perverted utterances of life’, such as mistrust, mercilessness, 
cruelty, jealousy, and envy are the results of perverted situational understan
ding and unrestrained subjectivity. They conflict with the given conditions of 
human life and lead to maltreatment of the other person (Lögstrup 1971a). What 
is good in life nurtures love and goodness and is constructive, while what is 
evil ruins what is good, is selfish and destructive (Lögstrup 1971a).

’The ethical demands’ are a practical necessity because of the interdepen
dence between human beings. When the sovereign utterances of life function there 
is no need for ethical demands, because the sovereign utterances of life are in 
themselves good and constructive. In some situations ethical demands and norms 
are needed to make personal decisions and act to protect and take care of the 
person whose life is in our hands (Lögstrup 1971b). It is not possible to remain 
a neutral spectator. We must take an active personal part in the situation and
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act in accordance with what we are convinced is the best thing to do. The 
ethical demands are unspoken, and the result of the interpretation of the 
demands might not be to fulfil the wishes of the other person. The interpreta
tion of the ethical demands depends on our life-experience, imagination and 
comprehension (Lögstrup 1971b). Therefore the ethical demands can be seen as 
through a prism (Lögstrup 1971a).

Reflections
The patterns of the abusive families narrated and reported by the informants 
(III, V, VI) could be seen in terms of the perpetrators being gripped by 
perverted utterances of life and bad interpretations of the ethical demands. The 
relationship between the parties was described as a relationship of mistrust, 
longlasting conflicts and locked dependency. Natural love seemed absent and evil 
forces destroyed the relationship. The parties lived an unethical life and did 
not seem to take any responsibility for their situation. They had unreal expec
tations and demands on each other, which the other party was unable to live up 
to. The family had to trust the formal carers because they could be seen as 
helpers able to find solutions to the perverted situation.

The fact that the DNs expressed feelings of uncertainty and anger for 
instance indicates that they had reacted to verbal and non-verbal communications 
seen as perverted utterances of life, for example cruelty and lack of openness 
of speech.

In abusive situations the perverted utterances of life can be seen as 
strong forces and even stronger forces would be needed to change the situation. 
The DNs were uncertain how to act and mostly they did not have any previous 
experience of such life events or norms to resort to, when they had to interpret 
the ethical demands embedded in those situations. The DNs and the family members 
were interdependent on each other and the DNs expressed conflicting loyalties 
and feared they would lose the family’s trust. The DNs described mistrust mostly 
in themselves and in other formal carers whom they also depended on. When they 
tried to articulate their needs for help from others they may have used unclear 
expressions, resulting in misperception and no collaboration from the other 
formal carers.
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The experience of powerlessness may have been a result of the DNs’ fear of 
using their power to act out of their spontaneous reactions in the actual situa
tions. There might be a conflict between the human moral power to act and the 
assigned power according to how you are expected to act in your profession, (cf. 
Lögstrup 1972, 1983). There were DNs who chose to distance themselves from the 
case. This can be seen as a refusal to take responsibility for the situation. 
However, the decision might also be adequate, as in those cases where the abuse 
has been going on for many years, and there are no means available to break the 
vicious circle. The DNs sometimes felt incapable of interfering. However, when 
they identified elder abuse and were reluctant to intervene themselves, the 
ethical demand might have been to refer the case to someone else who would have 
been better prepared to intervene.

The DNs’ sensitivity gave them a vivid perception of the situation. They 
were involved in the situation and seemed afraid of not having the strength to 
handle it. They also described closeness to and involvement in the families, 
which might have hindered them. Others said they tried to remain neutral and 
distance themselves, which also seemed to hinder them. When we find ourselves in 
a special situation, we also take part in creating it and are responsible and 
must act for the other person’s best. Some DNs were frightened that feelings 
such as disgust would affect the situation negatively. This could be seen as 
perverted utterances of life affecting the family. Instead of being active they 
stood back. If the DNs could be gripped by the spontaneous utterances of life, 
these utterances would be stronger forces than the perverted ones and might 
affect the situation positively. When spontaneity is lost, the ethical demands 
of the situation must be interpreted. When they tried to do their best in a 
situation this sometimes resulted in an intervention that turned out to be wrong 
or resulted in the DNs’ own withdrawal.

The DNs often said they placed themselves in the abused person’s or the 
perpetrator’s shoes in order to understand the situation, i.e. to interpret the 
ethical demand. The DNs also felt conflicting loyalties when they had to decide 
whom to side with. The ethical demands of the situation do not always require 
that you act in accordance with the wish of the other person. When DNs are 
confronted with families where there is more than one person who needs help and
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the family members have different suggestions regarding solutions, they might 
experience a conflict. They do not use their power, nor do they interpret the 
ethical demands.

The integrity of the parties involved and their autonomy must be respected 
{cf. HMS A 1982, in Wilow 1994). Respecting the integrity of an individual does 
not automatically mean that you do not interfere in his/her life. There must be 
a balance between interdependence and integrity as they can be seen as two 
interrelating poles; one is not possible without the other. In abusive situa
tions one might wonder what promotes the integrity of what is best for the 
parties involved. If the perpetrator violates the integrity of the abused person 
and the witness permits this in order to respect his/her integrity, what will 
the final result be? The situation will probably become even worse. The sanctity 
of privacy and respect for the other person’s integrity and autonomy might, 
however, also lead to indifference (Lögstrup 1971b) and degenerating care.

In normal cases each person in a situation has his/her own responsibility 
and the freedom to choose. However, a demented person might be unable to inter
pret the situation and is thereby unable to take full responsibility and choose 
{cf. Jansson et al. accepted). In abusive situations involving healthy elderly 
people, all the people involved can be seen to be responsible for being there 
and for taking part in creating it, for example the healthy elderly person takes 
the responsibility for staying in the situation though he/she is abused. The 
perverted utterances of life and the destructive outcome can be seen as strong 
forces and it might not be possible for the abused party to use his/her power to 
change the situation.

The abusive situations narrated by the DNs often revealed relationships 
with a long history of conflicts and locked dependencies. It requires a 
conscious attempt from the parties involved to break this vicious circle and 
strong support from, and trust in, other people, such as formal carers, to be 
able to counter it. No one can be expected to take on total responsibility, 
which some DNs seemed to expect from themselves. A dialogue is needed to share 
the responsibility. Talking to the parties involved and to other formal carers 
means sharing the responsibility with them.
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The DNs had difficulty in dealing with elder abuse and reported feelings of 
uncertainty throughout all phases of the decision-making. In trying to interpret 
the ethical demands, guided by their life-experience, judgement, norms and 
conventions, the decisions will be based on the ethics of the specific situa
tion. This presupposes involvement and engagement, but we can never feel quite 
certain that we have interpreted the ethical demands correctly. According to 
Lögstrup (1971b) we have to live with that uncertainty.

Lögstrup’s ethics seems to form a relevant basis for trying to understand 
what it means to be a witness and a carer in abusive situations. Another 
question is how the perceived problems can be solved. According to Lögstrup 
(1971a, b, 1972) norms and conventions play a crucial role both when members in 
a family and people in a society interact and are together.

Watzlawick and co-workers (1974) stated that sometimes it is not possible 
to find solutions to a difficult situation you are involved in. By stepping 
outside it, watching it from a meta-level, solutions may become visible. It 
seems reasonable to suggest that principled ethics might be a means of obtaining 
an outside perspective on abusive situations. This suggestion seems to be in 
line with Lögstrup’s idea about the roles of norms. To be able to reflect on a 
meta-level formal carers might need to distance themselves from the family in 
question. This does not mean that involvement and engagement are not needed, 
because there must also be a balance between closeness and distance. When they 
are too emotionally involved, formal carers have to discuss the problem with 
others to gain more distance from it. In the opposite case, i.e. formal carers 
have too much distance, they might need help so as to become more involved. It 
can be assumed that it is a good thing to be able to alternate between involve
ment and caring on the one hand and distance with the focus on justice on the 
other (cf. Brown et al. 1989).

There must be openness in society concerning the existence of elder abuse 
and among formal carers there must be a willingness to discuss ways in which 
elder abuse can be dealt with. Deep discussions and shared experiences of 
positive as well as negative paradigm cases (cf. Jonsen & Toulmin 1988) create 
consensus and norms are developed about how to act in concrete situations (cf.
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Udén et al. 1992). Norms alter with time and society and thus have to change 
when ’new’ problems are highlighted (cf. Lögstrup 1971a, b). Aström and co-wor- 
kers (1994) described how nurses who experienced support from their co-workers 
revealed more awareness of ethical demands when they narrated ethically diffi
cult care situations. Experienced nurses saw a supportive team as very impor
tant, enabling them to act in accordance with their ideas about what ought to be 
done (Åström et al. 1993). District nurses described in this thesis said that 
they were not always supported by their co-workers.

The systematic supervision of formal carers could be one way of helping 
them to deal with abusive situations, to increase collaboration between them and 
to develop guidelines for intervention. Through supervision they can see the 
problems in a more general and abstract way and find alternative solutions (cf. 
Jansson et al. 1993). Narrating and interpreting the situations may disclose new 
possibilities (Kemp 1987, 1991, Ricoeur 1987). Supervised DNs felt relieved and 
it was considered important to feel supported after an emotionally demanding 
care situation (Pålsson et al. accepted). Supervision of nurses in dementia care 
brought with it a positive change in the nurses’ perception of their patients 
(Hallberg & Norberg 1993).

In cases of child abuse there is a mandatory reporting law in Sweden, which 
serves as a guide to formal carers. Perhaps a comparable reporting law for elder 
abuse in Sweden would help formal carers deal with such cases. It might make 
things clearer and some of the DNs even expressed a need for such a law (I, VI). 
As long as they judge an abusive situation as illegitimate, they must act even 
if they do not understand everything that is happening in the situation (Armgard 
1988). When formal carers act according to norms, conventions and law, they 
become the spokespeople for society and so their relationship with others is 
considered less personal (cf. Lögstrup 1972). When there are no common guide
lines it seems that each professional group and organization develops its own 
views (cf. VII). Norms and conventions are useful and help individuals to act in 
a proper manner. They may also serve as protection for people involved with 
others who exhibit unacceptable behaviour. There is, however, a risk of maltre
atment if the norms alone are obeyed. Formal carers must also act in accordance
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with their sensing and conscious interpretation of the ethical demands of the 
singular situation (cf Lögstrup 1971b, Nerheim 1991).

The patterns of abuse reported and described by formal carers in Sweden 
conform to other research findings. It is important to find means whereby 
abusive families can be helped. However, this is no easy task. Formal carers 
need adequate training, and practical experience to guide them in their work 
with elder abuse, thus norms must be created. Through supervision and support 
formal carers might distance themselves by a systematic and ethical reflection 
on situations on a meta-level, taking ethical principles, norms and various 
perspectives into account. In this way new dimensions in the decision-making 
will be achieved. When engaged in a specific situation sensing and interpreta
tion of the ethical demands will be necessary (cf. Lögstrup 1971b).

A mandatory reporting law might help formal carers and elderly abused 
people. It is important that someone be formally responsible for follow-up and 
intervention. The municipalities may be the most suitable body to carry this 
responsibility. It ought to be a public responsibility to appoint municipal 
mediators whose work will deal with interventions in cases of abuse. Referring 
cases to others without knowing that they will take on full responsibility, 
might mean that the abused elderly person falls between two stools in our health 
and social care system.

The highlighting of the importance for norms and conventions in this thesis 
is in line with Lögstrup’s ethics (1971a, b, 1972). Norms express love as an 
idea and give a form which helps us to act. It is important to have forms when 
we are together with other people, in the family and out in society. When we 
have norms to rely on, but do not necessarily fully obey them, we know what we 
can expect from each other and there is a better chance of meeting the other 
person in an open and constructive way.

Created norms help us in our interaction with others. When both society and 
the times change there also have to be changes in the norms for how we deal with 
seemingly ’new’ problems, which are highlighted. Elder abuse is one such problem 
which has to be dealt with this way. In line with that the following implica
tions for nursing practice and for research are proposed. These are mainly in
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line with the recommendations made by the Nordic Research Group on Elder Abuse 
(Hydle 1994), in which the author is a co-researcher.

Nursing practice and research
Supervision and support are needed when formal carers are involved in situations 
of elder abuse. They must have the chance to talk about their interpretations of 
specific situations, to increase their ability to sort out the ethical demands, 
to strike a balance between intimacy and distance and to see the situation from 
a meta-level. Formal carers are not always involved in cases of elder abuse, and 
therefore individual supervision might be more economical and time-saving when 
they are directly involved in situations of elder abuse. As involvement in such 
situations may constrain formal carers, they may need someone from outside to 
help them reflect on a meta-level about the case as well as on their own way of 
approaching it.

Support to all informal carers could also be given as a kind of preventive 
strategy, to ensure that no one is stigmatized, to increase public control and 
to ensure a natural group support among the informal carers themselves. If 
formal carers can share their pleasures with informal carers and highlight the 
presence of negative feelings in their care for a close relative and learn that 
there are strategies for handling them this might prevent abusive behaviour. To 
encourage informal carers and provide them with adequate physical tools would 
also be a preventive strategy.

Training and information are needed. More research and increased knowledge 
will serve as a basis for the creation of norms and guidelines regarding how to 
deal with elder abuse.

A municipal mediator, for example a DN, interested in this topic, could 
give the elderly person at risk and those who have already been abused a direct 
channel to the professionals needed. Formal carers could also be supervised and 
supported by the mediator, in cases of elder abuse.

A mandatory reporting law, could guide formal carers concerning what cases 
should be considered abusive. The statistics of the cases reported will give a 
picture of the number of abused elderly people. However, a law might also result 
in a dilemma; should they report the case and lose the trust of the elderly
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person or should they not report it and break the law. What is considered the 
most important thing if there is a law is that it presupposes intervention 
programmes and someone responsible for the follow-up of the cases reported, for 
instance someone like the mediator mentioned above. Otherwise a law has no 
purpose.

More research is needed. The ’snow-ball’ technique could be used, i.e. from 
the first informant, such as a DN, go to the next (the abused person and his/her 
perpetrator) to have their version of what happened and their experiences. 
Epidemiological studies may also be needed to reveal the actual figures even if 
some comparison can be made with figures from other countries. However, that 
method would not reveal the abuse of cognitively impaired elderly people or 
other people who have communication problems and would thus not be able to 
answer interview questions. Close relatives and/or informal carers have to be 
interviewed and the parties’ interactions have to be observed. More research is 
also needed concerning various formal carers, for example their experience of 
being involved in situations of elder abuse, how the health care and social 
service culture influence their attitudes and interventions. Action research 
into intervention is of the utmost importance as no specific intervention 
programmes are available in Sweden.
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