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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Define caregiving and describe demographics related to caregiving of older adults.

2. Identify specific positive and adverse consequences associated with caregiving.

3. Discuss resources available to caregivers of older adults.

4. Describe the role of grandparents as caregivers.

5. Identify the possible causes of elder mistreatment.
6. Describe the types and indicators of elder mistreatment.

7. Discuss strategies for the reporting, treatment, and prevention of elder mistreatment.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Assess a caregiving situation and identify risks for elder mistreatment
	Direct observation of assessment, and review of documentation
	
	
	
	
	

	2. Implement prevention strategies for elder mistreatment
	Direct observation of leading a support group for older adult patients or caregivers focusing on aging parents, home care, or domestic violence
	
	
	
	
	

	3. Educate and refer patient and caregiver about caregiver resources 
	Direct observation of patient education activity
	
	
	
	
	

	4. Accurately perform Assessment for Elder Abuse and Neglect
	Direct observation and review of documentation
	
	
	
	
	


Competency 1.  Define caregiving and describe demographics related to caregiving of older adults.

A. By 2050, it is projected that as many as one in five Americans will be 65 and older.  Four to five percent of today’s older adults live in nursing homes, while almost 25% need assistance in their daily living.  Over 80% of disabled older adults are residing in the community.

B. Caregiving defined.  Caregiving is unpaid assistance rendered to an older person by family or friends.  The concept of caregiving is “an intense, continuous responsibility with no respite and their caregivers’ sense of future did not extend beyond the present.  Time frames were presented as hours, not days or weeks.”

C. Families provide 80% of the caregiving in the United States.  The average caregiver is 46 years old, female, works full time and spends an additional 18 hours a week caring for her mother who lives nearby.  These informal caregivers contribute $194 billion annually to America’s healthcare system with their time and services such as grocery shopping, bathing, dressing, feeding, accounting.  Caregiving is a strain on them.

D. 73% of the people providing informal care to older adult relatives or friends are women.  Many of these women have full- or part-time jobs and also have children for whom they must care.

E. Between 2 and 3 million persons, are involved in a caregiver relationship with an older adult.

F. At least 75% of older persons rely solely on families and friends for support / assistance.

G. The perpetrator of abuse or neglect is often the spouse, who may be as frail as the older adult patient, or an adult child of the older person, but paid or informal caregivers may also be involved.

H. Approximately 25% of employed persons in the United States are providing care to cognitively or physically disabled older adult family members.

Competency 2.  Identify specific positive and adverse consequences associated with caregiving.

The Caregiver Strain Index (CSI) is a 13-question tool that can be used to quickly identify families with potential caregiving concerns.  It measures strain related to care provision with at least one item for each of the following major domains: Employment, Financial, Physical, Social, and Time.  Positive responses to seven or more items on the index indicate a greater level of strain.  This instrument can be used to assess individuals of any age who have assumed the role of caregiver for an older adult.  It was developed with a sample of 132 caregivers providing assistance to recently hospitalized older adults and is appropriate for caregivers of any age.
  ..\..\References\Caregiver Strain Index.pdf  

A. Positive consequences associated with caregiving:
A.1. Satisfaction in caregiver role
A.2. Increased self-esteem
A.3. Fulfillment of family obligations/roles
B. Adverse consequences associated with caregiving:
B.1. Feelings of burden

B.2. Personal strain

B.3. Social isolation

B.4. Depression / anger / anxiety
B.5. Fatigue / hypertension / back pain
B.6. Increased psychoactive medication use 
B.7. Caregivers may be at higher risk for substance abuse, domestic violence, noncompliance with medical advice, and abuse or neglect of their impaired relative.
B.8. Women must often leave the workforce as a result of caregiving activities.
Competency 3.  Discuss resources available to caregivers of older adults.

A. There are several resources available to caregivers.

A.1. Adult day care

A.2. Respite programs.  

A.3. Caregiver support groups

A.4. Community mental health services

A.5. Organizational resources by type of disease or illness (Stroke, Parkinson’s, Alzheimer’s Association

Learning Activity.

1. Choose a caregiver who has used adult day care or respite care for a family member or a caregiver support group for himself or herself.  Interview the caregiver to analyze (a) how they view the program, (b) the extent to which they feel participation (either their own or their family member’s) improves their quality of life (or that of the recipient of their care), and (c) what they see as the advantages / disadvantages, and so on.

2. Identify an older person with caregiving needs.  Trace the evolution of the caregiving process within the person’s family.  Identify the primary caregiver and his or her responsibilities and the roles of secondary caregiver(s).  

a. Does the older person suffer primarily from cognitive decline or functional disabilities?

b. If cognitive impairment is the issue, how are the experiences of this caregiver(s) similar to or different from those of families whose care recipient has functional problems?

c. If functional decline is the issue, how are the experiences of this caregiver(s) similar to or different from those whose care recipient has cognitive impairment?

Caregiver Resources:

	Alzheimer’s Association
	1-800-621-0379
	http://www.alz.org

	American Association for Retired persons
	1-202-872-4700
	www.aarp.org

	National Association of Area Agencies on Aging
	1-202-296-8130
	www.n4a.org

	National Council on Aging
	1-202-479-1200
	www.ncoa.org

	National Rehabilitation Information Center
	1-800-346-2742
	www.naric.com

	National Family Caregiver Association
	
	http://www.nfcacares.org

	Caregivers in Action
	
	communities.msn.com/caregiversinaction

	National Alliance for Caregiving
	
	http://www.caregiving.org

	Caregiver Resource Directory
	
	http://www.stoppain.org/caregivers/resource_form.html


Competency 4.  Describe the role of grandparents as caregivers.
A. Demographics.  More than six million children - approximately 1 in 12 - are living in households headed by grandparents (4.5 million children or 6.3%) or other relatives (1.5 million children or 2%). U.S. Census 2000 data tell us that 2.4 million grandparents are taking on primary responsibility for their grandchildren's basic needs. Many of these grandparents have assumed this responsibility without the parent of the child being in the home.

B. Age of grandparents parenting children:

B.1.1. 50% are between the ages of 45 and 55 years old

B.1.2. 35% are between 55 and 75 years old

B.1.3. 15% are over 74 years old

C. Stresses of grandparent caregiving:

C.1. Inadequate assistance from other sources

C.2. Dangerous neighborhoods

C.3. Drug abuse by parent or child

C.4. Parenting again – especially having a sense of failure with their first parenting experience

C.5. Grandparent’s life on hold

C.6. Inadequate knowledge of the legal system regarding guardianship

C.7. Inadequate respite care for these older adult grandparents

C.8. Inadequate finances to purchase what children need or want

D. Reasons why grandparents raise grandchildren:

D.1. To provide a home-like experience. 

D.2. To influence grandchildren's personal and cultural identity. 

D.3. To prevent placement in a foster home. 

D.4. To buffer effects of divorce or single-parenthood. 

D.5. To care for children with parents who are incarcerated or have contracted HIV or other illnesses. 

D.6. To reduce contact with substance-abusing parents. 

D.7. To reduce financial and emotional overloads of their own children or to help in transitional situations such as a parent sent overseas to work. 

D.8. To serve as a buffer for children at risk of family crises, including physical, psychological, and sexual abuse or neglect. 

Competency 5.  Identify the possible causes of elder mistreatment.
Elder mistreatment occurs among men and women of all racial, ethnic, and socioeconomic groups.  Most neglect is due to ignorance, lack of resources, or the frailty of the elder caregiver.

A. Caregiver stress.  Caring for a non-well older adult suffering from a mental or physical impairment is highly stressful.

B. Dependency or impairment of the older adult.  It has been argued that as an older adult’s dependency increases, so does the resentment and stress of the caregiver.  Studies have found that individuals in poor health are more likely to be abused than individuals in relatively good health.  Caregivers who are dependent on the older person financially is also more likely to perpetrate abuse to counteract the feelings of powerlessness that may be experienced by the caregiver.

C. External stress.  Financial problems, job stress, and additional family stressors increase the risk for mistreatment.  Inadequate housing or unsafe conditions in the home contribute to elder mistreatment.

D. Social isolation.  Abuse, whether spousal, child, or elder abuse occurs most often in families characterized by social isolation.  This may be both and indicator and potential contributing cause of abuse.

E. Intergenerational transmission of violence; past history of abusive relationships.  Individuals who are abused as children are believed to be part of the cycle of violence.  This is learned as a form of acceptable behavior in childhood as a response to conflict, anger, or tension.  When these feelings arise during caregiving, the caregiver is at risk for becoming a perpetrator of elder abuse or neglect.  Some have also hypothesized that “what goes around, comes around”.  If the older person receiving the care previously abused their child, that child now in the role of caregiver, simply is returning the abuse they suffered.

F. Intra-individual dynamics or personal problems of the abuser.  Some caregivers may be at risk for abusing elders as a function of their own difficulties. For example, a caregiver who suffers from such problems as alcoholism, drug addiction, and/or an emotional disorder (e.g. a personality disorder) is more likely to become an abuser than an individual who does not suffer from such problems.

G. Elder abuse is an extremely complex problem.  It is important to remember that these factors usually do not operate in isolation but rather interact in unique ways depending on the victim and perpetrators’ situation.  Elder mistreatment is a general term for both abuse and neglect.  The Elder Abuse and Neglect Assessment tool developed by T. Fulmer (2002), is a 41-item assessment instrument that reviews signs, symptoms and subjective complaints of elder abuse, neglect, exploitation, and abandonment.
  ..\..\References\Elder Abuse and Neglect Assessment.pdf
Competency 6.  Describe the types and indicators of elder mistreatment.

A. Prevalence of elder mistreatment:

A.1. Between 1.5 and 2 million older adults reported mistreatment annually

A.2. Often unreported, elder mistreatment is reported only once in every 14 cases

A.3. The number of cases of elder mistreatment is expected to increase

A.4. Family violence is now a public health issue

B. Types of elder mistreatment:

B.1. Physical Abuse.  Acts of violence that may result in pain, injury, impairment, or disease.  For example, acts may include: 

B.1.1. Pushing, striking, slapping, pinching, cutting, burning, shaking, burning

B.1.2. Force feeding

B.1.3. Withholding of necessities

B.1.4. Incorrect positioning

B.1.5. Inappropriate use of drugs and physical restraints

B.1.6. Sexual coercion or assault that results from threats, force, or inability of the person to give consent.  This includes sexual activity that can range from exhibitionism to fondling to oral, anal, or vaginal intercourse.

B.2. Physical Neglect.  Failure of the caregiver to provide the goods or services that are necessary for optimal functioning or to avoid harm. This may include:

B.2.1. Withholding of health maintenance care, including adequate meals or hydration, physical therapy, hygiene, medicines

B.2.2. Failure to provide physical aids such as eyeglasses, hearing aids, or dentures

B.2.3. Failure to provide safety precautions

B.3. Psychological (Emotional) Abuse.  The willful infliction of mental anguish or the provocation of fear of violence or diminishes the identity, dignity, and self-worth of the person.  The behavior includes:

B.3.1. Verbal berating, taunting, harassment, or intimidation

B.3.2. Threats of punishment or deprivation

B.3.3. Treating the older person like an infant

B.3.4. Isolating the older person from family, friends, or activities.

B.4. Psychological Neglect.  Failure to provide a dependent older adult individual with social stimulation.  This may involve:

B.4.1. Leaving the older person alone for long periods of time

B.4.2. Ignoring the older person or giving him or her the “silent treatment”

B.4.3. Failing to provide companionship, changes in routine, news, or information.

B.5. Financial / Material Abuse.  Misuse of the older person’s income or resources for the financial or personal gain of a caretaker or advisor, such as:

B.5.1. Denying the older adult at home

B.5.2. Stealing money or possessions

B.5.3. Coercing the older adult into signing contracts, signing over assets or assigning durable power of attorney to someone, purchasing goods, or making changes in a will.

B.6. Financial / Material Neglect.  Failure to use available funds and resources necessary to sustain or restore the health and well-being of the older adult.

B.7. Violation of Personal Rights.  Ignoring the older person’s rights and capability to make decisions for himself or herself.  This failure to respect the older person’s dignity and autonomy may include:
B.7.1. Denying the older person his or her rights to privacy
B.7.2. Denying the older person the right to make decisions regarding health care or other personal issues such as marriage or divorce
B.7.3. Forcible eviction and / or placement in a nursing home.
C. Self-Abuse or Self-Neglect.  Any of the activities above committed by the elderly person by himself or herself.  It characterized as the behaviors of an elderly person that threaten his/her own health or safety. Self-neglect generally manifests itself in an older person’s refusal or failure to provide himself/herself with adequate food, water, clothing, shelter, safety, personal hygiene, and medication (when indicated). This definition of self-neglect excludes a situation in which a mentally competent older person (who understands the consequences of his/her decisions) makes a conscious and voluntary decision to engage in acts that threaten his/her health or safety.

D. Indicators of elderly mistreatment

D.1. Physical Mistreatment

D.1.1. Unexplained injuries

D.1.2. When the explanation is not consistent with medical findings

D.1.3. When contradictory and / or inconsistent explanations are given by the patient and the caregiver

D.1.4. Signs of physical abuse including bruises, welts, lacerations, fractures, burns, rope marks (note bilateral injuries and injuries in various stages of healing); laboratory findings indicating medication overdose or undermedication; and unexplained venereal disease or genital infections

D.1.5. Signs of physical neglect include: presence of dehydration, malnutrition, pressure ulcers, poor personal hygiene, lack of compliance with medical regimens.

D.2. Psychological Mistreatment
D.2.1. Excessive weight gain or loss

D.2.2. Insomnia or excessive sleeping

D.2.3. Withdrawn, depressed, or agitated

D.2.4. Signs of infantile behavior

D.2.5. expressions of ambivalent feelings toward caregivers or family members

D.3. Financial Mistreatment
D.3.1. Unexplained or sudden inability to pay bills, unexplained or sudden withdrawal from accounts

D.3.2. Poor living conditions in relation to the older person’s assets

D.3.3. Refusal of caregiver to consider institutional placement while there is unexplained disappearance of the older adult’s possessions

D.3.4. If the older person seems confused about or unaware of his or her financial situation, or has suddenly transferred assets to a family member

Competency 7.  Discuss strategies for the reporting, treatment, and prevention of elder mistreatment.

A. Intervention and Reporting

A.1. All clinicians should be alert of physical and behavioral signs and symptoms associated with abuse and neglect.  All individuals who present with multiple injuries and an implausible explanation should be evaluated with attention to possible abuse or neglect.  If abuse is suspected, the patient and caregiver should each be interviewed alone to allow safer disclosure and elicit inconsistencies.

A.2. Nearly all states require designated health-care professionals to report suspected elder mistreatment to a state authority (e.g. the Adult Protective Service Agency. Department of Aging).  Most states have a 24-hour toll-free number for reports of abuse and neglect.  Calls are confidential.

A.3. The professional has to raise the question – has to ask about mistreatment.  If a referral is to be made to the appropriate agency, the patient and the caregiver should be told.  The referral can be discussed as a source of additional help.

A.4. If the patient of caregiver refuses the referral, the physician should explain that the state law requires referral for elders who are not receiving all the care they need to such agencies.  Physicians are mandated to make these referrals.

A.5. Suspected cases of maltreatment should receive proper documentation of the incident, physical findings (EG photographs, body maps); treatment of physical injuries; arrangements for counseling by a skilled mental health professional, and the telephone numbers of local crisis centers, shelters and protective services agencies.  Suspected elder abuse cases may be reported by calling any Area Agency on Aging, or Adult Protective Services.

A.6. Most states have elder maltreatment hotlines and agencies for reporting elder mistreatment.  If elder mistreatment is suspected and there is no immediate danger to the person, do, if feasible, a full private assessment.  The full private assessment should include: safety, access, cognitive status, emotional status, health and functional status, social and financial resources, frequency, severity and intent.

A.7. Coordinate with Adult Protective Services as mandated in your state.

A.8. If patient is willing to accept voluntary services: (a) Educate the patient; (b) Implement a safety plan, (c) Provide assistance that will alleviate causes of mistreatment; and (d) Refer patient to appropriate services: social work, counseling, legal assistance, and advocacy

A.9. If patient is unwilling to accept voluntary services, but has the capacity to consent: (a) Educate the patient; (b) Give written information; (c) Develop safety plan; and (d) Develop follow-up plan.

A.10. If patient is unwilling to accept voluntary services, and lacks the capacity to consent, discuss with Adult Protective Services the following options: (a) Financial management assistance; (b) Conservatorship; (c) Guardianship; (d) Committee; and (e) Special Court Proceedings (e.g. orders of protection)

A.11. If reason to believe that mistreatment has occurred, plan intervention.

A.12. If you think the person is in immediate danger, call your local emergency number (usually 911).

A.13. Long distance caregivers (people who want to help older relatives but don’t live near them) can all nationwide toll free 1-800-677-1116.

A.14. Be prepared to give the (a) name of the older person); (b) Address (including room number if in a long-term care facility; (c) age (if known); (d) phone number) and (e) specifics of what is happening now.

B. Treatment

B.1. Elder Abuse Assessment Form (Fulmer, T. 1992).

B.2. Screening & Assessment of Elder Mistreatment (Diagnostic and Treatment Guidelines on Elder Abuse & Neglect: 1992).

B.3. Interventions for Elder Mistreatment (Diagnostic & Treatment Guidelines on Elder Abuse and Neglect; 1992).

C. Prevention

C.1. State Adult Protective or ombudsman programs.

C.2. Interdisciplinary team approach.

C.3. Community support groups focusing on aging parents, home care, domestic violence, financial and legal planning.

C.4. Teaching self-care, care for the caretaker, stress reduction and relaxation techniques.

C.5. Respite care.

Learning Activity.

Ms. R is an 85-year old woman who lives in a New York City apartment with her 60-year old daughter, Ms. S.  Ms. R was born in Puerto Rico and moved to the mainland United States shortly after she was married, and all of her four children were born in New York.  Three of Ms. R’s children are married, and two of them, along with their spouses, retired and moved to Miami a few years ago.  One daughter lives in central New Jersey.  Ms. R has 11 grandchildren and five of them live within an hour of New York City. Ms. S has never married and after her mother was widowed, Ms. S. gave up her own apartment and moved in with her mother.

Ms. R was diagnosed with diabetes in her fifties, and also has arthritis.  About five years ago, Ms. R became increasingly forgetful, and her family attributed this to her advancing age.  Over time, however, her forgetfulness worsened, and for the past year or so, Ms. R has been unable to prepare meals or dress herself appropriately.  Accordingly, Ms. S would dress her mother and prepare all her meals, all while working full-time in a nearby office.

Recently, Ms. R developed a high fever and was diagnosed with pneumonia.  Her physician admitted her to the hospital, where her daughter sits at her bedside for most of the day.  When you speak to Ms. S., she tells you that Ms. R frequently seems to “lose track of time.”  In fact, before admission to the hospital, Ms. R was awake much of the night at home and slept during the day.  As a result, Ms. S says she herself is very tired most of the time and is experiencing difficulty at work.

After a few days of intravenous therapy and antibiotics, Ms. R recovers from her pneumonia and plans are made for her to be discharged home.  Ms. S expresses concern to you that her caregiving responsibilities are becoming somewhat overwhelming, and she is feeling very stressed.

1. Develop a plan of care for Ms. R including the individual primary caregiver, Ms. S.

2. With supervision, use the Elder Abuse and Neglect Assessment form to identify potential problems.

3. Are there any risks of elder mistreatment?  If so, what are they?

4. What can be done to support Ms. S.
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Expected Staff Cognitive Competencies
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REMINDER TO INSTRUCTOR: Read activities in Instructor Guide and prepare materials for activities in advance 
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