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Abstract

Background: Healthcare settings represent a missed opportunity to systematically identify
and address mistreatment.

Objective: Our objective was to obtain perspectives of older adults, caregivers, and emer-
gency care providers regarding screening and intervention for elder mistreatment in the
emergency department (ED) with a focus on utilizing digital health tools to facilitate the
process. These findings will inform the development of a Web-based, digital health tool
optimized for a tablet device to educate, screen, and facilitate reporting of elder mistreat-
ment among patients presenting to the ED.

Method: We conducted a qualitative study utilizing three in-person focus groups (N=31) with
older adults from the community, caregivers for older adults, and clinicians and social work-
ers who worked in the ED. Using a semi-structured interview guide, we identified attitudes
about the process of divulging abuse, attitudes towards the ED as the location for screening
and information delivery, and perceptions of digital tools for screening and information.
Results: Participants identified numerous challenges to the disclosure of mistreatment,
including feelings of vulnerability and concerns about losing their homes, social supports,
and connection to caregivers. In contrast, they were uncertain about the benefits of dis-
closure. Digital tools were seen as helpful in terms of overcoming numerous challenges
to screening, but participants suggested maintaining a human element to interactions.
Conclusion: While challenges to elder mistreatment screening were identified, partici-
pants had recommendations for optimizing such efforts and responded positively to digital
health tools as a means of screening.
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INTRODUCTION

Elder mistreatment — defined by the Centers for
Disease Control and Prevention (CDC) as the
intentional act, or failure to act, by a caregiver
or trusted person that causes or creates a risk of
harm to an adult age 60 or older (Centers for Dis-
ease Control and Prevention, 2016). — is a per-
sistent public health challenge. Common forms
of elder mistreatment can include physical, emo-
tional, financial, and sexual abuse, and neglect
(Storey, 2020). Estimates of the percentage of
older adults who experience mistreatment vary
widely but may be as high as one in ten (Rosay et
al., 2017), although identifying cases consistently
for accurate estimates is challenging (Yon et al.,
2017; Centers for Disease Control and Preven-
tion, 2016). Over time, the urgency of address-
ing elder mistreatment will become even more

acute: the over-65 population has grown by over
a third in the past decade (United States Census
Bureau, 2020). By 2060, nearly a quarter of the
U.S. population will be 65 years or older (United
States Census Bureau, 2020). Improving systems
and services to ensure the safety and quality of
life of this vulnerable population is vital to the
health and well-being of our nation.

The emergency care visit is a unique opportunity
to identify these problems and provide interven-
tions or referrals. Twenty-two percent of adults 65
or older in the U.S. will visit an emergency de-
partment (ED) in a given year (Centers for Disease
Control and Prevention, 2018). The ED visit has
been described as a time in which people may be
more inclined to discuss a wide variety of sensi-
tive health issues, particularly if they are linked to
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a negative health consequence (Bernstein, 2009).

Unfortunately, there are several barriers to effec-
tive detection of elder mistreatment in the health
care setting where current approaches for iden-
tifying mistreatment rely on individuals’ comple-
tion of triage processes or bedside recognition of
potential abuse. These methods are inconsistent
and often ineffective (Baker et al., 2016; Picker-
ing et al., 2014). Potential challenges to providing
an adequate screening and intervention program
include the high acuity of conditions presenting
to emergency care settings, high patient volume,
high provider workload, lack of physical space to
ensure privacy for such conversations, lack of pro-
vider training in screening, reporting, and address-
ing elder mistreatment, low provider confidence
for addressing these topics, and limited resources
and staffing to support such a program (Platts-Mills
et al., 2020; Rosen et al., 2016). Currently, it is es-
timated only 1 in 24 cases of elder mistreatment
become known to authorities (Storey, 2020).

Digital health tools have the potential to address
many of the challenges in detecting elder mis-
treatment in the emergency department. These
tools can be administered uniformly to patients
at the point of contact with the health system —
for example, through a computer kiosk or tablet
given to patients during waiting times — and can
help “meet the person where they are” by incor-
porating interactive features and content that is
personalized to the individual. Older adults ex-
posed to such tools have reported improved well-
being, empowerment, and self-efficacy (Lifshitz
et al, 2016; McMellon & Schiffman, 2002; Mor-
ris et al., 2007). The benefits of these new tools
(Abujarad & Vaca, 2015; Pickard et al., 2016)
may be optimized by placing the needs of older
adults in the center of the design of digital health
applications and ensuring usability features that
will facilitate use among older adults, who may
have lower confidence using these technologies
and have a higher prevalence of disabilities that
make technology use more challenging (Ander-
son & Perrin, 2017). Utilizing a digital health tool
in the current workflow of the health care setting
may address some of these barriers for detection
and facilitate the screening process.

The objectives of this study were to obtain the
perspectives of older adults, caregivers, and
emergency care providers about screening and
interventions for elder mistreatment in the emer-
gency department, with an emphasis on the use
of digital health tools. By gathering these perspec-
tives, we aimed to inform the development of a
digital health tool optimized for a tablet device to
educate, screen, and facilitate reporting of elder
mistreatment (the “Virtual cOaching in making
Informed Choices on Elder Mistreatment Self-Dis-

closure”, or VOICES, program). We focused on
key barriers to uptake that would need to be ad-
dressed to ensure a successful program. Incorpo-
rating the viewpoints of older adults themselves
into the development of a digital health program
is a critical aspect of developing a successful
screening program (A. Turner et al., 2018).

METHODS

Study design

This study employed a qualitative research de-
sign. We conducted three in-person focus groups
with older adults from the community, caregiv-
ers for older adults, clinicians (emergency medi-
cine doctors), and social workers who worked
in the emergency department. The caregivers
(n=2), clinicians (n=2), and social workers (n=2)
were included with older adults (n=7) in one fo-
cus group; the remaining two focus groups were
older adults only (n=8, n=10), as we wished for
these voices to be the focus of the study. Focus
groups were led by two moderators (EKC and FA)
and attended by a note-taker (CE).

Interview guide development

We developed a semi-structured interview
guide designed to identify perceptions about
the process of divulging abuse, attitudes towards
the emergency department as the location for
screening and information, and perceptions
of digital tools for screening and information.
The guide was iteratively revised after multiple
rounds of review and cognitive testing with sev-
eral older adults and experts in geriatric care.

Setting and population

Participants were English-speaking older adults
(age 60 or older) recruited through flyers and
brochures posted at the Agency on Aging of
South Central Connecticut (AOASCC). Inclusion
criteria for these participants included the ability
to communicate verbally in English along with
being age 60 or older. Caregivers of older adults,
and clinicians, and social workers were recruit-
ed through the assistance of the Yale Center for
Clinical Investigation and direct outreach by the
clinicians at the Yale New Haven Hospital main
campus. Inclusion criteria for social workers and
clinicians required that they be active emergen-
cy medicine social workers and doctors, respec-
tively. Caregivers were required to be caring for
community-dwelling older adults to participate.
Convenience sampling was utilized for all partic-
ipants. Written informed consent was obtained
from all participants and data with identifiers
were de-identified for post-analysis. The first fo-
cus group was held at the Yale School of Medi-
cine in New Haven, CT, with the remaining two
focus groups located at the AOASCC. Sessions
were conducted in English and took approxi-
mately 70-80 minutes per session. All proce-
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Table 1. Focus group participant demographics (Older adults)

- Older adults
Characteristic participants (n=24)
Age, Median (Mean) 70 (71)
Gender
Female 20 (83%)
Male 4 (20%)

Marital status
Single/never married 6 (25%)
Married 9 (38%)
Divorced/Separated 6 (25%)
Widowed 3 (13%)

Race
African American/Black 12 (50%)
Asian 1 (4%)
White 9 (38%)
Other 2 (8%)

Ethnicity

Not Hispanic/Latino 21 (88%)
Hispanic/Latino 1 (4%)
Unanswered 2 (8%)

Education

Less than high school 0
High school degree or equivalent 4 (17%)
Some college 12 (50%)
Bachelor’s degree 3 (13%)
Master’s degree 4 (17%)
Doctoral degree 1 (4%)

Income

Less than $30,000 12 (50%)
$30,000 to $49,999 3 (13%)
$50,000 to $69,999 3 (13%)
$70,000 to $89,999 2 (8%)
$90,000 or more/year 3 (13%)

Refused to answer 1 (4%)

dures were approved by the Yale University Hu-
man Investigation Committee (IRB). Participants
were provided a $30 gift card as compensation.

Data analysis

Focus group discussions were captured on digi-
tal audio recording software, transcribed verba-
tim, and entered into data management software
(NVivo). The study team reviewed each interview
transcript and associated notes at least once
before beginning analysis. Initial codes were
created based on the framework of major topi-
cal headings in the interview guide. The coding
structure was refined iteratively by coding tran-
scripts, identifying additional codes through
group discussion, and modifying and refining ex-
isting codes. Research team members reviewed
coding categories together to ensure there was a
shared understanding of the codes and to iden-
tify any needed revisions of the codebook. An
integrated set of codes, consisting of all mutually
agreed-upon codes, was entered into the NVIVO
database with the final version of each transcript.
The final coding classification scheme was ap-
plied to each transcript by two independent
coders. Any coding discrepancies or ambiguities
were resolved through discussion. Notes were re-
viewed to ensure the team understood elements
such as the context of the conversation, tone, and
interactions between focus group participants.

After coding all transcripts in this manner, an ini-
tial thematic framework was developed by sum-
marizing codes by major themes and subthemes.
The study team, composed of experts in elder
abuse, emergency care, violence research, and
qualitative methods, met collaboratively to de-
cide on a final thematic framework and to select
illustrative quotes, representing the full range of
responses relevant to each theme. Differences
in perceptions and data interpretation were ad-
dressed through discussion and review of tran-
scripts and coded materials, ensuring that quotes
were understood in context.

ResuLts

We recruited a total of 31 participants, including
24 older adults, three social workers, two emer-
gency department clinicians, and two caregivers.
The characteristics of the older adult participants
are provided in Table 1. Fifty percent of partici-
pants were Black/African American and 4% His-
panic/Latino, compared to a New Haven County
population that is 15% Black/African American
and 19% Hispanic/Latino (United States Census
Bureau. New Haven County, Connecticut, 2019).
Among the social workers, clinicians, and caregiv-
ers, there were 5 women, the average age was
47, and representation was 28.5% Asian, 28.5%
Black or African American, and 28.5% White.

Thematically, the focus groups provided comments
about general attitudes around disclosure of elder
mistreatment, responses specific to disclosure in
the emergency department setting, responses
specific to the use of technology to educate and
screen for elder mistreatment, and recommenda-
tions for “ideal” features of a screening program in
the emergency department (Tables 2-5).

General perceptions about screening and disclosure

We first solicited general attitudes about divulg-
ing elder mistreatment. Participants felt disclo-
sure would be difficult and make older adults
feel “really exposed.” They expressed concerns
about losing a home, support, and connection to
their caregiver and loved ones. The relationship
to their caregiver, with whom they often have a
genuine concern and love, was also seen as a
barrier to disclosure: one respondent described
a situation she witnessed:

“...we had a neighbor who was being abused by
her daughter who was a realtor. And she refused
to share it with anyone. And this woman was
very frail... And she was afraid to report because
she didn't want ... she loves her daughter. She
didn't want anything to happen to the daughter
that would make life even harder for the daugh-
ter.” (Community participant, Female)

These kinds of reservations about the negative
consequences of self-reporting were the most
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Table 2. General perceptions about divulging elder mistreatment

Themes

Representative quotes

Disclosure is difficult due to
pride, privacy, prior trauma

Participant 1 (Male) [FG #1]: “I don't know. Maybe your pride. Your pride or you just don't
want to talk about it. It's hard to talk about stuff like that.”

Participant 5 (Female) [FG #3]: “I think it would just snowball into asking a lot of questions
about my whole life. I'd feel really exposed. So it would be difficult for me.”

Concrete benefits of
withstanding abuse (financial
support) are in contrast to the
uncertain benefits of divulging
abuse and seeking help

Participant 5 (Female) [FG #3]: “For some women ..., do they feel like loss of the home,
loss of mobility, they can't help themselves, especially if that person is the person that puts
the roof over their head or ... now they just don't have that. And sometimes they trade off

the abuse for, ‘I do have a place to live.”"

Participant 15 (Female) [FG #1]: “Yeah. What... that abused person... what happens to
them? They know if they open their mouths, they gonna go home and get beat up worse to
what they did. Before, they just been slapped around, now they gonna be...”

Attachment to their own home
may prevent disclosure

Social Worker 1 (Male) [FG #1]: The same things happens, when, in my experience, when |
meet with this particular type of patient, who presents with the same abuse; physical abuse,
emotional, financial, by a child or a loved one, "l just want to go home."

Connection and loyalty to the
abuser prevents disclosure

Social Worker 3 (Female) [FG #1]: “You also have to respect the fact. If my caregiver is the
one who's abusing me [crosstalk]. Financially or physically. And that happens to be my
daughter or my son. So, there's an emotional attachment.”

Aging may come with loss of
“worthiness” and sense of
deserved abuse/neglect

Participant 4 (Female) [FG #2]: “And | think also many of us when we're older and losing
faculties as you say. We don't have the deep connection and the feeling of the love and
warmth around us. The connections with family and friends. | think we lose a sense of

worthiness, a sense of feeling important.”

Participant 1 (Female) [FG #2]: “And | think the, like you say, older, different generation of
people. Back then they didn't have all this support. You know what | mean? So they're
mindset is geared towards them coming up, back in their day there wasn't all that support
for abuse and all this. They had to just go with it.”

Participant 11 (Female) [FG #1]: “Sometimes people are brainwashed, so to speak, and they
may think that this is normal, because it's been done to them for so long.”

concrete and prominent. In contrast, respond-
ents expressed uncertainty about the potential
benefits of reporting. Participants also men-
tioned perceptions of norms that they should just
“go with [the abuse]” rather than expecting not to
be mistreated (Table 2).

Perceptions about the emergency department
as the site of screening and disclosure of elder
mistreatment

Participants brought up a number of challenges
of disclosure of elder mistreatment in the emer-
gency department. Some felt the emergency de-
partment was not the best place for screening for
mistreatment (“...first of all, it's not a very pleas-
ant place to be” — Community participant, Fe-
male). Participants felt that this kind of conversa-
tion required to respect and a caring relationship
with someone. The brief nature of the visit, in
which emergency department staff are meeting
a patient for the first time, rather than in the con-
text of a longer-term relationship, was seen as
a barrier to achieving sufficient trust needed to
discuss something like elder mistreatment. Clini-
cians and social workers felt the role of hospital
staff in mandatory reporting was seen as a po-
tential barrier to disclosure.

Both community members and emergency de-
partment staff expressed uncertainty and frustra-
tion about what happens after the disclosure, the

health system’s ability to improve safety or to
have a clear endpoint even once it knows about
elder mistreatment, and acknowledged the limi-
tations of ensuring safety beyond admitting the
patient to the hospital:

Social Worker 1 (Male) [FG #1]: “I mean, you
could, but then the question becomes... At XXX
Hospital, we always keep people safe, and we
do a great job of that. In the scheme of managed
care, we will keep this patient, but for how long?”
(Social worker, Male)

Emergency department staff commented on
how artificial standardized screening questions
can feel to deliver, and the difficulty of identify-
ing non-physical forms of abuse (Table 3).

Responses to digital health tools for elder mis-
treatment identification

Participants were shown several examples of
prototypes with illustrations and text for a digital
health tool for screening elder mistreatment on
a tablet device via PowerPoint (Figure 1). Each
slide depicted an image of a tablet device with
an illustrated concept of various aspects of the
digital health tool to simulate what a user may
see when looking at the screen. Specifically, par-
ticipants were asked to imagine being handed
a tablet device, such as an iPad, via these pro-
totypes in the emergency department and how
they might perceive that experience (Figure 1).
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Table 3. Perceptions toward screening for elder mistreatment in the emergency department

Themes Representative quotes

Participants did not perceive the Participant 11 (Female) [FG #1]: “You can't do it [screening] in emergency. [crosstalk] not
emergency department as an the emergency.”

ideal place for screening

Participant 15 (Female) [FG #1]: “I don't know. The home probably is the best place, but if
that's where all the abuse is, and the kids are going to be in the next room, they're going to
be too afraid to tell the truth....”

Caregiver 2: “Doctor's office.”

Participant 15 (Female) [FG #1]: “Well, what about their General Practitioner... They're
going in for their physical and then, probably, it just going to have to be a longer time.”

Participant 7 (Female) [FG #2]: “How long is this going to be because if somebody's in a
emergency room, first of all, it's not a very pleasant place to be. And then also it could be
in the middle of the night.”

Participant 1 (Female) [FG #2]: “But the abuser might be in the room with you.”
Social Worker 2 (Male) [FG #1]: “Well, you tell me something and then you say you're not
going to tell anybody. You know that you're a mandated reporter, you have to report it to
someone. Would that be something you appreciate if you're a family member disclosing
abuse and I'm saying to you, ‘You may not be able to take that patient home.” ... because |
struggle with that as a clinician. ... honest and brutally honest is the best.”

Mandated reporting by health
professionals is viewed as a
potential barrier to patient
disclosure

Participant 1 (Female) [FG #2]: “Well it used to be [that elder mistreatment disclosure
would occur to] your doctor. [crosstalk] But now everything has to be disclosed. You
would trust your doctor with everything or anything, [crosstalk]. But now that's not the ...
sometimes it's not the case because they have to report certain things that they see. It's
mandated.”

Participant 1 (Male) [FG #1]: “I don't know. Maybe your pride. Your pride or you just don't
want to talk about it. It's hard to talk about stuff like that.”

Disclosure is difficult due to
pride, privacy, prior trauma

Participant 5 (Female) [FG #3]: “I think it would just snowball into asking a lot of questions
about my whole life. I'd feel really exposed. So it would be difficult for me.”

Participant 7 (Female) [FG #2]: “It also can be the fear of, she's taking care of me, what if

Uncertainty about the
they take her away? Who's going to take care of me?”

consequences of divulging
abuse/neglect is a major factor
in disclosure. Participant 1 (Male) [FG #1]: “You don't know what's going to happen afterward. You tell

it, and whoever's doing it might come and beat you up worse”

Participant 3 (Female) [FG #2]: “I think maybe some of them would say, ‘What are they
going to do about this anyway?” Why am | answering this?”

Participant 5 (Female) [FG #3]: “... however they phrase it. | would know what they're
leading up to. And | would be hesitating to answer for fear that the unknown, that
something terrible is going to happen here. So maybe | need to keep that to myself.”
ED Provider 1 (Female) [FG #1]: “I think that's a good point too, because in a health care
provider role, when it's physical abuse, we can see it, but what's really hard to tell is when
there is some form of emotional abuse”

Difficult to detect non-physical
forms of abuse in general

ED Provider 2 (Female) [FG #1]: “But | use very concrete examples. And I've had success
with that, because a lot of times | feel like, especially in emergency departments, we're
trying to move quickly, there's routine checklist, ‘Do you feel safe at home? Do you have
this, do you have that?’ That's not a real conversation, | don't think.”

Standardized screening
language can feel stilted

While participants acknowledged potential tech-
nical challenges to digital health tools, they also
readily identified advantages of utilizing technol-
ogy for this population, including the familiarity,
consistency, ability to go at one’s own pace, and
potential for asynchronous involvement.

“And then when you're sharing something that's
so deep and personal and you see if the person is
distracted or looks away or looks at the time, it's
hard to keep going. Whereas, an iPad, you can
take your time, you can share it.” (Community

participant, Female)

Participants discussed feelings with the proto-
type itself and expressed an overall preference
for viewing educational videos with illustrations
rather than clips involving real people. They felt
that the tool needed to be brief, both in content
and for the length of animated educational vid-
eos. Participants preferred for text on the screen
to be spoken aloud with a female narrator and
headphones for privacy and emphasized the
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Figure 1. lllustrated prototype of a concept for a digital elder mistreatment screening tool. This screen
depicts buttons that can be touched by the user to view videos relating to specific types of mistreatment

need for the tool to be user-friendly, in particular
with older adults who had never utilized a tab-
let device before. Some participants felt that the
tool should consist of “Yes” and “No” binary-
style questions, rather than responding to ques-
tions with an open-ended typing format (Table 4).

Recommendations for successful screening
and interventions for elder mistreatment
Participants identified a number of desired as-
pects of screening in the emergency department,
often specifically in response to the challenges
and concerns raised about disclosure in general
in the ED, with regards to digital health tools.
Participants recommended being clear about
terms and definitions to assist those who have
not recognized that abuse is happening. They
recommended ensuring privacy and conveying
empathy and connection as much as possible in
a brief interaction, being sure to avoid making
the patient feel rushed. Empathy for the abusive
person, who often may be a family member that
the patient has considerable loyalty to and af-
fection for, was felt to be potentially helpful in
conversation with a patient.

“It's not just, ‘That person is a bad person.” That
person may be overwhelmed, maybe that per-
son have their own family and they're trying to
help their mother, and they're just stressed to the
max.” (Social worker, Female)

Participants also felt it was important to be as
clear and transparent as possible about the impli-
cations of disclosure, including addressing what
happens immediately after disclosure, confiden-
tiality, the involvement of law enforcement, and
potential outcomes of reporting. Participants
were overall positive about leveraging technol-
ogy but felt it was important to address concerns
about technical challenges and preferences for a
human conversation by providing technical as-
sistance and offering the option to interact with a
person as well (Table 5).

DiscussioN

Systematic identification of elder mistreatment
remains a high priority needs across healthcare
settings. Computer or Web-based programs
have numerous advantages in achieving this
goal. They provide a sense of anonymity and
privacy, which may increase reporting of factors
impacting health, including sensitive topics like
substance use, sexual behaviors, and victimi-
zation (Rhodes et al., 2006; C. F. Turner et al.,
1998). They bypass the difficulties of training and
maintaining the knowledge and skills of a mas-
sive workforce, requiring little direct clinician
involvement. They can be adapted to be cultur-
ally and linguistically specific and audio capa-
bilities allow interventions to engage low-literacy
individuals. They can deliver assessments and,
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Table 4. Attitudes toward screening for elder mistreatment through digital health tools

Themes

Representative quotes

The technical aspect of
computer screening may be
challenging for some elders

Participant 15 (Female) [FG #1]: “Most things, like my mother never... She saw our
computers but never she tried it, she didn't want to learn it. | have a 93-year old uncle right
now that I'm kinda helping take care of. He don't wanna have nothing to do with a

computer. What do you do about that?”

Participant 7 (Female) [FG #3]: “If you're abused an you're answering this, this is ... Who's
going to read this? And if I'm not... savvy with computers and stuff, it's harder on me.”

ED Provider 1 (Female) [FG #1]: “I think you would still have to have someone on the
ground, though. So, if | think of my mom, she would be, like, "How do | do this? | don't
know. What's this thing say? What is this pop-up?"

Many advantages to technology, Participant 7 (Female) [FG #3]: “I'm going to tell you ... | won't go into detail, but | know

including ability to take one’s
time, consistent attention, and
ability to refer back later

people who stay in the house where there's mental, physical abuse. The computer is what
they're on all the time because it's something to concentrate, something to do, they have
nobody else to talk to, and that gives them comfort.”

Participant 9 (Female) [FG #3]: “If I'm really upset, | don't know. | think it's [technology-
based screening] a good idea. | think it's a good concept. If I'm really upset, | don't know.
But then | don’t think anything would work if I'm anxiety ridden”

Participant 6 (Female) [FG #3]: “Maybe at the end something that says if you don't think
you're ready to do something about it now, where you can go once you're discharged.”

Technology viewed as an
adjunct to human processes,
rather than a complete
replacement

ED provider 1 (Female) [FG #1]: “I think you would still have to have someone on the
ground, though. So, if | think of my mom, she would be, like, "How do | do this? | don't
know. What's this thing say? What is this pop-up?"

Desired features of a computer-
based screening digital health

Participant 1 (Female) [FG #2]: “So | might be more inclined to answer on that iPad,
because then | don't have... interference of someone interacting with me, their opinion... |

tool think an iPad would be really good.”

Participant 1 (Female) [FG #2]: “I think... video is a good idea. And | think it can be short.

Very quick.”

Participant 3 (Female) [FG #3]: “l agree [with Participant 11] it has to be a female voice.”

Participant 3 (Female) [FG #3]: “...it has to be colorful.”

Participant 5 (Female) [FG #3]: “I think the cartoons [for video] as well. ...it takes the edge
off of [the topic of mistreatment], the cartoons.”

Participant 10 (Male) [FG #1]: “I think a cartoon would be more relaxing.”

Participant 7 [FG #3]: “There's a commercial...on TV where they're dialing 911, and
they're nervous, and they're crying... that upsets me so much. ...something that realistic, |

don't think I could handle that.”

Participant 11 (Female) [FG #1]: “Not too many words.”

Participant 11 (Female) [FG #1]: “It has to be user-friendly for [older adults] because they're

from a different era.”

based on the results, provide immediate, indi-
vidualized feedback and recommendations for
change. Participants in our study cited many
of these aspects as potential benefits of digital
screening tools for elder mistreatment in the
emergency department.

Digital platforms minimize the bias that can
arise in interpersonal relationships between the
provider and patient. Such platforms can scale
up and allow us to screen and/or intervene in
large numbers of older adults with minimal cost
and effort. Also, they can be widely dissemi-
nated while maintaining treatment fidelity across

clinical sites. Americans, including older adults,
report increasing comfort with the use of tech-
nology (Anderson & Perrin, 2017), including the
Internet and popular social media sites. Most
emergency department patients (including older
adults) use computers (91%) and access the Inter-
net (71%) and the vast majority feel comfortable
receiving technology-based health information
(Ranney et al., 2012).

Our study corroborated several themes from pri-
or literature, including general barriers to disclo-
sure such as fear, vulnerability, and loss of home,
social supports and relationships, and emer-
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Table 5. Recommendations for successful screening and interventions for elder mistreatment

Themes Representative quotes

Clarity in definitions, framing ~ Caregiver 2 (Female) [FG #1]: Do you think they all understand what neglect is? ... if you're
is important so that abuse is in a situation and it's getting worse and worse and worse, you sort of lose your perspective
recognized as such of, ‘Am | being neglected, or is this what | deserve, or is this...” A piece that's really

important, but | don't know if they all understand neglect.”

ED Provider 1 (Female) [FG #1]: “How do we frame it in a way that we can really address it
to get the patients to open up, because the patient might not even realize that's abuse.”

Important for providers to set  ED Provider 1 (Female) [FG #1]: “Really, sitting down, nice, quiet environment, not in the

the scene for disclosure. hallway. Making sure the patient is comfortable in terms of food, water, music, whatnot, and
Screening needs to occur in a saying, ‘Hey, I'd like broach a difficult subject with you. | know you might not want to share
setting with privacy and right now, but | feel like we have a relationship. Can | talk to you about some of the
confidentiality, including concerns I'm having?””

distance from abuser
Participant 11 (Female) [FG #3]: “But she said, ‘Okay, you have a lot of injuries. Is there
anything you'd like to tell me. Just tell me exactly how it happened...” And a lot of nice little
questions... and she was taking little notes on the [crosstalk]. | thought her approach was
lovely and her personality or whatever. She was approachable.”

Participant 7 (Female) [FG #3]: “When you're sitting next to somebody who's that evasive or
whatever, but you're in, usually, a small chair. It's not comfortable. You need to be in a
separate area and be able to have it like that and be able to touch it or key it and whatever
you want.”

Participant 7 (Female) [FG #3]: “And | think if it's given ... that the person is going to have
some privacy to do it. There's nobody else in the room.”

Taking time to convey Participant 6 (Female) [FG #3]: “They came only just to speak with you and be warm and
empathy and make a make eye contact and just general ... you know ... instead of they're pulling you over on the
connection is a key step. stretcher and, ‘Oh, by the way. Are you..” | mean, ‘I need to ask you,” or ‘I have to ask you

"

this question.

Social Worker 3 (Female) [FG #1]: “But you've got to put in that time, whether it's 15 solid
minutes or half an hour. Whatever time, it's you and me and setting that empathetic stage
gives them the opportunity to talk with you.”

Participant 3 (Female) [FG #2]: “Concerned and compassionate. Not making me [crosstalk]
feel you don't have the time and you're hurried.”
Demonstrating empathy for the Participant 4 (Female) [FG #2]: “Well | would say, it doesn't mean you don't love them. It

abuser and framing doesn't mean that you're a bad parent or loved one. It's help to both of you. You'll both
interventions as help for the  grow through this if you permit someone to enter your world and help you through this hard
whole family may be helpful. time.”

Social Worker 3 (Female) [FG #1]: It's not just, "That person is a bad person." That person
may be overwhelmed, maybe that person have their own family and they're trying to help
their mother, and they're just stressed to the max.

Need to provide up-front Participant 3 (Female) [FG #3]: “if they're informed from the beginning that it's confidential
information about what ... what the outcomes may be, what types of help are available if that is their situation, that
happens after a disclosure, there are police officers there in the emergency room. And it think people feel a little bit
including confidentiality and better about speaking up.”

safety measures in place
Participant 6 (Female) [FG #3]: “Because what are you going to do with it afterwards? It goes
back to explaining to the person how it works or how the help comes.”

Consider a mix of in-person Participant 3 (Female) [FG #3]: “I would let them choose. ...with a brief conversation like
assistance and computer with ...what to do...And that person has the option to play the video.”
screening, or choice between

them Participant 6 (Female) [FG #3]: “Maybe if whoever gave it to you can go back and check to

see how you were doing with it, if you had any more questions about it. Are you able to fill
it out okay? Would you rather speak to somebody than to fill that out?”

gency department-specific concerns, includ- intervention protocol will have to guarantee pri-
ing skepticism whether conversations around  vacy for the participant (e.g., by being adminis-
mistreatment can occur in the context of acute tered once a patient is in a private room, rather
health problems, potential lack of privacy, and than in registration, triage, or waiting room),
a caring relationship that is new and temporary.  build in explicit mitigation of concerns around
Reassurances about these concerns must be built  safety and consequences of divulging abuse, in-
into the program content and/or the introduction ~ clude details about what happens after disclo-
and delivery of the program by clinical staff. Any  sure, and provide examples of the resources and
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supports available to those experiencing elder
mistreatment. While the use of digital screening
tools, in general, have established acceptability
and feasibility in the ED, a tool for elder mistreat-
ment incorporating all these elements will need
to be established specifically for elder abuse.

Participants overall felt there were many benefits
of using computers to screen. However, they ac-
knowledged that some older adults (referencing
their own parents more than themselves) may
not be completely comfortable engaging with
technology and felt the process of screening for
mistreatment could likely not be fully automated
but require some human support. Earlier work
demonstrated efficacy in addressing violence
in younger populations through computer-only
interventions (Cunningham et al., 2013); older
adults may require more of a hybrid model.
While there were concerns associated with the
use of digital health technology for computer-
based screening, the literature indicates that
further exploration of computer-based interven-
tions may benefit users overall.

A dominant theme of the focus groups was the
uncertainty of any benefits of disclosure, a ma-
jor concern for not only the community mem-
bers themselves but for the hospital caregivers
(clinicians and social workers), who conveyed
frustration with the limits of intervention once
mistreatment is identified. This kind of system-
based, complex, and multifactorial barrier to
successfully addressing mistreatment represents
a fixed parameter to the success of any screening
program; although programs can provide educa-
tion and support, ultimately, staff in the emer-
gency department must perform tasks that are
not automatable at this time, including verifying
abuse, providing direct support, meeting report-
ing requirements, and determining immediate
care needs. Although there are clear, address-
able gaps in the identification of mistreatment
among older adults, our study emphasized that
the impact of improved screening must occur in
concert with other improvements in the care of
this population to clarify the risk-to-benefit ratio.

Participants also suggested incorporating em-
pathy for the abuser, pointing out that this per-
son may still be a beloved family member such
as a child who the patient loves and may feel
protective towards. More generally, participants
seemed to wish for options that did not disrupt
their living situation and relationships. From a
clinical perspective incorporating this desire may
be challenging — particularly with mandatory re-
porting requirements — and the instinct may be
to separate patients with mistreatment from the
relationship. However, pragmatic screening and
interventions may also need to “meet patients

where they are,” recognize nuance and com-
plexity of patients” desires in balance with abso-
lute health and safety considerations.

Finally, participants recommended a number of
technical elements for the intervention, including
visual and graphical preferences, many of which
underscored the specific needs of older adults, in-
cluding accommodations for those with visual and/
or hearing impairment or low skill with technology.
These preliminary perceptions helped guide the
framework of the tool’s initial development. Fol-
lowing these perceptions and the initial develop-
ment of the tool, a study will be conducted to test
the usability and acceptability of the tool.

CoNcLUSION

Our study suggested that digital health platforms
have the potential to overcome the numerous
concerns related to screening for elder mistreat-
ment in general and in the emergency care set-
ting. Interview themes supported several key ad-
aptations to our original concept, to the digital
program itself, and to the way it is administered
and supported. These adaptations will allow an
initial version of the digital tool for testing within
the emergency department.

Our study did have a number of limitations. We
did not specifically identify a group of older
adults who were known to be experiencing mis-
treatment or to have experienced it in the past,
so input may be conjecture rather than from di-
rect experiences. However, given the high prev-
alence of elder mistreatment, we did assume a
high likelihood of direct or witnessed experienc-
es, and the focus group discussions supported
this assumption. Because we wished to focus
primarily on older adults from the community to
support the design of digital tools for screening
this population, we only included a small sam-
ple of clinicians, caregivers, and social workers.
These participants were included in one of the
three focus groups, along with community par-
ticipants, rather than in a focus group or groups
dedicated to them. The interview guides were
also designed to be inclusive of these partici-
pants, but not focused on their experiences, giv-
en the purposes of this study. Additional work is
needed to represent the views and experiences
of this group in more depth.

Finally, we lacked some important representa-
tion in the study. All of the participants had at
least a high school degree; this relatively high-
literacy population may have had a more posi-
tive attitude toward technology-based screening
than the average emergency department popu-
lation. Fifty percent of community older adult
participants were Black/African American, but
only 4% were Asian, and 8% other race; only
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4% were Hispanic/Latino. We did not include
those with a primary language other than English.
Caregivers and hospital staff were under-repre-
sented and as a focus of a future study would
need to be recruited in greater numbers. Here,
our focus was on the older community members.
Additional research to ensure culturally specific

themes for program tailoring is needed to fully
understand the perceptions about elder mistreat-
ment screening in the emergency department
and via digital platforms, and to ensure broader
generalizability of the content, format, and func-
tionality of screening programs designed from
this exploratory work.
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