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Abstract 

Background Elder abuse often goes unreported and undetected. Older people may be ashamed, fearful, or other-
wise reticent to disclose abuse, and many health providers are not confident in asking about it. In the No More Shame 
study, we will evaluate a co-designed, multi-component intervention that aims to improve health providers’ recogni-
tion, response, and referral of elder abuse.

Methods This is a single-blinded, pragmatic, cluster randomised controlled trial. Ten subacute hospital sites (i.e. 
clusters) across Australia will be allocated 1:1, stratified by state to a multi-component intervention comprising a train-
ing programme for health providers, implementation of a screening tool and use of site champions, or no additional 
training or support. Outcomes will be collected at baseline, 4 and 9 months. Our co-primary outcomes are change 
in health providers’ knowledge of responding to elder abuse and older people’s sense of safety and quality of life. We 
will include all inpatients at participating sites, aged 65 + (or aged 50 + if Aboriginal or Torres Strait Islander), who are 
able to provide informed consent and all unit staff who provide direct care to older people; a sample size of at least 92 
health providers and 612 older people will provide sufficient power for primary analyses.

Discussion This will be one of the first trials in the world to evaluate a multi-component elder abuse intervention. If 
successful, it will provide the most robust evidence base to date for health providers to draw on to create a safe envi-
ronment for reporting, response, and referral.

Trial registration ANZCTR, ACTRN 12623 00067 6617p. Registered 22 June 2023.

Key points 

- Underreporting of elder abuse is significant due to barriers to disclosure.

- Health providers may not feel confident in asking about or responding to elder abuse.
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- Hospital-based health providers are in a unique position to detect and respond to elder abuse.

- We report our protocol for No More Shame, a pragmatic cluster randomised control trial that aims to train health 
providers to recognise and respond to elder abuse.

- Our outcomes include health providers’ knowledge and management of elder abuse, older people’s quality of life 
and sense of safety, and rates of elder abuse detection and referrals at hospital sites.

Keywords Elder abuse, Training, Older people, Subacute, Intervention, Co-design, Pragmatic trial

Introduction
Elder abuse refers to harm caused to an older person by a 
single or repeated act within a relationship of trust. It can 
include financial, physical, psychological, sexual abuse, 
and neglect [1, 2] and is commonly perpetrated by adult 
children [3]. Elder abuse is associated with increased 
morbidity and mortality including higher rates of depres-
sion, anxiety, fear, stress, substance dependence, social 
isolation, poorer physical health, and suicide [4–6]. Com-
munity prevalence is around 15% [1], although rates of 
underreporting are high [7].

Specialised health, aged care, community, and legal ser-
vices directly involved in care for older people experienc-
ing abuse hold valuable expertise about recognising and 
responding to elder abuse [8]. However, many frontline 
health providers do not recognise elder abuse, do not 
report suspected cases, and often lack the time, confi-
dence, and knowledge to respond [9, 10]. Additionally, 
ageist attitudes amongst health providers may impede 
older people’s care [11]. Ageism is a recognised driver of 
elder abuse as it perpetuates notions that older people are 
dependent, an economic burden, and have less relevance, 
which in turn lead to greater tolerance of abuse [12].

Reviews [13, 14] consistently identify the most effec-
tive interventions to stop and prevent further occurrence 
of elder abuse include educating health providers and 
involving multidisciplinary services. The few randomised 
control trials (RCTs) in this area mostly focus on one of 
these interventions, demonstrating that training health 
providers can improve awareness and knowledge elder 
abuse response [15, 16] and improve how student practi-
tioners detect financial elder abuse [17]. Evidence regard-
ing the impact of training on health providers’ attitudes, 
detection, and reporting rates within health services is 
sparse [10, 18, 19].

We aim to test whether a multimodal intervention 
combining health provider training, provision of a 
screening tool, and a site champion improves health pro-
viders’ knowledge and management of abuse and older 
people’s sense of safety and quality of life over 9 months, 
compared to no additional training or support in Austral-
ian subacute hospitals.

Subacute hospitals provide multidisciplinary care 
to optimise functioning and quality of life, including 

rehabilitation, geriatric evaluation and management, psy-
chogeriatric care [20], and often involve longer stays to 
manage complex health conditions before discharge. This 
provides an important opportunity for clinicians to build 
trust [8]. This may be the only time an older person expe-
riencing abuse leaves their home for a prolonged period, 
spending time away from the perpetrator. Indeed, the 
abuse itself may precipitate or prolong their hospital stay 
[21].

Aims and hypotheses
Our primary aim is to test the hypothesis that health pro-
viders in the intervention arm will show greater knowl-
edge of responding to elder abuse at 4 months relative to 
the control arm and that older adults in the intervention 
arm will show greater quality of life at 4  months than 
those in the control arm.

Methods
Design and theory
This is a pragmatic, cluster RCT. The intervention is 
guided by the Theory of Change [22], which seeks to cre-
ate a safe and inclusive relationship between health pro-
viders and older people (see Fig. 1). We use the SPIRIT 
reporting guidelines (see Additional file 1) [23].

Participants and setting
Sites
Subacute hospitals providing inpatient care in New South 
Wales, South Australia, Victoria, and Western Australia 
were included.

Health providers
We aim to recruit inpatient subacute clinical staff provid-
ing direct care to older people, including medical, nurs-
ing, or allied health. We will exclude staff who do not 
expect to be working at the site for at least 12  months 
post-baseline or who  participated in co-designing the 
training.

Older people
We will include all inpatients at participating sites, aged 
65 + (or aged 50 + if Aboriginal or Torres Strait Islander), 
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who are willing to participate and individually capable of 
providing informed consent.

Exclusion criteria for older people are (i) receiving pal-
liative care and (ii) lack of decision-making capacity.

Intervention
This intervention comprises 3 components:

 (i) Training: Health provider participants will be asked 
to complete training via an online Learning Man-
agement System (Acorn) hosted by the National 
Ageing Research Institute (NARI). The training 
takes ~ 60  min to complete and is self-paced, and 
participants will have access to it over a 2-month 
period. It has four modules on knowledge of abuse, 
drivers of abuse, screening for abuse (includ-
ing how to administer the Australian Elder Abuse 
Screening Instrument [AUSI]) [24], and man-
agement of elder abuse (further details available 
through the online trial registry anzctr.org.au, reg-
istration #ACTRN12623000676617p). This training 
was co-designed through workshops, interviews, 
and user-testing with health providers, family car-
ers, older people, and elder abuse survivors. Site 
champions will promote completion of the train-
ing, with the aim of at least 60% of eligible health 

providers on participating wards completing the 
training over a 2-month period.

 (ii) Screening tool: Intervention sites will be provided 
with the AUSI screening tool, which has con-
tent validity [24], and has been demonstrated to 
increase staff confidence in screening for abuse 
and the proportion of cases of suspected abuse that 
provoked multidisciplinary responses [25]. Fol-
lowing the training, health providers will be asked 
to screen all patients for elder abuse and to man-
age detected cases as per usual practice, including 
referrals to outside agencies, but with support from 
the site champion where required.

 (iii) Site champion: Each site will recruit an on-site 
clinician (senior social worker or other staff with 
commensurate experience) as a site champion, who 
will support other hospital staff in screening and 
managing elder abuse. They will be trained by the 
research team and work 1  day per week support-
ing the intervention. Site champions will encourage 
uptake of the training and the AUSI and regularly 
contact staff to assess concerns and/or challenges 
encountered with screening. Site champions will 
be contacted every 2–3 weeks via email/phone by 
the research team to proactively support them and 
build a national peer-support network [26].

Fig. 1 Our intervention is guided the Theory of Change [22]. We conceptualise stigma as an interpersonal, social phenomenon. Our intervention 
reduces this stigma by creating a safe and inclusive relationship between health providers and older people. Through staff training, educating 
and modelling; implementation of a screening tool; and champions to sustain processes; we create, measure, and sustain practice change
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Control
The control arm will be waitlisted and given access to the 
training after 9 months. Control arm sites will also recruit 
site champions, who will be trained and supported in 
data collection. They will encourage completion of the 
outcome measures for health providers, recruit older 
people and collect data, and collect deidentified site data 
but will not provide further input beyond their normal 
clinical role.

Outcome assessments
All health provider participants will complete baseline 
assessment prior to site randomisation. Outcomes will 
be assessed at baseline (t0), 4 months follow-up (t1), and 
9 months follow-up (t2) (see Table 1).

Sites
Site champions will obtain summary statistics routinely 
collected by hospitals such as general site characteristics 
(size of workplace, location, subacute services offered) 
and characteristics of patients admitted to participat-
ing wards (age, gender, country of birth, English profi-
ciency, reason for subacute stay). They will also ascertain 
the number of eligible health providers to enable the 

calculation of the percentage who complete the train-
ing. Elder abuse detection and referral data will be col-
lected from the 9 months preceding the trial to the end 
of the trial (i.e. at completion of 9-month outcomes). 
Specifically, site champions will screen medical records 
of all inpatients on participating wards during that time 
to ascertain (i) number of records screened, (ii) number 
of cases that identified elder abuse and the types, (iii) 
referrals made to social work, and (iv) the frequency of 
interventions and referrals (e.g. legal referral, safety plan-
ning) using a standardised template that will be provided. 
In the intervention arm, the number of times the AUSI 
screening tool is administered and not administered will 
also be collected; however, the responses on the AUSI 
will not be collected.

Health providers
Health providers will complete a demographic survey 
(age, gender, profession, years of experience in profes-
sion, and whether they have completed elder abuse train-
ing prior to the trial). They will also complete the adapted 
Knowledge and Management of Abuse (KAMA) [27] 
(primary outcome) adapted for an Australian subacute 
care setting, the Australian adaptation of the Caregiver 

Table 1 Procedure timeline

Procedures Assessment/procedure Screening Baseline 4-month follow-up 9-month follow-up
Health providers
 Informed consent x
 Demographic Information x
 a-KAMA questionnaire x x x
 CSQ x x x
 COCOA questionnaire x x x
Older adults
 Informed consent x
 Demographic Information x
 ASCOT questionnaire x x x
 SF-12v2 questionnaire x x x
 a-RUD-lite questionnaire x x x
 Has patient attended another hospital in trial dur-
ing study period

x x x

Administrative/site data 9 months 
prior to 
Baseline

Baseline Baseline to 4 months 4-months to 9 months

 Elder abuse cases x x x x
 Elder abuse referrals x x x x
 Nature of referral x x x x
 Number of eligible clinicians (total and by profes-
sion)

x x

 Number of clinicians who have completed the train-
ing (total and by profession)

x x

 Number of times the screening tool was adminis-
tered/not administered

x x x
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Scenario Questionnaire (CSQ) [28, 29], and Carolina 
Opinions on Care of Older Adults (COCOA) survey [30] 
(secondary outcomes) via online survey in REDCap.

Older people
Older people will complete a demographic survey (age, 
gender, education, postcode, country of birth, language/s 
spoken, English language skills, First Nations status, rea-
son for admission and underlying health risk factors for 
elder abuse (e.g. dementia, mobility), the Adult Social 
Care Outcomes Toolkit (ASCOT) [31] (primary out-
come), the Short Form Survey-12 (SF-12v2) [32], and an 
adapted Resource Utilisation in Dementia lite (a-RUD-
lite) (secondary outcomes) via online/paper/telephone 
survey. Site champions will support older people where 
required and record the older person’s length of admis-
sion once discharged.

Process evaluation
We will conduct a multi-method process evaluation on 
how the intervention works in practice. Training com-
pletion rates will be monitored using the NARI Learning 
Management System. In addition to monitoring uptake 
of the screening tool, a researcher will visit each inter-
vention site for 2–3  days approximately 3  months after 
implementation of the screening tool. We will observe 
how the screening and referrals are conducted and inter-
view site champions and 20–25 health providers across 
the sites. This evaluation will mobilise WHO guidance for 
scaling up health service innovations [33] as we seek to 
understand the following: intervention uptake, potential 
facilitators/barriers, and solutions; whether the essen-
tial features of the intervention are being adhered to in 
practice (and if not, what remedial action can or should 
be taken); and whether the intervention improved elder 
abuse detection and response and impacted practice and 
provider satisfaction.

Sample size
As health providers are not anticipated to be systemi-
cally different based on location (clusters), we have not 
accounted for ICC for health providers; therefore, we 
calculated that 60 health providers would be sufficient to 
detect a medium effect (Cohen’s d of 0.5) on the KAMA 
at a power of 80% and a significance level of 1%. This 
difference is similar to that reported in our previous 
research, and the sample size calculation uses a standard 
deviation of 4.8 as previously reported [34]. We calcu-
lated that we need 10 clusters (5 intervention, 5 control) 
with 40 older people in each cluster to detect a medium 
effect on the ASCOT at a power of 80% and a significance 
level of 5%. As responses to elder abuse vary across juris-
dictions, an ICC of 0.1 is assumed for older people with 

the standard deviation of 0.2 reported by others [35], 
calculated using the Shiny Calculator for Sample size for 
Cluster Randomised Trials [36]. Assuming 53% refusal 
rate to participate/unable to consent as observed in our 
group’s prior work in the UK [37, 38], the total sample 
size is 92 health providers and 612 older people (~ 60 
older people/site).

Recruitment
Site champions will recruit health providers and older 
people in intervention and control arms. They will pro-
mote the study to subacute staff, during staff meetings, 
through posters and emails targeting relevant staff. A 
QR code will link to further information about the study. 
For the 4- and 9-month follow-up, site champions will 
remind staff up to 3 times verbally or by email.

Site champions will prospectively recruit all older 
patients who meet eligibility criteria, as identified 
through staff meetings, medical files, and discussion with 
patients. They will provide each eligible participant with 
an invitation letter and PICF. Older people can choose to 
complete paper-based surveys with a reply-paid envelope 
provided or a text message or email link with the neces-
sary information, as we have successfully used in prior 
research [39]. Older people will be recruited once the 
health providers in the intervention arm have completed 
the training and use of the screening tool has been imple-
mented at the site; therefore, the baseline, 4-month, and 
9-month time points for older people will be slightly later.

Based on stakeholder consensus, we aim for 60% of eli-
gible staff to complete the training prior to commencing 
the implementation of the screening tool to maximise 
patient exposure. It is possible that an older adult par-
ticipant in the intervention arm will receive clinical care 
from someone who has not completed the training. Thus, 
we will also capture the ‘dose’ for each site as a percent-
age of eligible staff who have completed the training.

Group allocation
Stratified randomisation will allocate clusters (subacute 
sites) to either intervention or wait list control using a 
minimisation procedure. State (VIC, NSW, SA, WA) is a 
stratification factor. This is a single-blinded study where 
the statistician and outcome assessors will be blinded to 
allocation. Randomisation will occur following comple-
tion of baseline data collection for health providers. An 
independent biostatistician who is not a member of the 
research team will generate the allocation sequence. It 
is not possible to blind participants to group allocation 
when collecting the post-intervention scores. During the 
assessment period, we will ask health provider partici-
pants not to discuss the study outside their site.
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Data collection and management
For health providers, outcome questionnaires will take 
approximately 30–40  min to complete through the 
NARI-hosted REDCap database. For older people, ques-
tionnaires will take approximately 40 min. Outcomes will 
be entered into an electronic database by the research 
team and stored on a secure server. Participants will 
not be identifiable from any data that is published or 
otherwise publicly released. As the intervention is not 
a medical intervention, a data monitoring committee 
was not required by the Human Research Ethics Com-
mittee. Older adult participant data will be screened by 
site champions for any responses that indicate a concern 
requiring clinical follow-up (e.g. low mood) which will 
be undertaken by the site champion through their nor-
mal role as a senior social worker at the site, according to 
usual practice.

Promoting retention and follow-up
Intervention and control sites will receive a gift hamper 
at each follow-up to encourage survey completion. Sur-
vey reminder notices will be distributed to all sites’ staff 
with a QR code for survey completion; at each of the 
three assessment points, those completing the survey will 
enter a draw for a $250 gift card. A poster benchmark-
ing the site’s progress in survey completion against other 
sites (de-identified) and study promotion materials will 
also be placed in staff lunchrooms.

Analysis
Primary and secondary RCT outcomes
The primary analysis will be performed according to 
intention to treat, including all clusters and participants 
in the allocated groups. Between-group difference for 
both primary outcomes (health provider and older peo-
ple) will be analysed using mixed effects regression mod-
els with a fixed effect for the intervention group and 
random effect for participants to account for repeated 

measures. Cluster site will also be added as a random 
effect. Due to the likelihood of differences across sites, a 
number of baseline covariates will be controlled for in the 
analyses (as listed in Table 2).

We will similarly analyse secondary outcomes. Con-
tinuous outcomes will be analysed using mixed effects 
linear regression models and adjustment for baseline val-
ues. Statistics will be reported with their respective 95% 
confidence intervals and P values. Per-protocol analyses 
will also be performed, omitting participants with pre-
defined protocol deviations (e.g. allocated intervention 
not received, violated inclusion/exclusion criteria). The 
trial results will be reported in line with the CONSORT 
extension for cluster trials. As this is a low-risk, non-
medical intervention, no interim analyses will be con-
ducted, and no stopping guidelines were  developed for 
ceasing the trial early. Similarly, as adverse events report-
ing is only required for medical interventions, we do not 
report these.

Fidelity and acceptability
Fidelity/adherence data will be derived from training 
completion rates and the process evaluation. Acceptabil-
ity of the intervention is pre-specified as > 70% of health 
provider participants rating the intervention ‘completely 
acceptable’ at 9 months [40].

Process analysis
Qualitative data collected during the process analysis 
interviews and observations will be thematically analysed 
using an inductive and reflexive coding approach to itera-
tively revise and define semantic themes [41] and man-
aged through NVivo. Revisions to the Theory of Change 
will be iteratively discussed by the research team, and 
a final determination of the Theory of Change will be 
reached by team consensus.

Table 2 List of covariates to be used in analysis and source

Health provider outcomes Older adult outcomes

Self-reported Profession, age, gender, years in the role Age, sex, ethnicity, location, educational 
and economic attainments, country of birth, 
English proficiency, reason for subacute stay, 
and admission to any other hospital in the trial

Reported by site champion based on data 
routinely collected by hospitals, or case 
records

General characteristics of the site (size of workplace, 
location, subacute services offered), average charac-
teristics of older patient cohorts admitted to the par-
ticipating wards (age, gender, country of birth, English 
proficiency, reason for subacute stay), and elder abuse 
cases (number of suspected elder abuse cases p/month, 
number, and types of referral) to enable the evaluation 
and statistical control of differences between sites

Length of hospital admission, length of admis-
sion on participating ward; number of eligible 
clinicians (total and by profession), and number 
of clinicians who have completed the training 
(total and by profession) to provide a measure 
of ‘dose’
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Economic analysis
We will undertake a trial-based analysis to describe 
the additional costs (savings) and consequences aris-
ing from our intervention as compared to our usual 
care control condition. The cost-effectiveness analysis 
will capture two types of costs: (1) participant direct 
medical (primary and allied health  care, medications, 
acute and subacute admissions) and social care costs 
(paid and unpaid home care and transitions to residen-
tial care) estimated from an adapted RUD-lite [42] plus 
supplementary self-report at baseline, 4  months, and 
9  months and (2) costs associated with implementing 
the intervention and control conditions estimated from 
administrative and fidelity data. We will relate cost per 
participant to patient-level measures of safety, quality 
of life, and mental health. In line with the main analy-
sis, the primary outcome for the economic evaluation 
will be social care quality adjusted life-years (QALYs) to 
final follow-up calculated based on ASCOT scores [31, 
43] at baseline, 4  months, and 9  months. The second-
ary outcome for the economic evaluation will be health 
QALYs to final follow-up calculated based on SF12v2-
based SF6D scores [44] at baseline, 4-month, and 
9-month data. Following recent recommendations [45], 
results will be expressed as (i) cost per ASCOT-based 
social care QALY and (ii) cost per SF6D-based health 
QALY. We will summarise sampling error and decision 
uncertainty using the bootstrap acceptability method to 
calculate confidence intervals and generate cost-effec-
tiveness acceptability curves [46].

Oversight and monitoring
A 6 monthly project Stakeholder Advisory Group will 
provide oversight and advice of the project. This will 
include those with lived experience of elder abuse, older 
people, family carers, health providers, service provid-
ers, educators, and advocacy groups experienced in elder 
abuse responses.

This project has been ethically reviewed and approved 
by Austin Health Human Research Ethics Office through 
the National Mutual Acceptance Scheme with govern-
ance approval to be provided by each hospital site. Any 
changes to the protocol will be submitted to the Austin 
Health Human Research Ethics Office and all site Human 
Research Ethics Offices and will be updated on the 
ANZCTR where necessary.

Discussion
There is a need for high-quality trials with adequate sta-
tistical power and appropriate study characteristics to 
determine what is effective in preventing or reducing 

elder abuse [47]. Addressing this call, this will be one of 
the few multi-component elder abuse RCTs in the world.

Our pragmatic approach aims to improve elder abuse 
knowledge, screening, and response in as many suba-
cute health providers as possible rather than to provide 
extensive, specialised, or advanced training to fewer 
health providers who are under increasing demands due 
to pressures on the health care system. Our rationale is 
that upskilling more healthcare providers will result in 
increased detection of elder abuse and better response 
and management with beneficial flow-on effects to older 
people.

As both the training and screening tool have been co-
designed, we expect high rates of acceptability amongst 
health providers. However, our multi-method process 
evaluation will allow us to determine what refinements 
are needed prior to national implementation.

Limitations
We will exclude patients who receive subacute care at 
home, despite this being an increasingly popular model 
of care. This minimises the risk of screening in the pres-
ence of a perpetrator, which would reduce the likelihood 
of disclosing abuse and may pose risks to the older per-
son and/or care staff.

Second, we will exclude older adults without the capac-
ity to consent to research participation to avoid seeking 
proxy consent from a substitute decision maker, which 
could include a perpetrator of abuse.

Finally, the recruitment of older people by site cham-
pions after randomisation introduces a risk of bias as site 
champions will know whether they are in the interven-
tion or control arm. This common problem with clus-
ter RCTs will be managed in the analytic strategy (e.g. 
through difference-in-differences techniques).

Dissemination policy: trial results
Trial results will be disseminated by publication in scien-
tific journals and conferences. Following publication, the 
findings will also be promoted through stakeholder and 
industry newsletters, social media, and a national stake-
holder forum at completion of the trial and through net-
works of international researchers involved in the study. 
Results will be disseminated regardless of the direction or 
magnitude of the effect.

Dissemination policy: authorship
Authorship will be based on substantive contributions 
to the design, conduct, interpretation, and reporting and 
will include the investigator team, core research team, 
and consumers involved in investigator meetings.
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Site principal investigators will be granted author-
ship for their contributions to the trial. Site champions 
and the Stakeholder Advisory Group will be included 
in the acknowledgments. Professional writers will not 
be used.

Dissemination policy: reproducible research
The trial protocol and anonymised participant-level data-
set will be made available upon request.

Trial status
Protocol version 3, 11 September 2023. Recruitment has 
commenced. The approximate date when recruitment 
will be completed is 29 August 2025.

Conclusions
Elder abuse often goes unreported and undetected. Older 
people may not feel comfortable to disclose it, and health 
providers may not know how to screen for or respond 
to it. Our work is a valuable first step to improving the 
health provider response to addressing this pernicious 
social issue.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13063- 024- 08160-3.

Additional file 1. SPIRIT Checklist for Trials.

Acknowledgements
We would like to acknowledge in-kind support from the following: Sir Charles 
Gairdner Osborne Park Health Care Group, Uniting War Memorial Hospital, St 
Vincent’s Health Sydney, Western Health, Barwon Health, Peninsula Health, 
Central Adelaide Local Health Network, and Bentley Health Service as part of 
the Royal Perth Group.

Trial roles and responsibilities
BB is the coordinating principal investigator with overall responsibility of the 
trial. MC is the trial manager, with day-to-day oversight. SM is the primary 
research assistant responsible for the data collection in conjunction with 
each site. MC and SM meet fortnightly with each site PI and/or site champion 
regarding trial progress at each site. The site champions identify and recruit 
potential participants and consent older people, while health providers 
undertake e-consent. CD and BB co-chair the Stakeholder Advisory Group 
which includes older people, those with lived experience of elder abuse, 
health providers, service providers, and representatives from peak bodies 
and government departments. The Stakeholder Advisory Group meets 2–3 
times per year. The investigator team meet every 1–2 months regarding trial 
progress.

Authors’ contributions
All authors (BB, MC, SM, CS, PR, GR, MDP, BD, PF, AG, EM, DM, JE, CC, JA, BA, SN, 
MO, JO, ME, CD) contributed to the conception and design of the work and 
drafting and reviewing of the manuscript.

Funding
This project has received funding from the 2021 Medical Research Future 
Fund (MRFF) Dementia Ageing and Aged Care Mission. The funder had no 
role in the study design, data collection and analysis, decision to publish, or 
preparation of the manuscript.

Availability of data and materials
All members of the research team will have access to the final dataset. Access 
to the de-identified datasets will be available from the project lead investiga-
tor on request.

Declarations

Ethics approval and consent to participate
Austin Health Human Research Ethics Committee (HREC), HREC/92279/Aus-
tin-2023. Written, informed consent to participate will be obtained from all 
participants.

Consent for publication
Not applicable.

Competing interests
BB declares receiving funding for elder abuse research from the Attorney-
General’s Department and serves on the advisory board for a Victorian legal 
service. No other authors have conflicts of interest to declare.

Author details
1 Social Gerontology, National Ageing Research Institute, PO Box 2127, 
Parkville, VIC 3050, Australia. 2 Turner Institute for Brain and Mental Health, 
Monash University, Clayton, VIC, Australia. 3 Edith Cowan University, Mount 
Lawley, WA, Australia. 4 . Vincent’s Health Sydney, Darlinghurst, NSW, Australia. 
5 University of New South Wales, Kensington, NSW, Australia. 6 Uniting War 
Memorial Hospital, Waverley, NSW, Australia. 7 Sir Charles Gairdner Osborne 
Park Health Care Group, Stirling and Nedlands, WA, Australia. 8 Rosemary Bryant 
AO Research Centre, Clinical Health Science, University of South Australia, Ade-
laide, South Australia, Australia. 9 Australian Nursing and Midwifery Federation 
(Federal Office), Melbourne, VIC, Australia. 10 Adelaide Nursing School, Faculty 
of Health and Medical Sciences, University of Adelaide, Adelaide, South Aus-
tralia, Australia. 11 Health Evidence Synthesis, Recommendations, and Impact 
(HERSI), School of Public Health, University of Adelaide, Adelaide, South 
Australia, Australia. 12 The University of Melbourne, Parkville, VIC, Australia. 
13 Deakin University, Waurn Ponds, Victoria, Australia. 14 La Trobe University, 
Bundoora, VIC, Australia. 15 Monash Centre for Health Research and Implemen-
tation, Monash University, Clayton, VIC, Australia. 16 Department of Medicine, 
The Royal Melbourne Hospital, The University of Melbourne, Melbourne, VIC, 
Australia. 17 Centre for Health Economics, Monash University, Caulfield East, 
VIC, Australia. 18 Wolfson Institute of Population Health, Queen Mary University 
of London, London, UK. 19 East London NHS Foundation Trust, London, UK. 
20 Global and Women’s Health, School of Public Health and Preventive Medi-
cine, Monash University, Melbourne, VIC, Australia. 21 Department of General 
Practice, University of Melbourne, Melbourne, VIC, Australia. 22 School of Media, 
Creative Arts and Social Inquiry, Curtin University, Bentley, WA, Australia. 
23 Melbourne, Australia. 24 Norwegian University of Science and Technology, 
Trondheim, Norway. 25 Peninsula Health, Frankston, VIC, Australia. 26 Health 
and Innovation Transformation Centre, Federation University, Ballarat, VIC, 
Australia. 27 College of Nursing & Health Sciences, Flinders University, Adelaide, 
South Australia, Australia. 28 Warrnambool, Australia. 29 The School of Social 
Sciences, The University of Western Australia, Perth, WA, Australia. 

Received: 22 January 2024   Accepted: 7 May 2024

References
 1. Qu L, Kaspiew R, Carson R, Roopani D, De Maio J, Harvey J, Horsfall B. 

National Elder Abuse Prevalence Study: Final Report. (Research Report). 
Melbourne: Australian Institute of Family Studies; 2021.

 2. World Health Organization. Abuse of older people. 2008. Avail-
able from: https:// www. who. int/ news- room/ fact- sheets/ detail/ 
abuse- of- older- people.

 3. Brijnath B, Gartoulla P, Joosten M, Feldman P, Temple J, Dow B. A 
7-year trend analysis of the types, characteristics, risk factors, and 
outcomes of elder abuse in community settings. J Elder Abuse Negl. 
2021;33(4):270–87.

https://doi.org/10.1186/s13063-024-08160-3
https://doi.org/10.1186/s13063-024-08160-3
https://www.who.int/news-room/fact-sheets/detail/abuse-of-older-people
https://www.who.int/news-room/fact-sheets/detail/abuse-of-older-people


Page 9 of 9Cavuoto et al. Trials          (2024) 25:338  

 4. Dong X, Simon M, Mendes de Leon C, Fulmer T, Beck T, Hebert L, et al. 
Elder self-neglect and abuse and mortality risk in a community-dwelling 
population. JAMA. 2009;302(5):517–26.

 5. World Health Organization (WHO). European report on preventing elder 
maltreatment. 2011.

 6. Dong X, Chen R, Chang E-S, Simon M. Elder abuse and psychological 
well-being: a systematic review and implications for research and policy-
A mini review. Gerontology. 2013;59(2):132–42.

 7. Dow B, Brijnath B. Elder abuse: context, concepts and challenges. Aus-
tralia’s welfare 2019 data insights: Australia’s welfare series no 14 Cat No 
AUS 226. Canberra: Australian Institute of Health and Welfare; 2019.

 8. Brijnath B, Gahan L, Gaffy E, Dow B. “Build rapport, otherwise no screening 
tools in the world are going to help”: frontline service providers’ views on 
current screening tools for elder abuse. Gerontologist. 2020;60(3):472–82.

 9. Dow B, Gaffy E, Hwang K. Elder abuse community action plan for Victoria. 
National Ageing Research Institute; 2018.

 10. Cooper C, Selwood A, Livingston G. Knowledge, detection, and reporting 
of abuse by health and social care professionals: a systematic review. Am 
J Geriatr Psychiatry. 2009;17(10):826–38.

 11. Gallo V. Ageism in nursing education: a review of the literature. Teach 
Learn Nurs. 2019;14(3):208–15.

 12. Phelan A, Ayalon L. The intersection of ageism and elder abuse. Advances 
in elder abuse research: practice, legislation and policy, international 
perspectives on aging. Cham: Springer; 2020. p. 11–22.

 13. Owusu-Addo E, O’Halloran K, Birjnath B, Dow B. Primary prevention inter-
ventions for elder abuse: A systematic review. (Research Report). Prepared 
for Respect Victoria on behalf of National Ageing Research Institute. 2020.

 14. Lachs MS, Pillemer KA. Elder abuse. N Engl J Med. 2015;373(20):1947–56.
 15. Richardson B, Kitchen G, Livingston G. The effect of education on knowl-

edge and management of elder abuse: a randomized controlled trial. 
Age Ageing. 2002;31(5):335–41.

 16. Mohd Mydin FH, Wan Yuen C, Othman S, Mohd Hairi NN, Mohd Hairi F, Ali 
Z, et al. Evaluating the effectiveness of I-NEED program: improving nurses’ 
detection and management of elder abuse and neglect—a 6-month 
prospective study. J Interpers Violence. 2022;37(1–2):NP719–41.

 17. Harries P, Davies M, Gilhooly K, Gilhooly M, Tomlinson C. Educating novice 
practitioners to detect elder financial abuse: a randomised controlled 
trial. BMC Med Educ. 2014;14(21):1–9.

 18. Garma CT. Influence of health personnel’s attitudes and knowledge in 
the detection and reporting of elder abuse: an exploratory systematic 
review. Psychosoc Interv. 2017;26(2):73–91.

 19. Mohd Mydin FH, Yuen CW, Othman S. The effectiveness of educational 
intervention in improving primary health-care service providers’ knowl-
edge, identification, and management of elder abuse and neglect: a 
systematic review. Trauma Violence Abuse. 2021;22(4):944–60.

 20. Australian Institute of Health and Welfare. Australia’s health 2014. Can-
berra: Australia’s Health Series, Australian Institute of Health and Welfare 
(AIHW); 2014. p. 2014.

 21. Collins M, Posenelli S, Cleak H, O’Brien M, Braddy L, Donley E, et al. Elder 
abuse identification by an Australian Health Service: a five-year, social-
work audit. Aust Soc Work. 2020;73(4):462–76.

 22. Stein D, Valters C. Understanding theory of change in international devel-
opment. 2012.

 23. Chan A-W, Tetzlaff J, Gøtzsche P, Altman D, Mann H, Berlin J, et al. SPIRIT 
2013 explanation and elaboration: guidance for protocols of clinical trials. 
BMJ. 2013;346:e7586.

 24. Gahan L, Gaffy E, Dow B, Brijnath B. Advancing methodologies to increase 
end-user engagement with complex interventions: the case of co-
designing the Australian elder abuse screening instrument (AuSI). J Elder 
Abuse Negl. 2019;31(4–5):325–39.

 25. Brijnath B, Gahan L, Dow B, Hickey L, Braddy L, Collins M, et al. When co-
design works (sort of ): the case of the Australian elder abuse screening 
instrument. J Elder Abuse Negl. 2022;34(4):302–13.

 26. Hernandez-Tejada MA, Skojec T, Frook G, Steedley M, Davidson TM. 
Addressing the psychological impact of elder mistreatment: community-
based training partnerships and telehealth-delivered interventions. J 
Elder Abuse Negl. 2021;33(1):96–106.

 27. Richardson B, Kitchen G, Livingston G. Developing the KAMA instrument 
(knowledge and management of abuse). Age Ageing. 2003;32(3):286–91.

 28. Selwood A, Cooper C, Livingston G. What is elder abuse—who decides? 
Int J Geriatr Psychiatry. 2007;22(10):1009–12.

 29. Hempton C, Dow B, Cortes-Simonet E, Ellis K, Koch S, LoGiudice D, 
et al. Contrasting perceptions of health professionals and older people 
in Australia: what constitutes elder abuse? Int J Geriatr Psychiatry. 
2011;26(5):466–72.

 30. Hollar D, Roberts E, Busby-Whitehead J. COCOA: a new validated instru-
ment to assess medical students’ attitudes towards older adults. Educ 
Gerontol. 2011;37(3):193–209.

 31. Netten A, Burge P, Malley J, Potoglou D, Towers AM, Brazier J, et al. 
Outcomes of social care for adults: developing a preference-weighted 
measure. Health Technol Assess. 2012;16(16):1–166.

 32. Cheak-Zamora NC, Wyrwich KW, McBride TD. Reliability and validity 
of the SF-12v2 in the medical expenditure panel survey. Qual Life Res. 
2009;18(6):727–35.

 33. World Health O. Practical guidance for scaling up health service innova-
tions. Geneva: World Health Organization; 2009.

 34. Cooper C, Huzzey L, Livingston G. The effect of an educational interven-
tion on junior doctors’ knowledge and practice in detecting and manag-
ing elder abuse. Int Psychogeriatr. 2012;24(9):1447–53.

 35. van Leeuwen KM, Bosmans JE, Jansen AP, Hoogendijk EO, van Tulder 
MW, van der Horst HE, et al. Comparing measurement properties of 
the EQ-5D-3L, ICECAP-O, and ASCOT in frail older adults. Value Health. 
2015;18(1):35–43.

 36. Hemming K, Kasza J, Hooper R, Forbes A, Taljaard M. A tutorial on sample 
size calculation for multiple-period cluster randomized parallel, cross-
over and stepped-wedge trials using the Shiny CRT Calculator. Int J 
Epidemiol. 2020;49(3):979–95.

 37. Cooper C, Barber J, Griffin M, Rapaport P, Livingston G. Effectiveness of 
START psychological intervention in reducing abuse by dementia family 
carers: randomized controlled trial. Int Psychogeriatr. 2016;28(6):881–7.

 38. Livingston G, Barber J, Marston L, Stringer A, Panca M, Hunter R, et al. 
Clinical and cost-effectiveness of the Managing Agitation and Raising 
Quality of Life (MARQUE) intervention for agitation in people with 
dementia in care homes: a single-blind, cluster-randomised controlled 
trial. Lancet Psychiatry. 2019;6:293–304.

 39. Manias E. Complexities of pain assessment and management in hospi-
talised older people: a qualitative observation and interview study. Int J 
Nurs Stud. 2012;49(10):1243–54.

 40. Perski O, Short CE. Acceptability of digital health interventions: embrac-
ing the complexity. Transl Behav Med. 2021;11(7):1473–80.

 41. Terry G, Hayfield N, Clarke V, Braun V. Thematic analysis. In: The SAGE 
handbook of qualitative research in psychology. 2nd ed. London: SAGE; 
2017. p. 17–37.

 42. Wimo A, Wetterholm AL, Mastey V, Winbald B. Evaluations of resource 
utilization and caregiver time in antidementia drug trials- a quantitative 
battery. In: Wimo A, Jonsson B, Karlsson G, Winbald B, eds. The health 
economics of dementia. London: John Wiley & Sons; 1998. p. 465–499.

 43. Malley JN, Towers A-M, Netten AP, Brazier JE, Forder JE, Flynn T. An 
assessment of the construct validity of the ASCOT measure of social 
care-related quality of life with older people. Health Qual Life Outcomes. 
2012;10(21):1–14.

 44. Brazier JE, Roberts J. The estimation of a preference-based measure of 
health from the SF-12. Med Care. 2004;42(9):851–9.

 45. Bulamu NB, Kaambwa B, Ratcliffe J. A systematic review of instruments for 
measuring outcomes in economic evaluation within aged care. Health 
Qual Life Outcomes. 2015;9(13):179.

 46. Glick HA, Doshi JA, Sonnad SS, Polsky D. Economic evaluation in clinical 
trials. 2nd ed. Oxford: Oxford University Press; 2014.

 47. Baker PR, Francis DP, Hairi NN, Othman S, Choo WY. Interventions 
for preventing abuse in the elderly. Cochrane Database Syst Rev. 
2016;2016(8):CD010321.

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


	The impact of elder abuse training on subacute health providers and older adults: study protocol for a randomized control trial
	Abstract 
	Background 
	Methods 
	Discussion 
	Trial registration 

	Key points 
	Introduction
	Aims and hypotheses

	Methods
	Design and theory
	Participants and setting
	Sites
	Health providers
	Older people

	Intervention
	Control
	Outcome assessments
	Sites
	Health providers
	Older people
	Process evaluation

	Sample size
	Recruitment
	Group allocation
	Data collection and management
	Promoting retention and follow-up
	Analysis
	Primary and secondary RCT outcomes
	Fidelity and acceptability
	Process analysis
	Economic analysis

	Oversight and monitoring

	Discussion
	Limitations
	Dissemination policy: trial results
	Dissemination policy: authorship
	Dissemination policy: reproducible research
	Trial status

	Conclusions
	Acknowledgements
	References


