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1  |   INTRODUCTION

Elder abuse has been defined by the World Health 
Organization as ‘a single or repeated act, or lack of appropri-
ate action, occurring within any relationship where there is an 
expectation of trust, which causes harm or distress to an older 
person. It can be of various forms: physical, psychological/ 
emotional, sexual, financial or simply reflect intentional or 
unintentional neglect’ (pg3).1 The impacts of elder abuse can 
include depression, anxiety, post‐traumatic stress disorder 
(PTSD), poor self‐reported health,2 involuntary relocation to 
an aged care facility and even increased mortality.3

It is difficult to determine the extent of the prevalence 
of elder abuse, as there is no agreed definition of what 
constitutes abuse, what types of abuse should be measured 
and at what age someone should be considered to be an 
‘elder’. Data collection is also difficult when members of 
the affected group may be unwilling or unable to speak out.4 
Some Australian reports cite an elder abuse prevalence of 
2.7%‐4.6%.5 However, other studies have estimated higher 
rates: a recent US review, based on three population studies, 
estimated that approximately 10% of those over 60 living in 
the community are abused to some degree.6 An international 
review estimated an average incidence of 14.3%.7 One study 
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Abstract
This research looked at the attitudes of Community Health Service (CHS) staff re-
garding the integration of a lawyer into their CHS both before and after the integra-
tion occurred. It assessed their confidence in identifying and addressing elder abuse 
at each point. A written survey was distributed to staff before the lawyer commenced 
(n = 126), and approximately 12 months afterwards (n = 54). The preliminary survey 
demonstrated widespread agreement that legal issues can affect older people and 
supported having a lawyer in a CHS. Respondents were not confident about their 
capacity to identify abuse and provide referrals to a lawyer, but this improved in 
the follow‐up survey. These CHS staff were aware of the potential impacts of elder 
abuse and supported embedding a lawyer in the health service. Information and train-
ing as part of this service model should focus on the skills needed for CHS staff to 
play their role in such a partnership.
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estimated that there were 24 unknown cases of elder abuse 
for every one that was known.8

As with estimates of the extent of elder abuse, it is diffi-
cult to estimate what types of abuse are the most common. 
In Victoria, an analysis of calls over a two‐year period to a 
helpline run by Seniors Rights found that 60% of callers were 
experiencing issues classified as ‘elder abuse’. Financial 
abuse and psychological/emotional abuse were the most 
common forms of abuse, with women the most likely victims 
and adult children the most common perpetrators.9 Although 
these people may not be typical, in that they were seeking 
help, information or advice about elder abuse, the data do 
give some insight into the types of difficulties experienced 
by older people.

Interventions to prevent or stop elder abuse vary and may 
focus on assisting the abused person or helping the perpetra-
tor change their behaviour, but few high‐quality studies have 
assessed these interventions’ effectiveness.10 This is particu-
larly the case for adults who live in the community, as opposed 
to those in institutions, where efforts to change the behaviour 
of paid carers are often the aim of the intervention.11

Older people who are being abused may be reluctant to 
seek help for many reasons, including not recognising their 
situation as abuse and/or being dependent on the perpetrator. 
However, they are very likely to attend or receive services 
for health care; approximately 95% of people over 65 see a 
general practitioner at least once a year and many also see 
allied health professionals in the same period.12 This contact 
means primary health care workers are ideally placed to iden-
tify people experiencing elder abuse. However, they may not 
necessarily have the skills or means to recognise elder abuse 
or to act on any concerns. Many frontline health and commu-
nity workers who identify abuse do not have organisational 
policies or strategies on how to address it,13 which can leave 
them feeling stressed and unsupported.14

Collaboration between health and legal professionals is one 
way to ensure legal issues are addressed for older people who 
would not necessarily actively seek out legal solutions to their 
difficulties. Well‐timed interventions can also help prevent rel-
atively minor issues from escalating to the point of abuse. One 
solution is for health professionals to refer consumers/clients 
to legal services, including Community Legal (CL) services.

Victoria has a large, well‐established community health 
(CH) sector, which provides universal access to health ser-
vices, as well as targeted services for vulnerable population 
groups. Services offered are wide‐ranging and may include 
the following: medical and nursing care; dental health; and 
physiotherapy, podiatry, occupational therapy, alcohol and 
drug programs and disability services. There has been a 
strong positive relationship between the CH and CL sectors 
in Victoria for many years, given they service similar priority 
populations, comprising disadvantaged people with limited 
resources.

Justice Connect, a not‐for‐profit CL service, has a Health 
Justice Partnership (HJP) with cohealth—a multisite com-
munity health service (CHS). The HJP aims to offer an 
integrated service that will extend legal support to older 
consumers of the CHS who may be experiencing, or are at 
risk of, elder abuse.15 The two organisations had a collabora-
tive approach to determining the aims and objectives of the 
HJP, with senior managers from each organisation meeting 
regularly with the HJP lawyer to ensure consistency in op-
erational management. Governance arrangements were for-
malised, and an Advisory Group (with representatives from 
government, experts in family violence responses of health 
services, pro bono lawyers, seniors’ rights advocates and a 
philanthropic representative) provided strategic oversight and 
support. Developing policies for dealing with issues around 
client information and confidentiality was particularly im-
portant. More details about the development of the HJP are 
available online.16

The lawyer was on‐site initially at one location for four 
days per week, later spreading their time over three loca-
tions over a three‐year period. This was a deliberate strategy, 
as both formal (team meetings, professional development, 
newsletters) and informal (coffee catch‐ups, corridor conver-
sations) engagement was crucial to the success of the HJP.

The lawyer provided single‐session information and train-
ing to staff working in areas of the health service that the 
CHS advised were most likely to have contact with older 
people, including intake, the Aged Residential and Outreach 
Team, homelessness, community health, and the Hospital 
Admission Risk Program. Sessions provided information 
about the issues that might affect older people that could have 
legal solutions, and how to identify them. Staff were told that 

Policy Impact
Health Justice Partnerships are increasingly popular 
as a model for improving access to legal services. 
Allied health professionals working with older 
people experiencing elder abuse or at risk or abuse 
would welcome the support of a lawyer. Health ser-
vices should consider the inclusion of a lawyer when 
establishing integrated health services.

Practice Impact
Lawyers would be a welcome addition in health 
services that are dealing with older people suffering 
from abuse or at risk of abuse. Health professionals 
do not need convincing of the potential benefits of 
working with a lawyer, but do need training, infor-
mation and/or support to have the skills and confi-
dence to recognise and act on suspected elder abuse.
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they could approach the lawyer with general or specific ques-
tions, seek information on behalf of a client or ask the client 
if they would like to meet the lawyer. Staff could contact the 
lawyer directly or seek an appointment for a client by phone, 
by email or in person.

As a new model of service delivery, an integrated legal 
service must be accepted by health professionals for it to be 
successful. Although staff at CHSs are accustomed to work-
ing as part of a multidisciplinary care team, it was not known 
how they feel about working with lawyers, particularly on is-
sues around elder abuse.

This paper reports on a survey of the attitudes health pro-
fessionals held about integrating a lawyer into a health ser-
vice before the project commenced and approximately one 
year after it had been in place. It also reports on their confi-
dence in identifying and addressing elder abuse. The survey 
was part of an overall evaluation of the HJP—details of ser-
vice uptake will be reported elsewhere.

2  |   METHODS

The surveys were designed by the authors with additional 
input from the Project Advisory Group and senior health 
service staff. The survey was not piloted beyond the group 
involved in its development; however, it was reviewed by 
members of the health service's internal ethics advisory 
group, which includes managers, staff and consumers. The 
surveys were designed to be completed before the lawyer 
commenced taking referrals at a specific site and approxi-
mately one year after the lawyer began at the specific site. 
Surveys were distributed to staff by email (by a manager) 
and in person (by the lawyer) at baseline, and then again in 
the same way one year after the lawyer commenced taking 
referrals at that site; thus, data collection was spread over 
time. Consent was implied by completion of the survey, 
and no incentives or reminders were used. Questions ad-
dressed the following: respondents’ general feeling about 
law and health professionals working together; more spe-
cific questions about the law, health and older people; and 
finally, how comfortable and confident staff felt about 
working with older people who possibly needed legal help. 
The health service elected not to identify the respondents; 
therefore, rather than being treated as repeated measures 
for individual health professionals, the data at each time 
point are an indication of the support of the staff at the 
level of the health service teams.

2.1  |  Ethics
The study had ethics approval from cohealth and as a project 
with negligible risk from the La Trobe University College 

of Science, Health and Engineering Human Research Ethics 
Committee (S16‐200).

3  |   RESULTS

Participants comprised 127 people who responded to the sur-
vey before the lawyer was embedded in the service site and 
54 who responded at follow‐up. The data were not matched, 
but at follow‐up, 20 respondents indicated they had com-
pleted the baseline survey, 26 had not and 8 could not recall.

Questions were divided into attitudes and beliefs about the 
links between law and health (Table 1) and personal confi-
dence in identifying and dealing with abuse. Staff were asked 
the extent to which they agreed with a series of statements 
relating to law and health and responded on a 6‐point scale 
from Disagree strongly to Agree strongly, or Don't know. 
Given the high number of empty cells and the number of cells 
with expected counts of less than 5, non‐parametric Mann‐
Whitney U tests were conducted to compare the responses at 
the two time points. All missing and Don't know responses 
were excluded from this analysis.

As the data in Table 1 show, even at baseline there was 
near‐universal agreement that there were legal solutions 
to some of the problems older people face; and that health 
professionals alone, and health professionals and lawyers 
working together, should address elder abuse. The only item 
to which responses changed significantly between pre‐ and 
post‐test was the belief it was a good idea to have a lawyer in 
a community health service, where agreement became even 
stronger.

As the data in Table 2 indicate, prior to having any infor-
mation about or experience of the HJP, respondents lacked 
confidence about their ability to identify abuse and then po-
tentially refer clients to a lawyer, including some who indi-
cated they were not sure what ‘elder abuse’ referred to. After 
the service had been in operation for 12  months, those re-
sponding felt more confident in all aspects of their ability to 
identify abuse.

Of the 54 people who responded to the follow‐up sur-
vey, 39 had attended an information session with the lawyer. 
People who had attended a session were more likely to have 
had a secondary consultation with the lawyer (23 attendees, 
three non‐attendees, χ2 = 5.81, P = .02). Attendees were also 
more likely to have referred someone to the lawyer than non‐
attendees (14 cf 1, χ2 = 4.19, P = .04).

4  |   DISCUSSION

Health Justice Partnerships (or Medical‐Legal Partnerships 
in the United States) have been adopted widely in efforts to 
address social disparities in health. Interest in developing 
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such partnerships has been demonstrated at an organisa-
tional level in services for homeless people.17 However, 
little is known of the views of the health‐care professionals 
themselves. Nor are older people a common focus of such 
partnerships, although the levels of disadvantage and legal 
issues they face suggest they should be.18 Our study sought 

to determine health‐care professionals’ views on integrat-
ing law and health services, with a focus on older people 
and elder abuse, both before and after a lawyer began 
working at their centre.

Support for the general idea of having a lawyer as part 
of a community health service increased significantly after 

T A B L E  1   Attitudes to integrating law and health (%)

Agree 
Strongly

Agree 
Moderately

Agree 
Slightly

Disagree 
Strongly

Disagree 
Moderately

Disagree 
Strongly

Mann‐
Whitney U

It is a good idea to have a lawyer 
as part of a community health 
service

Pre 70.9 16.2 9.4 1.7 0.9 0.9 P<.01

Post 90.2 7.8 2.0 0.0 0.0 0.0

The health of older people can 
be negatively affected by legal 
problems and issues

Pre 77.9 14.8 5.7 0.0 0.8 0.8 ns

Post 80.0 16.0 0.0 4.0 0.0 0.0

Receiving help with legal prob-
lems and issues can improve the 
health of older people

Pre 67.8 24.0 6.6 0.8 0.0 0.8 ns

Post 81.1 17.0 1.9 0.0 0.0 0.0

Older people experience issues 
and problems (financial and emo-
tional) that could be addressed 
with legal solutions

Pre 50.0 34.4 12.3 2.5 0.0 0.8 ns

Post 53.8 38.5 5.8 1.9 0.0 0.0

Health professionals have a role to 
play in addressing elder abusea

Pre 74.1 18.1 6.0 0.9 0.0 0.9 ns

Post 82.7 15.4 1.9 0.0 0.0 0.0

Legal and health professionals 
should work together in address-
ing elder abusea

Pre 71.6 21.6 6.0 0.0 0.0 1.0 ns

Post 82.7 11.5 5.8 0.0 0.0 0.0

aParticipants were instructed to use the ‘don't know’ category if they did not know what ‘elder abuse’ was, so are excluded from the analyses. 

T A B L E  2   Personal confidence in identifying and addressing abuse (%)

Agree 
Strongly

Agree 
Moderately

Agree 
Slightly

Disagree 
Strongly

Disagree 
Moderately

Disagree 
Strongly

Mann‐
Whitney U

I am confident I can identify 
problems that older people experi-
ence that could be addressed by 
consulting a lawyer

Pre 13.4 26.9 31.1 15.1 10.9 2.5 P<.001

Post 23.1 51.9 17.3 3.8 3.8 0.0

I feel comfortable asking older 
people questions that would re-
veal if they are being abused emo-
tionally or are being neglected

Pre 20.8 35.8 22.5 9.2 7.5 4.2 P<.001

Post 28.6 57.1 12.2 2.0 0.0 0.0

I am confident I have the skills 
and knowledge to refer clients to 
a lawyer

Pre 14.4 23.7 26.3 13.6 11.9 10.2 P<.001

Post 34.6 46.2 9.6 3.8 5.8 0.0

I feel comfortable asking older 
people questions that would re-
veal whether they are experienc-
ing financial abuse

Pre 17.6 28.0 28.8 12.0 8.0 5.6 P<.001

Post 41.5 37.7 11.3 3.8 5.7 0.0

I am confident I can identify 
whether an older person is experi-
encing elder abusea

Pre 67.8 24.0 6.6 0.8 0.0 0.8 P<.01.

Post 81.1 17.0 1.9 0.0 0.0 0.0

aParticipants were instructed to use the ‘don't know’ category if they did not know what ‘elder abuse’ was, so are excluded from the analyses. 
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the HJP model had been in place for 12 months. This is an 
encouraging finding, as staff are unlikely to change their be-
haviour and utilise the new service if they do not perceive that 
a lawyer could help their clients.

Respondents were also very positive about the intersection 
of law and health, specifically as it related to older people or 
elder abuse; and although there were no significant changes 
after experiencing the HJP model, responses shifted consis-
tently towards more positive attitudes, comprising mainly an 
increase in the strength of agreement from ‘slight or mod-
erate agreement’ to ‘strong agreement’. The only point staff 
members were reserved about was the potential benefits of 
legal solutions related to ‘financial and emotional’ problems. 
It is not clear why support was lower for this than for other 
seemingly similar items, but it was the only item where ‘emo-
tional’ problems were mentioned as an issue. Possibly, CHS 
staff are less convinced that ‘emotional’ issues could have 
legal solutions than the other issues mentioned in the survey.

Prior to the HJP being implemented, many respondents 
doubted their capacity to identify elder abuse and deal with it. 
On all the measures of personal confidence about identifying 
abuse and addressing it, confidence increased, probably as 
a result of receiving training/information, the experience of 
being around the lawyer or seeing the impact of the lawyer's 
involvement with clients.

Respondents who had attended a session with the lawyer 
were more likely to have sought out a secondary consultation 
or to have referred a client to the lawyer. This points to the 
importance of offering information sessions, in addition to 
providing informal ways for the lawyer and health-care staff 
to interact.

The research was limited by the smaller sample for the 
follow‐up survey, and it is possible that the people who 
chose to respond were staff who were the most enthusiastic 
about the HJP. It is also possible that some staff chose to 
participate because the HJP was most relevant to their cli-
ents. The numbers of staff in each team who were invited 
to complete a survey were not documented, so it was not 
possible to calculate response rates. These limitations do 
not negate the findings from the preliminary survey, which 
indicated that while staff held positive attitudes towards 
having a lawyer in the CHS, belief in their own skills was 
more limited. This work was carried out in Victoria, where 
there is a history of community health and legal services 
cooperating in various ways to address social inequity. In 
addition, an outreach clinic staffed by pro bono lawyers had 
previously operated at one site of the health service, albeit 
without achieving the intended reach.19 These experiences 
may have predisposed staff to be positive about the role of 
the law in health.

Findings strongly suggest that staff in this community 
health service were already on board with the general idea 
of integrating a lawyer into the service and saw the benefits 

of having a lawyer available for older consumers. This may 
not be the case in other services, where staff are not as accus-
tomed to working with professionals from other disciplines.

5  |   CONCLUSION

A baseline survey such as the one conducted here is a useful 
place to start, to determine the attitudes of the staff. In this 
instance, information sessions, training and any other efforts 
to encourage staff to work with a lawyer did not need to focus 
on the benefits, but on upskilling staff so they were confident 
about identifying abuse and had the practical skills to know 
how and when to involve the lawyer.
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