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Abstract 

 
Twenty percent of the population over 65 years of age will spend some time in a nursing 
home. Most research addressing abuse in long-term care (LTC) facilities focus on sexual 
abuse, physical abuse and financial abuse or neglect. Few researchers have studied verbal 
abuse, a phenomenon not easily measured or quantified. This topic is significant to 
nursing as it focuses on the culture of our LTC facilities and allows new consideration of 
everyday, taken-for-granted practices that might be considered abusive. The research 
question for this study was, “What is the essence of witnessing verbal abuse toward 
residents in LTC?” The purpose of this Husserlian phenomenological study was to 
describe the experience of witnessing the phenomenon of verbal abuse toward residents 
in LTC from the perspective of the witness. A convenience sample of 17 nurse aides and 
licensed vocational nurses were asked open-ended questions in tape recorded interviews, 
which were transcribed verbatim. Colaizzi’s (1978) procedural steps for interpretive 
analysis were utilized. Rigor was addressed using Lincoln and Guba’s (1985) criteria for 
trustworthiness. Five theme clusters emerged from the data: Witnessing As Becoming the 
Victim; Placing Oneself or Significant Other in the Victim’s Shoes; Witnessing As 
Perceiving That Certain Staff Do Not Belong in LTC; Witnessing As Reading the 
Victim; Witnessing As Reading the Bully; and Witnessing As Becoming a Warrior. 
Implications for the thematic results of this study included increased understanding of the 
phenomenon of verbal abuse in LTC and the development of an educational program that 
aims to eliminate this form of abuse. 
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Chapter One: Introduction 

SIGNIFICANCE 

 This study explores and describes the essence (or meaning) of witnessing verbal 

abuse toward residents in long-term care (LTC) facilities. Verbal abuse of residents in 

LTC facilities relates to the dignity and respect of our elders. Victims of elder abuse often 

suffer deleterious physical and psychological outcomes such as increased morbidity and 

depression when compared with non-abused elders (Lachs et al., 1998; Lachs & Pillemer, 

2004). These victims are often subject to malnutrition, weight loss, pressure sores, 

dehydration, bruising, unexplained falls, fractures, and may become withdrawn and non-

communicative or they may experience significant changes in their physical, cognitive, or 

psychological status as a result of inflicted abuse (Mosqueda et al., 2001).  

Moreover, the median age of the world’s population is increasing. This increase in 

median age is due, in part, to the “baby boom” following World War II, which is 

projected to result in the rapid increase in the population of persons aged 65 years and 

older between 2010 and 2030 (United Nations, 2002). The rising number of older adults 

makes this issue increasingly relevant, as more elders may be in need of LTC and 

subjected to the risk of abuse. 

It is estimated that 43% of Americans who reach the age of 65 can expect to 

utilize long term care facilities at some point during the remainder of their lives 

(Murtaugh et al., 1990). Although a “Patient’s Bill of Rights” is posted in every nursing 

home in Texas, and federal and state standards of care are also in place, instances of 

inhumane treatment continue (Department of Aging and Disability Services, 2006). Sloan 

(2002) espoused that perhaps LTC staff feel powerless to intercede on behalf of a 

resident, or they fear ridicule or retaliation from the staff should they attempt to 

intervene. Although reporting an act that is illegal or unethical is the correct course of 

action, it can potentially cost an employee his or her job by means of retaliation.  

 The absence of a large-scale, nationwide tracking system makes it impossible to 

determine the exact rate at which older Americans are being abused, neglected, or 

exploited. In a report by the National Center on Elder Abuse (2005), it was noted that, 
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while evidence indicates that many thousands have been abused, there are no official 

statistics. Other barriers include the lack of a consistent definition of elder abuse. This, 

along with a reporting system that varies across states, makes it difficult to determine 

what actions constitute abuse as well as how much abuse actually exists.  

 Current estimates of the frequency of elder abuse in LTC facilities range from 2% 

to 10%, based on varied sampling designs, survey methods and definitions (Lachs & 

Pillemer, 2004; National Center on Elder Abuse, 2005). The National Center on Elder 

Abuse (2005) estimated that for every reported case of abuse, approximately five cases 

go unreported. Jogerst et al. (2003) at the University of Iowa conducted a nationwide 

survey of all available domestic elder abuse reports, investigations and instances of abuse 

that have been confirmed based on 1999 data. These researchers reported a total of 

190,005 domestic elder abuse incidents from 17 states (not all states track reports), 

242,430 domestic elder investigations from 47 states, and 102,879 substantiated cases 

from 35 states. Four states were not included in the study, as they were either unsure of 

the accuracy of the data (Colorado) or because they reported no data (Georgia, North 

Dakota, Ohio). The studies found that domestic elder reports ranged from 4.5 incidents 

per 1,000 elders in New Hampshire to 14.6 incidents per 1,000 elders in California. 

Significantly higher rates were found in states requiring mandatory reporting and tracking 

of incidents (Jogerst et al., 2003).  

 The Older Americans Act (1978) mandated ombudsmen, who are citizen 

representatives that function as advocates for LTC residents, to identify, investigate and 

resolve complaints concerning the care of residents in LTC facilities, and to provide 

services in an attempt to protect the health, safety, welfare and rights of those residents. 

Goals of the ombudsmen program are to ensure that LTC residents receive respectful and 

proficient care. Complaints involving substantiated abuse or neglect are referred to the 

appropriate agencies. According to the Texas Department of Aging and Disability 

Services (DADS, 2006), the Long-Term Care Ombudsman program received 32,887 

complaints in 2004 and 55,025 complaints in 2005. In 2004, DADS (2004) reported that 

verbal abuse was the 9th leading cause of complaints in LTC facilities.  
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In the past, our society has paid little attention to the needs of the elderly in LTC 

facilities (Vladek, 1980). This may be due, in part, to the fact that in the past, their family 

members in private homes cared for many elders. The media report occasional human-

interest stories and occasionally report breaking news concerning sensational cases of 

abuse in LTC, but, for the most part, “good news is no news for those who cover the LTC 

beat in the media” (Kane, 2001, p. 296).  

Decisions made in LTC frequently dictate the last chapter of a resident’s life 

story. The way in which we, as a society, choose to view LTC must take into 

consideration issues as profound as the meaning of life. LTC is intimate care, and how, 

when and by whom it is provided shapes the life story of the resident, and, in turn, the life 

stories of their caregivers and their families (Kane, 2001). For a society to be just, it must 

aim towards human ends; however, what exactly are the human ends to which we strive? 

What kind of society do we wish to see flourish? Hopefully, our goal is to be a pluralistic 

society, striving toward that which is good, right, just, and, especially, toward protecting 

those who are disadvantaged and vulnerable in our society. We must decide which values 

our society regards as most important. Actions speak louder than words, and the first step 

in deciding that which is most central to a society is assisting its population to identify 

and articulate concerns and issues in an attempt to facilitate meaningful change (Carter, 

2005).  

Most research addressing abuse in LTC focuses on sexual, physical, and financial 

abuse or neglect. Little research has been conducted in the area of verbal abuse, a 

phenomenon not easily measured or quantified. This topic is significant to nursing in that 

it focuses on the culture of LTC facilities and allows for new consideration of the 

everyday, taken-for-granted practices that may, in fact, be abusive. Research approaches 

that address the complexity of these practices issues are of the utmost importance. 

 

International Perspective 

 The problem of elder abuse is not unique to the United States of America. The 

World NGO (Non-Governmental Organizations) Forum on Ageing, held in Madrid, 
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Spain, in April, 2002, reported that the elderly are often invisible and their human rights 

often go unrecognized. The Forum called for the full and strict application of the 

Declaration of Human Rights to be a priority for people of all ages. The elimination of all 

forms of neglect, abuse and violence toward older persons was one of the objectives at 

this conference (United Nations, 2002). 

 

Demographics 

 The worldwide population of persons aged 65 and over was estimated at 420 

million in 2000, an increase of 9.5 million people from 1999 (US Census Bureau 

International Data Base, 2001). Between 2000 and 2030, it is estimated that the 

worldwide population of individuals 65 years of age and older will increase by 

approximately 550 million to 973 million (US Census Bureau State and National 

Population Projections, 2000), resulting in an increase of this age group from 6.9% to 

12% of the total worldwide population (Center for Disease Control, 2003). 

 In the United States alone, the proportion of the population 65 years and over is 

projected to increase from 12.4% in 2000 to 19.6% in 2030, i.e., from approximately 35 

million in 2000 to 71 million in 2030. The number of persons aged 80 years and over will 

increase from 9.3 million in 2000 to 19.5 million in 2030 (US Census Bureau State and 

National Populations Project, 2000). As our elder population grows, so does the 

underreported problem of elder abuse (American Psychological Association Online, 

2005).  

The Illinois Violence Prevention Authority (2004) reported that cases of elder 

abuse rose 163% from 1990 to 1998. Twenty-four percent of those cases involved 

physical abuse, and 44% involved emotional abuse (verbal assaults, threats, and 

intimidation). Seventy-six percent of the reported cases involved Caucasian victims, 21% 

were African-American, and 3% were Hispanic. It was interesting to note that nearly 

75% of the abuse victims were women. Limitations of this survey include questionable 

accuracy due to the possibility of underreporting of abuse. 
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The Senate Special Committee on Aging reported that the number of abuse cases 

rose by approximately 20% from 1999 to 2000; however, these numbers may be 

underestimated. The Government Accounting Office (2002) reported that elder abuse 

often goes unreported because family members or nursing home staff may question 

whether or not the resident is a reliable historian, or the resident or the family member 

may fear retaliation for reporting an incident.  

 

Policy Directives and Regulatory Challenges  

 Although research has addressed abuse against women and children, few studies 

have been conducted addressing elder abuse (Davis & Medina-Ariza, 2001). Federal laws 

exist regarding child abuse and domestic violence, but there are no comparable federal 

laws regarding elder abuse (National Center on Elder Abuse, 2005). Our nation’s current 

methods of addressing elder abuse are similar to the manner in which we dealt with child 

abuse 30 years ago, and when society first began to seriously address domestic violence 

15 years ago (Global Action on Aging, 2005).  

 Societal attitudes often make it easier for abuse to continue without detection or 

intervention. These attitudes include the devaluation of and lack of respect for the elderly. 

In the US, and throughout the world, elders are often regarded as disposable, and society 

fails to recognize the importance, value or possibility of providing a dignified, 

supportive, non-abusive environment (American Psychological Association Online, 

2005). Other factors include belief systems that allow for mistreatment of some groups, 

such as women. For individuals with these beliefs, disrespectful behaviors are not 

considered abusive. Elderly women in such cultures may not even realize that they are 

the victims of abuse (American Psychological Association Online, 2005).  

US Representative Henry Waxman, D-CA, instructed the staff of the Special 

Investigations Division of the House Government Reform Committee to examine abuse 

in LTC facilities from January 1999 until January 2001. The study found that 30 percent 

(approximately 5,283) of the nursing homes in the United States were cited for a total of 

nearly 9,000 cases of abuse over the 2 year period. The abuse was severe enough to cause 
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actual harm to the residents or place them in danger of death or injury serious enough to 

require medical treatment. Rep. Waxman (2001) stated that the results were shocking, 

and that something must be done to improve the conditions in our nursing homes. He was 

appalled that thousands of cases were reported. Even more disturbing, the actual numbers 

of incidents may be much higher than the reported figures. 

Federal health and safety standards are in place to protect vulnerable LTC facility 

residents. The United States Department of Health and Human Services (DHHS) 

conducts annual inspections of selected facilities in order to enforce these standards. 

Additionally, state inspectors are required to investigate allegations of abuse as well as 

conduct routine inspections. The DHHS reported that the number of cases is likely to be 

underestimated, as many cases of abuse go undetected or unreported. No data exist that 

report accurate figures related to numbers of residents that have suffered abuse (Waxman, 

2001).  

Incidences of abuse violations have increased every year since 1996. Over twice 

as many nursing homes were cited in 2000 for violations during annual inspections, 

compared with those cited in 1996 (Waxman, 2001). The Clinton Administration 

introduced an initiative in 1998 to increase the quality of care in nursing homes. The 

initiative’s goals included the reduction of abuse and neglect, and a reduction in incidents 

of pressure sores and the use of restraints. Survey protocols included a focus on abuse 

and also required states to conduct surveys at different times during the year, at night and 

during weekends (GPO Access, 2005; Waxman, 2001). Abuse is a serious concern, as the 

elderly residents in nursing homes are often unable to protect themselves. Nursing home 

residents and their family members rely upon the nursing home to provide a safe 

environment for the vulnerable.  

Although verbal abuse often goes unreported or underreported, those incidents 

that are reported are often shocking. Waxman’s (2001) report included examples of a 

nursing home staff member who came into a resident’s room shouting, “I’m tired of your 

ass!” The staff member then struck the female resident in the face, resulting in a fractured 

nose. Verbal abuse was cited in several incidents, including staff telling residents, “If you 
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hadn’t sh*t all over yourself, I wouldn’t have to clean your ass!” and “I am sorry you 

were born!” Name-calling was also reported: for example, nursing home staff in this 

study referred to nursing home residents as “blob,” “stupid,” and “bitch” (Waxman, 2001, 

p.14). 

The Waxman Report (2001) concluded that abuse in the nursing home is a 

significant and widespread problem. Regulatory violations “often cause significant 

damage to the health and well-being of the nursing home residents” (Waxman, 2001, 

p.15). Severe emotional distress and increased mortality rates have been reported among 

abused elders, and reports have demonstrated increased incidence of depression in abused 

elders compared with non-abused elders (Davis & Medina-Ariza, 2001; Harris, 1996; 

Phillips, 1983; Pillemer & Prescott, 1989; Wolf & Pillemer, 1989). Elders who have been 

abused have higher mortality rates than those who are not abused, even in the absence of 

chronic conditions or life threatening disease (American Psychological Association 

Online, 2005; Davis & Medina-Ariza, 2001; Wolf, 1977). 

 In an attempt to protect residents, nursing homes are required to adhere to 

standard practices. The Center for Medicare Services (CMS) mandates that facilities set-

up established protocols that prohibit employment of persons with previous convictions 

of abuse toward nursing home residents (Government Accounting Office, 2002). Further, 

the primary caregivers in LTC are nurse's aides (Wells, 2004). Current federal law 

requires each state to maintain a registry of those having successfully completed nurse's 

aide training. Nursing homes are required to verify the completion of training prior to 

employing any nurse's aides. However, the aide can work on a temporary basis for up to 

four months while waiting to sit for the certification exam. The CMS requires an aide’s 

name to be flagged in the event that he or she is found to be responsible for abuse, 

neglect or theft of residents' property. Such a finding results in a ban, preventing any 

future employment in a nursing home (Government Accounting Office, 2002). 

 Although CMS guidelines prohibit employment of individuals convicted of 

abusing nursing home residents, it does permit employment of individuals convicted of 

other abusive acts, e.g., child abuse. Further compounding the issue is the fact that 



 

 8

criminal background checks conducted by the nursing homes do not typically identify 

individuals who have been convicted of crimes in other states. Finally, staff such as those 

employed in security and housekeeping are not required to undergo any background 

investigation as potential employees (Government Accounting Office, 2002). 

 The Government Accounting Office (2002) recommended the development of a 

standardized definition of abuse, the creation of a national nurse’s aide registry, and the 

requirement of a national background check for all nursing home employees. In their 

report, they noted that the American Healthcare Association (AHCA) and the American 

Association of Homes and Services for the Aging (AAHSA), two organizations that 

support the nursing home industry, agreed with their recommendations. AHCA added 

that they recommend more training for the law caregivers, as well as for the law 

enforcement officers who are likely to investigate claims of abuse. 

 Wells (2004) found that neglect and abuse are often a direct result of poor 

staffing. When faced with the responsibility of up to 25 residents, even the most caring 

aide is unable to adequately attend to the needs of each elder. Patient acuity has continued 

to rise. However, nursing homes continue to be under-staffed.  

The need for minimum staffing standards in LTC facilities has been identified 

since the late 1960s (Wells, 2004). When the first Senate Special Committee on Aging 

met, the link was made between staffing and quality of care (US Special Committee on 

Aging, Subcommittee on Long-Term Care in the United States, 1975). The necessity of 

staffing ratios was also acknowledged at that time by the nursing home industry. The 

need for the adoption of staffing ratios was deemed to be critical and wholly achievable 

at that timely meeting. However, no staffing standards were set by the U.S. Department 

of Health, Education and Welfare, despite agreement of a Senate Special Committee and 

industry representatives. Various studies during the following 35 years verified the 

connection between staffing and quality of care, yet little progress on this important issue 

has been made (Wells, 2004). 

Waxman (2001) acknowledged that federal health and safety standards have been 

enacted and public awareness has been heightened in response to evidence of LTC abuse. 
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However, despite these and other preventative efforts, abuse of the elderly in the LTC 

setting has not decreased. Although it is projected that elder abuse will continue to rise as 

our population ages, little is known about its characteristics, causes, or effective means of 

prevention (Committee on National Statistics, 2002). It is also acknowledged that many 

types of elder abuse exist including physical, sexual, financial, emotional and 

psychological abuse. In LTC, this abuse occurs among various dyads: staff-to-resident, 

resident-to-staff, staff-to-staff, resident-to-resident, family/friends-to-staff, staff-to-

family/friends, family/friends-to-resident, and resident-to-family/friends.  

 

PURPOSE 

The purpose of this study is to clarify and to increase awareness of verbal abuse 

of elders in order to improve the quality of everyday life for residents in LTC facilities. 

The research question that best addresses the purpose is: “What is the essence of 

witnessing verbal abuse toward residents in LTC?” This question is followed by 

clarifying probes that culminate in a description of verbal abuse from the perspective of 

the eyewitness. 

 

Significance to Nursing 

 The voices of the witness of verbal abuse toward residents in LTC act as a 

recorder to document events that occur toward residents who are unable to tell the story 

for themselves, perhaps due to dementia or other debilitating diseases or conditions. By 

means of the witness telling their own story, they also communicate the story of the 

victim. 

It is anticipated that an in-depth understanding of the phenomenon of witnessing 

verbal abuse toward residents in LTC facilities will lead to new educational strategies 

that address communication patterns in the LTC setting and help to ensure more 

respectful and ethical care for our elders. If the phenomenon of witnessing verbal abuse 

from the perspective of the witness was better understood, one might then incorporate the 

meaning and discomfort inherent in this experience into an educational program aimed at 
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the recognition, intervention and prevention of verbal abuse using interactive experiential 

and meaningful pedagogical approaches. LTC staff training for all disciplines is 

necessary in order to heighten awareness and reduce incidence of this disrespectful 

treatment toward our elders. 

 

Summary 

 Verbal abuse of residents in LTC facilities is a timely issue in geriatrics, as the 

median age of the world’s population is increasing. Verbal abuse is poorly understood or 

defined in an inconsistent manner, thus confounding attempts to recognize it and address 

its harmful effects. Despite previous attempts to decrease verbal abuse in LTC, in 2004, it 

remains the ninth leading cause of complaints (DADS, 2004). The purpose of this study 

is to describe the essence (or meaning) of witnessing verbal abuse toward residents in 

LTC facilities. It is anticipated that an in-depth understanding of the phenomenon of 

witnessing verbal abuse toward residents in LTC will lead to new educational strategies 

that address communication patterns in the LTC setting and help to ensure more 

respectful care for our elders.  

 

OVERVIEW OF DESIGN 

 The methodology that best addresses the essence of a particular experience as 

lived is descriptive phenomenology as developed by Edmund Husserl. Phenomenology 

describes one’s lived experience. It strives to give us a deeper understanding of the 

meaning of our everyday experiences. It is the study of essences (meanings) and it aims 

to discover the very nature of the phenomenon. It is the "thing" that makes something 

what it is, and it is the thing without which it would not be what it is. (Husserl, 1952; 

Merleau-Ponty, 1962; van Manen, 1990).  

 Husserlian assumptions that apply to this study include intentionality, essence and 

bracketing. Intentionality is critical to understanding Husserl’s phenomenological 

philosophy. Husserl (1913) espoused that intentionality refers to the relationships 

between the participants and the object or events of their experience. The only means of 
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understanding the essence and structure of a phenomenon is by returning to the things 

themselves. Intentionality is especially relevant as this study turns to the lived experience 

of witnessing verbal abuse toward residents in LTC facilities.  

 Phenomenology does not cease with the appearance of the object, but rather it 

seeks to discover the essence (or meaning) of the appearance of the object (Moran & 

Mooney, 2002). Essence is related to this study, as essence is the meaning of the 

experience of witnessing verbal abuse toward residents in LTC facilities.  

Husserl (1913) viewed phenomenological reduction, or bracketing, as the very 

essence of phenomenology. Bracketing is significant in this study, as bracketing allows 

the researcher to reflect upon and suspend personal prejudices, or pre-conceived notions, 

pertaining to the experience of witnessing verbal abuse toward LTC residents. Bracketing 

is initially addressed as this researcher articulates her own reflections and beliefs related 

to the phenomenon of interest. The reader is invited to interpret how these personal 

reflections inform the researcher’s study of the phenomenon. 

In accordance with the notion and rigor of bracketing, the significance of verbal 

abuse toward LTC residents for the researcher will now be described. My grandmother, 

grandfather and father were all residents in LTC prior to their deaths, and each was a 

victim of verbal abuse. With my beloved grandmother, I was not a nurse at the time and I 

did not know the correct procedure to follow; I merely felt helpless. My grandmother had 

Alzheimer’s disease and was unable to tell me who it was that was verbally abusing her. 

She was only capable of letting me know that it was taking place. I would stand outside 

the door of her room when staff performed her personal care, keeping my ear against the 

door, hoping that I could ascertain which CNA (Certified Nursing Assistant) or LVN 

(Licensed Vocational Nurse) was abusing her.  

During the time my precious grandfather was a nursing home resident, I was a 

nurse. However, he would not allow me to intervene on his behalf, as he feared for his 

safety while he was alone in the facility. I would tell him that there were laws to protect 

him from, what he described as being “talked bad to.” He still insisted that he did not 

want to “make waves.”  
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When my father was verbally abused, I was a nurse practitioner and I intervened 

immediately. I contacted the Director of Nurses and had the CNA removed from my 

father’s hall. The CNA was also reprimanded by the facility.  

The short and long term effects of this unspoken and often invisible, 

multidimensional form of abuse have rarely been studied in depth. This study addresses 

one of those dimensions, the perspective of the witness. 

 

Plan of the Remaining Chapters 

Chapter Two encompasses an extensive review of the literature pertaining to 

witnessing verbal abuse in LTC and an introduction to the philosophy of Edmund 

Husserl, the father of phenomenology. In Chapter Three, Colaizzi’s interpretive 

methodology based on Husserlian assumptions is articulated along with the rigor that was 

followed throughout this study. In Chapter Four, emergent themes with supporting 

interview text are reported followed by an exhaustive description of the essence of 

witnessing verbal abuse. Demographic characteristics of the participants are also 

presented. Chapter Five continues with a discussion of the conclusions and implications 

of the findings for professional practice, policy standards, and educational strategies.  
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Chapter Two: Review of the Literature 
 

PURPOSE 

 After an extensive review of the literature related to elder abuse, I determined that 

research studies in this area could be categorized into nine sections: historical research, 

theories of abuse, policy and political trends, quality of care, incidence of elder abuse, 

assessment of elder abuse, reporting of elder abuse, perception of elder abuse and 

meaning or experience of elder abuse. The meaning of the abuse and the experiences of 

the elders themselves are the least studied area (Hirst, 2000; Koch et al., 1995). Current 

definitions of abuse are also examined, as well as the concept of witnessing, including 

childhood witnessing and the subjective experience of witnessing. Ethical issues related 

to abuse will also be discussed. The purpose of this literature review is to report the most 

recent state of the science related to the phenomenon of witnessing verbal violence 

toward residents in a LTC facility. Examples of studies in each of the categories stated 

above will be presented in this chapter. Gaps in the research literature related to verbal 

abuse in the long-term care setting will also be addressed.  

 

Historical Research 

 Abuse and neglect of the vulnerable aging population has existed for many years 

(Heath et al., 2002), and researchers have attempted to qualify and quantify abuse of the 

elderly for several decades. In the 1960s, elder abuse was defined as battered old person 

syndrome (Kottwitz & Bowling, 2003). “Granny battering” was used in Europe in the 

1970s to describe elder abuse (Tonks & Bennett, 1999, p. 1). Other terms such as elder 

mistreatment, old age abuse and granny bashing have also been noted (Biggs et al., 1995; 

Neno & Neno, 2005).  

 Testimony regarding "parent battering" was first heard at a U.S. House of 

Representatives Congressional Subcommittee hearing in 1978. This pioneering 

movement brought elder abuse in the United States from behind closed doors and out into 
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the open. The following year, the US House of Representatives Select Committee on 

Aging again heard of horrific cases of elder abuse. The first National Elder Abuse 

Incidence Study was mandated by Congress in 1996 and was based on data collected 

from 1986 to 1996 (Tatara et al., 1998). This study is discussed later in Chapter Two 

under "Reporting Verbal Abuse." 

 

Theories of Abuse 

 Various theories have been proposed to identify and test risk factors for elder 

abuse; however, a consistent profile has not emerged (Allan, 2002; Lachs & Fulmer, 

1993). Several studies have proposed that those at risk are often female, widowed, frail, 

cognitively impaired, and chronically ill (Allan, 2002; Jones et al., 1988; Rounds, 1992; 

Shiferaw et al., 1994). One study (Pillemer & Finkelhor, 1988) revealed similar results; 

however, the authors of this study found that elderly men were more frequently the 

victims of abuse. 

 Increased frailty plays a role in mistreatment of the elderly (Allan, 2002; Lachs & 

Pillemer, 1995). Declining physical health may increase the vulnerability of the elderly 

especially when combined with other risk factors such as cognitive impairment (Allan, 

2002; Homer & Gilleard, 1990; Jones et al., 1988; Pillemer & Finkelhor, 1988). Studies 

found a correlation between dementia, depression, and elder abuse and neglect (Dyer et 

al., 2000; Dyer et al., 1999; Harrell et al., 2002). Elder abuse is a multifaceted problem 

with various risk factors and causes. Familial relationships, cultural differences and 

caregiver burden have all been found to contribute to its existence (Muehlbauer & Crane, 

2006).  

 Several theories endeavor to explain the continuation and growth of elder abuse. 

Bandura’s (1977) social learning theory espouses that violence is a learned behavior. 

Witnesses or victims of family violence are more likely to resort to violence when in 

stressful situations, especially when they witnessed or experienced violence during their 

formative years (Fulmer et al., 2004; Muehlbauer & Crane, 2006).  
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 Muehlbauer and Crane refer to theories that have been associated with elder abuse 

(2006). For example, situational theory (Hersey & Blanchard, 1993) asserts that caregiver 

burden is a contributory factor in elder abuse. The greater the caregiver burden, the 

greater the potential for abuse. Social exchange theory (Blau, 1964) supports the idea that 

the more dependent an elder is on his or her caregiver, the more likely the elder is to 

experience abuse. This theory includes the assumption that family history of ineffective 

problem solving methods increases the elder’s potential for being abused (Fulmer et al., 

2004; Muehlbauer & Crane, 2006). 

 Current theories are unable to explain all causes of elder abuse; however, they 

assist us by providing a foundation to understand that elder abuse is often multi-factorial. 

Through this knowledge, nursing is better able to initiate a holistic plan of care based on 

an individual patient’s needs (Muehlbauer & Crane, 2006). 

 

Policy and Political Trends 

 Representative Henry Waxman commissioned a study entitled “Abuse of 

Residents is a Major Problem in U.S. Nursing Homes” in 2001. Representative 

Waxman’s mother was admitted to a LTC facility and he determined that care in LTC 

facilities in the United States was, as he suspected, lacking in quality. As reported in 

Chapter One, Representative Waxman’s report stated that approximately one out of three 

LTC facilities in the US had been cited for abuse violations during a two-year period 

from 1999 through 2001. The findings were based on nursing home reports, 

investigations, and complaints during that period (Waxman, 2001). 

Kane (2001) reviewed five trends that may lead to a more consumer-centered 

emphasis on quality of life including the disability rights movement, the emphasis on 

consumer direction, the growth of assisted living facilities, increasing attention to the 

physical environments and efforts aimed at bringing about culture changes in LTC. Kane 

concludes with various strategies (listed below) aimed at moving beyond the current 

stalemate of the public’s perception of poor quality of care and moving toward a LTC 

environment that is “more compatible with a good quality of life” (Kane, 2001, p. 293).  
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These strategies include: 

1. Development of an infrastructure with attention to unit prices – Kane 

suggests that a new mindset is necessary in regard to “changing 

professional roles, breaking down boundaries of organizations, and 

considering delegation of nursing roles” (Kane, 2001, p. 307). This 

mindset also included the implementation of new payment approaches 

such as providing care to low income residents as well as a change in 

licensing rules. 

2. Development of sources of information for consumers – An easily 

understood system must be developed for the purpose of educating 

consumers and allowing them to shop for a facility that meets their 

individual needs. This system could also provide information that 

allows researchers to study outcomes with greater certainty through the 

comparison of similar facilities. 

3. Development of feedback mechanisms for providers – Quality 

improvement that is aimed at the improvement of resident’s quality of 

life in long-term care is important to consumers. Quality improvement 

information at the macro level is needed to provide characteristics of 

provider organizations, while information at the micro level is needed 

that would provide information for the LTC consumer. 

4. Creation of supportive environments – Research is needed to study the 

physical environment in our LTC facilities to enhance functional 

capabilities of resident rooms, transportation, telephones, computers 

and furnishings, making them user-friendlier. 

5. Study of negotiated risk contracts whereby the LTC consumer or his 

agent can accept certain risks. Although this currently exists in some 

states’ LTC regulations, further implementation is needed. 

6. New considerations must be examined in regard to our belief system 

concerning the provision of care, especially our approach toward 
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residents with dementia. We must develop methods that will provide 

the highest possible quality of life for our residents.  

Kane (2001) also states that additional research is needed to explore the effectiveness of 

our models of LTC. 

 

Quality of Care 

Rantz et al. (2003) examined the development of a statewide strategy to improve 

resident outcomes in nursing facilities. Key components of their strategy were a 

partnership between a Missouri state agency, a Missouri school of nursing, and the 

introduction of an on-site clinical consultation service. This strategy demonstrated 

improvement in the quality of care in the nursing home facilities. One important study 

finding was that on-site clinical consultants were invaluable. Nurses provided sources of 

support to staff who felt they needed a support system to validate that they were 

providing appropriate care. The staff felt that confidentiality was of utmost importance. 

They also determined that unless situations can be described accurately, it would be 

difficult, if not impossible, to find appropriate solutions. Although no data were provided 

regarding interventions or outcomes for verbal abuse, the study reported that on-site 

clinical consultation visits by an advanced practice nurse were an effective means of 

improving outcomes in LTC. 

Burgio et al. (2001) examined the effects of communication skills training and the 

use of memory books by certified nursing assistants (CNAs). CNAs were given 

instructions regarding the use of communication skills and memory books during 

interactions with residents possessing moderate cognitive impairments and intact 

communication abilities. The study utilized a staff motivational system to encourage 

performance and maintenance of these skills. Communication skills of trained CNAs 

were compared with CNAs in the no-treatment control units. When compared with the 

CNAs in the no-treatment group, the trained CNAs “talked more, used positive 

statements more frequently, and tended to increase the number of specific instructions 

given to residents” (Burgio et al., 2001, p. 449). The results, however, did not 
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demonstrate an increase in the total time spent with the resident. The behavior change 

remained two months following the exit of the research staff from the facility (Burgio et 

al., 2001).  

 

Incidence of Elder Abuse 

Allen et al. (2003) investigated abuse and neglect concerns in Connecticut by 

means of a retrospective case record review of complaints, utilizing the Connecticut 

Ombudsman’s Reporting System. A total of 3,443 complaints received from July, 1998 

through July, 2000 were combined with data from 26 of Connecticut’s nursing homes. 

Sixty-nine percent of these facilities had received complaints regarding care provided and 

47% of the homes had one or more reports of abuse. The authors used a retrospective 

case review method, as it is an “unobtrusive method of collecting information related to 

potentially vulnerable subjects” (Allen et al., 2003, pp. 28-29). Clearly, nursing home 

residents are a vulnerable population, making this unobtrusive methodology appropriate 

for this study. It allows for data to be collected in a manner that does not intimidate the 

LTC resident, who may be fearful or unable to speak of an abusive incident. Under-

reporting of abuse, as discussed earlier, may still present a limitation in this and similar 

studies. 

 Lachs et al. (2002) conducted a retrospective chart review that examined the 

relationship between Adult Protective Services and nursing home placement. The sample 

in this study consisted of 2,812 community dwelling older adults who were 65 years of 

age and older in the inception year (1982) and were referred to elder protective services 

over a nine year follow-up period from cohort inception. Findings revealed that the rate 

of nursing home placement was 69.2% for self-neglect subjects, 53.2% for mistreated 

(abused, neglected, or exploited) subjects, and 31.8% for subjects who had no contact 

with Adult Protective Services (APS). It was concluded that the majority of individuals 

reported to APS eventually were admitted to a LTC facility (Lachs et al., 2002). 

 Otiniano and Herrera (1999) conducted a retrospective chart review of 16,667 

community-based Hispanic elders who were abused between 1991 and 1995, utilizing 
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cases reported to APS. Hispanic elders comprised a total of 20.6% of elder abuse cases 

reported to APS. Each of the five years reviewed demonstrated a 10% to 20% increase in 

reported Hispanic elder abuse events. Women were twice as likely to be victims of abuse. 

Barriers to reporting included reluctance of the victims to report. The authors concluded 

that strategies are needed that educate the community regarding how to prevent abuse and 

should include known characteristics of the abused and the abusers. 

 Saveman et al. (1999) conducted a total population-based survey in two areas of 

Sweden to study situations of violence directed toward elders. All of the registered nurses 

(RNs), enrolled nurses (EN), and nursing aides (NAs) in not-for-profit municipal care 

(except for one private LTC facility) were invited to participate in the study. The 

participants worked in LTC, group homes, and in the elders' private homes. Of the 640 

nursing staff who were invited to participate, 499 (78%) responded. The questionnaire 

included multiple choice and open-ended questions regarding incidents of abuse toward 

the staff, as well as questions regarding elder abuse. They were also asked to describe one 

incident concerning abuse which they had experienced as well as their feelings regarding 

abuse and the prevention of abuse.  

 Data were analyzed using descriptive statistics. Open-ended questions were 

categorized according to the type of abuse, solution to the situation, and abuser 

characteristics. Fifty five (11%) of the total respondent group reported awareness of at 

least one incident of elder abuse perpetrated by relatives of the elders, other staff 

members, or both the relatives and other staff members during the preceding year. The 

majority of those who acknowledged awareness of abuse were nurse’s aides. It was not 

specified in the methodology section if the participants had actually witnessed the abuse 

or if they were only aware that abuse had occurred. However, the discussion of the 

findings refers to observed abusive situations. Eleven (2%) of the staff admitted that they 

had actually been abusive toward elderly residents. More than two-thirds of the staff 

reporting elder abuse were employed in LTC. Physical abuse (n = 41, 74%) and 

psychological abuse (n = 39, 71%) had the highest incidence. Knowledge of the 

occurrence of daily psychological abuse was reported by nine (16%) respondents, and 19 
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(35%) reported that it occurred on a weekly basis. Staff education was most frequently 

reported as a preventive strategy (n = 30, 55%), followed by staff support systems (n = 

25, 45%). The majority of the abuse occurred in the course of nursing activities and 

incidents involved physically and mentally handicapped elders. Respondents reported 

feelings of powerlessness (n = 41, 75%, inadequacy (n = 33, 60%), outrage (n = 21, 38%) 

and shock (n = 18, 33%) regarding the incidents of abuse. The authors concluded that 

more education and support are necessary as a primary preventive strategy (Saveman et 

al., 1999).  

 Goergen (2001) conducted a pilot study questionnaire survey on elder abuse and 

neglect in residential settings among a convenience sample of 80 people working in 

German nursing homes. Data were collected regarding the nursing staff’s stress and 

conflict workplace experiences, self-reported abuse and neglect incidents involving 

nursing home residents, witnessed violence and theories underlying violence. Physical or 

verbal abuse by residents was reported by 59% of the respondents. A total of 79% of 

respondents reported having abused or neglected a resident at least once, and 66% had 

witnessed residents being abused by LTC staff. Neglect and psychological abuse were 

reported most frequently. The author concluded that more research is necessary, as the 

sample size was small and selection of the nursing homes and the staff was non-random.  

 

Assessment of Elder Abuse 

McCreadie et al. (2000) studied elder abuse assessment by general practitioners 

(GP). Key study variables included: demographic characteristics of the GP, practice 

characteristics, home visiting experience, education and training, and previous history of 

diagnosing abuse and knowledge of risk situations. In this correlational research design, 

all 561 GPs in Birmingham, UK were mailed self-completion questionnaires. Three 

reminders were mailed to ensure optimum return. A total of 291 completed 

questionnaires were returned. The response rate was 54%, representing 95% of the 

practices. Only 45% of the general practitioners reported diagnosing a case of abuse in 

the preceding 12 month period. Thirty-nine percent had undergone training or read 
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literature regarding the subject. However, 72% reported that training or education would 

be helpful. Conclusions drawn through multiple regression analysis revealed that the 

more GPs know about particular situational abuse, the more likely they are to diagnose 

the risk. Regression analysis of the combined data sets revealed that knowledge of five or 

more risk situations was the strongest factor predicting diagnosis of abuse.  

Risk situations cited in the study included elders in the previous 12 months who 

had a history of: 

• Dementia and are left alone during the day 

• Living in a home where alcohol is abused 

• Dementia and violence toward their caregiver 

• Living with an adult who has mental health issues 

• Expressing concern regarding the behavior of his or her adult child 

• Domestic violence either as the victim or the perpetrator 

• Routine accidents or visits to the emergency room without the knowledge of their 

private doctor 

• Private paid caregiver who fails to meet the daily care needs of the elder 

• Bruising that is not adequately explained 

• Paid caregiver who is aggressive toward the elder 

  

Other risk factors include having a patient who is the caregiver of an elder and who has 

reported in the last 12 months: 

• Having personal problems that involve alcohol, mental health or anger issues 

• Expresses anger due to the burden of caring for the elder 

• Fails to meet the daily care needs for the elder 

• Is aggressive toward the elder with dementia  

• Either overmedicates or undermedicates the elder 

  

 The researcher reported that these findings are in alignment with those found in 

other studies (McCreadie et al., 1998), and that the questionnaire successfully captured 
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the physicians’ perceptions and experiences. Another strength of the study was the high 

response rate of 54%. Limitations included the fact that female GPs were slightly over 

represented.  

Schofield and Mishra (2003) examined the reliability and validity of the 

Vulnerability to Abuse Screening Scale (VASS). This Australian study provided 

longitudinal data related to health and demographics. The study consisted of 10,421 

participants, aged 73 – 78, who had completed a postal survey in 1999. Findings 

confirmed the factor structure and construct validity of the VASS. Exploratory factor 

analysis utilizing principle components and varimax rotation was performed on the 

VASS:  

Four factors explained 51% of variance, and these factors were internally 
consistent. The Vulnerability and Coercion factors held the strongest face 
and construct validity for physical and psychological abuse. The 
Dependence and Dejection factors were valid and reliable and 
significantly predicted 3-year attrition (death rate). However, it was not 
clear if abuse clearly attributed to the attrition rate after controlling for 
confounders (Schofield & Mishra, 2003, p. 110).  
 

The Vulnerability factors addressed the relationship between stress and abuse. 

The Coercion factor was associated with being dependent on others and life events 

involving abuse. The Dependence factor was related to the diagnosis of dementia. The 

Dejection factor involved the existence of a diagnosis of depression and stress related to 

loving relationships, conflicts with children and low social support. More in-depth 

investigations of abuse, including qualitative research to better understand the nature of 

abuse and the abuser, are needed.  

Meeks-Sjostrom (2004) compared three measures for assessing elder abuse that 

had been identified through the literature review process. The three tools that were 

evaluated were the Indicators of Abuse (IOA), the Elder Abuse and Neglect Assessment 

(EAI) and the Elder Abuse Screening Test (EAST). The IOA is a 22-item tool that is 

completed by health care professionals after a community home assessment is conducted. 

It is designed to differentiate between abuse and non-abuse cases. Limitations of this tool 

are a lack of experienced and trained professionals to conduct the test and lack of testing 
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in the LTC setting. The Elder Abuse and Neglect Assessment (EAI) examines signs, 

symptoms, and subjective complaints of elder abuse, neglect, exploitation, and 

abandonment. It is a 44-item scale that is designed to be used by healthcare providers in 

the clinical setting. This tool has never been tested in the LTC setting. The Elder Abuse 

Screening Test (EAST) is designed to be completed by a health care provider. It is a 15-

item scale that is limited due to “the small unrepresentative samples used to test it, the 

low internal consistency, and a relatively high false-negative rate” (Meeks-Sjostrom, 

2004, p. 247). This tool has never been tested in the LTC setting. The study concluded 

that an instrument is needed that accurately assesses elder abuse in the LTC setting, as the 

review of the literature on Medline and CINAHL did not reveal any instrument designed 

specifically to assess elder abuse in the LTC setting. 

 Kottwitz and Bowling (2003) conducted a descriptive study to develop a 

questionnaire to measure perceived verbal abuse. The study population consisted of 40 

individuals who are the residents’ power of attorneys (POA) and 40 employees of a LTC 

facility. The researcher collected data using a 25-item questionnaire that had been 

developed within that population.  

Using a descriptive design, Kottwitz and Bowling (2003) conducted an extensive 

review of the literature and utilized five variables from Betty Neuman’s (1982) holistic 

conceptual framework to guide the development of the questionnaire. These variables 

included physiological, psychological, developmental, socio-cultural and spiritual 

domains. Data collection was accomplished in four phases and the data were analyzed in 

the fifth phase. The first phase involved instrument development. Second, six experts and 

one layperson reviewed the questionnaire. Third, a readability test was conducted and it 

was determined that the reading level was 10.2. Fourth, the questionnaire was mailed to 

40 residents’ POAs and included in the 40 employees’ pay envelopes with return address 

stamped envelopes. It was requested that the participants not identify themselves for 

reasons of confidentiality. The returned envelope was considered to be consent to 

participate in the study. A total of 49 (61.25%) of the questionnaires was returned. Fifth, 

a coded spreadsheet was used to enter and analyze the questionnaire responses. A 
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Cronbach coefficient alpha of 0.6687 was reported. Kottwitz and Bowling concluded that 

the Elder Abuse Questionnaire had “strong to moderate reliability as an instrument based 

on a one-factor solution” (Kottwitz & Bowling, 2003, p. 5). The Cronbach alpha was 

considered acceptable for a new instrument and recommendations were made for 

additional studies to be conducted in various settings for reliability comparison (Kottwitz 

& Bowling, 2003). 

 Burgess et al. (2005) conducted a study with a convenience sample of 125 cases 

of individuals who experienced sexual abuse in 22 states. The majority of the women 

(43%) lived alone at the time of the incident or in a long-term care facility (43%), while 

others lived with a family member (10%), assisted living facility (5%) or not specified 

(3%). Of the 125 cases, 19% of those abused were 61 to 70 years old, 35% were 71 to 80 

years old, 34% were 81 to 90 years old and 11% were 91 to 98 years old. Fifty percent 

suffered from a physical disability. Approximately half (46%) had some type of mental 

disability, with 33% of those having a diagnosis of dementia. The purpose of this study 

was to raise levels of nurses' assessment skills through education regarding abuse in order 

for the nurse to better recognize abuse signs in the clinical setting. This is especially 

important because elders with a mental disability of dementia are often not believed when 

they report allegations of abuse. 

 

Reporting Elder Abuse 

 The National Center on Elder Abuse studied the incidence and reporting of elder 

abuse in the United States in The National Elder Abuse Incidence Study (Tatara et al., 

1998). Key study variables included physical abuse, sexual abuse, emotional or 

psychological abuse, financial/material abuse, exploitation, neglect and self-neglect. The 

study involved a nationally representative sample of 20 counties in 15 states. The data 

were collected through local Adult Protective Service (APS) reports and also reports 

generated by approximately 1,100 sentinels, specially trained individuals who have 

frequent contact with the elderly in various community settings. Data collectors were 

trained utilizing a specially designed guidebook and videotape. They also had access to a 
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toll-free telephone number that enabled them to contact study staff for assistance. Data 

collection took place over an eight week period, but was staggered by location over a 12 

month period in order to allow for seasonal variations that may affect moods. Scientific 

probability methods were used in order to obtain a nationally representative sample. This 

allowed researchers to make valid projections on national estimates of elder abuse. 

Sample weighting was used to project national figures.  

 The major finding of this study was the confirmation of the “Iceberg Theory” 

(Tatara et al., p. ES-17, 1998), which states that many incidents of elder abuse go 

unreported to APS. APS documented 70,982 incidents; however, the sentinels 

documented 378,972 complaints. The study concluded that elders may feel more 

comfortable talking with sentinels versus APS workers. Weaknesses of the study design 

were noted. Recruitment and access to the elders by the sentinels were not described and 

psychometric properties of the instruments were not reported. These instruments were 

revised four times during pre-testing. It was, however, the first time these instruments 

were used in research. Although this study included verbal abuse of the elderly in the 

community setting under the umbrella term of "emotional or psychological abuse," the 

proposed study focuses on the essence of witnessing verbal violence toward the residents 

in LTC. 

Castle and Lowe (2005) surveyed all 50 states in an attempt to identify those who 

maintain nursing home report cards. They compared the information required in those 

report cards, identified the data sources that were used to produce the report cards, 

examined seven factors that have been associated with the usefulness of report card 

information, and provided suggestions about how these report cards could be improved. 

This systematic search of state agencies in 50 states focused only on the agencies 

that are responsible for elder affairs or nursing homes. Some states provided much more 

detailed information to consumers than others. Areas analyzed included information 

presented, presentation format, and utility measures that evaluated the report cards' 

usefulness for the consumer. Nineteen states were identified as having nursing home 

report cards (Arizona, Colorado, Florida, Illinois, Indiana, Iowa, Maryland, 
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Massachusetts, Missouri, Nevada, New Jersey, New York, Ohio, Pennsylvania, Rhode 

Island, Texas, Utah, Vermont and Wisconsin). Texas and Maryland use a Consumer 

Reports-type rating that provides comparative data for the consumers' evaluation. Florida 

and Rhode Island use similar scales that include a diamond rating scale system to educate 

the consumer. All report cards, except Arizona's, were rated as having a structure that is 

easy for the consumer to understand. The Arizona report card required prior knowledge 

of the nursing homes (e.g., name, location), making it more difficult to use.  

 Anetzberger et al. (2000) conducted a two-year collaborative study in Cleveland, 

Ohio, that was successful in improving the reporting and management of potential and 

suspected elder abuse situation involving patients diagnosed with dementia. Educational 

screening tools and referral protocols were developed and pilot-tested for staff and 

volunteers who work in APS. Caregivers of persons with dementia were given handbooks 

to assist in the identification of elder abuse risk factors and interventions to prevent 

abuse. The success of the project was evident. First, the curriculum and handbook for the 

caregivers is considered “state of the art” (Anetzberger et al., 2000, p. 500) and was 

positively evaluated by other groups and communities outside of Cleveland where the 

study was conducted. Second, the goals of the project were achieved. Communication 

and relations across the partnering agencies were improved, as evidenced by significant 

pre- and post-test results, increased reports and referrals among the partnering agencies 

and improved communication regarding difficult cases. In the ten year period prior to this 

project, there had been less than six referrals between APS and the Alzheimer’s 

Association. “Within one year following the cross-training, the Alzheimer’s Association 

had made 27 elder abuse reports to APS, 17 of which were accepted for formal 

investigation, including 15 substantiated as abuse, neglect, or exploitation and in need of 

protective intervention” (Anetzberger et al., 2000, p. 8).  

Mosqueda et al. (2004) conducted a retrospective, descriptive study that included 

community-dwelling elders and adults with disabilities who had been reported as victims 

of mistreatment and were referred to the Vulnerable Adult Specialist Team (VAST). This 

team provides APS and criminal justice agencies with access to medical experts for 
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victims of elder abuse. These medical experts examined medical and psychological 

injuries to the victims of elder abuse. Ninety-seven percent of the 269 people who were 

referred from APS reported that the services they received were helpful. As a result, the 

VAST program has been implemented in the county in which the study was conducted. 

 

Perception of Elder Abuse 

Pettee (1997) conducted two descriptive studies that explored the knowledge and 

experience of registered nurses (RNs) who work in the area of elder abuse. These RNs 

reported experience with the problem of elder abuse, but also indicated a lack of 

knowledge concerning this topic. The studies used a questionnaire developed by the 

author, a 38 item questionnaire “based on a thorough review of the literature and pilot 

tested with graduate nursing students” (Pettee, 1997, p. 9). Content validity was achieved 

using nursing research faculty at a Midwest university to review the questionnaire items 

along with three nurses who were experts in the field of elder abuse. Based on these 

reviews and findings of the pilot study, minor revisions of the instrument were made. 

These revisions included changing the response options for each item to "yes," "no," or 

"don’t know," including a checklist, and adding open-ended questions.  

Both study samples consisted primarily of female nurses who worked full-time in 

staff positions and had varying levels of education. The sample size for the two studies 

was 83 and 90, respectively. A discrepancy between observed and reported elder abuse 

was found in both studies: 66% of the nurses observed abuse with 34% reporting the 

abuse in the first study (Pettee, 1993), and 73% of the nurses observing abuse with 36% 

reporting it in the second study (Pettee, 1997). The subjects felt that a “lack of knowledge 

about the problem, being unsure if it was abuse, and being unsure if it was the nurse’s 

responsibility to report it” (Pettee, 1997, p. 10) contributed to the problem. In both of 

these studies, the majority of nurses were not aware of the state mandated reporting law 

and the meaning of that law to one’s nursing practice (Pettee, 1997). The author reports 

that these studies demonstrate the need for staff educators to address elder abuse in 
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various settings (Pettee, 1997). Although there were differences in the settings and 

locations and times of the two studies differed, the results were similar. 

 Payne (2001) examined abuse in the LTC setting by means of a survey mailed to 

100 nursing home administrators and police chiefs in four states. Twelve surveys that had 

been sent to nursing home administrators and nine that had been sent to police chiefs 

were returned because of wrong addresses. Two weeks after the initial mailing, a follow-

up postcard was sent. There was a response rate of 18.8% from the nursing home 

administrators and 30.4% from the police chiefs. The author reported that the response 

rate was lower than expected, but that this was “not entirely surprising due to the nature 

of the survey” (Payne, 2001, p. 67). The same survey was mailed to 408 state 

ombudsmen. A total of eight were returned due to insufficient addresses. The response 

rate for the ombudsmen group was 51%.  

 Two investigator-developed instruments were used for data collection in Payne’s 

study. The first instrument that was developed assessed what punishment respondents 

recommended for offenders who commit crimes against elders. The second instrument 

was composed of a series of statements that assessed perceptions of various aspects of 

elder victimization. Previously, this instrument had been used to assess the perceptions of 

police chiefs, students, and nursing home staff (Payne, 2001).  

 Results revealed that there are differences in the manner in which police chiefs, 

nursing home administrators, and ombudsmen perceive various aspects of elder 

victimization. The groups failed to agree on the extent or degree of elder criminal 

victimization or the extent of victimization in nursing homes. Other variances included 

their opinions regarding crime in the lives of elders, including the appropriate response 

from the justice system. The gender role also appeared to play a role in determining 

differences in opinion and understanding, as males and females differed in their 

responses (Payne, 2001). 

The low nursing home administrator and police chief response rates were 

acknowledged as a limitation by the author, resulting in limited generalizability of the 

findings. The data collection instruments had not been widely used and further testing is 
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needed. Implications centered on increased awareness of elder abuse, including the 

awareness of the differences of beliefs and opinions. Changes in awareness are made 

possible through educational in-services and may well result in improved quality of life 

for elders living in LTC (Payne, 2001). 

Childs et al. (2000) examined middle aged (n = 201) and young adults’ (n = 422) 

perceptions of elder abuse. An adapted form of the Severity of Violence against Women 

Scale and the Elder Abuse Attitudes and a revised version of the Behavioral Intentions 

Scale were administered to the sample. Middle-aged respondents viewed psychological 

behaviors more harshly than the young adults and both middle-aged women and young 

men were less tolerant of middle-aged perpetrators than elderly perpetrators. It was also 

found that the history of participatory violence toward older persons was predictive of 

attitudes toward perceptions of elder abuse. Limitations of the study included that the 

sample consisted of middle-class Caucasians ranging in age from 18 to 50. A second 

limitation was the potential response bias regarding respondents' past history of abuse.  

Wood and Stephens (2003) examined the decision-making skills of residents in 

Assisted Living (AL) regarding abuse and neglect. In this descriptive study, 24 residents 

in AL were interviewed to assess their baseline knowledge of support services, including 

the Ombudsman programs in their state. They were then asked to watch videotaped case 

scenarios of various types of elder abuse, which included physical, verbal, and fiduciary 

abuse and examples of neglect. The findings indicated that the residents had poor 

awareness (25%) of available elder support services. Fifty-four percent were able to 

identify simple cases of abuse, but they had difficulty identifying acceptable strategies for 

handling abusive situations. Twenty-five percent had no suggestions. Fifty percent stated 

they would talk with a family member and twenty-five percent stated they would speak 

with staff. These results suggest that these residents were unaware of protective services 

and uncertain about options of how to handle abusive situations. 
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Meaning of Elder Abuse 

 Hirst (2000) studied resident abuse in LTC. An ethnographic design was used for 

the purpose of understanding the meaning of resident abuse. The study sample consisted 

of registered nurses (RNs), non-professional staff, older residents and significant others. 

Data were collected using semi-structured interviews and focus groups in a LTC facility 

in Canada. Narratives were analyzed and content verified by the participants, 

demonstrating the rigor of credibility. However, the mix of the participants was not 

described; thus, a particular participant role might have been over-represented. The two 

major thematic findings of this study were a hurt experience pattern of the resident and an 

abuse behavior pattern. Conclusions of this study emphasize that hurt is integral to 

resident abuse, that resident abuse is nameless (no clear-cut definition exists), and that 

resident abuse is judged within a context of care, is relational, and often preventable. 

 Koch et al. (1995) studied the experiences of elderly people receiving nursing 

care in a hospital with the aim of “providing a constructed reality of patients’ 

experiences” (Koch et al., 1995, p. 2). An existential phenomenological approach guided 

by Gadamer’s (1976) philosophical hermeneutics was used. Data collection consisted of 

open-ended interviews using short descriptive questions and/or clarifying statements. The 

study took place in two nursing wards located in Australia, each capable of caring for 22 

acutely ill elderly patients. One ward was for male patients and one ward was for female 

patients, with the average stay being approximately 50 days. Data were collected over a 

70 day period. No data were given regarding the number of participants in the study. Data 

were analyzed utilizing Colaizzi’s (1978) framework and included Benner’s (1985) 

phenomenological view of person as self-interpreting, combined with Gadamer’s (1976) 

metaphors for understanding and the researcher’s value position.  

The emergent themes were routine geriatric care, care deprivation, 

depersonalization, and geriatric segregation. Routine geriatric care addressed the daily 

routine for the patient, and included patients’ perceived boredom, waiting, lack of 

attention or privacy. The patients felt that they should not complain and that they 

received no individualized care. Patients made excuses for staff for not receiving 
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adequate care or attention to safety concerns. Depersonalization was described as 

ignoring individual. The patients felt that they were treated as objects and felt that they 

were spoken to in a condescending manner. Geriatric segregation included stereotyping 

all patients as old and senile. Rigor was addressed through journaling and field notes 

(Lincoln & Guba, 1989). Weaknesses of the study included a lack of peer debriefing, 

member check, and no information regarding length or number of interviews (prolonged 

engagement). Koch et al. (1995) concluded that culture still needs to be changed in the 

institutional setting.  

 

Conceptual Definition of Abuse 

 The definition of elder abuse is not clear-cut. No uniform definition currently 

exists, further impeding the identification and development of preventative interventions. 

A review of the literature produced the following definitions of abuse: 

1. World Health Organization (2002) – Single or repeated acts, or lack of 

appropriate action, occurring within a relationship where there is an exploitation 

of trust, which causes harm or distress to an older person. 

2. American Psychological Association Online (2005) – The infliction of physical, 

emotional or psychological harm, financial exploitation, intentional and 

unintentional caregiver neglect of an older adult.  

3. Centers for Medicare and Medicaid Services (CMS, 2004) – The willful infliction 

of injury, unreasonable confinement, intimidation or punishment with resulting 

physical harm, pain, or mental anguish. 

4. National Committee for the Prevention of Elder Abuse (2006) – Any form of 

mistreatment that results in harm or loss to an older person. 

5. Administration on Aging (2005) – An umbrella term used to describe one or more 

of the following: physical, sexual, emotional or psychological abuse; financial or 

material exploitation; and neglect and self-neglect. 

6. Texas Department of Family Protective Services (2001) –The neglect or willful 

infliction of injury, unreasonable confinement, intimidation, or cruel punishment 
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with resulting physical or emotional harm or pain by a caregiver, family member, 

or other individual with whom the elderly or disabled person has an ongoing 

relationship. 

Verbal abuse appeared to fall under the category of emotional or psychological abuse 

and was defined as: 

1. American Psychological Association Online (2007) – Infliction of anguish, 

pain, or distress through verbal or non-verbal acts. 

2. Administration on Aging (2005) – The infliction of mental or emotional 

anguish, e.g., humiliation, intimidation, threats. 

For the purpose of this study, verbal abuse will be defined as the infliction of mental 

or emotional anguish, e.g., humiliation, intimidation, or threats by means of verbalization. 

A broad definition is being used as the researcher does not want to limit the perceptions 

of those interviewed. In fact, the conclusion of the study may lead to a more 

comprehensive definition of verbal abuse than that in the current literature. 

To study the essence of being a witness to verbal abuse, it is necessary to 

understand the meaning and definition of witnessing. This next section will review the 

concept of witnessing, including childhood witnessing and the subjective experience of 

witnessing. 

 

Conceptual Definitions of Witnessing 

 Witnessing is derived from the word witness + ing. The Oxford English 

Dictionary (1989) defines witnessing as:  

(1) “The action of bearing witness or giving testimony, in witnessing of, as a witness 

to” (p. 466). 

(2) “That which is uttered or stated in support of a fact or statement; evidence given” 

(p. 467) 

(3) “Attestation (of a document)” (p. 467). 

(4) “The fact of being present and observing something” (p. 467). 

Forms of witness include: 
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(1) “Knowledge, understanding, wisdom” (p.464). 

(2) “Attestation of a fact, event, or statement; testimony, evidence; evidence given in 

a court of justice” (p.464). 

(3) “Testimony by signature, oath, etc.” (p. 464). 

(4) “One who gives evidence in relation to matters of fact under inquiry” (p. 464). 

(5) “One who is called on, selected, or appointed to be present at a transaction, so as 

to be able to testify to its having taken place” (p. 464). 

(6) “One who is or was present and is able to testify from personal observation; one 

present as a spectator or auditor” (p. 464). 

(7) “Something that furnishes evidence or proof of a thing or fact mentioned; an 

evidential mark or sign, a token” (p. 465). 

(8) “One who testifies for Christ or the Christian faith, esp. by death; a martyr” (p. 

465). 

Barron’s Law Dictionary (2003) defines witness as giving evidence before a court 

when attesting to or swearing to facts, giving testimony under oath, or observing the 

execution of a legal instrument and/or signing one’s name to a legal instrument to 

authenticate the instrument. 

 

Childhood Witnessing 

 The impact that witnessing a violent act has on a child in later life will be 

discussed. Various studies that have been conducted in developed countries reveal that 

children who experience frequent episodes of parental conflict early in childhood are at 

greater risk of being violent themselves later in life (Muehlbauer & Crane, 2006). 

Witnessing abuse is typically combined with other experiences that negatively affect 

emotional and social functioning. For example, harsh discipline, lack of emotional 

support & affection, and poor parental supervision have all been linked with subsequent 

violent behavior (Abrahams & Jewkes, 2005; Ceasar, 1988; Dutton & Starzomski, 1996; 

Ellsberg et al., 1999; Hotaling & Sugarman, 1986). 
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 A cross-sectional survey of 1,368 randomly selected male municipal workers in 

Cape Town, South Africa, was conducted by Abrahams and Jewkes (2005). They found 

that 23.5% of the men reported witnessing abuse of their mother. This retrospective data 

pertaining to experiences of witnessing abuse in childhood, as well as exposure to 

domestic violence, demonstrated significant positive correlations between witnessing 

abuse and various forms of antisocial behavior for the municipal workers later in life, 

including involvement in physical fights in both their communities and at work, gang 

membership, arrest, and incarceration. Other associations were found between the 

witnessing of abuse during childhood and arrest as a result of theft, violent behavior, or 

illegal possession of a gun, and intimate partner violence in adulthood. Limitations of this 

study includes a sample that was not representative of the overall population in Cape 

Town, as data were collected in men working in only 3 municipalities. Further, the 

witnessing of abuse could have been underreported and respondents could have repressed 

their memories of various events of witnessing violence. Finally, respondents may have 

failed to report exposure to violence in order gain social acceptance from the 

interviewers. 

 Drauker and Madsen (1999) conducted a Heideggerian hermeneutical 

phenomenological study to explore the concept of dwelling in the lives of victims of 

sexual violence. The sample consisted of 10 community-based women in northeast Ohio 

who had been victims of sexual abuse as adults by men they knew. They were recruited 

through public announcements asking “Have you had an experience of forced or violent 

sex committed by a man you know?” (Drauker & Madsen, 1999, p. 328). Surprisingly, 

the majority of the participants spoke of numerous events that involved various types of 

abuse or mistreatment throughout their lives. Many revealed incidents of childhood 

abuse, different types of physical violence in their adult relationships, oppression at work 

and at school, and mistreatment of those close to them. The authors concluded that the 

women’s stories were “about living a life in which violence, abuse, or maltreatment 

exists – a world in which violent experiences are common” (Drauker & Madsen, 1999, p. 

328). These participants had known abuse throughout their lives. They continued to find 
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themselves in abusive situations as they lived their lives in a world in which abuse and 

violence were considered common. This is the same manner in which a LTC staff 

member may become desensitized to verbal abuse in the LTC setting when they witness 

verbal abuse on a consistent basis or have been the victim of verbal abuse. 

 

Subjective Experience of Witnessing   

 Rees and Lehane (1996) conducted a retrospective, descriptive study that 

examined the experiences of staff members in the psychiatric setting. Fifty participants 

who had witnessed 23 separate violent incidents were interviewed. Forty-seven of the 

respondents reported that the experience had “changed them” (Rees & Lehane, 1996, p. 

46). The authors concluded that people that witness violence “can experience similar 

emotional difficulties as the victims of violence” (Rees & Lehane, 1996, p. 46). 

In their study of exposure to violence, Schuler and Nair (2001) used a cross-

sectional research design to compare children of substance-abusing mothers and a control 

group, children of mothers of low socioeconomic status. The purpose of this study was to 

determine if children of substance-abusing mothers witness more acts of violence than 

children of non-substance abusing mothers, and to determine if children who have 

witnessed these acts of violence have more behavioral problems and higher stress scores 

than children who do not witness violence. A total of 80 participants and their children 

participated in the study. Instruments included Exposure to Violence Interview, Conflict 

Tactics Scale, Child Behavior Checklist and Children’s Response to Stress Inventory. 

Children who had witnessed violence had “significantly higher aggressive, delinquent, 

anxious/depressed, withdrawn, attention, and social problems (P < .05) on the Child 

Behavior Checklist, and higher stress scores (P = .05) on the Children’s Response to 

Stress Inventory” (Schuler & Nair, 2001, p. 342). The authors concluded that more 

behavioral problems and higher stress scores were associated with those children who 

witnessed violence. 

 Molnar et al. (2005) conducted a longitudinal, multilevel analysis of data that had 

been collected by the Project on Human Development in Chicago Neighborhoods. A 
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series of three in-home interviews were conducted. The interviews were conducted 

between November 1995 and January 2002. Additional data collected in 1995 from a 

random sample of Chicago residents were also analyzed. Hierarchical regression models 

and propensity scores were used to analyze the data. Findings included self-reports of 

violent behavior in the 12 months prior to the third interview. “At baseline, 38% of the 

girls reported perpetrating at least 1 violent behavior in the prior 12 months, 28% 

reported past year violent behavior at the first follow-up interview, and 14% reported past 

year violent behavior at the third interview” (Molnar et al., 2005, p. 736). Girls who 

reported previous violent victimization were 2.2 times more likely to commit violent acts 

later in life.  

 Cutcliffe (1999) conducted a hermeneutic phenomenological study to examine the 

lived experience of nurses who have experienced violence perpetrated by patients who 

suffer from enduring mental health problems. Semi-structured “conversations” were tape 

recorded. Three themes that were identified were personal construct of violence, feeling 

equipped, and feeling supported. The key theme was the individual’s personal construct 

of violence. Nurses had their own opinion of what is and what is not considered violence 

and how they decide to respond. Feeling equipped was the degree to which the nurse felt 

competent to deal with the acts of violence. Feeling supported addressed the degree to 

which the nurses felt supported and how that support allows them to continue dealing 

with violent experiences. The author concludes that some of the participants felt that 

there was a benefit to being exposed to violence, making them feel more confident in 

future violent circumstances. However, other participants described the effect of the 

events as debilitating. Some exposure appears to enhance the nurses’ capability of 

dealing with violent incidents. Repeated exposures to violent incidents seem to reduce 

one’s ability to cope. The level of support that the nurses received was integral to the 

manner in which the situations were perceived. The author found that there is the need for 

formal support systems (including debriefing systems) for nurses who deal with violent 

incidents.  
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 Woods et al. (2005) conducted a predictive exploratory study to test the 

relationships between and among childhood maltreatment, intimate partner violence 

(IPV) and posttraumatic stress disorder (PTSD) symptoms, and the immune status in 

abused women. The convenience sample consisted of 126 abused women and 12 non-

abused women. Although the severity of abuse varied, all of the abused women reported 

significantly more childhood mistreatment, IPV and PTSD symptoms than the 

comparison group. The abused women scored significantly higher on their total white 

blood count, median absolute counts for total T cells, CD4, CD8 subsets, CD19-positive 

B cells, salivary sIgA level, and PTSD symptoms versus the comparison women. The 

authors found that the reduced salivary level of sIgA in the abused women “supports the 

position of Koss and Heslet (1992) that the stress-related effects of violence may lower 

immune response in women” (Woods et al., 2005, p. 317). 

Kahn and Steeves (1994) conducted a phenomenological study with 26 nursing 

graduate students who were interviewed in order to examine their experiences of 

witnessing suffering. Interview texts were interpreted to derive themes related to 

witnessing suffering. Three themes emerged: suffering spiritually, irony and suffering, 

and personalizing suffering. They found that nurses who witness suffering in their 

clinical practice develop a knowledge and understanding of the suffering that they 

witness. They described witness as “a special kind of moral agent, one with an obligation 

to speak out about that which is witnessed” (Kahn & Steeves, 1994, p. 263). They further 

argued that the role of a witness may be viewed in four different ways: firsthand 

observation, ceremonial role, expert witness, and bearing witness. They defined a witness 

as one who is able to inform others of what he or she has seen firsthand. They found that 

observation of suffering impacts the witness as well as the one who is suffering. Kahn 

and Steeves related this to the impact of natural or other types of disasters. The witness 

appears to need to speak out about their experiences. If one remains silent regarding the 

suffering he or she has witnessed, it may mean that both the suffering and the impact of 

the suffering one has witnessed are being denied. The ceremonial role of a witness is to 

witness rites of passage that require such witnessing in order to substantiate them (Kahn 
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& Steeves, 1994; Turner, 1969). The expert witness utilizes special knowledge in a public 

forum and testifies to that special knowledge. Bearing witness is described as the role of a 

visionary. “To witness is to testify to one’s faith in a collective vision of the future. Such 

witnessing is particularly important to the extent that social, cultural, and political 

structures contribute to suffering” (Kahn & Steves, 1994, pp. 263-264).  

Ethics and Abuse 

In light of the reviewed literature describing the incidence, assessment, reporting 

policy, and research on elder abuse, the ethical component that addresses societal values 

and respect toward elders demonstrated in the US must be examined. Bishop and Scudder 

(1996) advocate an approach to nursing ethics that focuses on the moral intent of nursing 

practice. The moral sense of the nurse has waned as evidenced by the meaning often 

attributed to what is considered being a good nurse. Good, in this context, seldom is 

translated as being morally good, but rather as being attentive and effective (Bishop & 

Scudder, 1996). 

An understanding of ethics enables nurses to resolve moral problems in everyday 

practice, utilizing moral norms and means of appraisal for making judgments concerning 

complex moral issues. “Realizing the moral sense in the nurse-patient relationship is what 

makes nursing fulfilling” (Bishop & Scudder, 1990, p. 111). 

 Ethical principles that apply to verbal abuse of residents in LTC include 

beneficence and nonmalfeasance. Beneficence refers to seeking to do good, as to seek to 

give good nursing care. Nonmalfeasance is to prevent or minimize harm (Bandman & 

Bandman, 2002). The American Nurse’s Association Code of Ethics speaks of doing no 

harm to patients. It is nursing’s moral and legal obligation to ensure that everything 

within one’s power is done to protect patients from harm, including the harm that is 

inflicted on LTC residents victimized by verbal abuse.  

 In the United States, elders are often stereotyped as being slow, senile or a burden 

on society, and unfortunately, it appears that there is little outrage regarding ageism. 

Generalizations regarding older people disparage an entire group of citizens and further 
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reinforce stereotypes of the old as being incompetent, which further fuels society’s 

prejudice against our elders (Global Action on Aging, 2005). 

 “The prevailing American attitude toward old-age dependency is one of shame 

and horror” (Moody, 1992, p. 181). Despite this current attitude, however, maintaining 

the elder’s autonomy, dignity and respect are of utmost importance in LTC. Steps toward 

enhancing dignity and respect of residents must be made (Moody, 1992). 

 There are profound consequences of the mistreatment of the elderly. Victims of 

elder abuse are three times more likely to die during a 3-year period than non-abused 

elders, even after adjustment for co-morbidity and other factors that were associated with 

mortality. At the completion of a 13- year follow-up period, only 9% of the abused elders 

were still alive versus 41% of those who had not experienced abuse (Lachs et al., 1998). 

Victims of elder abuse often suffer physical and psychological outcomes, such as 

depression (Lachs et al., 2002; Lachs & Pillemer, 2004). Abuse is a serious problem, as 

elderly residents in LTC are unable to protect themselves. Nursing home residents and 

their family members rely upon the LTC facility to provide a safe environment for this 

vulnerable population. Society’s consciousness must be raised regarding this timely issue. 

Although the majority of society objects to physical and sexual abuse of LTC 

residents, other disrespectful behaviors, such as verbal abuse, are often prevalent but 

hidden within the LTC environment and culture. This topic is significant to nursing in 

that it focuses on the culture of our LTC facilities and on the practices that might be 

considered abusive in nature. Current research also demonstrates the harmful effects of 

abuse on the witness of such incidents (Lachs et al., 2002; Lachs & Pillemer, 2004). 

 

Summary 

 Although many studies addressing elder abuse have been conducted, none have 

addressed the area of focus for this proposed study. The purpose of this study is to 

describe the essence of the phenomenon of witnessing verbal abuse toward residents in 

LTC from the perspective of the witness. Moreover, this study will help care providers 

and policy makers better understand this complex phenomenon. Thus, the research 



 

 40

question is: “What is the essence of witnessing verbal abuse toward residents in long-

term care (LTC)?” This phenomenon will be examined from the witnesses' point of view, 

as they experience it (Leedy & Ormrod, 2001, p. 157). Understanding a phenomenon 

becomes the first step toward creating new possibilities of care and education that address 

one form of cruelty toward elders residing in nursing homes. The knowledge generated 

from this study will be disseminated to healthcare professionals by means of 

presentations and publications. By increasing awareness of the consequences of this 

phenomenon and developing educational strategies that address verbal abuse, it is hoped 

that incidents of such unethical and immoral behaviors can be eliminated. 
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Chapter Three: Methodology 
 

PURPOSE 

The purpose of this chapter is to describe the research design used in this study of 

the essence of witnessing verbal abuse toward residents in long-term care (LTC) 

facilities. First, an overview of the research design is presented. This is followed by a 

description of the purpose, the underlying philosophical framework, research questions 

and methodology. 

 

METHODOLOGY 

Typically, quantitative research (known as the traditional, experimental, or 

positivist approach) is used to answer questions regarding relationships among 

measurable variables in order to explain, predict and control phenomena. Qualitative 

research is generally used to answer questions regarding the nature of phenomena in an 

attempt to describe and understand complex human situations from the participants’ point 

of view (Leedy & Ormrod, 2001). 

The qualitative approach most appropriate for this study is phenomenology. 

Phenomenology, both a philosophy and methodology, is a human science that describes 

experiences as they are lived (the “lived experience”) by the participants. The participant 

is viewed as integral to his or her environment or life-world (Husserl, 1970; Husserl, 

1998; Moran, 2000). The research question typically explored is: “What is the meaning 

of one’s lived experience?” It is assumed that the participant is self-interpreting, so the 

individual becomes the most reliable source, the expert. The person interprets the action 

or experience within his or her own situatedness and, in the telling and listening, the 

researcher and participant together co-create the meaning of that experience along with 

any new meanings that may emerge. Phenomenology is best understood as the attempt to 

discover the essence (or meaning) of the phenomenon in order to describe that particular 

phenomenon in the broadest sense as it manifests itself to the consciousness of the 

experiencer (Husserl, 1970; Koch et al., 1995; Moran, 2000).  
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In this study, the nursing home staff members' perception of the meaning of being 

a witness to an abusive situation within the work environment is explored. The event or 

situation is never viewed as external to the participant or the participants' life-world. The 

researcher, as the instrument, interprets and makes sense of what he or she hears and sees. 

In essence, the researcher becomes a co-participant alongside the person being 

interviewed, who is also known as co-participant (Husserl, 1970; Husserl, 1998; Leedy & 

Ormrod, 2001).  

The philosophical assumptions of this study are those of Edmund Husserl, 

considered the father of phenomenology, who attempted a new approach to examine the 

science of being human. According to Husserlian phenomenology, the essence of 

witnessing would appear in the consciousness of the witness and this structure could be 

revealed by listening to the person witnessing within his or her life-world and co-creating 

its meaning (Husserl, 1970; Husserl, 1998). 

 The research question used to explicate the meaning of this experience is, “What 

is the essence of witnessing verbal abuse toward residents in long term care?” Research 

questions that facilitated revelation of the experience included: 

• Can you tell me about a time in your career, one that calls out to you, when you 

felt uncomfortable with the manner in which an employee spoke to a resident? 

• What did you do when you saw this? 

• If it were to happen again tomorrow, how would you respond? 

See Appendix A for the entire interview guide with probe questions. 

 

Philosophical Assumptions 

Husserlian phenomenology is a humanistic research approach that permits the 

articulation of experiences as presented to consciousness. Edmund Husserl’s mission was 

to transform philosophy into a rigorous science (Smith & Smith, 1995). He initially 

studied the philosophy of mathematics, and later, the science of logic, finally arriving at 

the study of phenomenology (Velarde-Mayol, 2000). He officially defined the science of 

phenomenology as the study of the essence of conscious experience and especially of 
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intentional experience. His objective was to "return to the things themselves" as 

perceived by an individual (Husserl, 1913), as opposed to objectifying the essence of 

humanness devoid of meaning. Husserl’s phenomenology seeks the description and 

structural analysis of consciousness. The need for clarity and certainty was a critical 

element in the development of phenomenology (Husserl, 1970; Koch et al., 1995; 

Velarde-Mayol, 2000).  

 Husserl’s phenomenology is considered eidetic (or descriptive), whereby 

individuals are viewed as the vehicle through which the essential structure (or essence) of 

the phenomenon of interest may be assessed and therefore described. Specifically, eidetic 

phenomenology aims to determine the form and nature of reality through the participant’s 

experiences (Husserl, 1970; Priest, 2002). If the essential structures can be described, it is 

possible to arrive at a certainty, or ultimate truth (Husserl, 1970; Priest, 2002; Soloman & 

Higgins, 1996). This approach allows the researcher to examine the structure of 

witnessing verbal abuse and describing it from the perspective of the witness.  

The Husserlian philosophical assumptions that are relevant to this study include: 

1. Intentionality – In his book, Ideas I, Husserl (1913) maintained that intentionality 

is the central assumption of his phenomenology. Husserl espoused the basic 

structure of intentionality as the basis for all conscious experiences (Erlebnisse), 

which is characterized by aboutness. It is not possible to describe an object of 

which that person has no knowledge about, and it is not possible to think without 

thinking about some thing, i.e., an object. The process of this mental act is 

intentionality (Husserl, 1970). Intentionality is the process by which the mind 

consciously directs its thoughts toward an object. This conscious awareness is the 

basis of building a knowledge of reality. As all humans are always conscious of 

something, even the researcher is encouraged to reflect on his or her own 

conscious processes as well as the phenomenon being described, thus remaining 

aware of one’s own biases and process of intention. From a phenomenological 

perspective, the purpose of research is to question the way that in which we 

experience the world and to understand the world in which we live as human 
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beings (Husserl, 1970; van Manen, 1990). Intentionality consists of the 

Intentional Act (Noesis) and the Intentional Object (Noema). The Intentional Act 

is the act of questioning what this experience (witnessing verbal abuse) is like. 

The Intentional Act is what you see and what you hear. Your consciousness then 

directs you toward the intentional object, which, in this study, is the actual verbal 

abuse. Through the Intentional Act and the Intentional Object, you can explore the 

structure, the essence or meaning of witnessing verbal abuse and thus uncover the 

pure experience (Husserl, 1970). 

2. Essence – Essence is derived from the Greek word “ousia,” which is translated as 

“the inner essential nature of a thing, the true being of a thing” (van Manen, 1990, 

p. 177). The Latin word “essentia,” which is derived from “esse” is translated as 

“to be” (van Manen, 1990, p. 177). Plato described essence as the “very nature” of 

something. Aristotle described essence as “that something which some thing is to 

be in its final completed state, the essential nature (internal principle) of a thing” 

(van Manen, 1990, p. 177). Husserlian descriptive phenomenology strives to 

describe the essence (or meaning) of a phenomenon. It is the systematic attempt to 

discover and describe the structure of the lived experience. Essence is what 

surfaces from an object or experience that makes it unique from other objects or 

experiences. It is the element that makes that experience or object what it is – the 

whatness versus the thatness of an object or experience (Husserl, 1913). “The 

essence or nature of an experience has been adequately described in language if 

the description reawakens or shows us the lived quality and significance of the 

experience in a fuller or deeper manner” (van Manen, 1990, p. 10). This study 

seeks to explicate the essence of witnessing abuse, the true being of the thing, and 

reveal the significance of the experience in a deeper manner. 

3. Bracketing – Bracketing (reduction) is a method of suspending any or all 

preconceived notions or refraining from judgment (Husserl, 1913). Husserl 

proposed that all preconceived ideas had to be put aside – not so much as to be 

negated, but to be set aside in a manner not dissimilar to the need for nurses to 
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suspend judgment concerning caring for patients who may have committed acts 

which the nurse may feel to be immoral. One must set aside one's preconceived 

notions and biases of what is right and what is wrong and provide competent 

nursing care to that individual. The act of bracketing allows us to confront the 

data in its pure form. Bracketing suspends presuppositions and theorizing 

regarding the phenomenon and permits us to identify unique or essential features 

of the phenomena under investigation (Husserl, 1913; Moran, 2000). Husserl 

stressed that bracketing (reduction) was his greatest discovery and he espoused 

that anyone who was unable to grasp the concept of reduction would be unable to 

understand phenomenology (Moran, 2000). In this study, I bracketed my own 

everyday preconceived notions and biases to the fullest extent possible in an 

attempt to confront the data in its purest form. By maintaining a journal and 

documenting these assumptions, I kept them visible so that they might not inform 

or bias my interpretations. 

 

Study Design 

Sample 

 As noted earlier in Chapter One, the perspective of the witness was deemed an 

appropriate starting point to begin to understand the phenomenon of verbal abuse.  It was 

assumed that to interview the victim may not be appropriate as the victim may fear 

retribution from staff if he or she spoke of experiences of being verbally abused.  It was 

also assumed that any attempt to identify and interview the perpetrator of verbal abuse 

would not be appropriate as the perpetrator might fear exposure and not be forthcoming 

about his or her experiences.  These issues may be addressed in future research.  The 

witness, on the other hand, when asked about experiences that have occurred throughout 

one’s career in LTC, might take a more objective stance and be willing to describe past 

experiences when he or she observed verbal abuse. 

 Since the goal of a phenomenological study is to understand an experience from 

the perspective of the individual living the experience and not from generalization of 
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findings, small sample sizes of individuals with thick, rich narratives are most 

appropriate. The sample size for this study was 17 participants. Institutional Review 

Board (IRB) approval was received for 20 participants; however, data saturation was 

reached after 17 participants were interviewed. The sample consisted of 8 licensed 

vocational nurses and 9 certified nurse aides. Licensed vocational nurses and certified 

nurse aides were sought for the purposes of this study as they provide the majority of 

direct patient care in the LTC setting. Demographic data (Appendix B) regarding gender, 

age, ethnicity, religious affiliation, educational level, position and familiarity with abuse 

either personally or through the experience of a friend or family member were also 

gathered.  

This study employed a purposeful sample, as participants were sought who had 

experienced the phenomenon of witnessing verbal abuse of residents in LTC. Permission 

to conduct the study was obtained from the IRB at the University of Texas Medical 

Branch at Galveston and each participating LTC facility.  

Three LTC facilities in south Texas were utilized for data collection. Facility 

administrators and directors of nursing were contacted; the study was explained, 

questions answered and permission requested and received to conduct an in-service for 

staff in order to explain the study and the informed consent process.  

 Refreshments were brought to the in-service and to the interviews. Volunteers 

who have witnessed verbal abuse toward residents in a LTC facility at some point in their 

careers were then invited to participate. During the in-service, participants were given an 

opportunity to approach the researcher privately. However, the researcher’s telephone 

number was made available, as some participants might not have felt comfortable 

speaking in front of their employers and peers. Informed consent forms (Appendix C) 

were read to each participant and questions regarding the study were answered in detail 

prior to commencement of the interview process. Each participant signed an informed 

consent form and was given a copy for their records. There was the potential risk that, 

during the course of the interview, incidents may come to light that ought to have been 

reported. However, the purpose of this project was limited to describing the essence of 
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witnessing verbal abuse toward residents in LTC facilities. Since the data collected were 

of a sensitive nature, no effort was made to identify specific details of those events and 

participants were asked not to divulge names, dates and locations. The participants were 

advised in the informed consent that in the event they provided information regarding 

current events with names, dates and locations of abusive situations, this information 

would be reported, as required by law, to the appropriate authorities. 

All records of data, both in audio-tape form and in print, were coded with a 

participant identification number to ensure confidentiality. No documents other than the 

signed consent forms had names of participants on them. The signed consent forms were 

stored in a locked file separate from other study documents that were coded. 

 

Setting 

Three LTC facilities in south Texas were utilized for data collection. All three 

facilities were owned by 3 different corporations and were for profit facilities. The 

number of beds ranged from 80 to 140 in these facilities.  

 

Data Collection Procedures 

 Data collected in this study include the interview narratives, journal entries, field 

notes, and the demographic data. All interviews took place in a private location of the 

participants’ choosing and at a time mutually agreeable to the participants and the 

researcher. 

The principal investigator conducted every interview. Refreshments were brought 

to the in-service and to the interviews to establish rapport with staff members and set a 

conversational tone. The interviews began with general conversation and lasted 

approximately one hour. Open-ended questions were used to ask each participant to 

describe his or her experience at any point in his or her career of witnessing a peer "cross 

the line" in order to describe the essence of the phenomenon of witnessing verbal abuse 

toward the residents in LTC. Interviews were tape-recorded and transcribed verbatim by 

a trained transcriptionist. Immediately after each interview session, the researcher 
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recorded methodological and field notes relevant to the participants' effect and the 

atmosphere of the environment, as well as general impressions of the interview process. 

The researcher’s personal journal also provided data about perspectives related to the 

conduct of the study. 

At the first interview, each participant was initially asked to complete a brief 

demographic data sheet. This was followed by in-interview questions (Appendix A), 

beginning with “Can you tell me about a time in your career, one that stands out in your 

memory, when you felt uncomfortable with the manner in which an employee spoke to a 

resident?” The goal of this question was to establish rapport and begin to build the 

context within which the participant would think about a situation in which he or she 

witnessed verbal abuse toward a resident. Subsequent questions were used to focus the 

participants and probe their thoughts and memories. 

A second interview was scheduled in most instances after the initial interpretation 

was completed. Interpretations of the initial interview were shared and changes were 

made based on the perception of the participant. In some instances, the researcher 

returned a third time to ensure that the essence of the phenomenon of witnessing verbal 

abuse was in accord with the participant’s experience. The total number of interviews 

interpreted was 40. 

 

Data Analysis 

 The method of interpretive analysis that was utilized for this descriptive 

phenomenological study is that of Colaizzi (1978). Colaizzi’s method aligns with 

Husserl’s phenomenology. Husserl addresses reflection as bracketing, emphasizing a 

process wherein the researcher carefully examines his or her own values, beliefs, and 

prejudices. Husserl defines prejudice as preconceived ideas, biases or judgments. 

Colaizzi’s method of reflection is described as reading and re-reading the text, remaining 

open for emergent themes; he encourages returning to the participants to ensure that their 

perceptions are heard and understood (member checking). Colaizzi’s (1978) procedural 

steps and the plan to use them in this study are described as follows: 



 

 49

1. Read – The entire participant interview was read and re-read several times in 

order to immerse myself in the data and to make sense of the whole narrative. 

2. Extract Significant Statements – Phrases or sentences were extracted from each 

interview that directly pertained to the investigated phenomenon. 

3. Formulate Meanings – In this step, an attempt to interpret the meaning of what the 

participants described and what they meant was made. 

4. Develop Clusters of Themes – The formulated meanings were organized into 

clusters, which allowed for the emergence of themes and these clusters of themes 

were referred back to the original interview data, thus remaining faithful to the 

text. Returning to the original interview data ensured that the emerging themes 

were present in the participant’s narrative and that pertinent information in the 

original interviews was addressed. Any discrepancies in or between the clusters 

were noted. Data or themes that did not appear to fit were not ignored, even 

though they may have appeared contradictory or unrelated to primary clusters. 

5. Develop Exhaustive Description – Results of all the data were integrated into an 

exhaustive description. 

6. Describe the Fundamental Structure – An exhaustive description of the 

investigated phenomenon was formulated describing its fundamental structure as 

precisely as possible.  

7. Return to the Participants – Some participants had follow-up interviews consisting 

of one or more sessions in an attempt to validate the interpretations. Any data that 

emerged in these sessions were included in the findings. Follow-up questions 

included: “How does this description compare with your experience?” and “Have 

I omitted anything?” 

 

Rigor 

 This study used the rigor of Lincoln and Guba (1985). They espouse that 

trustworthiness is the researcher’s responsibility in order to ensure that the findings are 

credible, valid, and faithful to the interview text. The specific criteria included: 
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1. Credibility, which is the confidence that one has in the truth of the findings, was 

addressed by: 

a. Peer debriefing – The research team (dissertation chair and colleagues 

familiar with phenomenology) met on a regular basis. Experts in 

gerontology and lay readers were also consulted. Following the interview, 

reading of transcriptions, and individual interpretations, team members 

were asked, “Does this make sense?” and “Do you see something here?” 

Biases were probed, meanings explored, and the bases of the 

interpretations were clarified.  

b. Prolonged engagement – Participants were interviewed 1 to 3 times over a 

12 month period.  

c. Member checks – On the 2nd and subsequent visits, the participants had 

the opportunity to review the transcripts and interpretations. They were 

asked how the interpretation compared with what they described. 

d. Triangulation – The utilization of data triangulation by means of verbatim 

interviews, journaling, and observational field notes improves the quality 

of the findings. 

2. Applicability – Lincoln and Guba (1985) refer to applicability as the 

transferability of the findings. When participant descriptions are comprehensive 

and contextual, they are considered thick and rich and can be applied in other 

settings. This criterion was met by keeping a journal and maintaining extensive 

field notes that consisted of contextual data describing the background, including 

recent state surveyor visits to the nursing home, exceptionally busy days, or 

employees that appeared preoccupied or stressed. Journaling was done within 20 

minutes of leaving the facility, allowing for optimal recall. During the interview, 

field notes (i.e., noting that the participant was laughing, crying, nervous) were 

made. 

3. Dependability – Lincoln and Guba (1985) refer to dependability as the stability of 

the findings over time. This criterion was met by auditing all steps of the research 
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process. Each decision was journaled along the way to enable others to follow 

thought and decision making processes.  

4. Confirmability – when the three criteria of credibility, applicability, and 

dependability are met, confirmability has been achieved (Lincoln & Guba, 1985). 

 

Limitations 

 The findings of this study are limited by the small sample size and the study is 

localized to the San Antonio area and cannot be generalized in the sense that quantitative 

studies might be. There is also the potential that the participants’ previous experience 

with abuse may have created prejudice in their perceptions. The findings, however, 

provide beginning conceptualizations of the experiences of witnessing verbal abuse in 

long-term care and can guide nursing practice by increasing understanding of the 

complex phenomenon of verbal abuse in LTC as well as increasing the knowledge base 

required to develop new educational strategies aimed at eliminating disrespectful care 

toward frail elders. 

 

Summary 

 A descriptive phenomenological study was designed to explore the essence (or 

meaning) of witnessing verbal abuse toward residents in LTC facilities. The study 

utilized a convenience sample from three LTC facilities in south Texas. Volunteers who 

had witnessed verbal abuse toward residents in LTC were asked to participate. 

Demographic information was collected and open-ended questions were utilized to ask 

participants to describe their experience of witnessing a peer "cross the line" in order to 

describe the essence of the phenomenon of witnessing verbal abuse toward the residents 

in LTC. Interviews were tape-recorded and transcribed verbatim by a trained 

transcriptionist. A second interview was scheduled after the initial interpretation was 

completed. The interpretation was shared and changes made based on the perception of 

the participants. In some instances, the researcher returned a third time to ensure that the 
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essence of the phenomenon of witnessing verbal abuse was in accord with the 

participant’s experience. 

Chapter Four will consist of the research findings. The interpretations will be 

presented in table form as well as in a narrative to enable the reader to follow the data 

analysis process in an organized manner. The author’s description of what is important 

and noteworthy about each of the interpretations will also be presented. 
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Chapter Four: Findings 
 

PURPOSE 

 The purpose of this chapter is to present the findings of this study and the process 

that resulted in understanding the essence (meaning) of witnessing verbal abuse toward 

residents in long-term care (LTC) facilities. The research question, exploratory questions, 

and probe questions are identified. Demographic data for the participants are included. 

Characteristics of the participants are followed by narratives, which are presented in table 

form, using Colaizzi’s (1978) method of data analysis. The fundamental structure was 

developed and participants validated the formulated meaning and the interpretations. 

Participants also offered suggestions for how these findings might be used for educational 

programs and further research. 

 

Participants 

 There were a total of 17 participants, consisting of 8 LVNs (47%) and 9 CNAs 

(53%). Three (18%) were male and 14 (82%) were female. The ages of the participants 

ranged from 22 – 52 years of age with a mean age of 35 years of age. Their levels of 

education ranged from 10 – 16 years with a mean educational level of 12.52 years. 

Sixteen of the 17 participants (94%) were Hispanic and the remaining participant (6%) 

was Black. This is representative of the population of licensed vocational nurses (LVNs) 

and certified nursing assistants (CNAs) working in LTC in southwest Texas, specifically 

the San Antonio region. Fourteen (82%) of the participants were familiar with abuse, 

either personally or through the experience of a friend or family member. Sixteen (94%) 

reported that they had some type of religious affiliation. All data were collected in three 

LTC facilities in southwest Texas as described in Chapter Three. Please see Table 1 

below for further representation of the demographic data. 
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Table 1: Demographic Data 

Characteristics Data 

 Range Mean 

Age 22-52 35 

 Range Mean 

Level of Education: (Grades 1-12 
plus 1 for each year of college) 

10-16 12.52 

 Hispanic Black Caucasian 

Ethnicity, N = 17 16 1 0 

 Male Female 

Gender 3 14 

 LVN CNA 

Position 8 9 

 Yes No 

Personally Familiar with Abuse 14 3 

 Yes No 

Religious Affiliation 16 1 

 

 

Research Question 

“What is the essence of witnessing verbal abuse toward residents in LTC 

facilities?” Exploratory questions and probe questions are included in Appendix A. 
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Phenomenological Analysis of Data 

 The following section of this chapter will demonstrate how Colaizzi’s (1978) 

framework was used for the analysis of data to explore the essence of witnessing verbal 

abuse toward residents in LTC facilities. Colaizzi’s (1978) seminal writing consists of 

seven stages, which were previously discussed in Chapter Three. The following is a 

summary of these stages. Stage One consists of reading and re-reading the interview texts 

in order to immerse oneself in the participants’ experiences and to make sense of the 

whole narrative. In Stage Two, significant statements that directly pertain to the 

investigated phenomenon are extracted from each interview. Formulated meanings are 

determined in Stage Three. In this step, an attempt is made to interpret the meaning of 

what the participants described. Stage Four includes the organization of formulated 

meanings into thematic clusters. The researcher continuously refers back to the original 

interview data to ensure that these theme clusters remain faithful to the text. Stage Five 

consists of developing an exhaustive description of the phenomenon. In this stage, results 

of all stages are integrated into an exhaustive description. Stage Six consists of 

developing the fundamental structure of the essence of witnessing verbal abuse of 

residents. During Stage Seven, the fundamental structure is returned to the participants 

for validation. The various stages of analysis often overlap, and thus interpretation is 

circular in phenomenology. However, findings will be presented to the reader in seven 

sequential stages to reveal the basic process and the researcher’s thinking during each 

stage. 

 

Format of Findings 

 Stage One. As previously addressed, during Stage One I read and re-read the 

interview texts, remaining aware of my personal prejudices regarding abuse, and thus 

bracketing (setting aside) those prejudices. I adhered to the process of rigor according to 

Lincoln and Guba (1985) (bracketing, journaling, member checks and peer debriefing) 

during all seven steps of this method of data analysis. I returned to my research 
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advisor/chair, committee members and colleagues familiar with Husserlian 

phenomenology and Colaizzi’s method, in addition to a lay reader, to discuss how 

statements were extracted; I then compared notes with them on their interpretations of 

meanings. 

 Stages Two, Three, and Four. A table combining Stages Two, Three and Four is 

included in this chapter. Five theme clusters were identified. The title of each table refers 

to a particular theme cluster for the significant statements and interpreted formulated 

meanings that emerged in Stages Two and Three. Stage Four, the identified Theme 

Cluster is signified by “TC” in bold letters. This is followed by findings from Stage Two-

examples of significant statements extracted from participants’ verbatim interview text, 

and signified with “ESS” (Extracted Significant Statements) in bold letters. The 

participants' pseudonym and occupation follow each extracted significant statement. 

Directly following the extracted significant statement, in italics, appear the formulated 

meanings interpreted in Stage Three. Formulated meanings are preceded by “FM” in bold 

letters. Ninety-nine formulated meanings describing this phenomenon were organized 

into five theme clusters in Stage Four. These theme clusters were referred back to the 

original data to ensure that the emerging themes were present in the narrative and that 

pertinent information in the interviews was addressed. Throughout this process, ideas 

were journaled, field notes were maintained and I returned to the research team and asked 

questions such as, “Does this make sense?” and “Do you see something else here?” 

Biases were continually probed and meanings were explored with the research team.  
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Stage Five. Stage Five consists of an extended and exhaustive narrative describing 

the essence of witnessing verbal abuse toward residents in LTC facilities. This exhaustive 

description appears on pages 80-81.  

Stage Six. In Stage Six, I reduced the exhaustive description of witnessing verbal 

abuse to its essential structure. The essential structure, noted on page 81, entails the basic 

meaning of witnessing abuse as it appears to one’s consciousness and is created as a 

result of Stages One through Six.  

Stage Seven. Finally, in Stage Seven, I returned to the participants with the 

exhaustive description and essential structure of the phenomenon. They were asked 

questions such as, “Do you agree with this description?” Participant reactions to that 

description are reported at the end of the chapter.  
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Table 2: Witnessing as Becoming the Victim, Placing Oneself or Significant Other in the  

Victim’s Shoes  

TC: THEME ONE: WITNESSING AS BECOMING THE VICTIM, PLACING 

ONESELF OR SIGNIFICANT OTHER IN THE VICTIM’S SHOES 

ESS: I mean, I place myself in her [the resident’s] place. I think I would have felt bad 

(Susie, CNA). 

FM: Susie placed herself in the resident’s place and did not like what she felt. She was 

seeing through different eyes – through the eyes of the resident and being in the place of 

the victim of the abuse. She imagined herself feeling bad.  

 

ESS: Then when I see people [the residents] like that, it reminds me of my mom (Patrice, 

CNA). 

FM: Patrice imagines her mother in the place of victimized residents. Witnessing takes 

on a personal perspective. 

 

ESS: I’ve told them [the abusers] several times, “Why don’t you put yourself and think if 

this were your mom. Would you treat your mom the way you treated this lady? They just 

look at me, you know. I said, “I’m pretty sure you wouldn’t like it. The same way [with] 

this lady. “She doesn’t even know you. You’re a worker here. If it were your mom, 

would you treat your mom they way you’re treating this poor lady here? (Maryann, 

CNA). 

FM: Maryann felt that the Golden Rule (do unto others as you would have them do unto 

you) should be applied in the workplace. She shares the lens of abuse as a personal 

experience and urges co-workers to reflect on their actions. She reminds them that they 

are strangers to the resident and how this unfamiliarity heightens the experience of 

abuse. 
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[Table 2, cont.] 

ESS: [I tell the abusers] “You’re going to have children when you grow up and be old. 

You think you’re going to like the way you treat this lady for your kids to treat you the 

same way? (Irma, LVN). 

FM: Irma encourages abusers to imagine themselves being abused by their own children 

in the future. 

 

ESS: I think about that and I think it is best if somebody that really, you know, talked to 

them [the abusers]. Make them understand. You know, put yourself in these people’s 

places (Maryann, CNA). 

FM: Maryann would like for someone to teach the abusers empathy. 

 

ESS: It could be your mom or dad. You never know (Billy, CNA). 

FM: Billy reminds the abusers of what could be…and personalizes the experience. 

 

ESS: Do you think you’re going to like people to treat you that way? (Delia, LVN). 

FM: Reference the Golden Rule: Do unto others as you would have them do unto you. 

 

ESS: Because, one of these days, you’re going to be old and you’re going to feel the 

same way. You’re going to remember the way you treated these people (Amy, LVN). 

FM: Amy believes that memories of abuse will haunt the abusers in their old age. 

Abusive behaviors will be recalled. 

 

ESS: I don’t feel like it is appropriate behavior for the staff to do that to the residents 

because this is their home, I don’t think, you know. I wouldn’t like for anybody to come 

into my home and taunt me or provoke me. Because, you know, that’s my home. 

(Celeste, LVN). 

FM: Celeste relates to the resident in that she would not want to be treated in that 

manner, especially in their own home. Celeste perceives the nursing home as the [cont.] 
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[Table 2, cont.] 

FM: [cont.] resident’s actual home—a place that should be safe. She imagines her 

reaction if it were her home. 

 

ESS: You know, because these residents are somebody’s family member. You know, you 

may never ever meet that person, but they’re somebody’s family members. You know, 

they were once our age. You know, working, living life, and stuff like that. So, treat them 

with respect. (Celeste, LVN) 

FM: Celeste feels that residents should be treated with respect and that you should keep 

in mind that they are someone’s family and that you should remember that at one time, 

the resident was young and productive. She acknowledges that staff may never meet or 

come to know the resident’s family but urges staff to recognize that there is a family to 

which each resident belongs. 

 

ESS: Well, the scary part about the whole thing is when you realize people do this in the 

LTC setting, where I spent predominantly most of my career. You know, one day, maybe 

our parents may be in there and that you know that they are going to be exposed to the 

potential of other people doing the same thing to them. That really hits home because I 

know personally, I would never, ever want my parents to be exposed to any abuse of any 

short, especially verbal abuse. (Randy, LVN) 

FM: Randy fears that some day his parents may be exposed to abuse in LTC. He 

personalizes this experience as he notes-it “hits home.” 

 

ESS: When I get old, I don’t want to be treated like that in a nursing home. (Esperanza, 

CNA) 

FM: Esperanza does not want to be abused in a nursing home when she is old. 
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[Table 2, cont.] 

ESS: [It makes me] angry and it makes me wonder why they treat them like that. I am 

sure if it were their grandma, grandpa, aunt, uncle, mother or father, they would not want 

anybody else talking to them or treating them the same way. (Delia, LVN) 

FM: It angers Delia when residents are mistreated and feels that the abusers would not 

want their families treated in that manner. 

 

ESS: It is sad to see that. It is sad to see people mistreating patients. They are not putting 

themselves in those patient’s shoes. You know, they are not thinking right. You know, it 

is sad. It is sad to think that is happening because it is something that could happen to one 

of your family members. It is something that could happen to you when you get older. 

You realize it is wrong. It shouldn’t be like that. (Rose, LVN) 

FM: Rose becomes sad when she sees residents being mistreated and she does not want 

her family or herself to be treated that way some day. It distresses her that staff cannot or 

refuse to empathize.  

 

ESS: I mean, these residents are probably older than our grandparents…and I feel they 

[the abusers] should have respect for them in that manner. Because I am thinking, if it 

were to be their parents or one of their loved ones or someone that they esteemed, they 

would not speak to them that way (Dave, LVN) 

FM: Dave believes that the residents should be respected and that the abusers would not 

speak to their loved ones in the same manner as they do the residents. 

 

ESS: You know, I’ve gone through a lot. Like I tell you, I lost my grandma. I lost my 

mom. Then I started working here and then I got used to these people. These people are 

like my family. Like my grandma and my mom. (Maryann, CNA). 

FM: Maryann loves her residents like they are her family. Loss at home (suffering) 

informs the way of practicing and enables this CNA to ‘see’ the residents differently. 
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 Table 2 demonstrates sixteen examples of verbatim text (ESS) that appear across 

facilities and occupations revealing the first theme cluster of Witnessing As Becoming 

the Victim, Placing Oneself or Significant Other in the Victim’s Shoes as participants 

describe the everyday experience that witnessing verbal abuse toward the residents had 

on them. They were empathetic in nature and often placed themselves or their loved ones 

in the place of their verbally abused residents. They were consistently “bringing it home” 

when speaking of the experience of witnessing verbal abuse toward residents in LTC 

facilities. 
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Table 3: Witnessing as Perceiving that Certain Staff Do Not Belong in LTC 

TC: THEME TWO: WITNESSING AS PERCEIVING THAT CERTAIN STAFF 

DO NOT BELONG IN LTC 

ESS: I think these girls just don’t have a heart for this job. Because, I’ve seen a lot of 

these girls [here] that don’t have patience. That’s the one thing that you have to have with 

these kinds of people. You know, they’re old. They need your help (Maryann, CNA). 

FM: Maryann feels that others need to be compassionate. Her perception of a caregiver 

is one who has ‘heart’ and ‘patience’  

 

ESS: But, if you don’t have any patience, you don’t belong here (Patrice, CNA). 

FM: Patrice speaks to a fit with a nursing home—a patient way of being without which 

one does not belong. 

 

ESS: Then have a little heart. If you think you can’t handle this kind of stuff, then you 

don’t belong here (Susie, CNA). 

FM: Susie feels that if your heart is not in your work, you should leave. 

 

ESS: Sometimes I think it is just that they don’t care. They don’t have a heart. They are 

here because of the money. They are not here to take care of these people that need help. 

I’ve been around so much of the time that I say it is because of the money (Delia, LVN).  

FM: Delia believes this is a caring profession and if you don’t care, this job is not for 

you. She perceives that those who do a job for only money do not care, do not have 

‘heart’. 

 

ESS: They are not interested in seeing if this poor resident needs help or if they need 

some comfort (Christi, LVN). 

FM: Christi believes many employees are not interested in helping and comforting those 

in need. 
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[Table 3, cont.] 

ESS: They are here for the money. Some of them have told me that. You know, they are 

here for the money. Well, then you don’t belong in a place like this (Susie, CNA). 

FM: Susie feels that if you are only here for the money, you don’t belong here. 

 

ESS: You need to go and find another job that is really for you because these people are 

here for you to help them…not to mistreat them (Billy, CNA). 

FM: Billy shares her concern that LTC is not for everyone. 

 

ESS: I’ve passed through here with so many CNAs that I tell them that this is not a job 

for you. You’re young (Maryann, CNA). 

FM: Maryann has observed that LTC is not for the young. She calls on her long 

experience in LTC—experience that has taught her to recognize those who should not 

work in LTC.  

 

ESS: Maybe go and find some other kind of job that you won’t take your frustration and 

your anger out on people that can’t defend themselves or can’t talk back to. You don’t 

belong in a place like this (Rose, LVN). 

FM: Rose shares that if you can’t leave your problems at home, you need to find a 

different job. To strike out in anger against the vulnerable must not be permitted in LTC. 

 

ESS: But, if people don’t understand, then there is no sense in even talking to them. Just 

turn around. You know, you need to leave the facility. Go find yourself another job 

(Irma, LVN). 

FM: Irma states that some people just don’t comprehend what working with elders 

entails. 

 

ESS: So you see, some of these people you just got to keep an eye on them and see. You 

know, they just don’t belong here (Belinda, LVN). 
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[Table 3, cont.] 

FM: Belinda feels that you have to keep your eyes and ears open all the time to identify 

abusers and to protect the residents. 

 

ESS: If you can’t care and you don’t have the heart, then you don’t belong here (Irma, 

LVN). 

FM: Irma shares her feelings about the type of person who belongs in LTC.  

 

ESS: They seem to think of this as a job. They don’t see the person through what the 

have been through or what they are going through. I mean, they just don’t care. For them, 

this is just a job (Dave, LVN). 

FM: Dave feels it is more than just a job…Dave stresses the need to ‘see’ the elder 

through his or her life story. 

 

ESS: Some of these girls just don’t care (Patrice, CNA). 

FM: Patrice is concerned about how other CNAs approach their work in an uncaring 

way.  

 

ESS: You know, you find that a lot of them [staff] are going through divorces or 

separations, or you know, trouble with their kids. Others just have no interest to work in 

the field, but they need a job and that is the only skill that they have. You know, 

unfortunately, the pay is better working in a nursing home than it is at Bill Miller’s or 

McDonalds (Randy, LVN). 

FM: Randy feels that some of the staff have a lot of personal problems, but they are paid 

more when they work in LTC versus other jobs they may be qualified to get. Yet he seems 

to understand that money can become an all important priority depending on one’s life 

circumstances. 
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[Table 3, cont.] 

ESS: They don’t care. Some people just don’t care. They are young people and they 

don’t take their jobs seriously. They are just here to make the money and to go home. 

They are not here to take care of the residents (Robin, CNA). 

FM: Robin shares her observation that staff do not care, they are young and are 

concerned with making money instead of focusing on caring for the residents. 

 

ESS: I think that people do not acknowledge the responsibility that they have when they 

take employment to take care of these people (Randy, LVN). 

FM: Randy thinks that people do not accept the responsibility that they have to care for 

the residents. 

 

ESS: It was a continued thing with that staff member. You know. He thought it was just 

something that was normal. Like he talks like that maybe [to] his kids at the house. You 

know, and he thought that was OK here. But, it is a totally different setting. I think he 

could not tell between home and here (Celeste, LVN).  

FM: Celeste considers abuse as taken-for-granted in some staff member’s life-worlds. 

She considers how some abusers continue behaviors that are perceived as abusive to 

others yet do not acknowledge this perception Celeste feels that some staff members talk 

a certain way at home and then bring that life-world into the life-world of the LTC 

facility. She relates that some staff are unable to separate the life-world’s of their 

personal home and LTC. 

 

 This second theme cluster, Witnessing As Perceiving That Certain Staff Do Not 

Belong in LTC, offers 18 examples of extracted statements that refer to the abusers as 

being uncaring and not belonging in the LTC environment. They spoke of witnessing 

uncaring behaviors, behaviors consistent with performing a task versus caring for a 

resident. Both nurse aides and licensed vocational nurses described the abusers as being 

uninterested in their jobs, lacking patience and responsibility, and only being in this line 
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of work for the money. The participants also described those who do not belong as 

having problems at home and being unable to separate their home life from their 

professional life. The witnesses observed staff taking their anger out on people who are 

unable to defend themselves.  
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Table 4: Witnessing as Reading the Victim 

TC: THEME THREE: WITNESSING AS READING THE VICTIM 

ESS: They still have their feelings [even with dementia] (Randy, LVN). 

FM: Randy feels that even though residents may have dementia, they still have feelings. 

 

ESS: They look, um, very intimidated. Um, shocked. Uh, sad. Some of them get, you 

know, angry because they are being spoken to very harshly. Usually they get hurt. Some 

of them also do get scared. Yeah, you can see those emotions. They can get, you know, 

scared because they are getting verbally abused. You know, and they already think that 

they might get physically abused. So, you can see all those emotions on their faces 

(Celeste, LVN). 

FM: Celeste believes the residents look intimidated, hurt or fearful when they are 

verbally abused. Those who are capable, get angry. She sees the resident’s emotions and 

feels they become frightened that they may also be physically abused in addition to the 

verbal abuse 

 

ESS: Sometimes they look sad or hurt. You can see the change of looks on their faces 

and can feel their pain when they feel the pain (Sandy, CNA). 

FM: Sandy observes changes in expressions on the resident’s faces and also feels their 

pain when they feel the pain. 

 

ESS: [The residents] become withdrawn. Um…Depressed. You know, and they need 

treatment as far as antidepressants. You know, they become withdrawn to the point that 

you know they never want to ask for anything because they feel they are going to be 

yelled at. So, I mean, I think there are many downfalls to verbal abuse (Dave, LVN). 

FM: Dave feels that residents who are abused become withdrawn and are afraid to ask 

for help. They become depressed. He feels that verbal abuse is only the beginning and 

that there are consequences to verbal abuse. 
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[Table 4, cont.] 

ESS: The lady just…she just got scared and…just stayed quiet (Maryann, CNA). 

FM: Maryann believes that verbal abuse causes residents to become withdrawn. 

 

ESS: You’re scaring her (Delia, LVN). 

FM: Delia senses the fear that this verbal abuse is evoking in her resident and is moved 

to point this out to her colleague. 

 

ESS: I could see she was scared in her eyes (Jason, CNA). 

FM: Jason ‘reads’ the resident’s eyes, the body language that reveals fear in response to 

verbal abuse. 

 

ESS: I know they are hurting. They hurt, you know (Robin, CNA). 

FM: Robin knows the unspoken pain of the resident. This is a tacit knowing. 

 

ESS: Basically, their heart, their mind [is hurting] (Rose, LVN). 

FM: Rose is empathetic toward her residents. 

 

ESS: It’s hurtful. I get my feelings hurt, too. Especially when they [the resident] doesn’t 

know what is going on and they are just sitting there, looking back at you and smiling 

(Irma, LVN). 

FM: Irma feels the residents’ pain even when they do not react appropriately. 

 

ESS: Sometimes they don’t even react [to verbal abuse] because they are demented…it’s 

just like it goes over their heads. Like they don’t know they are being insulted (Rose, 

LVN). 

FM: Rose views some residents as not capable of realizing they are being insulted. 
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[Table 4, cont.] 

ESS: As far as the residents…they feel degraded. They feel like no one cares for them 

because they feel little compassion. They look depressed and withdrawn (Amy, LVN). 

FM: Amy senses that the residents feel degraded and that no one cares due to the lack of 

compassion that they feel. She sees them as depressed and withdrawn. 

 

ESS: Just a sad look. They start deteriorating and they don’t want to eat. They don’t want 

to drink (Sandy, CNA). 

FM: Sandy observes that the residents look sad and often begin to deteriorate. They lose 

interest in eating and drinking. 

 

ESS: They [the residents] still have feelings. They still know who is hurting and who is 

not. (Irma, LVN). 

FM: Irma is sensitive to the feelings of her residents. 

 

ESS: I know when they have been taunting him because he is very angry with everyone 

(Christi, CNA). 

FM: Christi is able to sense when her resident has been abused by observing his reaction 

toward others. 

 

ESS: I come back 2 days later, 3 days later [after being off]. They ask, “Where have you 

been?” They may not remember my name, but they remember my face. And that makes 

me go on and it makes me want to stay (Esperanza, CNA). 

FM: Esperanza shares that although the residents don’t always remember her name, 

they remember her face, even when she has been off work for some days. That makes her 

job worthwhile. 
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[Table 4, cont.] 

ESS: You always see her and she is just sitting like she is sad. The people here, they 

don’t see it. They don’t see what I see (Maryann, CNA). 

FM: Maryann does not feel that others see what she sees. She reads the body language of 

the resident. 

 

ESS: These people are hurting so bad. Some of them are lonely. You can tell when they 

are hurting (Jason, CNA). 

FM: Jason perceives hurt and loneliness in his residents. He reads his residents. He 

reads their pain. 

 

The third theme cluster, Witnessing as Reading the Victim, is supported by 

eighteen exemplar statements that demonstrate how the participants spoke of being 

connected with the feelings and emotions of their residents. The participants shared 

stories of how they saw their residents' pain and felt their hurt. The participants described 

knowing their residents and sensing their sadness. They have witnessed and read the 

degradation, the humiliation, the intimidation, the fear, the hurt, the sadness, the 

withdrawal, and the deterioration of their residents who have been victims of verbal 

abuse. 
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Table 5: Witnessing as Reading the Bully 

TC: THEME FOUR: WITNESSING AS READING THE BULLY 

ESS: Kind of like, you know, provoking, taunting, and getting them to be loud, abrupt, 

and stuff like that. So, um. There are staff members that know how to [provoke the 

residents], you know (Randy, LVN). 

FM: Randy shares that some staff members are capable of, and do, provoke and taunt 

residents. 

 

ESS: [The staff stands to gain] maybe [sigh] just a laugh out of the residents. Um. 

Meaning, you know, Oh, ha, ha, ha. You know, I still can do this and the resident will 

react to this (Rose, LVN). 

FM: Rose has seen some staff members openly ridicule residents and provoke them. She 

has seen abuse of residents surrounded by dark humor of bullying staff. 

 

ESS: Nobody likes to be made fun of. So, the staff member will do something kind of 

like making fun of the resident, and the resident of course is going to react (Robin, LVN). 

FM: Robin sees some staff members make fun of the residents in order to obtain a 

reaction from the resident a bully provokes. 

 

ESS: There was a certain resident here, um, that would dance and slap his behind. You 

know, kind of like dance and grind to the floor and stuff when certain staff members 

would say, “To the ground, to the ground.” Then he would slap his behind and dance all 

the way to the ground. And you know, the staff members would be like a little in a little 

huddle and be laughing at the resident (Celeste, LVN). 

FM: Celeste states that some staff members have used the residents for their own 

entertainment purposes. 



 

 73

[Table 5, cont.] 

ESS: I’ve heard staff members say [to the resident] “Don’t be fucking with me right 

now.” (Celeste, LVN). 

FM: Celeste gives an example of verbal abuse. 

 

ESS: Sometimes they say, “What the fuck is your problem.” (Amy, LVN). 

FM: Amy shares an example of verbal abuse by staff who hold power over elders. 

 

ESS: They were saying things like, “you ain’t the only damn person in here. You know 

there are other people. You have to wait just like everybody else. You’re nobody 

special.” (Jason, CNA). 

FM: Jason has observed verbal abuse. Certain staff members believe no one elder is 

unique or special and are quick to remind residents of their low status. 

 

ESS: They say things like, “Hey, cut that shit out!” (Christi, CNA). 

FM: Christi gives an example of verbal abuse. Abusive language is often used. 

 

ESS: They go for the weak because the weak cannot defend themselves as much. 

(Patrice, CNA). 

FM: Patrice feels that abusers target weak individuals who are not able to defend 

themselves. 

 

ESS: Or maybe they [the resident] cannot tell an appropriate person (Susie, CNA). 

FM: Susie feels some residents are targeted because they are sometimes unable to report 

the abuse. 
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[Table 5, cont.] 

ESS: One time I was in the doorway and this CNA was talking to the resident. She was 

asking her if she needed something, and the lady could not speak up loud, so the girl 

started yelling at her. I just kept [pause] right in the door. She asked her [the resident] in a 

mean way, “Well, what do you want?”…The lady just got scared and just [pause] she 

didn’t answer her. She just stayed quiet (Maryann, CNA). 

FM: Maryann witnesses CNAs addressing the resident in harsh tones. The resident 

cowers and becomes mute. 

 

ESS: They go in and say, “What do you want? “Didn’t I answer your call a while ago?” 

(Belinda, LVN). 

FM: Belinda shares an example of verbal abuse. Certain staff appear to lose patience if 

the same resident asks for help a second time. 

 

ESS: I noticed aggressiveness as far as like they want to finish their job quickly and they 

are using an aggressive attitude toward the resident…They say, “If you don’t hurry up, 

you don’t get to eat! Or if you don’t do something [take a shower], I’m going to 

[physically] force you. Their voices get louder when they are aggressive (Jason, CNA). 

FM: Jason has observed aggressiveness toward residents. Threats are made toward 

residents who do not perform as required. 

 

ESS: She said that if he did not stand up, she was going to give him a shot and that he 

would have to stay in his room all day. It’s like they want them to do what they want to 

do, and if they won’t do it then, they tell them they will not help them later and if they 

fall, they won’t help them get up. They tell them that they are too slow and they are 

“stupid,” “dumb,” or call them names like “Dummy.” (Esperanza, CNA). 

FM: Esperanza has observed name calling and threatening language. She recalls the 

cruelty of some staff. 
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[Table 5, cont.] 

ESS: So this person yells at the resident, “Get out of my face!” (Delia, LVN). 

FM: Delia has observed staff yelling at residents. 

 

ESS: The staff member was saying things to the residents like, “Cut your shit out!” “Stop 

fucking around!” and “Stop that shit!” They [the abusers] take advantage of them [the 

resident] just because they [the resident] doesn’t know what’s going on. It’s not being 

done in large groups, like out in the open…it more behind closed doors (Irma, LVN). 

FM: Irma has seen abusers take advantage of residents. She notes the secrecy of abusive 

language. Staff who abuse do not want to be observed. 

 

ESS: There is a C N A that taunts some residents in the dining room. She knows these 

residents don’t like each other and she sits them next to each other on purpose and then 

they fight. They tell me that she tells some residents they are a “pig,” but she won’t do it 

in front of other staff members (Rose, LVN). 

FM: Rose shares her observation of staff taunting residents. Again, the secrecy of abuse 

is prevalent. The abuser must be aware of his or her cruel illegal actions. 

 

ESS: One of the residents wanted seconds at lunch and the employee told her that she 

“ate like a cow.” Then the resident began to cry and I told the employee that she should 

not be talking to her that way and the employee said, “Oh, that’s the way we play.” If 

they were playing, the resident wouldn’t be crying. I don’t know how we can get this to 

stop. If the walls could talk, like you said, it would be nice. (Christi, CNA). 

FM: Christi has observed name calling and the pain that it inflicts on the residents. The 

abuser denies the cruelty of his actions and creates a false scenario of playfulness. 
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[Table 5, cont.] 

ESS: They [the staff] might tell the resident, “If you don’t eat, your daughter will not 

come and see you anymore. The reason the employee is able to be harsh is because the 

patient is vulnerable and the patient is kind of reliant on them (Jason, CNA). 

FM: Jason has observed staff threatening residents. These residents depend on all aides, 

even the bullies. 

 

ESS: They say things like, “If you don’t cut it out, I’m just going to leave you here like 

this in a dirty diaper (Esperanza, CNA). 

FM: Esperanza has observed staff threatening to withhold care from residents. 

 

ESS: We have this one resident that everybody picks on him…residents and staff alike. 

He gets angry very quickly and they know which buttons to push. And he will start 

cussing…They call him names, very ugly names, like “Bastard,” and “Faggot.” They say 

things like, “Your mama this” and “Your mama that” or “Did you know your mama and 

dad are brother and sister?” (Christi, CNA). 

FM: Christi shares her observations of name calling and targeting of vulnerable 

residents. 

 

The fourth theme cluster, Witnessing as Reading the Bully is described in these 

21 statements. These statements are indicative of how participants described various 

degrees of witnessing bullying toward vulnerable residents in LTC. They spoke of 

witnessing cursing, threats, ridiculing, bullying, intimidation, aggressiveness, 

provocation, and taunting of residents. Nurse aides and nurses have witnessed fellow staff 

members use residents for their own entertainment purposes. They also described staff 

members as pitting resident-against-resident, much like a gladiator spectator sport. 
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Table 6: Witnessing as Becoming a Warrior 

TC: THEME FIVE: WITNESSING AS BECOMING A WARRIOR 

ESS: I, like the administrator, don’t tolerate verbal abuse. I talk with the resident and let 

them know that you don’t have to be treated that way (Celeste, LVN). 

FM: Celeste, as well as the administrator, does not tolerate verbal abuse. She 

approaches residents to let them know that they have the right to be treated properly.  

 

ESS: We’re all professionals here and we should act professionally….toward the resident 

(Rose, LVN). 

FM: Rose wants staff to act professionally when dealing with residents. 

 

ESS: I had to calm her [another staff member] down. I was like, “Hey, wait a minute. 

Just calm down” (Sandy, CNA). 

FM: Sandy is willing to step in and diffuse situations. 

 

ESS: I talked to her right then in front of the resident. So, you know. Like I was 

defending him (Irma, LVN). 

FM: Irma defends her residents at the time that the abuse is taking place. 

 

ESS: You know, try to get everybody on the same page as to being respectful. Basically, 

that is what it really comes down to. You know, be respectful to the resident (Belinda, 

LVN). 

FM: Belinda feels that it is necessary to get staff members united in the common goal of 

treating residents with respect. 
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[Table 6, cont.] 

ESS: I mean when you take a job with some power, you try to enforce the rules as much 

as possible for the fact, that, you know, your main and sole job is to care and protect 

these residents (Randy, LVN). 

FM: Randy uses enforcement of rules to protect the residents. Protecting residents is the 

primary focus in LTC. 

 

ESS: By all means, when you take a position as a nurse, ultimately your goal is to protect 

the residents (Dave, LVN). 

FM: Dave feels that the goal for care in nursing is to protect the residents. 

 

ESS: I came in and told her, you know, “What’s wrong? Why are you screaming at her?” 

(Jerry, CNA).  

FM: Jerry confronted a staff member screaming at a resident 

 

ESS: I said, “Well, you’re scaring her. You need to just calm down yourself and just tell 

it like, you know, in a soft voice. You don’t have to yell at her because she is scared 

enough just looking at you (Maryann, CNA). 

FM: Maryann tries to teach caring practices as yelling at residents frightens them. She 

urges other staff to manage their anger. 

 

ESS: Then the resident told me that she [the abuser] was screaming at her [the resident]. I 

don’t know why. I told her [the abuser], you know what, you can leave the room. I’ll 

change her [the resident], you know, because you scare these people the way you scream 

at them. You don’t have any patience. You don’t need to be here. I had a lot of run-ins in 

the years that I have been here. It is like I told them, if I see you mistreating a resident 

like that, I will go straight to you and let you know. If you can’t handle this, just turn 

around and leave the room and I will do it myself (Maryann, CNA). 
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[Table 6, cont.] 

FM: Maryann was quick to confront the abuser and come to the defense of her resident. 

She placed herself between her resident and the abuser and directed the abuser to leave 

the situation. 

 

ESS: Because I’ve seen a lot of things, you know, with these people that are old. And I 

don’t like the way they are treated. I don’t (Patrice, CNA). 

FM: Patrice does not like some of the ways that residents have been treated that she has 

witnessed. 

 

ESS: You know, because this lady is depending on you to take care of her. But, if you 

come in here and you’re in a bad mood and you want to take it out on her, that’s not 

right” (Amy, LVN). 

FM: Amy feels that bringing your bad mood before the resident and taking it out on her 

is wrong.  

 

ESS: So you see, some of these people you just got to keep an eye on them and see 

(Delia, LVN). 

FM: Delia acted as a watchdog in order to safeguard her residents. She was witnessing 

as keeping an eye open and seeing. 

 

ESS: Like some of these girls don’t get along with me because I’m always after them. 

You know, don’t do this and don’t do that (Christi, LVN).  

FM: Christi was persistent in her efforts to protect her residents through confronting and 

directing. Christi is aware that her efforts to protect her residents often strains her 

relationships with her co-workers. 
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[Table 6, cont.] 

ESS: I do feel their pain. They [the residents] know this too, because when I see them 

like that, I go over there and give them a little hug. Then I ask them what is the matter. 

Then the try to tell me what’s wrong. I tell them, “You know what Sweetie, just don’t 

listen to them. They are young. They don’t understand. They hurt your feelings, and I’m 

sorry, Sweetie. But just don’t listen to them. They are going to grow up whenever they 

want to and then they will realize what it means for them to be that way with people of 

your age” (Maryann, CNA).  

FM: Maryann feels their pain and acts as a comforter to her residents. She is witnessing 

through the lens of suffering. She keeps returning to the thing itself. She feels that 

witnessing is different for the young, as they don’t see it, they don’t have the history (or 

experience), which speaks to intentionality. 

 

ESS: I report it [abuse] (Susie, CNA). 

FM: Susie does not hesitate to report abuse of her residents. 

 

ESS: Like sometimes I hear these girls and I go and just tell them, “Leave this lady 

alone. Go outside. If you want to tell somebody, you want to be rude or something, come 

and tell me because I can defend myself and I can tell you back. But this lady, you are 

telling her so much stuff, you’re abusing her. You’re telling her. She don’t understand. 

You’re scaring her” (Maryann, CNA). 

FM: Maryann readily confronts those who are abusive toward her residents. She ‘sees’ 

fear through reading the residents eyes and knows the resident is afraid.  

 

ESS: “You’re scaring her. But, if you want to treat somebody like that, treat me. I’m 

here. I can defend myself, and I sure will tell you. But don’t go and do it to a lady or man 

that cannot defend themselves” (Billy, CNA). 

FM: Billy is willing to put herself in the way of harm that is directed toward her 

residents. She confronts the bully and offers herself as a warrior’s shield of protection. 
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The fifth theme cluster, Witnessing as Becoming a Warrior, is described by these 

18 exemplar verbatim statements that demonstrate how participants come to the defense 

of their vulnerable residents. They have counseled their residents. They are willing to 

step in and diffuse difficult situations, coming to the residents' defense, and remaining 

intolerant of verbal abuse. The participants also described being protective of, remaining 

watchful over and being willing to put themselves in harm's way in order to spare their 

residents the pain of verbal abuse. Those participants are indeed warriors whose primary 

goal is to protect residents. 

Stage Five consisted of creating an exhaustive description of the phenomenon. In 

this stage, the results of the data were integrated into an exhaustive narrative describing 

the essence of witnessing verbal abuse toward residents in LTC facilities. The following 

is the exhaustive description of the phenomenon, including the corresponding theme 

clusters:  

Theme Cluster One – Witnessing as Becoming the Victim, Placing Oneself or 

Significant Other in the Victim’s Shoes – The meaning of witnessing verbal abuse toward 

LTC residents involves a way of becoming the victim by placing oneself or one’s family 

in the shoes of a resident who is being cursed, threatened, frightened and bullied. It 

means being empathetic in nature toward the vulnerable elders.  

Theme Cluster Two – Witnessing as Perceiving that Certain Staff Do Not Belong 

in LTC – Witnessing verbal abuse toward LTC residents means coming to recognize who 

should and who should not work with frail elders. It means knowing the value of "having 

a heart," being patient, speaking slowly and with a soft voice. It means insisting that staff 

be respectful and empathize with the resident. It means witnessing abuse and describing 

the abusers as being uncaring and only being in this line of work for the money.  

Theme Cluster Three – Witnessing as Reading the Victim – Witnessing verbal 

abuse toward LTC residents means reading the body language and face (especially the 

eyes) of one who is abused and understanding fear, silence, and confusion. It means 
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seeing and feeling their residents' pain and hurt. It also means observing the resulting 

deterioration of residents who had been victims of verbal abuse. 

Theme Cluster Four – Witnessing as Reading the Bully – Witnessing verbal abuse 

toward LTC residents means observing the behaviors of staff who bully vulnerable 

residents. It means witnessing abusive language, threats, intimidation, provocation and 

taunting of residents who were unable to defend themselves. 

Theme Cluster Five – Witnessing as Becoming the Warrior – Witnessing verbal 

abuse toward LTC residents means calling forth the warrior within to protect the resident, 

to guard against the bully, to report abusers knowing that the consequences might involve 

strained relationships with co-workers. Few staff understood the meaning of being a 

witness prior to working in LTC. Nor did they sign up for this role (p. 82), but these 

volunteers have indeed accepted the commitment to make a difference. 

In Stage Six, the exhaustive description was reduced to the essential structure. 

The essential structure was determined as: Being a witness to verbal abuse is a painful 

and often frustrating experience; it includes feeling the pain and fear of an elder as if the 

elder were a member of one’s own family; taking a stand to protect the weak; taking the 

risk of being ostracized by co-workers, becoming unpopular and, perhaps, even being 

threatened in some way. Being a witness means seeing abuse in the form of bullying 

elders, or mimicking, or making fun of elders by cruel staff that should not work in LTC. 

Such staff bring their personal problems to work and release their anger toward 

vulnerable elders. Being a witness means caring enough to advocate for the weak frail 

elder who has no voice and caring enough to step in-between residents and the cruel staff 

who are abusing them in order to protect and shield residents from the harm of verbal 

abuse. 

For Stage Seven, I returned to 12 of the participants and read the essential 

structure to them to validate the interpretive findings. I asked them if they agreed with 

this description and if they wanted to add something else that being a witness meant to 

them. In addition, I asked them how they felt I might proceed with my research findings. 
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All 12 (100%) of the participants contacted agreed with the description that I had 

analyzed from their verbatim texts. Eight of the 12 (75%) participants contacted felt that 

they wanted to add the following comments: 

• Being a witness means to me that I’m protecting these people (elderly) who 

are here at no fault by their own. We need to take care of them as if they’re 

our own family members. It’s not about being a tattletale; it’s about being 

honest. If you can’t do the job right, then, you don’t belong in this line of 

field.  

• I totally agree with this description. Being a witness to verbal abuse may be 

something that you don’t want to witness, but it is something you can make a 

difference in. 

• To be a patient advocate at all times. 

• Exactly! 

• That’s punch! 

• That’s exactly what I said! 

• That really hits the nail on the head.  

• Very much so. 

Eight of the 12 (75%) participants contacted commented on how they felt I might 

use these findings: 

• In-services on neglect and abuse should be reinforced and mentioned at every 

in-service and what the repercussions will be if abuse does occur and also 

address behaviors related to dementia. 

• In-services. They should put them in the residents' place. 

• Use it as a teaching tool to educate health case workers. 

• I think that more people that are not familiar or have not enough experience 

taking care of elderly people should have more training skills. 

• Do in-services. 

• Educating staff and family is the most important solution to prevent verbal 

abuse. 
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• Possibly compare to other studies that are similar and use as an education tool 

for LTC. 

• I personally think the most important task now is teaching, teaching, teaching! 

  

 Chapter Five will include a summary of the study, important conclusions drawn 

from Chapter Four an overview of the study, a discussion regarding the findings, 

empathy, categories of witnessing, educational strategies for the prevention of bullying, 

consequences of abuse, ethics of witnessing, implications for educational, policy and 

practice, implications for future research and implications for culture change in LTC. 
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Chapter Five: Discussion 
 

PURPOSE 

 This chapter presents important conclusions drawn from Chapter Four. It provides 

an overview of the study, a discussion regarding the findings, the significance of empathy 

in LTC, expanded categories of witnessing, educational strategies for the prevention of 

bullying, consequences of abuse for both residents and witnesses, ethics of witnessing, 

implications for education, policy and practice, recommendations for future research and 

suggestions for culture change in LTC. 

 

OVERVIEW OF STUDY 

 This study centered around the question “What is the essence of witnessing verbal 

abuse toward residents in long-term care (LTC) facilities?” Using a Husserlian 

descriptive phenomenological approach, a total of 17 LTC Certified Nurse’s Aides 

(CNAs) and Licensed Vocational Nurses (LVNs) shared their experiences of witnessing 

verbal abuse in the LTC setting. These narratives were interpreted using Colaizzi’s 

(1978) method of data analysis and the rigor of Lincoln and Guba (1985).  

 Five salient themes emerged from the data:  

• Witnessing as Becoming the Victim, Placing Oneself or Significant Other in the 

Victim’s Shoes 

• Witnessing as Perceiving that Certain Staff Do Not Belong in LTC 

• Witnessing as Reading the Victim 

• Witnessing as Reading the Bully 

• Witnessing as Becoming a Warrior 

 The meaning or essential structure of witnessing verbal abuse toward residents in 

LTC facilities that emerged was that being a witness to verbal abuse is a painful and often 

frustrating experience. Witnessing may include feeling the pain and fear of an elder as if 

the elder were a member of one’s own family, standing up to protect the weak, risking 

ostracism by co-workers, the potential of becoming unpopular, and perhaps even being 
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threatened in some way. The act of witnessing implies seeing abuse in its myriad forms: 

the bullying of elders, hurtful mimicking, or staff-initiated derision of elders. Moreover, 

these LTC staff members may transfer problems from their home life to the workplace, 

consequently directing their anger toward vulnerable elders. Being placed in the role of a 

witness also dictates that one must care enough to advocate for frail elders who may have 

no voice. Additionally, witnesses must care enough to mediate conflict between residents 

and staff; it is only in this fashion that residents can be protected from the harms of verbal 

abuse. This essential structure of witnessing adds contextual meaning to the phenomenon 

of verbal abuse in LTC. 

 

DISCUSSION 

 The participants in this study act as experts who have helped explore and expand 

the phenomenon of verbal abuse. Moreover, they are the witnesses and the voices of 

those too frail, too cognitively or physically impaired, or too frightened to speak. Based 

on their narratives, the definition of verbal abuse previously addressed in Chapter Two 

(pp. 32–33) does not adequately reflect the suffering incurred by verbal abuse, nor does it 

acknowledge its invisibility. In fact, current research instruments do not adequately 

measure verbal abuse in LTC facilities. The current study not only confirms several of 

the risk factors in McCreadie’s (2000) findings, but it also extends the definition of 

verbal abuse to include suffering, pain, and marginalization of both victim and witness. 

This study also includes the context of secrecy, invisibility, and obscurity that surround 

the act of verbal abuse. Thus, a relational dimension must be included in the definition of 

verbal abuse. A revised definition should include a) the cultural component of secrecy 

and obscurity in LTC, b) a "space" in which victim, abuser, and witness stand, c) types or 

ways of witnessing (passive vs. active), d) the role and profile of the warrior and bully, 

and e) the consequences that abuse holds for all concerned. The following are brief 

discussions of these expanded areas and recommendation for further research. 
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The Importance of Empathy for the Warrior 

 In this study, participants suggested that an empathic understanding of the frail 

elder is of great importance. Originally, Husserl’s treatment of intersubjectivity consisted 

of “empathy with others, the manner I am able to read into another’s actions, as an 

expression of inner states analogous to my own” (Moran, 2000, p 175). However, 

philosopher Robert Jordan (1968) of The University of Colorado proposed that Husserl 

did not always use sufficient emphasis or clarity in explaining his concept of empathy.  

 One of the common criticisms of Husserlian phenomenology is that it espouses a 

form of transcendental solipsism. Solipsism originates from the Latin term solus ipse, 

whereby a person has no interest in the existence of other individuals; this 

conceptualization calls into question how a self-centered person is capable of 

experiencing anything outside of him or herself (Michau, 2007). Husserl’s doctoral 

student, Edith Stein, wrote her dissertation on the subject of empathy in 1917. This 

dissertation was a reliable guide regarding Husserl’s meaning on this subject, which he 

clarified in his book Ideas I (Husserl, 1913), and later in Cartesian Meditations (Husserl, 

1950). 

 In Ideas II, Husserl posited that the intersubjective world was mediated through 

empathy when one interpreted the world through others' experiences. This manner of 

interpretation dictates that one be conscious of others and their mental processes 

(Husserl, 1952). Although empathy played a minor role in Husserl's early works, the 

concept later became vital to his philosophy in Cartesian Meditations (1950).  

 In Cartesian Meditations, Husserl said we live in a world of shared meanings, 

shared language, and shared environment (1950). The question thus was not how to 

understand another person; rather, the question was: “How does the other person enter 

into my consciousness?”(Moran, 2000, p. 176). Empathy occurs when we put ourselves 

in another’s shoes. Rather than being considered a matter of reasoning or judgment, 

empathy was understood as the experience of experiencing someone else. It is the manner 

by which we are conscious of others and their mental processes (Husserl, 1970). In this 

context, the warrior in LTC places him or herself or loved ones in the shoes of the 
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resident. The warrior remains conscious of the feelings and emotions of the residents 

when those residents are victims of verbal abuse. He or she then comes to the residents' 

aid, shielding frail elders from their abusers. 

 In her book, Caring, Nell Noddings (2003) advocates that the definition of 

empathy, which had been traditionally interpreted as “feeling with” another person 

(Noddings, 2003, p. 30), is overly rational, western, and masculine in nature. She 

proposes, rather, that according to the feminist perspective, empathy occurs by means of 

forming a duality with one's counterpart. This duality results when one receives the other 

person into oneself, as well as seeing and feeling with them. One is not caused to see or 

to feel (i.e., to exhibit certain behavioral signs that are interpreted as seeing and feeling), 

but one is committed to the receptivity that permits one to see and feel in this way. The 

seeing and feeling are on loan; they are only partly, and temporarily, one's own. 

In this sense, the warriors in LTC maintain a receptivity with residents that allows 

them to form a duality. In essence, warriors view and accept residents as they would a 

member of their own family. 

 

Teaching Empathy 

 In the text Empathy and the Practice of Medicine (1993), physician Howard Spiro 

asks, “What is empathy and can it be taught?” He believes that “conversations help to 

develop empathy, for it is here that we learn of shared experiences and feelings” (Spiro, 

pp. 9–10, 1996). Spiro also cites the psychologist Hogenson, stating, “In empathy one 

discovers oneself in the object of contemplation” (Hogenson, 1981, p. 69). Thus, learning 

empathy may occur by discussing narratives that demonstrate both empathic and non-

empathic behaviors. 

 Hence, these empathic LVNs and CNAs see themselves and their loved ones as 

the object of abuse. This way of reflecting about abuse is shared through their stories and 

conversations, consequently encouraging new understanding of the natural attitude of 

empathy. Additional methods of teaching empathy include the use of support forums 

where scenarios of abuse are discussed, or through examples in the literature. 
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 Rita Charon also discusses using narratives as a way of teaching empathy (1993). 

She claims that narrative-knowing involves “the motivations and consequences of human 

action.” (Charon, 1993, p. 149). Charon further asserts that, “Through narrative 

knowledge, humans come to recognize themselves and each other, telling stories in order 

to know who they are, where they come from, and where they are going” (Charon, 1993, 

p. 149). Charon stresses the need for narrative competence to deliver empathetic care. 

Warriors in LTC thus learn empathy by sharing stories with the residents for whom they 

care. 

 

Profile of the Warrior 

 The profile of the warrior is, above all, empathetic in nature. The warrior is one 

who will come to the defense of residents. A warrior is willing to step in and diffuse 

difficult situations due to his or her intolerance of verbal abuse. He or she watches over 

residents, even when it may mean stepping in harm’s way. The primary goal of the 

warrior is to protect and to comfort residents. Those who lack such conviction and 

commitment may indeed be inappropriate staff for employment in LTC. 

 

Ways of Witnessing and the Warrior 

 A witness observes things first-hand and can give an account of what has been 

seen or heard. A witness does not report what someone else told him or her about an 

incident. A witness only reports what he or she saw or heard directly (Jaynes, 2006).  

 As previously discussed in Chapter Four, there are various definitions of 

witnessing. The definitions (Oxford English Dictionary, 1989) that best align with 

witnessing verbal abuse are: 

1. “The action of bearing witness or giving testimony, in witnessing of, as witness 

to” (p. 466). 

2. “The fact of being present and observing something” (p. 467). 

3. “One who is or was present and is able to testify from personal observation; one 

present as a spectator or auditor” (P. 464). 
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 All three of these definitions apply to witnessing, either as a warrior, as a passive 

observer, or as an abuser. All three individuals have witnessed something and are able to 

testify from their personal observations. However, it is the warrior who steps forward "in 

battle" as the active witness, coming to the aid of the resident. 

A passive witness is one who simply turns a blind eye to verbal abuse in LTCs. 

The passive witness may prefer to "fit in" with the crowd, and so is incapable or 

unwilling to prevent the verbal abuse as it is taking place. In effect, the passive witness is 

just as guilty of bullying and aggression as the actual perpetrator. Failure to intercede on 

behalf of the resident implicates the passive witness as a participant in the abuse. 

On the other hand, the active witness intervenes, perhaps at the time of the abuse, 

confronts the abuser and then reports the abuse to the appropriate authorities. The warrior 

is one example of an active witness; he or she comes to the defense of the resident and 

shields the frail elder from the harm of verbal abuse. The warrior stands between the 

abuser and victim.  

John Welwood notes that “awareness, courage, and gentleness are the basic 

‘weapons’ of the warrior of the heart. Weapons cut through our habitual tendencies to 

fight or flee; they allow us to convert whatever challenges we are facing into stepping 

stones in our development” (Fields, 1994, p. 99). The warriors in LTC indeed act as 

"warriors of the heart." 

 

Witnessing Strategies—Educating the Warrior, Stopping the Bully 

 Active witnessing is currently being taught in grade schools as a means to prevent 

bullying. The Concerned Children’s Advertisers (2007) espouse that bullying involves 

three distinct groups of people: the bully, the victim, and the witness. They define 

bullying as repeated aggressive behavior towards one person by another person—

behavior that is hurtful and may involve shoving, name-calling, or gossiping. In this 

program, youth are taught to recognize bullying (physical, social and verbal), how to 

avoid condoning the bullying behavior via passive observation, speaking up to tell the 

bully that they are wrong, and ultimately helping the victim by intervening and by telling 
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an adult. They put forth that “There are no innocent bystanders. If you’re standing around 

watching, you’re part of the problem, not the solution” (Concerned Children's Advisors, 

2007, p.1). 

 In an educational program developed in the United Kingdom, in any instance 

where there has been a complaint of bullying, the teacher leads a group discussion asking 

for words that describe bullying, writing those words on a chart. The teacher may even 

ask for words to describe how the person being bullied or the person doing the bullying 

might feel, and also for ways in which students believe bullying may be prevented. Other 

areas of discussion involve asking the group to suggest how those people witnessing 

abuse should react or intervene. Proponents of this educational program posit that 

involving bystanders is an important aspect of preventing bullying, as there often are 

people who are aware of what is going on but who do nothing to stop the behavior 

(Bullying Online, 2007).  

 The National Crime Prevention Council has an educational training series that 

focus on the prevention of bullying. One of the training topics is titled, “From Standing 

by to Speaking Out: Engaging Bystanders to Prevent Bullying” (National Crime 

Prevention Council, 2007, p. 1). This program includes interactive discussion and role-

playing, research on bystander behavior, and obstacles to bystander intervention, as well 

as strategies to overcome those obstacles. 

 Prevention of bullying can and should be taught in LTC. These interventions can 

be used in LTC to develop in-services to heighten awareness of verbal abuse, and to offer 

staff intervention strategies.  

 

Consequences of Abuse for Elder and Witness 

 As previously discussed in Chapter Two, there are physiological consequences to 

the immune system of abuse victims as detailed by Woods et al. (2005). In Chapter One, 

the physical and psychological outcomes of verbal abuse, including increased incidences 

of morbidity and depression compared with non-abused elders, were discussed (Lachs et 

al., 1998; Lachs & Pillemer, 2004). Additional outcomes of verbal abuse include 
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malnutrition, weight loss, pressure sores, dehydration, bruising, unexplained falls and 

fractures. Further, abused elders may become withdrawn and non-communicative or 

experience significant changes in their physical cognitive or psychological status 

(Mosqueda et al., 2001). However, the intended object of the abuse (the elder) is not the 

only victim in these instances. As demonstrated in this study, the witness of verbal abuse 

toward elders in LTC is also a victim of that abuse. Witness participants often spoke of 

feeling sad, frustrated, and depressed. 

 Instances when something happened either to us or through us that we will never 

forget can metaphorically be defined as "scars," or wounds that will continue to have a 

lasting effect on our lives. We receive scars either by things that have been done to us by 

others, or through us, as a result of our own mistakes. However, the most painful scars 

that we have are often ones you cannot see. These are the scars that we bear in our hearts 

and souls. Of these scars, the theologian Sharon Jaynes wrote: 

Like the spine of a good book, scars, by their very nature, imply there’s a 
story to tell. They represent a wrinkle in time in which a person’s life is 
changed forever, and they serve as permanent reminders of an incident 
that, in one way or another, has made a lasting impression in one’s life 
(Jaynes, 2006, p. 5) 

  

 Emotional scars may even be more detrimental than physical scars. Emotional 

scars are those which we bear on in our hearts and souls (Jaynes, 2006). This study 

provides evidence that these emotional scars are shared by both the elder LTC resident 

victim as well as the witness of the verbal abuse. 

 Witnessing abuse has irreparable damage to the witness, and may stay with the 

witness for the remainder of his or her life. Primo Levi, a survivor of the Shoah 

(holocaust), said,  

When an act of violence or an offense has been committed it is forever 
irreparable: it is quite probable that public opinion will cry out for a 
sanction, a punishment, a “price” for pain; it is also possible that the price 
paid be useful inasmuch as it makes amends or discourages a fresh 
offense, but the initial offense remains, and the ‘price’ is always (even if it 
is ‘just’) a new offense and a new source of pain (Hatley, 2000, p. 1). 
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 Here, Hatley suggests that witnessing the act of violence is a scar that may never 

be undone. Indeed, Hatley (2000) asserts that violence and abuse has existed indefinitely 

throughout the world. However, one should not directly compare the various acts of 

abuse themselves. Rather, the impact that the witnessing of suffering produces should be 

addressed. The witness does not forget the abuse or the pain inflicted. Once the suffering 

has been witnessed, the memory, or scar, cannot be removed. 

 The irreparable damage to witnesses of violence is not limited to human beings. 

Animals, in similar circumstances, also experience suffering. In studies of young 

elephants that witnessed the murders of their parents by humans, studies reveal that they 

were still affected later in life. They displayed symptoms associated with human Post 

Traumatic Stress Disorder (PTSD), abnormal startle response, depression, unpredictable 

asocial behavior and were more prone to aggressiveness and violence (Bradshaw et al., 

2005). Both animals and humans bear scars when something happens that cannot be 

forgotten.  

 Some of the scars of the warriors, residents, and passive witnesses or abusers have 

previously been discussed. Woods et al. (2002) cited increased stress from exposure to 

violence, which resulted in a decreased immune status. Kahn and Steeves (1994) found 

that the witness, as well as the victim, bears the scars of abuse. Abrahams and Jewkes 

(2005) noted that witnesses of abuse are more likely to become violent themselves later 

in life, and that witnessing abuse negatively affects emotional and social function 

(Abrahams & Jewkes, 2005; Muehlbauer & Crane, 2006). The unseen scars are those 

scars of pain that result from witnessing the anguish, degradation and humiliation of the 

resident who is the victim of verbal abuse. These are the invisible scars that stay on the 

hearts and souls of warriors, residents, passive witnesses and abusers. 
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Ethics of Witnessing as a Warrior 

 According to Rick Fields, “the warrior spirit is necessary and a welcome guide in 

our everyday lives. But, it is especially suited to do battle against injustice and oppression 

in the world” (Fields, 1994, p. 160). The “warrior spirit” was indeed present in the 

participants of this study: it allowed them to do battle against the injustice of verbal abuse 

toward residents in LTC. 

 Sam Keen also describes the virtue of moral outrage that may be lacking in our 

world today. Those who have moral courage are not content to be "dispassionate 

spectators" (Fields, 1994, p. 163). “One of the most troubling symptoms of our time is the 

absence of moral outrage in the American public” (Fields, 1994, p. 164). Keen urges us 

to keep compassion alive and become warriors in defense of the vulnerable. Those LVNs 

and CNAs who speak out and place themselves in a hazardous position between an 

aggressive individual and a frail elder are indeed warriors. 

 Ethical aspects of witnessing include the duty of the nurse to be a patient 

advocate. Victims of abuse in nursing homes are likely to be vulnerable, with few 

resources for asserting their rights. Nursing’s obligation regarding the relationship 

between the apathetic witness, the active witness and the ethics of witnessing is clearly 

documented in the American Nurse’s Association (1976) code of ethics. Support of the 

resident’s rights, including the role of the resident advocate, is considered to be an 

essential tenet of nursing care (Bandman & Bandman, 2002).  

 Nurses play instrumental roles in providing health care for the elderly. The silence 

of the apathetic or passive witness is an ethical issue, even in the event that their silence 

is due to shame or fear. Hatley (2000) noted that in ethical silence, the witness finds him 

or herself in crisis. When one finds the treatment of others to be outrageous, one must 

intervene. By means of this intervention, one becomes an active witness and fulfills one’s 

moral and ethical obligations.  

 In addition, nursing has an obligation to develop and teach strategies “for 

developing the role of the patient advocate and for coping with the risks that may come 

with the implementation” (Bandman & Bandman, 2002, p. 253). Thus, warriors in LTC 
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should possess strategies that will function as protective shields against the abusers, by 

means of heightening awareness of verbal abuse. These strategies should include: role-

playing, workbooks, instructional videos, workshops, and learning circles. Placing 

learners in narratives that describe abusive situations encourages self-reflection and 

critique of one's personal moral and ethical belief systems. Teachers and learners must 

reflect on their own beliefs and values to gain new perspectives on how one’s own morals 

and ethics inform everyday practices. 

 

Implications for Education, Policy, and Practice 

 Steiner (2005) wrote that stories are used in various ways “to inform, to share, to 

inspire, to educate and to persuade” (p. 2901). The voices of the witnesses can be used to 

persuade legislators and decision makers to adopt a course of action that aims to heighten 

awareness of verbal abuse in the LTC setting and ultimately result in a reduction of 

incidence of this inhumane treatment of our elders (Mullan, 1999; Steiner, 2005). 

 As previously mentioned in Chapter One, the witness of verbal abuse toward 

residents in LTC act as a recorder in order to document events that occur toward residents 

who are unable to tell the story for themselves due to dementia or other debilitating 

diseases or conditions. By means of the witness telling their own story, they also 

communicate the story of the victim. 

 Implications for policy, practice and education will be utilized to heighten 

awareness of verbal abuse toward residents in LTC facilities.  These implications include:  

EDUCATION: 

• Development and expansion of the definition of verbal abuse to include 

contextual factors. 

• Development of an educational program aimed at heightening the awareness of 

verbal abuse by using narratives and role-playing among LTC staff to increase 

and nurture levels of empathy. 

• Development of a workbook and video for LTC providers and educational 

institutions to increase levels of ethical and legal awareness.  
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• Development of an educational workshop for State Surveyors in LTC focusing on 

heightened awareness of verbal abuse. 

• Development of staff for leadership roles to facilitate learning circles that focus 

on sensitive issues pertaining to abuse, anger management, and intervention 

strategies. 

POLICY: 

• Presentation of findings in political arenas to educate legislators regarding the 

need for a culture change in LTC, emphasizing empathic relationships between 

staff and residents.  

PRACTICE: 

• Presentation of findings to nurse practitioners, administrators, Medical Directors 

and Directors of Nurses. 

• Presentation of findings to lay organizations such as AARP and to other senior 

citizen organizations. 

• Presentation of findings in LTC facilities at staff in-services. 

• Publication of the research findings.  

 

Transformation of Culture in LTC 

 Culture change is of the utmost importance for the well-being of our elders and 

staff in LTC. Nationwide, LTC agencies are beginning to adopt the values and 

philosophy of culture change. Traditionally, LTC organizational culture has been heavily 

stratified, with system-wide, impersonal attitudes dictating how people live and work 

together. In the majority of nursing homes, the culture is business-oriented and is heavily 

influenced by the hospital model of care, in which administration is heavily top-down 

skewed. The residents often are viewed as "substandard," and humanistic care needs may 

not be met. In effect, the nursing homes' focus is on the efficient operation of the facility 

rather than the physical, social, and spiritual needs of the residents (Misiorski, 2005). 

These practices are so engrained in LTC that they may well seem normal to those who 
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live and work there; residents and staff may be unaware of other, more patient-centered 

styles of LTC (Misiorski, 2005). 

 One such example of alternate styles of LTC is the patient-centered culture, which 

places both the resident and the direct care staff at the center of the organizational 

structure. Residents are treated as individuals, and their care is administered according to 

verbal communication and non-verbal cues. The ultimate goal of the person-centered 

culture is to nurture the mental well-being of the resident while simultaneously ensuring 

excellent medical care. In this patient-centered care model, the direct-care staff who have 

traditionally been given little authority in day-to-day operations—have increased 

autonomy and more intimate relationships with the residents. Interaction between 

residents and staff are encouraged and nourished to produce not only high-quality care, 

but to also augment residents’ quality of life. Indeed, many staff seek out this work 

environment because of the relationships that they develop in LTC. When our traditional 

model of care has failed to nurture those relationships, many workers leave the profession 

(Misiorski, 2005). 

 The implementation of patient-centered practices in LTC will require profound 

culture change. Though difficult, the need for transformation is urgent in order to 

improve the quality of jobs and the quality of life in LTC. Misiorski (2005) reports that 

homes implementing culture change for at least three years have reported decreased 

incidents of depression, lower mortality and greater staff retention.  

 The Pioneer Network was founded in 1997 for the explicit purpose of re-

envisioning the aging process and helping to transform the culture of LTC. Niederer 

(2005) posits that the goal of the Pioneer Movement is to cultivate compassion, patience, 

consideration, humor, mutuality, community, respect, trust and hope within the LTC 

setting. These values, if realized, would help to nurture an environment that is no longer 

tolerant of verbal abuse. Moreover, this necessary culture change in LTC would better 

enable the staff warriors to protect their vulnerable residents from the harm inflicted by 

both the passive witnesses and the abusers. This newly created LTC environment would 

result in an improved quality of life for staff and residents alike. 
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RECOMMENDATIONS FOR FUTURE RESEARCH 

 The findings of this study will become the pilot data to develop instrumentation 

and intervention research proposals to be submitted for federal funding. Instruments that 

measure verbal abuse and profiles individuals at risk of abusing residents must be 

developed. Current research instruments are simply inadequate for use in LTC (Meeks-

Sjostrom, 2004). This research expands our current knowledge, for it provides 

characteristics of those potential employees who would be warriors and also 

characteristics of potential employees who might be at increased risk of abusing elders. 

 Future research may include studies that are aimed at the perspectives of the 

abused, the families of the abused, and the abuser themselves to obtain their stories in 

order to understand the essence (or meaning) of their experiences regarding abuse. Future 

research may also include the development of a new practice theory for witnessing verbal 

abuse in LTC that includes the role of the warrior, the witness, the victim and the abuser. 

This theory would apply to the environment, to nurses and residents alike, and could be 

developed based on the voices of the participants themselves. It would be 

multidimensional and include the moral, ethical, physical, and psychological 

consequences of witnessing verbal abuse in LTC. 
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Appendix A: Interview Script 
 

You are being asked to describe your experience of witnessing verbal abuse toward 

residents in a long-term care facility (nursing home), and to discuss your experiences in a 

private interview. You may be approached for a second or third interview for clarification 

purposes. 

The purpose of this study is to describe how it feels to witness verbal abuse toward 

residents in Long Term Care (LTC). I would like for you to think of a situation or 

situations that you feel describe what it is like to witness verbal abuse toward residents in 

a LTC facility. These situations will serve as a text, the interpretation of which will be the 

focus of research to explore the lived experiences of witnessing verbal abuse toward 

residents in LTC. 

 

Interview Guide 

• “Can you tell me about a time in your career, one that calls out to you, when you 

felt uncomfortable with the manner in which an employee spoke to a resident?” 

• “What did you do when you saw this?” 

• “If it were to happen again tomorrow, how would you respond?” 

• “What has that taught you?” 

• “How can we get this to stop?” 

• “Have you ever seen anyone cross the line, being held to task and then 

changing?” 

• “What does that mean to your practice as a healthcare provider?” 

 

Probe Questions 

• “Tell me more about that.” 

• “Can you give me a for instance?” 

• “Can you tell me a story about that?” 

• “Can you give me an example?” 
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Appendix B: Sociodemographic Data 

 
If Walls Could Talk: The Lived Experience of Witnessing Verbal Abuse 

Toward Residents in Long-Term Care 
 
Date ______________                                                             I D Code # ____________ 
 
Gender: _______________________________________________________________ 
 
Age: __________________________________________________________________ 
 
Ethnicity: ______________________________________________________________ 
 
Religious affiliation: _____________________________________________________ 
 
Educational level: _______________________________________________________ 
 
Position: ______________________________________________________________ 
 
Are you familiar with abuse either personally or through the experience of a friend or 
family member? _________________________________________________________ 
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Appendix C: Subject Consent Form 
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Summary of Dissertation 
 
Twenty percent of the population over 65 years of age will spend some time in a nursing 
home. Most research addressing abuse in long-term care (LTC) facilities focus on sexual 
abuse, physical abuse and financial abuse or neglect. Few researchers have studied verbal 
abuse, a phenomenon not easily measured or quantified. This topic is significant to 
nursing as it focuses on the culture of our LTC facilities and allows new consideration of 
everyday, taken-for-granted practices that might be considered abusive. The research 
question for this study was, “What is the essence of witnessing verbal abuse toward 
residents in LTC?” The purpose of this Husserlian phenomenological study was to 
describe the experience of witnessing the phenomenon of verbal abuse toward residents 
in LTC from the perspective of the witness. A convenience sample of 17 nurse aides and 
licensed vocational nurses were asked open-ended questions in tape recorded interviews, 
which were transcribed verbatim. Colaizzi’s (1978) procedural steps for interpretive 
analysis were utilized. Rigor was addressed using Lincoln and Guba’s (1985) criteria for 
trustworthiness. Five theme clusters emerged from the data: Witnessing As Becoming the 
Victim; Placing Oneself or Significant Other in the Victim’s Shoes; Witnessing As 
Perceiving That Certain Staff Do Not Belong in LTC; Witnessing As Reading the 
Victim; Witnessing As Reading the Bully; and Witnessing As Becoming a Warrior. 
Implications for the thematic results of this study included increased understanding of the 
phenomenon of verbal abuse in LTC and the development of an educational program that 
aims to eliminate this form of abuse. 

 

 


