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Peer to Peer abuse AKA Resident to 
resident aggression/resident to resident 
harm

Resident-to-resident aggression is defined ‘in long-term care facilities as negative and 
aggressive physical, sexual, or verbal interactions between long-term care residents, that in 
a community setting would likely be construed as unwelcome and have high potential to 
cause physical or psychological distress in the recipient.’ 

(Rosen et al., 2008:78)

Contextually different from abuse in the community but has the same spectrum of abuse 
types.

Underreported and under-researched.

A patient safety issue (Myhre et al., 2020)

Abuse occurs within relationships where there is the expectation of trust. That expectation 
cannot be applied to the relationship between residents. (SCIE, 2023)



How Common?

National Safeguarding Office Annual Report 2023



Prevalence
Resident-to-resident aggression equates 

to 22.22% of all types of abuse in 
nursing homes (Touza, 2019).

Resident data of 6,848 US residents: 7.6% of assisted living residents 
engaged in physical aggression or abuse toward other residents or staff 
in the past month, 9.5% of residents had exhibited verbal aggression or 

abuse, and 2.0% of resident engaged in sexual aggression or abuse 
toward other residents or staff. Dementia & MH issues common 

contributory factors. (Grimm et al., 2018)

15.2% in assisted living-verbal abuse most common (Pillemer er al., 
2024)



RRA: 0.5% (1/207) of nursing home deaths reported to the medical examiner (Ferrah 
et al., 2015)

3.4 incidents per 1,000 beds per year (Jogerst et al., 2005)

23% (79/339) of residents (Brazil et al., 2013)

United States 20.2% (Lacks et al., 2016)

28 deaths from RRA over a 14-year study period (0.004 per 100,000 bed days). Most 
exhibitors of aggression were male (n = 24, 85.7%), and risk of death from RRA was 
twice as high for male as females (dementia 90%, ¾ history of behaviour problems, 
often younger and recently admitted) (Murphy, 2017)



deBois et al., 2020

• Multistate National Violent Death Reporting System 
(NVDRS) related to fatal RRA incidents between years’ 
2003 and 2016

• “Push-fall” incidents as the most common incident type, 
and head injuries, followed by hip fractures, as the most 
common injury location.

• Physical strength is a factor in RRA, particularly fatal RRA

• Fatalities: difference of 17 days between injury and death 
data with Only 11 residents of 101 dying on the same day 
the injury occurred. 

• Suggests they are more common as not immediate to 
event.



Caspi 2010

• Residents: limited capacity to tolerate disruptive behaviour or 
noise from other residents (questioning, shouting, burping, 
sneezing, coughing etc.)

• Crowded rooms could lead to irritation.

• Three-quarters of  resident to resident abuse took place when 
there was no activity; 1/3 during mealtimes.

• Modifiable



Intent

• Difficult as ? Perpetrator is conscious, voluntary 
and intended to result in harm to the target of 
aggression.

• May be reciprocal.

• Cognitive impairment. 



(Pillemer et al., 2011)



Myhre et al., 2020



• RRA events are determined by multiple factors, including victim and 

offender characteristics, situational cues, and organisational attributes. 

• Connections between physical health and functional capacity are 

complex. Dementia may be a background factor of aggressive behaviour 

but needs to be seen in a comprehensive perspective and in its 

interaction with variables such as pain and depression. 

• Situational features such as noise, crowding, and invasion of personal 

space may be relevant. Currently, little is known about the influence of 

organisational characteristics such as unit size, staffing, institutional 

climate and policies. (Goergen 2017)



Triggers

Calling Out / Making Noise

Territoriality / Challenges with Communal Living 

Roommate inability to compromise preferences 

Impatience 

Loneliness / Abandonment / Frustration with Institutionalization 

Jealousy 

Dementia / Cognitive Impairment / Dis-inhibition 



Burnes et al., 2021



Burnes et al., 2021



Resident to resident abuse

Consequences can include:

• A reduction in life satisfaction

• Increased risk of depression, anxiety, 

• Loneliness

• Low self-esteem

• Overall negative mood

• A higher likelihood of experiencing 
neglect by caregivers and non-receipt of 
care after suffering sexual abuse 
(McDonald et al., 2015).

• Death, post traumatic stress disorder, 
reduced QoL, falls, health deterioration, 
moved from facility (Bonifas, 2015)

• Morbid and mortal (Pillemer etal., 2024)



Socioecological model (Pillemer et al., 
2011)

• The social–ecological approach highlights the 
interconnection of human interactions with physical 
and sociocultural surroundings. 

• Specific behaviors are thus treated as interactions 
between individuals and the physical and social 
environment rather than taking a linear, sequential 
view of causality and focusing solely on individual-
level behaviors and risk factors (Pillemer et al., 
2011:25)

• Thus, examination requires a consideration of 
needs, person–environment fit, and antecedents or 
consequences for both members of the RRA dyad 



For nursing staff, encountering aggressive behaviour by residents has some 

degree of ordinariness; their coping strategies mainly develop against this 

background of everyday professional experience. 

Approaches include staff training, such as the SEARCH strategy (for Support, 

Evaluate, Act, Report, Care plan, Help to avoid)

(Goergen, 2017)



• Prevent-assessment and reevaluation, rights-based approaches 
(Grigoroich et al., 2019).

• Accurate and comprehensive pain management (Hyochol et al. 2015)

• Antipsychotic medications have traditionally been used to manage 
agitation and aggression, but antipsychotics have limited efficacy, result 
in poorer quality of life, and are associated with a high risk of adverse 
effects, including mortality (Jutkowitz et al., 2016)

• Non-pharmacological interventions 

• Person-centred care (Slone et al., 2004)

• Relational citizenship (Grigorovich et al., 2019)



Management

• Prevention: Assessment, right match of facility to need, 
environment of recognition, non-punitive, care fits around the 
person, not around the system, matching residents, staff 
training, skill mix, workload.

• Managing: intervene, staff training, place of safety, 
counselling, reassurance, recognise deterioration of 
responsive behaviours, and family discussions.

• Size: Larger units have higher levels of agitation (Calkins, 
2011; Benbow 2018).



• Rights-based responses for both victim and perpetrator (FREDA, 
PANEL) 

• Searching for reasons explaining aggressive behaviour. Triggers 
(organic, social, environmental, psychological)-unmet need? i.e
infection, constipation, boredom, loneliness.

• Performing interdisciplinary case reviews focusing on aggressive 
behaviour (Bonifas, 2015)

• Integrating person-centred biographical information, for example, 
preferences, habits or dislikes.

• Setting limits for residents, for example, non-acceptance of 
aggressive behaviour

• Describing aggressive behaviour in the nursing report or in an 
‘aggression protocol’.



Intervention

• Applying measures for validation, for example, asking supplementary questions, 
mirroring behaviour verbally or by body language, confirming residents′ emotions.

• Distracting residents by social interactions, for example, singing.

• Carrying out activities for memory stabilisation, for example, talking about 
residents′ life themes, associated with positive or negative feelings

• Introducing methods of basic stimulation, (therapeutic) touch, massage, 
aromatherapy.

• Enhancing mobilisation and physical activities of residents, if possible (walks, 
passive exercises, dancing, art).

• Adapting the daily structure to residents’ needs

• Changing the environment, room interior, etc.

• Exercising calm.

• Use a standardised assessment- Cohen-Mansfield Agitation Inventory and 
Aggressive Behaviour Scale



ABC model
http://www.dementiamanagementstrategy.com/pages/abc_of_behaviour_management.aspx
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