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Elder Abuse: Systematic Review and Implications for Practice

Xin Qi Dong, MD, MPH

This article is based on the lecture for the 2014 American
Geriatrics Society Outstanding Scientific Achievement for
Clinical Investigation Award. Elder abuse is a global pub-
lic health and human rights problem. Evidence suggests
that elder abuse is prevalent, predictable, costly, and some-
times fatal. This review will highlight the global epidemiol-
ogy of elder abuse in terms of its prevalence, risk factors,
and consequences in community populations. The global
literature in PubMed, MEDLINE, PsycINFO, BIOSIS, Sci-
ence Direct, and Cochrane Central was searched. Search
terms included elder abuse, elder mistreatment, elder mal-
treatment, prevalence, incidence, risk factors, protective
factors, outcomes, and consequences. Studies that existed
only as abstracts, case series, or case reports or recruited
individuals younger than 60; qualitative studies; and non-
English publications were excluded. Tables and figures
were created to highlight the findings: the most-detailed
analyses to date of the prevalence of elder abuse according
to continent, risk and protective factors, graphic presenta-
tion of odds ratios and confidence intervals for major risk
factors, consequences, and practical suggestions for health
professionals in addressing elder abuse. Elder abuse is
common in community-dwelling older adults, especially
minority older adults. This review identifies important
knowledge gaps, such as a lack of consistency in defini-
tions of elder abuse; insufficient research with regard to
screening; and etiological, intervention, and prevention
research. Concerted efforts from researchers, community
organizations, healthcare and legal professionals, social
service providers, and policy-makers should be promoted
to address the global problem of elder abuse. J Am Geriatr
Soc 63:1214–1238, 2015.
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This article is based on the lecture for the 2014 Ameri-
can Geriatrics Society Outstanding Scientific Achieve-

ment for Clinical Investigation Award. Elder abuse is a
global public health and human rights problem that
crosses sociodemographic and socioeconomic strata. Elder
abuse, sometimes called elder mistreatment or elder mal-
treatment, includes psychological, physical, and sexual
abuse; neglect (caregiver neglect, self-neglect); and financial
exploitation.1 Physical abuse consists of infliction of physi-
cal pain or injury to an older adult and may result in
bruises, welts, cuts, wounds, and other injuries. Sexual
abuse refers to nonconsensual touching or sexual activities
with older adults when they are unable to understand,
unwilling to consent, threatened, or physically forced into
the act. Psychological abuse includes verbal assault, threat
of abuse, harassment, or intimidation, which may result in
resignation, hopelessness, fearfulness, anxiety, or with-
drawn behaviors. Neglect is failure by a caregiver (care-
giver neglect) or oneself (self-neglect) to provide the older
adult with necessities of life and may result in being under-
weight or frail, unclean appearance, or dangerous living
conditions. Financial exploitation includes the misuse or
withholding of an older adult’s resources to their disadvan-
tage or the profit or advantage of another person and may
consist of overpayment for goods or services; unexplained
changes in power of attorney, wills, or legal documents;
missing checks or money; or missing belongings.2

Although elder abuse is a newer field of violence
research than domestic violence and child abuse, research
indicates that elder abuse is a common, fatal, and costly
yet understudied condition.3–6 An estimated 10% of U.S.
older adults have experienced some form of elder abuse,
yet only a fraction is reported to Adult Protective Services
(APS).1

For decades, professionals and the public have viewed
elder abuse and broader violence as predominantly social
or family problems. Since the first scientific literature citing
in the British Medical Journal in 1975,7 there has been
increasing attention from public health, social services,
health, legal, and criminal justice professionals. In 2003,
the National Research Council brought together national
experts to examine the state of science on elder abuse and
recommended priority strategies to advance the field.8

Despite multidisciplinary efforts to screen, treat, and
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prevent elder abuse, speed of progress has lagged behind
the scope and effect of the issue.

In March 2011, the Senate Special Committee on
Aging held a hearing: “Justice for All: Ending Elder Abuse,
Neglect and Exploitation.” Based on a Government
Accountability Office report,9 individuals who had been
abused and experts highlighted the lack of research, educa-
tion, training, and prevention strategies. The Government
Accountability Office estimated that, in 2009, national
spending by federal agencies was $11.9 million for all
activities related to elder abuse ($1.1 million according to
the National Institutes of Health), which is much less than
the annual funding for violence against women programs
($649 million) and for child abuse programs ($7 billion).10

On June 14, 2012, the World Elder Abuse Awareness Day
commemoration was held at the White House, and Presi-
dent Obama proclaimed the importance of advancing the
field of elder abuse.11 In March 2013, the Centers for
Medicare and Medicaid Services held a national sympo-
sium to highlight elder abuse as a Physician Quality
Reporting System measure (#181) to promote screening of
elder abuse in healthcare settings.12 In April 2013, the
Institute of Medicine held a 2-day workshop dedicated to
elder abuse prevention, bringing together global experts to
advance the field. In October 2013, the U.S. Preventive
Services Task Force recommended elder abuse as a
research priority area in its report to Congress.13

This review highlights the global epidemiology of elder
abuse in terms of its prevalence, risk factors, and conse-
quences. It covers major gaps in research and policy issues
for the field of elder abuse and discussed implications for
researchers, health professionals, and policy-makers.

METHODS

Data Source and Study Selection

The global literature in PubMed, MEDLINE, PsycINFO,
BIOSIS, Science Direct and Cochrane Central was
searched. The search was limited to studies published in
English. Search terms included elder abuse, elder mistreat-
ment, elder maltreatment, prevalence, incidence, risk fac-
tors, protective factors, outcomes, and consequences.
Review studies were identified and their reference lists
examined for relevant articles. Studies existing only as
abstracts, case series, or case reports or that recruited
individuals younger than 60; qualitative studies; and non-
English publications were excluded (online Figure S1).

For prevalence studies, it was not the intention to
present every published study in community populations.
Rather, this study aimed to demonstrate the heterogeneity
of elder abuse definitions and prevalence on the major con-
tinents: North America, South America, Europe, Asia, and
Africa. Because there is limited research in developing
countries, studies were included from as many different
countries as available. For studies in developed countries
(e.g., North America and Europe), studies representative of
cultural diversity, definitional variations, and psychometric
testing and large-scale epidemiological studies were
selected.

For risk and protective factors, only studies in which
elder abuse was clearly defined as the primary dependent

variable, potential confounding factors were considered in
the analyses, and the risks and confidence intervals were
shown were included. A similar approach was used for
consequences, and only studies in which elder abuse was
the primary independent variable and confounding factors
were used were included. Studies in which primary analy-
ses were bivariate in nature were not included, articles
identified using the search methods were independently
reviewed, and studies were selected according to the
criteria.

Data Synthesis

Epidemiology of Elder Abuse

Elder abuse is a worldwide health problem. Prevalence of
elder abuse varies depending on the population, settings,
definitions, and research methods (Table 1 and online Fig-
ure S2).3,4,14–22 In North and South America, the preva-
lence of elder abuse in this review ranges from 10% in
cognitively intact older adults to 47.3% in older adults
with dementia.3,23 In Europe, the prevalence has been
found to vary from 2.2% in Ireland to 61.1% in Croa-
tia.24,25 In Asia, the highest 1-year prevalence in this
review has been found in older adults in mainland China
(36.2%) and lowest was in India (14.0%).21,26,27 Only
two studies conducted in Africa have been found, and the
prevalence ranged from 30% to 43.7%.20,28 A more-
detailed version of Table 1 showing the specific cutoff
point methods for prevalence estimates is supplied as
online Table S1.

Elder abuse is common in minority older adults.
Financial exploitation is three times as high and psycho-
logical abuse four times as high in black populations.4 A
study of Hispanics indicated that 40% had experienced
elder abuse, yet only 2% was reported to authorities.14 In
a study of 4,627 older adults in the Chicago Health and
Aging Project, older black men were three times as likely
to experience elder self-neglect as older white men, and
older black women were two times as likely to report elder
self-neglect as older white women.16 In a Chinese popula-
tion, despite cultural expectations of filial piety, 35% of
older adults self-reported elder abuse.29 Understanding cul-
turally specific elements of elder abuse will be critical to
designing prevention and intervention strategies used in
culturally specific contexts.

Although there is no consensus on a singular measure,
the Conflict Tactic Scale (CTS)30 remains one of the most
widely used to measure physical, psychological, and sexual
abuse. Despite using the same measurement, the cutoff
point for definite elder abuse differs greatly across studies,
leading to large variation in prevalence estimates. For
instance, one study used the revised CTS and regarded
older adults who endorsed any item of the measurement as
having experienced verbal abuse and found a 1-year preva-
lence of 21%.31 Another study used the modified CTS but
included those who endorsed 10 or more items as having
experienced psychological abuse and therefore found a
1-year prevalence of only 1.2%.24 A third likewise used
the “10 or more items” criteria and suggested a 1-year
prevalence of psychological abuse of 3.2%.32 Such incon-
sistency in definitions was also observed in measuring elder
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neglect, with some studies using the “any item” approach
and others using the “10 or more items” approach. In
comparison, the operational definitions of physical and
sexual abuse remain more consistent across studies, with
the majority of studies using the “any item” approach. A
recent study used different operational definitions to exam-
ine elder abuse and its subtypes in the same population
cohort and suggested that the prevalence of elder abuse
and its subtypes varied with the strictness of the defini-
tion.33

Risk factors for elder abuse are highlighted in Table 2
and visually plotted in Figure 1. Associations between so-
ciodemographic and socioeconomic characteristics and
elder abuse have been inconsistent.4,22,24, 26,34–36 Physical
function impairment has been linked with elder abuse,37–43

as has psychological distress and social isolation.36,40,44–47

Of various risk factors, cognitive impairment seemed to be
consistently associated with greater risk of elder abuse. For
example, 254 caregivers and 76 older adults with dementia
were surveyed, and it was found that older adults with
Alzheimer’s disease were 4.8 times as likely to experience
elder abuse as those without.48 Another study assessed
2,005 samples of reported APS cases and found that cogni-
tive impairment was significantly associated with elder
self-neglect.49 The wide variations of odds ratios and con-
fidence intervals in Figure 1 represent the diversity of the
studies with respect to population, sample size, settings,
definitions, and categorization of independent and depen-
dent variables.

Elder abuse is associated with significant adverse
health outcomes (Table 3), including psychosocial dis-
tress,50–52 morbidity, and mortality.5,53–55 Two longitudi-
nal cohort studies have demonstrated and association
between elder abuse and premature mortality,5,54 espe-
cially in black populations.56 Elder abuse is also associated
with greater health service use;57–59 especially emergency
department use60 and hospitalization and 30-day readmis-
sion rates.58,59,61 See online Appendix for references for
Tables 1, 2, and 3.

DISCUSSION

Elder abuse is prevalent in older adults across five conti-
nents, especially minority older adults. Because different
research methodologies are used in the literature, a variety
of risk factors have been found to be associated with elder
abuse. Among the risk factors, cognitive and physical
impairment and psychosocial distress seem to be consis-
tently associated with elder abuse. Elder abuse may lead to
deleterious health outcomes and increase healthcare use.

There are various limitations in the field of elder abuse
that add to the challenges of synthesizing data in this sys-
tematic review. One particular limitation is that no consis-
tent elder abuse instrument has been used to measure elder
abuse, making it difficult to compare the prevalence and
understand the risk factors between studies. Despite using
the same instrument, the cutoff for definite elder abuse
varies greatly across studies. Many studies have used an
“any positive item” approach, whereas others have more
systematically considered the heterogeneity of the
definitions and have been stricter in the categorization of
elder abuse cases. In addition, some studies have used anT
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extensive version of the screening instrument, whereas oth-
ers chose a shorter version that may contain only one
question. Recently, to address the question of inconsisten-
cies in elder abuse instruments, operational definitions of
different strictness have been used to examine elder abuse

in the same population cohort, and the prevalence of elder
abuse and its subtypes varied greatly in the same popula-
tion through using different measurements.33 The present
study provided important empirical evidence of the effect
of different instruments on the prevalence, but future

0 1 2 3 4 5 6

Odds Ratio and 95% Confidence Intervals

Author(yr) Risk Factor Outcome OR (95% CI)

Age
1.80 (0.83−3.87)EA< 71Chokkanathan, 2014
0.93 (0.83−1.03)EA↑ AgeDong, 2014
1.02 (0.99−1.05)EA↑ AgeDong, 2013
1.76 (0.59−5.21)PhyA↑ AgeVandeweerd, 2013
1.00 (0.97−1.04)EA↑ AgeDong, 2012*
1.03 (1.01−1.06)EA↑ AgeDong,2012
0.97 (0.95−0.99)PsyA↑ AgeYan, 2012
0.54 (0.38−0.77)PsyA60−64 yrsBeach, 2010
1.05 (1.04−1.07)SN↑ AgeDong, 2010*
4.87 (4.18−5.67)SN≥ 80Dong, 2010
0.79 (0.45−1.37)EA65−69 yrsDong ,2007
1.01 (0.94−1.08)SN↑ AgeTierney, 2007
1.33 (1.05−1.68)EA65−69 yrsOh, 2006
0.43 (0.31−0.64)PsyA60−70 yrsVandeweerd, 2006
1.00 (0.95−1.06)HB↑ AgeBeach, 2005
1.07 (1.00−1.14)SN↑ AgeTierney, 2004
1.10 (1.05−1.15)SN↑ AgeAbrams,2002 *
1.10 (1.00−1.20)SN↑ AgeLachs,1997

Sex
0.60 (0.30−1.19)EAMaleChokkanathan, 2014
0.58 (0.16−2.10)EAFemale Dong, 2014
0.55 (0.38−0.81)EAMaleDong, 2013
0.82 (0.42−0.95)PhyAFemaleVandeweerd, 2013
5.54 (1.85−16.57)EAMaleStrasser, 2013
0.45 (0.29−0.72)EAMaleDong,2012*
0.66 (0.47−0.93)EAMaleDong,2012
0.80 (0.59−1.08)PsyAFemaleYan, 2012
3.50 (1.40−8.80)PAFemaleFriedman, 2011
1.15 (1.03−1.29)SNFemaleDong,2010
0.79 (0.68−0.93)SNMaleDong,2010*
1.75 (0.82−3.73)EA/SNFemaleChoi,2009
1.55 (1.01−2.38)EAFemaleDong, 2007
1.46 (0.57−3.73)SNFemaleTierney, 2007
1.34 (1.21−1.61)EAMaleOh, 2006
0.48 (0.04−5.34)PsyAFemaleVandeweerd,2006
0.39 (0.14−1.10)HBMaleBeach,2005
2.55 (1.03−6.28)EAFemaleChokkanathan, 2005
1.19 (0.47−3.03)SNFemaleTierney, 2004
2.83 (1.58−5.05)SNMaleAbrams,2002*
1.00 (0.50−1.70)EAMaleLachs, 1997

Race
11.73 (1.60−130.06)EAHispanicStrasser. 2013
3.98 (2.27−6.98)EAAfri AmDong, 2013
4.99 (2.54−9.79)EAAfri AmDong,2012*
4.55 (2.88−7.17)EAAfri AmDong,2012
1.02 (0.46−2.26)PsyANon−whiteArmstadter, 2011
2.30 (0.55−9.62)PsyAAfri AmBeach,2010
3.66 (3.13−4.29)SNAfri AmDong,2010
4.70 (3.75−5.89)SNAfri AmDong,2010*
1.26 (0.47−3.36)EA/SNAfri AmChoi,2009
1.04 (0.53−2.04)SNNon−whiteAbrams, 2002
4.00 (2.20−7.20)EANon−whiteLachs, 1997

Education
0.93 (0.79−1.09)EA↑ EducationDong, 2014
0.98 (0.93−1.03)EA↑ EducationDong,2013
1.09 (1.03−1.16)FE↑ EducationLichtenberg, 2013
0.98 (0.92−1.05)EA↑ EducationDong,2012*
1.04 (0.99−1.09)EA↑ EducationDong,2012
1.83 (0.96−3.47)PsyA≤ 3Yan, 2012
1.67 (0.34−8.17)PsyA≤ High schoolBeach,2010
1.01 (0.97−1.04)SN0−7 yearsDong,2010
0.97 (0.95−0.99)SN↑ EducationDong,2010*
3.03 (1.43−6.45)EANo EducationDong, 2007
1.11 (0.97−1.28)SN↑ EducationTierney, 2007
1.61 (1.25−2.07)EANo EducationOh, 2006
1.81 (0.71−4.63)HB≤ High schoolBeach, 2005
0.72 (0.36−1.49)EA↑ EducationChokkanathan, 2005
1.12 (0.97−1.29)SN↑ EducationTierney, 2004

Income
1.05 (0.97−1.14)EA↑ IncomeDong,2013
0.95 (0.86−1.05)EA↑ IncomeDong,2012*
0.92 (0.85−0.99)EA↑ IncomeDong,2012
1.63 (0.67−3.95)EA<€220–€438Naughton,2012
0.73 (0.40−1.35)PsyANo IncomeYan, 2012
1.73 (0.80−3.72)PsyAHigher IncomeArmstadter, 2011
4.60 (2.33−9.08)EA/SNEcon DeficitChoi,2009
2.86 (1.33−6.16)EANo IncomeDong,2007
1.91 (1.01−3.59)SN<$5.000Abrams, 2002*
2.10 (0.90−4.70)EA<$5.000Lachs, 1997

Figure 1. Risk Factors for Elder Abuse.
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studies should expand efforts to develop a more-consistent
instrument and cutoff score. Another limitation is that
most of the existing studies do not provide reliability and
validity information for the instrument. Lack of consis-
tency and precision in the assessment of elder abuse may

prevent clear understanding of the accurate prevalence and
risk and protective factors and impede the development of
prevention and intervention programs.

In addition, the number and quality of studies varied
greatly according to region and cultural group. The

0 1 2 3 4 5 6

Author(yr) Risk Factor Outcome OR (95% CI)

Family Composition
0.88 (0.64−1.19)PsyALive with ChldnYan, 2012
0.70 (0.50−0.90)EALive with Spo/ChldnWu,2011
1.80 (1.40−2.40)EANot being married
0.34 (0.19−0.61)PsyADivorced/SeparatedBeach, 2010
1.64 (0.49−5.53)PsyALive with Son
1.12 (0.47−2.68)EA/SNDivorced/SeparatedChoi, 2009
1.56 (0.92−2.66)EAWidowedDong, 2007
0.81 (0.35−1.90)EAMarital StatusChokkanathan, 2005
1.04 (0.48−2.26)EALiving arr
2.65 (1.03−6.85)SNLive AloneAbrams,2002*
2.72 (0.76−9.70)SNSeparated/Divorced
0.30 (0.10−0.80)EALive AloneLachs, 1997

MedicalComorbidity (MC)
1.13 (0.96−1.33)EA↑ MCDong,2013
1.03 (0.88−1.21)FE↑ Disease BurdenLichtenberg, 2013
0.89 (0.74−1.08)EA↑ mcDong, 2012*
1.25 (1.09−1.44)EA↑ MCDong, 2012
1.09 (0.81−1.47)PsyAChronic IllnessYan, 2012
1.52 (1.44−1.60)SN↑ MCDong,2010
1.09 (0.99−1.19)SN↑ MCDong,2010*
1.14 (0.91−1.44)SN↑ ComorbidityTierney, 2007
7.72 (2.44−24.43)SNCOPDTierney, 2004 *
3.10 (1.20−7.96)SNCerebrovascular
2.99 (1.51−5.90)SNStrokeAbrams, 2002*
4.29 (1.91−9.61)SNHip Fracture
0.60 (0.40−0.80)EA↑ Chronic ConditionsLachs, 1997

Cognitive Function
0.73 (0.56−0.94)EA↑ Cognitive FuncDong, 2013
4.82 (3.51−12.52)PhyA↑ Dementia SxVandeweerd, 2013
0.95 (0.90−0.99)EA↑ Cognitive FuncDong,2012*
4.18 (2.44−7.15)EA↓ Cognitive FuncDong, 2011
9.10 (2.50−33.60)PAa Neur/mental DisorFriedman, 2011
1.05 (0.97−1.14)PsyA↑ Cognitive FuncBeach, 2010
1.01 (1.00−1.02)SN↓ Executive FuncDong, 2010*
0.87 (0.76−0.99)SN↑ Global CognitionDong, 2010*
11.39 (4.20−30.90)SN/EA↑ Cognitive ImpChoi, 2009
38.30 (4.65−326.00)EASig IrritabilityCooper, 2008
1.20 (1.00−1.40)EA↑ Cognitive Imp
1.01 (1.00−1.02)SN↓ Executive FuncTierney, 2007
1.56 (1.21−2.00)EA↑ Behavioral SxOgioni, 2006
0.34 (0.15−0.88)PsyA↓ Dementia SxVandeWeerd, 2006
0.97 (0.91−1.02)HB↑ Cognitive FuncBeach,2005
0.87 (0.78−0.97)SN↑ MMSETierney, 2004
1.41 (0.47−4.27)EA↑ Cognitive PerfShugarman,2003
4.63 (2.32−9.23)SNMental Perf Errors >=4Abrams, 2002
5.10 (2.00−12.70)EA New Cognitive ImpLachs, 1997

Physical Function
0.92 (0.88−0.97)EA↑ Phys FuncDong, 2013
1.01 (0.78−1.30)FE↑ ADL NeedsLichtenberg, 2013
2.05 (1.09−4.91)PA↑ Functional ImpVandeweerd, 2013
1.13 (1.06−1.19)EA↓ Phys Perform TstDong, 2012*
2.71 (1.58−4.64)EA↓ Phys Perform TstDong, 2012
2.28 (1.06−4.93)PsyANeed ADL HelpArmstadter, 2011
1.50 (1.10−1.20)EAPhys DisabilityWu, 2011
0.67 (0.38−1.18)PsyAAny ADL NeedsBeach, 2010
1.06 (1.04−1.09)SN↓ Phys Perform TstDong, 2010*
13.53 (5.52−33.14)SN/EAAny ADL NeedsChoi, 2009
0.96 (0.91−0.99)EA↓ ADL NeedsOh, 2006
1.10 (1.00−1.20)EA↓ Functional ImpCooper, 2008
1.11 (0.50−2.46)HBSevere Physical ImpSasaki, 2007
1.54 (0.61−3.85)PsyA↑ Functional ImpVandeWeerd,2006
1.12 (1.03−1.22)HB↑ ADL/IADLBeach,.2005
1.40 (0.40−4.60).EANew ADL ImpLachs,1997*

Psychological Well−being
2.01 (1.23−3.48)EA↑ Depressive SxDong, 2014
1.13 (0.91−1.25)EA↑ Loneliness
0.99 (0.93−1.07)EA↑ Depressive SxDong, 2013
6.07 (1.54−23.09)EADepressionStrasser, 2013
0.53 (0.23−1.22)PhyA↓ DepressionVandeweerd, 2013
1.09 (1.01−1.18)FE↑ Depressive SxLichtenberg, 2013
1.15 (1.08−1.22)EA↑ DepressionDong,2012
0.99 (0.90−1.10)EA↑ Depressive SxDong,2012*
4.51 (2.22−9.14)EAMental health <averNaughton, 2012
5.50 (4.10−7.30)EADepressionWu,.2011
3.14 (0.56−17.62)PsyADepressionBeach, 2010
1.05 (1.01−1.09)SN↑ DepressionDong,2010*
3.26 (1.49−7.10)EA↑ DepressionDong,2008
2.74 (1.19−6.26)EAHighest LonelinessDong, 2007
0.57 (0.24−0.73)PsyA↓ DepressionVandeWeerd, 2006
3.49 (1.70−7.18)EAFeel lonelyShugrarman,.2003
0.79 (0.37−1.67)EADepression/anxiety
2.38 (1.26−4.48)SNDepression scale >=16Abrams, 2002*

Social Well−being
1.07 (0.91−1.25)EA↑ Soc SupportDong, 2014
0.98 (0.95−1.01)EA↑ Soc NetworkDong, 2013
0.96 (0.86−1.07)EA↑ Soc Eng
0.99 (0.96−1.02)EA↑ Soc NetworkDong, 2012
0.86 (0.78−0.96)EA↑ Soc Support
0.98 (0.95−1.02)EA↑ Soc NetworkDong, 2012*
0.89 (0.78−1.01)EA↑ Soc Engagement
3.11 (1.29−7.46)EAPoor Soc SupportNaughton, 2012
1.17 (0.77−1.77)IPV↑ Soc SupportYan, 2012
3.51 (1.63−7.53)PsyALow Soc SupportArmstadter, 2011
1.19 (1.02−1.39)SNLowest Soc NetworkDong, 2010
2.18 (1.85−2.58)SNLowest Soc Eng
0.99 (0.98−1.01)SN↑ Soc NetworkDong,2010*
1.07 (1.04−1.09)EA↓ Soc SupportChokkanathan, 2005
0.77 (0.66−0.90)SN↑ OARS ScoresTierney, 2004*
3.76 (1.58−8.93)EABrittle SupportShugarman, 2003

Odds Ratio and 95% Confidence Intervals

Figure 1. (Contd.)
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majority of studies of elder abuse were conducted in North
America, Europe, and Asia, with only two studies identi-
fied in Africa. Almost all studies in North America were
conducted in the United States. A lack of representative
studies in certain regions, including Africa, Canada, Aus-
tralia, and South America, has impeded the comparison
and understanding of prevalence of elder abuse across con-
tinents, and the number of studies in U.S. minority popula-
tions such as Asian American and Hispanic older adults is
not enough to perform a rigorous analysis of the differ-
ences in elder abuse between cultural groups.

In terms of the analysis of risk factors of elder abuse,
existing studies have primarily focused on victim charac-
teristics, but perpetrator characteristics such as caregiver
burden, mental health, substance abuse, and premorbid
relationship may also affect the occurrence of elder abuse.
Moreover, the majority of studies of risk factors of elder
abuse have used a cross-sectional design, which further
hampers the ability to determine the causal relationship
between vulnerability risk factors and elder abuse.

FUTURE RESEARCH DIRECTIONS

Longitudinal Studies on Elder Abuse

Longitudinal studies are needed to examine the incidence of
elder abuse subtypes in diverse settings and the associated
risk and protective factors. Longitudinal research may also
help to understand potential perpetrators’ characteristics,
relationships, settings, and contexts with respect to elder
abuse victims. The fields of child abuse and domestic vio-
lence have demonstrated the feasibility of conducting
research on potential perpetrators. Innovative approaches
for understanding perpetrators’ perspectives are necessary
for the design and implementation of future interventions.
Moreover, research is needed to understand pathway by
which elder abuse leads to adverse outcomes, especially the
risk, rate, and intensity of health services use with respect to
elder abuse. Given the complexity of elder abuse research in
older adults with lower cognitive function, more-rigorous
studies are needed to improve understanding of the issue.
Cost-benefit and cost-effectiveness analyses are also needed
to examine the costs associated with elder abuse and utilities
of existing intervention programs. Because many cost–bene-
fit analyses are biased against older adults, innovative strate-
gies are needed to capture the range of personal,
community, financial, and societal costs of elder abuse.

Elder Abuse in Minority Populations

The prevalence of elder abuse in ethnic minority groups was
found to be higher than in whites.14–16 With the increas-
ingly diverse aging population, national priorities to better
understand the cultural factors related to elder abuse in
racial and ethnic populations should be set.62 The last dec-
ade has seen a population growth rate of 5.7% for whites,
43.0% for Hispanics, 43.3% for Asians, 18.3% for Native
Americans, and 12.3% for African Americans.63 Quantita-
tive and qualitative studies are needed to better define the
conceptual and cultural variations in the constructions and
definitions of elder abuse subtypes. Significant challenges
exist in conducting aging research in minority communities,

especially regarding culturally sensitive matters.64 Commu-
nity-based participatory research (CBPR) approaches could
be frameworks for addressing elder abuse.65 CBPR necessi-
tates equal partnership between academic and community
organizations and stakeholders to examine relevant issues.
This partnership requires reciprocal transfer of expertise
and sustainable infrastructure building. Recent elder abuse
research (Population Study of Chinese Elderly) in the Chi-
cago Chinese community has demonstrated enhanced infra-
structure and networks for community-engaged research
and community–academic partnerships.66

Prevention and Intervention Studies on Elder Abuse

Although elder abuse is common and universal, few evi-
dence-based prevention and intervention strategies have
been developed to assist victims of elder abuse.67 Common
forms of intervention programs may include advocacy ser-
vice intervention, support groups, care coordination, and
public education. Interventions on elder abuse could employ
CBPR and multidisciplinary team (M-Team) approaches.

Through implementing the CBPR approach, elder
abuse intervention programs could build on strengths and
resources in the community. Using the CBPR approach,
the Family Care Conference (FCC) was developed in a
northwestern Native American community. The pilot study
demonstrated that the FCC approach helped to bring fam-
ily members’ attention to the problem of elder abuse and
to incorporate their efforts into intervention.68 In a quali-
tative study of the perception of effectiveness, challenges,
and cultural adaptations of elder abuse interventions, older
adults participating in the study appraised the community-
based intervention module and have positive attitudes
toward interventions that community-based social services
organizations delivered.69 Future research efforts should
promote and sustain the collaboration between community
organizations and research institutions to better address
the needs and concerns of older adults. At the same time,
more evidence-based studies should be conducted to exam-
ine the efficacy and sustainability of intervention programs
in diverse settings.

M-Teams exist in the field of elder abuse, despite a
dearth of data regarding the efficacy, sustainability, and cost
effectiveness of the M-team approach. An M-Team usually
comprises a healthcare provider, a social worker, social ser-
vices, a legal professional, an ethicist, a mental health spe-
cialist, community leaders, and residents. Although many
state aging departments such as the Illinois Department on
Aging recommended M-teams, systematic studies are
needed, as well as rigorously designed intervention studies
with relevant outcome measures. Given the different types
of elder abuse and variation in risk and protective factors
and perpetrator characteristics, intervention and prevention
studies should begin to focus on specific high-risk dyads.
Prevention and intervention studies must also consider cost
effectiveness and scalability at the broad levels.

IMPLICATIONS FOR HEALTH PROFESSIONALS

Health professionals are well situated to screen for elder
abuse and detect vulnerabilities.70,71 How older adults
manage their daily lives can suggest predisposing factors
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that may impair their ability to live independently and
protect themselves. Assessing functional, cognitive, and
psychosocial well-being is important for understanding the
predisposing and precipitating risk factors associated with
elder abuse. A recent validation study of the elder abuse
vulnerability index suggests that older adults with three or
four vulnerability factors have almost 4 times the risk of
elder abuse, whereas those with five or more factors have
more than 26 times the risk.72

Because elder abuse victims often interact with health
systems, increased screening and treatment should be insti-
tuted in healthcare settings. Primary care outpatient prac-
tices, inpatient hospitalization episodes, and discharge
planning and home health could play pivotal roles in iden-
tifying potentially unsafe situations that could jeopardize
the safety and well-being of older adults.73 Early detection
and interventions, such as incorporating effective treatment
of underlying problems, providing community-based ser-
vices, and appropriately involving family, may help delay
or prevent elder abuse (Figure 2).

When health professionals suspect elder abuse,
detailed histories should be gathered, especially psychoso-
cial and cultural aspects. In addition, specific findings from
physical examinations that may further indicate elder
abuse should be documented. Moreover, health profession-
als should document observations of patient behavior,
reactions to questions, and family dynamics and conflicts.
Whenever indicated, health professionals should order lab-
oratory tests and imaging tests. These types of documenta-
tion are critical for supporting the interdisciplinary team
and APS to ameliorate elder abuse and protect vulnerable
older adults. Furthermore, health professionals should
devise patient-centered plans to provide support, educa-
tion, and follow-up and should monitor ongoing abuse
and institute safety plans.

Almost all states have mandatory reporting legislation
requiring health professionals to report reasonable suspi-
cions of elder abuse. Elder abuse reports can come from
variety of sources and could be anonymous if within the
authorization of the statute, but in most states, reporting
of elder abuse by health professionals is not anonymous,
because follow-up may be needed with the reporter to pro-
vide further evidence and assessment. When health profes-
sionals suspect elder abuse, they should contact the state
office on aging, the ElderCare Locator (800–677–1116), or
the National Center on Elder Abuse.

Health professionals may be reluctant to report elder
abuse because of subtlety of signs, victim denial, and lack
of knowledge about reporting procedures.71 Other reasons
for reluctance include concern about losing physician–
patient rapport, concern over potential retaliation by per-
petrators, time limitation, doubt regarding the effect of
APS, and perceived contradictions between mandatory
reporting and a provider’s ability to act in the patient’s
best interests.74 A common misconception for reporting
elder abuse is that convincing evidence is needed to
report. In addition, given the fear of liability, the physi-
cian may ask for proof rather than suspicion of abuse to
report elder abuse.74 On the contrary, elder abuse should
be reported to APS whenever a reasonable suspicion
arises.

Health professionals promote a patient’s rights to
autonomy and self-determination, maintain a family unit
whenever possible, and provide recommendations for the
least-restrictive services and safety plan. It must be pre-
sumed that an older adult has decision-making capacity
(DMC) and accept the person’s choices until a healthcare
provider or the legal system determines that the person
lacks capacity. One of the most difficult dilemmas is under
what types of situations the medical community and soci-

Vulnerability Risk Direct Screening Self, Family, or Other Reports

Suspected Elder Abuse
Assessment

History                        Physical Examination

Psychological Observation

Documentation          Social/Cultural Context

Willing to Accept Services

Yes

Education

Continued Support

Follow-Up

Monitory Safety

Alleviate Stressors

Safety Plan

Legal Services

Social Services

Continue Support

Education

Follow-Up

Monitor Severity

Examine State-Specific Statute 
on Elder Abuse and Reporting

No

YesNo

Neuropsychological Evaluation

Psychiatric Evaluation

Comprehensive Geriatric 
Assessment

Alleviate Reversible Factors

Conservatorship

Guardianship

Court Proceeding

Unsure

Decision-Making Capacity

Figure 2. Healthcare professional management strategies for elder abuse. APS = Adult Protective Services.
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ety at large have a responsibility to override personal
wishes. The presence or absence of capacity is often a
determining factor in what health professionals, the com-
munity and society need to do next,75 but capacity is not
present or absent; rather it is a gradient relationship
between the problems in question and an older adult’s
ability to make these decisions. Complex health problems
require higher levels of DMC. For simpler problems, even
a cognitively impaired adult could have DMC, but health
providers are often forced to make gray areas black and
white for purposes of guiding next steps such as guardian-
ship or conservatorship. Commonly used brief screening
tests such as the Mini-Mental State Examination are inade-
quate for determining capacity except at the extremes of
the score. A more-useful test for assessing DMC is the
Hopkins Competency Assessment Test.76

IMPLICATIONS FOR SOCIAL SERVICE
PROVIDERS

Community Organizations

Community organizations play a critical role in reducing
the risk of elder abuse in community-dwelling older adults.
Education should be provided to increase awareness of
elder abuse in the community. In particular, given the cul-
tural and linguistic barriers facing minority older adults,
community organizations should improve minority older
adults’ access to culturally sensitive services related to
elder abuse. Meanwhile, community organizations should
sustain and promote collaboration with academic organi-
zations to explore and tackle elder abuse.

Adult Protective Services

APS programs, typically run by local or state health
departments, provide protection for adults against abuse
and investigate and substantiate reports. After a report of
elder abuse, an assigned APS worker would make an in-
person home visit to investigate the nature and severity of
the abuse. From a comprehensive list of indicators and
input from older adults, family members, and other
involved parties, elder abuse is substantiated, partially sub-
stantiated, or not substantiated, but even if it is not sub-
stantiated, it does not necessarily mean there was no elder
abuse because there are often barriers to assessing older
adults and obtaining the information needed to substanti-
ate a case.

As the aging population continues to grow, investiga-
tions by APS have become increasingly complex.77 A
recent systematic review of elder abuse and dementia sug-
gested that insufficient financial resources, insufficient
access to information needed to resolve elder abuse cases,
inadequate administrative systems, and lack of cross-train-
ing with other disciplines in the aging field serving clients
with mental health disabilities may hinder the role of APS
workers in ameliorating abusive situations.77 The M-Team
could help confirm abuse, document impaired capacity,
review medications and medical conditions, facilitate the
conservatorship process, persuade the client or family to
take action, and support the need for law enforcement
involvement.78

HEALTH POLICY IMPLICATIONS

Two important federal laws address elder abuse: the Older
Americans Act (OAA) and the Elder Justice Act (EJA). The
OAA authorizes funding for National Ombudsman
Resource Center, National Center on Elder Abuse, Office
of State Long Term Care Ombudsman, legal and justice
services for victims, funding of demonstration projects,
outreach activities, and State Legal Assistance Developer
to enhance coordinated care. The EJA was passed in the
110th Congress to unify federal systems and respond to
elder abuse. It required the Secretary of Health and
Human Services to promulgate guidelines for human sub-
ject protections to assist researchers and establish elder
abuse forensic centers across the United States. The EJA
authorized funding and incentives for long-term care staff-
ing; builds electronic medical records technology; collects
and disseminates annual APS data; and sponsors and sup-
ports training, services, reporting, and the evaluation pro-
gram for elder justice, although the majority of programs
and activities under the EJA have not received funding,
and the EJA is in danger of being dissolved. The authoriza-
tion of appropriations for EJA provisions expired on Sep-
tember 30, 2014, and the likelihood of continuing
Congressional resolution and reauthorization is uncer-
tain.79 The EJA plays an important role in elder abuse
research and prevention. The Government Accountability
Office described the EJA as providing “a vehicle for setting
national priorities and establishing a comprehensive multi-
disciplinary elder justice system in this country.”9 Compre-
hensive, systematic, coordinated, multilevel advocacy and
policy efforts are needed to address elder abuse in legisla-
tion at the national level.80

CONCLUSION

This review highlights the epidemiology of elder abuse and
the complexities of research and practice. National longi-
tudinal research is needed to better define the incidence,
risk and protective factors, and consequences of elder
abuse in diverse racial and ethnic populations. Health pro-
fessionals should consider integrating routine screening of
elder abuse in clinical practice, especially in high-risk pop-
ulations. Patient-centered and culturally appropriate treat-
ment and prevention strategies should be instituted to
protect vulnerable populations. Although vast gaps remain
in the field of elder abuse, unified and coordinated efforts
at the national level must continue to preserve and protect
the human rights of vulnerable aging populations.

ACKNOWLEDGMENTS

The author would like to thank the APS staff and other
front-line aging professionals around the globe for their
continued dedication and commitment to protecting vul-
nerable victims of elder abuse in diverse populations.

Conflict of Interest: Dr. Dong declares no conflict of
interest. Dr. Dong was supported by National Institute on
Aging Grants R01 AG042318, R01 MD006173, R01 NR
14846, R01 CA163830, R34MH100443, R34MH100393,
and RC4 AG039085; a Paul B. Beeson Award in Aging;
the Starr Foundation; the American Federation for Aging

JAGS JUNE 2015–VOL. 63, NO. 6 ELDER ABUSE: SYSTEMATIC REVIEW 1235



Research; the John A. Hartford Foundation; and the
Atlantic Philanthropies.

Author Contributions: Dr. Dong was responsible for
the conception and design as well as analysis and interpre-
tation of data as well as the drafting of the manuscript,
critical revision of the manuscript.

Sponsor’s Role: None.

REFERENCES

1. Institute of Medicine. Confronting Chronic Neglect. The Education and

Training of Health Professionals on Family Violence. Washington, DC:

The National Academies Press, 2002.

2. National Center on Elder Abuse. Types of Abuse, 2014 [on-line]. Available

at http://ncea.aoa.gov/FAQ/Type_Abuse/ Accessed March 15, 2014.

3. Acierno R, Hernandez MA, Amstadter AB et al. Prevalence and correlates

of emotional, physical, sexual, and financial abuse and potential neglect in

the United States: The National Elder Mistreatment Study. Am J Public

Health 2010;100:292–297.
4. Beach SR, Schulz R, Castle NG et al. Financial exploitation and psycho-

logical mistreatment among older adults: Differences between African

Americans and non-African Americans in a population-based survey. Ger-

ontologist 2010;50:744–757.
5. Dong X, Simon M, de Leon CM et al. Elder self-neglect and abuse and

mortality risk in a community-dwelling population. JAMA 2009;302:517–
526.

6. O’Brien JG. A physician’s perspective: Elder abuse and neglect over

25 years. J Elder Abuse Negl 2010;22:94–104.
7. Burston GR. Granny battering. BMJ 1975;iii:592.

8. National Research Council. Elder Mistreatment: Abuse, Neglect and

Exploitation in an Aging America. Washington, DC: The National Acade-

mies Press, 2003.

9. Government Accountability Office. Elder Justice: Stronger Federal Leader-

ship Could Enhance National Response To Elder Abuse [on-line]. Avail-

able at http://aging senate gov/events/hr230kb2 pdf 2011 Accessed March

10, 2014.

10. Stoltzfus E. The Child Abuse Prevention and Treatment Act (CAPTA):

Background, Programs, and Funding. Congressional Research Service

2009;7–5700.
11. White House. Presidential Proclaimation: World Elder Abuse Aware-

ness Day [on-line]. Available at http://www whitehouse gov/the-press-

office/2012/06/14/presidential-proclamation-world-elder-abuse-aware-

ness-day-2012 Accessed March 15, 2014.

12. Center for Medicare and Medicaid Services. CMS Elder Mistreatment

Quality Measurement Initiative, 2013 [on-line]. Available at http://

www.iom.edu/~/media/Files/Activity%20Files/Global/ViolenceForum/2013-

APR-17/Presentations/02–07-McMullen.pdf Accessed March 27, 2014.

13. U.S. Preventive Services Task Force. Third Annual Report to Congress

on High-Priority Evidence Gaps for Clinical Preventive Services, 2013

[on-line]. Available at http://www.uspreventiveservicestaskforce.org/

Page/Name/third-annual-report-to-congress-on-high-priority-evidence-

gaps-for-clinical-preventive-services. Accessed March 18, 2014.

14. DeLiema M, Gassoumis ZD, Homeier DC et al. Determining prevalence

and correlates of elder abuse using promotores: Low-income immigrant

Latinos report high rates of abuse and neglect. J Am Geriatr Soc

2012;60:1333–1339.
15. Dong X, Chen R, Simon MA. Prevalence and correlates of elder mistreat-

ment in a community-dwelling population of U.S. Chinese older adults. J

Aging Health 2014;26:1209–1224.
16. Dong X, Simon MA, Evans DA. Prevalence of self-neglect across gender,

race, and socioeconomic status: Findings from the Chicago Health and

Aging Project. Gerontology 2011;58:258–268.
17. Laumann EO, Leitsch SA, Waite LJ et al. Mistreatment in the United

States: Prevalence estimates from a nationally representative study. J Ger-

ontol B Psychol Sci Soc Sci 2008;63B:S248–S254.
18. Lachs M, Berman J. Under the radar: New York State elder abuse preva-

lence study. Prepared by Lifespan of Greater Rochester, Inc., Weill Cor-

nell Medical Center of Cornell University, and New York City

Department for the Aging, 2011 [on-line]. Available at http://www.pre-

ventelderabuse.org/library/documents/UndertheRadar051211.pdf Accessed

April 2, 2014.

19. Lindert J, de Luna J, Torres-Gonzales F et al. Abuse and neglect of older

persons in seven cities in seven countries in Europe: A cross-sectional

community study. Int J Public Health 2013;58:121–132.

20. Cadmus EO, Owoaje ET. Prevalence and correlates of elder abuse among

older women in rural and urban communities in south western Nigeria.

Health Care Women Int 2012;33:973–984.
21. Wu L, Chen H, Hu Y et al. Prevalence and associated factors of elder

mistreatment in a rural community in People’s Republic of China: A

cross-sectional study. PLoS ONE 2012;7:e33857.

22. Oh J, Kim HS, Martins D et al. A study of elder abuse in Korea. Int J

Nurs Stud 2006;43:203–214.
23. Wiglesworth A, Mosqueda L, Mulnard R et al. Screening for abuse and

neglect of people with dementia. J Am Geriatr Soc 2010;58:493–500.
24. Naughton C, Drennan J, Lyons I et al. Elder abuse and neglect in Ireland:

Results from a national prevalence survey. Age Ageing 2012;41:98–103.
25. Ajdukovic M, Ogresta J, Rusac S. Family violence and health among

elderly in Croatia. J Aggression Maltreatment Trauma 2009;18:261–279.
26. Chokkanathan S. Factors associated with elder mistreatment in rural

Tamil Nadu, India: A cross-sectional survey. Int J Geriatr Psychiatry

2014;29:863–869.
27. Lowenstein A, Eisikovits Z, Band-Winterstein T et al. Is elder abuse and

neglect a social phenomenon? Data from the First National Prevalence

Survey in Israel. J Elder Abuse Negl 2009;21:253–277.
28. Abdel Rahman TT, El Gaafary MM. Elder mistreatment in a rural area in

Egypt. Geriatr Gerontol Int 2012;12:532–537.
29. Dong X, Simon MA, Gorbien M. Elder abuse and neglect in an urban

Chinese population. J Elder Abuse Negl 2007;19:79–96.
30. Straus MA. Measuring intrafamily conflict and violence: The Conflict Tac-

tics (ct) Scales. J Marriage Fam 1979;41:75–88.
31. Yan E. Tang CS-K. Prevalence and psychological impact of Chinese elder

abuse. J Interpers Violence 2001;16:1158–1174.
32. Comijs HC, Pot AM, Smit JH et al. Elder abuse in the community: Preva-

lence and consequences. J Am Geriatr Soc 1998;46:885–888.
33. Dong X. Do the definitions of elder mistreatment subtypes matter? Find-

ings from the PINE Study. J Gerontol A Biol Sci Med Sci 2014;69(Suppl

2):S68–S75.
34. Dong XQ, Simon M, Evans D. Cross-sectional study of the characteristics

of reported elder self-neglect in a community-dwelling population: Find-

ings from a population-based cohort. Gerontology 2010;56:325–334.
35. Abrams RC, Lachs M, McAvay G et al. Predictors of self-neglect in com-

munity-dwelling elders. Am J Psychiatry 2002;159:1724–1730.
36. Yan E, Chan KL. Prevalence and correlates of intimate partner violence

among older Chinese couples in Hong Kong. Int Psychogeriatr

2012;24:1437–1446.
37. Beach SR, Schulz R, Williamson GM et al. Risk factors for potentially

harmful informal caregiver behavior. J Am Geriatr Soc 2005;53:255–261.
38. Dong X, Wilson RS, Mendes de Leon CF et al. Self-neglect and cognitive

function among community-dwelling older persons. Int J Geriatr Psychia-

try 2010;25:798–806.
39. Dong X, Simon MA, Wilson RS et al. Decline in cognitive function and

risk of elder self neglect: Finding from the Chicago Health Aging Project.

J Am Geriatr Soc 2010;58:2292–2299.
40. Dong X, Simon M, Rajan K et al. Association of cognitive function and

risk for elder abuse in a community-dwelling population. Dement Geriatr

Cogn Disord 2011;32:209–215.
41. Friedman LS, Avila S, Tanouye K et al. A case control study of severe

physical abuse of older adults. J Am Geriatr Soc 2011;59:417–422.
42. Lachs MS, Williams C, O’Brien S et al. Risk factors for reported elder

abuse and neglect: A nine-year observational cohort study. Gerontologist

1997;37:469–474.
43. Tierney MC, Snow WG, Charles J et al. Neuropsychological predictors of

self-neglect in cognitively impaired older people who live alone. Am J Ge-

riatr Psychiatry 2007;15:140–148.
44. Dong X, Simon MA, Gorbien M et al. Loneliness in older Chinese adults: A

risk factor for elder mistreatment. J Am Geriatr Soc 2007;55:1831–1835.
45. Dong X, Chang E-S, Wong E et al. Association of depressive symptom-

atology and elder mistreatment in a US Chinese population: Findings from

a community-based participatory research study. J Aggression Maltreat-

ment Trauma 2014;23:81–98.
46. Shugarman LR, Fries BE, Wolf RS et al. Identifying older people at risk

of abuse during routine screening practices. J Am Geriatr Soc

2003;51:24–31.
47. Strasser SM, Smith M, Weaver S et al. Screening for elder mistreatment

among older adults seeking legal assistance services. West J Emerg Med

2013;14:309–315.
48. VandeWeerd C, Paveza GJ, Walsh M et al. Physical mistreatment in per-

sons with Alzheimer’s disease. J Aging Res 2013;2013:920324.

49. Choi NG, Kim J, Asseff J. Self-neglect and neglect of vulnerable older

adults: Reexamination of etiology. J Gerontol Soc Work 2009;52:171–
187.

1236 DONG JUNE 2015–VOL. 63, NO. 6 JAGS

http://ncea.aoa.gov/FAQ/Type_Abuse/
http://aging senate gov/events/hr230kb2 pdf
http://www whitehouse gov/the-press-office/2012/06/14/presidential-proclamation-world-elder-abuse-awareness-day-2012
http://www whitehouse gov/the-press-office/2012/06/14/presidential-proclamation-world-elder-abuse-awareness-day-2012
http://www whitehouse gov/the-press-office/2012/06/14/presidential-proclamation-world-elder-abuse-awareness-day-2012
http://www.iom.edu/%7e/media/Files/Activity%2520Files/Global/ViolenceForum/2013-APR-17/Presentations/02%e2%80%9307-McMullen.pdf
http://www.iom.edu/%7e/media/Files/Activity%2520Files/Global/ViolenceForum/2013-APR-17/Presentations/02%e2%80%9307-McMullen.pdf
http://www.iom.edu/%7e/media/Files/Activity%2520Files/Global/ViolenceForum/2013-APR-17/Presentations/02%e2%80%9307-McMullen.pdf
http://www.iom.edu/%7e/media/Files/Activity%2520Files/Global/ViolenceForum/2013-APR-17/Presentations/02%e2%80%9307-McMullen.pdf
http://www.uspreventiveservicestaskforce.org/Page/Name/third-annual-report-to-congress-on-high-priority-evidence-gaps-for-clinical-preventive-services
http://www.uspreventiveservicestaskforce.org/Page/Name/third-annual-report-to-congress-on-high-priority-evidence-gaps-for-clinical-preventive-services
http://www.uspreventiveservicestaskforce.org/Page/Name/third-annual-report-to-congress-on-high-priority-evidence-gaps-for-clinical-preventive-services
http://www.preventelderabuse.org/library/documents/UndertheRadar051211.pdf
http://www.preventelderabuse.org/library/documents/UndertheRadar051211.pdf


50. Begle AM, Strachan M, Cisler JM et al. Elder mistreatment and emotional

symptoms among older adults in a largely rural population: The South Car-

olina Elder Mistreatment Study. J Interpers Violence 2011;26:2321–2332.
51. Mouton CP, Rodabough RJ, Rovi SL et al. Psychosocial effects of physi-

cal and verbal abuse in postmenopausal women. Ann Fam Med

2010;8:206–213.
52. Olofsson N, Lindqvist K, Danielsson I. Fear of crime and psychological

and physical abuse associated with ill health in a Swedish population aged

65–84 years. Public Health 2012;126:358–364.
53. Baker MW, LaCroix AZ, Wu C et al. Mortality risk associated with phys-

ical and verbal abuse in women aged 50 to 79. J Am Geriatr Soc

2009;57:1799–1809.
54. Lachs MS, Williams CS, O’Brien S et al. The mortality of elder mistreat-

ment. JAMA 1998;280:428–432.
55. Schofield MJ, Powers JR, Loxton D. Mortality and disability outcomes of

self-reported elder abuse: A 12-year prospective investigation. J Am Geri-

atr Soc 2013;61:679–685.
56. Dong X, Simon MA, Fulmer T et al. A prospective population-based

study of differences in elder self-neglect and mortality between black and

white older adults. J Gerontol A Biol Sci Med Sci 2011;66A:695–704.
57. Lachs MS, Williams CS, O’Brien S et al. Adult protective service use and

nursing home placement. Gerontologist 2002;42:734–739.
58. Dong X, Simon MA, Evans D. Elder self neglect and hospitalization:

Findings from the Chicago Health and Aging Project. J Am Geriatr Soc

2012;60:202–209.
59. Dong X, Simon MA. Elder abuse as a risk factor for hospitalization in

older persons. JAMA Intern Med 2013;173:911–917.
60. Dong X, Simon MA, Evans D. Prospective study of the elder self-neglect and

ED use in a community population. Am J Emerg Med 2012;30:553–561.
61. Dong X, Simon MA. Association between elder self-neglect and hospice

utilization in a community population. Arch Gerontol Geriatr

2013;56:192–198.
62. Dong X, Chang E-S, Wong E et al. How do U.S. Chinese older adults

view elder mistreatment? Findings from a community-based participatory

research study. J Aging Health 2011;23:289–312.
63. U.S. Census Bureau. American Fact Finder, 2010 [on-line]. Available at

http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml Accessed

March 10, 2014.

64. Dong X, Chang E-S. Lost in translation: To our Chinese patient, Alzhei-

mer’s meant ‘crazy and catatonic’. Health Aff 2014;33:712–715.
65. Leung MW, Yen IH, Minkler M. Community based participatory

research: A promising approach for increasing epidemiology’s relevance in

the 21st century. Int J Epidemiol 2004;33:499–506.
66. Dong X, Wong E, Simon MA. Study design and implementation of the

PINE study. J Aging Health 2014;26:1085–1099.
67. Ploeg J, Fear J, Hutchison B et al. A systematic review of interventions

for elder abuse. J Elder Abuse Negl 2009;21:187–210.
68. Holkup PA, Salois EM, Tripp-Reimer T et al. Drawing on wisdom from

the past: An elder abuse intervention with tribal communities. Gerontolo-

gist 2007;47:248–254.
69. Dong X, Chang E, Wong E et al. Perceived effectiveness of elder abuse

interventions in psychological distress and the design of culturally adapted

interventions: A qualitative study in the Chinese community in Chicago. J

Aging Res 2013;2013:845425.

70. O’Brien JG, Riain AN, Collins C et al. Elder abuse and neglect: A survey

of Irish general practitioners. J Elder Abuse Negl 2014;26:291–299.
71. O’Brien JG. Elder Abuse and the Physician: Factors Impeding Recognition

and Intervention. Stress, Conflict and Abuse of the Elderly. Jerusalem:

Brookdale Institute, 1989.

72. Dong X, Simon MA. Vulnerability risk index profile for elder abuse in a

community-dwelling population. J Am Geriatr Soc 2014;62:10–15.
73. Dong X, Simon MA. Elder self-neglect: Implications for health care pro-

fessionals. Can Geriatr Soc J 2013;3:25–28.
74. Rodriguez MA, Wallace SP, Woolf NH et al. Mandatory reporting of

elder abuse: Between a rock and a hard place. Ann Fam Med

2006;4:403–409.
75. Leo RJ. Competency and the capacity to make treatment decisions: A pri-

mer for primary care physicians. Prim Care Companion J Clin Psychiatry

1999;1:131–141.
76. Janofsky JS, McCarthy RJ, Folstein MF. The Hopkins Competency

Assessment Test: A brief method for evaluating patients’ capacity to give

informed consent. Hosp Community Psychiatry 1992;43:132–136.
77. Dong X, Chen R, Simon MA. Elder abuse and dementia: A review of the

research and health policy. Health Aff 2014;33:642–649.
78. Mosqueda L, Burnight K, Liao S et al. Advancing the field of elder mis-

treatment: A new model for integration of social and medical services.

Gerontologist 2004;44:703–708.

79. Colello KJ. The Elder Justice Act: Background and Issues for Congress.

Congressional Research Service. 2014. Available at http://fas.org/sgp/crs/

misc/R43707.pdf Accessed March 25, 2014.

80. Dong X, Simon MA. Enhancing National policy and programs to address

elder abuse. JAMA 2011;305:2460–2461.
81. Buri H, Daly JM, Hartz AJ et al. Factors associated with self-

reported elder mistreatment in Iowa frailest elders. Res Aging

2006;28:562–581.
82. Kissal A, Bes�er Ae. Elder abuse and neglect in a population offering care

by a primary health care center in Izmir, Turkey. Soc Work Health Care

2011;50:158–175.
83. Biggs S, Manthorpe J, Tinker A et al. Mistreatment of older people in the

United Kingdom: Findings from the first National Prevalence Study. J

Elder Abuse Negl 2009;21:1–14.
84. Cooper C, Selwood A, Blanchard M et al. Abuse of people with dementia

by family carers: Representative cross sectional survey. BMJ 2009;338:

b155.

85. Garre-Olmo J, Planas-Pujol X, Lopez-Pousa S et al. Prevalence and risk

factors of suspected elder abuse subtypes in people aged 75 and older. J

Am Geriatr Soc 2009;57:815–822.
86. Perez-Carceles MD, Rubio L, Pereniguez JE et al. Suspicion of elder abuse

in south eastern Spain: The extent and risk factors. Arch Gerontol Geriatr

2008;49:132–137.
87. Somjinda Chompunud ML, Charoenyooth C, Palmer MH et al. Preva-

lence, associated factors and predictors of elder abuse in Thailand. Pac

Rim Int J Nurs Res Thail 2010;14:283–296.
88. Lee M. Caregiver stress and elder abuse among Korean family caregivers

of older adults with disabilities. J Fam Violence 2008;23:707–712.
89. Sasaki M, Arai Y, Kumamoto K et al. Factors related to potentially harm-

ful behaviors towards disabled older people by family caregivers in Japan.

Int J Geriatr Psychiatry 2007;22:250–257.
90. Tierney MC, Charles J, Naglie G et al. Risk factors for harm in cogni-

tively impaired seniors who live alone: A prospective study. J Am Geriatr

Soc 2004;52:1435–1441.
91. Lichtenberg PA, Stickney L, Paulson D. Is psychological vulnerability

related to the experience of fraud in older adults? Clin Gerontol

2013;36:132–146.
92. Amstadter AB, Zajac K, Strachan M et al. Prevalence and correlates of

elder mistreatment in South Carolina: The South Carolina Elder Mistreat-

ment Study. J Interpers Violence 2011;26:2947–2972.
93. Cooper C, Manela M, Katona C et al. Screening for elder abuse in

dementia in the LASER-AD Study: Prevalence, correlates and validation

of instruments. Int J Geriatr Psychiatry 2008;23:283–288.
94. Dong X, Simon MA, Odwazny R et al. Depression and elder abuse and

neglect among community-dwelling Chinese elderly population. J Elder

Abuse Negl 2008;20:25–41.
95. Ogioni L, Liperoti R, Landi F et al. Cross-sectional association between

behavioral symptoms and potential elder abuse among subjects in home

care in Italy: Results from the Silvernet Study. Am J Geriatr Psychiatry

2007;15:70–78.
96. Schofield MJ, Powers JR, Loxton D. Mortality and disability outcomes of

self-reported elder abuse: A 12-year prospective investigation. J Am Geri-

atr Soc 2013;61:679–685.
97. Dong XQ, Simon MA, Beck TT et al. Elder abuse and mortality: The role

of psychological and social wellbeing. Gerontology 2010;57:549–558.
98. Cisler JM, Amstadter AB, Begle AM et al. Elder mistreatment and physi-

cal health among older adults: The South Carolina Elder Mistreatment

Study. J Trauma Stress 2010;23:461–467.
99. Fisher BS, Regan SL. The extent and frequency of abuse in the lives of

older women and their relationship with health outcomes. Gerontologist

2006;46:200–209.
100. Smith SM, Oliver SAM, Zwart SR et al. Nutritional status is altered in

the self-neglecting elderly. J Nutr 2006;136:2534–2541.
101. Franzini L, Dyer CB. Healthcare costs and utilization of vulnerable elderly

reported to Adult Protective Services for self-neglect. J Am Geriatr Soc

2008;56:667–676.
102. Mouton CP, Rovi S, Furniss K et al. The associations between health and

domestic violence in older women: Results of a pilot study. J Womens

Health Gend Based Med 1999;8:1173–1179.

SUPPORTING INFORMATION

Additional Supporting Information may be found in the
online version of this article:

JAGS JUNE 2015–VOL. 63, NO. 6 ELDER ABUSE: SYSTEMATIC REVIEW 1237

http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml
http://fas.org/sgp/crs/misc/R43707.pdf
http://fas.org/sgp/crs/misc/R43707.pdf


Figure S1. Flowchart Describing Review Process for
Identification of Eligible Studies.

Figure S2.Range of Prevalence Across Five Continents.
Table S1. Prevalence Estimates of Elder Abuse by Popu-

lation, SurveyMethods and Definitions.

Please note: Wiley-Blackwell is not responsible for the
content, accuracy, errors, or functionality of any support-
ing materials supplied by the authors. Any queries (other
than missing material) should be directed to the corre-
sponding author for the article.

1238 DONG JUNE 2015–VOL. 63, NO. 6 JAGS


