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Introduction: The aging population is a rapidly growing demographic in the United States. Isolation,
limited autonomy, and declining physical and mental health render many older adults vulnerable to
elder mistreatment (EM). The purpose of this study was to assess the prevalence and correlates of EM
among a sample of older adults using legal assistance services in Atlanta, Georgia.

Methods: Researchers administered surveys to consenting older adults (aged 60+) in 5 metro Atlanta
community centers that hosted legal assistance information sessions as part of the Elderly Legal
Assistance Program. The surveys screened for risk factors and prevalence of EM risk using valid and
reliable measures and included additional questions regarding demographics characteristics and
healthcare use behaviors.

Results: Surveys were completed by 112 participants. Findings reveal that 32 (28.6%) respondents
met the criteria for elder abuse [ neglect risk; 17 (15.2%) respondents met criteria for depression; and
105 (93.7%) had visited a healthcare provider during the past 6 months.

Conclusion: The rates of EM risk in this sample were higher than those previously reported in
research. Findings support continued examination of unique risks that may be present among older
adults who may be possibly facing legal issues. Additionally, the reported frequency of healthcare visits
among participants reveals a promising opportunity to examine development of a more widespread EM
screening approach to be conducted in non-emergency settings. Interdisciplinary collaboration is
required to inform screening approaches that account for complexities that EM cases present. [West J
Emerg Med. 2013;14(4):309-315.]

INTRODUCTION increases, so too will the number of people living with chronic

The aging population in America is rapidly increasing. In  llnesses and other risk factors for preventable injury.

One form of preventable injury is elder mistreatment
(EM). Estimates of the prevalence of EM range from 4% to
10% in the United States (U.S.), although it is widely accepted
that the number of cases reported to Adult Protective Services
(APS) is representative of only a small proportion of elders
attributed to the aging of the large “baby-boomer™ generation gy ffering various forms of mistreatment.* A recent survey of a
and improvements in medical technology that have contributed  national sample of community-dwelling, cognitively intact
to extending the average lifespan.> As the elderly population adults aged 60 and older estimates the 1-year prevalence of

2010, an estimated 40 million Americans, or 13%, were age 65
and older.! Projections indicate that by year 2050, the aged
population will more than double to 88.5 million people, or
approximately 20% of the population.' This growth can be
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physical, sexual, and emotional abuse, financial mistreatment,
and neglect to be 11.4%.> Importantly, research has also
demonstrated an association between EM and emergency
department visits, hospitalization, nursing home placement,
and premature mortality.®™®

The spectrum of EM (identified as physical, sexual and
psychological abuse, as well as neglect and financial
exploitation) has been defined by the National Research
Council as “intentional actions that cause harm or create a
serious risk of harm (whether or not harm is intended) to a
vulnerable elder by a caregiver or other person who stands in a
trusting relationship to the elder; or failure of a caregiver to
satisfy the elder’s basic needs or protect the elder from harm.”’
Researchers have dedicated numerous studies to the
examination of risk factors associated with EM. The risks for
EM have been classified as demographic, physical and mental
health, social relationships, as well as having a history of abuse.
Risk factors for elder abuse have been identified as older age,
co-habitation, cognitive impairment/illness, depression and
social isolation.'*'

Depression is an especially important risk factor for EM.
Symptoms of depression likely will not be overtly disclosed by
older adults without direct assessment, as there is a strong
stigma associated with mental health issues.'* Further
exacerbating this issue is the widespread social norm of ageism,
which upholds that depression is natural at the end of life,
among the younger adult generations.'® Often older people
themselves think depression is a natural part of aging and is due
to other common physical and social hardships that often
accompany aging.'” Depression is not a normal symptom of
aging, and studies show that depression that initially appears
later in life is linked to a more chronic course of illness.'®"?

Although screening for depression typically takes place in
a clinical setting, research has demonstrated that community
screenings are also feasible and appropriate. In a study
conducted by Schonfeld et al*® a community-based screening
and brief intervention among older adult substance users
demonstrated that non-clinical research staff were able to
administer a range of screens, including measures of mental
health and suicidal risk. Additionally, the Harvard National
Depression Screening Day Scale (HANDS) instrument used in
this EM study was previously found to be effective in assessing
depression among people using a community pharmacy.?'

The purpose of this pilot study was to use valid and reliable
screens to estimate the prevalence of EM and depression among
older adults using legal assistance services provided by an
urban Elder Legal Assistance Program (ELAP) and to identify
risk factors associated with EM among this population. The
ELAP program is required by federal law, funded primarily by
the Older Americans Act and provides adults aged 60 and over
with legal representation, information and education in civil
legal matters. The program does not base eligibility on a
person’s income or resources; however, federal law requires that

the program direct services to those persons 60 years of age and
older who are in the greatest social and/or economic need,
limited English-speaking persons, rural or low income
minorities.*?

According to data from FY 2009, the majority of persons
served by the ELAP program in the metropolitan Atlanta area
(n=698) were black or African American (n=497) or white
(n=168). Less than 1% of program participants identified as
being Hispanic/Latino or belonging to another race. Of those
served, 540 persons were categorized by the program as having
an economic need and 203 were categorized as frail or having
social need.”

Given the vulnerability of the population served by ELAP,
there is reason to suspect that the prevalence of EM may be
higher among this population. Further, older adults seeking
legal assistance may have a higher prevalence of EM, given that
EM may be a reason for seeking legal assistance among this
population. Depression among those seeking legal advice may
also be higher due to stressors and possibly perceived
hopelessness faced by those seeking assistance.

We based the conceptual model for exploring risk factors
related to EM involved in this study on the Rose and Killien’s
Risk and Vulnerability Model** as applied to elder abuse by
Frost and Willette.* Vulnerability relates to characteristics of
the elder. Items related to vulnerability include age, gender, and
the depression scale. Risk refers to hazards or stressors external
to the older adult—which is measured by co-habitation. This
approach encompasses the major defining theories for
causation for elder violence.

METHODS

The pilot study used a cross-sectional survey design. Study
subjects were recruited from 5 community centers offering
legal assistance information presentations to older adults by
representatives of the State of Georgia’s Elderly Legal
Assistance Program (ELAP) within metro Atlanta over the
course of 9 weeks. To enroll the maximum number of
participants, eligibility requirements were broad. Study
subjects had to be English speaking and at least 60 years of age.
This study was reviewed and approved by the university
institutional review board of the principal investigator. No
incentives were offered for participation.

The questionnaire consisted of measures for depression
and EM. We selected HANDS, a 13-item validated screening
tool, for its brevity, ease of administration, and sensitivity for
major depression and suicide.*

Research has also demonstrated that the HANDS
instrument is reliable in a community setting.>' We used the
Hwalek-Sengstock Elder Abuse Screening Test (HS-EAST) to
identify indications of EM. The HS-EAST is a 15-item
instrument containing questions that indicate 3 distinct
domains: violation of personal rights or direct abuse,
characteristics of vulnerability and potentially abusive
situations.?” Scores of 3 or higher on the HS-EAST have been
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shown to be indicative of abuse, neglect and exploitation risk
when compared to the non-abused comparison group.?” The
HS-EAST is recognized among EM researchers as a valid
screening instrument.*®*°

Demographic data collected included race, ethnicity, age,
gender, marital status, educational attainment, occupational
status and living arrangements (living alone vs. cohabitation).
Additional information was collected regarding the number of
medical and mental health visits in the past 6 months. Study
participants were given the option of completing a paper-based
or computer-based survey.

We ran descriptive statistics to obtain study sample
characteristics. For the purpose of analysis, we recoded the
following variables as dichotomous, categorical variables:
marital status (married or living with partner v. single), race
(white v. another race), employment status (works outside the
home v. does not work outside the home), EM (yes v. no) and
depression (yes v. no).

We categorized study participants who scored 3 or above
on the HS-EAST scale as having a positive screen for EM,
while respondents that scored a 9 or above on the HANDS scale
were categorized as being depressed. We created the following
age categories using continuous data: 60—69, 70-79, 8089,
and 90 or above. Imputation was used to replace missing
observations.

We performed chi-square and both univariate and
multivariate regression analyses to estimate and test the
association between EM and the following covariates: gender,
age, race, ethnicity, employment status, cohabitation,
depression, number of visits to a healthcare provider in the past
6 months and number of visits to a mental health care provider
in the past 6 months.

RESULTS

One hundred and twelve individuals 60 years of age or
older, English speaking and attending elderly legal assistance
information presentations at metro-Atlanta community centers
provided written, signed consent and enrolled in the study.
Seventy respondents (62.5%) completed computer-based
surveys. The majority of respondents, (n=76, 67.9%) were
female, white (n=81, 72.3%), and between the ages of 60 and
79 (n=83, 74.1%). Slightly over half of the sample (n=61,
54.5%) had a high school education or less. Ninety-three
respondents (83%) were not employed. More respondents were
single (n=060, 60.7%) and reported living with someone else
(n=69, 61.2%). Over 16 % (n=17) of the study sample met
criteria for depression and 32 (31.1%) met criteria for EM.
Table 1 presents the complete demographic profile of the
sample.

The majority of participants reported seeing a healthcare
provider between 1 and 3 times within the past 6 months (60.7
%). Nearly 22% reported visiting a healthcare provider 4 to 6
times, 11.2%reported visiting a healthcare provider more than 6
times, while 6.5% of participants reported never having visited

Table 1. Sociodemographic profile of study sample of older
Americans to screen for prevalence of elder mistreatment.

Characteristic n (percent)

Age (n=105)
60-69 40 (38.1)
70-79 36 (34.3)
80-89 27 (25.7)
90 and above 2(1.9)
Gender (n=107)
Male 34 (31.8)
Female 73 (68.2)
Race (n=107)
American Indian/Alaskan Native 5 (4.7)
White 76 (71.0)
Asian 3(2.8)
Black or African American 23 (21.5)
Ethnicity (n=90)
Hispanic/Latino 5 (5.6)
not Hispanic/Latino 85 (94.4)
Cohabitation (n=104)
live alone 40 (38.5)
live with someone else 64 (61.5)
Employment (n=106)
full-time 9 (8.5)
part-time 10 (9.4)
retired 69 (65.1)
unemployed 7 (6.6)
disabled and unable to work 8 (7.5)
homemaker 3(2.8)
Marital Status (n=107)
married or living with partner 42 (39.3)
single/never married 6 (5.6)
divorced or separated 21 (19.6)
widowed 38 (35.5)
Educational Attainment (n=105)
some middle school 4 (3.8)
middle school 5(4.8)
some high school 22 (21)
high school 26 (24.8)
some college 18 (17.1)
bachelor degree 17 (16.2)
graduate degree 13 (12.4)

a healthcare provider within the past 6 months. The large
majority of participants reported never having visited a mental
health provider within the past 6 months (93.4%), while 6.6%
reported having visited a mental health provider between 1 and
3 times within the past 6 months.

Volume XIV, no. 4 : August 2013

311

Western Journal of Emergency Medicine



Screening for Elder Mistreatment

Strasser et al

Table 2. Associations of demographic characteristics and risk
factors with positive elder mistreatment screens.

Table 3. Logistic regressions and predictors for positive elder
mistreatment screen.

Risk Factor Chi-square  DFft p-value Covariates OR Cl B  Wald p-value
Gender 14.027 1 <0.001*  Sex 5.44 [2.160-13.699] 1.694 12.917 <0.001
Race 1.623 1 0.203 (male vs. female)
Ethnicity 5.441 1 0.02* Ethnicity 9.5 [1.01-89.47] 2.251 3.871 0.049
Age 3.753 3 0.289 &H;f]fﬁi”s'ga";é)
Education 0.495 ! 0482 Gonabitation 2.571 [1.050-6.200] 0.944 4.269 0.039
Employment 0.531 1 0.466 (no vs. yes)
Marital status 1.041 1 0.308  Dpepression 54 [1.619-18.012] 1.686 7.528 0.006
Cohabitation 4.388 1 0.036* (yes vs. no)
Visits to healthcare provider 0.371 3 0.946  Visits to mental 7.08 [1.29-38.95] 1.958 5.067 0.024
Visits to mental health provider 6.457 1 0.011* health provider
Depression 8.62 1 0003+  (1=3vs.none)

* significant association p<0.05
1 Degrees of freedom

We analyzed the following demographic and risk variables
using chi-square to test the association between EM and each of
the following variables: sex, race, ethnicity, education, age,
employment status, marital status, cohabitation, depression,
number of visits to a healthcare provider (physician or nurse
practitioner) in the past 6 months and number of visits to a
mental healthcare provider (psychiatrist, psychologist or
therapist) in the past 6 months. We detected no significant
associations between EM and age, marital status, race,
employment status, education, or visits to a healthcare provider
in the past 6 months.

However, results indicated a significant association
between EM and sex, ethnicity, cohabitation and number of
visits to a mental health provider (Table 2). A higher proportion
of men (56.3% or 18 of 32) met the criteria for EM as compared
to women (19.1% or 13 of 68), X* (1, 100)=14.027, p< 0.001,
and of the 5 respondents identifying as Hispanic/Latino, 4
(80%) met the criteria for EM, as compared to 24 of 81 (29.6%)
of non-Hispanic/Latino subjects [X* (1, 86) = 5.441, p=0.020].
Nearly half (48.3% or 14 of 29) of those who met EM criteria
reported living with another person [X? (1, 97)=4.388,
p=0.036]. Additionally, among the 29 respondents who had a
positive screen for EM, 5 (17.2%), reported having had 1-3
visits to a mental health provider within the past 6 months, as
compared to 2.9% (2 of 70) of respondents who did not meet
criteria for abuse [X? (1, 99)=6.457, p=0.011].

We performed univariate logistic regression for those
variables that demonstrated statistically significant associations
(p< 0.05) with the independent variable, EM. Results (Table 3)
indicate that men in this population were 5 times as likely as
women to suffer from or be at risk for EM. Respondents who
lived with another person, whether he/she were a spouse, other
family member or non-relative were more than twice as likely
to suffer or be at risk for abuse/neglect. Depression and number

OR, odds ratio; C/, confidence interval

of visits to a mental health provider also increased one’s risk of
EM.

Lastly, we performed multiple logistic regression analysis,
which included those variables that remained significant in the
univariate regression analyses: sex, ethnicity, cohabitation,
depression and visits to a mental health provider. Using this
regression model, cohabitation and visits to a mental health
provider were not found to be significant predictors of EM. The
final multiple logistic regression model included 3 predictors—
sex, ethnicity and depression. Males were 5.5 times more likely
to meet have a positive screen for EM than females (odds ratio
[OR]: 5.54, confidence interval [CI]: 1.85-16.57, p=0.002), and
Hispanic respondents were 11.7 times more likely to have a
positive EM screen than their non-Hispanic counterparts (OR:
11.73, CI: 1.06—130.06, p=0.045). Depressed respondents were
6 times more likely to have a positive EM screen than their non-
depressed peers (OR: 6.07, CI: 1.54-23.09, p=0.01). Results
are presented in Table 4.

DISCUSSION

In this cross-sectional survey of older adults attending
legal assistance presentations, we found that nearly one-third of
our sample met criteria for EM, which is higher than more
modest estimates in the general U.S. population ranging from

Table 4. Multiple logistic regression results.

Covariates OR Cl b  Wald p-value
Sex 5.536 [1.85-16.57] 1.711 9.36 0.002
(male vs. female)
Ethnicity 11.73 [1.06-130.06] 2.46 4.02 0.045
(Hispanic vs.
Non-Hispanic)
Depression 6.07 [1.54-23.09] 1.8 4.02 0.01

OR, odds ratio; C/, confidence interval
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4-11%.*> However, this result serves to confirm our hypothesis
that older adults seeking legal services may have a higher
prevalence of EM either because EM has led them to seek legal
advice or their legal situation has contributed to their
vulnerability and put them at greater risk for EM.

Study findings were also different from EM literature
concerning demographic risk factors. While other studies
indicate that older elderly people are at a greater risk of or abuse
and neglect than the younger old, no differentiation of EM by
age was found in this sample.'®* Further, men in this study
sample were over 5 times more likely to meet EM criteria than
females. While other studies have indicated women are at a
greater risk of abuse than men,*** Pillemer and Finkelhor'?
found that men in their random survey study were more likely
to be victims of EM.

Other research has indicated that poorer physical and
mental health may put elderly at risk;>*> however, our findings
indicated that mental health and not physical health was a
predictor of EM/EM risk. Depression, and other mental health
issues, as implied by the number of visits to a mental health
provider in the past 6 months in this study, as well as
cohabitation have all been identified as risk factors in the
literature. While depression was a significant predictor of EM/
EM risk in this study, neither visits to a mental health provider
or cohabitation were found to predict EM/EM risk in the
multivariate analyses.

We also found that Hispanics/Latinos in this study were
substantially more likely than non-Hispanics to meet EM
criteria. Examination of EM within Hispanic/Latino
communities in the U.S. is gaining attention. In a recent study
by DeLiema et al*® in a randomized community sample of 200
Latinos in Los Angeles, 2 out of 5 older adult Latinos reported
abuse in the last year, and among those, 22% of the abuse was
categorized as “severe,” While the number of Hispanics/
Latinos respondents included in this study was very small, this
finding highlights the need to further investigate unique
interpersonal dynamics and risk factors for EM that may exist
in this subpopulation. Because Hispanic/Latino older adults
have historically been underrepresented in EM research,
explanations for this significant disparity are not readily
available.

The differences in our study findings may be due to several
factors. First, this study used the HS-EAST instrument, which
is not widely used in EM-prevalence studies. Because the
instrument was developed for administration by non-clinical
professionals, the domains and items may not reflect highly
specific measures of EM and thus, there is a potential for over-
estimation of EM risk. The high prevalence among this sample
may also be attributed to the unique circumstances of the study
setting. Older adults attending legal presentations may be
different than the general older adult population. For these
individuals, there may be underlying legal stressors that may
lead to strained personal situations, mental distress, depression,

and ultimately, violent relationships. The cumulative burden of
these stressors may likely place this vulnerable population
segment at risk for being the target of abuse by someone who
perceives the pending legal matters as “hopeless,” Older adults
who are receiving legal services may be in a help-seeking
mode; therefore, they are reaching out for services that
potentially could assist in address legal problems they face.

Overall, our study findings highlight the need for more
robust, sophisticated research that can examine issues related to
EM among community-dwelling older adults who may be
facing legal issues. The legal circumstances in which clients
seek ELAP services may offer an explanation for our high rates
of EM/EM risk and depression. Since the prevalence of those
who were depressed was much higher than those visiting
mental health providers, it is likely that many in the study
population needed but were not receiving treatment for
depression and therefore at a greater risk for EM.

LIMITATIONS

This study was based on a small and homogenous sample
and was further limited by the voluntary nature of the survey;
therefore, the answers provided by the respondents may not be
indicative of the non-respondents. The results from this study
are not generalizable to other older adults who may be seeking
legal advice or assistance as a convenience sampling
methodology was employed. Additionally, while findings
indicate a number of statistically significant associations,
temporal ordering is not possible due to the cross-sectional
nature of data collected. Additionally, this study used proxy
measures for physical and mental health status, number of visits
to a healthcare provider and number of visits to a mental health
provider. While it stands to reason that high healthcare
utilization would be associated with poorer health among older
adults, and there is research to support this,*® using healthcare
visits as proxy measures does not take into account older adults
who may be in need of, but not receiving healthcare for
physical or mental health issues. Finally, this study captured
respondents’ self-reported answers, not actual behaviors or
occurrences of EM. Nonetheless, these findings provide insight
into avenues for future research that probes EM risks more
profoundly.

CONCLUSION

Elder mistreatment is complex and continued research that
advances our understanding of risk factors is essential for
prevention efforts. More collaboration among professionals
from diverse disciplines who play a role in EM identification and
resolution is needed. Professionals trained in law, criminal
justice, social services, and mental health may potentially be
involved in EM case detection, management, and resolution.*®*?
Traditionally the responsibility for recognizing, identifying, and
responding to EM has been assumed primarily by healthcare
professionals. Jones et al** determined that the majority of cases
are detected by clinicians during urgent care visits. However,
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through effective screening, EM may be detected before it
escalates to a need for emergency medical attention.

The early detection of EM relies heavily on professionals
who may interact with older adults earlier than those in urgent
healthcare settings, such as primary care physicians, social
workers, bankers, lawyers, mental health professionals, and law
enforcement. Professionals on the frontline of initial case
reporting must receive adequate training to improve
identification of signs and symptoms of EM. Enhanced
screening and professional collaborations can flourish when
EM policies are responsive to scientific evidence that reveal
individual-level vulnerabilities and external risk factors for
violence.

Given the exponentially growing older adult segment of
the United States, the number of adults who may become
victims of violence will likely increase until more sensitive,
widespread screening is developed and implemented.
Progressive national policies responsive to these trends can
foster guidelines and screening practices that proactively
prepare professionals to identify older adults most at risk for
EM. Professionals practicing in the community, such as law
enforcement, social services, law, and banking among others,
may provide important early screening for EM risks that are
frequently associated with victimization. Enhancing the
recognition and collaborative partnerships among professionals
provide a promising structure (opportunity) for resolving
increasingly difficult situations for older adults.
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