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OBJECTIVES:

 

To examine the association between vari-
ous characteristics of community-based older people and a
constructed measure of potential elder abuse.

 

DESIGN:

 

Cross-sectional design.

 

SETTING:

 

Public community-based long-term care pro-
grams in Michigan.

 

PARTICIPANTS:

 

Individuals aged 60 and older seeking
home and community-based services in Michigan between
November 1996 and October 1997 (N 

 

�

 

 701).

 

MEASUREMENTS:

 

Data were collected using the Mini-
mum Data Set for Home Care (MDS-HC) assessment. The
dependent variable is a constructed measure of potential
elder abuse reflecting physical and emotional abuse and
neglect. Independent variables include demographic char-
acteristics; diagnoses; behavioral measures; and cognitive,
physical, and social functioning.

 

RESULTS:

 

Several measures of social support and social
function were strongly associated with the signs of a po-
tentially abusive environment: brittle support (odds ratio
(OR) 

 

�

 

 3.5, 90% confidence interval (CI) 

 

�

 

 1.5–8.1),
older person feels lonely (OR 

 

�

 

 2.4, 90% CI 

 

�

 

 1.3–4.5),

and older person expresses conflict with family/friends
(OR 

 

�

 

 2.3, 90% CI 

 

�

 

 1.2–4.3). Home care participants’
alcohol abuse, psychiatric illness, lack of ease interacting
with others, and short-term memory problems were also
significantly associated with the signs of potential elder
abuse.

 

CONCLUSIONS:

 

The results of this study suggest that
the signs of potential elder abuse are associated with a di-
minishing social network and poor social functioning, al-
though some characteristics of the older person’s health
are contributing factors. Improved understanding of the
link between those characteristics and potential abuse will
help healthcare providers, case managers, and others iden-
tify older people at high risk of abuse. 
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lder abuse is a serious and growing social problem. In
one early study, researchers found that more than

three per 100 people aged 65 and older were victims of
elder abuse (excluding financial exploitation) in the Bos-
ton metropolitan area.

 

1

 

 Nationally, 70,942 substantiated
new cases were reported to Adult Protective Services (APS)
in 1996 (excluding self-neglect cases).

 

2

 

 Sentinel reporting
agencies (hospitals, public health departments, law en-
forcement, banks, and elder-care providers) reported an
additional 378,982 cases of abuse in fulfilling their obliga-
tion to report the suspicion of abuse to APS.

 

2

 

 Studies in
other countries have found similar rates, indicating this is
not just a U.S. phenomenon.

 

3–5

 

Most states now have laws regarding the abuse of
older people that include mandatory reporting and pre-
scriptions for treatment of the abusers within the criminal
justice system.

 

6

 

 Healthcare providers now recognize elder
abuse as a real and serious problem. Nevertheless, there is
a clear need for more provider education and outreach to
train providers to recognize the signs of abuse and neglect
of older people.

 

7

 

 The current study provides healthcare
practitioners in a variety of settings with a list of risk fac-
tors that may be useful in recognizing the signs of poten-
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tial elder abuse and the need for further investigation. In
this study, potential elder abuse, rather than reported or
corroborated elder abuse, is referred to, because the re-
search could not substantiate claims or suspicions of abuse.

Elder abuse is a complicated problem, encompassing
physical abuse/neglect, psychological abuse, and financial
abuse.

 

1,3,8–15

 

 Although various theories have been proposed
to explain elder abuse,

 

16–19

 

 a single theory may not be ade-
quate to describe such a multifaceted phenomenon.

 

20

 

 Some
researchers suggest that the increasing frailty and cognitive
decline of the older person induces stress in the caregiver,
leading to abuse, or that a diminishing social network for
both caregiver and older person increase the likelihood of
abuse.

 

10,12

 

 In addition, provocative or aggressive behavior
on the part of older people, such as those with dementia,
may trigger an aggressive response on the part of the care-
giver.

 

21

 

 Others propose that the characteristics of the abuser
(e.g., alcohol abuse, mental health or behavioral problems,
financial or other dependency on the older person) may be
more predictive of elder abuse than the characteristics of the
victim.

 

14,18

 

 With difficulty in obtaining information from
abusers, most research has focused on the victim, who may
show outward signs of abuse and is more likely to come
into contact with medical and social service personnel.

Identifying a set of risk factors associated with poten-
tial elder abuse may allow clinicians and social service
providers to intervene at an early stage and stop abuse
from continuing, but there is no consensus on a list of risk
factors for elder abuse, likely due to differences in research
designs, samples, and measures of abuse.

 

1,22

 

 Data em-
ployed in elder abuse studies come from a variety of
sources, including interviews

 

3,23

 

 and public reports to APS
or other social service organizations.

 

24

 

 The unit of analysis
in studying elder abuse has been the victim,

 

1

 

 caregiver,

 

16,17

 

family,

 

23

 

 and social worker.

 

15

 

This study examines the association between charac-
teristics of community-based older people and a con-
structed measure of potential elder abuse. The population
being studied is one that has regular contact with the
healthcare system through publicly funded community-
based long-term care programs in Michigan and is well
suited for intervention in abusive situations. Improved un-
derstanding of the link between those characteristics and
abuse will help healthcare providers, case managers, and
others to identify and perhaps prevent abuse.

 

METHODS

Data

 

Data for this study came from two programs operated by
the State of Michigan that were designed to expand the
availability of home and community-based services (HCBS)
to older and disabled people: the Care Management (CM)
Program and the Medicaid Home and Community-Based
Services Waiver (the Waiver). Michigan has been operat-
ing the CM program since 1983. The Health Care Financ-
ing Administration (now Center for Medicare and Medic-
aid Services) approved the Waiver for operation in 1992 in
14 regions of the state for a 3-year period and in 1998 ex-
tended it and expanded it statewide. The population
served by the Waiver and CM programs is primarily older
(

 

�

 

60) although the Waiver program also serves younger

disabled populations. Although both programs use the
same functional eligibility criteria, the Waiver program
also requires that participants meet the expanded financial
eligibility criteria for Medicaid-funded nursing home care.
Financially eligible groups include those currently receiv-
ing Supplemental Security Income (SSI) or those with in-
come at or below 300% of the SSI level. The data used in
this study were collected to develop a screening instrument
to determine eligibility for these programs.

Nurse/social worker case managers working with the
home care programs collected data using the Minimum
Data Set for Home Care (MDS-HC) during usual assess-
ment practices. These case managers have significant clini-
cal experience working with older people in the community
and received intensive training in the use of the MDS-HC
before the start of this study.

The MDS-HC is a multidimensional assessment in-
strument designed to be the community analog to the na-
tionally mandated MDS for nursing homes. (See Morris et
al.

 

25

 

 for a complete description of the development and re-
liability testing, and Morris et al.

 

26

 

 for information on
scoring of individual items.) The MDS-HC uses all possi-
ble sources of information (e.g., the client, caregivers, di-
rect observation, medical records) to determine the most
appropriate response to each assessment item. All data
used in this study were collected during the same assess-
ment visit to the home care participant.

The study sample represents all those residing in the
community at baseline who sought long-term care services
through the Waiver or CM programs between November
1996 and October 1997. The total sample included 895
older and younger disabled individuals. For the current
study, those aged 60 and older residing in the community
who reported having at least one informal caregiver present
(regardless of living arrangements) were selected (N 

 

�

 

 701).

 

Outcome Variable

 

Elder abuse is, by its nature, a hidden offense. Most studies of
elder abuse previously cited relied on self-reported cases of
abuse

 

1,3,18,23,27

 

 or reported (and sometimes corroborated) inci-
dents of abuse.

 

11,22,28,29

 

 These approaches may underreport
the actual incidence of abuse. Older persons may not report
abuse because they do not perceive it to be a problem, fear re-
taliation for reporting it, or feel that the abuse is the result of
their own failure by being sick or dependent.

 

12,30

 

 Addition-
ally, abuse may be considered a family problem, and thus in-
terference by outsiders would be considered inappropriate.

In this study, the outcome variable measures potential
elder abuse rather than reported or corroborated cases of
abuse. Physical and emotional abuse and neglect are in-
cluded in the definition of potential elder abuse. The iden-
tification of potential elder abuse relies on assessment by a
third party, based on a targeted set of MDS-HC items, in
cases potentially not reported to APS or acknowledged by
the victim or abuser. Because the largest proportion of
abuse and neglect reported to state agencies comes from
healthcare providers (22.5%; followed by family mem-
bers, 16.3%

 

24

 

), third-party observation as described here
can be a powerful tool for identifying older people who
are or are at risk of being abused.

The MDS-HC incorporates a series of markers that
clinicians can use to summarize and support their concerns
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regarding potential abuse. Following a home visit, case man-
agers were asked to synthesize clients’ potential abuse status
in five functional areas. More specifically, potential elder
abuse was deemed present when any of the following were
identified: (1) older person is fearful of a family member
or caregiver; (2) unusually poor hygiene; (3) unexplained
injuries, broken bones, or burns; (4) older person appears
neglected or mistreated; and (5) signs of physical restraint
(e.g., limbs restrained, bed rails used, or constrained to a
chair when sitting). The first of these measures was based
on communication with and observation of the client,
whereas the remaining measures were based on the case
manager’s clinical experience in consultation with the cli-
ent and family members (where possible). Measures of fi-
nancial abuse were not available. The wording on the elder
abuse items in the instrument draws from the literature on
abuse, and the items available in the instrument are reli-
able. Although these five measures of potential abuse were
not specifically validated, they are accepted manifestations
of abuse according to the protocols for investigation by
APS agencies acting within the regulations of state laws for
investigation of abuse, neglect, and exploitation.

The measures of potential abuse described above might
identify not only abuse by others but also self-neglect or
self-abuse, which is an equally important issue but which
requires a different set of responses than does abuse perpe-
trated by others. Any abuse reported to APS will trigger an
assessment and intervention by the agency. If abuse or ne-
glect perpetrated by others is substantiated, the criminal
justice system generally intervenes. The abused older per-
son may or may not be referred to community organiza-
tions for additional support and services. In cases of self-
neglect or abuse, APS will respond and often will elicit
support from community organizations to develop an in-
tervention that will increase the care an individual receives
in the home or make recommendations for institutional
care in cases where individuals’ cognitive impairments
make it unsafe for them to remain in the community.
Given that the population being studied is already in con-
tact with health and social service professionals, this study
focused, to the extent possible, on identifying cases of
abuse perpetrated by others. The study attempted to limit
the potential confounding factor of self-neglect or abuse
by excluding from the study sample those clients who did
not report receiving assistance from at least one informal
caregiver (e.g., spouse, child, other relative, or friend). Al-
though it is possible that this measure may still encompass
self-neglect and abuse, if informal caregivers are present
and involved with the older person’s care, they are ulti-
mately responsible for the older person and exclude cases
of self-neglect or abuse.

 

Predictor Variables

 

As noted earlier, differences in methodology have made it
difficult to identify a consistent set of characteristics asso-
ciated with elder abuse. This study used the following.

 

Demographic variables:

 

 Some studies variously suggest that
abuse is associated with female sex,

 

2

 

 older age,

 

1,22,29

 

being married,

 

1,3

 

 socioeconomic status (e.g., educa-
tional attainment or income level),

 

22,29

 

 and nonwhite
racial background.

 

11

 

 The associations between po-

 

tential abuse and female gender, marital status, ad-
vanced age (

 

�

 

75), and educational attainment
(

 

�

 

eighth-grade education) were tested for. Income
and race/ethnicity variables were not available in the
data set used for this study.

 

Cognition/Psychological Conditions:

 

 Previous studies have
indicated that elder abuse is associated with im-
paired cognition

 

11

 

 and depression.

 

3,31

 

 The analyses
included a measure of moderate to severe cognitive
impairment based on the Cognitive Performance
Scale (CPS), a seven-level variable constructed from
the MDS-HC, which is highly predictive of the Mini-
Mental State Examination. The development and
validation of the CPS can be found elsewhere.

 

32,33

 

We also considered an additional measure of cogni-
tive status—having short-term memory problems—
and signs of depression or anxiety (any of six MDS-
HC measures of mood in the week before the assess-
ment: feeling sad, persistent anger with self/others,
repetitive anxious complaints/concerns, sad/pained/
worried facial expressions, recurrent crying/tearful-
ness, or withdrawal from activities of interest).

 

Medical Conditions/Diagnoses:

 

 Stroke

 

23

 

 and dementia

 

27,31

 

have been associated with elder abuse. Measures re-
flecting active (i.e., affecting current care) diagnoses
of stroke, Alzheimer’s disease, dementia other than
Alzheimer’s disease, and any psychiatric illness were
included.

 

Physical Functioning:

 

 Activities of daily living (ADL) im-
pairments and general poor health have been cited
as risk factors for elder abuse.

 

1,3,11,14,22

 

 ADL mea-
sures for hygiene, dressing, toileting, locomotion,
transferring, bed mobility, and eating were included.
Each measure compares those totally dependent
with those who are independent or require supervi-
sion or limited or extensive assistance. In addition,
measures of bladder incontinence (occasionally to
always incontinent) and bowel incontinence (fre-
quently or totally incontinent) were included.

 

Behavioral Problems:

 

 Older people who exhibit abusive or
provocative behavior

 

14,23

 

 or who abuse alcohol

 

14,23,28

 

may be at risk for abuse. Four measures of provocative
or abusive behavior exhibited in the prior 7 days by the
older person were included: physically abusive, ver-
bally abusive, socially inappropriate behavior, and ac-
tive resistance of care. Alcohol abuse was measured as
the older person feels the need or has been told by
others to cut down on drinking or the older person has
to have a drink first thing in the morning or has been in
any sort of trouble because of drinking.

 

Social Functioning/Support:

 

 Various aspects of the social
support system and social functioning have been asso-
ciated with elder abuse. These include residing with
others,

 

1,11,27

 

 being socially isolated,

 

14

 

 having conflicts
with family members or friends,

 

14

 

 or having a brittle
support system.

 

1,3,14,22,23

 

 Included in the analyses were
variables that indicate that the older person is not at
ease interacting with others, openly expresses conflict
or anger with family/friends, is socially isolated (older
person says he/she feels lonely), and has a brittle sup-
port system (two or more of the following indicators:
a primary caregiver reports that he/she is unable to
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identify or provide care should the need arise; absence
of a commitment by the caregiver to continue current
activities; a primary caregiver is not satisfied with sup-
port received from family and friends; or the primary
caregiver expresses feelings of anger or depression).

 

Analysis Plan

 

A cross-sectional study design was used to understand the
association between home care participant characteristics
and the composite measure of potential abuse. Two sepa-
rate analytical steps were taken to understand better the
association of individual characteristics and potential elder
abuse, the dependent variable. All variables in the model
are indicator variables, with “1” associated with the pres-
ence of that factor identified in the literature as associated
with abuse. Bivariate associations were measured using
the chi-square statistic. Then each predictor variable sig-
nificantly associated with the dependent variable in the bi-
variate case (

 

P 

 

�

 

 .

 

10) was included in a logistic regression
model where the measure of potential abuse was the out-
come. A reduced logistic regression was estimated with
only those variables found to be statistically significant in
the original logistic regression. Odds ratios (ORs) and
90% confidence intervals (CIs) for each predictor variable
were obtained from the regression models. Wald chi-
square statistics and 

 

P

 

-values were used to evaluate the
significance of individual model parameters, and the Hos-
mer-Lemeshow goodness-of-fit chi-square test was em-
ployed to assess the overall fit of logistic models.

 

34

 

All analyses were computed using SAS, version 6.11
(SAS Institute, Inc., Cary, NC). To preserve the sample
size in the logistic regressions, the age- and sex-adjusted
mean values for the variables where there were missing
cases were imputed. Of the 30 variables considered in this
study, nine had at least one missing value. The variable
with the most missing values (19 cases, or 2.7%) was edu-
cational attainment.

 

RESULTS

 

Table 1 presents the frequency of the outcome variable
and key demographic characteristics of the sample. Thirty-

three of the 701 older people in the sample (4.7%) had at
least one of the signs associated with potential elder abuse.
This proportion is slightly higher than that found in previ-
ous studies that exclude financial exploitation. Of the cases
of abuse, 13 (39.4%) had poor hygiene, eight (24.4%)
showed signs of being fearful of a family member, seven
(21.1%) appeared neglected or mistreated, five (15.2%)
were physically restrained, and two (6.1%) had unex-
plained injuries. All but two individuals who were identi-
fied as showing signs of abuse “triggered” on a single
abuse factors; the others triggered on two.

The average age of the sample was 77.8 (range 

 

�

 

 60–
99). Women constituted the majority of the sample (71.9%),
and slightly more than one-third (36.7%) were married.
Approximately 30% of the sample had less than an eighth
grade education.

 

Bivariate Analyses

 

Table 2 presents the results of the bivariate analyses of po-
tential elder abuse and the prevalence of each characteris-
tic or condition in those for whom signs of potential elder
abuse were present or absent. For example, 22 (66.7%)
older people identified as potential abuse victims were of
advanced age (

 

�

 

75), and 438 (65.6%) of all others were
also aged 75 and older; this measure was not a significant
predictor of abuse.

None of the demographic variables (age, sex, marital
status, and education) were found to be significant in the
bivariate analyses. Of the measures of cognition and clini-
cal diagnoses, only psychiatric illness was significantly as-
sociated with abuse. Four measures of physical function-
ing were significant in the bivariate case: hygiene, dressing,
bladder incontinence, and bowel incontinence.

All of the behavioral problem variables were signifi-
cantly associated with potential elder abuse. Cases in
which the older person was physically abusive or actively
resisted care demonstrated the strongest association with
potential abuse. In cases where the older person abused al-
cohol, there was a significantly higher prevalence of poten-
tial elder abuse. Finally, all social functioning and support
variables were significantly associated with potential elder
abuse; older people who were not at ease interacting with
others, who openly expressed conflict, or indicated that
they felt lonely or had a brittle support system were all
more likely to show signs of potential elder abuse.

 

Logistic Regression

 

Table 3 presents the ORs and the 90% CIs about the pa-
rameter estimates for each of two logistic regression
models in which the association between home care partic-
ipant characteristics and the measure of potential abuse
was studied. (Although not significant in the bivariate
case, sex was retained as a control variable in the multi-
variate analyses).

 

Full Model

 

The full model includes all the predictor variables found to
be significant in the bivariate case.

 

Cognitive Patterns:

 

 Having a short-term memory problem
was strongly associated with the measure of poten-
tial elder abuse (OR 

 

�

 

 2.66; 90% CI 

 

�

 

 1.28–5.34),

 

Table 1. Demographic Characteristics and Distribution of
Outcome Measure (N 

 

�

 

 701)

 

Variable Value

Age, mean 

 

�

 

 SD 77.8 

 

�

 

 8.5
Female, % 71.9
Married, % 36.7
Less than 8th grade education, % 30.4
Potential cases of abuse, % 4.7 (n 

 

�

 

 33)
For each sign of potential abuse, %

 

†

 

Fearful of family 24.2 (n 

 

�

 

 8)
Poor hygiene 39.4 (n 

 

�

 

 13)
Unexplained injuries 6.1 (n 

 

�

 

 2)
Neglected or mistreated 21.2 (n 

 

�

 

 7)
Physically restrained 15.2 (n 

 

�

 

 5)

 

†

 

Total exceeds 100% because some subjects exhibited more than one measure of
abuse.
SD 

 

�

 

 standard deviation.
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but neither cognitive performance nor depression/
anxiety were found to be significant. A potential col-
linearity problem between the variable measuring
short-term memory and the Cognitive Performance
Scale (CPS) was identified, but, when these variables
were entered separately into the logistic regression, it
was still found that a short-term memory problem
was significant and the CPS was not significant.

 

Disease Diagnoses:

 

 The only disease diagnosis found to be
significant in the bivariate analyses, psychiatric illness,
was also significantly associated in the multivariate re-
gression (OR 

 

�

 

 2.48; 90% CI 

 

�

 

 1.18–5.23).

 

Physical Functioning: Measures of physical functioning
(hygiene, dressing, bladder incontinence, and bowel
incontinence) were not found to be significant in the
logistic model.

Behavioral Problems: The only behavioral problem found
to be significantly associated with potential elder
abuse was alcohol abuse, associated with a 10 times
greater prevalence of observed signs of potential el-
der abuse (OR � 10.26, 90% CI � 2.73–38.5).

Social Functioning and Support: All four of the social
functioning and support variables were signifi-
cantly associated with the outcome of potential el-

Table 2. Variable Frequencies and Bivariate Analysis Results

Signs of Potential Abuse

Variable
Present

n � 33 (%)
Absent

n � 668 (%) P-valuea

Demographics
Age �75 22 (66.7) 438 (65.6)
Female 26 (78.8) 474 (71.6)
Married 14 (42.4) 243 (36.4)
Education �8th grade 11 (35.5) 196 (30.1)

Cognitive patterns
Short-term memory problem 23 (69.7) 318 (47.6) �.05
Cognitive performance scaleb 26 (78.8) 592 (88.6) �.10
Depression/anxietyc 12 (36.4) 133 (19.9) �.05

Disease diagnoses
Cerebrovascular accident 11 (33.3) 153 (22.9)
Alzheimer’s disease 4 (12.1) 50 (7.5)
Other dementia 4 (12.1) 88 (13.3)
Any psychiatric diagnosis 9 (27.3) 79 (11.9) �.01

Physical functioning
Hygiened 6 (18.2) 48 (7.2) �.05
Dressingd 6 (18.2) 54 (8.1) �.05
Toiletingd 3 (9.1) 46 (6.9)
Locomotiond 3 (9.1) 39 (5.9)
Transferringd 3 (9.1) 34 (5.1)
Bed mobilityd 0 (0.0) 22 (3.3)
Eatingd 2 (6.1) 18 (2.7)
Bladder incontinencee 16 (48.5) 217 (32.5) �.05
Bowel incontinencef 8 (25.8) 87 (13.0) �.05

Behavioral problems
Physically abusiveg 3 (9.1) 11 (1.7) �.01
Socially inappropriate behaviorg 3 (9.1) 19 (2.8) �.05
Active resistance of careg 5 (15.2) 21 (3.1) �.001
Verbally abusiveg 6 (18.2) 38 (5.7) �.01
Abuses alcohol 3 (9.1) 9 (1.4) �.001

Social functioning and support
Not at ease interacting with others 8 (24.2) 61 (9.1) �.01
Expresses conflict with family or friends 18 (54.6) 215 (32.7) �.01
Indicates feels lonely 18 (56.3) 231 (36.1) �.01
Brittle support system 28 (84.9) 411 (65.3) �.01

aUsing chi-square test.
bModerate to severe impairment.
c�1 selected measures of mood.
dTotal dependence (full performance of activity performed by another).
eOccasional to daily incontinence.
fFrequent to daily incontinence.
gExhibited in the previous 7 days.
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der abuse, with ORs ranging from 2.13 (expresses
conflict with family/friends) to 3.76 (brittle support
system).

Reduced Model
The reduced model incorporated only those variables that
were significant in the full model, and the results showed
that all remained statistically significant. It was more par-
simonious and had a better goodness-of-fit; the Hosmer-
Lemeshow test suggests poor fit for the full model (�2 �
12.26, P � .14), but better fit here (�2 � 6.40, P � .60).

Identification of High-Risk Clients
The seven items from the MDS-HC identified as important
predictors associated with potential elder abuse can be
combined into a simple index that a healthcare professional
can use to screen for potential elder abuse. A diagnostic test
was conducted to determine the sensitivity and specificity of
different cutpoints of the resulting index of potential elder
abuse items. Figure 1 illustrates the various decision thresh-
olds along the receiver operating characteristic (ROC)
curve. The index of characteristics demonstrated high sensi-
tivity; older people with three or more of these characteris-
tics were correctly identified as having potentially been
abused in more than 90% of the cases. Nevertheless, these
characteristics are not specific; almost 60% of older
people with three or more of these characteristics who
were not identified as potentially abused were incorrectly
classified as being in a potentially abusive environment.

DISCUSSION
From a clinical point of view, the results of this study
show strong associations between potential elder abuse
and an older person’s short-term memory problem, psy-
chiatric diagnosis, and alcohol abuse. The social function-
ing and support category of variables (not at ease interact-
ing with others, openly expresses conflict with family and
friends, indicates feeling lonely, and has signs of a brittle
support system) were, as a group, the most strongly associ-
ated with potential elder abuse. No significant association

Table 3. Odds Ratios and Confidence Intervals for Full and Reduced Logistic Regression Models

Odds Ratio (90% Confidence Interval)

Variable Full Model* Reduced Model†

Cognitive patterns
Short-term memory problem 2.66 (1.28–5.34) 2.88 (1.47–5.69)
Cognitive performance scale 1.41 (0.47–4.27)
Depression/anxiety 0.79 (0.37–1.67)

Disease diagnoses
Any psychiatric diagnosis 2.48 (1.18–5.23) 2.39 (1.17–4.89)

Physical functioning
Hygiene 1.55 (0.31–7.63)
Dressing 1.80 (0.38–8.50)
Bladder incontinence 1.56 (0.77–3.13)
Bowel incontinence 2.21 (0.89–5.47)

Behavioral problems
Physically abusive 1.53 (0.24–9.79)
Socially inappropriate behavior 0.40 (0.08–1.91)
Active resistance of care 1.46 (0.27–7.98)
Verbally abusive 2.37 (0.54–10.3)
Abuses alcohol 10.26 (2.73–38.5) 8.80 (2.63–29.3)

Social functioning and support
Not at ease interacting with others 2.75 (1.21–6.21) 2.50 (1.17–5.36)
Expresses conflict with family or friends 2.13 (1.08–4.23) 2.28 (1.21–4.28)
Indicates feels lonely 3.49 (1.70–7.18) 2.36 (1.25–4.48)
Brittle support system 3.76 (1.58–8.93) 3.54 (1.54–8.13)

Both multivariate models controlled for gender.
*Full model contains all variables found to be significant in the bivariate analyses. The Hosmer-Lemeshow goodness-of-fit chi-square statistic is 12.26, P � .14.
†Reduced model contains all variables found to be significant in the full model. The Hosmer-Lemeshow goodness-of-fit chi-square statistic is 6.40, P � .60.

Figure 1. Receiver operating characteristic curve of the sensitiv-
ity and specificity of characteristics associated with potential
abuse.
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between demographic characteristics and measures of
physical functioning of the older person and the observed
signs of potential elder abuse was found.

The seven home care participant characteristics identi-
fied through the analyses can be used in conjunction with
the specific questions regarding physical or emotional
abuse and neglect of older people found in the MDS-HC.
For example, these characteristics may be incorporated
into an improved trigger for which care planning and per-
haps APS intervention should be initiated. The characteris-
tics identified demonstrate high sensitivity but relatively
low specificity, meaning that those who exhibit signs of
potential abuse are likely to have many of the seven char-
acteristics identified in the analyses. However, there are
many individuals with those characteristics that may be
identified as potentially abused that are not actually living
in abusive situations. Of course, it is preferable to maxi-
mize both sensitivity and specificity, but, when faced with
a trade-off, as in this case, the healthcare professional may
want to maintain a more conservative stance.

Based on the findings of diagnostic testing in this
study, it is suggested that cases in which individuals “trig-
ger” on three of the seven predictors of potential abuse be
followed up with further investigation. As mentioned
above, using three items as the cutpoint increases the like-
lihood of false positives. However, because of the serious-
ness of the issue, it may be more important to “cast a
wider net.” In the broader context, these findings both
agree and disagree with prior empirical studies. The asso-
ciation between demographic characteristics and abuse is
the area of previous research where there has been the
most disagreement. Pillemer et al.1 found that men were at
greater risk of elder abuse, although abuse against women
may be more likely to be reported to authorities. In addi-
tion, studies relying on reported cases of abuse may over-
represent the nonwhite population and those of lower so-
cioeconomic status because these populations are more
likely than others to come in contact with the social wel-
fare system.11 Although this study did not have informa-
tion available on race/ethnicity, no association between
education, a proxy for socioeconomic status, and abuse
was found. However, because the sample came from a
low-income population, there was little variation in socio-
economic status, which may have contributed to the lack
of significant findings.

Alcohol abuse by the older person was also associated
with potential elder abuse. Previous studies have found
that alcohol abuse by caregivers may lead them to abuse
the care recipient,14 and, in households where one individ-
ual abuses alcohol, others are likely to do the same.28

Therefore, alcohol abuse by the older person may be pre-
dictive of an abusive situation in the home. However, this
study did not have information on caregiver alcohol
abuse, and, given the relatively small sample of older peo-
ple who abused alcohol in the sample, caution should be
taken in interpreting these results.

Others have theorized that elder abuse may be related
to increasing frailty and cognitive decline of the older per-
son, inducing stress in the caregiver, or that a poor social
network for older persons and their caregivers may in-
crease the likelihood of abuse. The results of this report
suggest that the latter theory is more strongly supported,

although some characteristics of the older person’s health
are contributing factors. This conclusion also helps to ex-
plain why the demographic and physical functioning vari-
ables were not significantly associated with the signs of
potential elder abuse.

Discrepancies between these results and those from
previous studies may be due to sampling and methodolog-
ical differences. The current study focused on a community-
based sample of older persons who had contact with
HCBS programs funded by the state or jointly funded by
state and federal governments, whereas earlier studies em-
ployed samples of the general population,1,3 abuse cases
reported to state agencies,24 or convenience samples.15 In
addition, the sample was limited to persons who were gen-
erally functionally disabled. Physical abuse, for example is
more apt to be associated with older people who are inde-
pendent in ADLs,18 but this population is underrepre-
sented in this study. Nevertheless, there is substantial con-
sistency between this study and others in identifying brittle
social supports as an important factor in understanding
the characteristics associated with potential elder abuse.
Such agreement across these studies using varied samples
adds strength to the conclusion that older people with
poor social supports may be more vulnerable to abuse.

Study Limitations
The measure of potential elder abuse is based on a third-
party assessment and synthesis of information collected
during an in-person visit with older persons and their fam-
ilies. The clinicians conducting the assessment have identi-
fied signs of abuse through a data collection process but
present no substantiated evidence of actual abuse. The
study comments only on the potential for abuse. However,
healthcare providers are only required to be suspicious of
abuse to file a report with APS. It is the job of APS person-
nel to follow up and substantiate a claim of abuse.

The cross-sectional design that was used here allowed
only for comment on associations between individual
characteristics and potential elder abuse, not for attribu-
tion of cause and effect. Further studies will use longitudi-
nal data to study the causal relationships between the im-
portant characteristics identified in this study and potential
elder abuse over time.

The sample was limited to home care participants with
at least one informal caregiver present. It was assumed that,
if an informal caregiver were present, any indicators of po-
tential abuse were more likely abuse perpetrated by others
rather than self-neglect or abuse. Nevertheless, it is possible
that self-neglect/self-abuse rather than abuse perpetrated
by another individual may best explain some of the char-
acteristics associated with potential elder abuse. In partic-
ular, the variables measuring a short-term memory prob-
lem and having a psychiatric diagnosis may be more
associated with self-abuse.

CONCLUSION
This study identified important individual characteristics
that healthcare and social service providers can use to
identify potential or ongoing abuse of the older people
they serve. Given that this study identified characteristics
associated with the potential for elder abuse, a more pre-
ventive approach may be feasible in addressing the prob-
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lem. Because this sample is drawn from a population that
comes into contact with health and social services, they are
more likely to have someone to intervene in cases of abuse.
Finally, this study suggests that the use of comprehensive
screening, such as that accomplished by the MDS-HC, will
enable clinicians and social service providers to identify
and assist older people and families at risk of abuse.
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