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THE PATIENT'S STORY

Mrs O lives alone in a 2-story townhouse; she reports that
she is 70 years old. She has a bachelor’s degree in educa-
tion. Twice divorced, she has 1 daughter from whom she
has been estranged for many years. Her medical diagnoses
include osteoporosis, alcoholism, tobacco use, and recur-
rent falls. In March 2010, she fell and sustained a hip frac-
ture, necessitating hospitalization for surgical repair. She was
discharged to a rehabilitation facility from the acute care hos-
pital, was treated there briefly, then went home. She did not
follow up with her family physician as instructed. An anony-
mous referral was made to adult protective services (APS).

Home Environment

The APS worker went to the patient’s home and found a clut-
tered and filthy environment. A tour of the kitchen re-
vealed unopened meals from Meals on Wheels, 4 bottles of
vodka, a full ash tray, and no food in the refrigerator. The
rest of the home had fecal material on the carpet, more over-
flowing ash trays, 2 unused walkers, and multiple pack-
ages of unopened adult diapers. Several pill bottles were
found: raloxifene, lorazepam, sertraline, and vitamin B,,, but
it was unclear if she was taking any of the medications.

Social Support

One of her ex-husbands visited weekly and assisted with man-
agement of finances and purchasing groceries. A neighbor
also helped on occasion with purchases. The local liquor
store delivered a case of vodka on a weekly basis.

Physical Examination

A nurse practitioner was asked by APS to see Mrs O at home.
She found that Mrs O had normal vital signs (temperature
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Elder mistreatment encompasses a range of behaviors in-
cluding emotional, financial, physical, and sexual abuse, ne-
glect by other individuals, and self-neglect. This article dis-
cusses the range of elder mistreatment in community-living
olderadults, associated factors, and consequences. Although
self-neglect is not considered a type of abuse in many re-
search definitions, it is the most commonly reported form
of elder mistreatment and is associated with increased mor-
bidity and mortality. The case on which this article is based
describes a 70-year-old woman who neglects herself and
dies despite multiple contacts with the medical community.
Despite significant gaps in research, enough is known to guide
clinical practice. This article presents the practical approaches
a health care professional can take when a reasonable sus-
picion of elder mistreatment arises. Public health and inter-
disciplinary team approaches are needed to manage what
is becoming an increasing problem as the number of older
adults around the world increases.
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98.1°F, heart rate 84 beats/min, blood pressure 140/80 mm Hg,
respirations 12/min) and an estimated height of 410” and
weight of 90 Ib. She appeared thin, ill kempt, and kyphotic.
She was wearing a long, food-stained shirt and no undergar-
ments or pants. She had elongated fingernails. Her dentition
was poor. Cardiovascular, pulmonary, abdominal, skin, and
neurological examination results were normal aside from
muscle strength 3/5 throughout.
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Functional Assessment

She was able to transfer out of a bed and out of a chair in-
dependently but with difficulty. Her gait was unsteady and
she did not use an assistive device. She was unable to climb
the stairs. Although continent of urine and feces, she used
adult diapers because her toilet was located upstairs. Simi-
larly, she did not have access to her shower and used moist
wipes for daily cleaning. She was unable to cook, clean, laun-
der, shop, or manage finances. Several assessment tools were
administered to evaluate cognition, mood, and physical func-
tion. The Confusion Assessment Method' showed normal
results (no delirium); Folstein Mini-Mental State Examina-
tion (MMSE),? a cognitive screening instrument, was bor-
derline suggestive of cognitive impairment with a score of
24 out of 30; CLOX-1.? a test of executive function (clock
drawing), showed abnormal results (FIGURE 1); Kohlman
Evaluation of Living Skills (KELS)* revealed deficits in mul-
tiple areas; and results of the Geriatric Depression Scale short
form’ were normal (no depression).

PERSPECTIVES

Mrs O, the APS caseworker, and the nurse practitioner from
the geriatric abuse/neglect clinic were interviewed by a Care
of the Aging Patient editor in September and October 2010.

Mrs O

Editor: When was the last time that you went to the doctor?

Mrs O: I don’t know . .. I don’t care anything about going,
to be honest with you.

Editor: Would it be helpful to have someone like the nurse
practitioner come out to the house?

Mrs O: No, I don’t really like them coming over here to do that.

Editor: What about someone calling every so often to see how
you are doing?

Mrs O: Well, that depends. If I've got my phone, I'll answer
it, if I don’t have it, Ill let the answering machine get it.

Editor: Do you eat anything beside that 1 meal [from Meals
on Wheels]?

Mrs O: Not necessarily.

Editor: How many pills a day do you take?

Mrs O: I take Evista.

Editor: Do you remember every day?

Mrs O: Yeah, when I have it. . . . The thing about it is, my
doctor won't refill it now because I haven’t been over there.

The APS Caseworker: We received areport severalmonths back
about Mrs O. . .. There was concern that she was unable to take
care of herself . . . if  determine that there’s some medical neglect
going on or some question about the person’s mental ability . . . and
[if] we've determined that there isn’t a primary care doctor who
we can call for more medical information, then I'll make a refer-
ralto our medical team. They gave her amedical examination and
there was further testing that was needed but she refused.

The Nurse Practitioner: [Mrs O] was a routine referral to
our office. I have a tendency not to call the clients before I show
up because a cardinal feature of self-neglect is that they refuse

©2011 American Medical Association. All rights reserved.
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Figure 1. Performance on CLOX-1 Test
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CLOX-1 test completed by Mrs O had a score of 8 out of 15, revealing substantial limi-
tations in executive function.

medical care. My big red flag of a safety hazard is that if her
townhouse were to catch on fire, I don’t know how she could
possibly get off the bench or chair that she was sitting on
and . . . unlock the door and get out.

Overview

In 2003, the National Research Council (NRC) defined el-
der mistreatment as “intentional actions that cause harm
(whether or not harm was intended) or create a serious risk
of harm to an older adult by a caregiver or other person who
stands in a trust relationship to the elder, or failure by a care-
giver to satisfy the elder’s basic needs or to protect the el-
der from harm.”® Self-neglect was specifically excluded from
this research definition. The National Center on Elder Abuse
defines self-neglect as “ . . . the behavior of an elderly per-
son that threatens his/her own health and safety. Self-
neglect generally manifests itself in an older person as a re-
fusal or failure to provide himself/herself with adequate food,
water, clothing, shelter, personal hygiene, medication (when
indicated), and safety precautions.”” Self-neglect is the most
common form of mistreatment the practicing clinician will
encounter.” The reporting mechanism and state laws typi-
cally lump self-neglect and abuse together, and it may be
difficult for the clinician to distinguish between them. Al-
though the dynamics leading to neglect by self or others may
differ, both place the individual at increased risk of mor-
bidity and mortality.

Title XX of the Social Security Act, passed in 1974, man-
dates states to develop and maintain protective services agen-
cies for vulnerable older adults. In 2004, the United States
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spent nearly $500 million on these agencies to serve and pro-
tect older adults who are abused or neglected by others or
negligent of themselves. Self-neglect, like many other geri-
atric syndromes, occurs along a continuum of severity and
is likely to worsen over time.® Using the case of Mrs O as a
backdrop, we present the risk factors, consequences, and
the role the primary care physician and other health care
professionals may play in diagnosing and responding to el-
der mistreatment.

Throughout the article, the terms elder abuse and self-
neglect will be used to distinguish between mistreatment
caused by others and self, respectively. Little research has
been conducted on elder abuse and self-neglect, and most
studies to date are small, cross-sectional, and limited by sam-
pling techniques and definitional issues. In this article, we
cite research results when available and note when com-
ments are based on opinion and clinical experience.

Methods

For specific clinical assessment (eg, functional status), rel-
evant key terms with limits of human, English language, aged
60 years, were used to search MEDLINE via PubMed. For
the inclusion in the compilation of the prevalence, inci-
dence, and risk factor tables and discussion, the MEDLINE
and CSA Illumina search terms elder abuse, elder mistreat-
ment, self neglect with the same limits were used to identify
published articles between the years 1960 and 2011. The
search identified 1115 results, of which 752 were peer-
reviewed journal articles. We used the key terms incidence,
prevalence, identification, risk factors, intervention, outcomes
to further limit the search. This coupled with the exclusion
of nonempirical work resulted in the references cited in this
article. The National Center on Elder Abuse and the Ameri-
can Bar Association Web sites were searched in April 2011
to provide reporting agency information and other data.

Self-neglect: Scope of the Problem

Self-neglect is a public health issue that crosses all demo-
graphic and socioeconomic strata of the aging population.
Studies to estimate the scope of self-neglect have been based
on reports made to APS. These studies suggest that self-
neglect is the most common form of elder mistreatment and
is on the rise.” However, no population-based epidemio-
logical study has uniformly measured self-neglect and sys-
tematically examined the prevalence/incidence of self-
neglect or its associated behaviors.

Available evidence suggests that individuals older than
75 years of age, African Americans, and those with lower
socioeconomic status are at higher risk for self-neglect.'*!
Several cross-sectional studies have found that cognitive im-
pairment'?'® and physical disability'**® are associated with
increased risk and severity of self-neglect. Recent studies sug-
gest that older adults with higher levels of psychological dis-
tress'"'*1> and lower levels of social relations!'**!>?! are more
likely to be reported to APS for self-neglect. Although Mrs
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O had a history of alcoholism, no population-based study
has examined the relationship of alcoholism with self-
neglect. However, common sense and the authors’ clinical
experience suggest that alcoholism or harmful drinking be-
haviors are correlated with self-neglect.

Few longitudinal studies have examined the factors
associated with self-neglect (eTable 1 available at http:/www
Jjama.com). One study of 2812 older adults in the Estab-
lished Populations for Epidemiologic Studies of the
Elderly (EPESE) cohort found that greater cognitive im-
pairment and depressive symptoms predict self-neglect re-
ports to APS.* A study of 5519 older adults from the Chi-
cago Health and Aging Project (CHAP) demonstrated that
decline in physical performance (both observed and self-
reported) and executive function (but not the MMSE) pre-
dicted the presence and severity of self-neglect.?** This find-
ing is consistent with Mrs O’s examination in which her
degree of impairment was captured most clearly by the
CLOX-1 rather than the MMSE.

Elder Abuse: Scope of the Problem

Elder abuse at the hands of others is a significant and under-
reported problem®**" and is gradually being understood as
a public health issue.?®! The NRC's definition, which states
that abuse is an intentional act causing harm, serious risk
of harm, or failure to protect from harm by a trusted other
highlights 3 components in its definition: harm, older adult,
and trust relationship. Harm is divided into 5 categories: psy-
chological abuse, financial abuse, physical abuse, sexual
abuse, and neglect. Older adult is variously defined both in
research and law but is usually defined as beginning after
age 55 to 65 years. A trust relationship refers to individuals
in whom the older adult would reasonably have confi-
dence including family members, close acquaintances, pro-
fessionals, and paraprofessionals.

A nationally representative sample of cognitively intact
people older than 60 years of age revealed that the preva-
lence of elder abuse was 4.6% for psychological abuse, 1.6%
for physical abuse, 0.6% for sexual abuse, 5.1% for poten-
tial neglect (defined by the authors as an identified need for
assistance that no one was actively addressing), and 5.2%
for financial abuse (eTable 2).>? In this study, which used
random digit dialing, 11% of cognitively intact individuals
older than the age of 60 years reported being abused in the
past year. Low social support and previous traumatic event
exposure were strongly correlated with abuse in the past year.

Another study assessed a nationally representative sample
of 3005 community-dwelling individuals aged 57 to 85 years,
all of whom were cognitively intact.” Participants were asked
if they had experienced verbal, financial, and/or physical
abuse in the past year and, if so, their relationship to the
person responsible. Ten percent had experienced abuse, and
in 46% of these cases the perpetrator was a spouse or an adult
child. In a Chinese population of 412 adults older than 60
years of age, caregiver neglect was the most commonly re-
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ported form of abuse (16.9%), followed by financial (13.6%),
psychological (11.4%), physical (5.8%), and sexual abuse
(1.2%). Of those who reported abuse, 64% of participants
reported a single form of abuse, 16% reported 2 different
forms of abuse, and 20% reported 3 or more different forms
of abuse.*

Abuse among older adults with cognitive impairment is
markedly higher than for unimpaired adults. In an interna-
tional study of 4000 individuals older than 65 years of age
(mean age 82) receiving health or social community ser-
vices in 11 countries, approximately 5% screened positive
for abuse. Two-thirds of individuals who screened positive
for abuse also screened positive for dementia.*® In a US
convenience sample of 129 adults with dementia and their
nonpaid caregivers, investigations by APS workers were
reviewed by an expert panel (2 geriatricians, a police
detective, and a neuropsychologist) to confirm the
presence/absence of abuse. In this study, 47.3% were
found to have been abused by the caregiver. Of those who
had been abused, 88.5% experienced psychological abuse,
19.7% physical abuse, and 29.5% neglect.’® Similarly, in a
convenience sample of 220 older adults and their unpaid
caregivers in England, 33.6% were found to have experi-
enced significant levels of abuse.””

The characteristics of older adults associated with a
greater likelihood of abuse include cognitive impair-

ment!’>323839 aggressive behaviors®***!; psychological

ELDER ABUSE AND SELF-NEGLECT

distress'>*>-37#4*: Jower levels of social network and social
support*®*#: lower household income’®**"; need for
activities of daily living assistance*’; and premorbid rela-
ionshi he ab 3233 A shared livi i

tionship to the abuser. shared living arrangement is
also a risk factor.* Perpetrator characteristics include fam-
ily relation,® substance abuse,* mental illness,** depen-

dency,” and unemployment**(TABLE).

Consequences of Elder Abuse and Self-neglect

Despite major gaps in knowledge about the ramifications
of elder abuse and self-neglect, available evidence suggests
that they are associated with significant adverse outcomes.
Because many of the studies look at both abuse and self-
neglect, the data are presented together (eTable 3). A study
of 2812 older adults found that elder mistreatment was as-
sociated with an increased risk for nursing home place-
ment and all-cause mortality.?®>! Similarly, a study of 9318
older adults found that elder mistreatment was associated
with a higher mortality rate, particularly for cardiovascular-
related mortality,”>* as well as increased emergency ser-
vices use.’* In addition, among individuals who self-
neglected, black older adults had a higher mortality rate
compared with whites.” A study by Smith et al indicated
that older adults who self-neglect have more nutritional de-
ficiences.”® Thus, while more research is needed, it is clear
that elder mistreatment is associated with myriad adverse
outcomes.

Table. Role of Health Care Professionals in Reporting Abuse

Abused Elder

Caregiver Clinician

Risk factors Cognitive impairment, aggressive
behaviors, psychological
distress, lower levels of social
network and social support,
lower household income, need
for ADL assistance, premorbid
relationship to the abuser, shared
living arrangement

Family relation, substance abuse,
mental illness, dependency,
unemployment

Abuse assessment
questions asked by
clinician

Has anybody hurt you?

Are you afraid of anybody?

Is anyone taking or using your
money without your permission?

Are your mom’s needs more than
you are really able to handle?

Are you worried that you might hit
your mom?

Have you hit your mom?

Abuse assessment actions
taken by clinician

Inform patient that you are making a report
Tell patient:
“I am concerned about this situation
and want to help. | am going to call an
organization called Adult Protective
Services. They will send someone to
see you at home and assess the
situation. We need to see if there is
something we can do to prevent this
from happening again.”
Document injury and related history
Check patient’s injury for size, location,
color and appearance, tenderness,
swelling, and pattern (if present)
Note if the patient seems fearful of the
caregiver
Document patient’s language about any
possible abuse incidents in the
patient’s own words

Abbreviation: ADL, activities of daily living.

©2011 American Medical Association. All rights reserved.

JAMA, August 3, 2011—Vol 306, No. 5 535

Downloaded From: http://jama,jamanetwork.com/ by a Ohio State University User on 05/16/2014



ELDER ABUSE AND SELF-NEGLECT

Diagnosing Elder Mistreatment:

The Role of the Primary Care Clinician

The Nurse Practitioner: [Some cardinal signs that indicate ne-
glect] are that they lack follow-up when they do have a phy-
sician. Or, if they’ve gotten so sick that they end up in an ER,
it turns out that they haven’t been to a doctor in 15 or 20 years
and they refuse to go. Usually they are disheveled. . . . They
are usually malnourished. . . . They have untreated medical con-
ditions even though they may have prescription medications.

The primary care clinician is well positioned to identify
elder mistreatment in its early stages (Table). During a rou-
tine office visit, answers to questions about how patients man-
age their daily lives can suggest incipient problems that will
eventually impair the patient’s ability to live indepen-
dently. Minor difficulties in handling these activities may
predict future self-neglect, which may evolve over months
or years to a situation such as Mrs O’s. Early detection and
interventions, such as maximizing treatment of underlying
conditions, providing community-based services, and ap-
propriately involving family, may help delay or prevent self-
neglect and abuse by others. Longitudinal studies that pro-
vide evidence for efficient, effective methods to detect and
intervene are needed. Nevertheless, based on a combina-
tion of evidence and experience, there are several practical
approaches the clinician should take.

During an office visit, the clinician should ask direct ques-
tions of the elder and, if available, the caregiver (Table). It is
important to observe if an elder seems fearful of the care-
giver and, if so, to conduct a private interview and examina-
tion. Bruises, lacerations, burns, and other injuries, particu-
larly if in unusual locations without adequate explanation as
to cause, should raise a suspicion of abuse. Documentation
should include the patient’s and caregiver’s descriptions as
to the mechanism of injury, using direct quotes when pos-
sible (eg, “my daughter hit me with a broom handle”). The
documentation of the physical examination may include pho-
tographs and should include a clear, concise description of
the injuries (Table). Assessments of the patient’s functional
and cognitive status are important adjuncts to understand-
ing the mechanism of injury and any inconsistencies be-
tween the history and the physical examination findings. For
example, a patient who reports that “I tripped over a rug and
fell” but, on physical examination, has a normal gait and bal-
ance, multiple facial bruises, and circumferential bruises on
the upper arm should raise concerns for abuse.

The primary care clinician with a long-standing patient-
clinician relationship may notice a change in behavior in-
dicative of self-neglect. For example, a new pattern of miss-
ing appointments; a long-standing patient who is hours late
coming to the appointment because of getting lost or con-
fused; or a new inability to take medications correctly may
suggest cognitive decline and risk of self-neglect. Self-
neglect should also be suspected when an older adult ap-
pears disheveled or has evidence of poor hygiene. Concern
for self-neglect should trigger an assessment of cognition
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and, often, a report to APS (FIGURE 2). A house call may be
an illuminating experience, sometimes revealing shocking
living conditions, such as Mrs O’s. Even if the clinician is
unable to perform a house call, there are many community
partners who are able to do so such as a home health agency,
a county agency, or a local nonprofit organization.

As noted by Widera et al,*® possible financial abuse can
be identified by the observant clinician—an elder who is no
longer able to afford basic items, an elder who suddenly ap-
pears at appointments with a new friend or caregiver who
seems intrusive or protective (eg, reluctant to leave the room
so that the clinician can have a private conversation with
the patient), or direct reports that an individual is taking
or mishandling the elder’s money. The clinician may ask a
direct question about financial abuse such as, “Is anyone
taking or using your money without your permission?”

Indicators of possible abuse should lead to a report to APS,
the ombudsman, or local police. Health care professionals
should know their own municipality’s (country and state)
definition of abuse and mandatory reporting require-
ments. For the United States, the National Center on Elder
Abuse provides elder abuse reporting agencies and re-
sources by state.”

Reporting

Forty-four US states, as well as the District of Columbia,
Guam, Puerto Rico, and the Virgin Islands, have manda-
tory reporting laws that require health care professionals to
report a reasonable suspicion of abuse or self-neglect.”® APS
is charged with taking a report and investigating alleged mis-
treatment if the potentially abused elder resides in the com-
munity. A long-term care ombudsman agency investigates
alleged incidents that occur in licensed sites such as skilled
nursing facilities. According to the 2000 Survey of State Adult
Protective Services (the most recent data available), health
care professionals were responsible for submitting 11.1%
of elder abuse complaints or reports. Specifically, physi-
cians made 1.0% of the reports.” A survey of APS workers
in 43 states found that of 17 occupational groups, physi-
cians were rated in the least helpful category for detecting
abuse and neglect.”” The reasons physicians cite for not re-
porting possible abuse or neglect include subtlety of signs,
patient denial, and lack of knowledge about reporting pro-
cedures.” Other reasons described by physicians include con-
cern about losing patient-physician rapport, doubts about
the impact of agency intervention on the patient’s quality
of life, and perceived contradictions between mandatory re-
porting and physician ability to act in the patient’s best in-
terests.” Despite these concerns, most health care profes-
sionals in the United States are mandated reporters. Failure
to report may lead to legal consequences ranging from mon-
etary penalties to jail sentences.’® Based on clinical experi-
ence, it is best for the clinician to tell the patient and care-
giver that a report will be made except in the unusual
circumstance where there is reasonable concern that re-
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porting might escalate a violent situation. A compassion-
ate clinician’s explanation of the need to make a report and
the desire to help improve a dangerous situation can help
the APS worker have a more successful visit.

After a Report Is Made, APS' Responsibility

The APS Caseworker: Whenever we get a report, we go out
and conduct an investigation. . . . We cover the home environ-
ment; we have to make sure that the home is clean and free of
clutter. We have to make sure that all of the utilities are work-
ing and . . . that there is an adequate supply of food. The sec-
ondarea . . . is the financial background. In Mrs O’s case, since

ELDER ABUSE AND SELF-NEGLECT

she needed in-home services, we have to determine what kind
of income she has and who is managing the money. Also, we
cover medical and physical . . . to determine if the person meets
our criteria for being able to do their daily living tasks, do they
have a disability, or if they are 65 or older. We try to find out
if they are getting medical care on a regular basis and who is
the person’s primary care provider, what medications they are
taking, and if their prescriptions are current. Then we cover
mental status to determine if a person is oriented and if the per-
son has mental problems. Mrs O has memory problems. The
last area we cover is social . . . to find out if the person has a
social system that they can rely on.

Figure 2. Clinician's Approach When Self-neglect Is Suspected

Is there clinician concern for
patient self-neglect?
Consider new onset of No
poor hygiene, missed
appointments, or failure to
take essential medication

Yes

Is the patient’s Continue
decision-making capacity monitoring for
impaired? any signs of
Yes If unclear from medical history, use No self-neglect

standardized test such as the Aid to
Capacity Evaluation, the Hopkins
Competency Assessment Test, or
Understanding Treatment and Disclosure

\

Can patient’s
decision-making capacity be
restored?

Yes May be accomplished by discontinuing No

medications that impair cognition or
treating illnesses that may be
accompanied by impaired cognition, such
as hypothyroidism or urinary tract infection

Unsure

A J

Unsure

|

Refer to
neuropsychologist or
psychiatrist for
evaluation

May report to APS2

Report to APS

Provide more frequent patient
follow-up (eg, every 4 weeks)

Ideally, a house call by a
clinician or home health or
other agency should be made
to determine living condition

Treat and reassess
May report to APS2

Refer to specialist to
assess treatment options

May report to APS2

Report to APSa

Algorithm is based on the authors’ clinical experience and review of the literature. APS indicates adult protective services.

2Depending on severity, imminent danger, or level of risk.
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The scope and delivery of services provided by APS agen-
cies vary due to differences in state laws, how laws are inter-
preted, and levels of funding and interest in different jurisdic-
tions. The authority of APSislimited. As summarized by Otto,®
regardless of location, APS aims to provide abused and neglected
elders with coordinated, interdisciplinary care that encompasses
social and health systems. This is done with an underlying phi-
losophy that promotes a client’s rights to self-determination,
maintains a family unit whenever possible, and provides rec-
ommendations for the least restrictive living situation.

The APS worker must presume the client has decision-
making capacity and must accept the client’s choices until
the client is determined to lack capacity by a health care pro-
vider or the legal system. With Mrs O, the APS worker was
fortunate to be allowed into the home since APS cannot en-
ter a person’s home without permission.

Decision-Making Capacity

Does Mrs O have a right to live like this? Under what cir-
cumstance do the medical community and society at-large
have a responsibility to override an adult’s wishes? For health
care professionals, this issue is typically framed in terms of
decision-making capacity, something that clinicians assess
on a regular basis in both formal and informal ways. The
presence or lack of capacity is often a determining factor in
next steps (Figure 2). However, capacity is often not com-
pletely present or absent. The clinician is forced to take a
gray area and make it black or white for purposes of guid-
ing next steps such as guardianship/conservatorship. Com-
monly used brief screening testing such as the Folstein MMSE
are inadequate for determining capacity except at the ex-
tremes of the score, as was the case for Mrs O. Tests useful
in assessing decision-making capacity are the Aid to Capac-
ity Evaluation, the Hopkins Competency Assessment Test,
and Understanding Treatment and Disclosure.®' When the
clinician does not have the time or expertise to assess de-
cision-making capacity, a referral to a neuropsychologist or
psychiatrist is appropriate. When impaired capacity is iden-
tified, the clinician should look for reversible causes such
as medications that impair cognition or illnesses that may
manifest as impaired cognition (eg, untreated hypothyroid-
ism or urinary tract infection). Additional resources regard-
ing guardianship and conservatorship are available
(Resources).®

The Role of Interdisciplinary Teams

The Nurse Practitioner: The school of medicine has a con-
tract with adult protective services. When an adult protective
services caseworker needs a medical evaluation, they will fax
areferral to us. Then I will triage the cases and usually I'm the
one who goes out to do a comprehensive geriatric assessment.
If we determine that the client lacks capacity for self-care
and protection, one of our geriatricians will go back out and
do a follow-up assessment so they can submit the proper pa-
perwork to adult protective services and file for a guardian.
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The proliferation of interdisciplinary teams in the field
of elder abuse, despite a dearth of data regarding cost-
effectiveness, is an indicator of the complexity of the prob-
lem. In Mrs O’s case, such a team was critical to the evalu-
ation process. In a study of 269 APS cases referred to a
medical response team, 78% were referred for purpose of
mental status assessments, physical examination for evi-
dence of abuse, or both.%? A survey of the APS workers who
made referrals to a team indicated that the team was help-
ful in confirming abuse, documenting impaired capacity, re-
viewing medications and medical conditions, facilitating the
conservatorship process, persuading the client or family to
take action, and supporting the need for law enforcement
involvement. Wiglesworth et al,”> using mixed quantita-
tive and qualitative measures, found that an elder abuse fo-
rensic center team consisting of APS and other community-
based workers, medical professionals, and criminal justice
professionals (police and district attorney) meeting to dis-
cuss whether abuse had taken place improved the effi-
ciency and effectiveness of handling suspected abuse cases.
Navarro et al® used a logic model to provide a framework
for describing a similar type of elder abuse forensic center;
meeting participants rated the team as highly effective. While
interdisciplinary teams may be an example of the concept
of action over evidence,® the team members’ belief that these
meetings are highly effective implies the utility of this mecha-
nism for handling elder mistreatment and deserves further
study. At present, however, there is no institutionalized fund-
ing mechanism to support their services.

Postintervention Outcomes

It would be important to establish that APS referral in cases
of elder mistreatment helps to improve outcomes for the el-
der, but no such studies have been published to our knowl-
edge. Prospective studies are needed to systematically ex-
amine the relationship between elder mistreatment situations
and encounters with the health care, financial, law enforce-
ment, and criminal justice systems. In addition, studies are
needed to examine the cultural appropriateness of the ex-
isting APS interventions in the rapidly growing nonwhite
aging populations. Studies of interventions that address
people with dementia, a particularly vulnerable popula-
tion, are needed. Moreover, research is needed to examine
the cost-effectiveness of the existing APS intervention as well
as the impact of the APS intervention on the health status
and quality of life of the elder.

CONCLUSION

APS Caseworker: The situation is not getting better. Mrs O sleeps
on the couch and if she’s too intoxicated to get up, she just won't
answer the phone. And that can go on for days and days and days
without anyone knowing if something is wrong or not.

Just a few months ago, she made another trip to the emer-
gency department when she broke a bone in her ankle when
she fell. She wanted to go back home and refused any type of
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skilled nursing placement. I went out to do a monthly visit with
her and . . . I could see that she was in decline.

There were many opportunities for health care profes-
sionals to intervene with Mrs O—the emergency depart-
ment, the acute hospital, the rehabilitation unit, and the pri-
mary care office. We do not know if professionals in these
settings tried to help or simply felt useless or overwhelmed
in the face of her chronic alcoholism. We do not know if
health care professionals were aware that she was living in
filth or if they appreciated that she was too impaired to grasp
the severity of her situation. We don’t know if assessing and
improving her functional status at an early stage would have
helped. Although data are lacking, it is fair to surmise that
maximizing function and linking older adults to rehabili-
tation, community programs, social services, or a combi-
nation of these might help prevent situations such as Mrs
O’s in the future.

The complexities of elder self-neglect require the coor-
dination of medical, social, and legal professionals as well
as the broader community to balance the duty to protect and
the duty to respect civil liberties. How self-neglect relates
to other types of elder abuse is just beginning to be under-
stood. As the number of older adults, and particularly the
oldest old, those older than age 85 years, continues to in-
crease at an exponential rate, the issue of elder mistreat-
ment will also increase. Data and outcomes from longitu-
dinal studies will be critical to inform future practice and
policy to protect this vulnerable population. The more that
is understood about root causes and outcomes, the more ef-
fectively prevention and intervention strategies can be tar-
geted.

EPILOGUE

In November 2010, Mrs O fell again and was taken to the
hospital. During this hospital stay she had a cardiac arrest
and died.

Conflict of Interest Disclosures: Both authors have completed and submitted the
ICMJE Form for Disclosure of Potential Conflicts of Interest and none were re-
ported.

Funding/Support: Dr Mosqueda reports receipt of support from the Archstone Foun-
dation and National Institute on Aging grant R21 AG028060. Dr Dong reports
receipt of support from National Institute on Aging grant RO1 AG11101, Ameri-
can Recovery and Reinvestment Act (RC4 AG039085), Paul B. Beeson Award in
Aging (K23 AG030944), The Starr Foundation, John A. Hartford Foundation, and
The Atlantic Philanthropies. The Care of the Aging Patient series is made possible
by funding from The SCAN Foundation.

Role of the Sponsor: The sponsors had no role in the design and conduct of the
study; collection, management, analysis, and interpretation of the data; or prepa-
ration, review, or approval of the manuscript.

Online-Only Materials: A list of relevant Web sites, eTables 1-3, and eRefer-
ences are available at http://www .jama.com.

Additional Contributions: We thank the patient, nurse practitioner, and the APS
caseworker for sharing their stories and granting permission to publish them; the
front-line workers addressing the issues of elder abuse and neglect and protecting
this extremely vulnerable population; and Kerry Burnight, PhD, University of Cali-
fornia, Irvine, and E-Shien Chang, MA, Rush Institute for Healthy Aging, for their
editing and support (no compensation was received).

REFERENCES

1. Zou 'Y, Cole MG, Primeau FJ, McCusker J, Bellavance F, Laplante J. Detection
and diagnosis of delirium in the elderly: psychiatrist diagnosis, confusion assess-

©2011 American Medical Association. All rights reserved.

ELDER ABUSE AND SELF-NEGLECT

ment method, or consensus diagnosis? Int Psychogeriatr. 1998;10(3):303-
308.

2. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”: a practical method
for grading the cognitive state of patients for the clinician. J Psychiatr Res. 1975;
12(3):189-198.

3. Royall DR, Cordes JA, Polk M. CLOX: an executive clock drawing task. J Neu-
rol Neurosurg Psychiatry. 1998;64(5):588-594.

4. Kohlman Thomson LK. The Kohlman Evaluation of Living Skills. 3rd ed. Bethesda,
MD: American Occupational Therapy Association Press; 1992.

5. Yesavage JA, Brink TL, Rose TL, et al. Development and validation of a geri-
atric depression screening scale: a preliminary report. J Psychiatr Res. 1982-1983;
17(1):37-49.

6. Bonnie R. Elder Mistreatment: Abuse, Neglect, and Exploitation in an Aging
America. Washington, DC: National Academies Press; 2003.

7. National Center on Elder Abuse. Major types of elder abuse. US Administra-
tion on Aging Web site. Updated 2007. http://www.ncea.aoa.gov/NCEAroot
/Main_Site/FAQ/Basics/Types_Of_Abuse.aspx. Accessed January 12, 2011.

8. Dong X, Gorbien M. Decision-making capacity: the core of self-neglect. J E/-
der Abuse Negl. 2005;17(3):19-36.

9. Teaster PB. A response to the abuse of vulnerable adults: the 2000 survey of
state adult protective services. 2000. http://www.ncea.aoa.gov/ncearoot/main_site
/pdf/research/apsreport030703.pdf. Accessed July 12, 2011.

10. Lachs MS, Williams C, O'Brien S, Hurst L, Horwitz R. Older adults: an 11-
year longitudinal study of adult protective service use. Arch Intern Med. 1996;
156(4):449-453.

11. Dong X, Simon M, Beck T, Evans D. A cross-sectional population-based study
of elder self-neglect and psychological, health, and social factors in a biracial
community. Aging Ment Health. 2010;14(1):74-84.

12. Spensley C. The role of social isolation of elders in recidivism of self-neglect
cases at San Francisco Adult Protective Services. J Elder Abuse Negl. 2008;
20(1):43-61.

13. Schillerstrom JE, Salazar R, Regwan H, Bonugli RJ, Royall DR. Executive func-
tion in self-neglecting adult protective services referrals compared with elder psy-
chiatric outpatients. Am J Geriatr Psychiatry. 2009;17(10):907-910.

14. Dyer CB, Goodwin JS, Pickens-Pace S, Burnett J, Kelly PA. Self-neglect among
the elderly: a model based on more than 500 patients seen by a geriatric medicine
team. Am J Public Health. 2007;97(9):1671-1676.

15. Dyer CB, Pavlik VN, Murphy KP, Hyman DJ. The high prevalence of depres-
sion and dementia in elder abuse or neglect. / Am Geriatr Soc. 2000;48(2):
205-208.

16. Dong X, Wilson RS, Mendes de Leon CF, Evans DA. Self-neglect and cogni-
tive function among community-dwelling older persons. Int J Geriatr Psychiatry.
2010;25(8):798-806.

17. BurnettJ, Dyer CB, Naik AD. Convergent validation of the Kohlman Evaluation
of Living Skills as a screening tool of older adults’ ability to live safely and indepen-
dently in the community. Arch Phys Med Rehabil. 2009;90(11):1948-1952.

18. Choi NG, Kim J, Asseff J. Self-neglect and neglect of vulnerable older adults:
reexamination of etiology. J Gerontol Soc Work. 2009;52(2):171-187.

19. Dong X, Mendes de Leon CFM, Evans DA. Is greater self-neglect severity as-
sociated with lower levels of physical function? J Aging Health. 2009;21(4):
596-610.

20. Naik AD, Burnett J, Pickens-Pace S, Dyer CB. Impairment in instrumental ac-
tivities of daily living and the geriatric syndrome of self-neglect. Gerontologist.
2008;48(3):388-393.

21. Dong X, Simon MA, Wilson RS, Beck TT, McKinnell K, Evans DA. Association
of personality traits with elder self-neglect in a community-dwelling population
[published online ahead of print November 12, 2010]. Am J Geriatr Psychiatry.
doi:10.1097/JGP.0b013e3182006a53.

22. Abrams RC, Lachs M, McAvay G, Keohane DJ, Bruce ML. Predictors of self-
neglect in community-dwelling elders. Am J Psychiatry. 2002;159(10):1724-
1730.

23. Dong X, Simon M, Fulmer T, Mendes de Leon CF, Rajan B, Evans DA. Physi-
cal function decline and the risk of elder self-neglect in a community-dwelling
population. Gerontologist. 2010;50(3):316-326.

24. Dong X, Simon MA, Wilson RS, Mendes de Leon CF, Rajan KB, Evans DA.
Decline in cognitive function and risk of elder self-neglect: finding from the Chi-
cago Health Aging Project. / Am Geriatr Soc. 2010;58(12):2292-2299.

25. Lachs MS, Pillemer K. Abuse and neglect of elderly persons. N Engl J Med.
1995;332(7):437-443.

26. Mosqueda L. Journal of Elder Abuse & Neglect: introduction. J Elder Abuse
Negl. 2010;22(3-4):219-220.

27. Podnieks E, Penhale B, Goergen T, Biggs S, Han D. Elder mistreatment: an
international narrative. J Elder Abuse Negl. 2010;22(1-2):131-163.

28. Lachs MS, Williams CS, O'Brien S, Pillemer KA, Charlson ME. The mortality
of elder mistreatment. JAMA. 1998;280(5):428-432.

29. Rinker AG Jr. Recognition and perception of elder abuse by prehospital and
hospital-based care providers. Arch Gerontol Geriatr. 2009;48(1):110-115.

30. Hildreth C. Elder abuse. JAMA. 2011;306(5):568-jpg15015Ip.

JAMA, August 3, 2011—Vol 306, No. 5 539

Downloaded From: http://jama,jamanetwork.com/ by a Ohio State University User on 05/16/2014



ELDER ABUSE AND SELF-NEGLECT

31. Dyer CB, Connolly MT, McFeely P. The clinical and medical forensics of elder
abuse and neglect. In: Bonnie RJ, Wallace RB, eds. Elder Mistreatment: Abuse,
Neglect, and Exploitation in an Aging America. Washington, DC: The National
Academies Press; 2003.

32. 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
(2):292-297.

33. Laumann EO, Leitsch SA, Waite LJ. Elder mistreatment in the United States:
prevalence estimates from a nationally representative study. J Gerontol B Psychol
Sci Soc Sci. 2008;63(4):5248-5254.

34. Dong X, Simon MA, Odwazny R, Gorbien M. Depression and elder abuse and
neglect among a community-dwelling Chinese elderly population. J Elder Abuse
Negl. 2008;20(1):25-41.

35. Cooper C, Manela M, Katona C, Livingston G. Screening for elder abuse in
dementia in the LASER-AD study: prevalence, correlates and validation of instruments.
Int J Geriatr Psychiatry. 2008;23(3):283-288.

36. Wiglesworth A, Mosqueda L, Mulnard R, Liao S, Gibbs L, Fitzgerald W. Screen-
ing for abuse and neglect of people with dementia. / Am Geriatr Soc. 2010;
58(3):493-500.

37. Cooper C, Selwood A, Blanchard M, Walker Z, Blizard R, Livingston G. The
determinants of family carers' abusive behaviour to people with dementia: results
of the CARD study. J Affect Disord. 2010;121(1-2):136-142.

38. Widera E, Steenpass V, Marson D, Sudore R. Finances in the older patient with
cognitive impairment: “he didn't want me to take over.” JAMA. 2011;305
(7):698-706.

39. Dyer CB. Neglect assessment in elderly persons. J Gerontol A Biol Sci Med
Sci. 2005;60(8):1000-1001.

40. Dong X, Beck T, Simon MA. The associations of gender, depression and elder
mistreatment in a community-dwelling Chinese population: the modifying effect
of social support. Arch Gerontol Geriatr. 2010;50(2):202-208.

41. Dong XQ, Simon M, Evans D. Cross-sectional study of the characteristics of
reported elder self-neglect in a community-dwelling population: findings from a
population-based cohort. Gerontology. 2010;56(3):325-334.

42. Dong X, Simon MA, Gorbien M, Percak J, Golden R. Loneliness in older Chi-
nese adults: a risk factor for elder mistreatment. J Am Geriatr Soc. 2007;55
(11):1831-1835.

43. Comijis HC, Penninx BW, Knipscheer K, van Tilburg W. Psychological distress
in victims of elder mistreatment: the effects of social support and coping. J Geron-
tol B Psychol Sci Soc Sci. 1999;54(4):P240-P245.

44, Fulmer T, Paveza G, VandeWeerd C, et al. Dyadic vulnerability and risk pro-
filing for elder neglect. Gerontologist. 2005;45(4):525-534.

45. Mouton CP, Rodabough RJ, Rovi SLD, Brzyski RG, Katerndahl DA. Psycho-
social effects of physical and verbal abuse in postmenopausal women. Ann Fam
Med. 2010;8(3):206-213.

46. Dong X, Simon MA, Gorbien M. Elder abuse and neglect in an urban Chinese
population. J Elder Abuse Negl. 2007;19(3-4):79-96.

47. Dong X, Simon MA. Is impairment in physical function associated with in-
creased risk of elder mistreatment? findings from a community-dwelling Chinese
population. Public Health Rep. 2010;125(5):743-753.

540 JAMA, August 3, 2011—Vol 306, No. 5

48. Fisher JW, Dyer CB. The hidden health menace of elder abuse: physicians can
help patients surmount intimate partner violence. Postgrad Med. 2003;113
(4):21-24, 30.

49. Begle A, Strachan M, Cisler J, Amstadter A, Hernandez M, Acierno R. Elder
mistreatment and emotional symptoms among older adults in a largely rural popu-
lation: the South Carolina Elder Mistreatment Study. J Interpers Violence. 2010;
26(11):2321-2331.

50. Smith SM, Mathews Oliver SA, Zwart SR, et al. Nutritional status is altered in
the self-neglecting elderly. J Nutr. 2006;136(10):2534-2541.

51. Lachs MS, Williams CS, O'Brien S, Pillemer KA. Adult protective service use
and nursing home placement. Gerontologist. 2002;42(6):734-739.

52. Dong XQ, Simon MA, Beck TT, et al. Elder abuse and mortality: the role of
psychological and social wellbeing [published online ahead of print December 2,
2010]. Gerontology.

53. Dong X, Simon M, de Leon CM, et al. Elder self-neglect and abuse and mor-
tality risk in a community-dwelling population. JAMA. 2009;302(5):517-526.
54. Dong X, Simon MA, Evans DA. Prospective study of the elder self-neglect and
emergency department use in a community population [published online ahead
of print March 14, 20111. Am J Emerg Med.

55. 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. 2011,66(6):695-704.

56. American Bar Association Commission on Law and Aging. Mandatory report-
ers: comparison charts of categories in adult protective services laws, by state: pub-
lished 2008 (laws current as of December 31, 2006). http://new.abanet.org/aging
/Pages/elderabuse.aspx. Accessed January 11, 2011.

57. Blakely BE, Dolon R. Another look at the helpfulness of occupational groups
in the discovery of elder abuse and neglect. J Elder Abuse Negl. 2001;13(3):
1-23. doi:10.1300/J084v13n03_01.

58. Kennedy RD. Elder abuse and neglect: the experience, knowledge, and atti-
tudes of primary care physicians. Fam Med. 2005;37(7):481-485.

59. Rodriguez MA, Wallace SP, Woolf NH, Mangione CM. Mandatory reporting
of elder abuse: between a rock and a hard place. Ann Fam Med. 2006;4(5):
403-409.

60. Otto JM. The role of adult protective services in addressing abuse. Generations.
2000;24(2):33-38. http://www.apsnetwork.org/About/history.htm. Accessed July
12,2011

61. Sessums LL, Zembrzuska H, Jackson JL. Does this patient have medical deci-
sion making capacity? JAMA. 2011;306(4):420-427 doi:10.1001/jama.2011
.1023.

62. Mosqueda L, Burnight K, Liao S, Kemp B. Advancing the field of elder mis-
treatment: a new model for integration of social and medical services. Gerontologist.
2004;44(5):703-708.

63. Wiglesworth A, Mosqueda L, Burnight K, Younglove T, Jeske D. Findings from
an elder abuse forensic center. Gerontologist. 2006;46(2):277-283.

64. Navarro AE, Wilber KH, Yonashiro J, Homeier DC. Do we really need another
meeting? lessons from the Los Angeles county elder abuse forensic center.
Gerontologist. 2010;50(5):702-711.

65. Auerbach AD, Landefeld CS, Shojania KG. The tension between needing to
improve care and knowing how to do it. N Engl J Med. 2007;357(6):608-613.

©2011 American Medical Association. All rights reserved.

Downloaded From: http://jama,jamanetwork.com/ by a Ohio State University User on 05/16/2014



BN WEB-ONLY CONTENT

RESOURCES

ELDER ABUSE REPORTING
AND AGENCIES BY STATE

National Center on Elder Abuse:
State Directory of Helplines, Hotlines,
and Elder Abuse Prevention Re-
sources.

http://ncea.aoa.gov/NCEAroot
/Main_Site/Find_Help/State_Resources
.aspx

CAPACITY AND GUARDIANSHIP

American Bar Association Commis-
sion on Law and Aging. Guardianship
law and practice.

http://www.americanbar.org/groups
/law_aging/resources/guardianship
_law_practice.html

American Bar Association; Ameri-
can Psychological Association; Jenni-
fer Moye; ABA/APA; Assessment of Ca-
pacity in Older Adults Project Working
Group. Assessment of Older Adults With
Diminished Capacity: A Handbook for
Lawyers. American Bar Association
Commission on Law and Aging and

American Psychological Association.
2008.

http://www.abanet.org/aging
/publications/publicationslistorder
.shtml#capacity

National Guardianship Associa-
tion, Inc. What is guardianship?

http://www.guardianship.org
/guardianship.htm

FOR MORE INFORMATION
ON ELDER ABUSE

Academy on Violence and Abuse
Web site.

http://avahealth.org/

American Bar Association, Commis-
sion on Law and Aging. Elder abuse
Web site.

http://www.americanbar.org/groups
/law_aging/resources/elder_abuse
.html

National Clearinghouse on Abuse in
Later Life. Resources and publications.

http://www.ncall.us/resources

©2011 American Medical Association. All rights reserved.

Downloaded From: http://jama,jamanetwork.com/ by a Ohio State University User on 05/16/2014

National Research Council (US)
Panel to Review Risk and Prevalence of
Elder Abuse and Neglect. Elder Mis-
treatment: Abuse, Neglect, and Exploita-
tion in an Aging America. National Acad-
emies Press. 2003.

http://www.nap.edu/catalog.php
?record_id=10406

National Committee for the Preven-
tion of Elder Abuse Web site.

http://www.preventelderabuse.org/

Sellas MI, Krouse LH. Elder Abuse.
Medscape Web site.

http://emedicine.medscape.com
/article/805727-overview

US Administration on Aging,
National Center on Elder Abuse Web
site.

http://ncea.aoa.gov/ncearoot
/Main_Site/index.aspx

University of California, Irvine, Cen-
ter of Excellence on Elder Abuse and
Neglect Web site.

http://www.centeronelderabuse

.org/

JAMA, August 3, 2011—Vol 306, No. 5 E1



