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LTHOUGH IT HAS PROBABLY EXISTED SINCE ANTIQUITY, ELDER ABUSE

was first described in the medical literature in the 1970s.! Many initial at-

tempts to define the clinical spectrum of the phenomenon and to formu-
late effective intervention strategies were limited by their anecdotal nature or were
epidemiologically flawed. The past decade, however, has seen improvements in the
quality of research on elder abuse that should be of interest to clinicians who care
for older adults and their families. Financial exploitation of older adults, which
was explored only minimally in the initial studies, has recently been identified as
a virtual epidemic and as a problem that may be detected or suspected by an alert
physician.

In the field of long-term care, studies have uncovered high rates of interper-
sonal violence and aggression toward older adults; in particular, abuse of older
residents by other residents in long-term care facilities is now recognized as a
problem that is more common than physical abuse by staff.>* The use of interdis-
ciplinary or interprofessional teams, also referred to as multidisciplinary teams in
the context of elder abuse, has emerged as one of the intervention strategies to
address the complex and multidimensional needs and problems of victims of elder
abuse, and such teams are an important resource for physicians.*> These new
developments suggest an expanded role for physicians in assessing and treating
victims of elder abuse and in referring them for further care.

In this review, we summarize research and clinical evidence on the extent, assess-
ment, and management of elder abuse, derived from our analysis of high-quality stud-
ies and recent systematic studies and reviews of the literature on elder abuse.®™

DEFINITIONS AND ESTIMATES OF PREVALENCE

Debates about how to define elder abuse and which types of behavior to include
in the definition greatly inhibited progress during the early period of research on
this topic. Initial formulations were overly broad and included types of behavior that
are not typically part of definitions of domestic abuse, such as crime by strangers,
age discrimination, and failure to care for oneself (referred to as “self-neglect”). Over
the past decade, however, consensus has arisen about the inclusion of five major
types of elder abuse'*3: physical abuse, or acts carried out with the intention to
cause physical pain or injury; psychological or verbal abuse, defined as acts carried
out with the aim of causing emotional pain or injury; sexual abuse, defined as
nonconsensual sexual contact of any kind; financial exploitation, involving the mis-
appropriation of an older person’s money or property; and neglect, or the failure of
a designated caregiver to meet the needs of a dependent older person (Table 1).
When these types of abuse have been considered together, epidemiologic sur-
veys have shown generally similar prevalences of elder abuse over a period of 12
months, as indicated by three high-quality epidemiologic studies of community-
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Table 1. Forms of Elder Abuse and Clinical Procedures for Assessment by the Physician.*

Type of Abuse

Physical abuse

logical abuse

Sexual abuse

Manifestations

Abrasions

Lacerations

Bruises

Fractures

Use of restraints

Burns

Pain

Depression

Delirium with or without worsening
of dementia or dementia-related
behavioral problems

Verbal or psycho- Direct observation of verbal abuse

Subtle signs of intimidation, such as
deferring questions to a caregiver
or potential abuser

Evidence of isolation of victim from
both previously trusted friends and
family members

Depression, anxiety, or both in the pa-
tient

Bruising, abrasions, lacerations in the
anogenital area or abdomen

Newly acquired sexually transmitted dis-
eases, especially in nursing home
residents (and especially in cluster
outbreaks)

Urinary tract infection

Assessment and Notable Findings

Ask directly how injuries were sustained; note findings that are discordant
with the mechanism of injury reported.

Color of bruises does not reliably indicate their age; bruising can occur spon-
taneously in older adults in the absence of documented or recollected
trauma.' Older adults may bruise spontaneously or without apparent
awareness of injury.

Injuries to the head, neck, and upper arms occur in victims of physical elder
abuse, but they must be distinguished from accidental injuries caused by
falls and other trauma.

Jaw and zygomatic fractures are more likely to be sustained in a punch to the
face than in a fall (falls typically result in fractures to orbital and nasal
bones).

Long-bone fractures can occur spontaneously in the absence of physical
abuse in patients who are confined to bed.

Ankles and wrists should be examined for abrasions suggestive of the use of
restraints.

Multiple injuries in various stages of healing should raise the suspicion of
abuse (e.g., lacerations healing by secondary intention [i.e., without su-
tures] and old, unset fractures detected on radiographs).

The mouth should be examined for dental fractures and avulsion of teeth.

A formal assessment for pain should be conducted (this may be difficult in
patients with cognitive impairment).

Screen formally for depression, ideally with the use of an instrument such as
the Geriatric Depression Scale.

The patient should be assessed for delirium (or worsening of dementia or de-
mentia-related behavioral problems), which can result from pain or other
medical problems.

The interview should be conducted alone with the patient; it may reveal dis-
cordant histories or findings inconsistent with the history provided by the
caregiver.

Ask specifically about verbal or psychological abuse with questions such as
“Does your son or daughter ever yell or curse at you?” “Have you been
threatened with being sent to a nursing home?” “Are you ever prevented
from seeing friends and family members whom you wish to see?”

Assess the size and quality of the patient’s social network (beyond the sus-
pected abuser) with questions such as “How many people do you see
each day?” “How many do you speak to on the telephone?” “Is there any-
one to assist you in the event of accident or emergency?” “Who would
that be?”

Conduct standardized assessments of depression, anxiety, and cognition,
directly or through referral.

Other types of abuse are often concurrent with verbal abuse.

Office staff (clinical and front desk) should be encouraged to report verbally
abusive behavior to the physician if they observe it.

Inquire directly about sexual assault or coercion in any sexual activity.

Conduct a pelvic examination with collection of appropriate specimens or re-
fer to emergency department for comprehensive assessment for sexual
assault and collection of specimens. Ideally, forensic evidence should be
collected by experienced professionals, such as nurses who have under-
gone Sexual Assault Nurse Examiners (SANE) training.

A common form of geriatric sexual assault involves a hypersexual resident
with dementia in a long-term care facility assaulting other residents who
may or may not also have cognitive impairment.”* This situation raises
fundamental issues about the capacity of older persons with dementia to
consent to sexual activity.

For outpatients with dementia, direct queries to caregivers about hypersexual
behavior as part of a larger history regarding dementia-related behaviors.

Signs of sexual abuse are similar to manifestations of sexual violence in
younger adults.
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Table 1. (Continued.)

Type of Abuse Manifestations

Financial abuse  Inability to pay for medicine, medical

care, food, rent, or other necessities

Failure to renew prescriptions or keep
medical appointments

Unexplained worsening of chronic medi-
cal problems that were previously
controlled

Nonadherence to medication regimen
or other treatment

Malnutrition, weight loss, or both, with-
out an obvious medical cause

Depression, anxiety

Evidence of poor financial decision mak-
ing provided by the patient, patient
history, or others persons

Firing of home care or other service pro-
viders by abuser

Unpaid utility bills leading to loss of ser-
vice

Initiation of eviction proceedings

Neglect Decubitus ulcers

Malnutrition

Dehydration

Poor hygiene

Nonadherence to medication regimen

Delirium with or without worsening of
dementia or dementia-related be-
havioral problems

Assessment and Notable Findings

Ask about financial exploitation with questions such as “Has money or prop-
erty been taken from you without your consent?” “Have your credit cards
or automated-teller-machine card been used without your consent?”
“Have people called your home to try and get you to send or wire money
to them?” “At the end of the month, do you have enough money left over
for food, rent, utilities, or other necessities?” Direct similar questions to
caregivers who are not suspected of being the financial abuser.

Conduct a formal assessment of cognition and mood.

Be aware that victims may be unwilling to disclose exploitation out of embar-
rassment.

Abrupt changes in the financial circumstances of the caregiver in either direc-
tion (e.g., sudden unemployment or extravagant purchases) may also
herald an increased risk of financial exploitation or exploitation already
under way.

Abuse of the power of attorney is the situation in which an older person is in-
accurately designated as lacking financial capacity or being unable to per-
form necessary financial tasks, or in which a lack of capacity is accurately
designated but the person with the power of attorney is abusing the role
(e.g., using the money improperly). If misrepresentation of the lack of ca-
pacity is suspected, the patient should be interviewed to determine
whether he or she should be encouraged to resume personal control of fi-
nancial matters. If there is concern that the person with power of attorney
or health care proxy may not be acting in the best interest of the patient,
the physician or other members of the interprofessional team should re-
quest the necessary documents to ensure that the assumption of fiduciary
responsibilities is indeed authorized.

Examine the skin for bedsores and infestations.

Assess hygiene and cleanliness.

Assess appropriateness of dress.

Measure drug levels in serum to assess adherence and accuracy of adminis-
tration of medicines.

Measure body-mass index and albumin.

Conduct clinical examination to assess nutrition.

Measure blood urea nitrogen and creatinine to assess hydration.

Conduct a directed physical examination to assess the status of chronicill-
nesses under treatment.

Interview primary caregiver about his or her understanding of the nature of
the patient’s care needs and how well care is being rendered.

Neglect may be intentional or may be unintentional, stemming from an in-
ability to provide care owing to the caregiver’s frailty, cognitive impair-
ment, mental illness, or limited health literacy.

* The table is adapted from Dyer et al.®

dwelling older people (60 years of age or older).
In a survey of more than 4000 older people in
New York State, the rate of elder abuse was
found to be 7.6%'V; in a national survey by
Laumann et al., the rate was 9%, and in a na-
tional telephone survey by Acierno et al.,’® the
rate was 10%. It is likely that these figures are
underestimates; the reliance on self-reported
information from persons who are able to par-
ticipate in a survey excludes patients with demen-
tia, and studies have shown that dementia places
older persons at greater risk for mistreatment.”

When the available evidence is taken into consid-
eration, an estimated overall prevalence of elder
abuse of approximately 10% appears reasonable.
Thus, a busy physician caring for older adults will
encounter a victim of such abuse on a frequent
basis, regardless of whether the physician recog-
nizes the abuse.

RISK FACTORS

Most studies indicate that older women are more
likely than older men to be victims of abuse.!?
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Among older adults, a younger age has been con-
sistently associated with a greater risk of abuse,
including emotional, physical, and financial abuse
and neglect.’? One possible reason for this find-
ing is that the “young old” more often live with
a spouse or with adult children, the two groups
that are the most likely abusers. A shared living
environment is a major risk factor for elder abuse.
In particular, living with a larger number of
household members other than a spouse is as-
sociated with an increased risk of abuse, espe-
cially financial” and physical® abuse. Having a
lower income has been associated with a greater
likelihood of financial abuse, emotional and phys-
ical abuse,”*' and neglect.’® Finally, studies consis-
tently suggest that isolation and a lack of social
support are important risk factors for elder abuse.??

With the exception of dementia, which is a
documented risk factor for financial exploita-
tion, specific diseases have not been identified
as conferring a greater risk of abuse. In general,
however, functional impairment and poor physi-
cal health have consistently been shown to be
associated with a greater risk of abuse among
older persons, irrespective of the cause of such
limitations.!>?1?3?* Less is known about clinical
risk factors for becoming a perpetrator of abuse.
On the basis of the limited evidence available,
perpetrators are most likely to be adult children
or spouses, and they are more likely to be male,
to have a history of past or current substance
abuse, to have mental or physical health prob-
lems, to have a history of trouble with the police,
to be socially isolated, to be unemployed or have
financial problems, and to be experiencing ma-
jor stress. 12222528

SEQUELAE

Elder abuse has a range of negative sequelae that
extend well beyond the obvious traumatic injury
and pain to which the victims may be subjected.”
Studies have shown that victims of elder abuse
are at increased risk for death, after adjustment
for any chronic illness they may have.?*3! Elder
abuse greatly increases the likelihood of place-
ment in a nursing home® and of hospitalization.*®
The psychological effects of abuse, including
increased rates of depression, anxiety, and
other negative outcomes, have been well docu-
mented.343°

CLINICAL EVALUATION

IDENTIFICATION AND SCREENING

Physicians may find the evaluation and treat-
ment of elder abuse unfamiliar and even uncom-
fortable, since it presents several challenges. First,
victims may conceal their circumstances or be
unable to articulate them owing to cognitive im-
pairment. Second, the high burden of chronic
illness in older people creates both false negative
findings (e.g., fractures misattributed to osteo-
porosis) and false positive findings (e.g., sponta-
neous bruising misattributed to physical abuse)
in the evaluation. For these and other reasons,
screening for elder abuse and neglect has not
been recommended by the U.S. Preventive Ser-
vices Task Force.¥” Third, cultural and language
barriers may hinder the disclosure of abuse.
Fourth, in some cases, a definitive determina-
tion that abuse is taking place may take weeks
or months, and physicians may be required to
intervene before such a determination has been
made — a strategy that is not typically used in
the management of medical conditions. Because
of these complicating factors, a positive finding
of any of the manifestations listed in Table 1
(bolstered by the physician’s clinical judgment
that something may be amiss) should lead to a
thorough evaluation by various professionals
involved with the patient.

ASSESSMENT STRATEGIES

People suspected to be the victims or the perpe-
trators of elder abuse should be interviewed
separately and alone, both because a relative or
caregiver may be the abuser and because victims
may be hesitant to reveal mistreatment when
others are present because of embarrassment or
shame. In addition, separate interviews may
uncover differences between the patient’s expla-
nations and those of the relative or caregiver
with regard to physical findings (such as mecha-
nism of injury) that increase the likelihood of
abuse. Indirect questions can be used initially
with the potential victim, since they may be less
threatening (e.g., “Do you feel safe at home?”
“Does someone handle your checkbook?”). Di-
rect questioning, if necessary, should be similar
to that in the investigation of other forms of
domestic abuse and can include questions such
as “Does anyone in your home hurt you?” and
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“Has someone not helped you when you needed
their help?” Because dementia increases the risk
of elder abuse and because depression is very
common among older adults, no evaluation is
complete without a formal assessment of cogni-
tion and mood, conducted by either the primary
care physician or a mental health professional,
neurologist, or geriatrician.

The interview of a suspected abuser is best
conducted by professionals with expertise in this
area. Aggressive accusations or confrontation
may lead to an escalation of abuse, the isolation
of the potential victim, or both. It is best for the
physician to adopt a sympathetic, nonjudgmen-
tal approach until all the relevant facts have been
ascertained. A detailed review of the patient’s
medical records may reveal signs of elder abuse
that were missed at the time but that in retro-
spect point to abuse.?® Ideally, the assessment of
a case of suspected abuse should involve a home
visit. Because it may not be feasible for a physi-
cian to conduct a home visit in each case, inter-
professional involvement is an indispensable part
of both assessment of the victim and interven-
tion. Referral to Adult Protective Services (APS)
typically leads to a home visit, which in turn can
provide the physician with additional details
about the case.

Assessment strategies can vary according to
the type of abuse suspected. Descriptions of
typical manifestations of the five common types
and the methods of assessment that are useful
in evaluating possible cases are provided in Ta-
ble 1. With respect to physical abuse, research-
ers have been unable to identify injuries that are
clearly diagnostic of abuse in older persons, as
has been possible for child abuse. Although fo-
rensic research has demonstrated some emerg-
ing patterns of physical abuse (e.g., older victims
are more likely to have bruising on the face,
lateral aspect of the right arm, and posterior
torso, including back, chest, lumbar, and gluteal
regions, than older adults who have bruising
unrelated to abuse),” these findings are useful
primarily to alert the clinician to the possibility
of abuse and should not be viewed as diagnostic
for either medical or legal purposes without
other corroborating clinical findings or histori-
cal information.

Verbal and psychological abuse may be mark-
ers for other forms of abuse and may be the only

form that can be observed by clinicians and of-
fice staff. The clinical manifestations of verbal
and psychological abuse — depression, anxiety,
and other forms of psychological distress —
which may normally be amenable to pharmaco-
logic and psychotherapeutic intervention, are
not likely to remit unless the underlying abuse is
detected and mitigated.

The neglect and financial exploitation of
older persons share many similarities that make
their detection and evaluation especially relevant
to clinicians. Whereas signs and symptoms of
physical abuse may be directly visible, the mani-
festations of financial exploitation and neglect
can be subtle (e.g., failure to keep appointments
or fill prescriptions, weight loss, and frequent
visits to the emergency department for diseases
that should be well controlled). Abrupt changes
in either direction in the financial circumstanc-
es of the caregiver (e.g., sudden unemployment
or extravagant purchases) may also herald an
increased risk of financial exploitation or sug-
gest that exploitation is already under way. In
the case of neglect, a standardized assessment
of functional status (i.e., dependence in activi-
ties of daily living®) should be augmented by
asking whether a responsible caregiver or other
person has failed to meet the patient’s needs
with respect to care. Recent studies suggest that
financial exploitation is emerging as the most
prevalent form of abuse; by the time cases are
detected, the older adult’s financial resources
have often been drastically reduced — a fact that
makes swift detection and intervention critical.””

INTERVENTIONS

There have been no large, high-quality random-
ized, controlled studies of specific and discrete
inventions in cases of elder abuse’ — a situation
that has been identified as leading to a critical
knowledge gap in the field.* However, decades
of clinical experience and documented best prac-
tices in the field provide guidance for practitio-
ners in helping victims. Successful treatment
rarely involves the swift and definitive extrica-
tion of the victim of abuse from his or her pre-
dicament with a single intervention. Instead,
successful interventions in cases of elder abuse
are typically interprofessional, ongoing, commu-
nity-based, and resource-intensive. Although
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Table 2. Groups Involved in Interprofessional Assessment and Intervention in Cases of Suspected Elder Abuse.

Group

personnel

Community nongo

for older adults

Police

Housing authority

Physicians

Hospital personne

Nursing homes

Banks and financial
industry

Adult Protective Services

Home health care agencies and

nonprofit services and programs

District attorney’s office

Legal services agencies

Role

Receives mandatory reports of suspect-
ed abuse in most states

Important in both detection and mitiga-
tion of abuse

vernmental or Provide a variety of programs and servic-
es that can mitigate all forms of
abuse, including senior centers and
home visitation to promote social

integration

Often the first responders in cases of
elder abuse

Prosecutes cases of elder abuse

Handles issues involving eviction,
squatting, or misuse of housing for
older persons, which are common
in cases of elder abuse

Handle the myriad legal issues that are
raised in cases of elder abuse, in-
cluding decision-making capacity,
living wills, and guardianship

Play a critical role in identifying mistreat-
ment andmaking appropriate referrals

I Need to be prepared to identify cases of
elder abuse

Can use excess capacity to house vic-
tims safely and provide services, as
part of the growing movement in the
United States to provide shelter to
abused older persons

Critical to the detection of financial
exploitation

services

Comments

May serve as guardians in some states
Staff members may be abusers in some situations

Some community-service agencies have programs exclu-
sively devoted to preventing elder abuse or dealing
with its manifestations (e.g., daily money management
and caregiver support)

Awareness of the importance of training law-enforcement
personnel to be sensitive to the needs of older persons
is increasing

Some offices have dedicated units that focus on elder
abuse and are separate from domestic-violence units

Eviction and homelessness can be manifestations of finan-
cial exploitation

Guardians may be financial abusers

Physicians are mandatory reporters of elder abuse in all
states that have mandatory-reporting laws

Medical personnel often fail to identify elder abuse, be-
cause of clinical and time pressures. The Joint
Commission on Accreditation of Healthcare
Organizations has guidelines with respect to elder
abuse; accreditation may be jeopardized if protocols
are absent or inadequate

Elder abuse can occur in long-term care facilities; resident-
to-resident abuse is increasingly recognized as the
most common form of abuse in such settings

Institutions in some communities train tellers and other
employees to detect exploitation of older persons’
finances

physicians have an important role to play in the
medical components of those interventions, it
will usually not be feasible for them to initiate
or sustain successful interventions in cases of
elder abuse on their own. Therefore, the most
important tasks for the physician are to recog-
nize and identify elder abuse, to become famil-
iar with resources for intervention that are avail-
able in the local community, and to refer the
patient to and coordinate care with those re-
sources.

Table 2 lists services and organizations that
are typically involved in intervention in cases of
elder abuse and their roles; Figure 1 illustrates

an overarching, interprofessional approach to
intervening in the case of an identified or prob-
able victim. APS is the federal program that re-
ceives mandatory reports of suspected abuse and
is typically at the center of case investigations.
Forty-nine states (New York is the exception)
have mandatory reporting laws that require des-
ignated reporters (including physicians) to re-
port even the suspicion of abuse to APS, law
enforcement, or a regulatory agency. An APS
worker then typically visits the home and con-
ducts an investigation with the goal of verifying
or refuting the concern. If abuse is identified,
interventions are then undertaken that are both
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Probable case of elder abuse
Submit mandatory report in l bmi 4 N
accordance with state re- Submit :jnan atqrﬁ report in
quirements < No-| Does your community have a formal | Yeso accordance with state re-
Advocate for an interprofes- interprofessional team to address elder abuse? R ?ulrements. fessional
sional team to address elder I eter case to interprofessiona
) . eam
abuse in your communit ) .
Y Y In the context of an interprofessional

team or less formal collaborations, use
community resources to evaluate
and intervene

l

Irrespective of the type of abuse, all victims should have a safety
plan and be educated about the tendency for abuse to escalate
Evaluate the resources of the victim's social network for assistance

Consider treatment of conditions in abusers, such as mental
illness and substance abuse, that contribute to abuse
Particular types of abuse may benefit from specific interventions

[
Neglect

i

Verbal abuse

i

Financial exploitation

i

Physical or sexual abuse

i

Optimize assistance, including
home care

Address burden and stress on
the caregiver

Educate caregiver that care be-
ing provided may be aberrant

Identify alternative potential
caregivers

Arrange for social work assist-

placement
Consider adult day care and
other respite programs

Refer victim for psychiatric
or social work assistance

Recognize and treat depres-
sion and other mental
health issues

Address burden and stress on
the caregiver

Educate caregiver that care
being provided may be

Address substance abuse

Stop the loss of resources as
soon as possible

Consider power of attorney,
daily money management,
or guardianship

Alert banks and financial
institutions to victim's
vulnerability

Consider referral to local law

Evaluate, treat, and document
physical and sexual vio-
lence

Refer case to local law enforce-

ment and district attorney

Consider filing an order of pro-

tection with assistance of
law enforcement
Consider referral to a shelter

ance to ensure benefits and aberrant enforcement, district for victims of elder abuse
services are optimized Identify alternative potential attorney, or both Emphasize the need for a
Consider nursing home caregivers safety plan

Figure 1. Recommended Strategies for Intervention by Physicians in Suspected Cases of Elder Abuse.

Several websites offer templates and advice for creating a safety plan for the victim (e.g., a checklist from the
National Clearinghouse on Abuse in Later Life is available at http://ncall.us/sites/ncall.us/files/resources/
Checklist%20for%20Leaving-2014_1.pdf).

tailored to the circumstances of the victim’s
situation and highly dependent on the resources
of the local environment and on the resources
and dynamics of the family. The physician can
serve as a highly useful resource for APS workers
as they pursue their investigation.

Different situations require different inter-
ventions in cases of abuse. Psychiatrically ill
abusers may require mandated mental health
treatment. Persons who abuse an older person as
a result of the burdens of caregiving may need
respite services or more home health care for an
impaired family member. Elder abuse that is tied
to substance abuse is treated with an entirely

different series of interventions. Physicians have
important roles to play in all these circumstanc-
es, and abuse need not be definitively proved
before targeted geriatric services, such as physi-
cal therapy, home health care, mental health
services, optimization of treatment for chronic
diseases, coordination of care, and attention to
restoration of the highest level of practical func-
tioning, are initiated to relieve the situation in
which the abuse occurred.

Because the prevalence of cognitive impair-
ment from dementia (the most common cause of
incapacity in the older adult population) is so
high, a critical consideration in all cases of elder
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abuse is whether the victim has decision-making
capacity and is able to accept or refuse interven-
tion. Depending on the degree of impairment,
as well as on the state laws governing who can
make such determinations, assessment of such
capacity typically requires the participation of a
psychiatrist or geriatrician, either as part of the
APS team or through private referral. Patients who
refuse interventions and lack decision-making ca-
pacity often need legal interventions, such as the
appointment of a guardian. In such a case, the
physician’s role is to provide evidence from the
physical examination and history that support
the presence or absence of decision-making ca-
pacity and sometimes to participate in guardian-
ship proceedings so as to ensure that the alleged
abuser does not become the guardian.

The most promising response to the complex
nature of cases of elder abuse has been the de-
velopment of interprofessional teams. Evidence
suggests that interprofessional teams, also referred
to as multidisciplinary teams, consisting of physi-
cians, social workers, law-enforcement personnel,
attorneys, and other community participants work-
ing together in a coordinated fashion, are the best
practical approach to assisting victims.*** Led by
a coordinator (typically a social worker or nurse),
the interprofessional teams meet on a regular
basis to discuss difficult cases in the local com-
munity and to coordinate an effective response.
A plan of action is developed, with individual
team members assigned to specific tasks, and a
time frame for follow-up is specified (a mock
interprofessional team meeting can be viewed at
http:/[nyceac.com/clinical-services/mdts). The data
on interprofessional teams suggest that the teams
improve efficiency, coordination, and profession-
al support among team members.*

Many physicians do not have the luxury of
formal interprofessional teams to respond to el-
der abuse in their communities, but the presence
of several of the necessary agencies (including
APS) and professionals creates the potential for
forming such a team. Physicians can cultivate
these relationships, both to serve victims of el-
der abuse and as a step toward developing inter-
professional teams in their communities. In-
deed, one of the most helpful contributions a
physician can make with regard to elder abuse is
to serve as the catalyst for the formation of an
interprofessional team in the local community.
Detailed guidance on creating an interprofes-

sional team is available from the National Center
on Elder Abuse (http://ncea.aoa.gov/Stop_Abuse/
Teams/index.aspx#traditional).

ELDER ABUSE IN LONG-TERM CARE
FACILITIES

Concern about elder abuse in nursing homes
first came to widespread public attention in the
1970s, when facilities were relatively unregulat-
ed and had little oversight. The Omnibus Budget
Reconciliation Act of 1987, which created a fed-
eral framework for the standardized assessment
and care of nursing home residents, heightened
both awareness and reporting of elder abuse in
nursing homes. Although no scientific studies of
the prevalence of abuse have been conducted in
these settings, the available observational and
clinical evidence suggests that mistreatment of
residents by staff members occurs with suffi-
cient frequency to be of concern to physicians.*
Studies have pointed to the very high prevalence
of mistreatment of nursing home residents by
other residents, in the form of physical, verbal,
and sexual aggression.>** Physicians should be
alert to this possibility when examining and
treating nursing home residents, because clini-
cally significant injuries have been found to re-
sult from resident-to-resident aggression.*
Whatever the cause of the abuse, physicians
may encounter abused patients in nursing homes
— when serving either as primary care physi-
cians in the facility or as consultants when pa-
tients are transferred to emergency departments
or hospitals. Every state has a reporting mecha-
nism whereby the suspicion of abuse in nursing
homes (or in other types of long-term care fa-
cilities) can be reported and investigated, and
physicians should report their concerns accord-
ingly. The National Center on Elder Abuse main-
tains a website with contact numbers and a di-
rectory of ombudsman offices in each state for
this purpose at http://ncea.acl.gov/Stop_Abuse/
Get_Help/State/index.aspx.

CONCLUSIONS

Because victims of elder abuse tend to be iso-
lated, their interactions with physicians, which
may be intermittent or rare, present critically im-
portant opportunities to recognize elder abuse and
to intervene or refer the victims to appropriate
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providers. Advances in our understanding of the
many manifestations of elder abuse and the emer-
gence of interprofessional-team approaches also
point to an important role for physicians in ad-

ELDER ABUSE

dressing this major public health problem. Both

research and clinical experience suggest that
cases of elder abuse can rarely, if ever, be suc-
cessfully treated by the physician alone. There-
fore, the response of the medical professional

must include connecting with specialists in other
disciplines, including social work, law enforce-
ment, and protective services, ideally in the con-
text of an interprofessional-team approach.

Dr. Lachs reports having provided expert testimony in cases
related to elder abuse. No other potential conflict of interest
relevant to this article was reported.

Disclosure forms provided by the authors are available with
the full text of this article at NEJM.org.
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