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Elder abuse has been defined as “a single or repeated act or
lack of appropriate action, occurring within any relationship
where there is an expectation of trust which causes harm or
distress to an older person” [162]. This consensus definition
was adopted by the World Health Organization [168], and
other key bodies such as the International Network for
Prevention of Elder Abuse (INPEA). It highlights the com-
plexity of this latent construct, which incorporates concepts
of the multiple types of abuse, characteristics of the abuser
and abuse victim, the nature of the relationship between
abuser and person abused, whether suffering is experienced
by the abuse victim, the intention of the behaviour, whether
the abuse is an act of commission (abuse) or omission (ne-
glect), and the context of the abuse [41].

Many have called for more comprehensive approaches to
the measurement or screening of elder abuse and neglect that
reflect this complexity [38, 35, 41], but many challenges
remain to achieve this. This chapter undertakes a systematic
review of research between 1995 and 2015 of screening
measures for elder abuse or neglect that have been at least
partially validated, and discusses methodological issues
associated with the development of effective screening
instruments in this challenging area. Others have proposed
that there is inadequate research to support the effectiveness
of screening [125, 126], and highlighted the need for more
research to determine whether screening is indicated. Thus,
the review will also examine the limited evidence that
addresses the effectiveness of screening, and the research,
policy and practice implications emerging from the review.

9.1 Screening for Elder Abuse

Screening for elder abuse is defined as a process of eliciting
information about abusive experiences in a caring or family
relationship from older or vulnerable adults who do not have
obvious sign of abuse such as physical injuries [126]. The
rationale for screening among non-symptomatic people, is
that it may identify abuse not otherwise known, prevent
future abuse, and reduce risk of future health impacts as a
result of the elder abuse [126]. Screening is considered
particularly important for problems with serious health
implications, and where overall rates of identification are
considered to be low. This is certainly the case for elder
abuse and neglect [8, 144].

A cornerstone of effective screening is the development
of valid and reliable screening measures with low mea-
surement error. This has proved to be a challenging task, not
only because of the methodological issues identified above,
but because elder abuse, like other forms of family and
interpersonal violence, is a largely hidden phenomenon,
occurring in the home or institutions, usually without wit-
nesses [93]. Victims are often reluctant to disclose the abuse
[115, 137] because of shame or fear of being judged [22],
failure to identify the behavior as abusive [132], dependence
on the abuser, or feeling that the abuse is their fault [113].
Furthermore, elder abuse is poorly understood in the com-
munity and, as for domestic violence, there can a reluctance
to question or interfere with what goes on within families.

The many faces of elder abuse add further complexity.
While physical, sexual and, to some extent, financial forms of
abuse are more readily measured and verified, other forms
such as psychological, emotional, verbal, and coercive abuse,
and neglect and abandonment are much more difficult to
verify, or even for the elder to understand. Yet, these are the
most prevalent forms of elder abuse [148]. In addition to the
difficulties of measurement and identification of abuse, a
number of other barriers have been noted by health
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professionals that impact on their ability to screen elders in
their care. These include lack of time, lack of knowledge,
lack of confidence that there are adequate resources and
systems to address potential elder abuse, gaining sufficient
privacy to ask the sensitive questions about abuse, and lack of
skills in eliciting reports of abusive acts or situations [144].

There is a clear need for better measures of these more
hidden forms of abuse since research has demonstrated con-
siderable health impact of abuse and neglect [56, 50, 94, 109,
148]. In response, there has been growing interest over the past
three decades in the development of valid and reliable
screening instruments designed to detect risk of elder abuse
and neglect in different contexts. Screening measures have
been categorised in different ways. For instance, Cohen [25]
categorised screening instruments into three groups based on
both method and intention of the screening instrument. The
first group comprised direct questioning tools that ask about
the elders’ experience, the second group were tools that assess
signs of actual abuse, and the third group were measures
designed to assess risk of abuse. Each of these have both
strengths and limitations as screening measures, and Cohen
has argued for a comprehensive screening model that incor-
porates all 3 forms of screening. The majority of screening
instruments incorporate the direct questioning method, and
assessment of risk of abuse. Those that assess signs of actual
abuse tend to be usedmore in the phase of substantiating abuse
[8] and are not the primary focus of this review on screening.

Direct questioning tools comprise a set of screening
questions that are intended to be completed either by the
elders themselves or by a health professional or researcher
asking questions of the elder. Direct questioning tools tend
to ask whether the elder has experienced a range of abusive
behaviors by a caregiver or someone known to them, and
they depend on the elders’ willingness and ability to disclose
abusive behaviors. Examples of direct questioning items
about abuse include questions such as “Has anyone tried to
hurt or harm you recently?”, “Has anyone made you feel
afraid?”, or “Has anyone taken any of your belongings
without your permission?”. Direct questioning tools are
useful to researchers who seek to establish prevalence and
risk factors of abuse in certain populations, or who need to
screen a larger population to identify those who have
experienced potentially abusive actions. They are also used
by clinicians to screen for abuse among elderly patients
presenting in primary care or hospital settings to better
understand the nature of care relationships and the possible
contribution of abuse to the medical presentation.

Another common approach to screening are questions
that probe for risk indicators for abuse. This has been jus-
tified because it can be difficult to get reliable answers to
questions about direct abuse, and because risk factors have
been demonstrated to reliably discriminate between abuse
and non-abuse cases [26, 139]. Examples of the risk factor

approach include checklists of risk factors assessed by pro-
fessionals such as the Indicators of Abuse Screen
(IOA) [139], and self-complete questionnaires about risk
factors such as the Vulnerability to Abuse Screening Scale
(VASS) [146]. Risk factors may include both client and
care-giver factors associated with abuse, as well as charac-
teristics of the situation. Many measures combine types of
questions, including direct questions about specific behav-
iors, actual harm caused, and risk indicator.

Another way of categorising screening instruments is to
consider the setting and purpose of the screening tool. One
set of screening instruments have been designed for mass
screening of elders and/or their caregivers at the community
or population level. Another set of instruments has been
designed for more targeted screening among elderly in
health, welfare and institutional service settings. The fol-
lowing review of elder abuse and neglect screening instru-
ments classifies them broadly into these two categories,
primarily based on the intention when the scale was devel-
oped, and the context of the original validation studies. It is
acknowledged however, that some instruments can poten-
tially be used both ways. The chapter also separately reviews
scales that have been developed to screen specifically for
elder neglect and self-neglect, since these constructs pose
additional measurement challenges as they seek to assess the
absence of caring behaviour, rather than the presence of
abusive behaviour.

9.2 Systematic Literature Search
for Screening Measures for Elder Abuse
and Neglect

A systematic literature search was undertaken to identify and
review validated screening measures for elder abuse and
neglect. A search was made of English language articles on
two key electronic databases, Medline and Psych Info, from
1995 to 2015. The terms entered were: (exp Elder Abuse OR
[“elder abuse” or “elder mistreatment” or “elder neglect” or
“elder self neglect” or “elder financial abuse” or “elder
financial mistreatment” or “elder sexual abuse”] AND (exp
Screening [or exp Mass screening] OR [measurement or
screening or survey* or questionnaire* or observation*). The
Psych Info search produced 312 records and the Medline
search produced 392 records, making a total of 704 records.
An additional 65 records were identified using manual
searches and reference lists of reviewed articles. After
excluding 155 duplicate or irrelevant records, there were 614
records remaining. Abstracts were first reviewed, and then
the full article for those deemed potentially relevant were
assessed. After the review of abstracts, a further 274 were
excluded: 39 not applicable, 50 books, and 116
non-empirical articles. The remaining 340 records were
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retrieved and reviewed. From this more detailed review, a
total of 33 screening tools met the minimum criteria of
having detailed the development of the scale, reported items
and scale structure, and some evidence of psychometric
evaluation. A total of 10 scales were designed for use in
community-based screening, 16 for screening in healthcare
settings, and a further 7 scales are designed to screen
specifically for neglect and self-neglect. These are reviewed
in the following three sections (Fig. 9.1).

9.3 Measures for Community-Based
Screening for Elder Abuse and Neglect

Community-based screening measures aim to identify the
prevalence and determinants of elder abuse in the commu-
nity. These measures are suitable for use in research (e.g., to
assess prevalence and risk factors), as well as for screening
older people who access services to determine who are at
risk of abuse or neglect. They can be self-completed or
administered via interview. Ten scales were identified that
met the review criteria of being designed primarily for use in

community-based studies, and including some reliability and
validity evaluation. A critical review of these measures is
described in the next section. Key characteristics of these
measures are summarised in Table 9.1, with details related
to the origin of the scale, the number of items and subscales,
the intended respondent for the measures and the method of
administration. In addition, details of the psychometric
properties of each scale are provided along with the types of
samples on which the validation was undertaken. A sum-
mary of strengths and limitations of each measure is also
provided. It is noted that there are other large scale com-
munity studies published in the 1995–2015 period, but were
not included due to inadequate description of the measure, or
inadequate reporting of psychometrics.

9.3.1 Abuse of the Elderly in the European
Region (ABUEL)

The Abuse of the Elderly in the European Region (ABUEL)
study is one of the very few cross-cultural studies available
that have used a common elder abuse scale [103, 108, 111,

Flow Diagram for Systematic Review

Records identified through Medline 
and Psych Info database searching

(n = 704)

S
cr

ee
n

in
g

In
cl

u
d

ed
E

lig
ib

ili
ty

Id
en

ti
fi

ca
ti

o
n Additional records identified 

through other sources
(n = 65)

Records after duplicates removed
(n = 614)

Abstractsscreened
(n =  614)

Records excluded
(n = 274)

Full-text articles assessed 
for eligibility
(n = 340 )

Articles excluded (includes 
multiple studies using 

selected tools) (n =   307)

Unique screening 
measures included

(n = 33)

Community screening (n=10)

Health care screening (n=16)

Neglect screening (n=7)

Fig. 9.1 Flow diagram for
systematic review

9 Screening for Elder Abuse: Tools and Effectiveness 163



Table 9.1 Validated measures for screening for elder abuse and neglect at population level

Screening
measure

Authors
(year)

Origin Items/subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies using
scale (whole or
part)

Abuse of the
Elderly in the
European
region
(ABUEL)

Lindert
et al.
[103]
Macassa
et al.
[108],
[111].
Soares
et al.
[153]

Based on the
CTS2 [156] and
the UK study of
abuse/neglect of
older people [16]

52 items
measuring
severity and
chronicity of
abuse:
Psychol. abuse
(11; 6 severe, 5
minor);
Physical abuse
(17; 10 severe,
7 minor);
Injuries (7; 4
severe, 3
minor);
Sexual abuse
(8; 5 severe, 3
minor);
Financial abuse
(9; 5 severe, 4
minor);
frequency of
abuse 8 pt.
scale;
Neglect-unmet
needs (13);
Perpetrator’s
main
characteristics
where abuse
occurred

Elder interview or
self-completed
written
questionnaire

Internal reliability
Cronbach’s α across
countries:
Psychological
Abuse: = 0.85
Physical
Abuse: = 0.80
Injury: = 0.72
Sexual
Abuse: = 0.76
Financial
Abuse: = 0.71;
Validity: Associated
with some
hypothesized
constructs such as
gender and mental
health

Representative
community samples
aged 60–84 years
from cities in 7
European countries
(N = 4467, 57 %
women):
Germany; Greece;
Italy; Lithuania;
Portugal;
Spain, Sweden
Varied sampling
strategies used:
registry, random, or
cluster

Measures both
chronicity and
severity;
Good reliability;
No validity data;
Measure used
across 7
European
countries, but
varied sampling
and modes of
administration;
sample restricted
to large cities;

Abuse and
Violence
against Older
Women
(AVOW)

De
Donder
et al. [40];
Lang
et al. [96]

Based on WHO
definition
including 6
different types of
abuse [168] and
adaptation of CTS

34 indicators
adapted from
CTS:
Neglect and
emotional
abuse 9 items
each; financial,
physical,
sexual abuse
and violation of
personal rights
—4 items each;
Responses for
last year on
4-point
frequency
scale.
Validation
reduced scale
to 22 items

Elder self-report:
postal survey,
face-to-face
interview, or
telephone
interview

Used item analysis
to reduce items to 22
indicators that
maximised reliability
of prevalence
estimates;
Concurrent validity
tested by examining
relationship between
abuse and quality of
life

2880 home-dwelling
older women aged 60
and over from 5
European countries

Large sample
across 5 countries
Relatively limited
psychometrics
undertaken. Did
not test internal
consistency
reliability and
validity tests
limited

Conflict
Tactics Scale
(CTS)

Straus
[155]

Measures extent
to which family
members (e.g.
Couples)
engage in
psychological and
physical attacks
on each other and
use of negotiation
to deal with
conflicts;
Items derived
from conflict
theory

19 item
questionnaire;
3 subscales:
• Violence: 9,
• Verbal
aggression: 6

• Reasoning: 3
Items range
low-high
coerciveness,
rated frequency
in past year:
“Never” to
“More than 20
times. Items
summed

Developed for
any family
relationship.
Items usually
asked in pairs:
whether
respondent has
enacted each
behavior and
whether the other
party has (38
items). Can be
completed by one
or both parties

Cronbach
α = 0.79–0.88 for
Violence and Verbal
Aggression,
0.50–0.76 for
Reasoning, for
different types of
relationships

Nationally
representative sample
of 2143 couples in
the US

Suitable for
clinical settings;
Easy to
administer;
Relatively brief;
Not specific to
elderly;
Limited forms of
abuse;
Does not assess
neglect, coercion,
financial abuse;
Violence scores
very skewed,
often
dichotomised for
analysis

Burnes et al.
[17];
Chokkanathan
and Lee [23];
Fulmer and
Gurland [78];
Fulmer et al.
[75];
Naughton et al.
[122]

(continued)
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Table 9.1 (continued)

Screening
measure

Authors
(year)

Origin Items/subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies using
scale (whole or
part)

Conflict
Tactics Scale
version 2
(CTS2)

Straus
et al.
[156]

Modified from
CTS, added Injury
and Sexual
Coercion scales

78 item
questionnaire
(2 × 39 items
for abusive acts
by partner and
by self);
5 subscales:
Phys. assault:
12,
Psych Aggress:
8,
Negotiation: 6,
Injury: 6,
Sexual
coercion: 7

Elder self-report
about self and
partner’s
behaviour;
Can also be
completed by
carer

Validated on sample
of university
students in relating
to partners:
Cronbach’s
α = 0.79–0.95 for
the subscales;
Some construct and
discriminant validity
demonstrated

317 undergrad. US
students

Suitable for
clinical settings or
research; Easy to
administer;
Lengthy;
Not specific to
elderly;
Does not assess
neglect, coercion,
financial abuse

Beach et al.
[14]; Biggs
et al. [16];
Cooper et al.
[36, 37]; Fraga
et al. [68];
Lowenstein
et al. [106];
Melchiorre
et al. [111];
Yan and Tang
[173, 174]

Modified
Conflict
Tactics Scale
(MCTS)

Beach
et al. [14]

Modified from the
CTS:
Caregivers and
care recipients
were asked how
often (5-pt Likert
scale from
“never” to “most
of the time”)

10 items each
for caregiver
and elder;
5 items Psych.
Mistreatment,
5 physical
abuse

Interviews with
carer and
care-recipient
dyads

Reliability on 10
items:
α = 0.69 elders,
α = 0.67 caregivers;
Convergent and
discriminant validity
[38]

265 Family carers
and care recipient
dyads, Family
Relationships in Late
Life
Project, multisite
longitudinal study of
informal care in 3 US
communities

Brief, easily
administered

Cooper et al.
[35, 36]

Modified
Caregiver
Strain Index
(MCSI)

Thornton
and
Travis
[159]

Modified from
CSI—changed
yes/no response to
3 options: yes,
sometimes, no

13 item
questionnaire;
Items cover
Employment,
Financial,
Physical,
Social, and
Time strains

Non-professional
care-giver

Reliability α = 0.90;
Test–retest rel
α = 0.88

158 family caregivers
aged 53 and older in
community, mean
age 61

Effective in
identifying
families at risk;
Easy and quick to
administer
No report from
Elder

Elder
Mistreatment
(own scale)

Dong
[42]

Psychol/physical
abuse items from
CTS;
Caregiver neglect
from 2 measures
of unmet needs—
Katz Activities of
Daily Living
(1983) and
Lawton and
Brody IADL
(1963);
Financial
Exploitation from
Conrad et al. [33]

56 item
self-report
measure:
Psychological
abuse 8 items
from CTS;
Physical abuse
10 items from
CTS;
Sexual abuse 2
items (own);
Care-giver
neglect—20
items on unmet
needs;
Financial
exploitation 17
items

Trained
multicultural and
multilingual
interviewers
conducted
face-to-face
interviews with
elders in home

Not calculated for
this study, relied on
scales having been
previously validated;
Provided estimates
for different
restrictiveness
criteria
in defining overall
elder mistreatment;

The Population Study
of Chinese Elderly in
Chicago N = 3159
aged 60+, living in
community

Measured each of
main types of
elder abuse;
Drew mainly on
selection of
validated scales;
Clearly defined
scoring system
for determining
caseness;
No reliability or
validity statistics
for this study

Native Elder
Life Scale
(NELS)

Jervis
et al. [84]

Developed by
Native American
community elders
and experts to fill
perceived gap in
financial
exploitation and
neglect items for
Native people

NEL-Financial
Exploitation
(NELS-FE)—
began with 26
items, reduced
to 18
NEL-Neglect
12 items

Administered to
elders by Native
research staff

NELS-FE
α = 0.65 total,
range 0.75–0.53 for
Northern and SC
communities;
NELS-Neglect
α = 0.78 total,
range 0.80–0.78 for
Northern and SC
communities

100 Native
Americans aged 60
+ recruited from
tribal senior centre on
Northern Plains
reservation in USA
(n = 50), and 2
protestant churches
in urban South
Central USA
(n = 50)

Validation on 2
small
communities of
Native
Americans;

Vulnerability
to Elder
Abuse Scale
(VASS)

Schofield
and
Mishra
[146]

H-S/EAST +
2 additional
questions: “Has
anyone close to

12 item Likert
Scale
questionnaire;
4 subscales:

Elder—
self-report
research
questionnaire

Reliability
Dep α = 0.74
Dej α = 0.44
Vul α = 0.45

10,421 women aged
73–78 from
Australian

Very short, low
cost, easy
self-completion
measure;

Schofield and
Mishra [147];
Schofield et al.
[148];

(continued)
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Table 9.1 (continued)

Screening
measure

Authors
(year)

Origin Items/subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies using
scale (whole or
part)

you called you
names or put you
down or made
you feel bad
recently?” ([155]
—CTS), and ‘Are
you afraid of
anyone in your
family?’
(McFarland et al.
[110])

Vulnerability,
dependence,
dejection,
coercion

Coer α = 0.31
Stable factor
structure over time
Construct validity
Vulnerability and
coercion factors
related to
relationship conflict
or break up, physical
and sexual abuse

Longitudinal Study
on Women’s Health

Vulnerabilty and
coercion have
face validity for
abusive acts,
dependence and
dejection more
closely related to
neglect;
Suitable for
screening in
research and
clinical settings;
Scale reliability
adequate, modest
construct validity
Self-report—
relies on recall
and willingness to
report abuse

Modified VASS
Chang et al.
[21];
Dong et al.
[55, 56];
Laumann et al.
[98];
Wu et al. [170]

Predictive validity
over 12 years;
Coercion,
dependence and
dejection predict
mortality;
Vulnerability,
coercion, and
dejection predict
disability (Schofield
et al. [148])

Own scale Oh et al.
[127]

Developed from
literature review,
reviewed by
gerontological
nurses, and pilot
tested

Checklist of
abuse in past
month:
25 items, 5 for
each of 5 abuse
categories:
emotional,
verbal,
economic,
neglect,
physical;
Presence of
abuse if 2
+ times in last
month; Total—
sum of all
incidents

Structured
interview with
elder in home

Internal reliabilities
of subscales:
α = 0.7–0.92

Population based
sample adults aged
65+ in one area of
Seoul, Korea -
N = 15,230 (52 % of
population)

Population-based
survey;
Possible recall
bias due to
unwillingness to
disclose;
Sparse validation
data

Women’s
Health and
Relationship
Survey
(WHRS)

Fisher
and
Regan
[67]

Modified from
Lachs and
Pillemer [95]; and
National Violence
Against Women
Survey [160]

15 item scale,
abuse since 55
yrs,
5 factors:
Psy/emot 3
items;
Control 3
items;
Threat 2 items;
Physical 4
items;
Sexual 3 items

Telephone
interview with
elder

Reliability of 5
subscales:
α = 0.64
α = 0.59
α = 0.52
α = 0.72
α = 0.71

842
community-dwelling
women aged 60 and
older

Assesses 5 types
of abuse;
Moderate
reliability of 3
subscales;
Self-report
uncorroborated
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153]. It examined elder abuse among representative com-
munity samples aged 60–84 years from cities in 7 European
countries (N = 4,467, 57 % women). These were: Stuttgart,
Germany; Athens, Greece; Ancona, Italy; Kaunas, Lithua-
nia; Porto, Portugal; Granada, Spain; and Stockholm, Swe-
den. Unfortunately varied sampling (registry, random
community, cluster sampling) strategies and modes of
administration (interview and self-complete written ques-
tionnaires) were used across countries. The scale was
translated using recommended forward and backward
translation, and some items were modified for cultural fit,
although details of this are not reported.

The elder abuse questionnaire included 52 items based on
the CTS2 [156] and the UK study of abuse/neglect of older
people [16], although only examples of items are reported. It
measured both the severity and chronicity of abuse in six
domains. Psychological Abuse was assessed using 11 items
(6 severe abuse, 5 minor abuse); Physical Abuse with 17
items (10 severe, 7 minor); Injuries with 7 items (4 severe, 3
minor); Sexual Abuse with 8 items (5 severe, 3 minor);
Financial Abuse with 9 items (5 severe, 4 minor); Neglect—
unmet needs (13). Chronicity was assessed by asking about
the frequency of abuse on 8 point scale. Good internal
reliability statistics are reported across countries, with
Cronbach α of 0.85 for Psychological Abuse, 0.80 for
Physical Abuse, 0.72 for Injury, 0.76 for Sexual Abuse, and
0.71 for Financial Abuse [153]. Validity was supported by
associations with some hypothesized constructs such as
gender and mental health.

9.3.2 Abuse and Violence Against Older Women
(AVOW)

The Abuse and Violence against Older Women (AVOW)
study undertook a formative evaluation of a newly devel-
oped elder abuse scale [96]. The scale was based on six
different types of abuse defined by the World Health
Organisation [168] and adaptation of items in the Conflict
Tactics Scale (CTS) [155]. The original 34 items comprised
domains of neglect and emotional abuse (9 items each), and
financial abuse, physical abuse, sexual abuse and violation
of personal rights (4 items each). Responses are provided by
elders for the last year on a 4-point frequency scale. Three
self-report methods of administration have been used in a
large study of 2880 home-dwelling older women aged 60
and over from 5 European countries: postal survey,
face-to-face interview, or telephone interview [96]. Rela-
tively limited psychometrics have been reported, with no
data available on internal consistency reliability. Rather,
analysis of items with high missing data and low prevalence
was used to reduce the 34 items to 22 indicators that max-
imised reliability of prevalence estimates. Concurrent

validity was tested by examining relationships between
abuse and quality of life.

9.3.3 Conflict Tactics Scale (CTS)

The Conflict Tactics Scale (CTS) was one of the earlier
measures developed for assessing conflict and abusive
behavior in close personal relationships [155]. It was origi-
nally designed to measure the extent to which partners in an
intimate relationship engage in psychological and physical
attacks on each other and their use of negotiation to deal with
conflicts. The original CTS had 19 items with three validated
subscales: Violence (9 items), Verbal Aggression (6 items),
and Reasoning (3 items). The CTS was designed for
self-completion by the couple, and is suitable for use in elder
abuse research for completion by the older person and their
care-giver, or simply by the elderly. Parallel forms of the scale
are designed to be answered both in relation to one’s own
behavior towards a partner (carer) and one’s experience of the
partner’s (carer) behavior towards the self (total 38 items).

The scale was developed based on theoretical principles
derived from conflict theories [155]. It has face validity in
terms of physical and psychological aggression but covers a
very limited range of psychologically abusive behavior. It
does not measure some important aspects of elder abuse
such as coercive and intimidating behavior, sexual abuse and
financial abuse. It has been found acceptable to family
members, with reasonably good completion rates. There has
been considerable research on the psychometric properties of
the CTS, which have demonstrated moderate to high relia-
bilities for total scale and 3 subscales [155], and some
construct and concurrent validity [155]. For instance, the
internal consistency of the subscales ranged from Cron-
bach’s alphas of 0.75–0.98, with a total scale alpha of 0.94.
However, much of the early validation work has been on
couples or student samples rather than on the elderly [155].
Criticisms of the CTS have included the limited range of
abuse behaviors, the skewed nature of scale distributions,
and limited validation. Studies using this scale have often
modified the scale or used different criteria to establish elder
abuse, making it difficult to compare across studies. In
response to these criticisms, a revised and expanded version,
the CTS2, was produced.

9.3.4 Conflict Tactics Scale V2 (CTS2)

The CTS2 represents a considerable expansion of the CTS
and addressed some identified limitations [156]. It comprises
a total of 78 items (2 × 39 pairs of items designed to measure
acts by partner towards self and acts by self towards partner).
The modified original scales were renamed as Physical
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Assault (12 items), Psychological Aggression (8 items), and
Negotiation (6 items), and two new scales were included:
Injury (6 items), and Sexual Coercion (7 items). The vali-
dation sample comprised 371 undergraduate students from
the US, with a mean age of 22 years, responding to the scale
in relation to a dating, cohabiting or marital relation-
ship. Reliabilities ranged from 0.79 to 0.95 for subscales and
some construct and discriminant validity was demonstrated.
None of the items were specific to the elderly or addressed
unique forms of elder abuse. For instance, it does not address
neglect, psychological coercion, or financial abuse. The
CTS2, or particular subscales, have been used in a wide range
of elder abuse studies, often supplemented by additional
items or scales designed to tap into unique aspects of elder
abuse and neglect (e.g., [14, 36, 37, 68, 106, 174]).

9.3.5 Modified Conflict Tactics Scale (MCTS)

The MCTS provides a further modification of the CTS
designed more specifically for caring relationships, and with
modified items suitable for elder abuse [14]. It comprises 10
items each for the elder person and 10 parallel items for their
caregiver: 5 items each related to Psychological Mistreat-
ment and 5 items for Physical Abuse, so each person
answers 20 items in total. The MCTS has been validated on
a sample of 265 family carer and care recipient dyads from
three US cities, with moderate internal reliability on the 10
item scales (α = 0.69 elder, 0.67 caregivers). Both conver-
gent and discriminant validity has been established [38, 35].
The scale has been reported in further studies [36].

9.3.6 Modified Caregiver Strain Index (MCSI)

The MCSI [159] is a modification of the Caregiver Strain
Index first developed by Robinson [140]. The MCSI is a 13
item questionnaire with items covering the domains of
employment, financial, physical, social and time strains
experienced by carers. It has been validated in a community
sample of 158 family caregivers aged 53 and older, with a
mean age of 61. High internal and 2-week test–retest relia-
bilities have been reported for the scale (α = 0.90, 0.88,
respectively). It is easy and quick to administer to those
providing long-term care to a family member. Limitations of
the scale are that it relies solely on the caregiver perspective,
so does not take into account the elders’ perspectives on
possible abuse. As well, the scale does not target abuse
behaviors specifically, but rather is a measure of general
strain associated with the caregiving role. Its utility is most
likely in identifying high strain caring dyads where more

tailored assessment for elder abuse and neglect could be
directed.

9.3.7 Native Elder Life Scale (NELS)

The Native Elder Life Scale (NELS) was developed by Native
American community elders and experts to address unique
cultural aspects of elder abuse in Native American commu-
nities [84]. In particular, it was designed to fill a perceived gap
in financial exploitation and neglect items for this population.
The scale is made up of two subscales: the NEL-Financial
Exploitation (NELS-FE) comprised 18 items and the
NELS-Neglect scales comprised 12 items. The scale is
designed to be administered to elders by Native American
research staff. Validation studies were undertaken in 2 small
communities of Native Americans aged 60 and over
(N = 100); a sample of 50 Native Americans were recruited
from a tribal senior centre on Northern Plains reservation, and
another 50 from two protestant churches in urban South
Central USA. The scale demonstrated moderate reliability but
with variation across the two communities for the NELS-FE.
Internal consistency reliability of theNELS-FEwas 0.65 total,
with a range of 0.75–0.53 for the two communities. The low
sample sizes may partially explain this less consistent relia-
bility. The NELS-Neglect scale had a reliability of α = 0.78
total, ranging from 0.80 to 0.78 for the two communities,
suggesting this is the more reliable subscale. The NELS pro-
vides a useful starting point for screening Native American
communities for elder abuse, but the lack of validity tests
suggests much more work is needed.

9.3.8 Unnamed Korean Elder Abuse Scale

A Korean elder abuse scale contains a checklist of 25 items,
5 for each of 5 categories of abuse: emotional, verbal, eco-
nomic, neglect, physical [127]. It was developed from lit-
erature reviews, then reviewed by gerontological nurses,
pilot tested and refined. Respondents are asked the frequency
of type of abuse in the past month. Abuse is considered
present if it has occurred 2 or more times in last month, and
total abuse is the sum of all incidents. Data were gathered by
a structured interview in the home from a population based
sample adults aged 65+ in one area of Seoul, Korea
(N = 15,230, 52 % of population of area). The subscales
have demonstrated internal consistency reliability with this
Korean sample, with α = 0.70–0.92. Some validation of the
scale was demonstrated by expected associations with vari-
ables such as disability, sick days, cognitive function, living
circumstances, economic level and family relationships. As
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for most elder abuse scales, validity is conditional on par-
ticipant willingness to disclose abusive acts.

9.3.9 Vulnerability to Elder Abuse Scale
(VASS)

The Vulnerability to Elder Abuse Scale (VASS) is a brief 12
item questionnaire designed to assess risk of elder abuse
over past 12 months [146, 149]. It has 4 subscales of three
items each with yes/no response options, and is supported by
psychometric evaluation. The subscales are Vulnerability,
Dependence, Dejection, and Coercion. Ten items were
adapted from the Hwalek-Sengstock Elder Abuse Screening
Test (H-S/EAST) [81, 123], with two additional questions:
“Has anyone close to you called you names or put you down
or made you feel bad recently?” from the CTS [155], and
‘Are you afraid of anyone in your family?’ [110]. The VASS
is designed for self-completion by older adults and has been
validated on a large population-based sample of 10,421
women aged 73–78 from Australian Longitudinal Study on
Women’s Health [146, 149].

The four subscales were derived through factor analysis
and have face and content validity. The vulnerability and
coercion scales have greatest face validity for abuse as items
ask direct questions about experience of abusive behavior,
and have demonstrated moderate to good construct validity
[146]. The dejection factor resembles a measure of depres-
sion, whereas the dependence factor seems to measure vul-
nerability to abuse, since frailty is a recognised risk factor
[148]. Reliability of subscales is adequate only for the
dependence subscale (α = 0.74), whereas the other subscales
have alphas ranging from 0.45 for vulnerability to 0.31 for
coercion. The factor structure has been found to be stable
over time by analysis of repeated waves of the longitudinal
study [146, 147, 149, 148]. Construct, convergent and dis-
criminant validity was largely supported by correlations with
hypothesized variables in the predicted direction and lack of
correlations with those deemed unrelated. For instance, the
vulnerability and coercion factors were correlated with
relationship conflict or breakdown, and to coercive life
events such as “major conflict with children”, or “being
pushed, grabbed, shoved, kicked or hit” in the last
12 months but unrelated to variables such as height and
body mass index [146].

The VASS has shown predictive validity for poor health
outcomes over 3 years [147], and for mortality and disabil-
ity outcomes over 12 years [148]. The measure is very short,
easy to complete, and low cost, and is suitable for screening
in research and clinical settings. Like most screening mea-
sures, the scale is based on self-report and relies on recall
and willingness to report abuse. It is also limited by having
only one item measuring neglect, and none specifically

measuring sexual abuse. The scale has been used and vali-
dated in a range of other studies. For instance, Dong and
colleagues have used a 10-item modified version of the
VASS in studies of Chinese populations in both the USA
and Mainland China and demonstrated good reliability of the
modified scale with these populations [21, 47, 55, 45]. It has
also been incorporated into a national survey of US elderly
[98], and another Chinese study [170].

9.3.10 Women’s Health and Relationship
Survey (WHRS)

Women’s Health and Relationship Survey (WHRS) mea-
sured five types of abuse via telephone interview among 842
community-dwelling women aged 60–90 years in the US
[67]. Factor analysis of items yielded five subscales:
Psychological/emotional (3 items), control (3 items), threat
(2 items), physical (4 items), and sexual abuse (3 items). The
items were adapted from two sources: the Abusive Behavior
Inventory [151] and the National Violence Against Women
Survey [160]. For each item, women responded about
whether they had experienced the behavior “since you
turned 55”. Abuse was scored in four different ways: any
abuse, repeated abuse (more than one type within a sub-
scale), multiple abuse (at least two different types of abuse),
and frequency of each type rated on a 5-point Likert scale
from “never” to “very frequently”. Moderate reliability was
provided for psychological/emotional abuse, physical abuse,
and sexual abuse with Cronbach alphas ranging from 0.64 to
0.71 for these 3 subscales. Alphas for the other two scales
were less than adequate at 0.59 and 0.52 (see Table 9.1).
Validity is partially supported by the factor analysis into five
scales, the face validity, and relationships between abused
and other constructs such as the number of self-reported
chronic health conditions, and specific current health con-
ditions, although limited psychometric evaluation has been
reported. The self-report data are uncorroborated, and no
predictive validity has been undertaken.

9.3.11 Summary of Community-Based
Screening Measures

The CTS and later modifications provided an important
impetus to the field of measuring abuse and conflict in close
relationships and have been widely used, particularly for
research on intimate relationships. However, it is a relatively
long screening measure that wasn’t developed specifically
for elder abuse and fails to measure some key aspects of
elder abuse and neglect. Furthermore, although it is the most
widely used scale, most studies have modified it, making
comparisons across studies difficult. A useful screening
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measure for elder abuse and neglect must be brief, easily
completed and targeted to specific types of abuse most
common in the phenomenon of elder abuse and neglect.
While there has been a growing body of research attempting
to measure elder abuse and neglect, the field has suffered by
the lack of a definitive gold standard and most scales seek to
measure risk or vulnerability rather than abuse per se, or
combine both direct and risk or vulnerability questions.
Among the brief and partially validated scales designed for
community-based screening, the VASS has a number of
advantages, making it one of three screening measures
recognised by the Centers for Medicare and Medicaid Ser-
vices [19, 150]. It is very brief and easy to complete and
score (sum or mean of responses), and has been shown to
have moderate reliability, and construct, concurrent, dis-
criminative, and predictive validity, albeit that further vali-
dation work is required. In particular, further work is needed
to determine sexual and financial abuse among the elderly,
and to strengthen the internal reliability of some scales. It
would be useful to the field to develop some consensus on an
appropriate scale for community screening, so that studies
could be compared more readily.

9.4 Screening for Elder Abuse and Neglect
in Healthcare and Institutional Settings:
Review of Measures

Compared with the relatively limited research described
above on community-based screening, considerably more
effort has been expended on identifying those who have
experienced abuse in settings where signs and indicators of
abuse may be more readily assessed. The greatest body of
research on screening for elder abuse and neglect occurs in
healthcare and institutional settings. A review of methods for
substantiating abuse when potential victims are reported to
adult protective services is beyond the scope of this chapter.
The review identified 16 scales used in the period 1995–
2015 that report some psychometric evaluation. These scales
are shown in Table 9.2 and reviewed below.

9.4.1 Brief Abuse Screen for the Elderly
(BASE)

The Brief Abuse Screen for the Elderly (BASE) is a 5-item
set of screening questions that trained health care profes-
sionals ask the elderly and their care-givers [138, 139]. The
items address physical, psychosocial, and financial abuse or
neglect by the caregiver. It takes only about 1 min, and is
suitable for clinical settings. The health care professional
requires some training in how to ask the questions and
interpret the responses, as no scoring method is supplied.

The internal consistency reliability was found to be 0.91;
inter-rater reliability 90 % (using very small sample of
raters), and predictive validity ranged around 0.89–0.91.
However, the scale has essentially one item for each type of
abuse, so it is not a scale in the full sense.

9.4.2 Caregiver Abuse Screen for the Elderly
(CASE)

The Caregiver Abuse Screen for the Elderly (CASE) is an
8-item set of screening questions designed for trained health
care professionals to ask care-givers to assess the risk of
abuse [138, 139]. The items address physical, psychosocial,
and financial abuse or neglect by the caregiver. It takes about
1 min, and is suitable for clinical settings. The health care
professional requires some training in how to ask the ques-
tions and interpret the responses, as no scoring method is
supplied. The internal consistency reliability was found to be
0.71.

9.4.3 Elder Abuse and Neglect Assessment
Instrument (EAI)

The Elder Abuse and Neglect Assessment Instrument (EAI),
a 41-item checklist, was designed for administration by
health care providers to screen elderly patients in clinical
settings [77, 72]. The measure assesses both objective signs
and symptoms, and subjective complaints of abuse, neglect,
exploitation, and abandonment across four domains: physi-
cal, level of independence, medical, and social. Sound psy-
chometrics have been reported based on a random sample of
501 elder emergency department patients in the US. Psy-
chometric results include an internal consistency reliability of
0.84, test–retest reliability of 0.83, content validity index of
0.83, and inter-rate agreement of 0.84. The scale has a sen-
sitivity of 71 % and specificity of 93 %. The scale is con-
sidered easy to administer in clinical settings though it is
longer than other screening options. There is no published
scoring system so it relies on clinician judgement. The
checklist has been used in a variety of studies (e.g., [71, 72,
73, 74]), and progressively refined. More recent studies have
used either a 44-item scale designed to identify possible
markers of EM over several domains: general assessment (4
items), neglect assessment, usual lifestyle, social assessment,
medical assessment, emotional and/or psychological neglect,
and a summary assessment [72] or a 51-item version, the
EAI-R which includes four summary assessment items: evi-
dence of abuse, evidence of neglect, evidence of psycho-
logical abuse, and evidence of financial abuse [76]. These are
rated on four-point Likert scale ranging from no evidence,
probably no evidence, probably evidence, and evidence.
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at
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pr
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ra
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ra
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at
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w
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at
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c
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ra
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re
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.
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D
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re
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re
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ra
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re
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e
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m
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pe
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re
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re
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m
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d
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at
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re
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.
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1]
)

15
ite
m

qu
es
tio

nn
ai
re
;

m
ea
su
re
s
3
fo
rm

s
of

ab
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at
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at
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R
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at
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ac
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R
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ca
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at
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ra
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]
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rs

de
ve
lo
pe
d
fr
om

th
eo
ry

an
d
re
se
ar
ch

th
at

in
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re
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r
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re
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ra
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at
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re
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ca
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re
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9.4.4 Elder Abuse Questionnaire (EAQ)

The Elder Abuse Questionnaire (EAQ) is a 25-item single
factor questionnaire [92]. The questionnaire is completed by
long-term care providers or family members, using Likert
scale response options. Only moderate reliability has been
established with a Cronbach’s alpha of 0.66 for internal
consistency, although this involved a very small sample of
29 long-term care providers and family members in rural
Kansas. A larger sample may provide greater reliability. The
content validity was verified by experts. A limitation of the
scale is that it elicits carers’ reports only, and not the sub-
jective experience of the elders, thus the accuracy of abuse
reports is questionable.

9.4.5 Elder Abuse Suspicion Index (EASI)

The Elder Abuse Suspicion Index (EASI) was developed
over 2002–2003 from literature searches, existing scales and
taxonomies for elder abuse, and drew on the World Health
Organisation (WHO) definition of elder abuse and family
violence [172]. It comprises 5 interview questions for clin-
icians to ask of patients, and 1 item for completion by the
clinician in relation to observed indicators of abuse. Com-
pared with a gold standard elder abuse evaluation under-
taken by trained social workers, moderate sensitivity has
been reported as 0.47, and the specificity as 0.75. This
validation was undertaken with a sample of 663 patients
recruited by physicians at two Montreal family medicine
centers and a government community-based health and
social services center. A key advantage of the instrument is
that it is very short and quick to administer, taking <2 min. It
is available in French as well as English, and has been rated
as having content validity in at least seven diverse countries
[169]. There is also a self-administrable version for patients,
the EASI-sa [171].

9.4.6 Detection Scales for the Risk
of Domestic Abuse
and Self-Negligent Behavior
in Elderly Persons (EDMA)

The Detection Scales for the Risk of Domestic Abuse and
Self-Negligent Behavior in Elderly Persons (EDMA) was
developed in Spain by Touza et al. [161] for use by social
services professionals to screen for elder abuse and
self-neglect among social services clients. The EDMA
comprises 2 separate scales: the Elder Scale (33 items), and
Alleged Abuser Scale (21 items). The Elder Scale has 3
validated subscales: Abandonment, Neglect, and
Self-Neglect (13 items); Domestic Abuse without

Self-Neglect (17 items); Self-Neglect (3 items). The Alleged
Abuser Scale has 3 validated subscales: Inflicted Inappro-
priate Treatment or Abuse (9 items); Restrictive Behaviors
(6 items); and Inability to Offer Proper Treatment (6 items).
All items are rated by the professional on a 5-point Likert
scale. Good to excellent psychometric properties were
demonstrated in this Spanish sample of 46 professionals who
rated 278 elders. Alphas for total scale and subscale scores
were high, ranging from 0.93 for Total Elder Scale to 0.73
for Self-Neglect. The Total Elder Scale discriminated abuse
and neglect well, with good sensitivity and specificity
(93 %, 88 %). An advantage of the scales is that they assess
both the elder and caregiver risk indicators. However the
results are based on ratings made by a relatively small
sample of social service professionals who had prior
knowledge of the older people and their caregivers. The
method of administration would not work so effectively for
larger groups who were less well known.

9.4.7 Elders’ Psychological Abuse Scale
(EPAS)

The Elders’ Psychological Abuse Scale (EPAS), originally
called the Psychological Elder Abuse Scale (PEAS), is a 32
item scale with yes/no response format [164, 165]. The scale
was developed in Taiwan from focus groups and expert
input to ensure it was consistent with community under-
standings. It was originally constructed in Chinese and
translated into English. Screening takes place through a
structured interview by clinicians of the elders in their home
or institution (7 items), active observation (6 items), and
questions to the elder person’s caregiver (18 items). Positive
responses are summed, with higher scores indicating higher
risk of psychological abuse, and a cutoff of 10 was set to
provide abuse versus non-abuse groups. The scale has
demonstrated good reliability and validity in a sample of 195
elderly Taiwanese aged 60 years and older who lived in
institutions (49 %) and private homes (51 %). Agreement
between two raters was 100 % for 7 indicators, and 79 % for
1 indicator, and internal consistency reliability was 0.82.
Construct validity was demonstrated by inverse relationships
with SPMSQ [131], and Barthel’s Index of physical func-
tioning [39].

9.4.8 Geriatric Mistreatment Scale (GMS)

The Geriatric Mistreatment Scale (GMS) was developed and
validated as a Spanish language scale by Giraldo-Rodríguez
and Rosas-Carrasco [79]. Items were developed from the
literature, prior scales, review of complaints made, and
expert consensus panel, and refined through systematic
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psychometric evaluation. This resulted in a 22-item scale
with subscales of physical, psychological, neglect, economic
mistreatment and sexual abuse, with yes/no responses to
each item. A positive response to any item was considered
evidence of mistreatment. The scale was designed to be
administered through interviews with elders in their home by
trained professionals who had previous experience in elder
abuse. The scale has demonstrated good psychometrics with
a probabilistic sample of 613 older Mexicans aged 60 years
and older, mean age of 72, 60 % female. Internal consis-
tency reliabilities were 0.83 for the 22-item GMS, and 0.82,
0.72, 0.55, 0.80, and 0.87 respectively for the psychological
mistreatment, physical mistreatment, economic mistreat-
ment, neglect, and sexual abuse subscales. Content validity
was established by expert ratings. Construct validity was
founded on demonstrating hypothesised relationships
between elder abuse and depression, needing help with daily
tasks, and cognitive impairment. Overall, the scale was
developed using sound psychometrics. Advantages include
having Spanish and English versions, although it needs to be
noted that the validation tests have been conducted on the
Spanish version only. Less than acceptable reliability was
found for the economic mistreatment scale, and no predic-
tive validity is currently available.

9.4.9 Hwalek-Sengstock Elder Abuse Screening
Test (H-S/EAST)

The Hwalek-Sengstock Elder Abuse Screening Test
(H-S/EAST) is a 15 item questionnaire that measures three
forms of elder abuse: violations of personal rights or direct
abuse, characteristics of vulnerability, and potentially abu-
sive situations [81, 123]. It was developed from a pool of
over 100 items sourced from various elder abuse screening
instruments and refined to best 15 items [81]. It is designed to
be administered by interview of the elder person by health
care providers in clinical settings, and by review of case
notes. Internal consistency reliability of the scale is poor with
Cronbach’s alpha of 0.29. Nevertheless, discriminant func-
tion analysis correctly classified 74 % of abused cases in one
validity study [123] and yielded 9 and 6-item versions that
best discriminated between abused and non-abused elders.
The scale relies on elder recall and willingness to report
abuse, and is limited by rating only three types of abuse.
There has been debate about whether the scale is uni- or
multi-dimensional scale (e.g., [84]), and a high false negative
rate has been reported [112]. Despite relatively low reliabil-
ity, the scale has face validity and has been used in a number
of studies and with different populations, either in whole, or
in part [63, 76, 84, 112, 149, 154]. It has been found to
discriminate abused and nonabused elders in a sample of 100

older people living in public housing [112], with evidence
that a 9-item form was as valid as the 15 item form.

9.4.10 Indicators of Abuse (IOA)

The Indicators of Abuse (IOA) screen was validated as a
29-item checklist of abuse indicators related to both care
giver and care recipient problems [139]. It was developed
from theory and research (e.g., [91]). The validated scale
comprises 27 problem indicators and 2 demographic indi-
cators, rated on a 5-point Likert scale from non-existent to
yes/severe). Of the 27 problem indicators, 12 relate to the
care-giver, and 15 to the care recipient. Risk of abuse is
determined if any problem indicator is present. The IOA is
administered by trained professionals via an interview of
both the elder and their care-giver in the context of a lengthy
global home assessment.

Psychometric evaluation was undertaken with a cohort
sample of 341 adults aged 55 and older who were currently
receiving health care and social service interventions as part
of the PROJECT CARE Initiative in Canada. The evaluation
found excellent internal consistency reliability of 0.92 and
0.91 in 2 studies; and the scale was found to have divergent
and concurrent validity, discriminating likely abuse from
likely non-abuse in 96 % cases based on referent BASE tool,
with 16 % false negatives of abuse cases. The IOA dis-
criminated 89 % of confirmed abuse versus non-abused
cases, with 22 % false negatives. Construct validation
identified 3 problem domains: caregiver intrapersonal issues
(e.g., mental health, behavioral); caregiver interpersonal
problems (e.g., relationships generally and with care recei-
ver); and care receiver social support shortages and past
abuse. A limitation of the scale as a screening instrument is
that it takes the health professional about 20 min to com-
plete, but is part of a very long overall assessment over
2–3 h which helps to inform the clinician ratings of abuse. It
is not clear how valid it is on its own.

9.4.11 Expanded-Indicators of Abuse (E-IOA)

The Expanded-Indicators of Abuse (E-IOA) screen is closely
based on the IOA, but indicators are broken down into more
specific indicators [26]. It comprises 46 indicators related to
the care recipient and 44 indicators for care-givers. Screen-
ing occurs through semi-structured Interviews of elders and
carers by trained geriatric social workers, part of an overall
assessment that takes approximately 2 h, and ratings are
completed by the professionals. The validation sample were
108 older hospital patients aged 65 and older in Israel, and
their care-givers. Indicators cover a comprehensive range of

9 Screening for Elder Abuse: Tools and Effectiveness 177



behavior problems, social isolation, emotional/cognitive
issues, developmental delay, alcohol abuse, drug abuse,
financial dependence, unrealistic expectations, caregiver
reluctance, marital/family conflicts, current relationships,
blaming, emotional dependency, social support, and lacking
understanding.

Psychometric evaluations report good reliability with an
inter-rater agreement of 93 %, and inter-item reliabilities
ranging from 0.78 to 0.91. Face and content validity was
found acceptable by experts. The E-IOA was found to dis-
criminate between confirmed abuse/non-abuse groups, and
correctly classified 92 % of probably abused and 98 % of
probably not abused, with low false positive and false neg-
atives. A cut-off score of 2.70 was deemed to indicate high
risk of abuse. Confirmatory factor analysis largely confirmed
the hypothesized factor structure, and the main indicators for
risk included behavioral, emotional and family problems of
both caregiver and elder.

9.4.12 Minimum Dataset Home Care Interview
(MDS-HC)

The Minimum Dataset Home Care interview (MDS-HC) is a
multidimensional in-home geriatric assessment tool designed
as a community analog to the nationally mandated MDS for
nursing homes [117]. It involves home-based interviews of
elders by trained clinicians, and use of multiple sources of
information to rate each item (client, care-givers, observa-
tion, medical records). The original validation study reported
good 7-day reliability for elder abuse items of 0.79 [117].
The brief 5-item elder abuse items related to fear of family
member, poor hygiene, unexplained injury, observed neglect
or mistreated, and signs of physical restraint; and assess-
ment was enhanced by consideration of other indicators
such as physical and cognitive functioning, environmental
and caregiver assessment, and medical records.

The 5-item elder abuse screen was further validated by
Shugarman, Fries, Wolf, and Morris [152]. Construct
validity was supported by demonstrated associations with
social functioning and support, memory problems, mental
health, and behavioral problems. This was based on a study
of 701 older people aged 60+ seeking long-term care ser-
vices in Michigan, with at least one informal carer.
A strength of the study is that the elder abuse assessment is
embedded in a comprehensive geriatric assessment which
allows for multiple sources of data to inform ratings, how-
ever, limited information is availability about reliability and
validity of items, and there is a possible confounding of
abuse and neglect. The MDS-HC has also been used in a
large scale multisite, multinational European study of over
4000 people aged 65+ receiving health or social community
services in 11 European countries [34]. It is worth noting

that substantial variations in prevalence rates are reported
across countries, as other cross-cultural studies have found,
although it is difficult to determine to what extent this may
be due to methodological issues such as question translation,
sampling, interviewer training and judgement, or more
purely cultural issues.

9.4.13 Older Adult Financial Exploitation
Measure (OAFEM)

The Older Adult Financial Exploitation Measure (OAFEM)
is the only measure identified that is specific to financial
abuse [33, 32], although other scales tend to include one or
more items which are scored as part of general elder abuse.
The scale was developed in agreement with Illinois
Department on Aging and involved several phases. The first
phase involved reviewing theories of financial exploitation
from literature review, generating a large pool of items, and
expert panels to develop theoretically valid items. Then a
panel of 16 experts rated the severity of items generated for
the concept mapping; resulting in 79 items in 6 domains in
descending order of severity (# items): (1) theft and scams
(22), (2) financial victimization (16), (3) financial entitle-
ment (4), (4) coercion (13), (5) signs of possible financial
exploitation (19), and (6) money management difficulties
(5). The scale was developed with both client and staff
versions [33], and gained consensus content validation of
items and key constructs by experts.

The next phase involved evaluating the scale in a study of
APS clients. The FE was administered via interview by 22
APS staff to 227 clients who were substantiated for at least
one type of elder abuse [32]. The APS staff completed a staff
observation questionnaire on each of the clients they inter-
viewed. The scale was found to meet stringent Rasch anal-
ysis criteria for item fit and uni-dimensionality, and with
very high internal consistency and item reliability for 79-,
54- and 30-item versions. For instance, the Rasch person
reliability ranged from 0.92 (alpha = 0.96) for 79 items, to
0.85 (alpha of 0.93) for 30 items. Similarly, Rasch item
reliability was 0.95 for 79 items and 0.96 for 30 items. The
analysis supported a conceptualisation of the scale as a
single hierarchy of severity levels rather than distinct sub-
dimensions, and authors suggest that the 30-item form is the
most promising and parsimonious as a screening measure,
although there are specific items in the longer version that
may be useful for certain purposes.

Strengths of the scale include a strong theoretical base
and use of expert wisdom, modern measurement techniques,
well-targeted clients, expert interviewers, and a relatively
large database of substantiated clients of elder abuse to test
validity and suggest cut-points for judgments of severity.
A limitation is that the validation sample is limited to a small
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geographic area of Illinois, USA, and Conrad suggests that
the groups and cut-points will require further replication and
validation against external criteria [32]. A sensitivity–
specificity analysis can be applied once a suitable cut-point
is more reliably established. A 17-item modified version was
used by Dong [42, 43].

9.4.14 Older Adult Psychological Abuse
Measure (OAPAM)

The Older Adult Psychological Abuse Measure (OAPAM)
has 31 and 18 item forms [31]. It is a unidimensional scale
and includes 4 types of psychological abuse: isolation,
threats and intimidation, insensitivity and disrespect, and
shaming and blaming, as well as risk factors. It was devel-
oped in agreement with the Illinois Department on Aging
from a literature review and expert panels. The OAPAM is
designed to be administered via interview by professionals.
Validation involved data from 226 clients with adequate
cognitive capacity who were interviewed in their homes by
staff of the Illinois Department of Aging. A high internal
consistency reliability of 0.92 was reported for the scale and
it met stringent Rasch analysis fit and unidimensionality
criteria. Analysis suggested a cut-off score for abuse. This is
the only scale identified which used Rasch analysis scale
validation methods, but further validation is needed, and it
has been validated in one area of Chicago only.

9.4.15 Resident-to-Resident Elder
Mistreatment: Staff Version
(R-REM-S)

The Resident-to-Resident Elder Mistreatment- Staff version
(R-REM-S) is an 11-item scale measuring staff recollection
of resident-to-resident mistreatment over the past 2-weeks
[158]. The items were modified from the Cohen-Mansfield
Agitation Instrument (CMAI; [27]), plus items derived from
staff focus groups. The CMAI is a tool that seeks to measure
behavioral disruption in nursing home residents. The vali-
dation sample was based on ratings by certified nursing
assistants on 1812 aged residents of 5 large long-term aged
care facilities in New York. Psychometrics on the scale
suggest that it has moderate reliability and validity. The
11-item scale had an internal consistency of α = 0.74. There
was some support for verbal and physical subscales (4 items
each) with Cronbach’s α = 0.73, 0.65 respectively. Limita-
tions to the robustness of the scale includes the low preva-
lence of some items that limits reliability estimates; and
distributions are skewed with greater reliability at the
“caseness” end of distribution. However, it provides a

third-party assessment of potential abuse in long-term care
facilities, where self-report may not be possible.

9.4.16 Social Vulnerability Scale (SVS)

Social Vulnerability Scale (SVS22). The Social Vulnerability
Scale (SVS22) is a 22 item scale that measures gullible
behaviors and credulity (cognitive behaviors) which are
thought to contribute to exploitation of older people [135].
Gullibility items relate largely to financial exploitation while
the credulity items relate to social vulnerability more gener-
ally. Because it seeks to assess vulnerability among cogni-
tively impaired elders, knowledgeable informants complete
the written questionnaire rather than self-completion by the
elder themselves. Responses are provided on a 5-point Likert
scale that measures frequency of behavior, with higher scores
indicating greater vulnerability.

Sound psychometrics have been reported in terms of
reliability, face and content validity. The scale has demon-
strated excellent reliability among a small sample of infor-
mants, in this case, 167 University undergraduate students
who completed the scale in relation to a relative/friend aged
50 years or older, with memory, stroke, dementia or other
neurological condition (clinical sample) or a healthy control.
The internal consistency reliability of the scale was
α = 0.92, with test–retest reliability at α = 0.87. The scale
was also found to distinguish between clinical and
non-clinical samples, indicating good discriminant validity.
A strength of the scale is its suitability for assessing vul-
nerability among the cognitively impaired, a high risk group
for elder abuse. Limitations include no assessment of the
subjective experience of the elders, potential bias of infor-
mants, a limited validation sample and few validation tests.
Further validation is needed with more diverse and larger
samples. Despite these limitations, the SVS22 seems useful
as a measure of susceptibility to financial exploitation in
particular, and social vulnerability more generally among
this population that poses measurement challenges.

Social Vulnerability Scale (SVS15). The Social Vulnera-
bility Scale has been further refined to a 15-item short form
(SVS15) [134]. As for the SVS22, the SVS15 measures
informant report of older vulnerability to exploitation. Val-
idation tests support both the unidimensional scale and a two
factor solution: gullibility (8 items), and credulity (7 items),
making it a relatively brief and easily administered scale.
Validation was undertaken with a sample of 266 informants,
116 in the clinical group and 150 in the non-clinical
group. Reliability of the total scale and two subscales was
good, range from 0.90 for the total scale to 0.85 and 0.86 for
the gullibility and credulity subscales respectively. The scale
was also found to discriminate between clinical and
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non-clinical older adults on social vulnerability. A confir-
matory factor analysis confirmed the two factor solution with
Cronbach alphas ranging from 0.79 to 0.88. Further vali-
dation is needed in terms of convergent, discriminant and
predictive validity, along with larger samples.

9.4.17 Summary of Elder Abuse Screening
Measures for Use in Healthcare
Settings

The measures used to screen for elder abuse and neglect in
healthcare and institutional settings range from general
measures of abuse and conflict in relationships, such as the
CTS and its derivatives, to increasingly more specific and
differentiated measures of different forms of elder abuse and
neglect. This trend has followed research and theory about
different forms of abuse, especially in relation to psycho-
logical, emotional, and coercive abuse. This development in
the understanding of forms of abuse also provides a challenge
in terms of yielding measures that are brief enough to be
useful in busy clinical settings, but specific enough to provide
a reliable risk assessment. Further work is needed to meet this
challenge and to improve the state of research on the validity
of different screening instruments and types of abuse and
neglect. In particular, little progress has been made in vali-
dating measures of sexual abuse, financial exploitation, or
neglect by caregivers. As well, the complexity of caring
relationship difficulties needs to be better captured. One
aspect of elder abuse screening that has received some
attention in recent years is the screening for elder neglect and
approaches to screening for both care-giver neglect and
self-neglect are reviewed in the following section.

9.5 Screening for Elder Neglect
and Self-Neglect

The construct of elder neglect is complex and challenging to
operationalise for the purposes of screening older people. It
includes two distinct categories: care-giver neglect and
self-neglect. Care-giver neglect has been defined as “the
failure of an elderly person to receive essential services from
a responsible caregiver” [2]. By contrast, elder self-neglect
has been defined as the behaviors of an elderly person that
threaten his/her own health or safety, and can involve an
older person’s refusal or failure to provide himself or herself
with adequate food, water, clothing, shelter, safety, personal
hygiene, and medication (when indicated) [120].
Self-neglect is often considered in the context of elder abuse
as a form of self-abuse, although, in many respects, it is

conceptually quite distinct from usual definitions of inter-
personal abuse, which imply abuse by another.

It needs to be noted that much has been written about
assessment and substantiation of elder neglect but there are
very few studies that report on the psychometric evaluation
of screening instruments. A summary of seven screening
measures for elder neglect and self-neglect, that are at least
partially validated, are shown in Table 9.3. Unlike the
measurement of other forms of elder abuse, the measurement
of care-giver neglect and self-neglect largely involves mea-
suring the absence of appropriate caring behaviors rather
than the commission of specific acts of abuse. This review
revealed only one study on the development of a specific
screening measure for care-giver neglect and a small number
of validated scales measuring self-neglect in the time period
from 1995 to 2015, perhaps reflecting this challenge. Yet,
the development of valid and reliable measures of neglect is
important since neglect is thought to account for a majority
of elder mistreatment cases, both reported and not reported
[72]. For instance, the National Elder Abuse Incidence Study
reported that 49 % of 70,942 elder mistreatment cases sub-
stantiated by Adult Protective Services (APS) were catego-
rized as neglect [120].

The measurement of neglect is often embedded with more
comprehensive or generic elder abuse scales and these have
been reported in Tables 9.1 and 9.2. Table 9.3 presents
scales that were designed specifically to measure care-giver
neglect (n = 1) and self-neglect of the elderly (n = 6).
Measurement of elder neglect draws heavily on two primary
theoretical constructs related to risk or vulnerability factors
rather than specific acts of neglect. One is the construct of
unmet needs, as measured in scales of Activities of Daily
Living (ADL) and Instrumental Activities of Daily Living
(IADL). Another is the construct of self-care agency or
self-care skills, as the hypothesised inverse of self-neglect.
A third influence on the measurement of self-neglect is the
importance of environmental assessment involving indirect
and observational measure of the level of self-care and care
of the home environment. Only one study was identified in
the 1995–2015 period which reported on the reliability of a
caregiver neglect screening scale [43, 46]. By contrast a
growing number of studies have sought to validate measures
of self-neglect.

9.5.1 Caregiver Neglect

The Caregiver Neglect scale was examined as a measure of
unmet needs in the PINE Study of Chinese elders in Chicago
[43]. The 20 item scale was modified from the Activities of
Daily Living (ADL) scale (8 items) and the Instrumental
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Table 9.3 Validated measures for screening for elder neglect

Screening
measure

Authors
(year)

Origin Items/Subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies
using scale
(whole or
part)

Caregiver
Neglect

Dong [42,
43];
Dong
et al. [60]

Modification of
Katz [86] Index of
Activities of Daily
Living (ADL) and
Lawton
Instrumental
Activities of Daily
Living (IADL)

20 items; 8 ADL
items measure
physical
function
impairment in
ability to
perform basic
self-care tasks
on 4-point scale;
12 IADL items
measure level of
unmet need;
Scored: any
unmet need
(none/some),
and severity of
unmet need on 4
point scale from
none to severe)

Trained
multicultural and
multilingual
interviewers
conducted
face-to-face
interviews in home

ADL Cronbach
α = 0.92
IADL Cronbach
α = 0.90

Population Study of
Chinese Elderly in
Chicago (PINE)—
3159 elders aged
60+ (59 % women)
living in community

Demonstrates how
definitions of abuse
influence
prevalence data;
Limited
psychometrics;
Measures unmet
needs rather than
neglect per se;
Provides data on
any unmet
needs + living
with family
member; and
moderate/severe
unmet
needs + living
with family
member

Elder
Self-Neglect
(Own scale)

Dong
et al. [56];
Dong
et al. [51,
52, 57, 53;
Dong and
Simon
[49]

Developed for The
Chicago Health
and Aging Project
(CHAP), a
community study

21 items, 5
domains:
Hoarding (4
items),
Poor basic
personal
hygiene (4
items),
Unsanitary
conditions (5
items),
House in need
of repair (5
items),
Inadequate
utility (3 items);
Ratings of
severity on
4-point scale,
with higher
score being
more severe
self-neglect

In-home
observational
ratings by trained
interviewers of
severity of unmet
needs in 5 domains

Int. consistency
reliabilities were
high α = 0.95;
Inter-rater
reliability >0.70;
Content validity
via expert panel;
Construct validity
—correlated with
impairments in:
cognition
(r = 0.10), phys.
function
(r = 0.05), and
depressive
symptoms
(r = 0.12);
External validity—
predicts greater
risk of mortality

1165 older people
aged 65+ from the
Chicago Health and
Aging Project
(CHAP), a
community study,
who were reported to
social services
agency for suspected
elder self-neglect

Large sample of
suspected elder
self-neglect;
High reliability and
validity of
observational
ratings;
Limitation is cost
of in-home
observational
ratings

Dong [43]

Elder
Self-Neglect
Assessment
(ESNA)

Iris et al.
[82]

Designed as part of
Illinois
Comprehensive
Care Assessment
questionnaire for
assessing elders for
home and
community
services;
Concept mapping
by 50 professionals
used to develop,
sort and rate
a list of self-neglect
indicators for
“likeness” and
importance to
concept of
self-neglect

77-items,
refined to 62
item long form
and 25 item
short form;
Unidimensional
measure with 2
key domains:
Behavioral and
Environmental;
7 conceptual
areas:
(1) personal
endangerment,
(2)
environmental,
(3) financial
issues,
(4) mental
health,
(5) personal
living
conditions,
(6) physical
health, (7) social
network
and culture

In-home interview
and observational
ratings by
professionals based
on 215 clients of
13 aged care
agencies in Illinois,
USA; Indicators
rated on 5 pt.
response scale: Yes
(problem exists),
No (problem
doesn’t exist),
Suspected
Problem, Don’t
Know, and Not
Applicable

Both forms of
ESNA met Rasch
fit criteria with
good personal
internal
consistency
(α = 0.91 for long
form and 0.87 for
short form), item
reliability, and
construct validity;
Strong correlations
between both
forms and the
19-item Illinois
Comprehensive
Care Assessment,
an environmental
assessment in the
home, and the
Determination of
Needs scale, a
measure of ADL
and IADL; Short
form correlated
0.92 with
long-form

Social workers, case
managers,
and APS providers
from 13 Illinois
agencies
completed ESNA for
215 clients suspected
of self-neglect

Rigorous Rasch
analysis;
Validation supports
2 broad categories
of indicators:
behavioral
characteristics
and environmental
factors within a
unidimensional
structure;
Supports hierarchy
of items associated
with severity of
abuse by frequency
of occurrence;
25-item short form
recommended as
more
parsimonious, with
comparable
validity;
Sample limited to
those suspected of
abuse, and limited
diversity

(continued)
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Table 9.3 (continued)

Screening
measure

Authors
(year)

Origin Items/Subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies
using scale
(whole or
part)

Self-Care
Agency
Scale (ASA);
Originally
called
Appraisal of
Self-Care
Agency
Scale

Isenberg
[83];
Lorensen
[105];
Aish and
Isenberg
[3]

Scale derived from
theory of
self-agency, as the
link between
self-care need and
action; Self-care
agency comprises
power components
and self-care
operations;
Has 2 forms:
A—Self
B—Carer

24 items (15
positive and 9
negative
statements);
rated on 5-point
Likert scale
responses
summed for
total score with
higher scores
reflecting higher
self-agency

Survey of elderly,
administered by
interview

Int. consistency
0.62 to 0.86 in
different patient
samples, (0.72 with
elderly patients);
7-week stability
0.72 in Dutch
elderly;
1week Test–retest
reliability 0.71;
Discriminated
between clinical
versus non-clinical
sample; Concurrent
Val.: associated
with nutritional
self-care

Has been validated in
variety of patient
samples, and samples
of elderly

Theory-based;
Validated across
different patient
groups;
Limited use in
context of elder
abuse and neglect

Lauder [97];
Lorensen
[105]

Screening
Scale for
Elder Abuse
(SSEA)—
Elder
Self-Neglect
subscale

Lee and
Kim [100]

From the
Screening Scale for
Elder Abuse, a
Korean language
scale was
developed for
population survey

5 items measure
frequency of
elder
self-neglect in
past year, as part
of the SSEA;
Response
options on 4 Pt
scale with
higher scores
representing
high self-neglect

Home-based
interviews by
trained
interviewers

IC reliability
α = 0.76;
Concurrent validity
suggested through
correlations with
ADL and IADL
scores

481 Korean
professionals in
social service
agencies for elderly
[89];
Then, random
stratified sample of
1023 adults in 1 area
of Metropolitan City,
Sth Korea

Scale items
available in
English and
Korean language;
Limited validation
data, not available
in English

Kim et al.
[89]

Self-Neglect
Severity
Scale (SSS)

Dyer et al.
[61];
Kelly
et al. [87]

Developed by the
Consortium for
Research in Elder
Self-Neglect of
Texas (CREST).
Structured
interviews of APS
specialists [62], led
to development of
large item pool,
reviewed by expert
panel, refined,
pilot-tested

Revised 2008
version—37
items, 3
domains:
A.Personal
hygiene (5
items);
B.Impaired
function (6);
C.
Environmental
status (19);
+
APS
comprehensive
social history
form, and
physical exam;
A global 0–10
risk assessment’
item, and
several
summation
scores

Observational
assessment in
home: 5–10 min;
Sections A, C, and
some of B rated on
4 pt. scale from
none to severe
self-neglect, others
dichotomous;
Scored:
3 domain totals,
overall, and 4
composite
summation scores

Inter-rater
reliability high;
Internal
consistency
acceptable for
environment and
composite scores;
Discriminant val.
—differences
between
self-neglect versus
no neglect groups
on 3 domain and
composite scores,
but clinical sig. of
these differences
not established;
Poor sensitivity
and specificity

23 older adults
assessed in field test
of scale

Objective
observational
screening measure
for elder
self-neglect;
Limited in
important area of
self-neglect—no
screen of food
intake/nutrition due
to poor validity;
Scoring methods
need further
validation—
unclear whether
appropriate to sum
across domains;
Poor sensitivity
and specificity

(continued)
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Activities of Daily Living (IADL) scale [86, 99]. Internal
consistency reliability was 0.93 for the 20 item scale (per-
sonal communication, [21], 0.92 for the eight ADL items,
and 0.90 for the 12 IADL items [46]. The scale is admin-
istered by trained multicultural and multilingual interviewers
in the elder’s home. Severity of impairment and unmet need
is rated on a 4 point scale from none to severe. There are
limited psychometrics reported, although ADL and IADL
have been used and validated by others as a surrogate
measure of neglect (e.g. [11, 133]).

9.5.2 Elder Self-Neglect (Unnamed Scale)

The 21 item Elder Self-Neglect Scale was developed for the
Chicago Health and Aging Project, a community study of
elders who had been reported to social service agencies for
suspected elder self-neglect [43, 49, 56, 54, 58, 59, 51, 52,
57, 53]. Conceptually it is based on identifying unmet needs
for care and addresses five domains of self-neglect: hoarding
(4 items), personal hygiene (4 items), unsanitary conditions
(5 items), house disrepair (5 items), and inadequate utilities
(3 items). The measure is completed by trained interviewers,
mainly by observation, during in-home assessments. Each
item is rated on a 4-point scale with a higher score indicating
more severe self-neglect. The scale has demonstrated good

to excellent reliability and some construct validity. Internal
consistency reliability of 5 domains was 0.97–0.98, and
inter-rater reliability >0.70. Content validity was supported
by an expert panel review. Construct validity was supported
by significant, though low, correlations with cognitive
impairment (0.10), physical function impairment (0.05), and
depressive symptoms (0.12). Predictive validity has also
been supported by prediction of mortality [56], and hospital
re-admissions [49].

9.5.3 Elder Self-Neglect Assessment (ESNA)

The Elder Self-Neglect Assessment (ESNA) comprises a 77
or 62-item assessment developed as part of the Illinois
Comprehensive Care Assessment questionnaire for assessing
elders for home and community-based services [82]. The
items were developed through a concept mapping frame-
work involving 50 professionals who developed, sorted and
rated a list of self-neglect indicators for “likeness” and for
their importance to the concept of self-neglect. This resulted
in seven conceptual areas: personal endangerment, envi-
ronmental, financial, mental health, personal living condi-
tions, physical health, and social network and culture. These
seven areas were grouped into two broad conceptual areas:
environmental aspects, and physical and psychosocial

Table 9.3 (continued)

Screening
measure

Authors
(year)

Origin Items/Subscales Respondent and
method

Psychometric
properties

Validation samples Strengths and
limitations

Studies
using scale
(whole or
part)

Self-neglect
scale
(unnamed)

Ayalon
[11]

Measures unmet
needs for services.
Items developed
from literature
review, previous
ADL/IADL tasks,
expert panels, and
pilot-testing [64]

7, 6 and 5-item
versions;
Final 5-item
version found to
be adequate;
Ratings on
7-point scale,
but
dichotomised
for analysis

Interviews in
home, with some
completing written
questionnaire

Reliability
α = 0.57–0.93
across samples;
Concurrent Val.:
association with
older adults’
reports of
loneliness, feelings
of safety, and sense
of overall neglect;
lower financial
status and
satisfaction with
caring relationship;
5-item measure has
adequate
configural, metric
and scalar
invariance across 3
informant groups

1045
community-dwelling
older adults in Israeli
national
survey of elder
mistreatment;
convenience sample
of 148 matched
older adults in
daycare centres
(n = 75), family
members, home care
workers

5-item version
identified as
adequate to assess
neglect from
multiple
perspectives: care
recipient, care
giver, family
member, but in
5-item version
excludes 2 key
neglect indicators:
nutrition and
hygiene unmet
needs

Ayalon [9,
10];
Lowenstein
et al. [106]
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aspects of self-neglect. Professionals completed the assess-
ment through observation in the home on a 5-point response
scale. The ESNA was found to meet RASCH fit criteria with
good internal consistency, item reliability, and construct
validity. A 25-item shorter version was also found to meet
RASCH fit criteria. The ESNA is designed for assessment of
those suspected of self-neglect, and the validation sample
had limited diversity. Its strengths lies in the RASCH anal-
ysis of items, the involvement of 13 agencies in the vali-
dation phase, and the finding that both environmental and
behavioural aspects are important to assess. The findings
also supported a hierarchy of items associated with severity
of abuse by frequency of occurrence, aspects of the valida-
tion process that other studies should pay attention to.

9.5.4 Self-Care Agency Scale (ASA)

The Self-Care Agency Scale (ASA) is a 24 item scale
derived from the theory of self-agency which seeks to
explain the link between self-care needs and action [3, 83].
Self-care agency is understood to comprise both power
components and self-care actions. The 24 items are made up
of 15 positive-worded items, and 9 negatively worded items,
all rated on a 5-point Likert scale. Responses are summed for
a total score, with higher scores reflecting higher
self-agency. The scale is administered by interview and has
demonstrated internal consistency reliabilities ranging from
0.71 to 0.86 for different patient samples [3, 83], with a
reliability of 0.72 on one elderly Dutch sample [66]. The
scale discriminates between elderly patients receiving insti-
tutional rehabilitation care versus those living at home [105],
and was associated with nutritional self-care, providing some
support for concurrent validity.

9.5.5 Screening Scale for Elder Abuse:
Self-Neglect Subscale (SSEA-SN)

The Screening Scale for Elder Abuse (SSEA) was used in a
population based survey in South Korea (Kim, Kwon, Lim,
and Lee [89]. The full scale is not reported in this review as
it had not been published in English. However, the 5-item
Self-Neglect subscale is published in English and its inclu-
sion here adds to the global picture of screening instrument
development [100]. The scale was administered in
home-based interviews by trained interviewers. It was first
validated with a sample of 481 Koreans professionals who
worked in social service agencies, then in a random stratified
sample of 1023 adults in a metropolitan city of South Korea.
The scale was found to have an internal consistency

reliability of 0.76 in the population based sample and some
concurrent validity was demonstrated through correlations
with ADL and IADL scales [100]. The scale is available in
Korean and English languages.

9.5.6 Self-Neglect Severity Scale (SSS)

The Self-Neglect Severity Scale (SSS) was developed by the
Consortium for Research in Elder Self-Neglect of Texas
(CREST) [87]. The item pool was developed through
structured interviews with APS specialists and then reviewed
and refined by an expert panel. It was further refined to
comprise 30 items in three domains of personal hygiene (5
items), Impaired Function (6 items), and Environmental
Status (19 items) [87]. The scale also includes social history
questions and a physical examination, a global risk assess-
ment item, and several summations scores. It is completed
by observational assessment in the elder’s home. Response
options and scoring methods differ across items with some
4-point scale response and some dichotomous items.
Inter-rater reliability has been found to be high, and internal
consistency adequate for the environment and composite
scores. Validation of the scale is at an early stage, with data
provided from a field test on 23 older adults. The SSS has
been found to discriminate between self-neglect and
non-self-neglect groups on the three domains and composite
scores, but the clinical significance of these differences has
not been established, nor has the validity of the composite
scores. The sensitivity and specificity of the scale was
reported as poor. Like many neglect measures, it does not
screen for nutrition issues.

9.5.7 Neglect Scale (Unnamed)

Ayalon [11] reports a validation study of a 7-item measure
of unmet need for services, with items developed from the
ADL and IADL literature, expert panels and pilot testing
[64]. The scale was designed to be conducted via interview
in the elder’s home, though some elect to self-complete a
written questionnaire. The scale was first validated in a study
of over 1000 community-dwelling older adults taking part in
an Israeli National Survey of Elder Mistreatment, and then in
a convenience sample of 148 matched older adults in day-
care centres, family members, and home care workers. The
internal consistency reliabilities ranged from 0.57 to 0.93 for
different samples. Concurrent validity was based on associ-
ations with the older adults’ reports of loneliness, feelings of
safety, and overall sense of neglect, as well as with lower
financial status, and lower satisfaction with the caring
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relationship [11]. A 5-item version of the scale was deter-
mined to be a more adequate measure of neglect, as it
demonstrated better configural, metric and scalar invariance
across the three groups of informants.

9.5.8 Summary of Screening Measures
for Elder Care-Giver Neglect
and Self-Neglect

Screening for elder neglect and self-neglect requires further
conceptual development. Only one study evaluated a
screening tool for care-giver neglect, using ADL and IADL
assessment of needs as the proxy measure [42, 46]. The six
tools reviewed here for screening for elder self-neglect
highlight the complexity and diversity of approaches in this
area. There seems to be a growing consensus that effective
screening needs to incorporate both behavioural/self-care
skills as well as environmental assessments, although it
could be argued that much of this investigation is perhaps
more oriented towards substantiation of self-neglect rather
than development of a simple screening measure. These two
purposes could be better differentiated in future research, as
there is room for both, given the potential expense of the
environmental assessment aspects.

9.6 Development of Screening Tools
for Elder Abuse and Neglect:
Methodological Issues

A number of key methodological issues arise from the
research reviewed and these are discussed in the following
section to indicate some of the complex challenges associ-
ated with screening for elder abuse and neglect.

9.6.1 Conceptual Issues

Many have noted the complexity of the phenomenon of elder
abuse (e.g., [16, 34, 41, 70]), which is generally understood
to comprise one or more aspects of physical, psychological,
emotional, verbal, financial, and sexual abuse, as well as
neglect and (sometimes) self-neglect. Measurement of
complex latent constructs such as elder abuse requires a
formative measurement approach that seeks to identify
indicators of abuse or vulnerability that are known to predict
the phenomenon of interest [96]. Early measures tended to
assess only limited aspects of these domains, and increas-
ingly there has been recognition of the need for more dif-
ferentiated measures. For instance, the original development
of the CTS focused on physical assault and psychological
aggression [155], whereas later developments have added in

dimensions such as sexual coercion and injury in the CTS2
[156]. Others have expanded the forms of abuse to include
financial exploitation [33, 32, 159], neglect [42, 43, 46] and
self-neglect [56, 51, 52]. However, greater differentiation
challenges the need for brevity and ease of completion in an
effective screening instrument.

General measures of abuse include the EAQ [92], the
EASI [172], and the IOA [139], but the constructs included
vary and the relative weight of different constructs can
influence any research that relies on such global measures of
abuse. Measures differ in terms of whether they include one
item per type of abuse or multiple items. The reliability and
validity of measures for specific types of abuse has been at
least partially demonstrated for the following: physical
assault (e.g. Giraldo- Rodriguez and Rosas-Carrasco [79,
155, 156], psychological abuse (e.g., [31, 79, 155, 156, 164,
165]), sexual abuse (e.g.[79, 156]), financial abuse (e.g., [33,
32, 79]), neglect (e.g., [42, 79]), or self-neglect (e.g., [56, 51,
52, 57, 53, 82]). There are some conflicting findings in terms
of whether scales such as the H-S/EAST [123] are unidi-
mensional or multidimensional (e.g. [84]).

There is ample evidence of conceptual fuzziness in many
attempts to measure abuse. For instance, neglect and
self-neglect are often assessed using ADL and IADL tools
which represent a very indirect way of assessing neglect.
There may be many reasons why an older person’s func-
tioning is impaired and their care needs not met, which do
not comfortably fit within the usual meaning of neglect [61].
Unfortunately many studies use poorly defined measurement
tools and provide no information about reliability and
validity. Even those measures that have received some level
of validation, are frequently modified when taken up by
other researchers, making it very difficult to build an evi-
dence base for any particular measure [41].

Another aspect of conceptual fuzziness found throughout
the research reviewed was the frequent conflating of the
different purposes of an assessment instrument under the
concept of screening for elder mistreatment. Some measures
are designed to screen a large group of older people to
identify those possibly at risk, who can then be referred for
further evaluation. This purpose reflects the original defini-
tion of a screening measure [125, 128]. However, the term
screening has also been applied to the purpose of investi-
gating or substantiating abuse allegations, reflecting a more
diagnostic evaluation. These are two different things, con-
tributing to the very diverse approaches to measuring abuse.

Another conceptual issue is that the context of abusive
behaviour is poorly understood and measured. For instance,
most scales that assess caregiver characteristics seek to
identify certain traits or behaviors associated with abuse, with
little attention to contextualising the abuse. Family carers, for
instance, may demonstrate no abusive behaviour over most
of their caring experience, yet we know little about what
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specific circumstances or dyadic interactions may lead to
abusive acts. Research on couple violence suggests that
abusive behaviour can be interactive, reciprocal and retalia-
tory in specific circumstances, i.e., situational violence rather
than an ongoing pattern of violence [88]. Future work needs
to bring a greater understanding of relational dynamics, and
context to better illuminate the phenomena. Such information
can then inform more targeted interventions.

9.6.2 Item Generation

Most studies reviewed in this paper that set out to develop a
new scale have used a methodologically sound approach to
item generation, basing it on literature review, expert con-
sensus, pilot testing and refinement through psychometric
evaluation (e.g. [33, 32, 31, 79, 84, 123, 149, 164, 172].
However, a key issue affecting the reliability and validity of
a measure is the number, breadth and appropriateness of
items used to measure each construct. As elder abuse is a
complex latent construct, reliable measurement requires
more than a single item, and item generation needs to be
guided by theory.

Much research has focused on the need for prevalence
data, where the focus has been on generating a dichotomous
variable of abuse: present or not. Thus, many studies, par-
ticularly in the medical literature, have relied on one item per
type of abuse. This provides a very limited and potentially
unreliable screen. Others have generated multiple items, and
developed coherent reliable conceptual factors or scale.
While this initially leads to a large number of items, pro-
gressive psychometric evaluation can be used to develop
robust longer and shorter forms of scales with documented
reliability and validity (e.g., [32]).

The use of multiple items to assess each type of abuse
also allows for an exploration of more nuanced concepts of
severity and chronicity of abuse. Elder abuse may occur as a
one-off incident or an ongoing pattern of abusive behaviour,
in single or multiple domains, and measures need to dis-
tinguish between these important characteristics. Abusive
acts can also vary in severity from minor to severe, and the
context in which it occurs can be an important component.
Measures that define abuse on the basis of one incident,
regardless of whether it is minor or severe, one-off or
chronic, will have a large amount of variance in the data, and
provide little guidance about what type of intervention may
be required. As an example, the brief EASI measure has
been criticised on face validity grounds, as the scoring
method allows for a classification of abuse on the basis of
any one item. This is problematic since four of the six items
reflect a different type of abuse, one item measures a clini-
cian’s overall assessment of any sign, and one does not
actually measure abuse, but rather functional impairment.

9.6.3 Response Options and Scoring

The construction of methodologically sound response
options is a crucial aspect of scale construction (Schofield
and Forrester-Knauss [145]). As already noted, questions on
elder abuse often require a simple yes/no response option
which provides limited and potentially inaccurate informa-
tion—how does a person answer if they think neither option
is accurate? The use of ordinal scaling methods allows for a
more differentiated response which can provide useful
information about issues such as severity, chronicity,
importance and so on. Likert scales are a commonly used
form of ordinal scaling in this type of research, but few
studies are adequately informed by the psychometric theory,
although recent research using Rasch analyses represents an
advance in this area [33, 32, 31, 82]. Such analysis may lead
to more robust methods of establishing appropriate cut-points
on scales for identifying clinically relevant levels of elder
abuse, in conjunction with use of better external criteria.

The review indicates a lack of consensus in how to score
instruments for elder abuse. Some studies define “caseness”
by any positive response to a single item (e.g. [108]),
whereas others assess it in terms of the number of positive
items (e.g., >10/32 items; [164], or number of times abuse is
experienced (e.g., 10 or more times, [16]). Some researchers
select a cutpoint on an ordinal or interval scale depending on
how conservative they want to be. For instance, Cooper et al.
[38] defined caseness as a score of >2 on a 5-point scale
(sometimes occurs) for any item. Rasch analysis has also
been used to define possible cutpoints based on a combi-
nation of severity and frequency data [32, 31]. Such differ-
ences will clearly produce very different results for
prevalence and risk factor estimates and make comparisons
across studies impossible.

Some researchers have evaluated the impact of using
different combinations of elder abuse subtypes on prevalence
rates. For instance, Dong [42] reports on variations to
prevalence rates by applying criteria from least to most
restrictive and demonstrates how this may account for some
of the observed variation in prevalence rates across studies.
Given the complex nature of elder abuse and the serious
implications of identifying potential cases of abuse, this is an
urgent challenge for the field. Most scales include both
minor and severe forms of abuse, and research is needed to
better encapsulate the severity and chronicity aspects of the
phenomena in the scoring method.

9.6.4 Modes of Assessment

The most common modes of assessment are self-report
questionnaires or interview by a health professional, either in
the health setting or home environment. Self-report has the
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advantage of being more economical and better allowing for
mass screening. It may also facilitate more honest answers
when completed in private. Disadvantages include that it
may be unsuitable for those who are cognitively impaired,
do not have adequate language or reading ability, or who
lack the time or motivation to complete. Another disadvan-
tage of questionnaires administered to large samples such as
national surveys is that there is often no strategy to follow up
those who are identified as at risk of elder abuse.

Screening undertaken by health professionals has the
advantage of optimising motivation, embedding the screen in
a more comprehensive assessment, allowing for follow-up
questions and elaborations if needed, and gathering of more
information about context. It is also more likely than for
questionnaire screening that appropriate referral pathways or
interventions can be implemented by the health professional
for those identified as at risk. Disadvantages include the lack
of time for many busy clinicians, the resource intensive nature
(especially for home interviews), potential lack of training
and comfort in asking highly sensitive questions, potential
bias in scoring and interpretation, and there may be a lack of
known referral and intervention options in some cases.

Observational screening tools have been promoted, par-
ticularly for the assessment of neglect and self-neglect, when
the older person may be unable or unwilling to reliably
report on these aspects. Observational measures are viewed
as more objective in some ways, but once again, can be
subject to unreliable conclusions. For instance, many have
noted that poor nutrition is a key feature of self-neglect, but
attempts to validate an observational measure by methods
such as pantry or refrigerator inventories have been repeat-
edly found to be unreliable (e.g., [61]). The amount and
quality of food identified may vary dramatically depending
on when the last shop was conducted, or the older person
may have already prepared food brought in by others on a
regular basis. Different diets will also make it difficult to
develop a reliable scoring system.

Modes of administration using innovative technology
such as hand held personal digital assistants (PDAs) for data
collection are of emerging interest. PDAs have a number of
advantages for use in research in healthcare settings such as
efficiency of collection and entry of data, ease of use,
portability, quick access to databases and use of information
for intervention, and lower cost for large scale studies.
However, it is not clear whether they are feasible and
whether the data collected are comparable to more conven-
tional methods. One research group has evaluated the use of
PDAs in a multisite study of elder neglect in emergency
department environments in the US [72, 80]. While thorough
training of data collection staff led to competence in use of
the devices to collect EAI data in the training environment,
once collection began in busy emergency department

settings, a number of difficulties were identified, which made
them difficult to use in situ, both for technical as well as
relational reasons [80]. This may be particularly problematic
in research on sensitive issues such as elder abuse and
neglect, where gaining good quality data depends on main-
taining a good interpersonal relationship with the older
person being interviewed. Many staff felt that the challenges
of trying to enter data in the presence of the respondent was
difficult and many resorted to writing responses and entering
them later. Other challenges encountered were problems
with uploading data due to an unreliable server connection,
equipment loss or failure, concerns about security, battery
failure, and problems associated with obsolence of both
hardware and software over the course of a study. As tech-
nological innovations progress, some of these issues can be
addressed, however, it is noted that technology will never be
totally reliable and a number of recommendations are made
to ensure there are back-up methods for optimising data
collection under all conditions [80].

9.6.5 Multidimensional Assessment

To address the challenges of conceptual confusion, and
provide a more comprehensive and rigorous screen, there
has been a move towards using a multi-dimensional
approach to assessment. An early trend was to include
assessments of both the care-recipient and care-provider (e.g.
[10, 14, 138, 139, 155, 156]). More recently, Fulmer and
colleagues investigated the value of dyadic vulnerability and
risk profiling among older people and their carers to see
whether the dyadic profile provided a more thorough means
of identifying elder neglect [73]. Their model was derived
from an earlier risk-and-vulnerability model applied to elder
abuse [69]. This involved measuring various proxy indica-
tors such as: unmet needs using six ADL and nine IADL
items; personal resources; childhood trauma; personality;
and the Caregiver Hassles Scale [90]. Interestingly, their
findings supported the inclusion of risk factors related to
both caregiver and elder vulnerability as a means of
screening more comprehensively for elder neglect. However,
a limitation of this model is that contextual and relational
dynamics are not included. Others have developed a more
complex package of assessment tools such as the Ohio Elder
Abuse and Domestic Violence in Late Life Screening Tools
and Referral Protocol [65], but psychometric validation did
not meet the eligibility criteria for this review.

Another interesting approach has been to develop a more
comprehensive risk index by aggregating across various
measures [48]. Dong and Simon found that a 9-item vul-
nerability index demonstrated good accuracy for reported
and confirmed elder abuse outcomes in a community sample.
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For instance, older adults with three or more risk factors
were almost four times more likely to experience elder abuse
as those with two or fewer risk factors. Those with five or
more risk factors were 26 times more likely to experience
elder abuse. The nine variables making up the index were:
age, gender, race, income, medical conditions, cognitive
function, physical function, depressive symptoms, and social
network. To combine the variables into a risk index, cut-
points for each risk factor were examined for precision in
detecting elder abuse, and the cutpoints with the strongest
associations with elder abuse outcomes were applied in the
combined index. Such studies address problems associated
with using one risk indicator or one abusive behaviour as the
basis for prevalence estimates and establishing ‘caseness’,
and are potentially able to be applied in healthcare and
statutory environments.

Environmental assessments have long been considered an
important aspect of a comprehensive geriatric assessment
[117] and have been used in a variety of elder abuse mea-
sures, particularly of neglect. Home-based assessment also
allows for a higher level of contextual information to inform
judgments about the level of abuse or neglect. Greater
context is also required for accurate interpretation of rela-
tional dynamics that may contribute to abusive behaviour.
While there is recognition that multiple perspectives are
useful, what is of most interest is the interplay between
perspectives. What does it mean if the elder person and their
carer have very different responses to a question?

9.6.6 Culture and Language

A limited number of studies suggest that scales translated
into other languages using established methods of forward
and backward translation have shown adequate reliability.
For instance, translated versions of the CTS and CTS2 have
been reported to perform reliably for Chinese populations
[20, 46, 173, 174], and for Tamil speakers [23]. Scales have
been also translated and validated in Spanish such as the
CASE [130], while the H-S/EAST and VASS have been
validated in Chinese speaking populations [55, 170]. Others
have used local expert input to develop or modify scales for
specific cultural contexts, such as the development of the
EDMA in Spain [161], the GMS in Mexico [79], the E-IOA
in Israel [26], the PEAS/EPAS in Taiwan [164, 165], and a
Korean language scale [127]. Nevertheless, there is a com-
monality across the content of major domains and items.
Further work is needed to determine the effectiveness of
translation and to better understand appropriate methods to
measure elder abuse in difficult cultural context.

Few studies have administered screening measures in
different cultural contexts or examined how they perform
across cultures. The few multi-national studies identified in

this review report different prevalence rates across countries
(e.g., [40, 68, 108, 152]). The cause of these differences is not
known, but could be partially explained by measurement
error. Methodological issues could include translation prob-
lems, different meanings or values placed on certain behav-
iors or constructs in different cultures, different sampling
strategies or modes of administration, differences in training
and so on. However, there is some evidence that differences
may also relate to community-level indicators of difference,
as well as the individual characteristics of the elder or their
caregiver. For instance, in the largest multi-national study
identified, the ABUEL study [68, 111], a number of country
and city level socioeconomic indicators helped to explain
differences in elder abuse rates across seven European
countries. More specifically, country-level indicators of eco-
nomic inequality were significantly related to the prevalence
of financial elder abuse, and the city mean tertiary education
explained a significant amount of variation in the prevalence
of psychological abuse among these elderly populations. This
study provides valuable insight into the potential of additional
community-based indicators to contribute to elder abuse, and
provide a means of targeting higher risk groups for preven-
tion, screening and intervention programs.

9.6.7 Cognitive Impairment

Most studies have not investigated the applicability of
screening instruments for those with cognitive impairment,
despite this being a risk factor for several forms of elder
abuse and neglect [59]. This is partly due to the limited
reliability of self-report data with this group, and potential
bias arising from asking carers to report on their abusive
behaviour towards the care-recipient. This is an area where
alternative assessment methods need to be explored. One
scale, the SVS22 and the SVS15 [134, 135], was designed
specifically to assess vulnerability to exploitation among
cognitively impaired older people. It has demonstrated good
psychometrics for two subscales of gullibility and credulity,
and discriminated well between clinical and non-clinical
populations. However, it relies on care-givers as informants
and doesn’t not gain the elders’ perspective. This is prob-
lematic for studying elder abuse by care-givers.

Another research group has explored the challenges of
assessing cognitive capacity as an indicator of self-neglect.
The Consortium for Research in Elder Self-Neglect of Texas
(CREST) developed the COMP Screen to assess elders’
capacity to make decisions relevant to safe and independent
living [119]. The researchers argued that conceptualisation
of self-neglect needed to distinguish between three forms of
lack of self-care: that resulting from disability, an autono-
mous choice, or from a decline in decision-making capacity.
They proposed that only this third group should be seen as
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suffering from self-neglect. Their COMP Screen was
designed to test three cognitive domains (attention, expres-
sive language, and delayed recall), and a fourth conceptual
domain of awareness, which tests the ability to compare
alternatives and articulate a choice between options. How-
ever, they failed to support this assessment as an adequate
screening approach for self-neglect. One conclusion from
this study is that a screening instrument for elder self-neglect
needs to assess both the capacity to make decisions and the
capacity to act on those decisions [119].

9.7 Effectiveness of Screening for Elder
Abuse and Neglect

The USPSTF [163] criteria for the effectiveness of a
screening test states that the test must be able to detect the
target condition earlier than without screening and with
sufficient accuracy to avoid producing large numbers of
false-positive and false-negative results; and the screening
and follow-up treatment should improve health outcomes
compared with treating patients when they present with signs
or symptoms of the disease. Whether screening for elder
abuse meets these criteria has been the subject of some
debate [129]. Some authoritative health bodies have rec-
ommended routine screening of older patients (American
College of Emergency Physicians [5]; American Medical
Association [AMA] [6, 7]; National Gerontological Nursing
Association [NGNA] [121], while others suggest that
research evidence fails to support this recommendation [126,
128, 166]. The most comprehensive systematic review of the
effectiveness of screening for elder abuse and neglect has
been undertaken by the US Preventive Services Task Force
[126] for the years 2002–2012, extending their earlier review
of studies from to 2002 [125]. This review examined the
effect of screening asymptomatic elders or vulnerable adults
in health care settings for elder abuse or neglect and found
only a very small number of studies. Among these, the
USPSTF found no adequate randomised control trials or
controlled observational studies that examined whether
screening reduced exposure to abuse and neglect, or reduced
physical or mental health harm or mortality. The USPSTF
concluded that there is insufficient evidence that screening or
early detection reduces exposure of vulnerable elders to
abuse or decreases any harm caused by the abuse [126].

The relative lack of evidence is a result of complex fac-
tors such as the nature of elder abuse itself, the difficulty in
accurately measuring it, and the relatively early stage of
development of valid and reliable measures. Furthermore,
there have been few longitudinal studies that have examined
the predictive validity of screening. Of course, lack of evi-
dence is not proof that screening is ineffective, and there is
broad agreement that efforts should be made to both identify

elder abuse early and put in place measures to prevent or
reduce its impact. Research related to specific questions
about the effectiveness of screening are addressed next.

9.7.1 Does Screening for Elder Abuse
and Neglect Identify Those
at Most Risk of Elder Abuse
and Neglect?

Because of a lack of a gold standard measure of elder abuse
and neglect, it has been difficult to address the question of
whether screening accurately identifies those at most risk of
elder abuse and neglect. The 6-item EASI measure [172]
was rated as of fair quality by the USPSTF in its most recent
review and identified as the best validated measure suitable
for screening for elder abuse in healthcare settings available
at that time [126]. However, the scoring system is not clearly
specified and the first item does not actually measure elder
abuse.

Some studies of ADL and IADL measures have reported
associations with confirmed elder abuse status, though sen-
sitivity and specificity analysis is not available. For instance,
a matched case–control study of abused and non-abused
recipients of Israeli social welfare services found that the
abused group was significantly more impaired [104]. This
suggests that such a brief easily administered may be a
useful measure of vulnerability to abuse, but the causal
direction has not been established. Interestingly, while ADL
measures are usually conceptualised as measures of neglect
or self-neglect, functional impairment is related to elder
abuse more broadly, not just neglect.

Some methodological issues that impact on this question
include the representativeness of samples. Are those who
take part in screening studies representative of all older
people, or may those who are vulnerable to abuse be less
likely to participate, leading to under-representation in
studies? Item non-response is another methodological issue.
Are older people willing to answer questions about abuse by
a family member or carer? De Donder et al. [40] found that
item non-response ranged from 1.8 % for neglect to 4.2 %
for items such as excluding, ignoring, or destroying pos-
sessions. They found that different non-response patterns
related to different types of abuse. For instance, response
patterns for neglect and emotional abuse differed from those
for more serious forms such as financial, physical, sexual
abuse and violation of personal rights. Response patterns
also differed by mode of administration—postal versus
face-to-face interview versus telephone interview. Compared
with postal survey, face-to-face interviews had less missing
data. After taking into account individual characteristics and
modes of administration—higher non-response was associ-
ated with higher age, lower income, lower education, and
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poorer mental health. Presence of another person (inter-
viewer or family member/health care provider) was also
associated with less missing data. Such issues have impli-
cations for the ability of screening measures to produce
accurate identification of those at risk.

9.7.2 Does Screening for Elder Abuse
and Neglect Predict Poor Health
Outcomes and Mortality?

A very small number of studies have established that sub-
stantiated reports of elder abuse significantly predict shorter
life spans after adjusting for other factors related to mortality
in older adults. These include the New Haven Established
Populations for Epidemiologic Studies in the Elderly [94],
and the Chicago Health and Aging Project which found that
reported and confirmed elder abuse and self-neglect pre-
dicted 1-year all-cause mortality [56]. Furthermore, mortal-
ity associated with reported and confirmed elder abuse was
greatest for those with lowest levels of psychological and
social well-being [50].

Of more relevance to this chapter are studies that have
examined the long-term health outcomes for those identified
by screening tools as at risk of abuse. These epidemiologic
studies are based on self-report of abuse, not substantiated
abuse. Two large community-based prospective studies have
examined health outcomes associated with self-reported
elder abuse. Analysis of data from the Australian Longitu-
dinal Study on Women’s Health (ALSWH) indicated that
one of the four VASS subscales, dejection, predicted 3-year
physical and mental health outcomes [146, 147, 149].
A longer-term follow-up study of this cohort found that the
VASS subscale, coercion, significantly predicted mortality
12 years after screening. Disability was predicted by the
vulnerability and dejection subscales, after controlling for
other confounders. In the US, the Women’s Health Initiative
data of women aged 50–79, self-reported physical and verbal
abuse independently predicted mortality over 7–8 years,
with physical abuse having the highest predictive value [12].

Limitations of current research on health outcomes of
elder abuse include the small number of studies, short-term
follow-up in prospective studies [56, 147], a reliance on
cross-sectional research [24, 30, 67], and a focus on cases of
substantiated abuse only [50, 94], or on current symptoma-
tology rather than longer-term serious health outcomes such
as mortality and disability [30, 67]. Only one study was
found that that examined long-term health outcomes over a
decade or more [148], and few that examined disability as an
outcome. Given the long-term costs of disability, this is an
important outcome to investigate.

9.7.3 Does Screening Lead to Effective
Referral and Treatment?

Screening practices are considered useful only if they lead to
development, implementation and evaluation of effective
preventive and early intervention programs. Very little
research has addressed this question. Most studies of
screening for elder abuse do not report on follow-up of those
identified as at risk, except among studies of suspected cases
reported to authorities such as Adult Protective Services
(APS). One retrospective study of 575 elderly veterans
(96 % male) aged 65–103 years in California, USA, iden-
tified those possibly exposed to abuse or neglect and referred
them for social work interventions [114]. The actions taken
to reduce exposure to abuse or neglect are reported, but
actual health outcomes are not adequately measured.

9.7.4 Are There Effective Intervention
Programs Available for Those
at Risk?

A systematic review of the effectiveness of interventions for
elder abuse found insufficient evidence to support any par-
ticular intervention [136]. In this review, only eight studies
met inclusion criteria for the review, and many method-
ological weaknesses were identified in the studies. Of con-
cern, intervention had no effect on abuse in most studies and
may have even increased future abuse. The interventions
were also found to have no positive effect on at-risk
care-giver outcomes and behaviour, and mixed outcomes for
professional knowledge and behaviour. This suggests that
the pathway from identification of risk to successful
improvement of outcomes is fraught with many difficulties,
and will require more innovative approaches. The type of
interventions available have also been reviewed by Alon and
Berg-Warman [4]. Yet, those who work at the coalface, see a
clear need for intervention programs, as a legal framework is
insufficient on its own to address this complex social prob-
lem, and has potential to create harm as well as benefits, as
has been found in the challenging area of child abuse.

9.7.5 Are There Adverse Outcomes
from Screening?

Family violence research suggests that a major concern of
screening is the potential for retaliation by the abuser should
they find out about the screening, resulting in direct harm
caused by the screening [107]. Given the added dependency
between carers and elders, it may be that screening for elder
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abuse and neglect could put the older person at greater risk.
For instance, postal surveys may be opened by abusive
carers. The presence of carers may also make it difficult for
screening to take place in the home or in the health care
setting. Although no studies have specifically sought to
examine this question, there is very little evidence available
of actual harm caused by screening for elder abuse or
neglect. The USPSTF systematic reviews suggested that the
potential for harm is small, but may include shame, guilt,
self-blame, fear of retaliation or abandonment by perpetra-
tors, and distress caused by false-positive results [125, 126].
Further research is required to address this important ques-
tion. A screening program needs to ensure that the questions
are asked in a safe and private environment so that elders are
not put in further harm.

9.8 Future Research

Despite a growing literature on screening tools for elder
abuse, there is a need for further development and evaluation
of brief reliable and valid screening instruments that can be
widely used to screen for abuse in different screening con-
texts, as previously noted [35, 42]. A better distinction is
needed between the three purposes of screening tools iden-
tified in the current research: population screening, screening
as part of routine healthcare, and ‘screening’ whose primary
purpose is to investigate suspected or reported elder abuse.
Different tools are likely needed for these different purposes
and each need to be validated within the context for which
they are intended.

A need for greater specification and measurement of
types of elder mistreatment has been identified [18, 42].
Some interesting research has been undertaken to explore the
conceptual and theoretical framework underpinning elder
mistreatment as a foundation for development of more dif-
ferentiated screening instruments and this would seem to be
a promising area for future research. For instance, Conrad
and colleagues have undertaken concept mapping method-
ologies to identify expanded components of psychological
abuse and financial exploitation, to inform the development
of more robust screening measures [33, 32, 31]. In the area
of elder self-neglect, Burnett and colleagues have used an
analysis of APS data to define four unique subtypes of elder
self-neglect: physical and medical neglect (50 %), environ-
mental neglect (22 %), global neglect (21 %), and financial
neglect (9 %) [18], paving the way for more differentiated
methods of measurement. Others have identified potentially
new constructs that have not been incorporated into most
measures of elder abuse to date and these warrant further
investigation. For instance, an observational study of
staff-patient interactions in aged care settings identified
infantilization of elders by their carers as a form of abuse in

that it demeaned the older person and caused them distress
[143], yet this behaviour is not adequately tapped by most
existing measures. The field needs a clear consensus among
researchers about a brief general measure of abuse suitable
for widescale screening, as well as consensus about more
differentiated measures of specific forms of abuse.

Clearly, there is a need for more robust psychometric
evaluation of screening measures to progressively define
conceptually clear, short versions that have adequate relia-
bility and validity [35, 41, 96]. There is an ongoing tension
between the thoroughness of longer forms, and the practical
utility of more succinct but robust shorter forms of screening
measures. Some examples are provided in this review of the
progressive refinement of measures and ongoing validation
(e.g., [33, 32, 31]). The Centers for Medicare and Medicaid
Services [18, 150] used an expert technical panel to derive a
consensus recommendation about screening tools that met a
sufficient range of quality criteria to recommend for use for
routine screening in healthcare settings. Three screening
measures were commended: the H-S/EAST [124], the
VASS [149], and the EASI [172]. Nevertheless, there is a
clear need for more research into the reliability and validity
of methods of data collection in this sensitive research area
[41, 126].

Further research on the effect of modes of administration
is needed to examine differences between the most com-
monly used modes of written questionnaire, face-to-face
interview, and telephone interview. Observational measures
also need further evaluation to determine optimal, reliable,
valid and cost-effective methods. This is particularly so for
assessing nutritional self-care, as no studies were identified
that had successfully validated a method to assess this aspect
of self-neglect. A relatively recent development in obser-
vational methods, particularly in nursing homes, is the use of
electronic surveillance to monitor the wellbeing of residents.
This offers interesting potential to assess staff-to-resident
abuse, resident-to resident abuse, or even resident-to-staff
abuse, but is fraught with ethical challenges [15].

Even less is known about the effectiveness of screening—
what actions are taken with those who demonstrate higher
risk on screening measures and how effective are those
programs? What barriers are there to implementation of
screening and interventions, and how can these barriers be
overcome? These are fertile areas for multidisciplinary col-
laboration and further work could be undertaken to deter-
mine optimal team approaches to the detection and
intervention for elder abuse risk. Research is also needed on
the best ways of having screening embedded in routine care.

The majority of research on screening has been under-
taken in either primary care or institutional care settings, or
among higher risk individuals referred to adult protective
services. Research on population based screening is sparse
[96, 108, 148], and conclusions are difficult to draw given
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the wide range of measures and methods used. In addition to
the need for further validation of screening instruments
suitable for population studies, longitudinal studies are
needed to determine the predictive power of the screening
instruments for future abuse, for health and mortality out-
comes and the effectiveness of appropriate intervention.
Research is also needed on the impact of screening on
care-giver and care-recipient dynamics.

Given the importance of familial care relationships to
vulnerable elders, a valuable approach would be to examine
the effectiveness of therapeutic interventions to ameliorate
the triggers for abusive behavior and foster healthy care-
giving dynamics. For instance, research evaluating inter-
ventions for other forms of family violence may be useful in
developing appropriate therapeutic and supportive inter-
ventions for elder abuse and neglect. This would require
development of appropriate measures to assess the impact of
such interventions. The use of well-designed qualitative
research could also provide a complement to the psycho-
metric approach, as well as measurement of dyadic
interactions.

Key recommendations for future research include:

• Further development of elder mistreatment theory and
alignment of screening measures to better assess more
clearly differentiated theoretical constructs and types of
abuse.

• Greater clarity of screening purpose and alignment of
measures to the purpose.

• More rigorous psychometric evaluation of instruments
over different populations and cultures.

• Examination of modes of administration and adaptation
to different cultural contexts.

• Refinement of existing instruments to produce shorter
reliable and valid version.

• Well designed longitudinal research to examine the pre-
dictive validity of elder abuse screening measures for a
range of outcomes including future abuse, substantiated
abuse, mortality, and health outcomes.

9.9 Policy Implications

The value of screening is predicated historically on having
reliable and valid measures of the phenomenon of interest,
appropriate referral pathways, evidence of successful inter-
ventions for those found to be at risk on the screening
measure, and evidence of improved outcomes [163]. Dong
[44] notes, however, that screening for elder abuse is com-
plex and can’t be evaluated by the same criteria as for
medical issues. Rather there is a need to consider the specific
challenges associated with screening for elder abuse and

determine whether the intended benefits of screening out-
weigh the potential harms. This review has highlighted some
gaps between these criteria and available evidence, and
raises a number of policy implications.

First, screening is necessary to raise awareness of the
scope and nature of the elder abuse problem in society. It is
only through accurate measurement, determination of
prevalence and types of abuse, as well as risk factors, that
appropriate policy planning can take place. Without a more
thorough approach to screening, we will remain in a catch-
22 situation where it is argued that there is insufficient evi-
dence to justify screening. As for all forms of family vio-
lence, accurate measurement of the phenomena will remain
challenging, but it is only through such efforts that aware-
ness of the scope of the problem and potential solutions can
be articulated.

Second, a key policy debate relates to whether screening
for elder abuse and neglect should be part of routine
healthcare screening practice, or implemented for only
higher risk groups, or where signs of abuse or suspected
abuse reports are available. Some have argued that screening
should occur routinely in healthcare settings [6, 7, 44, 121],
while others have argued that there is insufficient evidence to
support such a recommendation [125, 126, 128]. Dong [44]
has made a strong case that elder abuse should not be sub-
jected to the standard medical model criteria for imple-
mentation of screening programs, but rather that the
contextual and often hidden nature of elder abuse requires a
more proactive approach to identification, in order to prevent
the significant negative health outcomes. This is more than a
medical issue, it is also one of societal justice.

Third, to address these debates, coordinated multi-sector
initiatives are needed to bring advances to the screening
dilemmas currently facing the field. There are many exam-
ples of state-based systems working together to develop
more comprehensive approaches to integrating screening,
referral and interventions approaches (e.g., [13, 65]), but
arguably there is an urgent need for better coordinated
high-level national and international approaches. As an
example, the CMS in the US convened a national sympo-
sium to examine the role of elder abuse screening as a
Physician Quality Reporting System (PQRS) measure in
Medicare beneficiaries [44]. The purpose was to review
available evidence and make consensus recommendations
about a comprehensive approach to screening, identifying
and implementing appropriate follow pathways for those at
risk of elder abuse [19].

The CMS Report of the Technical Expert Panel on Elder
Maltreatment Screening documents agreement that screening
should include screening for differentiated forms: physical
abuse, emotional or psychological abuse, neglect (active or
passive), sexual abuse, abandonment, financial or material
exploitation, and unwarranted control [19]. The Panel
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recommended two scales as among the best available cur-
rently: The H-S/EAST and the VASS. Both measures have
been tested in diverse populations, have shown adequate
reliability and validity across cultures, and are relatively
brief and suitable for both population screening and use by
healthcare professionals. Self-neglect, while clearly impor-
tant, was not included as a form of elder abuse per se as it is
not perpetrated by a carer, but it is considered an important
part of any geriatric assessment.

A fourth policy consideration is to need to further develop
more differentiated pathways for referral and intervention
when older people screen positive for elder abuse. Currently,
the legal framework dominates, with reporting to authorities
such as the APS in the US being legally mandated for sus-
pected elder abuse. However, with advances in our knowl-
edge of the range of types of abuse, and widely varying
severity and chronicity, there is a need for more differenti-
ated pathways following positive screens. The evidence base
is accumulating about possible prevention and intervention
strategies that may assist in reducing the risk of elder abuse
and poor long-term outcomes. Policymakers need to work
with researchers to define appropriate criteria to recognise
a more differentiated understanding of suspected abuse, and
develop more accessible and effective strategies. What
non-legal options are there for follow-up screening and
investigation, with potential implementation of effective
intervention programs available for those identified as at risk
of abuse?

9.10 Practice Implications

Research in the areas of child abuse and interpersonal vio-
lence suggests that it is possible to develop and implement
effective interventions for complex societal issues such as
family violence [157]. These include the use of home visits of
potentially at risk families using a partnership model, carer
training programs, school-based life skills training, public
policy initiatives, and therapeutic approaches [118, 157].
While reporting of suspected abuse is mandatory in most
jurisdictions, it may be necessary to find more appropriately
tailored supportive interventions for all but the more severe
end of the abuse continuum. An interesting alternative model
for assessment and intervention that may be of value in this
field comes from the family dispute/mediation area, where
the traditional legal/family court approach to divorce disputes
has increasingly been replaced by a model that puts the focus
on a more supportive community-based family
mediation/dispute resolution model [167]. Under this model,
couples in dispute are required to attend family mediation to
assess the extent of the problems and develop mediated
solutions, prior to court attendance. Winkworth and McAr-
thur outline a practice framework to guide screening and

assessment throughout the period of contact, recognising that
needs and safety concerns are likely to change over time. It
proposes a more responsive and less reactive model than in
may protection services. It may be that all but the more
extreme end of elder abuse activity, could be better addressed
in a more comprehensive community-based assessment and
intervention centre as increasingly available for divorcing
families, and partner violence. Demonstration projects to
assess the effectiveness of such coordinated community-
based approaches are needed.

Given that much elder abuse involves important familial
relationships, and the majority of abuse involves psycho-
logical abuse and neglect, there is a need for greater devel-
opment of psychological and therapeutic approaches to
change potentially harmful relational dynamics. The burdens
of caring can exacerbate long-standing relationship dynam-
ics, as well as foster new problems, and there is a need to
distinguish between these situations. While there has been
considerable development of therapeutic approaches for
intimate partner violence, there is little development of
approaches to elder abuse that may help to preserve positive
aspects of the carer relationship with victims. Approaches to
date have largely focused on structural interventions such as
placing the abused person in institutional care, or provision
of nursing and home care services [118]. Community-level
integration of elder services could potentially provide a more
holistic approach to addressing the underlying issues and
improve quality of life for older people, with less stigmati-
sation associated with APS referral.

Moracco and Cole [116] identified three types of inter-
ventions for intimate partner violence that may help reduce
risk and improve outcomes, and it is worth considering how
these approaches could be applied to elder abuse. The most
common intervention is referral to community services such
as counseling, legal services, alternative accommodation,
and social welfare services, and empowerment strategies
such as support groups, education, and volunteer advocates
may be useful. The equivalent of dedicated domestic vio-
lence services is not readily available for those experiencing
elder abuse, and their greater dependency makes it difficult
to seek out support services. Yet, this is clearly an area that
would benefit from a more supportive case management
approach, especially for less severe forms of abuse, without
the stigma and associated problems arising from official
reporting to APS type bodies.

Second, home visits by professional staff could be
expanded to provide more preventive and supportive inter-
ventions to assist those in the home. Social support is a
critical element of any supportive care and needs to be
provided in an ongoing way to be effective. A third approach
to intervention is to offer programs to address risk factors of
the abusive care-giver. These may include counselling,
groups programs, provision of respite care, substance abuse
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therapeutic programs, and helpline support services. Indi-
vidual supportive counseling may be useful to reduce anxi-
ety, stress, and depression in the carer, and cognitive-
behavioral methods can be used to educate the carer about
the reasons for a dependent person’s behavior, their needs,
and developmental limitations. Such programs have been
successful with abusive parents and could be adapted to
elder abuse caregivers.

Drawing on evidence of successful parenting interven-
tions for child abuse [85], it is suggested that supportive
psychoeducational and therapeutic interventions that aim to
support caregivers to undertake their demanding role would
be useful for this population [157]. Both child and elder
abuse occur in the context of a dependency relationship,
where the needs of the dependent person (child or adult)
need to take priority. These practices from the wider family
violence field point to areas of potentially useful intervention
and evaluation priorities.

9.11 Summary

This chapter has undertaken systematic review of elder
abuse screening tools published in the 20-year period from
1995 to 2015. The review identified 33 measures that
reported any psychometric evaluation in the period: 10 used
primarily for population-based screening purposes, 16 for
screening in health care settings, and a further 7 instruments
developed to screen for elder neglect and self-neglect. Key
issues related to screening for elder abuse are critically
reviewed, and some future directions identified.
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