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Abstract

Background: The prevalence of elder abuse has only rarely been investigated in Sweden and never in a hospital set-
ting. Therefore, the aims of this study were to: 1) Estimate the prevalence of elder abuse and life-course victimization
among hospitalized older adults in Sweden, 2) Explore factors associated with elder abuse in the same sample, and 3)
Explore the associations between life-course victimization and mental ill-health.

Methods: The study was conducted at a university hospital in Sweden. Adults over the age of 65 years admitted

to a medical or geriatric acute care ward during spring 2018 were consecutively recruited. The participant rate was
44% (n=135/306). Participants were assessed via a face-to-face interview about their experiences of elder abuse and
abuse earlier in life. Mental ill-health was measured using a self-administered depression assessment (Patient Health
Questionnaire-9), along with information about medications and diagnoses retrieved from medical records.

Results: Altogether, 40.7% (n=55) of the participants reported some form of abusive experience during their life
course. The prevalence of elder abuse was 17.8% (n=24), and 58% (n = 14) of elder abuse victims also reported
victimization earlier in life. Being abused before the age of 65 was the only background factor associated with elder
abuse (OR=54; 95% Cl 1.9-15.7). Reporting abusive experiences both before and after the age of 65 was associated
with current anti-depressant medication (OR=6.6; 95% CI 1.1-39.2), a PHQ-9 result of 10 or more (OR=10.4; 95% Cl
2.1-51.0), and nine or more symptom diagnoses (OR=4.0, 95% CI 1.0-16.1). Being abused only before or after the age
of 65 was not significantly associated with any mental ill-health outcome measure.

Conclusions: Elder abuse and victimization earlier in life are highly prevalent among hospitalized older patients,
and our findings underline the importance of a life-course perspective both in research on elder abuse and in clinical
practice. Identifying and caring for older adults who have been subjected to abuse should be a priority in health care.
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Background
Elder abuse is recognized as a serious public health prob-
lem [1], and includes neglect as well as physical, emo-
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later life has been associated with various poor health
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outcomes, including depression, anxiety, and suicidality,
as well as increased health care consumption and higher
mortality [3, 4].

The prevalence of elder abuse is estimated at 10—-16% in
community-dwelling populations worldwide [5, 6]. Few
studies reporting the prevalence of elder abuse in Swe-
den have been published, and there is a wide variation
in results, i.e., between 3 and 31% [7-9]. The large dis-
crepancy between studies can most likely be attributed
to methodological differences concerning aspects such
as definition and operationalization of elder abuse, the
population studied, and characteristics of respondents
[10, 11]. Research into the prevalence of elder abuse is
often carried out using questionnaires or structured tel-
ephone surveys. When using these types of survey-based
methods in a community setting, there is a high risk of
non-participation from individuals with high morbidity
or low ADL (activities of daily life) functioning [12, 13].
It is known that elder abuse is associated with increased
functional dependence and higher morbidity [8, 14-16].
Hence, there is a risk that the older adults at the great-
est risk of elder abuse will remain unheard in popula-
tion-based studies. At the other end of the spectrum
are studies conducted in long-term care settings which
often include older adults with high functional depend-
ency, but often rely on third-party reports. No prevalence
study has been conducted in in long-term care in Swe-
den and they are scarce internationally. However, a global
meta-analysis found that 64% of staff working in institu-
tional settings admitted to perpetrating elder abuse in the
past year [17]. The high prevalence is likely explained in
part by a higher prevalence of the previously mentioned
risk factors for elder abuse (morbidity, ADL functioning)
among residents in long-term care facilities compared to
community-dwelling older adults. Also, there is a pos-
sible bias when using proxy reports instead of retrieving
information from the older adults themselves.

Considering that elder abuse is a serious health prob-
lem and that elder abuse victims are often in contact with
health care providers, detecting elder abuse in the health
care system has been recommended [18]. Sweden has no
laws about mandatory reporting of elder abuse, but the
National Board of Health and Welfare has issued a rec-
ommendation that health care professionals should ask
all patients (regardless of age) questions about violence
whenever there are signs or symptoms of this [19]. Still,
one Swedish study found that although 25% of older
adults (aged > 65 years) reported life-time experiences
of physical, emotional, or sexual abuse, only 2% of all
respondents had been asked questions within health
care about victimization [20]. This finding indicates that
older adults’ experiences of abuse often remain hidden in
health care encounters and illustrates the importance of
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further investigating various aspects of elder abuse in a
hospital setting, including the prevalence of abusive expe-
riences among patients. The prevalence of elder abuse in
a hospital setting has thus far been inadequately exam-
ined and cannot be directly compared to the prevalence
reported in either population-based surveys or stud-
ies in long-term care settings. It is likely that a hospital-
based population will include a larger proportion of older
adults, who — due to functional dependency issues — are
at a greater risk of elder abuse, and who are less likely to
participate in general population studies. One previous
study, conducted on a hospital ward in India, estimated
an elder abuse prevalence of 16% [21]. The prevalence of
elder neglect — one type of elder abuse — has been exam-
ined in a hospitalized population in Israel, where a preva-
lence rate of 14% was found [22]. The small number of
studies is a limitation, which indicates the need for fur-
ther prevalence studies among this population.

Studies of background factors associated with elder
abuse should ideally also be examined in different settings
and populations. Most previous research has been con-
ducted among community-dwelling populations [5, 17].
Alongside morbidity and low ADL functioning, cognitive
impairment, low education level, and low social support
have also been suggested as factors associated with elder
abuse [8, 14—16]. The research on associated factors in
other settings is limited, but one example is a study that
investigated abuse by paid caregivers in long-term care
[23]. In that study, an association between abuse and low
ADL functioning was found as well as between abuse and
behavioral problems among care recipients, e.g., being
verbally or physically abusive or actively resisting care.
Indicators of cognitive impairment was however not sig-
nificantly associated with abuse when also considering
behavioral problems in analyses [23].

Studies about elder abuse often investigate prevalence
and associated ill-health in the past 12 months. How-
ever, there is increasing support from research that child-
hood abuse is associated with elder abuse [24—26] as well
as with poor health outcomes in later life [27-29]. It is
therefore important to consider elder abuse from a life-
course perspective. One theory based on the life-course
perspective is the cumulative inequality theory [30, 31],
which attempts to explain how an individual’s life trajec-
tory develops during the life course, and how inequality
and disadvantages in different areas of life are self-rein-
forcing and cumulate in a systematic way. It is possible
that childhood abuse, elder abuse, and poor health out-
comes are all part of the same negative life trajectory.
For example, it has been theorized — with the support of
cumulative inequality theory — that childhood adversi-
ties can cause elder abuse, mediated by decreased physi-
cal and mental health in middle age [32]. Related to this,
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studies on childhood abuse have found that polyvictimi-
zation, i.e., being subjected to multiple forms of abuse, is
more strongly associated with repeat victimization and
poor health than any single form of abuse [33-35]. Poly-
victimization has only recently been considered in stud-
ies on elder abuse, but is reported to be highly prevalent
and more strongly associated with physical and mental
ill-health than single victimization [14, 36, 37].

Altogether, the prevalence of elder abuse among hospi-
talized older adults has never been reported in Sweden,
and only rarely internationally. Also, the life-course per-
spective is often lacking in research on elder abuse and
associated ill-health. Therefore, using a hospitalized sam-
ple of older adults in Sweden, our aims were:

1. To estimate the prevalence of a) elder abuse and b)
life-course victimization.

2. To investigate if experiences of abuse before the
age of 65 were associated with elder abuse.

3. To investigate associations between life-course
experiences of abuse and mental ill-health.

Methods

Procedure

This study was part of the larger Responding to Elder
Abuse in GERiAtric care (REAGERA) study conducted in
Sweden. Data was collected during spring 2018 at a uni-
versity hospital clinic with one acute medical ward and
one acute geriatric ward. Common reasons for admission
included pneumonia, congestive heart failure, and acute
exacerbation of chronic obstructive lung disease. Patients
over the age of 65 years admitted during the study
period were eligible for inclusion and were recruited
consecutively on weekdays. The exclusion criterion was
insufficient physical, cognitive, or linguistic capacity to
participate, which was subjectively assessed by the nurse
on the ward. The main purpose of the data collection
was to validate a screening instrument (the REAGERA-
S, where S stands for self-administered) [38]. Participants
first completed the REAGERA-S [38], along with follow-
up questions, including PHQ-9 (Patient Health Ques-
tionnaire-9). Thereafter, a semi-structured interview was
conducted with the help of an interview guide to evalu-
ate exposure to abuse (supplementary file 1). Whenever
experiences of abuse were revealed, qualitative interviews
were conducted covering both the experiences of elder
abuse [39] and how abusive experiences were managed
by the older adults [40].

Sample size
As previously mentioned, this study is based on a sec-
ondary analysis of the data collected to validate the
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REAGERA-S [38]. Sample size was therefore estimated
using a sensitivity and specificity analysis for screening
and diagnostic tests, as recommended by Bujang and
Adnan [41]. Using an estimated prevalence of elder abuse
of 10%, a sensitivity of the instrument of 90%, and a null
hypothesis of 50%, a sample size of 120 participants was
required for the validation study [41].

Measures
Victimization
During the interviews, which were carried out by authors
NW, ML, or JS, an assessment was made of whether the
participant had been exposed to abuse and, if so, when
in life it had occurred. Elder abuse was defined as an
abusive experience that occurred after the age of 65. All
five forms of elder abuse (physical, emotional, sexual,
financial, or neglect) were considered, as was abuse by
different kinds of perpetrators (partner, family member,
care provider, or other). However, because some forms
of abuse were experienced by only very few partici-
pants, separate prevalence rates for the different forms of
abuse are not presented. In the case of uncertainty about
whether to classify an experience as abusive, the ambigu-
ity was discussed among the interviewers before classifi-
cation. The interviews with victims of elder abuse were
also recorded and transcribed for the purpose of subse-
quent qualitative studies about experiences of abuse [39,
40]. Hence, when necessary, the transcripts could be used
to reach a consensus agreement on abuse classification.
In total, four different variables measuring abusive
experiences were created: 1) Any life-course experiences
of abuse, regardless of age: yes or no. 2) Abuse > 65 years
(elder abuse): yes or no. 3) Abuse <65 years (earlier in life
abuse): yes or no. 4) “Age at abuse’, one variable with four
mutually exclusive categories: A) No abuse, B) Abuse
only< 65 years, C) Abuse only> 65 years, and D) Abuse
both before and after the age of 65.

Background information and covariates

Data about age and sex was collected from medi-
cal records. Age was categorized into three groups:
65-74 years (young old), 75-84 years (middle old),
and > 85 years (oldest old). Sex was categorized as either
male or female. Information about activities of daily liv-
ing (ADL) and education levels was collected during the
interview (supplementary file 1). The ADL questions
were condensed into one ordinal variable with three lev-
els: needing no assistance, needing assistance with instru-
mental ADL (e.g., medications, cleaning), or needing
assistance with both instrumental ADL and basic ADL
(e.g., personal hygiene). Education level was categorized
into three different groups: nine or fewer years of school-
ing (corresponding to elementary school), 10-12 years
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(corresponding to secondary school), or 13 years or more
(corresponding to higher education). Marital status was
categorized as married or living together under mari-
tal circumstances, or non-married. Non-married also
included divorcees and widows/widowers.

Mental ill-health measures

Mental ill-health was measured in four different ways: 1)
A self-administered screening instrument (Patient Health
Questionnaire-9, PHQ-9), 2) Having depression or anxi-
ety listed as a diagnosis in the medical records, 3) Cur-
rent medication with an anti-depressant medication, or
4) Having nine or more symptom diagnoses according to
medical records.

PHQ-9 is a nine-item questionnaire used to screen
for depression in all age categories. With a score of 10
or higher (maximum 30), both sensitivity and specificity
for detecting major depression have been estimated at
88% [42]. Internal reliability of the scale, as measured by
Cronbach’s alpha, was previously reported at 0.86-0.89
in different samples [42], and was also satisfactory in this
sample (Cronbach’s alpha=0.8). Although there is no
general agreement, Cronbach’s alpha of >0.7 is often con-
sidered as acceptable [43]. The PHQ-9 was independently
filled out by the participant before the interview.

Information about diagnoses and medications was
gathered from medical records. The county in which the
study was conducted began using the current system for
medical records in 2008, and the diagnoses were there-
fore limited to the past ten years. The review of diagnoses
and medications was blinded, as it was conducted by one
of the authors who did not conduct the interviews and
therefore did not know the status of abuse exposure. The
diagnostic classification system used was ICD-10, and
anxiety coded as F41 and depression coded as F32—-F33
were included. Because none of the participants report-
ing abuse only after the age of 65 had an anxiety diagno-
sis, data on anxiety and depression was computed into
one variable, separating between participants with or
without a depression or anxiety diagnosis. Data on medi-
cations was collected from the current medication list.
Anti-depressant medication was defined as selective ser-
otonin reuptake inhibitors (SSRIs), serotonin and norepi-
nephrine reuptake inhibitors (SNRIs), or noradrenaline
and specific serotonergic antidepressants (NaSSAs).

The risk of mental ill-health increases with increasing
number of somatic symptom diagnoses [44, 45]. An asso-
ciation between depression and somatic symptoms has
also been reported in older adults [46]. We therefore used
symptom diagnoses as a complementary proxy marker
for depression and anxiety in this study. Somatic symp-
toms were registered using diagnostic codes according to
the ICD-10 in the patients’ medical records (RO0—R99).
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These diagnostic codes are used when a patient presents
with a symptom that remains medically unexplained. The
total number of somatic symptom diagnoses was calcu-
lated and dichotomized into those with fewer than nine
symptom diagnoses (n=91, 72.8%) and those with nine
or more symptom diagnoses (n=34, 27.2%). The cut-off
was chosen to create one group including those with the
higher number of symptom diagnoses.

Statistics
The data was analyzed using SPSS version 28. The signifi-
cance level was set to p=0.05 in all analyses.

Aim 1, prevalence of abuse

Descriptive statistics were produced to examine preva-
lence rates of elder abuse as well as any life-course vic-
timization and age at abuse.

Aim 2, association between earlier in life victimization

and elder abuse

To investigate if abuse before the age of 65 was associ-
ated with elder abuse, a multivariate logistic regression
analysis with elder abuse as the dependent variable was
performed. Earlier in life abuse (<65 years) was used as
an independent variable and the model also included the
following independent variables: sex, age category, ADL
level, education level and marital status. Area under the
receiver operating curve (ROC) was used to assess the
model’s goodness-of-fit.

Aim 3, associations between victimization and mental
ill-health

First, Pearson’s chi square test was used to test for bivari-
ate associations between potential confounding variables,
i.e., background characteristics (sex, age category, ADL
level, education level, and marital status) and the different
measures of mental ill-health, as well as age at abuse. No
significant association was found in the analyses includ-
ing educational level and that variable was therefore
excluded from further analyses. Thereafter four different
multivariate logistic regression analyses were performed,
using the different measures of mental ill-health as
dependent variables and age at abuse as well as sex, age,
ADL status, and marital status as independent variables.
For all logistic regression models, area under the ROC
curve was used to assess the models’ goodness-of-fit.

Results

Figure 1 presents a flowchart for the recruitment of par-
ticipants. During the inclusion period, 668 older patients
were treated at the clinic. 224 were excluded due to insuf-
ficient physical (n=85), cognitive (n=118), or linguis-
tic (n=21) capacity to participate, leaving 444 eligible
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444 eligible for inclusion

138 were never asked

_| - time constraints (n=58)

v

7| - weekend admissions (n=43)

306 approached

- moved to another department (n=37)

A4

115 declined to participate

191 accepted

10 excluded after inclusion

| - confusion during interview (n=4)

|

| - informed consent missing (n=4)

46 declined interview after
completing the screening
instrument, or were 135 interviewed
discharged before
interview could take place

- did not fill out screening instrument (n=2)

Fig. 1 Derivation of the analytical sample from the hospital clinic (n=135)

Table 1 Prevalence of life-course victimization and elder abuse

(n=135)

N %
Life-course victimization
No abuse 80 593
Any life-course victimization 55 40.7
Elder abuse
No elder abuse 111 822
Elder abuse (age > 65) 24 17.8
Age at abuse
No abusive experiences 80 593
Abuse only <age 65 31 230
Abuse only > age 65 10 74
Abuse both <and >age 65 14 104

participants who met the inclusion and exclusion criteria.
However, 138 were not asked to participate for organi-
zational reasons, as specified in Fig. 1. Altogether, 306
patients were approached, 191 accepted, and 135 patients
were interviewed and hence included in the study (par-
ticipant rate 44%, n =135/306).

Aim 1. Prevalence of elder abuse and life-course
victimization

Altogether, 55 (40.7%) of the participants reported
some form of abusive experience during their life course
(Table 1). Elder abuse was reported by 24 older adults
(17.8%) and 14 participants (58.3% of elder abuse victims,
10.4% of the entire sample) reported abusive experiences
both before and after the age of 65.

Aim 2. Background factors associated with reporting elder
abuse

The background characteristics of the sample are pre-
sented in Table 2. Neither sex, age, ADL status, edu-
cation, nor marital status were associated with elder
abuse. Only abuse before 65 years was associated with
increased odds of reporting elder abuse (OR=5.4; 95%
CI 1.9-15.7) (Table 2).

Aim 3. Association between life course experiences

of abuse and mental ill-health

As can be seen in Table 3, reporting only elder abuse or
only abuse before 65 years was not significantly associ-
ated with any of the mental-health outcomes. However,
reporting abuse both before and after 65 years of age
was associated with a PHQ-9 score > 10 (OR =10.4 95%
CI 2.1-51.0), anti-depressant medications (OR=6.6
95% CI 1.1-39.2), and reporting >9 symptom diagno-
ses (OR=4.0, 95% CI 1.0-16.1). Having a depression
or anxiety diagnosis was not significantly associated
with any life-course victimization. Female sex was sig-
nificantly associated with depression or anxiety diag-
nosis (OR 3.0 95% CI 1.1-8.7), and ADL level was
significantly associated with anti-depressant medica-
tion (B-ADL: OR 7.8 95% CI 1.3-47.0) as well as hav-
ing>9 symptom diagnoses (B-ADL: OR 5.9 95% CI
1.6-21.2, I-ADL: OR 3.7 95% CI 1.2-11.0) Also, being
married was significantly associated with having a
result > 10 on PHQ-9 (OR 3.2 95% CI 1.0-9.9).
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Table 2 Background characteristics of the total sample, elder abuse victims, and factors associated with elder abuse (n=135)

Total sample

Elder abuse victims (n=24) 0Odds of reporting elder

(n=135) abuse

n % n % OR 95% Cl
Sex
Men 62 459 9 375 1
Women 73 54.1 15 62.5 1.0 0.3-2.8
Age
65-74 31 23.1 6 26.1 1
75-84 55 41.0 7 304 0.7 0.2-25
>85 48 358 10 435 13 0.3-5.1
ADL level
No help 62 46.6 8 333 1
I-ADL 46 346 10 41.7 1.9 06-6.3
B-ADL 25 18.8 6 250 1.6 04-6.2
Education level
<9years 75 56.4 1 458 1
10-12 years 27 203 7 29.2 1.8 0.5-5.9
>13 years 31 233 6 250 13 04-4.2
Marital status
Non-married 67 49.6 13 54.2 1
Married 68 504 11 458 06 02-18
Abuse <age 65
No 90 66.7 10 41.7 1
Yes 45 333 14 583 5.4%* 1.9-15.7
OR Odds ratio, C/ Confidence interval. Missing cases in regression analysis n=>5 (3.7%). Area under the ROC: 0.75 (95% Cl 0.64-0.86)
" =p<0.01
Model fit Prevalence of elder abuse

The values for area under the ROC curve for each logis-
tic regression model are presented in Tables 2-3 and
were found to range between 0.73 and 0.81. Hosmer and
Lemeshow suggest that values between 0.7 and 0.8 are
acceptable, while 0.8—0.9 is excellent [47], and the fit for
all models was hence deemed to be satisfactory.

Discussion

This study investigated the prevalence of elder abuse in
a hospitalized population, and we found that one in six
older adults had been subjected to elder abuse. Of those,
a majority had also been subjected to abuse before the
age of 65, and earlier life abuse was the only background
factor significantly associated with subsequent elder
abuse. Reporting victimization both before and after the
age of 65 was associated with poor mental-health out-
comes, while no association was found between mental
ill-health and reporting only elder abuse or only earlier in
life abuse. Altogether, our findings underline the impor-
tance of a life-course perspective in research on elder
abuse.

The prevalence of elder abuse in this hospitalized popu-
lation was 18%. Hospital wards are a relatively unex-
plored setting for investigating elder abuse prevalence.
There is one example of a study from India, which used
a self-report measure and estimated a prevalence of 16%,
which is similar to our findings [21]. Our reported preva-
lence is slightly higher compared to the 10%-15% often
reported in community samples [5, 48, 49]. Hospitalized
older adults often have risk factors for elder abuse such
as high dependence on others for their daily living, and
hence one could have expected an even higher preva-
lence compared to community samples. Why this was
not the case could possibly be explained by a Neyman
bias, whereby those who were most affected by disease
were not included. Elder abuse has previously been asso-
ciated with functional dependency as well as cognitive
impairment. In this study, however, older adults who did
not have the physical, cognitive, or linguistic capacity to
fill out the REAGERA-S and participate in the interview
were excluded. During the study period, 224 older adults
(34%) admitted to the clinic were excluded for these
reasons. It is plausible that the prevalence rate would
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Table 3 Multivariate logistic regression models for associations between abuse during the life course and mental ill-health (n=135)

PHQ-9>10 Depression or Anti-depressant >9 symptom
anxiety medication diagnoses
n OR 95% Cl OR 95% Cl OR 95% Cl OR 95% Cl

Age at abuse

No abusive experiences 80 1 1 1 1

Abuse only <age 65 31 1.9 0.6-6.1 22 0.7-6.5 33 0.8-144 0.8 0.3-25

Abuse only >age 65 10 0.9 0.1-10.1 1.0 0.1-9.3 36 0.3-44.0 0.5 0.0-44

Abuse both <and >age 65 14 10.4%% 2.1-510 28 0.7-114 6.6% 1.1-39.2 4.0% 1.0-16.1
Sex

Male 62 1 1 1 1

Female 73 0.6 0.2-17 3.0% 1.1-8.7 32 0.7-14.1 3.2% 1.2-8.7
Age

65-74 31 1 1 1 1

75-84 55 1.7 04-6.7 0.5 02-16 14 0.3-69 1.0 0.3-3.1

>85 48 23 0.5-10.2 0.5 0.1-2.0 0.5 0.1-3.1 0.8 0.2-29
ADL level

No help 62 1 1 1 1

I-ADL 46 20 0.6-6.7 0.8 03-26 38 0.8-173 3.7% 1.2-110

B-ADL 25 1.1 0.3-49 24 0.7-8.5 7.8* 1.3-47.0 5.9%* 1.6-21.2
Marital status

Non-married 67 1 1 1 1

Married 68 3.2% 1.0-9.9 09 04-25 24 0.6-9.0 19 0.7-5.0

Area under the ROC for each respective model: PHQ-9: 0.78 (95% Cl 0.68-0.88); Depression or anxiety diagnoses 0.73 (95% Cl 0.62-0.83); Anti-depressant medication
0.81 (95% C1 0.71-0.92); Symptom diagnoses 0.76 (95% Cl 0.67-0.86). Missing cases PHQ-9 =31; Depression or anxiety diagnoses = 15; Anti-depressant medication

n=16; Symptom diagnoses n=12

OR Odds ratio, 95% Cl 95% confidence interval, I-ADL need for support for instrumental ADL, B-ADL need for support for basic ADL

" —p<0.05,
- =p<0.01

have been higher if those older adults could have been
included in the study. However, to include older adults
with, e.g., cognitive impairment would require another
study methodology.

It should also be noted that a prevalence of 10-15% in
community samples often refers to victimization in the
past year. In this study, we defined elder abuse as one or
more abusive experiences after the age of 65. This defi-
nition is likely to lead to a higher prevalence compared
to only past-year prevalence. Also, in meta-analyses
and reviews on elder abuse, there is a great variation in
estimated prevalence, even if data is limited to the past
12 months [5]. This could be a symptom of the methodo-
logical challenges in violence research, including elder
abuse, where differences in definitions, operationaliza-
tions, and settings have a strong impact on the reported
prevalence [10, 11, 50]. To be able to make comparisons
between different populations, studies using the same
methodology need to be carried out in different set-
tings. However, our findings confirm that experiences of
elder abuse are common among older adult hospitalized
patients in Sweden.

The fact that victimization data was collected using a
semi-structured qualitative interview rather than a ques-
tionnaire or structured interview could have affected the
results in several ways. There was a dropout, whereby one
in four who completed the instrument declined to par-
ticipate in the interview. When validating the REAGERA-
S, the non-interviewed group reported somewhat less
abuse than the interviewed group [38]. This corresponds
with previous research on non-response bias, where
individuals who are not exposed are less inclined to par-
ticipate in a study regarding the subject [51]. With this
rationale, there might be a slight overestimation of prev-
alence in our results, due to the dropout rate. However,
there should be a greater degree of certainty in the data,
as the answers were validated against the participants in
the interview, and misconceptions regarding questions
could be clarified directly. It was also possible to address
the challenge of defining abuse in the interviews. What
constitutes an abusive experience must be defined partly
by the victim, and the cultural norms and circumstances
surrounding the abusive experience must be considered.
As presented in the methods, this issue was handled
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systematically via discussions in the research group prior
to classification.

Background factors associated with elder abuse

Regarding predictors of elder abuse, previous studies
have found divergent results concerning the associations
between elder abuse and sex, age, and marital status,
although a consistent association between elder abuse
and functional dependency is reported [15, 16, 52]. It
was hence unexpected that we did not find a significant
association between reporting elder abuse and ADL sta-
tus. This could potentially be explained by the rather
low sample size, increasing the risk of a false negative.
Hence, the lack of association with all background factors
should be interpreted with some caution. However, we
found that earlier life abuse increases the odds of report-
ing elder abuse, which is in line with previous research
[15, 24, 26], and further underlines the importance of a
life-course perspective in research on elder abuse. From
a cumulative inequality perspective, it would have been
interesting to differentiate the effect on subsequent elder
abuse between earlier childhood abuse and other types
of abuse, for example intimate partner violence and
community violence. Cumulative inequality theory spe-
cifically states that childhood experiences play a special
role in the development of a person’s life trajectory, and
hence it would have been valuable to know whether it
was uniquely childhood abuse that increased the odds of
reporting elder abuse or whether previous adult victimi-
zation was also relevant. One Canadian study managed
to make this differentiation, and found that only child-
hood abuse retained its effects after adjusting for other
background variables [24]. This suggests that childhood
abuse could, as cumulative inequality theory states, have
a specific effect on vulnerability to elder abuse.

Life-course victimization and mental ill-health

When exploring associations between abuse and men-
tal ill-health, we found that only those reporting abu-
sive experiences both before and after the age of 65 had
increased odds of poor mental health. The associations
were similar for all four outcomes, but were not signifi-
cant in terms of having an anxiety or depression diag-
nosis. This indicates that a negative life trajectory with
experiences of abuse earlier in life as well as in later life
has the strongest impact on mental health. The differ-
ence in mental ill-health may also be attributed to the
fact that all cases in that category were polyvictims, i.e.,
were victimized on several occasions or by several per-
petrators. Polyvictimization has previously been reported
to be associated with greater ill-health than any single
victimization among older adults [37], and in this par-
ticular sample previous experiences of abuse were found

Page 8 of 11

to influence both the experience of elder abuse and how
it was managed [39, 40]. It is therefore unfortunate that
many studies on elder abuse focus on past-year expo-
sure, and that polyvictimization is not further explored.
Our finding that only the combination of victimization
earlier in life and elder abuse was associated with men-
tal ill-health indicates that there is a risk of disregarding
substantial information when taking a narrow time per-
spective in the field of elder abuse. If only past-year vic-
timization is considered, the association between abuse
and mental ill-health may be misinterpreted, i.e., overes-
timated or underestimated due to disregarding previous
life-course experiences of abuse.

As this was a cross-sectional study, causality cannot
be assessed. The association between victimization and
ill-health is complex, and the relationships may be bidi-
rectional. Previously, childhood victimization has been
found to be associated with ill-health in middle age,
which in turn was associated with elder abuse [32]. There
is also a well-established association between childhood
abuse and adult intimate partner violence, and child-
hood victimization has been linked to later life mental ill-
health [28, 53]. A few longitudinal studies have also been
conducted in which abusive experiences in later life are
concluded to be a risk factor for later mental ill-health,
such as anxiety symptoms and major depression [4, 54].
Altogether, this supports the cumulative inequality the-
ory, stipulating that abuse and ill-health aggravate each
other throughout the life course.

Clinical implications

Our finding that one in six patients had experienced
elder abuse and the association found between life-
course victimization and mental ill-health indicate that
abusive experiences are important to consider in health
care encounters. Previous studies have found that abusive
experiences often go unnoticed in Swedish health care,
and that many health care providers have never spoken
to older patients about abuse [20, 55]. Hence, there is a
need to increase the detection of elder abuse and ear-
lier life experiences of abuse to improve the care given
to older adults. One potential way forward could be to
increase the use of screening instruments for detecting
elder abuse, such as the REAGERA-S which also uses a
life-course perspective [38].

Limitations

One major limitation of this study was the rather small
study sample, which was a consequence of using data
previously collected for another purpose. Hence, the lack
of significant associations between background char-
acteristics and elder abuse (Table 2), as well as between
some of the background characteristics and reporting
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the different forms of mental ill-health (Table 3), should
be interpreted with caution. Also, because of the rather
small sample size, all estimates come with wide con-
fidence intervals and the odds ratios are less precise.
However, despite the rather low number of participants,
previous victimization was associated with elder abuse,
and experiences of victimization both before and after
65 years were associated with different forms of ill-
health. This finding indicates that a life-course perspec-
tive in research on elder abuse is important.

Data was only collected from internal medicine and
geriatric wards, which limits the generalizability of the
results. The prevalence rate might have been differ-
ent had we also included patients from other settings,
such as orthopedics or surgery. Also, as shown in Fig. 1,
38% (n=115) of those asked to participate in the study
(n=306) declined and 24% (n=46) of those who com-
pleted the first step by answering REAGERA-S (n=191)
did not participate in the interview. The total participa-
tion rate was 44% (n=135/306), which is a limitation
in terms of generalizability but is in line with previous
research, e.g., a survey about elder abuse conducted in
seven European countries, including Sweden, where the
reported response rate was 45% [9]. Likewise, an over-
view of studies about intimate partner violence con-
ducted in Sweden reported response rates in included
studies ranging from 35 to 64% [50].

As previously mentioned, this was a cross-sectional
study, and hence causality between background charac-
teristics, abusive experiences, and mental health cannot
be assessed. It should also be noted that the used meas-
ures of mental ill-health have some limitations. Diag-
noses and medications do not necessarily mirror either
the respondents’ level of suffering or their quality of life,
and it would have been interesting to include measures
of such aspects. Also, we did not consider protective fac-
tors for abuse or ill-health. Many previous studies on
the relationship between victimization and mental ill-
health highlight the impact and mediating effect of social
support [4, 37], which we did not examine. Nor did we
consider potential risk factors for elder abuse at societal
level, such as family norms or organization of health care.
For example, ageism is a factor at societal level which
has been suggested as a risk factor for elder abuse that is
rarely considered in studies [56, 57]. Future studies could
consider this factor by measuring the effect of individual
experiences of ageism, or ageist patterns in the older
adult’s environment.

Conclusions

We found that one in six older hospitalized patients had
experiences of elder abuse, that earlier in life abuse was
associated with elder abuse, and that the combination
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of earlier in life abuse and elder abuse was associated
with mental ill-health. These findings indicate that a
life-course perspective is important in research on
elder abuse, as well as in clinical practice. The high
prevalence of elder abuse among older hospitalized
patients found in this study highlights that identifying
and caring for victims of abuse should be a priority in
hospital care of older adults.
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