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Case	
An 85-year-old right-handed woman who 
recently had been diagnosed with mild 
cognitive impairment arrived at the ED 
via emergency medical services (EMS) for 
evaluation of a reported fall. She was ac-
companied by her daughter, who resided 
with the patient and was her primary 
caregiver. The patient stated that she had 
tripped on a wet rug in the bathroom of her 
home, striking her head and face on the 
edge of the sink without losing conscious-
ness. Her daughter reported that she was 
not assisting her mother when the fall oc-
curred, but had witnessed the fall from the 
hallway and called EMS. At the patient’s 
home, EMS found the patient to be alert, 
oriented, and ambulatory with normal vital 
signs that remained stable throughout pre-
hospital transport.

The remainder of the patient’s history 
was provided almost entirely by her daugh-
ter, who constantly interrupted her mother 
whenever she attempted to directly answer a 
question or provide information. On physi-
cal examination, the patient had bilateral 
tenderness, edema, and periorbital ecchy-
moses, and a left eye that was nearly swollen 
shut. Extraocular movements were normal, 

visual acuity was intact, and sclerae were 
noninjected. The patient had tenderness 
over both maxillary sinuses, and edema 
and ecchymosis of her left cheek. There was 
also tenderness, ecchymoses, and edema on 
the lateral aspects of both forearms, and de-
creased range of motion of her right lower 
arm and wrist. With the exception of the 
patient not knowing the date during the ori-
entation part of the thorough neurological 
examination, the remainder of the physical 
examination was unremarkable.

Radiological evaluation found no evi-
dence of traumatic brain injury, but did 
reveal an acute fracture of the left zygo-
matic arch, an acute displaced nasal bone 
fracture, an age-indeterminate fracture of 
the right zygomatic arch, and an acute right 
ulnar fracture. Considering all of these 
findings, particularly the pattern of acute 
injuries, the emergency physician (EP) con-
sidered elder abuse as the possible etiology 
of the patient’s acute and chronic injuries. 

Although the patient had initially agreed 
with her daughter’s description of the 
events—including her claim that she had 
fallen—when the EP questioned the patient 
alone, she related a history of frequent ver-
bal and less frequent physical abuse by her 
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An ED visit may offer the only opportunity to identify 
victims of elder abuse. Addressing elder mistreatment 
may dramatically improve quality of life or save the 
lives of these vulnerable patients.
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daughter. The patient further noted that 
immediately before sustaining the injuries 
that brought her to the ED, her daughter had 
been insisting that she sign documents to 
give her control of her banking and finances. 
After refusing to sign the papers, the patient 
said that she and her daughter got into an ar-
gument, which she noted “they tended to do 
frequently.” The patient admitted that dur-
ing this argument, her daughter struck her 
in the face repeatedly with the cane that the 
daughter had grabbed with her right hand. 

The EP admitted the patient to the hos-
pital for management of her orthopedic 
injuries and related pain, and to formulate 
a safe discharge plan. During admission, 
additional diagnostic testing revealed mul-
tiple old rib fractures, anemia, and a low-
serum albumin, which suggested poor nu-
tritional status.

Epidemiology 
The term elder abuse refers to harm or the 
risk of harm to an older adult from either 
action or negligence committed by some-
one in a relationship of trust, or when a 
victim has been targeted because of age or 
disability. Elder abuse encompasses physi-
cal, sexual, or psychological abuse, ne-
glect, and financial exploitation.1-5 Identi-
fied victims of elder abuse typically suffer 
from multiple forms of abuse.1-5

At present, elder abuse annually affects 
5% to 10% of community-dwelling older 
adults,1-6 and nursing-home residents are 
at increased risk of abuse.7-10 Poor medical 
outcomes, including depression and de-
mentia,11 and much higher mortality6,12,13 
have been linked to victims of elder abuse.

Etiology
When treating older adults, it is critically 
important for EPs and the ED staff to consid-
er and identify elder abuse in the differential 
diagnosis.14,15 Presently, only an estimated 
1 in 24 cases of abuse is recognized and re-
ported to the authorities,2 and much of the 
subsequent morbidity and mortality of elder 
abuse results from poor detection. A visit to 

the ED for an acute injury or illness may be 
the only time socially isolated older adults 
leave their homes.15-17 Additionally, the ED 
setting is uniquely suited to identify mis-
treatment, as a patient typically may be eval-
uated for several hours by providers from 
multiple disciplines who are able to observe, 
interact with, and examine the patient.15 The 
ED already exercises a similar essential role 
in the identification and initial intervention 
for both child abuse18,19 and intimate partner 
violence among younger adults.20,21 

Recognition 
Unfortunately, at present, ED providers 
rarely recognize and report elder abuse.22-24 
Though the reasons for this are not entirely 
understood, inadequate training, lack of 
time and space to conduct complete evalu-
ations, reluctance to become involved with 
the legal system, and challenges to distin-
guishing intentional from unintentional 
injuries may be contributing factors.24,25 
A focus on improving EP and ED staff ap-
proaches to elder abuse is relevant and time-
ly given the growing elderly population.

Risk Factors 
When evaluating elderly patients, provid-
ers should consider research suggesting 
that some older adults may be at particu-
larly high risk for abuse.4,26-29 Notably, in-
dividuals who have cognitive impairment 
are more likely to be victims of abuse.30-32 
Health-related demographic characteristics 
such as poor physical and mental health, 
substance abuse, low income/socioeco-
nomic status, and social isolation all may 
increase the potential for mistreatment. 

Family History
Similar to situations resulting in intimate 
partner violence, a family history of abuse 
and exposure to traumatic events may in-
crease risk, and those responsible for elder 
abuse often turn out to be spouses, roman-
tic partners, or an adult child living with 
the elderly parent—though paid caregivers 
also can be abusive. 
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	 Suspicion of abuse should be increased 
when individuals in caregiving roles have 
a history or show signs of mental illness, 
substance abuse, financial dependence on 
the victim, or caregiver stress. Considering 
that a caregiver may be overwhelmed is 
particularly relevant when an elderly pa-
tient exhibits behavioral issues.  

Medical History
Obtaining a clear and thorough medical 
history from the patient and caregiver, 
both together and alone, is paramount to 
assessing the potential for abuse. Many in-
dicators from the history may suggest the 
possibility of mistreatment (Table 1)33-37 
and although challenging in a busy ED, a 
comprehensive head-to-toe examination is 
crucial to adequately assess abuse. Suspi-
cious physical findings and injury patterns 
of physical abuse, sexual abuse, and ne-
glect are listed in Table 2.33-37 Ongoing re-
search is aimed at improving ED providers’ 
ability to differentiate accidental injuries, 
such as fall injuries, from injuries caused 
by physical elder abuse. 

Injury Patterns
Preliminary studies have indicated that 
physical abuse injuries most commonly 

occur on the head, neck, and upper ex-
tremities.38,39 A study comparing abuse vic-
tims to accidental injury sufferers found 
that abuse victims often had large bruises 
(>5 cm) on the face, lateral right arm, or 
posterior torso.40 Preliminary results from 
a study in progress suggest that injuries to 
the left periorbital area, neck, and ulnar 
forearm may be much more common in 
abuse than in accident. 

Imaging Studies
Emergency radiologists are contributing 
additional concerning findings indicative 
of elder abuse,38,41,42 such as the concomi-
tant presence of old and new fractures, 
high-energy fractures inconsistent with the 
purported mechanism, and distal ulnar di-
aphyseal fractures.41,42 The ultimate goal is 
to identify pathognomonic injury patterns 
similar to those found in child abuse cases, 
to assist ED providers.

Laboratory Studies
Although there are no laboratory tests to de-
finitively identify abuse or neglect, specific 
findings that may indicate abuse include 
anemia, dehydration, malnutrition, hypo-
thermia/hyperthermia, and rhabdomyoly-
sis.43 In addition, inappropriately high- or 

Table 1. Indicators of Possible Elder Abuse or Mistreatment33-37 

Descriptions of poor living conditions by emergency medical services or others 
Unexplained injuries 
Past history of frequent injuries 
Delay between onset of medical illness or injury and seeking of medical attention 
Recurrent visits to the ED for similar injuries
Use of multiple physicians and EDs for care rather than one primary care physician (“doctor hopping” or “doctor shopping”)
Noncompliance with medications, appointments, or physician directions 
Reluctance of the patient or caregiver to answer questions 
Strained patient-caregiver interactions 
Inconsistencies between the patient’s and caregiver’s histories of injury mechanism 
An elderly patient who is referred to as “accident-prone”
A caregiver who is not able to provide details of the patient’s medical history or routine medications
A caregiver who answers the questions for the patient
Abandonment of the patient in the ED by the caregiver
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low-medication levels and the presence of 
illicit drugs, which are not often checked 
in elderly patients in the ED, may be a sign 
of abuse.43 

Laboratory studies that reveal unde-
tectable levels of a patient’s prescription 
medications may indicate a caregiver’s 
intentional or neglectful withholding of 
such medications—especially diversion of 
opioid medications prescribed for painful 
conditions.43 Likewise, elevated levels of 
prescribed drugs may point to intentional 
or unintentional overdose, whereas the 
presence of nonprescribed drugs or toxins 
may suggest poisoning.43 

Screening Tools 
To improve identification of elder abuse 
in the ED, universal or targeted screening 
tools are under consideration. Though sev-
eral screening tools for elder abuse are al-
ready available, none have been validated 

in the ED.15,44,45 Research sponsored by the 
National Institute of Justice to identify an 
ED-specific screening tool is ongoing.15 

Elder Abuse Suspicion Index
The Elder Abuse Suspicion Index (EASI) 
is a short screening tool that has been vali-
dated for cognitively intact patients being 
treated in family practice and ambulatory 
care settings, and may be used in EDs.44 

The tool comprises six questions: five for 
patient response, and a sixth question for 
clinician response. This tool is available 
at  http://www.nicenet.ca/tools-easi-elder-
abuse-suspicion-index.46

Interventional Measures
When elder mistreatment is suspected or 
confirmed, health care providers must first 
address any acute medical, traumatic, or 
psychological issues. Bleeding, orthopedic 
injuries, metabolic abnormalities, infec-

Table 2. Signs of Elder Abuse33-37 

Signs of Physical Abuse

Bruising in atypical locations (not over bony prominences/on lateral arms, back, face, ears, or neck) 

Patterned injuries (bite marks, or injuries consistent with the shape of a belt buckle, fingertip, or other object) 

Wrist or ankle lesions or scars (suggesting inappropriate restraint) 

Burns (particularly stocking/glove pattern suggesting forced immersion or cigarette pattern) 

Concomitant fractures or bruises of different ages 

Traumatic alopecia or scalp hematomas

Subconjunctival, vitreous, or retinal ophthalmic hemorrhages

Intraoral soft tissue injuries

Signs of Sexual Abuse

Genital, rectal, or oral trauma (including erythema, bruising, lacerations)

Evidence of sexually transmitted disease

Signs of Neglect

Cachexia/malnutrition 

Dehydration

Pressure sores/decubitus ulcers 

Poor body hygiene, unchanged diaper

Dirty, severely worn clothing

Elongated toenails 

Poor oral hygiene
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tions, and agitation must be treated and/or 
stabilized, while neglected or inappropri-
ately managed chronic medical conditions 
may require treatment.

Hospitalization should be considered 
for an older adult who needs extended 
treatment or observation and, in cases of 
immediate or continued danger of abuse, 
separation from contact with the suspect-
ed abuser. These measures present several 
challenges, particularly if the suspected 
abuser is the patient’s health care proxy, in 
which case early involvement of the hos-
pital’s legal department, social services, 
and administration may be necessary—
especially in navigating the guardianship 
process. 

Engaging security also may be neces-
sary if the patient requires one-to-one pa-
tient watch or when the perpetrator must 
be removed from the ED. Social workers, 
patient services representatives, and law 
enforcement officials should be informed 
when such intervention is necessary. 

In instances when a patient is not at risk 
of immediate harm, interventions can be 
more individualized. Coordination with 
primary care physicians (PCPs) must also 
be facilitated prior to discharge, to ensure 
consistent longitudinal follow-up care, 
and social workers should provide any 
needed out-of-hospital resources to the 
patient—and caregiver—such as Meals-on-
Wheels, medical transportation services, 
adult day care/senior center participation, 
and substance abuse treatment.

Patient Decision-Making Capacity
When a patient experiencing abuse de-
clines interventions or services, the EP 
must evaluate the patient’s decision- 
making capacity. In unclear cases, a psychi-
atric evaluation can help to assess decision-
making capacity. If the victim is deemed to 
have capacity with regard to care and/or 
discharge, the patient’s choice of returning 
to an unsafe environment must be respect-
ed, as is true in instances of intimate part-
ner violence among younger adults—but 

not in child abuse cases. In such situations, 
the EP should nevertheless discuss safety 
planning, offer psychoeducation about vio-
lence and abuse, suggest appropriate com-
munity referrals, and encourage abused 
patients to return or call a contact person 
whenever they desire or feel the need to 
talk further. For a victim who is deemed 
not to possess capacity, providers should 
proceed with treatment considered to be in 
the best interest of the patient.  

Reporting Abuse
Emergency department providers should 
notify the appropriate authorities when 
elder abuse is suspected or identified. A 
report may be made to the local Adult Pro-
tective Services (APS), but this agency op-
erates much differently than Child Protec-
tive Services. Case workers with APS will 
not open a case while a patient is in the ED 
or hospital, as it is deemed a safe environ-
ment and any investigation they undertake 
will only commence upon discharge. Be-
cause of this, contacting the local police 
department prior to discharge should be 
considered. 
	 Mandatory elder abuse-reporting laws 
vary from state to state. Health care provid-
ers should therefore contact their respec-
tive state or city department of health to 
obtain local legislation.   

Multidisciplinary Approach
Ideally, a multidisciplinary, ED-based in-
tervention team modeled on child abuse 
teams18,19 would help to optimize treat-
ment and ensure the safety and treatment 
of vulnerable older adults. These teams 
could conduct thorough medical, forensic, 
and social work assessments, allowing ED 
providers to attend to other patients. The 
team could also assist in arranging for ap-
propriate and safe dispositions. An inno-
vative Vulnerable Elder Protection Team 
was recently launched at New York-Pres-
byterian Weill Cornell Medical Center to 
provide these services, and its impact is 
currently being evaluated. 
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Case Conclusion 
The EP who treated the patient realized 
that blows from a blunt object held by a 
right-handed person would tend to land on 
the left side of the victim’s face and upper 
torso, and that a right-handed victim who 
successfully blocked the blows intended 
for her face would instead sustain an iso-
lated right ulna or radius midshaft fracture. 
These findings, together with the concomi-
tant presence of both old and new fractures, 
led the EP to question the patient alone and, 
after obtaining a different history of the 
events that led to the injuries, admit her for 
further evaluation, treatment, and interven-
tions to prevent continuing abuse. 

Summary
Elder abuse has the potential to affect an 
increasing number of older adults in this 
growing population, and an ED visit may 
offer the only opportunity to identify vic-
tims and provide intervention, in turn 
reducing morbidity and mortality. The re-
sults of ongoing research will improve the 
ability of EPs and ED staff to accurately as-
sess the presence or risk of elder abuse and 
respond more effectively. It is essential 
that EPs always consider elder abuse and 
neglect as a possible etiology when evalu-
ating injuries in this population. More-
over, when identified, addressing elder 
mistreatment may dramatically improve 
quality of life or save the lives of these  
vulnerable patients. 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