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The Impact of Elder Abuse  
on a Growing Senior Veteran 

Population
Lidia Vognar, MD; David Dosa, MD, MPH; and Laura Taylor, LSCSW

The VHA addresses the growing national health emergency by increasing awareness,  
education, prevention, and research on elder abuse.  

E
lder abuse represents a mount-
ing and alarming national 
health problem that is likely to 
continue to grow as the older 

adult population in the U.S. increases 
from 35 to 72 million by 2030.1 
Elder abuse was first described in 
the 1970s with colloquialisms such 
as “granny battering” or “elder  
mistreatment.”2 

The National Research Council 
defines elder abuse as “intentional 
actions that cause harm or a serious 
risk of harm to an older adult by a 
caregiver or other person who stands 
in a trust relationship to the elder, or 
failure by a caregiver to satisfy the 
elders’ basic needs or to protect the 
elder from harm.”3 Elder abuse can 
further be differentiated into 6 types 
of abuse: physical, emotional, sexual, 
financial, neglect, and self-neglect 
(Table).

According to a National Research 
Council panel, an estimated 1 to  
2 million Americans aged ≥ 65 years 
have been injured, exploited, or oth-
erwise mistreated by someone on 
whom they depend on for care or 

protection.4 For each reported case 
of elder abuse, 5 more cases go unre-
ported.5 Neglect is the most common 
type of abuse, followed closely by fi-
nancial exploitation. Studies suggest 
that those aged > 80 years are 2 to  
3 times more at risk for being abused 
compared with individuals aged be-
tween 65 and 80 years.5 Ninety per-
cent of elder abuse occurs at the 
hands of perpetrators known to the 
victim, including 33% by adult chil-
dren, 22% by other family members, 
and 11% by spouses or intimate part-
ners.5 More than half, or 53%, of al-
leged perpetrators of elder abuse are 
female, and older women are 2 times 
more likely than men to be abused.6 
Nevertheless, it should be noted that 
one-third of all cases of abuse occur 
to men, which contradicts myths that 
they are seldom at risk.

Recent data show that elder 
abuse also is detrimental to social, 
law, and health systems.7 Victims of 
elder abuse have decreased access 
to support systems and fewer physi-
cal, psychological, and economic 
reserves.7 As a result, the impact of 

a single incidence of elder abuse is 
magnified: Victims have a higher   
10-year mortality and morbidity than 
that of older adults who have not 
been abused, they have significantly 
higher emergency department (ED) 
utilization and higher hospitaliza-
tion rates, and they face an increased 
risk for institutionalization.7,8 Eco-
nomic estimates suggest that cases of 
elder abuse contribute to more than  
$5.3 billion to the annual health care 
expenditure in the U.S.9

 

On the micro level, a busy clini-
cian who sees between 20 to 40 pa-
tients daily could encounter at least  
1 victim of elder abuse per day.10 
Nevertheless, a national Adult Pro-
tective Services (APS) survey recently 
suggested that health care profes-
sionals (HCPs) were responsible for 
submitting 11.1% of all elder abuse 
reports—with physicians account-
ing for only 1% of reported cases.7 
Several factors may help explain the 
reasons that so few physicians re-
port elder abuse, including a lack of 
sufficient knowledge on elder abuse 
definitions, types, risk factors, signs 
and symptoms; a misunderstanding 
of the reporting process; or an un-
willingness to get involved. A 2005 
survey of almost 400 family and in-
ternal medicine physicians showed 
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that 63% had never asked their  
patients about elder abuse, 98% said 
there should be more education on 
elder abuse, and 80% felt they had 
not been trained to diagnose elder 
abuse.11

ELDER ABUSE LEGISLATION
The Elder Justice Act was enacted 
as part of the Patient Protection 
and Affordable Care Act in March 
2010 and marked the first piece of 
federal legislation passed to autho-
rize federal funds to address elder 

abuse, neglect, and exploitation. An 
Elder Justice Coordinating Coun-
sel and an advisory board were es-
tablished as national leadership in 
the HHS. Under this leadership and 
support of HHS Assistant Secretary 
for Aging Kathy Greenlee, an Elder 
Justice Interagency Working Group 
(EJWG) was formed in 2012 to fur-
ther explore the national problem 
of elder abuse, neglect, and exploi-
tation. The EJWG developed an 
elder abuse roadmap to provide a 
detailed, practical guide for teams, 

communities, states, and national 
entities, fostering a coordinated ap-
proach to reduce elder abuse, ne-
glect, and exploitation.12 

The roadmap includes initiatives 
such as the development of an inter-
active, online curriculum for legal 
aid and civil attorneys to identify 
and respond to elder abuse, what 
lawyers need to know about elder 
abuse by the Department of Justice, 
and the development of a voluntary 
national APS data system to collect 
national data on elder abuse by the 
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Table. Types of Elder Abuse

Type of 
Abuse Definition Signs and Symptoms

Physical Inflicting, or threatening to inflict nonaccidental injury, 
assault, or inappropriate restraint

Bruises, most commonly > 5 cm of head, arms, back
Lacerations
Frequent falls
Multiple fractures without other explanation

Emotional Willful infliction of mental or emotional anguish by 
threat, humiliation, or other verbal or nonverbal conduct

Depression, anxiety
Suicidal ideation
Poor sense of self-worth
O bserved impatience, irritability, or demeaning behavior toward an 

older adult by caregiver

Sexual Any form of nonconsensual physical contact, including 
rape, molestation, or any sexual conduct with an  
unwilling older adult or one who does not meet capacity

Sexually transmitted diseases
Bruising, pain, itching, bleeding of genital area
Changes in personality, aggression

Financial Illegal taking, misuse, or concealment of funds, prop-
erty, or assets of an older adult without their consent

Evidence of misuse of assets
Inability to account for money/property to pay for essential care
Reports of demands for money or goods in exchange for services
Unexplained loss of Social Security/VA benefit/pension checks

Neglect Failure to fulfill a caretaking obligation: can be active, 
which is willful failure, and passive, which is nonwillful 
failure

Poor hygiene
Misuse of medication
Repeated hospital admissions
Malnutrition
Urine burns
Fecal impaction
Failure to respond to warning of obvious disease

Self-neglect Failure of older adult to perform essential self-care 
tasks including obtaining essential goods, clothing, 
shelter, medical care, maintaining general health and 
safety as well as managing financial affairs

Inattention to personal hygiene/ environment
Refusal of services intended to improve quality of life
S elf-endangerment: unsafe behaviors, persistent refusal for  

medical care
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HHS. Also there has been private  
stakeholder action by the Archstone 
Foundation/Keck School of Medi-
cine of the University of Southern  
California, which is developing a 
national training initiative, and the 
Harry and Jeannette Weinberg Center 
for Elder Abuse Prevention at the He-
brew Home at Riverdale in New York, 
which is working on the develop-
ment of emergency shelters for elder 
abuse victims.12 The 2015 White 
House Conference on Aging also has 
made elder justice one of its 4 tracks 
that aims to support the “dignity, 
independence, and quality of life of 
older Americans at a time when we’re 
seeing a huge surge in the number of 
older adults.”13

VHA RESPONSE TO ELDER ABUSE
The VHA is the largest  inte-
grated, federally funded health 
care system in the U.S.14 The 
VA census estimates that about  
13 million veterans and their sin-
gle surviving spouses are aged  
≥ 65 years, representing about one-
third of the total senior population 
and 45.3% of the total veteran pop-
ulation.15 This number is expected 
to rise as the 7 million Vietnam-era 
veterans age.15

A 2000 comparative analysis of 
health status and medical resource 
use showed that the VA patient 
population had poorer health status, 
more medical conditions, and higher 
medical resource utilization, includ-
ing more physician visits per year, 
more hospital admissions per year, 
and more days spent in the hospi-
tal per year compared with that of 
the general patient population.16 An-
other study determined that older 
veterans had higher rates of lifetime 
trauma exposure (85%) and post-
traumatic stress disorder symptom-
atology secondary to combat and 
war zone-related exposure (53%).17

Elderly veterans also may be 
eligible for a wide variety of VA 
benefits, such as disability compen-
sation and pension, which might 
place them at a higher risk for fi-
nancial exploitation.18 Additionally, 
VA programs such as Aid & At-
tendance or housebound benefits 
award additional monies to veterans 
who are eligible for or are receiv-
ing a VA pension.18 General knowl-
edge of this may negatively impact 
older veterans. A 2010 Government 
Accountability Office (GAO) re-
port revealed that guardians stole 
or otherwise improperly obtained  
$5.4 million in assets from 158 in-
capacitated victims, many of whom 
were older adults.19

From this composite, the veteran 
population is at particular risk for 
elder abuse due to high levels of 
physical and psychiatric vulnerabil-
ity, frailty, substance use, and care-
giver dependence.

VA Policy
Elder abuse in the VA health care 
system is governed by VA Directive 
2012-022: Reporting Cases of Abuse 
and Neglect, which states  that as 
a matter of policy, all VAMCs, VA 
outpatient clinics, vet centers, VA 
community living centers, home- 
based primary care, home- and 
community-based programs, state 
veterans homes, and community-
based outpatient clinics must 
comply with their state laws for re-
porting abuse and neglect. Specifi-
cally, relevant state statutes must 
be followed for the “identification, 
evaluation, treatment, referral, and/
or mandated reporting of possible 
victims of physical assault, rape or 
sexual molestation, abuse and/or 
neglect of elders, spouses, partners, 
and children.” Each VAMC direc-
tor is required to ensure that poli-
cies and procedures addressing the 

identification, evaluation, treatment, 
referral and mandatory reporting of 
abuse and/or neglect are in compli-
ance with the applicable state laws.

Under this policy, any VA HCP 
suspecting abuse, neglect, or exploita-
tion of an individual is responsible for 
providing an examination and treat-
ment to the veteran as well as making 
a report to the designated state agency 
and documenting confirmation of 
the report in the electronic health 
record of the veteran. VA HCPs are 
expected to make a referral for a com-
prehensive social work assessment 
conducted by a VA social worker 
that includes identification of prob-
lems and determination if the veteran 
needs to be removed from danger. 
Disposition planning is an integral 
part of this assessment and should 
include the possibility of provision 
of additional services for veterans 
and their caregivers and/or possible 
placement in an institutional setting. 
Likewise, care should be taken to 
avoid overdiagnosis or wrongful  
diagnosis.

In addition, the VA Social Work 
Program Office has implemented 
standardized national social work 
case management documentation 
requirements to be used by all VA 
social workers assigned within pa-
tient aligned care teams (PACTs) 
in Primary Care. Preliminary data 
captured by VA social workers who 
completed the national standardized 
electronic progress notes indicate 
there were about 3,700 veterans 
during fiscal year 2014 who were 
assessed by the social worker with 
a presenting issue of “Abuse and/or 
Neglect.” Further study is needed to 
better understand the demograph-
ics, psychosocial, and medical needs 
of this group.

VA Research and Elder Abuse
The prevalence of elder abuse 
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among veterans is not currently 
known. The 2010 GAO report 
stated that although it could not be 
determined whether allegations of 
abuse were widespread, hundreds 
of allegations of physical abuse, ne-
glect, and financial exploitation be-
tween 1990 and 2010 were noted.19 

A 2006 study that examined the 
prevalence, types, and interven-
tion outcomes of elder abuse cases 
among a sample of veterans noted 
that 5.4% of evaluated veterans had 
a case reported on their behalf.20 

Recent unpublished findings from 
chart reviews of all cases of elder 
abuse reported by the Providence 
and Durham VAMCs to their state’s 
respective APS agencies between 
2006 and 2012 showed 55 reported 
cases at the 2 institutions during 
the 7-year study period. Compared 
with national data on elder abuse 
prevalence, this finding suggests a 
significant underreporting of elder 
abuse within the VA health care sys-
tem. These findings are likely con-
cordant with the lack of reporting 
in the community. Nevertheless, VA 
research on elder abuse is scant and 
represents an important future re-
search priority. 

CONCLUSION
Elder abuse has long been a taboo 
topic. At present there is a sense of 
urgency to elevate elder abuse, ne-
glect, and exploitation as a national 
concern and a priority for HCPs 
both within the VA health care sys-
tem and community. Awareness of 
elder abuse and neglect needs to be 
highlighted in order for recognition 
and prompt intervention to follow. 
Interventions should include joint 
federal efforts to raise public aware-
ness of the signs of elder abuse, 
steps to take, and how to intervene 
as concerned citizen. Bridges need 
to be connected between health care 

systems and community resources, 
utilizing social media and educa-
tional interventions. There also is a 
need for parallel campaigns geared 
to HCPs to ensure that veterans are 
being screened and elder abuse, ne-
glect, and exploitation are being ap-
propriately diagnosed and victims 
cared for. 

Caregiver stress and burden also 
needs to be considered as elder 
abuse and neglect are not always 
intentional, and as we have seen 
with the research already done at 
the VA, most elder abuse cases can 
be resolved by swift recognition 
and timely addition of services in 
the home in lieu of institutionaliza-
tion. Discussions on elder abuse 
should not be feared. Rather, these 
conversations between citizens as 
well as HCPs and their clients can 
be viewed as a point of advocacy 
for older adults. More specifically, 
identification of elder abuse can 
be improved with the implementa-
tion of elder abuse screening tools 
and development of a new tool to 
help identify at-risk veterans before 
abuse even occurs. 

Prevention can be achieved with 
increased education to raise aware-
ness of elder abuse. Treatment of 
elder abuse should include the de-
velopment of a standard operating 
procedure on elder abuse, collabo-
ration between state and local offi-
cials, such as department of elderly 
affairs or adult protective services, 
utilization of medical foster homes, 
increased accessibility to home-
based primary care and respite ser-
vices as well as the development 
of shelter beds in VA-associated 
nursing homes for victims of elder 
abuse. 

Last, additional research is 
needed to better understand the 
prevalence of elder abuse among 
veterans, identify those who are 

most at risk within the veteran 
population, and inform the develop-
ment of evidence-based interven-
tions. As the number of older adults 
grows, the need for programs and 
services is critical to ensure protec-
tion and support of this vulnerable 
group within society.  ●
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