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Case Vignette: Elder Abuse

Ms. G. is a 79 year old, African American female who lives alone in a trailer. The trailer does not have a functioning shower or toilet. Ms. G uses the facilities behind the garage, approximately 25 feet away. At the time of the initial assessment, she was dressed in a soiled loose nightgown and her hair was not combed. The trailer was dirty, unkempt, and strewn with candy wrappers. Ms. G was alert and oriented X5 but appeared guarded and suspicious. Ms. G was referred to case management, by Adult Protective Services (APS), due to an eviction notice. 

Ms. G is a widow and has one surviving son who lives in a mental health facility. She reports no affiliation with religious organizations, family, or friends. Ms. G reported she completed the 9th grade and worked as a nurse’s assistant at a retirement home. She reported she would rather die than go into a home. Ms. G reported Supplemental Security Income (SSI) $721.00 as her only source of income. Her monthly rent for the trailer is $400.00.

Ms. G has a history of diabetes, hypertension, and CVA (stroke). The CVA has left her with partial paralysis on the left side of her face and minimal weakness on the left side of her body. Ms. G. does not regularly attend medical check-ups and is frequently hospitalized due to high sugar levels. She is non-compliant with her medications. She has visiting nurses administer her medications twice daily, but she frequently misses her medications when she is out. She is at risk of losing the service of the visiting nurses because she does not notify the agency if she is going to be out and has had complaints of being belligerent.

Ms. G. scored a 19/30 on the Folstein Mini Mental Status Examination (MMSE) and a 3/15 on the Geriatric Depression Scale. She reported she is able to complete all Activities of Daily Living (ADLs) and Instrumental Activities Daily Living (IADLs) independently. Ms. G’s mobility is slow and unstable, and she has difficulty transferring. She has reported two falls in the last 6 months. Ms. G is unable to manage medications, manage money, or the use of a telephone without the assistance of another. She is able to use public transportation.

Human Behavior 

What biological, psychological, and environmental factors are affecting the client?

What stressors are affecting the client? What is her normal level of stress? Is chaos status quo?

Is judgment the same as cognition?

Is Ms. G’s judgment impaired? Is she cognitively able to make decisions?

Practice Implications

What are the client’s strengths? What are the personal historic events that the client has survived (death of her husband, death of her 1st son, surviving son in mental institution)

Are there indications of abuse, neglect, self-neglect?

What are the risks to the client’s safety?

Ethical considerations: Safety vs. Autonomy

What does in the best interest of the client mean? How does this apply to Ms. G?

Is Ms. G safe to continue to live independently? What are the risks to her independence?

Does Ms. G’s admission “I’d rather die than go into a home” indicate a mandated reporting issue?

Policy Issues

What resources are available to the client? Home Health, Supplemental Security Income (SSI), Medicare, MediCal
Services needed by client? In Home Supportive Services (IHSS), HUD Section 8 Housing?  

What resources are needed? What would she be eligible for if her income was $1,000.00 per month?

What policy changes are required to reflect the needs of the aging population? 

Social Security, Medicare, Prescription Drugs, Universal Healthcare Coverage, Long-term Care, Euthanasia/Right to Die, Affordable Housing, Intergenerational Prevention Programs

Elder Abuse Module 1:
Human Behavior in the Social Environment

Objectives/Competencies

1. To view the aging process from a normative perspective as opposed to a disease state. 

2. To increase knowledge of normal biological changes of the aging process.

3. To identify potential risks of to the aging process.

4. To identify the signs of abuse and/or neglect.

5. To increase knowledge of the major biological and social aging theories.

6. To apply a gerontological perspective to social and developmental theories.

Elder Abuse and Neglect

Every state in the United States has incorporated laws to protect dependent adults and the elderly. Social workers are mandated reporters of elder abuse and neglect. In California, Adult Protective Services (APS) is the agency that provides protective services for dependent adults and seniors, 65 years and older. APS is administered under state guidelines, but each county is “responsible for the intake process, investigation/assessment, and case work functions” (Goodrich, 1997). 
“The California Department of Adult Protective Services divides elder abuse into two categories: 1) abuse inflicted by others and 2) self-inflicted abuse. Abuse inflicted by others includes physical abuse, sexual abuse, neglect, abandonment, fiduciary abuse, mental suffering, and isolation. Self-inflicted abuse includes physical abuse (self-neglect, alcohol and drug abuse), fiduciary abuse (financial mismanagement to the extent that funds have been diminished or depleted), and suicide (attempted or threatened suicide)” (Northern California Council for the Community, 1997).

In 1998, there were 13,182 reports of alleged abuse and neglect in Los Angeles, an average of 1,173 reports per month. Reports of self-neglect are the most common reports to Adult Protective Services (APS). It is also estimated that only 7% of all elder abuse and neglect incidents are reported (Kopfleisch, & Finucane, 2001). 

Currently there is no definitive information on the incidence of elder abuse and neglect within ethnic and minority populations. This is important given the diversity of the population in California. Conflicting data indicates a need for additional research in this area (Tatara, 1999).

Biological Aging

Aging is a process. The aging process begins at birth and is the normal continuum of the life course development; it is not an indicator of disease. It is important to recognize what are normal or true age changes, what are the results of disease, abuse, disuse, and misuse, and what can be prevented. Normative aging, for the mature adult, includes biological changes such as declines in the functioning of hearing, vision, skin-elasticity, regulation of body temperature, hair color, and hair loss. Normative aging is also reflected in a slowing of biological systems. The rate of decline is related to the individual’s genetic predisposition, environment, and lifestyle. Genetic changes may be an option for the future, but a lifestyle including moderate exercise and a healthy diet can delay the decline of functioning. The perception that disease is associated with aging is inaccurate. Disease is more often related to extended exposure to elements that can cause disease. For example, lung cancer is not a consequence of aging but a disease that may not develop until later life due to a lifetime of exposure to pollution, smoke, and/or asbestos. Heart disease is the leading cause of death for the older adult but may be prevented by exercise and a healthy diet and is not due to normative aging.

Physiological Systems Aging Changes

Changes in the neurological system include a slowing of response times; it takes longer for neurotransmitters to send and receive messages. The decline in response time does not indicate cognitive decline. Slight losses in short-term memory and complex problem solving ability are often considered normative, but cognitive decline is not a part of normal aging and is an indication of disease. There are changes in the circadian rhythm as we age. Older adults experience less time in the restorative deeper sleep and generally sleep 6 hours a night and fall into a pattern of napping during the day. Common neurological diseases include: stroke, Alzheimer’s Disease, Parkinson’s Disease, and dementias. These diseases are not exclusive to the older adult.

Cardiovascular system changes include the accumulation of fatty deposits in the heart and a decrease in the elasticity of the blood vessels. Although this may decrease the functioning of the heart thus decrease the oxygen supply to all vital organs, which may result in increased fatigue, it does not constitute a disease state. Exercise and a healthy diet can improve the cardiovascular system. Common disease states include Congestive Heart Failure (CHF), Coronary Heart Disease, and Hypertension.
A common effect of aging in the musculoskeletal system is the compressing of the spine resulting in becoming shorter. The musculoskeletal system is influenced by the endocrine system. The loss of hormones (estrogen in women and testosterone in men) can cause a loss in muscle mass and bone density. Once again exercise is key in maintaining muscle mass and strong bones. Senile osteoporosis is the deterioration of bone density that affects both men and women in the most advanced ages, causing bones to become brittle. Common diseases include osteoporosis (primarily in women), osteoarthritis, scoliosis, kyphosis (Dowager’s hump), and tooth loss due to periodontal disease. The lack of preventative dental care increases risk of tooth loss, which can affect the digestion of food.
Gastrointestinal system changes include a narrowing or loss of elasticity of the esophagus, which may result in difficulty in swallowing, the feeling of fullness, and the feeling that food is stuck in the throat. The small and large intestines tend to decrease in size due to general water loss normal to aging. This may also contribute to constipation or bowel obstructions. Weight loss is a serious problem for the older adult due to digestive problems such as tooth loss, decline in ability to taste and smell, difficulty with swallowing, and constipation.
Normative aging in the respiratory system is hard to define, as it is still unclear to what extent environmental factors are involved. Muscles that coordinate lung function begin to lose strength and elasticity, which impairs the ability to cough deeply and to expel toxins; pneumonia and bronchial infection may result. Aging changes also include a decrease in cilia and the ability to breathe efficiently. Slower more shallow breathing can result in insufficient oxygen intake to all organs in the body, decreasing the efficiency of total body functioning. Lung functioning may be improved with exercises to strengthen the diaphragm.
The urinary tract system is crucial in maintaining mineral balance and filtering wastes from the body. As the body ages it can lose sensitivity to the pain normally associated with inflammation and infections of the bladder and/or kidneys. As the body ages, the bladder may lose elasticity causing an inability to fully empty the bladder, increasing risk of infection. Prostate enlargement in men can also interfere with the ability to empty the bladder. Urinary tract infections (UTIs) may go unnoticed by the individual and left untreated can eventually result in symptoms of dementia. Incontinence is frequently a problem for the older adult but is often treatable with medication. Incontinence is one of the reasons that many older adults limit their social activities (isolation) and are at risk of dehydration.
The endocrine system is responsible for a number of system functions that are dependent on hormones. The decrease of estrogen production in women marks the loss of reproductive abilities and places women at higher risk for osteoporosis, heart disease, and urogenital atrophy (thinning of the vaginal walls). Exercise and calcium supplements can help delay osteoporosis until very old age when the onset of senile osteoporosis may set in. Vaginal lubricants can help remedy the dryness and pain that can occur during intercourse. The decrease in testosterone in men can diminish their sex drive, increase the time it takes for them to get an erection, and the completion of orgasms becomes less frequent. Another vital function of the endocrine system is the production of insulin by the pancreas. Insulin is vital to the metabolism of glucose into energy. Adult onset diabetes is the chronic inability of the pancreas to produce enough insulin. Symptoms include increased appetite, increased thirst, frequent urination, poor circulation, slow healing of wounds, and fatigue. Untreated diabetes can result in blindness, kidney failure, heart and blood vessel damage, and amputations.
The sensory system includes vision, hearing, touch/physical sensations, taste, and smell. The sensory system changes occur over time gradually, thereby allowing most individuals time to compensate for the declines and transition more smoothly. Age changes in vision can occur in the late 30’s when the orbital muscles begin to relax resulting in presbyopia (failure to focus on near objects). With aging, the pupil of the eye becomes smaller and less responsive to changes in light. Seniors are more sensitive to light and glare and often have difficulty driving at night due to the glare of the headlights. Frequently there diminished abilities to distinguish differences in color, which results in loss of depth perception and decreases in peripheral vision. 
There are three diseases that affect the elderly but are not normal aging changes: cataracts, glaucoma, and macular degeneration. A cataract is a thin film that covers the lens of the eye clouding normal vision. It is caused by a lack of antioxidants found in vitamin A, vitamin C, and vitamin E. Glaucoma is a condition of abnormal pressure in the eye, which results in the detachment of the retina. Untreated it can result in tunnel vision or blindness. Macular degeneration is a slow degeneration of the central vision. Individuals with this disease can see peripherally but are unable to see directly in front of them. African Americans have a higher frequency of cataracts and have the highest rate of blindness due to glaucoma in the United States.
Hearing loss can be caused by continued exposure to an environment of loud noises or frequent exposure to loud music or noise. Changes associated with aging are connected with the inability to distinguish between sounds as opposed to not being able to hear them. Each ear may not be affected at the same rate of decline. The differing impulses to the brain from each of the ears can cause disorientation and problems with equilibrium. The use of hearing aids often exacerbates the inability to distinguish between sounds, since it is used to amplify sound. Speaking in lower tones to the older adult may help the older adult understand what was said more clearly.
Due to the decline of the responsiveness in the neurotransmitters, older adults do not experience physical sensations the same as when they were younger. A higher threshold or insensitivity to pain places the senior at greater risk for burns, infections, and decubitus (ulcers, pressure sores). Seniors may not seek needed medical attention due to decreased intensity of symptoms, considering it more of a discomfort or something not to be bothered with. The sensitivity to temperature is also affected during the aging process. The body’s ability to self regulate temperature diminishes which can result in the slowing of cellular chemical reactions and/or cellular damage.
The ability to taste and smell decreases during the aging process, which can diminish one’s appetite and put the elder at risk of malnutrition and eating spoiled food. The inability to smell acutely also places the elder at risk for gas leaks and fire.
* See Handout (Table One) of Physiological Systems Aging Changes

The role of a social worker is not to diagnose disease but to evaluate the older adult’s ability to live independently and assist in creating and coordinating interventions that will help the client to maintain his/her independence and quality of life for as long as safely possible. When the older adult can no longer live safely or maintain his/her quality of life at home, then the role of the social worker is to assist them in transitioning into a safe environment.
Additional knowledge is essential in differentiating biological changes in the aging body from possible indicators of abuse/ neglect.

*See Handout (Table Two) of Changes Due to Normal Aging and Potential for Abuse Neglect

Table 1.

Physiological Changes and Aging

	Biological Systems
	Normative Aging 
	Common Disease States

	Neurological
	Slight decline in cognitive functioning abilities, short-term memory and complex problem solving skills Decline in response time of neurotransmitters Changes in circadian rhythm 
	Stroke

Alzheimer’s Disease

Parkinson’s Disease

Dementias (infection, dehydration, malnutrition)

	Cardiovascular
	Normal plaque build-up in arteries may cause reduced oxygen flow to all other organs resulting in fatigue. Exercise and a healthy diet can improve cardiovascular functioning.  
	Coronary Artery Disease

Congestive Heart Failure

Hypertension

	Musculoskeletal
	Decline in height Decrease in muscle mass 
	Osteo-arthritis 

Osteoporosis

Tooth Loss

	Gastrointestinal
	Gastric Reflux due to narrowing of esophagus

Loss of appetite due to decline in taste and smell Constipation due to water loss in intestines 
	Malnutrition/Dehydration

Anemia

Gastric Ulcers

Stomach Cancer

Colon Cancer

	Respiratory
	Uneven lung ventilation due to narrowing of bronchioles, increase of viscous mucus, and weakening of diaphragm. 
	Chronic Obstructive Pulmonary Disease 

(COPD)

Lung Cancer

	Urinary
	Bladder decreases in size and elasticity

Decrease in sensitivity of bladder and urethra
	Incontinence

Urinary Tract Infection (UTI)

Nocturia

	Endocrine/Reproductive
	Decrease in muscle mass

Menopause/estrogen decline in women

Testosterone decline in men 
	Diabetes

Prostate Cancer



	Sensory
	Decline in: skin elasticity, hearing, vision, taste, smell, and touch

Hair loss and graying
	Skin Cancer

Glaucoma

Cataracts

Macular Degeneration


Table 2
Changes Due to Normal Aging and Potential for Abuse/Neglect
	AGING PROCESS

CHANGES
	NORMAL AGING

OUTCOMES
	IMPLICATIONS FOR POTENTIAL ABUSE

	Skin:
	
	

	Loss of skin thickness

Atrophy of sweat glands and decreased blood flow

Increased wrinkles and laxity of skin
	Skin becomes paper thin

Decreased sweating, loss of skin water, dry skin
	Immobilization and neglect may cause bedsores, skin infection, bruises, skin laceration (potential for physical abuse) 

	Lung:

	
	

	Decreased lung tissue elasticity

Decreased respiratory muscle strength
	Reduced overall efficiency of gases exchanged

Reduced ability to handle secretions and foreign particles
	Immobilization and neglect may cause lung infection Decreased stamina may result in dependence and isolation

	Heart changes:
	
	

	Heart valves thicken; increased fatty deposits in artery wall; increased hardening, stiffening of blood vessels; Decreased sensitivity to change in blood pressure
	Decreased blood flow

Decreased responsiveness to stress, confusion and disorientation

Prone to loss of balance
	Potential for falls/injuries, physical and psychological abuse

	Gastric and intestinal:
	
	

	Atrophy and decreased number of taste buds Decreased gastric secretion 

Decreased gastric muscle tone
	Altered ability to taste sweet, sour, salt and bitter 

Possible delay in vitamin and drug absorption Altered motility 

Decreased peristalsis

Decreased hunger sensations and emptying time
	Mal/under nutrition

Fecal impaction (potential physical abuse)

Change in how medications are absorbed, resulting in possible over-medicating, resulting in falls, confusion, etc.

	Bladder:
	
	

	Decreased bladder muscle tone and bladder capacity
	Increased residual urine

Sensation of urge to urinate may not occur until bladder is full 

Increased risk of infection, stress incontinence Urination at night may increase

Enlarged prostate gland in male


	Incontinence along with immobilization and neglect may cause skin breakdown and/or bedsores

Potential for falls and injuries when having to get up more at night

Incontinence is the single most predictive factor for abuse



	Muscles, joint and bone:
	
	

	Decreased muscle mass

Deterioration of joint cartilage

Decreased bone mass 

Decreased processing speed and vibration sense

Decreased nerve fibers

 
	Decreased muscle strength and increased muscle clamping; 

Greater risk of fractures; limitation of movement; 

Potential for pain
	Immobilization and neglect may cause contracture deformities (potential for physical and psychological abuse)

Increased potential for falls 

More likely to fracture under less impact than a bone of a younger person

Less strength resulting in increased isolation and dependence on caregiver.

	Sensory:
	
	

	Changes in sleep-wake cycle

Slower stimulus identification and registration Decreased visual acuity

Slower light and dark adaptation 

Difficulty in adapting to lighting changes Distorted depth perception

Impaired color vision

Changes in lens

Diminished tear secretion

Decreased tone discrimination 

Decreased sensitivity to odors

Reduced tactile sensation
	Increased or decreased time spent sleeping

Increased nighttime awakenings

Delayed reaction time

Prone to falls

Increased possibility of disorientation 

Glare may pose an environmental hazard; Incorrect assessment of height of curbs and steps 

Presbyopia (diminished ability to focus on near objects) 

Presbycusis (high frequency sounds lost) 

Less able to differentiate lower color tones e.g. blues, greens 

Dullness and dryness of the eyes

Decreased ability to sense pressure, pain, temperature
	Neglect and social isolation (potential for financial abuse)

Falls, fractures and injuries (potential for physical and psychological abuse)

	Immune system:
	
	

	Decline in secretion of hormones; 

Impaired temperature regulation; 

Impaired immune reactivity; 

Decreased basal metabolic rate


	Decreased resistance to certain stresses (burns, surgery, etc.)

Increased susceptibility and incidence of infection

Increased incidence of obesity
	Bedsores; 

Infections; 

Fractures; 

Isolation; 

Dependence

	Mental and cognitive:
	
	

	Some cognitive and mental functions decline; Some cognitive skills including judgment, creativity, common sense, and breadth of knowledge and experience, are maintained or improved. Some cognitive skills, including abstraction, calculation, word frequency, verbal comprehension, and inductive reasoning, show slight or gradual decline.
	Short-term memory declines but long-term recall is usually maintained 

Difficulty understanding abstract content Learning abilities change -- older adults are more cautious in their responses; are capable of learning new things but their speed of processing information is slower.
	Potential for financial abuse and exploitation 

Increased risk for self-neglect


Source: California State University, Los Angeles, School of Social (2003). Adult Protective Services Worker Training for The California State University Department of Social Services. 
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Risks Associated with Aging

The importance of understanding normal aging is to identify the risks that face the elderly. An older adult can remain fit and healthy well into his/her nineties; but as the functioning abilities and mobility of the elder declines the risks of abuse and neglect increases. As physical or mental capacities diminish the elder becomes increasingly dependent on others for assistance with Activities of Daily Living (ADLs) or Instrumental Activities of Daily Living (IADLs). The ADLs consist of the ability to complete independently the tasks of: eating, transferring, toileting, bathing, and dressing/grooming. The IADLs consist of the ability to complete independently the tasks of: meal preparation, transportation, housekeeping, shopping, money management, medication management, and the use of the telephone. The elder may not have enough social supports to assist in the caregiving needs, which may lead to frustration for both the elder and the primary caregiver. Caregiver stress and burnout increases the risk of elder abuse. 
Another factor that can cause a decline in mobility and functioning is injury due to falls.  Falls are the leading cause for injury and injury related deaths for persons 65 years and older in the United States. In 1997, falls accounted for 72% of all injury hospitalizations for seniors in California and falls accounted for 80,000 hospitalizations of California’s seniors in 2000. Factors that increase the risk of falls are: decline in vision, equilibrium, frailty (loss of muscle mass and brittle bones), medication reactions, alcohol use and abuse, incontinence, use of assistive devices, clutter, uneven surfaces, and throw rugs. 
Medication management is another risk factor associated with the older adult. Physiological changes of age can interfere with the rate of absorption, metabolism, and elimination of medications. Due to the increased rate of disease, the elderly often visit several different physicians and take multiple prescription medications. Medication interaction can cause adverse reactions: disorientation, risk of injury due to falls, cognitive impairment, and possibly death. The primary problem of medication management is related to compliance. Whether due to problems with memory, confusion, side effects, or the lack of money to buy medications, seniors are often unable to manage their medications. Seniors often misuse, underuse, overuse, or don’t take their prescribed medications. There is also increased risk due to the interaction of alcohol or herbal remedies and prescription drugs.
Another risk that seniors face, due to declining abilities, is isolation. Incontinence and decreased mobility are the key factors for the elder to withdraw from social activities. Without social activities or social support systems in place the elder at greater risk for all forms of abuse (physical, sexual, psychological, and fiduciary abuse). 

Elder Abuse

The most common reports to Los Angeles Adult Protective Services (APS) involving the elderly are cases of self-neglect estimated followed by psychological or emotional abuse, fiduciary abuse, and physical abuse. Abandonment and sexual abuse equal less than 4% of reports. The reports of neglect or self-neglect often involve the elder living in isolation or in unsafe or unsanitary living conditions. Seniors over the age of 75 are the most vulnerable to abuse and neglect due to increased frailty, physical impairment, mental illness, and cognitive decline. 
Women tend to be at greater risk of abuse due to their longevity of life. The current life expectancy for women in the United States is 79.4 years. This longevity increases the likelihood of physical and functional decline and increases the likelihood of dependence on others. For this generation of older adults in particular, women have been socialized to be dependent (emotionally, physically, and financially) on others. 
Precipitating most forms of abuse is the elder’s physical and mental decline. General characteristics of victims of neglect: 75 years and older, living alone, and frail. General characteristics of victims of psychological abuse: 65 years and older, female, low self-esteem, and usually in good health and physical ability. General characteristics of fiduciary abuse: 75 years and older, physical or cognitive impairment, and dependent. General characteristics of victims of physical abuse: female, dependent, 65 years and older, living with the abuser, predominately Caucasian (estimated at 65%, followed by African Americans 19%), and a history of family violence. Social workers must be cognizant of a sense of powerlessness portrayed by the elder as an indicator of abuse. 
Factors that may prevent the abused or neglected elder from reporting abuse or denying the occurrence of abuse include: shame, guilt, fear, or hopelessness. The abused elder may have a fear of being abandoned or being placed in a facility if there is an allegation of abuse. The elder may also be afraid of retaliation by the abuser.
Characteristics of perpetrator of abuse are inconsistent in multiple studies. Indicators of risk to abuse include: substance abuse, mental illness, financial dependence on the elder/victim, caregiver stress, history of violent behavior, and life stressors. The level of dependence by the elder was not an indicator of abuse.
Elder spousal abuse falls into three categories: continued domestic violence in long-term relationship, early onset violence in new relationship (recently widowed or divorced), and late onset violence in long-term relationship. Elder abuse can also be perpetrated by a spouse suffering from cognitive impairments or dementia. The dementia can lead to personality changes and violent outbursts and behaviors toward the caregiving spouse. 

Elder Abuse Theories

Caregiver Stress Theory

Caregiver stress theory suggests that stressors on the caregiver cause the caregiver to lash out against the elder. Factors of caregiver stress are: motivation for caregiving, lack of supportive services, lack of coping skills, lack of resources/respite, isolation of the victim, and outside stressors (job, losses, etc.). The level of dependence of the elder is not a factor in caregiver stress.   

Domestic Violence Theory

Domestic violence theory proposes that the presence of violence is continuous throughout the lifetime of the relationship. Spousal abuse of the older adult is generally regarded as elder abuse as opposed to domestic violence. Elder abuse is more socially accepted than domestic violence. This attitude is reflected in the more lenient penalties of elder abuse laws as compared to domestic violence penalties. This also suggests an attitude that the well being of the older adult is not a priority in this society.  

The following are possible signs of abuse downloaded from the Los Angeles County Adult Protective Services website:

· Bruises that are not reasonably explained

· Victim hesitates to talk openly

· Victim is fearful, withdrawn, depressed or highly anxious

· There is an unusual increase in spending of money

· Lack of personal grooming items, appropriate clothing, etc., when the person's income appears adequate to cover such needs

· Family member or caregiver "blames" the elder or dependent adult (e.g., accusation that incontinence is a deliberate act)

· Caregiver has a history of unemployment, substance abuse, mental disorder, or violent behavior

· Accounts of incidents are unreasonable or conflict with explanations by supporters or the victim

· Family/caregiver are reluctant to cooperate with service providers in planning for care

Other indicators of possible abuse:

· Delay in receiving medical attention 

· Unusual location of injury

· Burns-cigarette, patterns (iron, curling iron, rope, electric stovetop burner), urine burns and immersion burns.  
· Dehydration or Malnutrition

· Pressure Sores
· Pain 

· Overmedication or over-sedation
· Poor hygiene

· Signs of possible Depression

· Indications of powerlessness by the elder or caregiver

Social workers are mandated by law to report any suspicions of abuse or neglect/self-neglect towards dependent adults or seniors to the Adult Protective Services Agency.   Note: Ethical dilemmas associated with self-determination vs. safety will be addressed in Module 2, SW Practice.
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Major Biological Theories of Aging

Clock Theory

The clock theory suggests that the cells have a biological clock. As cells divide the telomeres, which protect the integrity of the chromosomes shorten and deteriorate to a certain length they stop the cell’s ability to reproduce. As cells lose their ability to reproduce new cells the body ages. The theory goes on to suggest that if telomerase activity could be controlled, increasing telomerase production in injuries could speed healing time and decreasing telomerase production in cancer cells could cure the cancer.
Free Radical Theory

The free radical theory states that free radicals are molecules with an odd electron, usually associated with oxygen. The free radical disorganizes molecules and converts them into free radicals, destroying chains of molecules. The domino effect of free radicals is instrumental in damaging DNA, proteins, and lipids, and over time the body ages and becomes more susceptible to damage and disease. 

Hormone or Neuroendocrine Theory


The hormone theory suggests that it is the cessation of the production of hormones that signal the body to begin the effects of aging. Hormones are necessary to the regulation and maintenance of the body. Hormones affect growth, reproduction, muscle mass, and metabolism, to name just a few functions.

Wear and Tear Theory


The wear and tear theory implies that the aging process is the accumulation of injuries and damage to the body. Repeated use causes the deterioration of the body coupled with environmental factors increase the risk for disease.

Social Theories of Aging

Activity Theory

Activity theory suggests that adults that remain active, physically and mentally, throughout their lives will age successfully. Older adults whose continued participation in social activities, part-time work, travel, and/or hobbies find greater satisfaction throughout their later years. The activity theory disregards the physical and cognitive limitations, disabilities, disease, cultural diversity, and socio-economic status of the elderly. 
Continuity Theory

The continuity theory states that older adults and society find mutual satisfaction when the older adult continues a consistent level of activity throughout his/her life. The older adult is a continuation of the younger version of him/herself. This theory leaves little room for the older adult to change behavior patterns, learn, and grow. The abused elder may have been abused as a child or younger adult and may be unable to seek help, may feel the abuse is deserved, or may view the abuse as something that cannot be changed due to past experiences.
Social Construction Theory

Social construction theory focuses on the uniqueness of each individual’s reality and relates the formation of their reality to their history, experiences, culture, and role identification. It suggests that the person’s experiences and how they view their experiences are more important than their abilities or patterns of adaptation.  
Social Learning Theory

Social learning theory suggests that behavior is influenced by the social environment the individual is exposed to. If a male child is exposed to parental aggressive or violent behavior as a means of conflict resolution he is more likely to resort to spousal abuse as an adult. If the female child is exposed to parental aggressive or violent behavior as a means of conflict resolution she is more likely to become a victim. The social learning theory suggests that if the elder has a history of violence in the family dynamics there is a greater likelihood of abuse. The adult child while caring for the elder parent may resort to physical abuse to resolve conflicts. The learned behavior as a victim increases the elder’s vulnerability to abuse. 
Social Reconstruction Theory

Social reconstruction theory is based on the social breakdown syndrome’s view, which suggests society has unrealistic views of the old and labels them as unproductive and useless. Social reconstruction suggests that society’s negative views of the elderly diminish the self-concept and self worth of the older adult. This theory advocates changing the environment of ageism, providing supportive systems for the older adult, and assisting the older adult in regaining control and independence in his/her life.
Social Disengagement Theory

Social disengagement theory suggests that there is a reciprocal withdrawal by society and the older adult. The senior withdraws from the social activity due to physical limitations or retirement. Society in return views the older adult as non-productive and having nothing left to offer society. 
Social Exchange Theory

The social exchange theory suggests that there is a set of mutual expectations that governs our relationships. Successful relationships are based on reciprocal benefit. A parent cares for a child not only out of love but also as an investment for future security in old age. The child in return takes care of the aging parent out of obligation and love. The elder with limited physical and cognitive abilities often can offer little in return for the care that is needed to sustain them. The stress of caregiving can sometimes outweigh the sense of obligation or love that a caregiver feels causing an imbalance in the reciprocal benefit, leading to caregiver burnout. As the frustration of caregiving increases so increases the risk of abuse, abandonment, or neglect.

Developmental Theoretical Frameworks Applied to the Older Adult:
Attachment Theory 

Bowlby’s attachment theory discusses the importance of early childhood attachments to primary caregivers to provide a secure foundation from which the child can explore his/her physical environments and social engagements. Secure attachments are associated with higher self-esteem and sense of well-being. The attachment theory can be applied to the older adult’s reaction to stress (physical, environmental, and loss) and their ability to cope. Attachment behavior patterns are often broken down into three categories: secure, avoidant, and anxious. Securely attached personalities will seek out interaction, during times of great stress, in either support seeking or support giving behaviors. Avoidant personalities tend to be wary or mistrustful of intervention by others, preferring to depend on themselves. Anxious personalities tend to become more dependent on others giving up their autonomy. 

The attachment theory may indicate whether the abused or neglected elder will seek help from support systems, isolate him/herself, or become dependent on others. All three personality types can become victims of self-neglect and/or abuse. The risk may be higher for the avoidant and anxious personalities. The avoidant personality may be more resistant to intervention and the anxious personality may be more at risk for all forms of abuse due to their dependence on others. Experts in the field of trauma report the most important factor in recovery of traumatic events is the ability to seek comfort in others. 

The attachment theory is also important in viewing caregiving patterns of the adult child now providing care for their elderly parents. Attachment theory is also integral in the ability of adults to form loving relationships throughout the lifespan and can be reflected in the elder adult providing care for a spouse.

Cultural Perspective
Culture is a set of beliefs, role identifications, behavioral patterns, values, and traditions that are passed from generation to generation. Due to the diversity of people it is imperative to use a perspective that acknowledges the effect of culture on the behavior of the elderly. It is also important to acknowledge the time of immigration, bi-culturation, and historic events that impact cultural groups. Cultural expectations and views of successful aging vary in different ethnicities and social workers must be culturally competent and aware of the differences but must not stereotype the individual by culture, ethnicity, or age. For example, Asians view old age as a time to decrease activity; they find contentment in the revered position of having lived a long and fruitful life. Westerners generally view successful aging with how much activity can be sustained from the middle adulthood stage of life. Cultural definitions of abuse vary. Asians and Hispanics generally tend to view abuse as a private family matter and avoid outside intervention. African Americans are more likely to seek legal intervention. Due to the cultural difference victims of elder abuse may not recognize the abuse as abuse or may be too ashamed to admit that abuse is occurring. Language is another key factor that can inhibit an abused elder from seeking help.   

Ecological Perspective

The ecological perspective acknowledges the impact that the environment has on the individual. For the older adult, the influences of the social environment can be seen the lack services and resources provided for the continued independence of the elderly. Affordable housing, transportation, and medications are often a problem for the elderly who are often living on a fixed income. Poverty continues to be a major problem for the older adult. Poverty rates increase with age from 10.5% at 65 years of age to 14.2% for 85 years and older in the United States.   

Erickson’s Developmental Milestones

Erickson recognized that human development continues throughout the life span and defined the tasks of each stage of life in terms of crises.  Erickson suggests that the crisis of old age is ego integrity versus despair. This stage of life is characterized as a time of reflection and accepting of one’s life. Ego integrity is the positive self-review one’s accomplishments and failures and the acceptance of both. People with ego integrity are able to resolve crises and have a sense of peace and acceptance of death. Despair is the negative self-review resulting in regret, self-contempt, and a fear of death.


Health Perspective

The health perspective looks at the individual’s concepts of aging, health, well-being, healthcare, and medications usage. This perspective is important when assessing the older adult’s attitudes towards aging, the presence of disease, pain, and physical or cognitive declines. It is important to remember that not all seniors have had the same benefits or access to a lifetime of medical care. 
Life Course Perspective

The life course or life span perspective views life as being fluid, multifaceted, contextual, and life-long in development and growth. This perspective states that old age is the culmination and continuation of life experiences, social roles, transitions, history, and adaptations. The life course perspective views old age as a positive period of continued growth as opposed to equating aging to decline or regarding aging in the disease model.
Maslow’s Hierarchy of Needs

Maslow’s Hierarchy of Needs states that to reach self-actualization basic needs must first be met. In working with the older adult this framework can be useful in determining whether there are indications of neglect or abuse. Is the elder’s basic needs being met? Is the elder safe? Is the elder isolated?

Strengths Perspective

The strengths perspective evaluates the abilities, skills, and motivation of the older adult. This perspective focuses on identifying the adaptive abilities and coping mechanisms of a lifetime of events and utilizing these strengths to achieve the client’s goals. Although the focus is on the strengths of the client it is important to acknowledge their limitations so that the mutually agreed upon interventions are attainable.
No matter what perspective or theory is engaged, a positive attitude towards the aging process and the elderly is important, as it will affect how we view the abilities of the client.
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Elder Abuse Module II:

Practice

Objectives/Competencies

1. Gain a broader perspective on the ethical dilemmas associated with the older adult.

2. Understand the importance of autonomy and independence for the older adult.

3. Understand the responsibilities of protecting the vulnerable adult and reporting abuse/neglect.

4. Learn to identify potential risk factors for the older adult during the assessment process. 

5. Learn to identify potential risk factors of elder abuse.

Ethics and Values

All social workers face ethical dilemmas in the course of their practice. When working with the elderly, personal values and professional ethics can be more deeply challenged. It is essential that the social worker is aware of his/her own personal beliefs and value systems, the client’s beliefs and value systems, social work values, societal values, and professional ethics. Our values and beliefs guide our views and interactions with the client. It is essential for a social worker to seek out the guidance, experience, and knowledge of a supervisor when confronted with personal conflicts or ethical dilemmas. Good supervision is vital to preserving the boundaries of social work values and ethics.

NASW Core Social Work Values 

1. Service: Social Worker (SW) must be committed to the service of people in need and work to resolve social problems.

2. Social Justice: SW must confront social injustices and oppressive practices and work to affect positive changes.  

3. Dignity and Worth of the Person: SW must respect the dignity of all human beings.

4. Importance of Human Relationships: SW acknowledges the importance of interactions and relationships.

5. Integrity: SW will conduct him/herself in an honorable, ethical and trustworthy manner.

6. Competence: SW must be competent in their practice, continue to develop their skills and their expertise in all realms of knowledge (cultural diversity, gender, age, sexual orientation…), and share their knowledge, skills, and resources.   

Ethical Responsibilities

1. Commitment to Client: SW has a duty to the client to promote and preserve the client’s best interest above all other parties.

2. Self-Determination: SW must acknowledge the client’s right to make his/her own decisions and promote autonomy.

3. Informed Consent: SW has a duty to inform the client of all aspects of the SW’s responsibilities to the client, the agencies for which the SW is representing, and the law. 

4. Competence: SW must practice within their competencies and seek to remain current with and promote social work education, practice skills, and theory applications.

5. Cultural Competence and Social Diversity: SW must recognize the importance and impact that culture and diversity has on the client as well as the SW’s own culture and diversity and society at large. 

6. Conflict of Interests: SW must acknowledge any conflict of interest that may affect the client’s best interest and if it cannot be resolved the SW must provide alternate resources for the client.

7. Privacy and Confidentiality: SW must respect the trust relationship that is established between SW and client. Information obtained by client admission or while engaged in the service of the client is not to be disclosed without the client’s knowledge unless otherwise mandated by law. SW must break confidentiality if there is evidence that the client is in imminent danger or another party is in imminent danger by the client or if there are allegations of abuse to a minor, a dependent adult, or an elder. 

8. Termination of Services: SW has an obligation to transition the client throughout the process for termination upon completion of services or in the event the SW can no longer continue to provide services for the client and must transfer the client to another service provider.

Values and beliefs are what guide us as human beings and carry over into every aspect of our lives. In working with the older adult it is important to recognize how we feel about the older population, growing old, physical decline, loss, disability, elder abuse, elder abusers, dying, and death. Negative attitudes toward aging or the elderly may result in the social worker’s inability to see old age as a continued time of growth. The social worker may not be able to acknowledge the strengths, the motivation, the goals, the ability to learn and grow, the resilience, and the adaptability of an elder client. 

Positive attitudes toward the elderly may also influence how we interact with the elderly. A stereotypical attitude that all older people are so sweet and cute is dismissive and denies the value and complexity of the individual. And the attitude of, if he/she has lived this long let him/her do what they want, can result in the social workers not recognizing behaviors that can be detrimental the client. Ex: Mr. J is 75 years old and if he wants to drink who is he hurting? Alcohol abuse increases health risks, medication interaction, and risks of falls. Additionally late onset drinking may be an indicator of depression.

It is important for the social worker to remember who the client is and what his/her self-determined goals are. Often the referral source is a family member or other interested party but once the client consents to services the social worker’s obligation is to the client. What the client wants may be in conflict with other interested parties but the client’s right to self-determination are primary with the exception of safety issues. In the case of Ms. S, Ms. S’s daughter was the referral source. The daughter wanted her mother to come live with her family. The daughter had a large home and was financially able to meet all of Ms. S’s needs. Ms. S’s health was declining but Ms. S reported although she may need assistance she was not ready to give up her home and her independence. Initially the daughter was hurt but eventually acknowledged Ms. S’s desire to be independent as a strength. The daughter has offered to assist Ms. S in maintaining her independence and in return Ms. S has reported she will revisit her daughter’s offer to move-in with her when the time comes. Respect the client’s choice; remember it is his/her life to live. It is not a social worker’s job to judge the client’s choice but to assess his/her ability to choose.
Confidentiality is a key component to building the trust relationship. The client must consent to any disclosure of information. The social worker will need the consent of the client to reveal confidential information (social security number, address, phone numbers, birth date) that is necessary to get benefits (Medicare, Social Security, MediCal). The client must be informed of the circumstances for which confidentiality is waived. The client should also be notified if action is to be taken in the event of a disclosure of harm to self or others, child abuse, or elder abuse. It may be difficult to advise the client of such actions but it is vital to preserving the trust relationship. It is the obligation of the social worker to fully inform the client of his/her rights, the extent of the agency’s services, and the responsibilities of the social worker to the client.

One of the primary ethical dilemmas that social workers face in working with the older adult is, is the client competent to make an informed decision? How do you determine competency? And if the client is competent when does safety out weigh the client’s right to self-determination. How committed is the social worker to the client’s right to self-determination? Are there issues of countertransference?  There are no set answers as each situation will be unique.
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Geriatric Assessment

The biopsychosocial assessment framework is the foundation of the geriatric assessment. The geriatric assessment expands the focus of the assessment framework to the unique strengths, limitations, and potential risks of the older adult.

Special Considerations in Geriatric Assessment

Client Information:

· Age: Requirement for eligibility for services/resources (Social Security, Medicare, MediCal…).

· Marital Status: Single, married, widowed, divorced, partnered; possible eligibility for spousal benefits (Social Security, Pension).

· Education: Highest grade completed, language comprehension, ability to read and write

· History: Birthplace, childhood home, family members, social roles, work history, important historic events, significant people past and present, deaths

· Hygiene: Appropriate dress, grooming, smell of urine 

· Living Situation: Living alone, with spouse, family member(s), friend(s). Condition of living space, compatible living situation, risk of abuse.

· Culture: Cultural expectations, roles, customs, traditions,

Functioning: 

· Ability to complete Activities of Daily Living (ADLs): bathing, dressing, toileting, transferring, and self-feeding.

· Instrumental Activities of Daily Living (IADLs): transportation, shopping, preparation of meals, housework, money management, medication management, and use of telephone. Is the client independent or does the client need assistance with ADLs or IADLs.

· Who assists the client with functioning needs? Ex: Does the client drive, have access to public transportation (bus or taxi), have access to Access Services or Dial-A-Ride, have support system in place (relatives, neighbors, friends). 

· Use of assistive devices (wheelchair, cane, walker,)

· Fall assessment: (Has the client fallen in the past six months? What were the circumstances? Are there environmental risks (throw rugs, uneven flooring, need for railings or grab bars)?

· Range of motion, upper body strength
Legal: 

· Finances

· Eligibility for linkage to services (MediCal, IHSS, etc.)

· Services in currently in place 

· Durable Power of Attorney for Finances (DPOAF), Durable Power of Attorney of Health (DPOAH), living wills, living trusts, wills, funeral plans, burial plots. 

Psychological Health:

· Affect, mood
· Personality
· Cognition or mental status (Mini Mental Status Examination)
· History of stroke, dementia (onset over time), delirium (abrupt onset)
· Mental illness (current or history)
· Signs of possible depression (lost interest in previous activities, weight loss, changes in appetite or sleeping patterns, irritability, feelings of hopelessness, sadness, or uselessness, thoughts of suicide). Be direct when asking the elder about thoughts of suicide. 
· Judgment
· Memory (long-term and short-term).
Physical Health

· Medical history (current and past medical maladies, injuries, hospitalizations)
· Medical compliance (regular visits to physicians, multiple physicians, multiple prescriptions)
· Medication compliance (correct and regular usage of prescribed medications, use of multiple medication and interactions, medication list, medications stored in original containers, date of prescriptions and dates of expiration of medications), use of herbal supplements
· Pain assessment (Does the client have any pain, duration of the pain, and intensity of the pain)
· Incontinence of bladder or bowel, constipation
· Vision (recent changes, blurred vision, headaches)
· Hearing (Quick indicator of hearing loss- rub fingers and thumb together at client’s shoulder level to see if client can hear the sound).  
· Tobacco use (current or history)
· Alcohol use (current or history, what does the client drink, how often, how much/ one glass can be equal to 4oz or 64 oz)
· Substance abuse (current or history, what does the use, frequency, and quantity)
· Weight gain or loss in last six months
· Nutrition (How often does the client eat, what does the diet consist of )
· Exercise (walking, strengthening)
· Dental hygiene (tooth loss, dentures-do they fit properly)
· General wellness, fatigue, weakness,   
· Sexuality (frequency, protection)
· Refrigerator (check for medications, herbal supplements, vitamin supplements, fresh fruits & vegetables, dairy, meat/fish, dates of food, spoiled food)
· Cabinet (check for medications, herbal supplements, vitamin supplements)  
Physical Environment:

· Security (neighborhood, home or apartment complex, well lighted)

· Accessibility (stairs inside and out, elevators, curb cutouts, door thresholds, wheelchair ramps, door handles (levers or knobs), windows that can open, wide doorways (Example of risks: elder with walker living in 2nd floor apartment w/o elevator or wheelchair bound elder w/o ramp)

· Condition of neighborhood, home (well-maintained or deteriorated), clean or filthy

· Navigation (wide unobstructed path or clutter, throw rugs, electrical cords, type of flooring)

· Safety (adequate lighting throughout the home, fire hazards (portable heaters risk of falling over), client smoking (look for burn marks in furniture or bedding), smoke detector, frayed electrical cords, hand railings, accessible exits for escape, non-skid surfaces in shower or bath, walk-in shower

· Durable Medical Equipment (DME) in place (grab bars, transfer benches, shower chairs, raised toilet seat), Emergency Response Equipment

· Pest infestations (cockroaches, rats)

· Social workers can learn a lot about the client and the client’s abilities from the organization of the living space. Has the client reduced or miniaturized the surrounding living space to incorporate a lack of mobility? Has the bedroom been moved into the living room to maintain control over household tasks? Is there a calendar on the wall and is it current? Is there a clock and is it set to the proper time? Is there the scent of urine or urine stains? 

Referral Source and Reason for Referral

· Who referred the client, (self-referral, family, friend, organization/agency, anonymous)? 

· It is important to remember who the client is.

· If the elder is the client what responsibilities do you have to the referral source? 

· Why was the client referred?  

Social Supports:

· Quality and frequency of contacts/events

· Decline in activities or contacts

· Family, companions, friends, neighbors, religious organization, clubs, senior center

· Instrumental supports (formal and informal caregivers)

· Social roles (grandparent, volunteer, mentor)

· Employment (full or part-time, what type of work, self-satisfaction, financial need) 

· Activities, hobbies, sports/entertainment (golf, bingo, movies)

· Where or from whom does the client seek comfort? 

· Who would the client call in the event of an emergency besides 911?

Strengths: 

· Culture: traditions, social roles of self and family, 

· Spirituality: beliefs regardless of religiosity, meaning or purpose for being 

· Family, friends, engagement in social interaction and life activities, interests/hobbies

· Motivation: current goals and desires, degree of openness to intervention

· History: important in reviewing events, tragedies, learned coping skills, and attitudes throughout the life span

· Adaptability: flexibility and use of skills and coping strategies

· Religion: sense of belonging/connectedness, available resources within religious organization/church 

· Resilience: the ability to rebound from loss, the importance of hope

The Geriatric Assessment is geared to the recognizing the needs and potential risks that may face the older adult. The goal of the assessment is to identify the strengths and limitations of the client and to assist him/her in creating, reviewing, and implementing options/interventions. The primary goal of geriatric social work is to restore lost functioning by providing options for alternate resources of functioning to assist the client in maintaining his/her independence, well-being, and quality of life for as long as safely possible.   

It is important to conduct the assessment in the client’s environment. It increases the comfort level of the client and gives the social worker vital information as to how the client functions. Much of what a social worker learns about the client is viewed in his/her physical abilities, environment, and behavior.

The assessment process can take several hours and multiple visits with the client. Be cognizant of the client’s comfort during the interview process; some elders fatigue easily, especially those with physical or mental impairments. Look for signs of hearing loss. Speak clearly and slowly in lower tone ranges as there is often a decline in the ability to hear high pitch tones as one ages. Keep your face and mouth visible to the client. Many older individuals compensate for their hearing loss by reading lips or facial expressions. Eliminate external noise distractions (radio, television), by respectfully asking the client to turn down or off the distraction. Try to conduct the interview in a well-lighted area to increase the comfort of both hearing and vision-impaired clients. 

The client may want the presence of friends or family during the initial meeting but avoid the presence of other individuals (family or friends) during the interview process if possible for privacy and confidentiality purposes. The client may be hesitant to disclose personal information in the presence of others. If the presence of others is necessary, have the client sit across from the social worker with the other individuals sitting behind and out of the client’s sight-line. This will prevent the individuals present from cueing the client and can help the social worker determine the level of dependency and the level of support received by the client.  

When conducting the interview it is important to establish rapport. Allow the elder to talk at his/her own pace, without interruption. Much of the information a social worker needs for the assessment is often disclosed in the stories of the client’s life. Let the elder talk about his/her life and history and use active listening skills to convey interest and respect. It is an ideal way to assess the client’s strengths, coping abilities, and desires. Establishing rapport is the first step to establishing a trust relationship. It is also necessary to establish and maintain a rapport with the client’s immediate support system. In the case of the abused elder this may include the abuser. This can be personally challenging for the social worker but is frequently vital to the continued safety of the client.  

One of the most important factors in the assessment process is the ability to establish a trusting relationship. There are many factors that inhibit the process of the trust relationship with the elderly. Some of the factors include the elder’s history, culture, shame, and fear, as exemplified by the case of Mr. Y. 

Mr. Y is a Japanese American elder who was reported to APS (by an undisclosed source) for self-neglect. During WWII, Mr. Y was placed in an internment camp and lost all of his property. As a result of his experience, historically, he is mistrustful of any interventions into his life by outsiders. A social worker must be aware of how prior events in the client’s life can counter or deter efforts to engage the client in obtaining needed services.
From a cultural perspective, the oldest male of the Japanese family is the traditionally the head of the family and his daughters or daughters-in-law would be obligated to take care of him. There has long been the assumption that the elder would and should be taken care of by his/her family. This belief is held by many cultures, as well as in the American society and it is reflected by our governmental policies. The reality is the nuclear and extended family no longer lives locally but globally. Long-distance relatives/caregivers are often unaware of the condition (physical, mental, or financial) of the elder or of the condition of the living quarters. In the changing dynamics of the family, Mr. Y may have underlying feelings of shame that he needs help or that he will become a burden. Or he may feel that he is doing fine and doesn’t need any assistance. 
The other key factor for resistance by the elder to outside interventions is the pervasive fear of being institutionalized and forgotten. There is the fear of losing control over his/her decision-making abilities and the loss of independence when outsiders get involved in the elder’s life. There is also the fear and shame associated with admitting dependency. 

One of the things a social worker can do to open a line of communication with the resistant or involuntary client is to acknowledge the rights of the client. The client has a right to refuse services. It is equally important for the client to recognize that there are, on occasion, consequences associated with refusing services. In the case of Mr. Y, his home was deemed a fire hazard and he was ordered to comply with city health and safety codes or be evicted. Mr. Y understood that his home needed to be cleaned and maintained but saw this as another attempt by government to take his property.

It is very important to remember to start where the client is. The client’s fear or trust issues may make several attempts necessary to gain his/her confidence. Be respectful of the client and empathetic to the client’s situation. Acknowledge the client’s apprehensions in accepting assistance and help the client understand the role of the social worker. Remind the client that the client’s safety is the primary concern and the social worker’s role is to assist the client in maintaining his/her independence in a safe manner. 

A social worker must be aware of the eligibility requirements and the resources that may assist the client in maintaining his/her independence. Mr. Y eventually consented to allow the social worker to obtain funding to secure housekeeping services to ensure that his home would continue to meet city regulations. The social worker also successfully negotiated on the client’s behalf to suspend the fines levied by the city for code violations. 

There are times, when for the safety of the client, it is necessary to seek intervention by the family for guardianship/conservatorship or from the Office of Public Guardian due to the diminished capacity of the client. If the family is motivated in having the elder move-in with the family it is important to fully discuss the possible changes in the family dynamics of the caregiving family. It is also important to know the history of family interactions; has there been a history of violence or abuse within the family? Is this a safe environment for the elder? What is the motivation for the caregiving family, finances? Are there resources that can assist the elder and family in making the transition? 

It may become necessary to assist the client with placement into an independent living facility, convalescent home, board and care, or other institutional setting. It is a tremendous transition for an older adult to move into an institutionalized setting. The elder is often faced with leaving a home filled with memories and possessions for a single room and in some circumstances contend with a roommate). The elder often has to leave the neighborhood he/she is familiar with and his/her friends and neighbors. He/she may also have to leave a beloved pet. The elder often has to change his/her daily routine or diet. Transition for the vision impaired can be especially difficult; special attention must to be given to the floor plan of the new room. Change is difficult for the most motivated client but for the involuntary client it can be traumatic and for the social worker it can be emotionally challenging.

Another aspect of the geriatric assessment is to explore the client’s views and wishes regarding his/her death. In the event they are incapacitated, has the client made any decisions regarding: medical intervention, where they want to die (at home, hospice, hospital), who is designated to carry out the client’s wishes, funeral, and burial/cremation?  Is all this information legally documented? Are all the involved participants (physicians, family, designated agent, friends) aware of the client’s decisions? These issues are important to discuss with any adult client.

An additional responsibility of the social worker is to assess risk factors and promote practices that prevent injury and illness. Advise clients of the risk of throw rugs on the floors. If the client smokes and wishes to quit, the social worker can suggest a smoke cessation program. When engaged in the conversation on the client’s sexuality the social worker should be prepared to discuss the use of condoms. The incidence of AIDS is increasing in the older population.

Additional Assessment Considerations for the Abused Elder

It is the responsibility of the social worker to report incidents of suspected abuse and provide as much information as possible to assist the APS worker to investigate the case. Investigating abuse and identifying the abuser is the responsibility of the APS worker. If the client is in immediate danger or needs immediate medical attention, call 911.

The assessment process for the elderly consists of multiple visits; with the abused elder the process of establishing trust may take longer. The social worker in normal circumstances should make appointments to assess the client; but in suspected elder abuse cases, it is sometimes necessary to make unannounced visits to verify the safety and stability of the client’s environment. There are many factors that may prevent the abused or neglected elder from reporting abuse or denying the occurrence of abuse. The factors include: shame, guilt, fear, or hopelessness. The abused elder may have a fear of being abandoned or being placed in a facility if there is an allegation of abuse. The elder may also be afraid of retaliation by the abuser.  

The social worker should interview the abused client without the presence of his/her caregiver, family, or suspected abuser. The social worker must be cognizant of the delicate position an abused elder is in when living with or dependent on the abuser. Often a sense of powerlessness portrayed by the elder is an indicator of abuse. 

If the caregiver is the suspected abuser it is important to frame the questions around the client and the client’s situation so as not to provoke the suspected abuser. It is important to assess the degree to which the suspected abuser is dependent on the client and to assess the family dynamics of finances and power. Does the client financially support the suspected abuser? Is the client a financial burden for the suspected abuser?  

It is important to have the client describe his/her activities/tasks for a typical day. It will allow the social worker to determine the level of dependence of the client on a caregiver. It is also important for the client to discuss what his/her expectations of care are, as they may not coincide with the caregiver’s expectation. The expectations of either the client or the caregiver may be unrealistic which can result in abusive behavior. 

Another indicator of possible abuse is a recent crisis within the family. A new stressor such as: the loss of a job, a new job, illness, drug or alcohol abuse, and financial difficulties. Are there any changes within the routine of the elder or the family? Is the client isolated (socially or geographically)? Does the client have any pain anywhere? 
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Elder Abuse Module III:

Policy

Objective/Competencies

· Promote the empowerment of the older adult 

· Provide an overview of existing federal programs assisting the older adult

· Gain a broader perspective of policy issues affecting the older adult

· Expand knowledge on responsibilities of the mandated reporter 

· Explore current and potential political trends regarding the older adult 

As social workers, it is important to understand how social policies guide society, and impact our lives and our future. Social workers are on the front line of every social problem. We are waging war on the micro level that needs to be fought on the macro level. Social workers have an opportunity to provide leadership and an obligation to affect change. 

Policy makers are just beginning to respond to the needs of our aging population. Policies regarding protection of the elderly, caregiving, and mental health issues of the older adult are in their infancy. This is an opportune time to evaluate past and present policies and provide leadership that will guide the policies of our future.
Administration on Aging

Administration on Aging (AOA) is an agency under the administration of the Department of Health and Human Services (DHHS). AOA administers and disperses funds for major programs enhancing the well-being of the older adult. AOA promotes the wellness and prevention model. AOA is working to change the societal view of the older adult from economic and social burden to utilizing the experience and the full potential of the older adult.

Possible Topics for Discussion 

With the projected increases in the aging population why would the AOA want to change the image of the older adult? Is it to embrace the potential of the older adult or to encourage the majority of able-bodied older adults to continue to be productive? Is it to extend the time before the older adult draws on Social Security? Does the definition for retirement and the age at which we retirement need to recreated for policy changes? Is it to extend the time the older adult remains independent which is less costly than to pay for long-term care facilities? 

Social Security

Social Security was enacted in 1935, to provide minimal financial assistance to older adults (65 years and older). Orginally it was to be supplemented by the individual’s retirement plan, pension, and savings, but has become the sole source of income for many older adults.
Risk factors for Social Security are its dependence on the national economy and the ratio of the working population vs. aging population. 
Programs include:

· Social Security: Benefits are paid into the program by employees and employers. Recipients must have worked a minimum of 40 quarters, which equals 10 years; or are eligible through spouse’s benefits if widowed or divorced and 60+ years. Surviving spouse recipients must have been married to spouse for minimum 40 quarters and spouse must have worked a minimum of 40 quarters during his/her lifetime. Surviving spouse can collect if they have no employment record or have individual benefits equaling 50% or less than the benefits of the spouse.

· Supplemental Security Income: (formerly Old Age Assistance Program) National minimum income for the elderly, blind, and disabled (means-tested, citizen or legal alien).

· Medicare: Medical benefits associated with Social Security with the same eligibility requirements, plus must be 65 years old, unless disabled. Medicare pays for 80% of allowable charges. Allowable charges do not equal the actual cost to the participant. Participants pay 20% of actual costs plus the amount not covered by Medicare allowable cost and a monthly premium. 

Part A Hospitalization 60 days of hospital stay; does not include services

Part B Supplemental Medical Insurance: deduction from Social Security provides for partial payment of physician services. There are multiple restrictions for the participants of Medicare. 

· Medicaid: (MediCal in California) block grant to provide medical coverage for the indigent, disabled, elderly, children (for participants 65 years and older, means-tested/monthly income level less than $920.00 and less than $2,000.00 in resources, including pensions, savings, property, investments, life insurance/face value, with the expection of a burial plot). MediCal will pay for Medicare premiums for the indigent.

· Food Stamp Program: originated to disperse food surpluses to the poor, currently provides food vouchers for the indigent. Food vouchers can be use for most groceries with the exception of cigarettes and alcohol. 

· Housing: Federal guidelines suggest housing should not exceed 1/3 of an individual’s income. In 1999, Los Angeles County’s median rent was $900.00 for a one-bedroom apartment. A senior on a fixed income would ideally need a monthly income of $2,700.00. The Department of Housing and Urban Development (HUD) offers low interest loans to developers with the stipulation the development will provide a percentage of units to low to moderate-income seniors and families. HUD Section 8 subsidizes the rent making up the difference between market rent and rent portion paid by the tenant (1/3 the tenant’s income).

Older Americans Act (OAA)

The OAA was passed in 1965 to assist individuals over 65 years, amended in 1973 to include individuals 60 years and older.
Objectives:

· Ensure adequate income
· Provide for physical and medical health
· Provide housing
· Provide restorative services
· Nondiscriminatory employment opportunities
· Continued well-being
· Self-determination
· Retirement with dignity
· Provide community services
OAA Programs 

· Nutrition Program: Congregate meal sites (socialization) and home delivered meals for the home-bound.
· Transportation: Access Services (county wide transportation for the disabled), Dial-A-Ride (65 years+ or disabled local/city), and taxi voucher programs. All services include a minimal fee paid by the elder but include a provision for the caregiver to accompany the elder free of charge. Drawback for Access Services and Dial-a-Ride is they provide curb to curb service only. Physically challenged individual may have difficulty getting to the curb and standing while waiting for the transportation. 
· In Home Supportive Services (IHSS): Supportive services to assist the elderly and disabled with functioning tasks, Activities of Daily Living and Instrumental Activities of Daily Living, for continued independence.  
· Information and Referral Programs: Linkage system for seniors, families, caregivers, healthcare professionals, and general public to available and appropriate resources.  
· National Family Caregiver Support Program: provides information and referral service to community based services, counseling, respite, support groups

· USA on the Move/ Steps to Healthy Aging: National Prevention Program designed to educate and encourage healthy lifestyle changes, nutrition and physical activity.

· Ombudsman Program: Provides patients an avenue for increased empowerment as an advocate for patient’s rights. Investigates complaints against long-term care facilities. Provides information about long-term care facilities. 

· Employment Programs: Encourages employers to retain older workers by providing flexible schedules and part-time positions. Employment agencies specializing in older adults; utilizing the older adult’s fullest potential. 

· Volunteerism:

Retired Senior Volunteer Program (RSVP): seniors volunteering at libraries, hospitals, schools, courts, daycare facilities, and nursing homes.

Service Corp of Retired Executives (SCORE): assists small businesses with the expertise of the retired executive. 

Foster Grandparents Program: low-income elders receive a non-taxable stipend for mentoring children with special needs (pediatric wards, correctional institutions, schools, and daycare).

Senior Companions: matches seniors with the homebound and nursing home residents. 

· Elder Abuse and Neglect Program: Adult Protective Services (APS) agency responsible for the investigation of and assistance to abused and neglected dependent adults and elderly. Provides programs for the prevention of abuse, neglect, and exploitation. Provides for caregiver education and training programs. 

OAA 2000 provisions for the Prevention of Elder Abuse, Neglect and Exploitation Program

· coordination with state and local law enforcement agencies and courts

· caregiver education and training

· study of the nature and extent of financial exploitation of older individuals

· study of the adequacy of current legal protections to prevent financial exploitation 
Elder Abuse and Neglect 

Elder abuse occurs in all socioeconomic and ethnic groups. Current research suggests that lower income elders have a higher rate of incidence of abuse and neglect. This is thought to occur due to: a lifelong lack of adequate medical access, socioeconomic disadvantage, economic stressors for the elder, and economic stressors for the caregiver. Elders belonging to ethnic minority groups are more likely to have poorer health, be poorer, be underemployed, live in substandard housing, and be less educated. Although national reports vary, African American and Hispanic elders appear to be overrepresented in abuse statistics. African American and Hispanics also overrepresented in statistics of elders living in poverty. Women have a higher rate of poverty. (See Handout) There is currently no data to substantiate the correlation of poverty and elder abuse and neglect. There is a need for research in the area of minorities and elder abuse and neglect.
Elder Abuse was first recognized as a social problem in the mid 1970s. Currently every state in the United State has elder abuse laws and agencies dedicated to the protection of older adults. California Adult Protective Services (APS), established in 1986, is the agency that provides protective services for seniors, 65 years and older and dependent adults. APS is administered under state guidelines, but each county is responsible for intake, investigation, and case management duties. 
“California Department of Adult Protective Services divides elder abuse into two categories: 1) abuse inflicted by others and 2) self-inflicted abuse. Abuse inflicted by others includes physical abuse, sexual abuse, neglect, abandonment, fiduciary abuse, mental suffering, and isolation. Self-inflicted includes physical abuse (includes self-neglect, alcohol and drug abuse), fiduciary abuse (financial mismanagement to the extent that funds have been diminished or depleted), and suicidal (attempted or threatened suicide)” (Northern California Council for the Community, 1997).

Mandated Reporters

A mandated reporter is any individual who in his/her professional capacity or employment, 
“has observed or has knowledge of an incident that reasonably appears to be physical abuse, abandonment, isolation, financial abuse, or neglect, or is told by an elder or dependent adult that he or she has experienced behavior constituting physical abuse, abandonment, isolation, financial abuse, or neglect, or reasonably suspects that abuse, shall report the known or suspected instance of abuse by telephone immediately or as soon as practically possible, and by written report sent within two days” (California Welfare and Institutions Codes Section 15630-15632).

Responsibilities of the Mandated Reporter

· Individual responsibility of reporter (supervisors or administrator cannot impede reporting)

· If two or more mandated reporter have knowledge of suspected abuse they must decide who will take the responsibility to report. Documentation is vital.

· All reports are confidential and the identity of reporters of abuse remains confidential.

·   Failure to report abuse by a mandated reporter is punishable by 6 months in county jail and a fine not to exceed $1,000.00. 

· Failure to report abuse that results in grave bodily harm or death of the victim of abuse is punishable by 1 year in county jail and a fine not to exceed $5,000.00.  

Policy Trends

Current trends in policies on aging:

· Empowerment of the older adult.

· Confronting age discrimination. 

· Prevention and wellness models.

· Recognition of the potential power of the aging population (older adults constitute the largest voting block).

· Redefining the societal view of dependency. American society embraces the independent individual and views dependence as a weakness and a deficit. To encourage independent living for the elderly it is important to redefine dependency. Acknowledge physical limitations and view requests for assistance as a positive step toward continued independence as opposed to being weak and a burden to society.

Need for Policy Change 

· National definition of elder. A clear legal definition of who is an elder, senior, or older adult is needed. Currently different programs define elder, senior, or older adult as 50 years+, 55 years+, 60 years+, 65 years+, or 70 years+. Without a clear definition it is impossible to compile accurate data regarding the needs and the trends of the aging population.   

· National definition of elder abuse. 

· Redefinition of age related societal roles. Redefining retirement to correspond to functional ability not chronological age. 

· A coordinated interdisciplinary delivery system of services.

· A need for an intergenerational focus for programs and policies. 

Example 1: Prevention Programs need to have an intergenerational focus. Most injuries and chronic disease can be prevented by incorporating a healthy lifestyle of physical activity and good nutrition. A healthy lifestyle is beneficial at any age but most efficient when incorporated at an early age. The focus of prevention must be multigenerational.

Example 2: With a more active aging population it is possible that our current educational system will be overwhelmed with older students. Will this cause greater competition for already limited resources (scholarships, grants, class registration)? Will the curriculum change to reflect the needs of an older student body? 

DEFINITIONS REGARDING ELDER ABUSE AND NEGLECT
(From California Welfare and Institutions Code, Section 15610)

Abandonment: The desertion or willful forsaking of an elder or dependent adult by anyone having care or custody of that person under circumstances in which a reasonable person would continue to provide care or custody.

Abduction: The removal from California, and/or the restraint from returning to California, of any elder or dependent adult who does not have the capacity to consent to such removal or restraint of any conservatee without the consent of the conservator or the court.

Abuse of an elder or a dependent adult: Physical abuse (including sexual abuse), neglect, financial abuse, abandonment, isolation, abduction, or other treatment with resulting physical harm or mental suffering, or the deprivation by a care custodian of goods or services that are necessary to avoid physical harm or mental suffering (See "goods and services" definition).

Clients' rights advocate: The individual or individuals assigned by a regional center or state hospital developmental center to be responsible for clients' rights assurance for persons with developmental disabilities.

Dependent Adult: Any person between the ages of 18 and 64 years, who has physical or mental limitations that restrict his or her ability to carry out normal activities or to protect his or her rights. This includes, but is not limited to, persons who have physical or developmental disabilities. It also includes those whose physical or mental abilities have diminished because of age as well as any 18 to 64 year old who is admitted as an inpatient to a 24-hour health facility.

Elder: Any person who is 65 years of age or older.

Financial abuse: A situation in which a person or entity takes, secretes, appropriates or retains the real or personal property of an elder or dependent adult to a wrongful use, or with intent to defraud, or both, OR assists another in this process. The person or entity is deemed to have committed financial abuse if such actions were taken, in bad faith. A person or entity is considered to have acted in bad faith if he/they knew or should have known that the elder or dependent adult had the right to have the property transferred or made readily available to him/her or to his/her representative. 

For purposes of this definition, a "representative" is a conservator, trustee, or other representative of the estate of the elder or dependent adult, or is an attorney-in-fact of the elder or dependent adult who acts within the authority of the power of attorney.

Goods and services necessary to avoid physical harm or mental suffering: Includes, but is not limited to, all of the following:
1. The provision of medical care for physical and mental health needs,
2. Assistance in personal hygiene,
3. Adequate clothing,
4. Adequately heated and ventilated shelter,
5. Protection from health and safety hazards,
6. Protection from malnutrition, under circumstances where the results include, but are not limited to, malnutrition and deprivation of necessities or physical punishment, and
7. Transportation and assistance necessary to secure the above goods and services.

Isolation: Any of the following, unless performed pursuant to a medical care plan, or unless performed in response to a reasonably perceived threat of danger to property or physical safety:

1. Preventing the elder or dependent adult from receiving his/her mail or telephone calls, 
2. Telling a caller or visitor that the elder or dependent adult does not wish to see/speak to the person, when this is contrary to the elder or dependent adult's wishes, regardless of whether he/she is mentally competent,
3. False imprisonment, as defined in California Penal Code, Section 236,
4. Physical restraint of the elder or dependent adult to prevent contact with family, friends, or concerned persons.

Long-term care facility: Includes, but is not limited to, the following facilities:

1. Any long-term health care facility, such as a nursing facility, a skilled nursing facility, a congregate living health facility, a licensed respite care facility, or an intermediate care facility, including habilitative and nursing intermediate care facilities for the developmentally disabled.
2. A community care facility, such as an adult day care facility, an adult day support center, an adult residential facility, or a social rehabilitation facility, whether licensed or unlicensed
3. A swing bed in an acute care facility, or any extended care facility.
4. A licensed residential care facility for the elderly

Mental suffering: Fear, agitation, confusion, severe depression, or other forms of serious emotional distress that is brought about by threats, harassment, or other forms of intimidating behavior.

Neglect: The negligent failure of any person having care or custody of an elder or dependent adult to exercise that degree of care that a reasonable person in a like position would exercise, including, but not limited to:

1. Failure to assist is personal hygiene or in the provision of food, clothing, or shelter.
2. Failure to provide medical care for physical and mental health needs.
3. Failure to protect from health and safety hazards.
4. Failure to prevent malnutrition or dehydration.
Patients' rights advocate: A person who has no direct or indirect clinical or administrative responsibility for the patient, and who is responsible for ensuring that laws, regulations, and policies on the rights of patients are observed.
Physical abuse: Assault, battery, assault with a deadly weapon or with force likely to produce great bodily injury, unreasonable physical constraint, prolonged or continual deprivation of food or water, sexual assault or battery or rape (including spousal rape, incest, sodomy, oral copulation, or penetration by a foreign object). Physical abuse also includes the use of physical or chemical restraint or psychotropic medication either for punishment or for a period or purpose beyond which the restraint or medication was ordered by the attending, licensed physician.
Reasonable suspicion: An objectively reasonable suspicion of abuse that a person should entertain, based upon the facts, and drawing upon the person's training and experience.
Self-neglect: Failure of the elder or dependent adult to exercise a reasonable degree of care in providing for his/her own needs in such areas as personal hygiene, food, clothing, shelter, medical and mental health care, or avoiding health and safety hazards, malnutrition or dehydration, when that failure is due to ignorance, illiteracy, incompetence, mental limitation, substance abuse or poor health.
SOC 341: The number of the "Report of Suspected Dependent Adult/Elder Abuse" form, which was developed, as required by law, by the California Department of Social Services, for use by mandated reporters to provide the required written report of suspected abuse.
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