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Abstract
Elder abuse continues to be a taboo, mostly underestimated, ignored by societies across the world. Recent systematic reviews and
meta-analyses have revealed significant variations in the prevalence of elder abuse, with large geographic variations. This is the
first study that compares the prevalence of elder abuse and risk factors between a European and Asian countries and using the
same method. Cross-sectional surveys were conducted in Spain and Iran. Eight hundred forty subjects, aged 65 and over, were
chosen randomly from patients in primary care health centres. Prevalence of abuse and subtypes and risk factors were obtained
using structured interviews. To minimize the potential effects of selection bias, a propensity score matching was performed.
Multiple correspondence analysis was used to evaluate the possible relationships among all the variables and to identify specific
profiles. Five hundred thirty-two older people remained for the analysis after matching. The prevalence of abuse was 39.1% in
Spain and 80.5% in Iran. Elder abuse and its subtypes are significantly more probable in Iran than in Spain. Out of every five
elderly people questioned, two in Spain and four in Iran responded affirmatively to a question concerning elder abuse. Multiple
correspondence analysis allows the differences between patterns of elder abuse between both populations to be visualized. Elder
abuse is a prevalent problem in Spain and Iran. While some characteristics are shared in the pattern of abuse there are different
profiles between the two countries. Detecting elder abuse should be a priority objective in clinical and forensic setting.

Keywords Elder abuse . Clinical . Forensic . Propensity score .Multiple correspondence analysis

Introduction

A tolerant social climate towards violence is one of the
macrosocial factors that favour the emergence of family

violence. Erroneously, we have tended to associate authority
with violence, which has helped legitimize violence. Within
family violence, elder abuse is the subject of research and
strategies have been designed to deal with the problem from

Vahid Farnia and Maria D. Perez-Carceles contributed equally to this
work.

* Maria D. Perez-Carceles
mdperez@um.es

1 Substance Abuse Prevention Research Centre, Kermanshah
University of Medical Sciences, Kermanshah, Iran

2 Iranian National Center for Addiction Studies (INCAS), Iranian
Institute for Reduction of High-Risk Behaviors, Tehran University of
Medical Sciences, Tehran, Iran

3 Department of Didactics of Mathematical and Social Sciences,
University of Murcia, E-30100 Murcia, Spain

4 Primary Care Management, Murcia Health Service, E-30100
Espinardo, Murcia, Spain

5 Institute of Research into Aging, Department of Legal and Forensic
Medicine, Biomedical Research Institute (IMIB-Arrixaca), Regional
Campus of International Excellence “Campus Mare Nostrum”,
School of Medicine, University of Murcia, E-30100 Murcia, Spain

Key points
• This is the first study that compares the prevalence of elder abuse between a European and Asian country, using the same methodology.
• Multiple correspondence analysis allows specific elder abuse profiles to be identified.
• Elder abuse is significantly more likely to occur in Iran than in Spain.
• Out of every five elderly people questioned, two in Spain and four in Iran responded affirmatively to a question concerning elder abuse
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the health, legal and social sciences viewpoint. Several au-
thors have related elder abuse with an increase in mortality,
morbidity physical and mental, a detriment in the quality of
life and an increase in the consumption of personal, health and
social resources [1, 2]. All this suggests that elder abuse
should be considered a health problem of first magnitude that
demands urgent attention [3].

The gradual aging of the population in most countries of
the developed world along with social changes, such as low
birth rate and the incorporation of women (traditionally re-
sponsible for the care of the elderly) into the labour market,
and various cultural changes, such as increases in intolerance
and discrimination of the elderly, together with the tendency
to confine them to institutions establish elder abuse as a public
social-health challenge in developed societies [4–6].
However, in many parts of the world, elder abuse occurs with
little recognition or response and little is known about the
prevalence of elder abuse in developing countries [7].

Even today, elder abuse continues to be a taboo, mostly
underestimated and ignored by societies across the world. For
this reason, recent years have seen an increase in the number of
authors recommending that doctors systematically question old
people concerning the possible mistreatment by asking them
directly. Recent systematic reviews and meta-analyses have re-
vealed significant variations in the prevalence of elder abuse,
with large geographic variations that might stem from cultural,
social, or methodological differences [8, 9].

In our knowledge, this is the first study that compares the
prevalence of elder abuse and risk factors between a European
and Asian countries and using the same method. The applica-
tion of new methodological tools, such as a propensity score–
matched analysis and multiple correspondence analysis, has
allowed us to eliminate biases and identify specific profiles of
elder abuse in both types of country.

Material and methods

Study design and participants

A cross-sectional descriptive analytical study was conducted
in Murcia (Spain) and Kermanshah (Iran), approved by the
Research Ethics Committee of Murcia University (Spain) (ap-
proval ID: 2048/2018) and by Research Ethics Committee
Kermanshah University of Medical Sciences (approval ID:
IR.KUMS.REC.1399.606).

Figure 1 shows the scheme and sequence of the phases of
the study. The size of the sample initially calculated was for an
estimated extent of elder abuse in the world of 15% [9], with a
precision of 3.5% and with a confidence interval of 95%. The
sample size calculated was 400, to which we added 5% to
cover the possible withdrawals. The final sample contained
840 subjects (420 in each country).

Sampling was carried out using a multistage random sam-
pling method. First, between the health centres included in
health district I in Murcia (32 health centres) and in
Kermanshah (34 health centres), two health centres were ran-
domly selected in each city (two centres in Murcia and two
centres in Kermanshah). Finally, based on the list of subjects
aged 65 and over treated at each selected health centre, 210
elderly people were systematically selected. The exclusion
criteria included being seriously ill, presence of hearing dis-
ability, mental incapacity or inability to provide answers. One
hundred fourteen subjects were excluded (62 and 52 in Spain
and Iran, respectively): 47 for inconsistent impairment cogni-
tion or barriers to answering questions, 20 for severe disease,
15 refused to participate, 16 could not be contacted and 16 had
died.

The interviews were carried out in private and confidenti-
ality was guaranteed; each patient was also subjected to. It was
deemed important that the person conducting the interviews
should have the full confidence of the subjects, thus increasing
the chance of sincere replies. When applicable, the subjects
were asked if the situations discussed had occurred after they
had attained the age of 65. Each subject was asked to sign an
informed consent form before taking part in the study.

Data collection and study variables

The data were obtained by means of a face-to-face adminis-
tered questionnaire. The interview protocol included 5 sec-
tions: (1) cognitive status assessment; (2) socio demographic
characteristics; (3) risk factors of elder abuse; (4) elder abuse
assessment and (5) physical examination.

We use the same questionnaires in both countries, Farsi
versions in Iran and Spanish versions in Spain. Cognitive
deficits not mentioned in the medical history were evaluated
using the Short Portable Mental Status Questionnaire
(SPMSQ) [10]; the Spanish version was validated by
Martinez de la Iglesia et al. [11] and used previously in Farsi
by others authors [12]. Patients scoring 5 and above on this
scale (advanced cognitive deterioration) were excluded.

Sociodemographic characteristics of the participants (sex,
age, marital status, living with, and accommodation) were
collected. Other variables analyzed are those described as risk
factors in elder abuse by several authors [6, 8, 13, 14]. These
factors were (a) having a chronic illness, (b) having a recent
worsening of health, (c) sharing a house with a person with a
chronic illness, (d) sharing a house with a personwith a mental
illness, (e) sharing a house with someone who consumes an
excessive amount of alcohol, (f) sharing a house with some-
one who consumes illegal drugs and (g) depending on others
for some basic daily activity. The Katz Index was used to
evaluate the degree of dependence, since it can be used with
the old people without the help of the carer and because of its
reliability in primary care.
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After a literature review, the signs of abuse that were
looked for in the physical examination of the subjects were
(a) skin lesions (basically bruises, bites, scratches), (b) dehy-
dration and/or malnutrition, (c) pressure ulcers and (d) poor
body and/or mouth hygiene [15–17]. To examine older people
we follow the general principles established by the European
Council of Legal Medicine (ECLM) [18].

To detect abuse and subtypes of abuse, the questionnaire
dealing with suspected cases of maltreatment edited by the
American Medical Association (AMA) and the Canadian
Task Force (CTF) and recommended by European Council
of Legal Medicine (ECLM) was used [18, 19]. The question-
naire consists of nine questions, of which one refers to phys-
ical negligence, three to psychological abuse, one to physical
abuse, two to financial abuse, one to sexual abuse and one to
the withholding of care (Table 1). The questionnaire was
translated into Spanish and Farsi. The Kuder-Richardson
(KR-20) index of internal consistency was 0.88 and 0.85,
respectively. Elder abuse was taken to have occurred when

at least one of the questions concerning any of the subtypes
of abuse was affirmative.

Fig. 1 Flowchart with the
different phases of the study

Table 1 Questions in a semi-structured interview to detect abuse sug-
gested by American Medical Association and Canadian Task Force for
routine encounters with older people

Neglect
Has anyone ever failed to help you take care of yourself when you needed
help?

Psychological abuse
Are you afraid of anyone at home?
Has anyone ever scolded or threatened you?
Has anyone ever made you do things you did not want to do?

Physical abuse
Has anyone at home ever hurt you?

Financial abuse
Have you ever signed any documents that you did not understand?
Has anyone taken anything that was yours without asking?

Sexual abuse
Has anyone ever touched you without your consent?

Withholding of care
Are you alone a lot?

Int J Legal Med



Statistical analysis

First, to minimize the potential effects of selection bias and to
decrease the variability of both groups, a propensity score
matching was performed [20]. The propensity score is the
conditional probability of assignment to a particular treatment
given a vector of observed covariates. The matching method
was based on one-to-one nearest neighbour with a tolerance
level on the maximum propensity score distance (calipers of
width 0.1 SD of the logit of the propensity score). This pro-
pensity score based matching procedure was applied in a total
of 726 elderly people who were well matched for age and sex
(358 Spanish and 368 Iranian).

Multiple correspondence analysis (MCA)was used to eval-
uate the possible relationships among all the variables and to
identify specific profiles. Associations between features are
represented graphically in MCA, providing a graphic repre-
sentation of the statistical relationships among distinct fea-
tures, with the position of each exclusively informative. This
representation aims to visualize the similarities and/or differ-
ences in the profiles simultaneously, identifying those dimen-
sions that contain most of the data variability. The position of
the points in the MCA graph is also informative. Ultimately,
MCA was used to examine sample variance as a measure of
similarity or dissimilarity between elder abuse among Spanish
and Iranian older people.

R software, version 3.3.1, was used to compute the propen-
sity coefficient and multiple correspondence analysis (MCA)
[21, 22].

Data analysis was completed using SPSS version 24.0.
Descriptive and bivariate statistics were used to compare

Spanish and Iranian cases on abuse and subtypes, risk factors
of elder abuse, signs in physical examination and
sociodemographic characteristics. Univariate logistic regres-
sions were used to study the relationship between country and
elder abuse and their subtypes. Binary logistic regression was
performed to find association between various factors and
elder abuse.

Results

The propensity score analysis was based on demographic
characteristics, age and sex, which significantly differ be-
tween the Spanish and Iranian groups when analysing the
entire patient cohort of 726 subjects. A total number of 532
older people (266 in each group) remained for the analysis
after matching. Figure 2 shows that after matching all lie in
the range of the point selected balance (− 0.15, + 0.15).

Table 2 depicts the sociodemographic characteristics of the
elderly interviewed in final sample. The mean age of the sam-
ple was 72.8 years (SD 4.9, range 65–87), with the group of
75–79 years predominating in both countries. Of the sample,
63.3% was male. The percentage of married people was sig-
nificantly higher among Spaniards (67% vs. 54%); however,
widowers predominated among the Iranians (37% vs. 24%).
Cohabitation also shows significant differences between both
countries, subjects in Spain living predominantly with spouse
and children (37%), while in Iran 38% live exclusively with
the spouse. Ninety-one percent of older Spaniards live in their
own home compared with 70% of elderly Iranians, 21% of
whom live in relatives’ homes and 8.3% rotate between

Fig. 2 Absolute standardized
mean differences in each of the
covariates used in the matching
(gender and the four age levels)
for before and after matching
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different relatives’ homes, a practice that represents only 1.9%
of Spaniards.

Five risk factors for elder abuse were significantly more
prevalent among older Iranians: a recent worsening of illness,
and living with a chronically ill person, a mentally ill person,
an alcohol abuser, or with a person who uses illegal drugs
(Table 3).

In the physical examination, signs of dehydration/
malnutrition and poor body and/or oral hygiene were detected,
with a significantly higher prevalence in elderly Iranians. Skin
lesions characteristic of physical abuse were not detected in
either group (Table 3).

Prevalences of abuse and their subtypes in each country are
shown in Table 3. Among the Spanish participants, 2 in 5
answered affirmatively to at least one question about elder
abuse (39.1%), while the corresponding figure in Iran was 4
in 5 (80.5%).

Logistic regression analysis revealed that, over the age of
65, elder abuse and its subtypes Physical Negligence,
Psychological Abuse, Physical Abuse and Financial Abuse
are significantly more probable in Iran than in Spain. The odds
ratios (95% confidence intervals, Probability) were

respectively: elder abuse 6.06 (4.24–8.65; p < 0.001), physical
negligence 3.99 (2.80–5.69; p < 0.001), psychological abuse
6.61 (4.64–9.42; p < 0.001), physical abuse 15.43 (8.01–
29.75; p < 0.001), and financial abuse 1.93 (1.32–2.83; p <
0.01). However, there was no greater risk of withholding care
in the Iranian group of older people than in Spain. No case of
sexual abuse was mentioned by Spanish participants, whereas
six Iranians mentioned having been subjected to this subtype
of abuse.

Independent factors associated with any abuse after
performing multivariate analysis are shown by each country
in Table 4. Among Spanish participants, abuse was higher in
women (OR = 2.17, 95%, CI 1.36–3.48), be between 75 and
79 years (OR = 2.82, 95%, CI 1.62–4.91) or be 80 years of age
or older (OR = 2.43, 95%, CI 1.35–4.39), live on a rotational
way (lives every time in a child's house) (OR = 3.85, 95%, CI
1.45–10.23) or in house of relatives (OR = 1.94, 95%, CI
1.21–3.82), be dependent for basic activities of daily living
(OR = 2.38, 95%, CI 1.33–4.27) and having signs of poor
body and/oral hygiene (OR = 4.01, 95%, CI 1.75–9.18).
Among Iranians, abuse was higher in those 75–79 years old
(OR = 9.58, 95%, CI 3.05–29.71), living with children (OR =

Table 2 Distribution of socio-
demographic characteristics (n =
532)

Spain (n = 266)

% (95% CI)

Iran (n = 266)

% (95% CI)

Socio-demographic characteristics p value

Sex

Women 39.8 (33.9–46.0) 33.5 (27.8–39.5) 0.71

Men 60.2 (54.0–66.1) 66.5 (60.5–72.2)

Age (group years)

65–69 35.3 (29.6–41.4) 34.6 (28.9–40.6) 0.99

70–74 17.7 (13.3–22.8) 17.7 (13.3–22.8)

75–79 42.9 (36.8–49.0) 43.6 (37.6–49.8)

≥ 80 4.1 (2.1–7.3) 4.1 (2.1–7.3)

Marital status

Married 67.3 (61.3–72.9) 54.1 (47.9–60.2) 0.01

Single 4.5 (2.4–7.7) 5.6 (3.2–9.1)

Divorced 3.8 (1.8–6.8) 3.0 (1.3–5.8)

Widowed 24.4 (19.4–30.1) 37.2 (31.4–43.3)

Living with

Alone 18.8 (14.3–24.0) 10.2 (6.8–14.4) < 0.0001

Spouse 30.8 (25.3–36.8) 38.7 (32.8–44.9)

Children 13.2 (9.3–17.8) 27.8 (22.5–33.6)

Spouse + children 37.2 (31.4–43.3) 17.3 (12.9–22.4)

Other relatives 0 6.0 (3.5–9.6)

Accommodation

Home 91.4 (87.3–94.4) 70.3 (64.4–75.7) < 0.0001

House of relatives 6.8 (4.1–10.5) 21.4 (16.7–26.9)

Rotational 1.9 (0.6–4.3) 8.3 (5.3–12.3)
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11.15, 95%, CI 1.68–73.69), or spouse and children (OR =
10.52, 95%, CI 1.93–57.19), living at home (OR = 22.77,
95%, CI 2.09–146.44), being dependent for basic activities
of daily living (OR = 3.19, 95%, CI 1.66–6.10) and having
signs of poor body and/oral hygiene.

Multiple correspondence analysis (MCA) can provide in-
sight into which variables have greater influence on the di-
mension(s) of elder abuse as it permits the visualization of
clusters and patterns within the sample. With MCA, the anal-
ysis reduces the data to three dimensions that account for
35.4% of the variance in the samples. Dimensions 1 and 2
of the MCA point to differences between the two populations.
The differences in the profile of elder abuse in both countries
are shown in Fig. 3a for all cases. The variables of dimension
1 have the highest inertia (0.147) and contribute most of the
differences observed in elder abuse between both countries.
Dimension 1 is the distribution of positive answers related
wi th abuse . Dimens ion 2 is the dis t r ibut ion of
sociodemographic variables. The Spanish population is
grouped near the origin of the coordinates, which indicates
greater homogeneity in the scores obtained for both dimen-
sions. On dimension 1, the population of abused Iranian elders
is greater than for the Spanish group, with a higher number of
affirmative answers concerning psychological, physical,

financial and sexual abuse. On dimension 2, they are split into
two subgroups, one on the positive side of the axis and other
subgroup on the negative side of the axis, thus defining two
different profiles of abuse. The variable contributing most to
the positive part of dimension 2 are being widowed, living
with children and living in the house of relatives, while being
married contributes most to the negative part of dimension 2
(Fig. 3b).

Discussion

In our knowledge, this is the first study to compare the prev-
alence of elder abuse in a European and an Asian country
using the same new statistical methodology. To avoid the
possible confusion of characteristics such as age and sex be-
tween Spanish and Iranian subjects, a propensity score analy-
sis was performed [20]. According to this, the prevalence of
suspicion of abuse reported in our study by elderly people was
39.1% in Spain and 80.5% in Iran. If we extrapolate our re-
sults to the entire population of each country (2018),
4,694,520 people of 65 years and older in Iran (5.7% of the
total population) and 9,184,577 people in Spain (19.5% of the

Table 3 Risk factors and warning
signs of elder abuse in physical
examination, and the prevalence
of suspicion of abuse and its
different types associated with
country (n = 532)

Spain (n = 266)

% (95% CI)

Iran (n = 266)

% (95% CI)

Risk factors p value

Having a chronic illness 75.9 (70.3–81) 74.8 (69.1–79.9) 0.420

Recent worsening of illness 7.1 (4.4–10.9) 53.8 (47.6–59.9) < 0.0001

Living with a chronically ill person 21.8 (17–27.3) 50 (43.8–56.2) < 0.0001

Living with a mentally ill person 1.9 (0.6–4.3) 15.8 (11.6–20.7) < 0.0001

Living with an alcohol abuser 5.6 (3.2–9.1) 11.7 (8.1–16.1) 0.01

Living with a person who uses illegal drugs 1.9 (0.6–4.3) 47 (40.9–53.2) < 0.0001

Arguing frequently with family members 25.6 (20.4–31.2) 29.7 (24.3–35.6) 0.166

Functional disability for daily activities 26.3 (21.1–32) 23.3 (18.4–28.9) 0.241

Physical examination

Skin lesions suggesting abuse 0 0 –––––

Objective signs of dehydration/malnutrition 1.9 (0.6–4.3) 7.9 (5–11.8) 0.001

Pressure ulcers 1.9 (0.6–4.3) 0.4 (0.0–2.1) 0.108

Signs of poor body and/or oral hygiene 11.7 (8.1–16.1) 45.1 (39–51.3) < 0.0001

Type of abuse

Neglect 15.4 (11.3–20.3) 41.4 (35.4–47.5) < 0.0001

Psychological abuse 11.3 (7.7–15.7) 53 (46.8–59.1) < 0.0001

Physical abuse 1.1 (0.2–3.3) 27.4 (22.2–33.2) < 0.0001

Financial abuse 11.3 (7.7–15.7) 24.8 (19.7–30.5) < 0.0001

Sexual abuse 0 (0) 6 (3.5–9.6) < 0.0001

Withholding of care 30.5 (25–36.4) 34.6 (28.9–40.6) 0.177

Elder abuse 39.1 (33.2–45.2) 80.5 (75.2–85) < 0.0001
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total population) would be suffering elder abuse 3,779,088
older in Iran and 3,591,169 in Spain.

A recent systematic revision and meta-analysis suggests
the global prevalence of elder abuse is 15.7%, that is, elder
abuse seems to affect one in six older adults worldwide [9].
Among the reasons that help explain differences in the results
are that investigations included collected past-year abuse
prevalence in the above meta-analysis, while our data refer
to events occurring after the person has reached the age of
65. In addition, the lack of consensus on the definition of
situations that are considered abuse and the different method-
ologies used to identify the same complicate the comparison
of results [23].

Logistic regression analysis showed that elder abuse and its
subtypes, Neglect, Psychological Abuse, Physical Abuse and
Financial Abuse are significantly more probable in Iran than
in Spain. Globally, elder abuse is six times more likely among
Iranian elders. The most notable difference concerns physical
abuse, which was seen to be 15 times more likely in the Asian

country. In Spain, the withholding of care is the most frequent
mistreatment (95%CI 25–36.4%), whereas in Iran psycholog-
ical abuse is the subtype most commonly reported by adults
(95% CI 46.8–56.1%). Although many authors do not include
abandonment within the subtypes of abuse because of the
difficulties in checking the data, or even for the elderly person
to understand, the tool used in our study did include it [24].
Curiously, in both countries the prevalence of withholding
care is 30–35% and is the only subtype of elder abuse that
shows no statistically significant difference between the two
countries.

The different specific social norms of each country and the
dissimilar culture that governs the dynamics and expectations
of family life and therefore relations with the elderly and their
care may justify differences in the prevalence of elder abuse
and its subtypes. This study showed the significant difference
in elder abuse between Iran and Spain. However, we assume
that the differences in culture may affect the definition of
abuse. The respect to elder people, as a criterion of collectiv-
ism cultures, matters much more in Eastern countries com-
pared toWesterners with individualistic culture. So, any small
deviation of respectful behaviours can be considered as abuse
in Iranians. In this regard, previous studies reveal considerable
regional variations in the prevalence of elder abuse in different
regions of the world [8, 9].

In Europe, the ABUEL study, designed to assess elder
abuse in seven European countries, found differences in the
prevalence of total elder abuse and subtypes between these
countries. This is one of the very few cross-cultural studies
available that have used a common elder abuse scale. The
results concerning the subtypes of elder abuse coincide with
the prevalence observed of our research [25].

No large study of elder abuse has been conducted in Iran,
and although some groups have published studies using data
obtained in different areas of the country, the fact that many of
them are in Farsi (except for the abstract) poses difficulties for
the dissemination of results in an international environment.
Generally, people believe that elder mistreatment is not com-
mon in Iran because of the strong family ties in that culture
[26]. However, the results of several investigations have
shown that elder mistreatment is also a reality in Iran. Thus,
in an Iranian population aged over 60 years mistreatment in
the previous 12 months was reported by 14.7% of the partic-
ipants, physical (70.4%) and neglect (61.4%) being the most
common subtypes of total mistreatments [26]. Other authors
obtained results similar to ours in the Iranian population, with
at least 80% of the participants reporting some form of psy-
chological abuse, financial abuse and/or neglect at least once
during a 2-month period. Neglect and financial abuse was
reported by 66% and 41% of the respondents, respectively
[27]. In a systematic review of elder abuse across Asia, con-
siderable variations were obtained in prevalence estimates,
with figures ranging from 0.22 per 1000 to 62% [28].

Table 4 Stepwise multivariate logistic regression analysis for any elder
abuse among the elder populations

Elder abuse in Spain
OR (95% CI)

Elder abuse in Iran
OR (95% CI)

Sex

Men 1 ---

Women 2.17 (1.36–3.48) ---

Age (group years)

65-69 1 1

70-74 --- ---

75-79 2.82 (1.62–4.91) 9.528 (3.055–29.713)

≥ 80 2.43 (1.35–4.39) ---

Living with

Alone 1

Spouse --- ---

Children --- 11.15 (1.68–73.69)

Spouse + children --- 10.52 (1.93–57.19)

Other relatives --- ---

Accommodation

Rotational 3.85 (1.45–10.23) 1

Home 1 22.738 (2.09–146.44)

House of relatives 1.94 (1.21–3.82) ---

Risk factors

Functional disability for daily activities

No 1 1

Yes 2.38 (1.33–4.27) 3.19 (1.66–6.10)

Physical examination

Signs of poor body and/or oral hygiene

No 1 1

Yes 4.01 (1.75–9.18) 3.47 (1.07–11.20)
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Recently, Abdi et al. [29] determine the prevalence of elder
abuse from 2001 to 2018 in 15 articles by systematic review
and meta-analysis. According to the findings of this study, in
Iran the overall prevalence of elder abuse is 48.3%.

Five elder abuse risk factors, all related to problems in co-
existence and mentioned in various investigations, showed
significantly higher prevalence in the Iranian population. In
our sample, the chronic diseases most prevalent in both coun-
tries were heart disease, hypertension, diabetes, hyperlipid-
emia, hypothyroidism and hyperthyroidism. The prevalence

and any recent worsening of illness in the elderly were signif-
icantly higher in Iran than in Spain (53.8 vs 7.1), which would
seem to reflect the fact that 80% of the cardiovascular disease
(CVD) global burden have occurred in low- and middle-
income countr ies (LMIC) most ly in the Eastern
Mediterranean Region (EMR), where it has become a growing
epidemic problem in recent years [30]. Iran may have the
highest burden of CVD in the EMR [31]. The highest risk of
CVD events is attributed to hypertension in the Iranian popu-
lation [32].

Fig. 3 a Cases of suspicion of
elder abuse labelled by country
(n=318). b Joint plot of category
points for the first two
dimensions. Dimension 1 is the
presence of positive answers of
abuse, and dimension 2 is the
distribution of sociodemographic
characteristics. v32 v33
psychological abuse; v37
physical abuse; v35 sexual abuse;
v38 v39 financial abuse
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Similarly, signs of dehydration/malnutrition and poor body
and/or oral hygiene, symptoms frequently described in situa-
tions of abuse, are more common in Iranian elders than in
Spaniards. In both countries, being 75–79 years old, depen-
dent on basic activities of daily living and having signs of poor
body and/oral hygiene found to significantly have increased
risk of any type of abuse.

Multiple correspondence analysis allows the differences
between patterns of elder abuse between both populations to
be visualized. Although there is a profile shared by both
groups, Iranian elders answered affirmatively to a greater
number of questions as regards the subtypes of elder abuse.
However, the profile of elder abuse is more homogeneous
among the Spanish group. In the case of Iranian people, two
distinct patterns are defined, one affecting married elders, and
probably connected with financial abuse [33], and another
pattern of abuse in which the victims are elderly widowed
people who must live with their children. This situation is
probably due to the lack of any social security system in Iran
to protect and support the elderly, which means that they nec-
essarily become dependent on their families [26].

Limitations

The study has several limitations that must be taken into ac-
count when interpreting these results. Firstly, its cross-
sectional design means that we do not know about how abuse
progresses over time. Longitudinal studies are needed to ex-
amine the incidence of elder abuse subtypes and the associated
risk and protective factors. Secondly, the information regard-
ing mistreatment was self-reported by victims, with the high
degree of subjectivity that this entails. Thirdly, we did not
include fragile elderly people who attend health centres less
frequently because of their difficulties in movement, and also
subjects with cognitive disorders that prevented the survey
being conducted. Cultural difference is also a limitation.

Conclusion

The present results confirm that elder abuse is an urgent, im-
portant and growing problem in different countries and with
different cultures. Although populations are ageing both in
developed and developing countries, the fastest growth in this
phenomenon is mainly evident in countries that have relative-
ly recently been industrialized or are developing, so that rais-
ing awareness of the problem and taking steps to prevent its
occurrence should be a priority in these countries.While some
characteristics are shared in the pattern of abuse, there are
different profiles between the two countries which should be
the subject of more research.

Identification and management of elder abuse have foren-
sic and medicolegal implications. The clinical report is a fun-
damental piece for the elaboration of forensic report.
Detecting elder abuse should be a priority objective in clinical
and forensic setting, since healthcare professionals and foren-
sic practitioners may be the only people in victims’ lives with
the opportunity to recognize abuse.
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