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Clergy and Health Care Providers Should Be Positioned to Spot Abuse

ecause elder abuse victims, abusers
and stakeholders often seek help
from faith-based entities, clergy and 

faith communities need to be prepared
with appropriate intervention responses,
concept awareness and knowledge con-
cerning elder abuse and neglect as an
emerging health and social crisis.1 The 
following article explores fundamental
descriptions and reasons for elder abuse
and neglect in the United States. Sugges-
tions and intervention strategies are pro-
vided for clergy and faith communities, as
well as for health care providers, to show
how they can witness to the Gospel mes-
sage of Jesus Christ by assisting victims,
abusers and family members. 

abuse, neglect and exploitation first appeared in
the 1987 Amendments to the Older Americans
Act. A general description is the intentional or
neglectful acts by a caregiver or “trusted” individ-
ual that may lead to harm of the vulnerable elder.5

An interesting observation from the historic liter-
ature is that early studies focused heavily on care-
giver stress as a major cause of elder abuse.6

However, researchers worldwide discovered that
this social problem is far more complex.7 Later
and more recent research has broadened the
scope of studies to include expanded risk factors.

In public health and social research, incidence
is the number of new cases occurring over a peri-
od of time; prevalence refers to the number of
cases in a given population at a point in time.8

The 1998 National Elder Abuse Incidence Study9

reported that a lack of uniformity, consistency,
and standardization of what defines and consti-
tutes elder abuse worldwide prevents its precise
incidence and prevalence from being known. The
National Center on Elder Abuse reinforced this
premise — a lack of a commonly agreed-upon
definition — because the precise number of older
Americans being abused, neglected or exploited
cannot be determined.10 Because definitions vary,
no uniform reporting system has been established
for state statistics, and comprehensive national
data are not collected. However, with estimates
that 10 percent of Americans older than 65 are
abused, elder abuse strikes with the frequency of
other common chronic illnesses that plague older
persons, such as diabetes.11 The National Elder
Abuse Incidence Study strongly confirmed the
validity of the “iceberg theory,” which has been
accepted by experts on aging since the 1970s.
Based on information provided by the trained
National Elder Abuse Incidence Study “sen-
tinels” (those who watched out for signs of
abuse), this theory projected that only 18 percent
of elder abuse cases were actually reported, result-
ing in an estimate of five times as many cases that
were not.12
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Elder Abuse and Neglect:
Staving Off a ‘Social Tsunami’

AN ESCALATING PROBLEM
The world is in the throes of a demographic 
revolution, according to the World Health
Organization.2 An anticipated increase in the
number of older persons in the United States
supports this contention. On its website, the
U.S. Bureau of the Census predicts that people
65 and older will outnumber children by the year
2020 and will comprise 25 percent of the nation’s
total population by the year 2050. Experts pre-
dict that the frequency in occurrences of elder
abuse and neglect is likely to increase proportion-
ally as the population ages.3 Elder abuse is an
escalating global phenomenon requiring further
awareness, inquiry and research.4

Literature reveals that there are as many varia-
tions and descriptions of what constitutes elder
abuse as there are researchers studying this grow-
ing concern. According to the National Center
on Elder Abuse, federal definitions of elder
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Dr. Pamela Teaster, a professor at the
University of Kentucky’s Sanders-Brown Center
on Aging, notes that “from an awareness per-
spective, elder abuse is where child abuse was 20
years ago.”13

While definitions differ among states, the
National Center on Elder Abuse broadly defines
three categories of abuse: domestic, institutional,
and self-neglect. Domestic abuse refers to forms
of maltreatment by someone who has a special
relationship with the older person — a spouse,
sibling, child, friend, or caregiver — that occurs in
the home of the older person or caregiver.
Institutional abuse refers to maltreatment that
occurs in elder residential facilities — nursing
homes, foster homes, group homes, and board
and care facilities — where perpetrators are paid
caregivers, staff members or professionals who
have a legal or contractual obligation to provide
elderly people with care and protection. Self-
neglect refers to the behavior of an older person
that threatens his or her own health or safety,
such as failing to provide him- or herself with
adequate food, water, clothing, shelter, personal
hygiene, medication or safety precautions.14 Most
forms of abuse can be sorted into one of these
three categories. 

The National Center on Elder Abuse reported
that elder abuse in the United States occurs pri-
marily in domestic situations, with adult children
being the most likely perpetrators.15 The center
also found that crimes committed by family
members were the least likely to be reported and
prosecuted. Nationally, one in 14 cases of abuse
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and neglect are reported to adult protective ser-
vices or the police. Age, a risk factor, also
increased the likelihood of abuse, neglect and
exploitation. More than 43 percent of victims of
abuse were over 80 years old, 36 percent were
between 70 and 79 years old, and 21 percent
were between 60 and 69 years old. 16

As the aging population increases, the inci-
dence of elder abuse is likely to grow. The pro-
jected increase in the needs of United States resi-
dents aged 60 and over, coupled with a rising
number of residents in this age category, is likely
to result in a “social tsunami.”17 Health care
providers and faith-based communities need to
be adequately equipped to cope with this
impending storm.18

HEALTH CARE ORGANIZATIONS AND
CLERGY HAVE PIVOTAL ROLES
Health care organizations and systems can serve
as conduits for community awareness and infor-
mation on elder abuse and neglect. Organizations
and systems can link interested members to com-
munity and web-based resources and services.
Health entities can provide further awareness and
more detailed education and training and offer
intervention strategies concerning where to

Health care organizations have opportunities to
provide vigilant oversight for intervention when
abuse or neglect is suspected.
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Community organizations targeted for informa-
tion sharing can include financial institutions and
their staffs, as well as public servants, including
police, fire and rescue departments, social service
agencies and attorneys.

The concept of religious community is especi-
ally significant as a support for those coping with
health or social illness. Individuals and families
often seek help from clergy members and church
staff in times of crisis. Statistical reports indicate
that some 300,000 Protestant ministers, 49,000
Catholic priests, and 4,000 rabbis serve in 500,000
churches and temples in the United States.19

Little has been written in the peer-reviewed 
literature on the roles of faith-based organiza-
tions and clergy in addressing elder abuse 
and neglect in the United States. Canadian
researchers Podnieks and Wilson argued the fol-
lowing two points: The role of the clergy is sig-
nificant because clergy members are among the
most likely groups of front-line support care-
givers to encounter and be entrusted with com-
munication concerning elder abuse and neglect,
and training is needed to educate clergy members
on the important roles they can play in elder
abuse prevention, intervention, and treatment.20

The Kentucky Elder Readiness Initiative asserted
that clergy plays an important role in helping
older adults experience relief from physical, emo-
tional, and spiritual suffering in that state. 21

However, while members of the clergy could also
play an important role in relieving the potential
looming crisis related to elder abuse and neglect,
they may not be prepared to do so.

Faith communities, like health organizations,
can play a critical role in highlighting public
awareness and providing intervention services.
Faith leaders are among the most likely profes-
sionals to encounter abuse occurring in members’
homes. However, clergy and faith communities
are not prepared to deal with the needs of aging
members. Further, there is a significant gap in
their understanding of elder abuse22 and of
ageism — a biased negative view against the aged,
which is prevalent in many cultures.

Faith-based organizations, including Catholic
hospitals, faith communities and clergy can be
proactive conduits for the well-being and safety
of older adults. Increased awareness, a mecha-
nism to inform seniors, and training are among
the intervention initiatives recommended to 
promote clergy effectiveness. Parish nurses were
cited as a resource for holistic nursing services.23

Sensitivity to the unique needs of congregants is

report suspicions of abuse and where stakeholders
can seek assistance (e.g., Adult Protective
Services, police, counseling services). There is a
critical need for credible research data and statis-
tics to establish benchmarks for determining inci-
dence and prevalence, and to measure outcomes.
Both are ways that organizations and systems can
contribute toward ameliorating this social and
health issue. 

Health care organizations have opportunities
to provide vigilant oversight for intervention when
abuse or neglect is suspected at entry points into
the organization’s system, such as emergency and
home health divisions. Information can be pro-
vided via presentations to those who work in the
offices of medical staff members, newsletters and
other communications to the wider community.
Organizations can weave high-risk screening cri-
teria and possible factors that predispose older
adults to abuse into clinical assessments and coor-
dinate support resources. Employee orientation
offers an opportunity for sharing the collective
responsibility of all members of a health care
organization to be alert and attentive to possible
abuse and neglect. Parish health outreach ser-
vices, where available, might consider enlisting
their ministers in sharing information about
abuse and neglect with community and congre-
gation members.

Inclusion of information about abuse and
neglect may be especially relevant to those orga-
nizations and systems with “women’s centers,”
given that women are typically most affected by
direct care responsibilities. Organizations and sys-
tems can consider support in the business health
and employee assistance program areas, because
many in the work force are feeling the “sandwich
generation” squeeze (i.e., caring for older adults
and children while holding down a job) and may
need to be aware of warning signs of self-neglect
and vulnerability of older parents to financial and
material exploitation. (Employees may be suscep-
tible to caregiver stress and strain, which can con-
tribute to abuse and neglect scenarios; employee
assistance programs may be a sound resource to
help defuse potential neglect and abuse.)
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Clergy members are among the front-line support
caregivers most likely to be entrusted with 
communications concerning elder abuse and neglect.



important. For example, some victims may be
reluctant to report abuse. They may be intensely
private individuals or they may have grown up in
families where abuse was not discussed. Training
is an effective means of educating religious lead-
ers to impart knowledge on improving effective-
ness in prevention, intervention and treatment
roles.24 Culture and context are also important
when considering elder abuse prevention needs —
especially in a global or transient community
where people from various countries and back-
grounds have different and unique needs.25 Plans
and methods are also needed to address the
future needs and expectations of special inter-
est groups (e.g., baby boomers and immigrants
from countries where cultural norms differ).

The lack of clergy knowledge of abuse issues,
types, risk factors, and warning signs is an impor-
tant concern because these knowledge voids inhib-
it the ability of clergy members to be effective in
counseling victims and those seeking help during
the healing process. Some researchers reported
that clergy members lacked knowledge and famil-
iarity with basic abuse referral procedures.26 Special-
ized training in abuse counseling for clergy is
minimal, and faith leaders need to learn appropri-
ate knowledge and intervention skills.27 Increas-
ing education and training is a means of narrow-
ing the gap and assisting in the education of cler-
gy members to meet the growing needs of faith
communities.28

Action and strategies to increase knowledge for
faith-community clergy members and staff include
pursuing self-education (e.g., gerontology course-
work); attending seminars; pursuing, studying,
and considering adoption of best practice guide-
lines; and pursuing other education resources in
the community. 29

RECOMMENDED AREAS FOR
FUTURE RESEARCH, DISCUSSION
The following strategies are crucial to consider
when addressing the issue of elder abuse and
neglect. Although these strategies specifically
apply toward clergy, which was the focus of this
author’s most recent research,30 they can certainly
be applied to other faith-based organizations and
health care providers.

Establish High-Risk Screening Criteria for
Congregants at Risk. This can be done in con-
junction with developing or updating a church’s
census. Technology and cross-tabulation (i.e.,
cross-reference) of information obtained through
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the census can be included to identify culturally
specific factors that contribute to elder abuse
(e.g., over 80 years old, lives alone, multisystem
health needs, homebound). 

Launch Seminary and University-Based
Education for Clergy and Professionals. Results
of this author’s study show that it would be use-
ful for seminaries or faith-based organizations to
conduct education, training and continuing edu-
cation programs on elder abuse and neglect. An
evaluation of important elements and barriers to
clergy effectiveness in program design (e.g.,
codes of conduct — non-mainstream popula-
tions), confidentiality, trust, empathy, and under-
standing elder abuse and neglect stakeholder
behaviors should be included.31, 32

Consider Adapting the VIRTUS� Training
Model. VIRTUS is an organization that combats
wrongdoing by churches. It educates and trains
members of congregations to be aware of and
prevent child abuse. Because it serves as an estab-
lished forum for communication, VIRTUS has
the capability to accommodate discussion on
elder abuse.33 Explore the possibility of including
a segment on the protection of older (and dis-
abled) persons as a vulnerable at-risk population. 

Use Faith-Based Community Networks to Help
Expand Clergy Time and Resources. Explore
avenues to find the time and resources for clergy
members to be more available to assist with an
elder abuse and neglect ministry.34 Develop and
further integrate “faith community network”
(e.g., parish health nursing) ministries into con-
gregations to strategically address elder abuse and
neglect.35
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lence as a related construct may be a useful field
to explore for potential parallel research and best
practices.

From a Biblical perspective, as Jesus challenged
his apostles to watch out for dangerous predators in
the Garden of Gethsemane, those in faith commu-
nities and the health care field can become sentinels
challenged to be vigilant and watch out for the best
interests of vulnerable older adults.   

Comment on this article
at www.chausa.org/hp.
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CONCLUSION
Continued discussion on the issue of elder abuse
and neglect is significant for the following rea-
sons: 

It establishes opportunities for critical think-
ing by examining and borrowing parallel con-
structs from other related disciplines (e.g., child
abuse and domestic violence) to establish ideas
for future prevention and intervention. 

It adds dialogue and innovative dimensions
to the existing body of research on this topic
(i.e., the study of faith-based organizations relat-
ing to the growing social concern of elder abuse
and neglect). 

It assists clergy members and other profes-
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of elder abuse and neglect with accurate facts,
identified differences in concept awareness, and
more detailed knowledge on the topic.

It identifies a baseline for awareness, educa-
tion levels, and training needs that should be tar-
geted to make the best use of available resources.

It contributes to attracting the public’s
attention to the value of faith-based organizations
and staff as a vital societal asset for both tangible
and intangible community resources.

Faith-based communities and clergy seem to
be unaware of the imminent emerging crisis that
the aging of the baby boomer population poses,
and communities are not prepared for the level
and caliber of services that baby boomers expect.
Proportionally, the incidence and prevalence of
elder abuse is likely to rise. Since elder abuse is
considered an interlocking element of the family
of personal violence, an analysis of domestic vio-

The lack of clergy knowledge of abuse
issues is an important concern.
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