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Elder abuse in Britain

Jim Ogg, Gerry Bennett

Abuse of elderly people at home by family members or
close relatives is currently attracting attention from
social and health care practitioners.'3 However, its
prevalence remains unknown. In conjunction with the
Office of Population Censuses and Surveys omnibus
survey team we devised a series of questions, based on
American and Canadian techniques for researching
elder abuse, asking older people about abuse by family
members or close relatives.4' The omnibus survey is a
nationally representative sample of about 2000 adults
throughout Britain interviewed over two weeks; 500-
600 of the adults would be aged 60 or over. Elderly
people in institutions and those who were too ill or
disabled to participate were not included.

Subjects, methods, and results
Adults aged 60 years and over were asked whether a

close family member or relative had recently frightened
them by shouting, insulting, or speaking roughly
(verbal abuse); pushed, slapped, shoved, or been
physically rough with them in any other way (physical
abuse); or taken money or property from them without
their consent (financial abuse). In addition, all adults
who were in regular contact with people of pensionable
age were asked whether they had recently found
themselves shouting at, insulting, or speaking roughly
to them or pushing, slapping, shoving, or being rough
with them in any other way.

In the omnibus survey of May 1992, 2130 interviews
were obtained from 2681 selected addresses (7/9%). The

table shows the responses of the people who answered
questions on elder abuse.
The achieved sample is subject to sampling errors

arising from the weighting procedures, and these
errors add to the observed variance of the sample.
Sampling errors would tend to make the confidence
intervals wider, although previous Omnibus surveys
have found this effect to be negligible. We estimated
the number of abused elderly people in the general
population by calculating two standard errors around
the sample proportion (using the conventional stan-
dard error of a proportion formula) based on the age
distribution of people 60 and over in the 1981 census.
For adults reporting abuse to an elderly person
estimations in the general population were calculated
by using the conventional standard error of a propor-
tion of the total sample-that is, 2130 respondents-
based on the registrar general's population estimate
of people in Britain aged 16 years and over in 1990.

Comment
We used wide behavioural definitions of abuse to

determine whether respondents were willing to divulge
personal and intimate information and to obtain a
broad schema of the prevalence of elder abuse. We
realise that some of the behaviour reported was prob-
ably not "abusive" in terms of severity and intensity.
Nevertheless, the results are the first systematic British
evidence of elder abuse in the domestic setting. The
survey excluded the most frail and vulnerable elderly
people, who are most at risk of abuse.' Our findings
should therefore not be taken in isolation from other
attempts to systematically identify elder abuse. Anec-
dotal evidence suggests that rates of abuse in elderly
people known to social and health care practitioners are
higher than rates in the general population.

Anialysis ofabuse of elderly people anid adults reportinlg abuse to elders by age with estimiates for total Bnitish population

No (%4) of elderly people abused No (%) of adults reporting abuse to elderly people
95%/, Confidence interval 95% Confidence interval

60-64 65-74 74 for British population 16-24 25-44 45-54 55-64 65-74 74 for British population
Typeofabuse (n=150) (n=266) (n=173) (xl000)* (n=156) (n=486) (n=233) (n=188) (n=182) (n=ll0) (xlO00)*

Verbal 11(7) 16(6) 6(3) 561to1123 10(6) 48(10) 26(11) 29(15) 7(4) 6(5) 2411to3305
Physical 5 (3) 4 (2) 1(1) 94 to 505 7 (4) 4(k) 1(0.4) 1(1) 1 34 to 402
Financial 5(3) 2(1) 2(1) 94to505

*See results section for derivation.
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American studies suggest that appropriate measures
of abusive behaviours can be achieved. However, pilot
studies with in depth interviews at our hospital found
several methodological problems. These included the
obtaining of informed consent to participate in research
on family violence, access to potential respondents,
and ethical dilemmas about procedure if abuse is
uncovered during research. Further British research
will therefore need to address these problems before
large scale studies of elder abuse are conducted.

We acknowledge the support of Channel 4 and the Office of

Population Censuses and Surveys omnibus survey team in
undertaking this survey.
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Steroids in advanced cancer:
survey ofcurrent practice

P R Needham, A G Daley, R F Lennard

Steroids are commonly prescribed for patients with
malignant disease.' At St Joseph's Hospice three
patients were admitted in one month with severe side
effects of steroids in whom the rationale for using
steroids was not clear. This prompted us to look at
steroid use in a series of patients admitted to the
hospice.

Subjects, method, and results
In 100 patients admitted consecutively with

advanced cancer, information regarding steroid use
and usefulness was sought from the patient, the
patient's family, any accompanying documentation,
and doctors outside the hospice involved in the
patient's care. A total of 33 of the patients were taking
steroids at the time of admission. Most had been taking
them for more than one month. Reasons for steroids
and durations of use are shown in the table.
Ten patients were admitted from the hospice home-

care team with detailed notes. Of the 23 patients
admitted from general practitioners or hospital
doctors, only two had accompanying documentation
giving indicationsJfor and dose of steroids. In two
letters steroids were not mentioned. Three patients
arrived with no documentation at all. After extensive
telephoning we were unable to establish the reason for
steroid use in four patients.

In most cases the response to steroids did not seem to
have been monitored. Of the 28 patients who could
answer questions, only eight felt that steroids had been
beneficial, nine were uncertain, and 11 did not perceive

Reason for and duration ofsteroid use

Duration of use (weeks)

Reason for use < 1 1-4 5-52 >52 Unknown Total

Anorexia/weakness 2 3 2 1 1 9
Anorexia/weakness and pain 2 2
Anorexia/weakness and hepatomegaly 1 1
Anorexia/weakness and vomiting 1 1
Raised intracranial pressure 1 5 6
Painful neuropathy 1 1
Facial palsy and radiotherapy 1 1
Chronic obstructive airways disease 11
Pain 1 1 2
Spinal cord compression 1 1
Intestinal obstruction 1
Lymphoma 1 1
Eczema 1 1
Part of chemotherapy regimen 1 1
Unknown 1 1 2 4

Total 5 8 15 2 3 33

any benefit. Five of these 11 had been taking them for
more than one month. Of nine patients taking steroids
solely for anorexia and weakness, only one had per-
ceived any improvement.
Nine patients had steroid cards. Only eight of the 28

patients who could answer questions knew of the
dangers of stopping steroids suddenly. Fifteen did not
know why they were taking steroids, and 16 did
not know whether the dose was to be reduced or
continued. Six patients had distressing side effects
attributable to prolonged steroid use. Four had a moon
face, one a debilitating proximal myopathy, and
one severe osteoporosis (she had been taking 30 mg
prednisolone for two years without clear benefit to her
anorexia and weakness).

Comment
Steroids can be prescribed for a number of reasons in

advanced malignancy,'" the best known being their
stimulant effect in anorexia and weakness' 4 and to
reduce oedema around cerebral tumours. They confer
clear benefits in 40% of patients overall' but, particu-
larly when used for more than a month, they can
seriously impair quality of life as well as adding to the
drug load in patients often already subject to poly-
pharmacy. It is therefore of concem that steroid
benefits are not routinely monitored, that patients
are not aware of the risks, and that communi-
cation between doctors about steroid prescription is
poor.
There is no universally accepted dose or monitoring

regimen for steroids in advanced cancer, but a review
of the literature suggests that typical starting doses
would be 4 mg of dexamethasone daily in anorexia and
weakness and 16 mg daily for the reduction of cerebral
oedema or for spinal cord compression. Results can be
assessed after one week, when the drug can be stopped
if there has been no therapeutic response. If there is
improvement in symptoms it seems sensible to reduce
to the minimum dose which maintains benefit.5 If
steroids are continued it should be the responsibility of
the prescribing doctor to ensure that the patient or
family is aware of the dangers of stopping steroids
suddenly and that response and adverse effects are
clearly recorded.

We thank all the staff at St Joseph's Hospice who assisted
in collecting data for this survey, and the Cancer Relief
Macmillan Fund for their support of RFL.
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