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Background: This study aimed to explore the prevalence of elder neglect (EN) and
its associated factors among community-based Chinese older adults.

Methods: We used data from the 2018 phase of a nationwide cross-sectional
study, the Chinese Longitudinal Healthy Longevity Survey (CLHLS), which recruited
15,854 older adults to complete the study interviews that incorporated six
dimensions of EN, namely, life neglect, socialisolation, medical neglect, poor living
situation, family neglect, and social neglect. Multivariate logistic regression was
used to explore factors associated with EN.

Results: We included demographic factors, chronic diseases, cognitive function,
and daily activity function in our comprehensive analysis and showed that they had
different effects on the six EN dimensions. Different demographic factors such as
gender, age, marriage, education, occupation, residence, and household income
were included in the comprehensive analysis, and the results showed that these
factors had different effects on the six dimensions of EN. Next, we found that
older adults with chronic diseases are prone to life neglect, medical neglect, and
residential environment neglect. Older adults with better cognitive abilities were
less likely to be neglected, and a decline in daily activity capacity has been linked
to EN in older adults.

Conclusion: Future studies are needed to identify the health effects of these
associated factors, develop prevention strategies for EN, and improve the quality
of life of older adults living in communities.

KEYWORDS
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1. Introduction

The global population is aging rapidly. A recent survey suggested that the global
prevalence of elder abuse (EA) has dramatically increased from 10 to 15.7% in the 21st
century (1). A growing body of research points toward the severe impact of EA on mortality,
incidence rates of physical and mental complications, decreased quality of life, and social
resource consumption (2). The World Health Organization (WHO) report on violence and
health presented an internationally accepted definition of EA, in which EA is characterized as
asingle or repeated act or lack of appropriate action, occurring within any relationship where
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there is an expectation of trust that causes harm or distress to an
older person. This concept is now widely accepted and encompasses
five categories of abuse: physical, psychological or emotional,
financial or material, sexual, and neglect (3).

Elder neglect (EN) is a relatively common form of EA. The
global statistics on EN are still lacking due to the concealment of
abuse events and screening difficulties in the phenomenon itself.
The U.S. National Center on Elder Abuse (NCEA) defined EN as
“the refusal or failure to fulfill any part of a person’s obligations
or duties to an elder.” (4). However, in China, EN is usually
considered an undesirable consequence associated with impaired
mental and physical wellbeing in older adults, accompanied by
social dysfunction (5). There is still no clear and unifying concept
of EN; the definition may differ because of socioeconomic or
medical factors in different regions and countries. We refer to the
conceptual framework for the etiology of self-neglect presented in
previous studies and combined it with the contents of the CHLHS
questionnaire to screen for EN-related factors for inclusion in our
analysis (6, 7). In our study analysis, we divided elder neglect
into three domains, namely, self-neglect, family neglect, and social
neglect. Self-neglect includes four dimensions, namely, life neglect,
social isolation, medical neglect, and poor living situation. Together
with family neglect and social neglect, there are six dimensions,
from which we separately analyze the data to achieve a more
comprehensive and in-depth investigation of the problem of EN.

Elder neglect remains an unsolved problem in many countries.
EN rates vary from country to country and region to region due to
the influence of social, economic, and cultural differences. Despite
the differences, EN remains the second most common type of elder
abuse. In a survey of older adults in the global community (28
studies, 39 515 participants), the rate of reported EN was 4.2% (1).
The United States reported a neglect rate of 5.1% (8). In Europe,
reported rates of neglect ranged from 0.2 to 31.1% (9). In China,
one study focused on rural areas and found that the pooled EN
prevalence estimate was up to 26% (95% CI 17-35) (10). Another
data from a cross-sectional study of 7,446 Chinese people, from
2009 to 2010, showed that nearly 8.73% of respondents reported
that their older parents had been neglected within the last year
(11). Another cross-sectional study from 2005, which included 412
urban-dwelling older adults in Nanjing city, showed that caregiver
neglect is the most common form of EA, and the proportion of
EN is estimated at 16.9% (12). However, epidemiological data on
the Chinese population, with a large sample size and a complete
follow-up over an extended period of time, are still lacking (13).

Elder neglect is accompanied by a variety of chronic diseases,
such as cerebrovascular disease, cardiovascular disease, lung
disease, diabetes, and cancer (14). It has been suggested that
gradually accumulating psychological distress and a higher burden
of medical comorbidities may exacerbate physical and cognitive
dysfunction in older adults, leading to increased vulnerability
to EN. These risk factors, combined with a lack of family or
social support networks, magnify insufficiency in self-protective
capabilities and finally result in EN (15). The primary outcomes
of EN include the following three aspects: abnormal living status,
impaired interpersonal relationships, and poor health outcomes.
Self-neglect generally manifests itself as an older person who
cannot perform daily living tasks, has poor personal hygiene and
sanitation, and refuses to receive medical and social assistance
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(6). Poor living conditions and hygiene-related health problems
are frequently encountered. Older adults who are unable to
achieve adequate dietary intake or consume fresh food lose
weight and become malnourished. Lack of friends, isolation,
social disconnection, and loneliness are frequently reported in
neglected older adults (16). When family caregivers (spouse,
children, or relatives) do not have the strength or skills to meet
the older person’s daily needs or are unwilling to fulfill caregiving
responsibilities, EN occurs (17). At the community level, home
care, public health, and medical services play an important role
in caring for older adults with functional impairment and self-
care disabilities. Older adults who are not provided with medicines
or seek timely medical treatment will experience an exacerbation
of chronic conditions, which can lead to more complications,
hospitalizations, or even death (18). Given this complexity, the
most promising intervention to prevent EN is the construction of
an inter-professional team. Practice-based evidence shows that a
multidisciplinary team, consisting of community representatives,
doctors, social workers, lawyers, police, and other volunteers, can
be of great help in coordinating effective responses and protecting
older adults against EN (19).

As previously clarified, EN in community-dwelling older adults
is insidious, complicated, and difficult to detect. Despite recent
advances in our knowledge, the factors influencing EN in older
Chinese adults remain incompletely understood. In this article,
we focus on elder neglect (EN) and discuss how new questions
included within the 2018 phase of the Chinese Longitudinal
Healthy Longevity Survey (CLHLS) can be used to identify
community-dwelling older populations at risk of EN. Our goal
was to examine the association between specific environmental and
sociodemographic covariates and the affecting factors of EN in
community-dwelling older adults. This is performed with the aim
of helping community health services become more aware of the
potential damage of EN and play a positive role in the management
of social assistance to vulnerable older adults.

2. Methods

2.1. Study population and data source

This national cross-sectional study used the CLHLS cohort
database. The CLHLS is a national survey and study on older adults
in China. It started in 1998 and collected information on adults
over 65 years of age from 22 provinces in China. The CLHLS
cohort collected information about the basic status of older adults
(demographic characteristics, living conditions, and household
income); personality and emotional characteristics (depression
and anxiety); general abilities (responsiveness, attention, and
memory); lifestyle (exercise and eating habits); daily activity
ability; and individual and family structure. All information was
obtained through in-home interviews, lasting approximately 2h
and conducted by trained investigators; each participant provided a
written informed consent form, which was signed by the next of kin
if the participant was unable to write. More details about the CLHLS
study design can be found elsewhere (20). This study included
the 2018 data from the CLHLS cohort and analyzed the neglect
of 15,854 older adults. Neglect status included six dimensions:
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life neglect, social isolation, medical neglect, poor living situation,
family neglect, and social neglect.

2.2. Assessment of neglect status

Life neglect included unwillingness to cook, avoidance of
fresh fruits and vegetables, irregular exercise, and poor hygiene.

TABLE 1 Baseline characteristics of CLHLS 2018 participants.

10.3389/fpubh.2023.1123835

If one of the aforementioned four items is observed, one point
is obtained, and the sum of the scores represents the score
of life neglect. The scores of other neglect indicators were
similar to those of life neglect, which means that the sum of
the items was used to obtain the total score. Social isolation
included a lack of social interaction with others, unwillingness to
participate in social activities, unwillingness to share information,
lack of cooperation, and solving daily problems on their own.
Medical neglect included untimely access to emergency care,

Characteristic Overall Male Female

(N = 15,854) (N=6,912) (N = 8,942)
Age 85.48 (11.67) 83.33 (10.91) 87.14 (11.97) <0.001
60-74 3,364 (21.2%) 1,742 (25.2%) 1,622 (18.1%)
75-84 4,274 (27.0%) 2,062 (29.8%) 2,212 (24.7%)
More than 85 8,216 (51.8%) 3,108 (45.0%) 5,108 (57.1%)
Marital status
Married/partnered 6,401 (41.0%) 3,980 (58.5%) 2,421 (27.1%) <0.001
‘Widow/separated/other 9,453 (59.6%) 2,932 (42.4%) 6,521 (72.9%)
Residence
City 3,541 (22.3%) 1,621 (23.5%) 1,920 (21.4%) 0.003
Town or Country 12,313 (77.7%) 5,291 (76.5%) 7,022 (78.5%)
Education year
0 9,900 (62.4%) 3,179 (46.0%) 6,721 (75.2%) <0.001
1-6 4,215 (26.6%) 2,513 (36.4%) 1,702 (19.0%)
7-12 1,267 (8.0%) 886 (12.8%) 381 (4.3%)
13+ 472 (3.0%) 334 (4.8%) 138 (1.5%)
Occupation before retirement
Manual Labor 11,459 (72.3%) 4,478 (64.8%) 6,981 (78.1%) <0.001
Non-Manual Labor 4,395 (27.7%) 2,434 (35.2%) 1,961 (21.9%)
Household income (¥/year)
0-8,000 4,560 (28.8%) 1,899 (27.5%) 2,661 (29.8%) <0.001
8,000-30,000 3,943 (24.9%) 1,651 (23.9%) 2,292 (25.6%)
30,000 or more 7,351 (46.4%) 3,362 (48.6%) 3,989 (44.6%)
Hypertension 6,259 (39.5%) 2,638 (38.2%) 3,621 (40.5%) 0.003
Diabetes 1,422 (9.0%) 596 (8.6%) 826 (9.2%) 0.189
Heart disease 2,534 (16.0%) 1,012 (14.6%) 1,522 (17.0%) <0.001
Cerebrovascular disease 1,654 (10.4%) 802 (11.6%) 852 (9.5%) <0.001
Lung disease 1,562 (9.9%) 861 (12.5%) 701 (7.8%) <0.001
Cancer 205 (1.3%) 107 (1.5%) 98 (1.1%) 0.015
MMSE Score 20.87 (10.73) 22.82(10.11) 19.37 (10.96) <0.001
IADL 3.00 (0.00, 7.00) 1.00 (0.00, 6.00) 4.00 (1.00, 8.00) <0.001
ADL 3.00 (2.00, 3.00) 3.00 (2.00, 3.00) 3.00 (2.00, 3.00) <0.001

Data are n (%), M (P25, P75) and mean (SD).

CLHLS, China Longitudinal Healthy Longevity Survey; ADL, activities of daily living scale; ADL, instrumental activities of daily living scale.
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unaccompanied clinic visits, unattended care for illnesses, and
irregular physical examinations. Poor living conditions included
poor kitchen ventilation, a musty odor in the house, a leaky roof,
and an untidy home environment. Family neglect included the
inability to get along with spouse, living alone due to lack of
assistance from children, being unattended and living in nursing
homes, reluctant caregivers, and unmet ADL needs. Social neglect
included relatives’ inability to resolve daily problems, including
the provision of social care, arranging doctors’ house calls and
medicine delivery, shopping help, legal aid, and handling family
disputes. All the details are available in the attachment of methods
in Supplementary material.

2.3. Assessment of related factors

Factors related to neglect were included in the study.
The related factors included age, sex, marital status, years of
education, residence, occupation before retirement, household
income, Activities of Daily Living (ADL) score, Instrumental
Activity of Daily Living (IADL) score, Minimum Mental State
Examination (MMSE) score, and self-reported chronic disease.
Demographic variables were grouped by reference to the CLHLS
questionnaire or the classifications used in previous CLHLS studies.
Participants were divided into three groups: 60-74 years; 75—
84 years; and 85 years and older. Marital status was divided
into two groups: spouses and widowed or divorced individuals.
Education was divided into four groups, according to the number
of years of education: 0 years; 1-6 years; 7-12 years; and 13
years and above. Residences were divided into two groups: city,
town, or country. Occupation before retirement was divided
into two groups: manual and non-manual labor. Household
income was divided into three categories: ¥0-8,000; ¥8,000-
30,000; and more than ¥30,000. ADL, IADL, MMSE, and self-
reported chronic diseases were evaluated as the related factors.
At the time of analysis, these variables were adjusted in the
multivariable model.

2.4. Data analysis

Baseline characteristics of the study population in different
groups were described as percentages for categorical variables
and medians (interquartile range [IQR]) for continuous variables.
We tested the statistical differences using the chi-square test for
categorical variables and the non-parametric test for continuous
variables (did not conform to the normal distribution). We
divided the study population into two groups according to
the median and used multivariate logistic regression models
to analyze affecting factors related to neglect, we used all
the covariates to set up the logistic regression model. Those
who were higher than the median score was considered
as high risk group in each dimension of EN. Odds ratios
(ORs) with 95% confidence intervals (CIs) were calculated.
All analyses were performed using SPSS version 26.0. All
P-values were two-sided, with values of <0.05 revealing
statistical significance.
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3. Results

3.1. Sample characteristics

Table 1 presents the characteristics of the entire study
population. In this study, we included 15,854 participants in the
statistical analysis, and the mean age (standard deviation) of the
population was 85.4 (11.7), of which more than half were older than
85 years. A total of 8942 (56.4%) were older women and less likely
to live with a spouse than the male participants. Approximately 70%
of the participants performed manual work before they retired, and
approximately 60% of the participants were illiterate. As for the
IADL score, the median (25th and 75th percentile) of the whole
population was 3.00 (0.00 and 7.00), and women tended to face
more difficulties in daily activities. The majority lived in a town or
country, and almost half of the population had more than ¥30,000
household income per year.

3.2. Distribution

The mean (standard deviation) neglect scores, which included
three domains of EN (self-neglect, family neglect, and social
neglect) were 8.12 (2.85), and the median (quartile 25 and quantile
75) was 8 (6.00 and 10.00). Figure 1 presents the distribution of
scores in six dimensions of EN, which showed high consistency
among male participants, female participants, and the whole
population. It showed that nearly 90% of the participants scored
a zero for family neglect, which does not qualify for any of the
items. More than half of the participants met <1 of the items for
life neglect, medical neglect, and poor living situation. Almost 80%
of the population experienced one or two types of social isolation in
CLHLS. We found that several characteristics were different among
dimensions, including life neglect, social isolation, and medical
neglect, which were three dimensions in the self-neglect domain.
Participants who were female participants, aged more than 85
years, with a marital status of widow/separated/other, and whose
household income was lower than ¥30,000 tend to have higher
scores in life neglect and social isolation (Table 2). In addition,
the scores for the poor living situation of male participants and
those who lived in town or country were both 1 (0,1), which was
higher than the score for female participants who live in the city.
Furthermore, those who were more than 85 years of age had a
higher medical neglect score (0.65 compared with 0.31 in the 60-74
years subgroup and 0.38 in the 75-84 years subgroup, respectively).
And found that the average score for poor living situation increased
as household income decreased.

3.3. Association between different
characteristics and domains of neglect

If the score of a participant was higher than the median
score, we regarded the participant as a higher risk group for EN
(score 2 in life neglect and social isolation; score 1 in medical
neglect, poor living situation, and family neglect; and score 4 for
social neglect). We then performed logistic regression to explore
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the association between different factors and the risk of neglect.
Figures 2, 3, and Table 3 presented the OR and 95% confidence
interval of each factor. Compared with male participants, female
participants were less likely to be neglected in life [OR: 0.85 (0.78,
0.93)], lived in a poor situation [OR: 0.70 (0.66, 0.75)], and had a
lower risk to be neglected by family [OR: 0.80 (0.71, 0.90)]. The
age-stratified analysis showed a significant difference in medical
malpractice among people over 85 years old, with an OR and
95% CI of 1.22 (1.01,1.34). Education year played a significant
role in medical neglect and family neglect and showed slightly
that participants with higher education degrees were less probably
to face a higher risk of social neglect. ADL and IADL scores,
which could present the physical function of an individual, might
influence neglect in each neglect dimension, except for poor living
situations. If participants had a higher score in IADL, which had
more difficulties in daily life activities, they would have a higher
possibility of being neglected in each dimension. Residence location
was also significantly associated with neglect in each dimension and
had a different effect in some dimensions. For example, retiring
as a manual laborer might be a risk factor in dimensions of life
neglect and poor living situations (Figure 3). Living in town and
country might have a lower risk of social isolation [OR: 0.84
(0.76, 0.93)] and family neglect [OR: 0.88 (0.75, 1.03)] and had
the opposite association with life neglect [OR: 1.77 (1.57, 2.00)],
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medical neglect [OR: 1.61 (1.47, 1.77)], poor living situation [OR:
1.56 (1.43, 1.71)], and social neglect [OR: 1.50 (1.37, 1.64)]. As
for self-reported disease, participants with a chronic disease might
suffer more from neglect. Working as a manual worker before
retirement could be a high-risk factor for a poor living situation
[OR: 1.30 (1.17, 1.45)].

4. Discussion

The CLHLS study covers 22 of the 31 provinces in China.
Approximately half of the rural and urban counties were randomly
selected for this survey. The evaluation of 15,854 older individuals
in this study represents a more typical Chinese older adult
population. We found that demographic factors such as gender,
age, marriage, occupation, income, and residence all have different
effects on the six dimensions of EN. In the presence of chronic
diseases, reduced cognitive function, and ability of daily activities
may adversely affect EN risk.

Based on the research conducted domestically and abroad, our
investigation encompassed 28 items of EN and six dimensions
of neglect, namely, life neglect, social isolation, medical neglect,
poor living situation, family neglect, and social neglect. The first
four dimensions represent the areas of self-neglect, bonding family
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TABLE 2 Score in each domain by different subgroup of EN.

Neglect Self neglect
Life neglect Social Medical Poor living Family Social
isolation neglect situation neglect neglect
Sex
Male 6,912 M (P25,P75) | 8.00 (6.00, 10.00) 4.00 (2.00, 5.00) 1.00 (1.00, 2.00) 1.00 (1.00, 2.00) 0.00 (0.00, 1.00) 1.00 (0.00, 1.00) 0.00 (0.00, 0.00) 4.00 (3.00, 5.00)
Mean 7.87 (2.83) 3.98(2.1) 1.4 (1.1) 1.36 (0.77) 0.44 (0.64) 0.77 (0.91) 0.09 (0.32) 3.8 (1.54)
Female 8,942 M (P25,P75) | 8.00 (7.00, 10.00) 4.00 (3.00, 6.00) 2.00 (1.00, 2.00) 2.00 (1.00, 2.00) 0.00 (0.00, 1.00) 0.00 (0.00, 1.00) 0.00 (0.00, 0.00) 4.00 (3.00, 5.00)
Mean 8.31(2.85) 437 (2.14) 1.66 (1.12) 1.49 (0.73) 0.55(0.7) 0.66 (0.89) 0.11(0.35) 3.83 (1.54)
Age
60-74 3,364 M (P25,P75) | 7.00 (5.00, 9.00) 3.00 (2.00, 4.00) 1.00 (0.00, 1.00) 1.00 (1.00, 2.00) 0.00 (0.00, 1.00) 0.00 (0.00, 1.00) 0.00 (0.00, 0.00) 4.00 (3.00, 5.00)
Mean 6.99 (2.65) 3.13(1.85) 0.96 (0.88) 1.13 (0.74) 0.31(0.57) 0.74 (0.90) 0.06 (0.25) 3.80 (1.54)
75-84 6,075 M (P25,P75) | 8.00 (6.00, 9.00) 4(2.00, 5.00) 1.00 (1.00, 2.00) 1.00 (1.00, 2.00) 0.00 (0.00, 1.00) 1.00 (0.00, 1.00) 0 (0.00, 0.00) 4.00 (3.00, 5.00)
Mean 7.54 (2.74) 3.60 (1.96) 1.21(1.01) 1.28 (0.74) 0.38 (0.61) 0.74 (0.90) 0.09 (0.31) 3.85(1.53)
More than 85 6,415 M (P25,P75) | 9.00 (7.00, 11.00) 5 (4.00, 6.00) 2.00 (1.00, 3.00) 2.00 (1.00, 2.00) 1.00 (0.00, 1.00) 0 (0.00, 1.00) 0 (0.00, 0.00) 4(3.00,5.00)
Mean 8.88 (2.76) 3.81 (1.54) 1.97 (1.10) 1.65 (0.69) 0.65 (0.71) 0.68 (0.90) 0.12 (0.37) 3.81 (1.54)
Marital status
With spouse 3,364 M (P25,P75) | 7.00 (6.00, 9.00) 3.00 (2.00, 5.00) 1.00 (0.00, 2.00) 1.00 (1.00, 2.00) 0.00 (0.00, 1.00) 1(0.00, 1.00) 0.00 (0.00, 0.00) 4.00 (3.00, 5.00)
Mean 7.38 (2.65) 3.53(1.98) 1.18 (1.02) 1.26 (0.75) 0.34 (0.56) 0.75 (0.92) 0.04 (0.22) 3.80 (1.51)
Widowed or divorced 9,453 M (P25, P75) 9 (7.00, 10.00) 5 (3.00, 6.00) 2 (1.00, 2.00) 2 (1.00, 2.00) 1(0.00, 1.00) 0 (0.00, 1.00) 0 (0.00, 0.00) 4(3.00,5.00)
Mean 8.62 (2.87) 4.65(2.12) 1.80 (1.12) 1.56 (0.72) 0.62 (0.72) 0.68 (0.89) 0.14 (0.39) 3.83 (1.56)
Residence
City 3,541 M (P25, P75) 8 (6.00,9.00) 4(2.00, 5.00) 1(0.00, 2.00) 2 (1.00, 2.00) 0 (0.00,1.00) 0 (0.00,1.00) 0 (0.00,0.00) 4(3.00,5.00)
Mean 7.46 (2.92) 3.78 (2.14) 1.31(1.12) 1.40 (0.86) 0.58 (0.68) 0.49 (0.74) 0.10 (0.35) 3.58 (1.68)
Town or country 12,313 M (P25, P75) 8 (7.00, 10.00) 4(3.00, 6.00) 2 (1.00, 2.00) 1(1.00, 2.00) 0 (0.00, 1.00) 1(0.00, 1.00) 0 (0.00, 0.00) 4(3.00,5.00)
Mean 8.31 (2.80) 432(2.12) 1.62 (1.11) 1.45 (0.71) 0.48 (0.67) 0.77 (0.93) 0.10 (0.33) 3.89 (1.49)
Occupation before retirement
Manual labor 4,395 M (P25, P75) 8 (6.00,9.00) 4(2.00,5.00) 1(0.00, 2.00) 1 (1.00, 2.00) 0 (0.00, 1.00) 0 (0.00, 1.00) 0 (0.00, 0.00) 4(3.00,5.00)
Mean 7.58 (2.96) 3.72(2.12) 1.35(1.11) 1.34(0.79) 0.43 (0.62) 0.61 (0.82) 0.09 (0.31) 3.77 (1.65)
Non-manual labor 11,459 M (P25, P75) 8 (7.00, 10.00) 4(3.00, 6.00) 2 (1.00, 2.00) 1(1.00, 2.00) 0 (0.00, 1.00) 0 (0.00, 1.00) 0 (0.00, 0.00) 4(3.00, 5.00)
Mean 8.32(2.78) 438 (2.11) 1.62 (1.12) 1.48 (0.73) 0.53 (0.69) 0.75 (0.92) 0.10 (0.34) 3.84 (1.50)
(Continued)
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Each score presents in both Median (quantiles) and Mean (standard deviation).
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neglect, and social neglect together as the three domains of EN. A
higher total score corresponded to a higher EN level. The median of
self-reported EN in older adults ranged from 6 to 10, with an overall
median of 8. A similar result was observed in a cross-sectional study
conducted in China in 2020. Chen et al. used the Revised Conflict
Tactics Scale (CTS2), which contains 20 items, to assess EN. The
mean EN was 8.26 = 11.9 (11). In addition, in a cross-sectional
study of EN in a U.S. community-dwelling population (the Chicago
Health and Aging Project [CHAP]), 15 items were used to evaluate
EN, with a maximum cumulative score of 45 points, and a mean
EN score of 15.9 (SD = 10.4, range 0-45) (N = 1,094) (21). In
another community study from Europe, EN was evaluated based
on 16 terms from the Self-Reported Neglect Scale (SRNS); the
median total EN was 12.3, with a range of 8.4-16.9 (N = 2,443)
(22). However, an EN screening scale has only been developed in
recent years, and uniform standards are still lacking. Furthermore,
our results suggest that older adults over the age of 85 are more
likely to be subject to medical neglect. The majority of our study
population is the elderly population of villages and towns. There
is still a problem of under-allocating medical resources in these
areas. It is believed that the situation will gradually improve with
the support of government policies and the construction of medical
resources. In addition, the elderly are generally disabled, bedridden,
cognitively impaired, suffer from basic diseases, and other health
problems and require special care and attention. As they grow older
and the burden on their families increases, the medical needs of the
elderly may not be attended to in a timely manner. There is a need
to strengthen the promotion and education of social filial piety and
respect for the elderly, increase community services for the elderly,
provide counseling and help for the families of the elderly, and
reduce the occurrence of medical neglect.

In addition, we discussed the distributional characteristics of
EN subtypes in the elderly population of Chinese communities.
Our results found large differences in the distribution of scores for
family neglect, life neglect, medical neglect, and social isolation.
The evaluation content of these dimensions is independent of each
other and thus may affect the distribution. In addition, we believe
that the differences in the distribution of these dimensions also
reflect the differences in the cultural habits of Chinese society
toward the elderly. For example, regarding the low number of
elderly people reporting family neglect, we conjecture that this
may occur for some reasons: Compared with Western countries,
sociocultural norms related to filial piety, home-based care for
older adults, and respecting one’s elders are deeply ingrained in
Chinese families (23). Many older victims of EN feel ashamed and
unwilling to report family neglect by their own children to the
public, thus conducting investigations in the community is difficult
(24). Finally, the distribution and size of the studied population also
affect the distribution of EN dimensions. In future studies, we will
take a closer look at the social reasons for these differences.

In our study, the average age of the older adults was 85 years,
and the majority were older women. In addition, older women
accounted for a large proportion of the living without spouse group
(72.9%). We found that women are less vulnerable to neglect in
life, in their residential environments, and in families, and we
believe that this is related to the role of women in the family.
For those who lived without a spouse, medical neglect and family
neglect are more likely to happen. Older adults are more vulnerable
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Variables Life neglect Social Isolation Medical Neglect
Sex (Ref. male) 0.84(0.77 t0 0.92) - 0.94(0.87 to 1.01) “ 0.99(0.92 to 1.07) +
Marital Status (Ref. With Spouse)  0.94(0.85 to 1.04) + 1.02(0.93t0 1.11) + 1.46(1.34 t0 1.59) s
Education Year (Ref. 0 year) i i i

1-6 years 0.90(0.75 to 1.06) ~t 1.44(1.25t0 1.67) P ~— 056(0.49100.65 =+ |

7-12 years 071(058t00.88)  ~! 1.17(0.98 to 1.40) = 0.69(0.58 t0 0.82) =

> 13 years 081060t01.09)  — 1.12(0.88 t0 1.43) e 0.73(0.58 t0 0.92) -~
Household Income (Ref. ¥0-¥8000) i i i

¥8000-¥30000 0.91(0.81t0 1.01) ~ 1.02(0.93t0 1.13) + 1.14(1.04 to 1.25) -

2 ¥30000 0.79(0.71 to 0.87) -i 1.00(0.92to 1.10) A7 1.05(0.97 to 1.15) *
Manual Work (Ref. No) 1.39(1.21 to 1.60) P —— 0.99(0.88 t0 1.12) -~ 1.04(0.93t0 1.16) -
Age Group (Ref. 60-74 years ) i f i

75-84 years 0.92(0.82 to 1.04) - 1.05(0.94t0 1.17) - 1.05(0.95t0 1.17) -

> 85 years 0.87(0.76 to 1.00) -~ 1.17(1.04 t0 1.33) i~ 1.22(1.09t0 1.38) i~
Residence (Ref.City) 1.77(1.57 t0 2.00) P 0.84(0.76 10 0.93) -l 1.61(1.47 10 1.77) P~
Hypertension 0.87(0.80 to 0.96) - 1.02(0.94 to 1.10) - 1.28(1.19t0 1.38) -
Diabetes 1.09(0.94 to 1.27) — 0.94(0.83 to 1.07) -~ 1.25(1.10 to 1.42) I~
Heart Disease 1.20(1.07 to 1.35) i~ 0.94(0.85 to 1.05) - 1.14(1.03 to 1.26) -
Cerebrovascular Disease 1.12(0.97 to 1.29) ~— 1.03(0.91 to 1.16) -~ 1.05(0.93 t0 1.17) >
Lung Disease 1.49(1.30t0 1.71) | — 0.97(0.86 to 1.09) -+ 1.03(0.92 to 1.16) +
Cancer 1.36(0.95 to 1.94) —— 1.44(1.06 to 1.96) — 091(068t0122)  —
MMSE Score 0.99(0.99 to 1.00) ¢ 0.98(0.98 to 0.99) ¢ 0.99(0.99 to 1.00) ¢
ADL Score 0.77(0.72t0 0.82) . 0.87(0.82t0 0.92) - 1.08(1.03t0 1.14) b
IADL Score 1.62(1.59 t0 1.65) I 1.29(1.27 to 1.31) R 0.89(0.87 to0 0.90) ol

1 2 3 0 1 2 3 0 f 2
FIGURE 2
Forest plot of odds ratios (ORs) and 95% confidence intervals of each characteristic in life neglect, social isolation, and medical neglect by
multivariate logistic regression.
Variables Poor Living Situation Family Neglect Social Neglect
Sex (Ref. male) 0.70(0.66 to 0.75) o 0.79(0.70 to 0.89) - 1.05(0.97 to 1.13) ¥
Marital Status (Ref. With Spouse) ~ 1.05(0.97 to 1.14) e 321(2.7210 3.77) ; — 0.96(0.88 t0 1.05) +
Education Year (Ref. 0 year) i i i

1.6 years 0.92(0.81 to 1.05) ~ 1.64(1.28 10 2.10) P —— 0.89(0.78 to 1.03) ~

7-12 years 0.88(0.75 0 1.03) ~ 1.47(1.07 t0 2.03) — 0.81(0.69 to 0.96) ~

= 13 years 0.87(0.70 to 1.08) ~t 1.90(1.27 to 2.84) | ——— 067(054t0083) ~ |
Household Income (Ref. ¥0-¥8000) i i i

¥8000-¥30000 0.69(0.63 o 0.75) . 056(04810065) =~ ! 0.90(0.81 to 0.99) -

2 ¥30000 0.59(0.55 to 0.64) L 051(0.44t0058) = | 0.77(0.71t0 0.84) .l
Manual Work (Ref. No) 1.30(1.17 to 1.45) - 0.97(0.80t0 1.17) - 0.97(0.87 to 1.08) ~
Age Group (Ref. 60-74 years ) i i i

75-84 years 1.02(0.93t0 1.12) e 1.02(0.84 to 1.24) - 1.04(0.94 to 1.15) -

> 85 years 0.95(0.85 to 1.06) - 0.77(0.62 o 0.96) ~I 0.94(0.83 to 1.06) -
Residence (Ref.City) 1.56(1.43t0 1.71) P~ 0.88(0.75t0 1.03) - 1.50(1.37 to 1.64) Lo~
Hypertension 1.10(1.02t0 1.17) - 1.04(0.9210 1.17) - 0.98(0.91 to 1.05) -
Diabetes 1.16(1.04 to 1.31) - 0.97(0.78 0 1.21) — 0.95(0.84 t0 1.07) ~
Heart Disease 0.99(0.90 to 1.09) + 1.05(0.90 to 1.23) ~ 1.02(0.93 to 1.13) +
Cerebrovascular Disease 1.20(1.07 to 1.33) - 1.24(1.04t0 1.48) —~— 0.99(0.88t0 1.11) -~
Lung Disease 1.20(1.07 to 1.33) [ 0.98(0.81t0 1.18) ~ 0.99(0.88t0 1.11) +
Cancer 1.21(0.91 to 1.60) — 099(059t0 168) ~ —+—— 1.13(0.83 to 1.52) —
MMSE Score 1.01(1.01t0 1.01) ; 0.99(0.99 to 1.00) ‘ 1.00(1.00 to 1.01) $
ADL Score 1.02(0.97 to 1.07) ¢ 0.76(0.70t0 0.82) . 121(1.14 0 1.27) E
IADL Score 1.02(1.01to 1.04) b 1.04(1.01 to 1.07) ’ 1.04(1.02 to 1.06) »

0 1 2 3 1 2 3 0 1 2
FIGURE 3
Forest plot of odds ratios (ORs) and 95% confidence intervals of each characteristic in poor living situation, family neglect, and social neglect by
multivariate logistic regression.

and require intimate support from their households. Separation  elderly individuals who are unskilled at using assistive tools lead

from a spouse imposes enormous psychological stress on older  to a narrowing of social network size, resulting in a paucity
adults, sometimes leading them to overlook their symptoms and  of social interactions. Social isolation gives rise to a sense of
medication. Changes in the family environment affect the efficiency ~ loneliness, leading to self-neglect as a behavioral reaction to

of medical management (25). We found that hyper-elderly and  psychological distress (15). Most older adults come from towns or
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TABLE 3 Odds ratios (OR) and 95% confidence intervals of each characteristic of EN by multivariate logistic regression.

Variables Life neglect Socialisolation Medical neglect Poor living situation Family neglect Social neglect
Sex Male Ref Ref Ref Ref Ref Ref
Female 0.84 (0.77, 0.92) 0.94 (0.87, 1.01) 0.99 (0.92, 1.07) 0.70 (0.66, 0.75) 0.79 (0.70, 0.89) 1.05 (0.97, 1.13)
Marital status With spouse Ref Ref Ref Ref Ref Ref
Without spouse 0.94 (0.85, 1.04) 1.02 (0.93, 1.11) 1.46 (1.34, 1.59) 1.05 (0.97, 1.14) 3.21(2.72,3.77) 0.96 (0.88, 1.05)
Education year 0 year Ref Ref Ref Ref Ref Ref
1-6 years 0.90 (0.75, 1.06) 1.44 (1.25, 1.67) 0.56 (0.49, 0.65) 0.92 (0.81, 1.05) 1.64 (1.28, 2.10) 0.89 (0.78, 1.03)
7-12 years 0.71 (0.58, 0.88) 1.17 (0.98, 1.40) 0.69 (0.58, 0.82) 0.88 (0.75, 1.03) 1.47 (1.07, 2.03) 0.81 (0.69, 0.96)
>13 years 0.81 (0.60, 1.09) 1.12 (0.88, 1.43) 0.73 (0.58, 0.92) 0.87 (0.70, 1.08) 1.90 (1.27, 2.84) 0.67 (0.54, 0.83)
Household income ¥0-¥8,000 Ref Ref Ref Ref Ref Ref

¥8,000-¥30,000

0.91 (0.81, 1.01)

1.02 (0.93, 1.13)

1.14 (1.04, 1.25)

0.69 (0.63, 0.75)

0.56 (0.48, 0.65)

0.90 (0.81, 0.99)

>%¥30,000 0.79 (0.71, 0.87) 1.00 (0.92, 1.10) 1.05 (0.97, 1.15) 0.59 (0.55, 0.64) 0.51 (0.44, 0.58) 0.77 (0.71, 0.84)

Manual work No Ref Ref Ref Ref Ref Ref
Yes 1.39 (1.21, 1.60) 0.99 (0.88, 1.12) 1.04 (0.93,1.16) 1.30 (1.17, 1.45) 0.97 (0.80, 1.17) 0.97 (0.87, 1.08)

Age 60-74 years Ref Ref Ref Ref Ref Ref
75-84 years 0.92 (0.82, 1.04) 1.05 (0.94, 1.17) 1.51 (0.94,1.17) 1.02 (0.93,1.12) 1.02 (0.84, 1.24) 1.04 (0.94, 1.15)
>85 years 0.87 (0.76, 1.00) 1.17 (1.04, 1.33) 1.22 (1.01, 1.34) 0.95 (0.85, 1.06) 0.77 (0.62, 0.96) 0.94 (0.83, 1.06)

Residence City Ref Ref Ref Ref Ref Ref
Town or country 1.77 (1.57, 2.00) 0.84 (0.76, 0.93) 1.61 (1.47,1.77) 1.56 (1.43,1.71) 0.88 (0.75, 1.03) 1.50 (1.37, 1.64)
Chronic disease Hypertension 0.87 (0.80, 0.96) 1.02 (0.94, 1.10) 1.28 (1.19, 1.38) 1.10 (1.02, 1.17) 1.04 (0.92,1.17) 0.98 (0.91, 1.05)
Hypertension 1.09 (0.94, 1.27) 0.94 (0.83, 1.07) 1.25 (1.10, 1.42) 1.16 (1.04, 1.31) 0.97 (0.78, 1.21) 0.95 (0.84, 1.07)
Diabetes 1.20 (1.07, 1.35) 0.94 (0.85, 1.05) 1.14 (1.03, 1.26) 0.99 (0.90, 1.09) 1.05 (0.90, 1.23) 1.02 (0.93, 1.13)

Heart disease

1.12 (0.97, 1.29)

1.03 (0.91, 1.16)

1.05 (0.93, 1.17)

1.20 (1.07, 1.33)

1.24 (1.04, 1.48)

0.99 (0.88, 1.11)

Cerebrovascular disease

1.49 (1.30, 1.71)

0.97 (0.86, 1.09)

1.03 (0.92, 1.16)

1.20 (1.07,1.33)

0.98 (0.81, 1.18)

0.99 (0.88, 1.11)

Lung disease

1.36 (0.95, 1.94)

1.44 (1.06, 1.96)

0.91 (0.68, 1.22)

1.21 (0.91, 1.60)

0.99 (0.59, 1.68)

1.13 (0.83, 1.52)

Cancer 0.99 (0.99, 1.00) 0.98 (0.98, 0.99) 0.99 (0.99, 1.00) 1.01 (1.01, 1.01) 0.99 (0.9, 1.00) 1.00 (1.00, 1.01)
Cognitive function MMSE score 0.77 (0.72, 0.82) 0.87 (0.82, 0.92) 1.08 (1.03, 1.14) 1.02(0.97, 1.07) 0.76 (0.70, 0.82) 1.21 (1.14,1.27)
Physical function ADL score 1.62 (159, 1.65) 1.29 (1.27,1.31) 0.89 (0.87, 0.90) 1.02 (1.01, 1.04) 1.04 (1.01, 1.07) 1.04 (1.02, 1.06)
IADL score 0.87 (0.80, 0.96) 1.02 (0.94, 1.10) 1.28 (1.19, 1.38) 1.10 (1.02, 1.17) 1.04(0.92,1.17) 0.98 (0.91, 1.05)

ey n4

G$852TT'$202'Uand}/685¢°0T


https://doi.org/10.3389/fpubh.2023.1123835
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fu et al.

the countryside; engage in manual work; and remain illiterate or
receive a basic level of education. These characteristics are partly
historical and are in line with social development. Older adults
living in towns and counties are more vulnerable to life neglect,
medical neglect, poor living conditions, and social neglect. Zhao
et al. found that poor quality of life was significantly associated
with self-neglect in rural older adults in the Anhui Province of
China (23). All these reflect the living environment and culture
of towns and counties, and the medical conditions and social
service conditions require further attention and improvement.
Manual workers are prone to the risk of EN of life and poor
living conditions. There are several possible reasons for this. First,
heavy physical work or manual labor can give rise to physical
and cognitive impairment, worsening chronic illness, and long-
term disability, which may increase the risk of self-neglect (24).
Second, manual workers often have more family responsibilities,
psychological stress, long working hours, and strained family
relationships. These factors may lead to poor lifestyle habits,
ignorance of their own health, and a lack of family support (26).
Good education level and household income have a positive effect
on avoiding EN. We found that older adults living in towns and
counties select more options for medical and social neglect. The
uneven development of medical and social assistance for urban
and rural older adults remains a challenge. Community services in
big cities have matured rapidly, creating home services, healthcare,
and recreational activities and generating patterns of community
engagement. In comparison, the development of community
services in rural towns is slow and remains challenging (27). This
finding highlights the urgent need for public social services for
older adults in more rural locations. Future longitudinal clinical
studies of older adults with each dimension of EN are needed.

In addition, we evaluated the basic ADL and IADL. ADL
refers to the self-care skills necessary for basic living, including
feeding, grooming, dressing, toileting, transferring, and walking.
IADL refers to advanced skills needed to live independently in
the community, including transportation, shopping, housekeeping,
and medical administration. We found that the decline in the
ability to perform daily tasks is an important factor contributing
to all dimensions of EN. Impairment in any measure of daily
activity capacity is of significant clinical relevance and may
indicate difficulties in daily self-care and reliance on others for
basic assistance (28). Our findings are consistent with those of
previous studies. Howe et al. investigated 2,340 participants from
the NSHAP project (2015-2016) and found that older adults
with ADL/IADL limitations tended to have worse family support
and a higher risk of EN (29). Dong et al. examined 5,570
participants in the CHAP project (1993-2010) and found that
a decline in ADL/IADL was associated with an increased risk
of self-neglect (OR 1.05, 95% [CI] 1.03-1.07, p < 0.001) and
greater EN severity in a community-dwelling population (15).
Kong et al. analyzed 9,691 community-dwelling older Koreans
from the ECWN project (2009) and found that ADL/IADL
limitations were associated with greater assistance requirements
from family members and were also important factors affecting
family neglect (30). These results indicate that improving daily
living ability and mitigating dependence on daily assistance have
positive implications for community-dwelling older adults (31).
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Further large-scale clinical studies are warranted to confirm
our results.

Finally, we analyzed chronic diseases common in old age,
including hypertension, diabetes, heart disease, lung disease,
cerebrovascular disease, and cancer. We found that neglect
of life and living environment was common among older
adults with hypertension, heart disease, diabetes, and lung
disease. The probable reason we conjecture is that the onset
of these diseases is intimately connected with the habits and
circumstances of life. In addition, older people suffering from
certain chronic diseases are prone to medical neglect, which
may be related to the large rural population in our study
and the current social situation of unbalanced development
of medical conditions in urban and rural areas, as previously
mentioned. Elderly patients with cerebrovascular diseases, such
as stroke, are more likely to receive family neglect, which
may be associated with hemiplegia, disability, and difficulties in
care due to cerebrovascular disease. Cognitive function is an
important factor in the self-management and self-care abilities of
older adults. We found that older adults with better cognitive
function were less likely to experience neglect. Chronic disease
and cognitive decline are thought to be strongly associated
with elder maltreatment, and our findings are consistent with
previous studies (18, 32).

The health problems of the older victims of EN have
become prominent. Regrettably, there is insufficient evidence to
recommend EN screening in the community. In many instances,
medical institutions and rehabilitation and nursing facilities
ignore this problem and do not take appropriate action to
prepare older adults, because of insufficient clinical information.
How can EN risk be detected in the community? Our study
provides a unique window into this issue, helping us to better
understand the different factors associated with various types
of EN. As a professional with the opportunity for the early
detection of abuse, clinicians must be prepared to recognize
the signs and concealed features of EN and try to create
effective intervention plans with other social security groups. In
such cases, the physician’s role is to provide strong evidence
from a health survey that supports the presence of EN. Due
to the complex nature of EN cases, physicians can also serve
as a catalyst for the social assistance of older adults in the
local community.

Our study had some limitations. First, EN events might be
under-reported, owing to their implicit and hidden features. Over
time, an increasing number of EN cases in the CLHLS study
are expected to be detected and collected. Second, although
EN studies have been emphasized in recent years, owing to
historical reasons, there were no mature EN self-assessment
tools available when our project was initiated. Moreover, most
existing EN assessment tools are based on other self-report
questionnaires, and we hope that more self-report questionnaires
with high reliability and validity that are suitable for Chinese
older adults will be developed in future. This study lays the
foundation for future research. Third, the CLHLS study was a
nationwide cross-sectional study. Further analyses are needed
to explore the relationships between the dynamic evolution of
social-economical-cultural contexts and EN. Fourth, our study

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1123835
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fu et al.

did not adequately cover all factors that influence EN in the
available studies. Therefore, this study did not directly provide a
precise measure or specific indicators of EN. It remains difficult to
objectively compare EN differences between different populations
in cross-cultural environments. Fifth, the clinical relevance of
EN severity remains largely unknown. The health side effects of
increasing EN severity warrant further validation. Despite these
limitations, our research is the largest community study of older
adults to comprehensively evaluate EN in China. In this study,
we surveyed residents of elderly communities in China from
several dimensions of EN. These results not only provide a further
foundation in understanding the conceptual framework of EN
applicable to older adults in China but also serve as a basis for
the development of targeted EN assessment criteria and prevention
strategies in future.

Data availability statement

The datasets presented in this study can be found in
online repositories. The names of the repository/repositories and
accession number(s) can be found below: http://opendata.pku.edu.
cn.

Ethics statement

The studies involving human participants were reviewed and
approved by the 2018 wave of CLHLS study was approved by the
Biomedical Ethics Committee of Peking University (IRB00001052-
13074). The patients/participants provided their written informed
consent to participate in this study.

Author contributions

All authors listed have made a substantial, direct, and

intellectual contribution to the work and approved it

for publication.

References

1. Yon YM, Mikton CRP, Gassoumis ZDP, Wilber KHP. Elder abuse prevalence
in community settings: a systematic review and meta-analysis. Lancet Global Health.
(2017) 5:e147-56. doi: 10.1016/52214-109X(17)30006-2

2. Shen Y, Sun E Zhang A, Wang K. The effectiveness of psychosocial interventions
for elder abuse in community settings: a systematic review and meta-analysis. Front
Psychol. (2021) 12:679541. doi: 10.3389/fpsyg.2021.679541

3. Krug EG, Mercy JA, Dahlberg LL, Zwi AB. The world report on violence and
health. Lancet. (2002) 360:1083-8. doi: 10.1016/S0140-6736(02)11133-0

4. Pickering CEZ, Maxwell CD, Tatro R, Fales K, Hogoboom B. Development
and implementation of a coordinated community response to address elder abuse
and neglect. J Forensic Nurs. (2022) 18:156-63. doi: 10.1097/JFN.00000000000
00378

5. Peisah C, Tsoh J, Chiu HF. Elder abuse among Chinese older adults: global lessons.
Int Psychogeriatr. (2022) 34:689-90. doi: 10.1017/S1041610222000266

6. Pickens S, Daniel M, Jones EC, Jefferson F. Development of a conceptual
framework for severe self-neglect (SN) by modifying the CREST model for
self-neglect. Front Med-Lausanne. (2021) 8:654627. doi: 10.3389/fmed.2021.65
4627

Frontiersin Public Health

10.3389/fpubh.2023.1123835

Funding

This study was supported by grants from the National Key
R&D Program of China (Grant No. 2020YFC2008804) and the
Key Clinical Program of Peking University Third Hospital (Grant
No. BYSYDL2021022).

Acknowledgments

The authors wish to thank the CLHLS team for providing the
data. Moreover, the authors appreciate NL for data management
support and oversight of study coordination. They also thank M-yP
and J-jL for statistical programming, and F-cZ and H-IL for study
management support.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fpubh.2023.
1123835/full#supplementary-material

of elder
Educ.

7.Lv J, Qian M, Yu M. Concept
Rodgers' evolutionary method. Chinese
doi: 10.3761/j.issn.1672-9234.2022.09.016

8. Acierno R, Hernandez MA, Amstadter AB, Resnick HS, Steve K, Muzzy W,
et al. Prevalence and correlates of emotional, physical, sexual, and financial abuse and
potential neglect in the United States: the National Elder Mistreatment Study. Am |
Public Health. (2010) 100:292-7. doi: 10.2105/AJPH.2009.163089

9. Sooryanarayana R, Choo WY, Hairi NN. A review on the prevalence and
measurement of elder abuse in the community. Trauma Violence Abus. (2013) 14:316-
25. doi: 10.1177/1524838013495963

10. Zhang LP, Du YG, Dou HY, Liu J. The prevalence of elder abuse and neglect in
rural areas: a systematic review and meta-analysis. Eur Geriatr Med. (2022) 13:585-
96. doi: 10.1007/s41999-022-00628-2

11. Chen M, Chan KL. Elder Abuse and Neglect in China: prevalence, co-
occurrence, and intergenerational risk factors. J Interpers Violence. (2022) 37:P9839-
62. doi: 10.1177/0886260520985501

analysis
J Nurs

self-neglect by
(2022)  19:852-6.

12. Dong X, Simon MA, Gorbien M. Elder abuse and neglect in an urban Chinese
population. J Elder Abuse Negl. (2007) 19:79-96. doi: 10.1300/J084v19n03_05

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1123835
http://opendata.pku.edu.cn
http://opendata.pku.edu.cn
https://www.frontiersin.org/articles/10.3389/fpubh.2023.1123835/full#supplementary-material
https://doi.org/10.1016/S2214-109X(17)30006-2
https://doi.org/10.3389/fpsyg.2021.679541
https://doi.org/10.1016/S0140-6736(02)11133-0
https://doi.org/10.1097/JFN.0000000000000378
https://doi.org/10.1017/S1041610222000266
https://doi.org/10.3389/fmed.2021.654627
https://doi.org/10.3761/j.issn.1672-9234.2022.09.016
https://doi.org/10.2105/AJPH.2009.163089
https://doi.org/10.1177/1524838013495963
https://doi.org/10.1007/s41999-022-00628-2
https://doi.org/10.1177/0886260520985501
https://doi.org/10.1300/J084v19n03_05
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fu et al.

13. Du P, Chen Y. Prevalence of elder abuse and victim-related risk factors
during the COVID-19 pandemic in China. BMC Public Health. (2021)
21:1096. doi: 10.1186/s12889-021-11175-z

14. Pickering C, Yefimova M, Maxwell C, Puga E Sullivan T. Daily context for
abusive and neglectful behavior in family caregiving for dementia. Gerontologist. (2020)
60:483-93. doi: 10.1093/geront/gnz110

15. Dong X, Simon M, Fulmer T, Mendes DLC, Rajan B, Evans DA. Physical
function decline and the risk of elder self-neglect in a community-dwelling population.
Gerontologist. (2010) 50:316-26. doi: 10.1093/geront/gnp164

16. Dong X, Xu Y, Ding D. Elder self-neglect and suicidal ideation in an US
Chinese aging population: findings from the PINE study. J Gerontol a-Biol. (2017)
72:876-81. doi: 10.1093/gerona/glw229

17. Fang B, Yan E, Yang X, Pei Y. Association between caregiver neurotic personality
trait and elder abuse: investigating the moderating role of change in the level
of caregiver perceived burden. Gerontology. (2021) 67:243-54. doi: 10.1159/0005
12238

18. Wong RT, Cafferky BM, Alejandro JP. Chronic disease and elder mistreatment:
ameta-analysis. Int ] Geriatr Psych. (2022) 37:1. doi: 10.1002/gps.5640

19. Dong X. Elder self-neglect: research and practice. Clin Interv Aging. (2017)
12:949-54. doi: 10.2147/CIA.S103359

20. Ventura F, Caputo F Micera C, Molinelli A. Elder abuse: a retrospective
analysis of autopsy cases from the department of legal medicine in Genoa from
2006 to 2017. J Elder Abuse Negl. (2020) 32:388-98. doi: 10.1080/08946566.2020.17
55760

21. Dong X, Mendes DLC, Evans DA. Is greater self-neglect severity
associated with lower levels of physical function? ] Aging Health. (2009)
21:596-610. doi: 10.1177/0898264309333323

22. Zawisza K, Galas A, Tobiasz-Adamczyk B, Grodzicki T. Validity of a self-
reported neglect scale among older adults in Poland. Gerontologist. (2020) 60:e117-
26. doi: 10.1093/geront/gnz014

Frontiersin Public Health

12

10.3389/fpubh.2023.1123835

23. Zhao Y, Hu C, Feng F, Gong F, Lu S, Qian Z, et al. Associations of self-neglect with
quality of life in older people in rural China: a cross-sectional study. Int Psychogeriatr.
(2017) 29:1015-26. doi: 10.1017/S1041610217000229

24. Qiao X, Wang B, Guo H. Chronic diseases and labor force
participation among presenile and senile Chinese. Front Public Health. (2021)
9:675927. doi: 10.3389/fpubh.2021.675927

25. National Center on Elder Abuse. Types of abuse. (2021). Available online
at: https://ncea.acl.gov/Suspect- Abuse/Abuse- Types.aspx#self (accessed December 10,
2021).

26. Shu Z, Xiao J, Dai X, Han Y, Liu Y. Effect of family “upward”
intergenerational support on the health of rural elderly in China: Evidence

from Chinese longitudinal healthy longevity survey. PLoS ONE. (2021)
16:€253131. doi: 10.1371/journal.pone.0253131

27. Yi P. (2019). Community Based Social Services for the Elderly in Urban-Rural
China: Investigations in Three Provinces. Berlin: Springer.

28. Hildebrand C, Taylor M, Bradway C. Elder self-neglect: the failure of coping
because of cognitive and functional impairments. ] Am Assoc Nurse Pra. (2014)
26:452-62. doi: 10.1002/2327-6924.12045

29. Howe M, Choi KW, Piedra LM, Zhong S, Pierce G, Cook SC, et al. Detecting risk
of neglect in NSHAP round 3 using new follow-up questions to activities of daily living
measures. | Gerontol B-Psychol. (2021) 76:5348-62. doi: 10.1093/geronb/gbab186

elder abuse: a
(2018)

30. Kong J, Jeon H. Functional decline and emotional
population-based study of older Korean adults. J Fam Violence.
33:17-26. doi: 10.1007/s10896-017-9941-4

31. Tomioka K, Kurumatani N, Hosoi H. Association between social participation
and instrumental activities of daily living among community-dwelling older adults. J
Epidemiol. (2016) 26:553-61. doi: 10.2188/jea.JE20150253

32. Dong X, Simon MA, Wilson RS, Mendes DLC, Rajan KB, Evans DA. Decline in
cognitive function and risk of elder self-neglect: finding from the Chicago Health Aging
Project. ] Am Geriatr Soc. (2010) 58:2292-9. doi: 10.1111/j.1532-5415.2010.03156.x

frontiersin.org


https://doi.org/10.3389/fpubh.2023.1123835
https://doi.org/10.1186/s12889-021-11175-z
https://doi.org/10.1093/geront/gnz110
https://doi.org/10.1093/geront/gnp164
https://doi.org/10.1093/gerona/glw229
https://doi.org/10.1159/000512238
https://doi.org/10.1002/gps.5640
https://doi.org/10.2147/CIA.S103359
https://doi.org/10.1080/08946566.2020.1755760
https://doi.org/10.1177/0898264309333323
https://doi.org/10.1093/geront/gnz014
https://doi.org/10.1017/S1041610217000229
https://doi.org/10.3389/fpubh.2021.675927
https://ncea.acl.gov/Suspect-Abuse/Abuse-Types.aspx#self
https://doi.org/10.1371/journal.pone.0253131
https://doi.org/10.1002/2327-6924.12045
https://doi.org/10.1093/geronb/gbab186
https://doi.org/10.1007/s10896-017-9941-4
https://doi.org/10.2188/jea.JE20150253
https://doi.org/10.1111/j.1532-5415.2010.03156.x
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Prevalence and correlates of elder neglect in the community-dwelling Chinese population: New evidence from the CLHLS study
	1. Introduction
	2. Methods
	2.1. Study population and data source
	2.2. Assessment of neglect status
	2.3. Assessment of related factors
	2.4. Data analysis

	3. Results
	3.1. Sample characteristics
	3.2. Distribution
	3.3. Association between different characteristics and domains of neglect

	4. Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	Supplementary material
	References


