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ABSTRACT
INTRODUCTION Globally, older adults are a population group that 
often suffers abuse by their caregivers. Along with women and chil-
dren, they are among those most often reported as victims of abuse 
of any kind in Cuba.

OBJECTIVE Characterize presence of domestic abuse of older adults 
in family doctor-and-nurse offi ce No. 28 of the Carlos Manuel Por-
tuondo University Polyclinic in Havana, Cuba, determining the main 
manifestations of abuse and help-seeking behavior by the older adults 
identifi ed as victims.

METHOD This was a descriptive cross-sectional study of adults aged 
≥60 years; all those not diagnosed with dementia and who agreed 
to participate were interviewed. In a universe of 268 older adults, 29 
were living outside the area, 24 declined to participate, and 18 had 
a diagnosis of dementia, leaving a study population of 197 individu-
als. Variables included: personal experience of abuse, type of abuse, 

perpetrator, help sought, and reasons for not seeking help. Statistical 
analysis was based on percentages.

RESULTS Of 197 older adults interviewed, 88 (44.7%) reported that 
they were victims of domestic abuse; 50 of these were women. The 
most common types of abuse were psychological abuse and disre-
spect for personal space, reported by 69 (78.4%) and 54 (61.4%) 
individuals, respectively. Sons- and daughters-in-law were identifi ed 
as the abusers by 68 participants and grandchildren by 65. Of the 88 
victims, 67 (76.1%) stated that they did not seek help.

CONCLUSIONS The fi nding that substantial numbers of older adults 
are victims of domestic abuse brings to light a hitherto insuffi ciently 
addressed issue in the community studied. More research is needed 
to deepen understanding of the scope and causes of the problem to 
inform prevention and management strategies, not only at the level 
of the polyclinic catchment area, but in the health system in general.

KEYWORDS Elder abuse, elder neglect, aged abuse, domestic vio-
lence, Cuba

INTRODUCTION
For decades, domestic violence was considered a private mat-
ter that did not affect many people. Now, however, many experts 
agree that it is widespread and its effects extend beyond the indi-
vidual to his/her family and to society, and thus considered a popu-
lation health problem.[1] All age groups of both sexes are affected 
by violence, but older adults, along with women and children, are 
a vulnerable group that frequently suffers abuse by caregivers or 
individuals close to them. Elderly people are particularly open to 
economic abuse by family members and others.[2,3] 

Elder abuse can take many forms. The principal ones have been 
addressed by various disciplines (including psychology, psychia-
try, criminology, sociology). Their perspectives may differ, but 
they share the same goal: understanding the factors and settings 
in which abuse/violence occurs and identifying its most common 
manifestations, in order to help address and mitigate them. Forms 
of abuse include the following, which are not mutually exclusive:[4]

• Psychological violence: includes verbal harassment, through 
insults, persistent criticism, discrediting, humiliation, silence, 
etc. A gesture, word or action can be destructive even if it does 
not leave visible signs, and it can have insidious consequences 

• Sexual violence: imposition of a sexual act against the person’s 
will; this includes marital rape 

• Physical violence: can occur together with any other type of 
violence 

• Emotional violence: neglect of a person’s need for affection. 
Includes absence of bodily contact or caresses, indifference to 
emotional states, chronic verbal hostility (insults, taunting, dis-
paragement or threats of abandonment)

• Economic violence: when the abuser controls fi nancial 
resources and leaves the person’s basic needs unmet

• Violence through neglect and abandonment: lack of protection 
and physical care, lack of response to need for affection and 
cognitive stimulation, ignoring, failing to provide essential food 
and clothing

• Comprehensive violence: the systematic application of all 
these types by a single person

Elder abuse stems from multiple factors and constitutes a social as 
well as a health problem. Its victims are extremely diffi cult to iden-
tify unless the physical violence they suffer is suffi cient to warrant 
medical treatment. In turn, aggressive or neglectful behaviors can 
be diffi cult to detect, and older adults may not recognize abuse or 
may be reluctant to report it.[5] In 2003, WHO reported a global 
prevalence of elder abuse of 4%–6%;[1] no more recent fi gures 
are available. Older age and greater dependency are associated 
with higher risk,[6] and the absolute numbers at risk are growing 
with population aging. UN data predict the proportion of the popu-
lation aged >60 years to be almost 2 billion by 2050.[7]

In 2012, 18.3% of Cuba’s population of 11.2 million were aged 
≥60 years.[8] Social programs have improved over the last few 
years, providing signifi cant support to education, health, safety, 
social assistance, culture, etc., thus contributing to better quality 
of life for older adults and the population as a whole. Neverthe-
less, within this context, it is important to take a more profound 
look at lifestyles, living conditions, family attitudes and human/
social relations as they pertain to aging and particularly elder 
abuse in the country. 

Although Cuba’s health registries do not collect data on incidence 
and prevalence of abuse, several studies have reported on elder 
abuse in different sites across the country. A study conducted in 
two family doctor-and-nurse offi ces in Holguín Province in 2005–
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2007 found that between 63% and 100% of participating elders 
were victims of some sort of abuse.[9] In 2007–2008, Gómez 
studied elder abuse in the San Luis Municipality in Pinar del Río 
Province and found that 78.4% of the 90 individuals interviewed 
reported abuse.[10] In Griñán’s 2011 study of domestic elder 
abuse in a polyclinic catchment area in Santiago de Cuba, 67.7% 
of older adults reported abuse, as did an even higher proportion 
of those aged >85 years.[11]

These studies alert us to the presence of domestic elder abuse 
in several parts of Cuba. All health personnel—especially in 
primary care—have an obligation to identify and report elder 
abuse and to initiate actions to eliminate it. Hence this study 
was undertaken to identify and describe elder abuse in our 
community. The purpose was to characterize domestic elder 
abuse in the geographically determined catchment population 
of family doctor-and-nurse offi ce No. 28 of the Carlos Manuel 
Portuondo Polyclinic’s health area in Havana, describing the 
main manifestations of abuse and service needs of elders iden-
tifi ed as victims.

METHODS
Study design and population A descriptive cross-sectional 
study was conducted of the universe of 268 adults aged ≥60 
years enrolled in family doctor-and-nurse offi ce No. 28 of the Car-
los Manuel Portuondo University Polyclinic in Havana’s Marianao 
Municipality. Individuals residing outside the catchment area were 
excluded, as were those with medical conditions or psychiatric ill-
nesses that could interfere with data collection reliability. The fi nal 
study population included 197 persons (102 women and 95 men), 
73.5% of the universe.

Variables The study applied the defi nition of elder abuse adopted 
by WHO in the Toronto Declaration: a single or repeated act, or 
lack of appropriate action, occurring within any relationship where 
there is an expectation of trust, which causes harm or distress to 
an older person.[12] Other variables are defi ned in Table 1. 

Data collection and analysis Guide for Detection of Domestic 
Violence, an instrument endorsed by Cuba’s Ministry of Science, 
Technology and the Environment for an earlier study, was used 
for data collection.[13] Prior to interviews, items were explained 
and participants’ questions or doubts were addressed. Data were 
entered in an Excel 2007 database and processed in JMP 5.1 

(SAS Institute). Statistical analysis based on percentages was 
used and results were presented in tables constructed.

Ethics Written informed consent was obtained from all partici-
pants, who agreed that study results could be published as long 
as their identities were not revealed. All older adults identifi ed 
as victims of abuse received treatment and followup through a 
domestic violence clinic in Marianao Municipality’s Women and 
Family Counseling Center.

RESULTS
Of the 197 older adults surveyed, 88 (50 women, 38 men) report-
ed some experience of abuse, for a prevalence of 44.7% (49% 
in women, 40% in men). The most common type of abuse was 
psychological, reported by 69 participants (78.4%) (Table 2). Spe-
cifi c types of psychological abuse reported, in order of frequency, 
were: threat of abandonment, humiliation, criticism in front of oth-
ers, verbal harassment and getting blamed for family problems. 
Disrespect for personal space was reported by 54 participants 
(61.4%). Other types of abuse, reported by fewer than half the 
participants, included neglect and economic, physical or sexual 
abuse (Table 2). 

Sons- and daughters-in-law were the most common abusers, as 
reported by 68 participants (77.3%), followed by grandchildren (65, 
73.9%) and children (43, 48.9%). Unrelated individuals (neighbors in 
the caregiver role and paid assistants) were reported to be abusers 
by 39 (44.3%). Only 18 (20.5%) of study participants identifi ed their 
partners (married or not) as perpetrators of abuse (Table 2).

Of the 88 participants who identifi ed themselves as victims of 
elder abuse, only 21 (23.9%) reported having sought help on 
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Table 1: Variables
Variable Description
Sex Male, female
Experience of abuse Yes, no

Type of abuse*
Physical, psychological, disrespect 
for personal space, neglect, fi nancial, 
sexual

Perpetrator

Spouse or conjugal partner, son/
daughter, grandson/granddaughter, 
son- or daughter-in-law, nephew/niece, 
unrelated cohabitant 

Did victim seek help? Yes, no

Reasons for not seeking help Not knowing where to turn, fear of 
reprisal, shame

*per interview instrument endorsed by Ministry of Science, Technology and the 
Environment for its intervention project Socio-pathological characterization of 
domestic violence in Havana[13]

Table 2: Type of abuse, perpetrator and help-seeking in persons 
aged ≥60 years (n = 88)
Variable n %
Type*
Physical 11 12.5
Psychological 69 78.4
Disrespect for personal space 54 61.4
Neglect 36 40.9
Economic 20 22.7
Sexual 1 1.1
Perpetrator
Spouse or partner 18 20.5
Son/daughter 43 48.9
Grandson/granddaughter 65 73.9
Son-/daughter-in-law 68 77.3
Nephew/niece 22 25.0
Unrelated cohabitant 39 44.3
Did victim seek help?
Yes 21 23.9
No 67 76.1
Reasons for not seeking help (n = 67)
Not knowing where to turn 29 43.3
Fear of reprisals 59 88.1
Shame 62 92.5

*per interview instrument endorsed by Ministry of Science, Technology and the 
Environment for its intervention project Socio-pathological characterization of 
domestic violence in Havana[14] 
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some occasion, generally from a relative. Of the 67 (76.1%) who 
did not seek help, 92.5% (62) said that they felt ashamed to reveal 
their situation, 88.1% (59) feared possible retaliation from their 
caregivers or that the situation could worsen, and 43.3% (29) 
reported that they did not know what organization or person could 
provide help (Table 2). 

DISCUSSION
It is alarming that almost half the sample reported abuse. This 
fi nding corroborates previous fi ndings about older adults’ vulner-
ability to abuse.[2,3,10–12,14,15] Nor are older adults exempt 
from gender violence; our observation that women reported 
abuse more frequently than men coincides with other study fi nd-
ings.[16–18] Societal myths reported in many societies may also 
operate in Cuba:[19]

• Domestic violence is a “family issue” that belongs in private 
life; no person or institution should intervene, because a family 
should not “air its dirty linen in public” 

• Battered women are masochists and like to be abused 
• Most aggressors are sick, poor and/or alcoholics 
• Men are naturally aggressive and cannot control themselves 
• The problem is inherent in prevailing traditions and customs; 

therefore, violence naturally arises in every family, but it is man-
ageable 

• The victim is to blame; the woman brings it on herself (the abus-
er commonly asks, Do you think I hit you for no reason?)

• Violence is part of masculinity. “Real men” hit women

Other researchers in Cuba and Mexico have corroborated 
our fi nding that abuse is most often psychological.[20–22] In a 
2010 study in Manzanillo, Granma Province, Cuba, Enamorado 
observed that the most common type of elder abuse was psycho-
logical, especially in the form of insults.[20] Similar results were 
found by Márquez and Arvizu in a study of 680 older adults in 
Mexico.[21] In a study of psychological abuse among older adult 
patients seen at a polyclinic in Holguín Province, Cuba, Pérez 
found that 100% of participants had at some point been victims, 
the most common manifestations being rude responses to ques-
tions, use of profanity and offensive gestures. The most frequent 
psychological reactions on the part of older adult victims were 
chagrin and sorrow, and the most common behavioral responses 
were silence, acceptance and self-imposed isolation.[14] Gri-
ñán reported psychological violence in 89.6% of cases of elder 
abuse.[11] The type of psychological abuse we observed (threats 
of abandonment, humiliation, criticism in front of others, verbal 
harassment, and blaming for family problems) can have major 
emotional repercussions for the elderly victim and cause signifi -
cant mental harm, since it can synergistically enhance whatever 
feelings of uselessness and vulnerability the victim may already 
be experiencing in the face of aging.[17]

Our fi ndings concerning frequent disrespect for personal space 
and privacy of older adults are consistent with those of other 
Cuban studies. In Mendo’s 2011 study of 3382 older adult patients 
of the Frank País Polyclinic in Santiago de Cuba City, 27.2% 
reported that their personal space was not respected and 16.5% 
complained of isolation within the family.[22] Even if decreased 
housing stock and other aggravating factors in the current socio-
economic situation have contributed to a rise in crowded, mul-
tiple generation households, solutions must be found that do not 
discriminate against any particular family member, and families 

will need social support for this. Other Cuban authors warn that 
sustained disrespect for and violation of an older adult’s privacy 
can lead to a low-quality physical existence, since often the elder 
is unprotected and does not have the same ability to socialize 
with friends and others, potentially leading to unmet social needs, 
loneliness and isolation. Another consequence then is lack of 
easy access to information and the opportunities for education 
that exist.[23] In this regard, the UN states: Older persons should 
be able to enjoy human rights and fundamental freedoms […] with 
full respect for their dignity, beliefs, needs and privacy and for the 
right to make decisions about their care and the quality of their 
lives.[24]

Although fewer instances of other forms of abuse (fi nancial, 
physical and sexual) were reported by participants, it is still of 
concern that these types of abuse occur in Cuba. In other Cuban 
studies, the percentages of older persons identifi ed as victims of 
these forms of abuse have been higher. Díaz investigated the 
incidence of domestic violence among the older patients admit-
ted to various hospital services in a Matanzas Province hospital 
over a one-year period (June 2008–June 2009). In a sample of 50 
older adults, psychological abuse was also the most common, at 
86%; 50% reported being victims of fi nancial violence since their 
relatives controlled their pensions. Some 36% reported suffering 
physical violence, primarily by shoving or slapping that leaves no 
evidence. Sexual abuse was identifi ed by 30% of those surveyed, 
although the author did not indicate how this was manifest.[17] In 
our study we identifi ed only one participant as a victim of sexual 
abuse, manifested mainly through unwanted touching.

Several studies have shown that, although an individual’s family 
forms his or her main support network from birth, it is these same 
family members who most commonly exercise violence.[3,5,25] 
As in other research,[26–28] we found that it was the closest fam-
ily members (generally younger) who most commonly abused 
older adults.

Regardless of type, abuse is based on exercise of power by use 
of force—whether physical, psychological, fi nancial, social or 
other—and there is always someone above and someone below, 
whether really or symbolically, playing traditionally complemen-
tary roles: parent–child, man–women, employer–employee, 
young–old.[16] 

A literature review found several theories seeking to explain this 
pattern:
• Caregiver stress levels: It has been proposed that drug abuse, 

violent behavior, low income levels, etc., can lead to caregiver 
stress, which can culminate in rage and violence.[29,30] 

• Theory of transgenerational violence: This posits that family 
violence is a learned behavior transmitted from generation to 
generation when a child who experienced abuse by a relative 
becomes an abuser in adulthood.[31] 

• Theory of psychopathology: This purports that personality dis-
orders, mental illness, and cognitive developmental delay are 
underlying causes of abusive behavior.[16,29]

Of course, these theories are not mutually exclusive and their 
interactions should be assessed to examine the factors leading 
to abuse. In our context, we may observe that an older person’s 
dependency and illness can become risk factors for abuse when 
coupled with caregiver overload. Globally, it has been noted that 
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the combination of illness and dependency and resulting burden 
can become too much; even when caregivers are committed to 
caring for their relative, over time they may become exhausted 
with other worries (including children, work, fi nancial pressures, 
etc.), which can wear them down and put them at risk of abusing 
the person whose care is entrusted to them.[1]

The role of caregiver is not a minor task, and burnout can develop. 
Rodríguez-Blanco proposed that overload (leading to burnout) 
deteriorates the mental, social and physical health of caregivers, 
who may display anxious-depressive symptoms, increased social 
isolation, decline of family fi nances, greater general morbidity and 
even higher mortality compared with a non-overloaded popula-
tion. Caregivers tend not to seek medical help, postponing their 
own problems while giving priority to those of their dependent 
family member.[25]

Curiously, this failure to seek help also applies to older adults who 
are victims of abuse, often remaining silent without reporting the 
problem.[25] In our research, many study participants referred to 
their fear and shame about public exposure. Other authors have 
also cited these reasons, as well as reluctance to disturb the fam-
ily status quo, fear of reprisal or losing the perpetrator’s affection, 
and physical or mental inability to seek help.[3,13] Analysis of the 
characteristics of the older adults identifi ed as victims of abuse 
and the family dynamics of these victims highlights the vital impor-
tance of the primary care health worker’s role to prevent, identify 
and intervene to stop domestic elder abuse.

In the Cuban context of a universal health system with strong 
primary care, the family physician—practicing in every Cuban 
neighborhood and in rural districts—should be able to identify 
domestic violence in a prompt and timely manner (based on 
detection of risk factors), enabling early and effective interven-
tion. It has been shown that, whether physical signs are visible 
or not, asking about abuse simply and directly, without being 
judgmental or threatening, will increase the likelihood of obtain-
ing a reliable history.[15] 

Given this level of responsibility, falling not only on the family 
doctor and nurse, but also on the basic work group that includes 
various specialists from the community polyclinic, we recommend 
that these health professionals receive further training to improve 

their ability to identify signs and symptoms of abuse, since they 
are the ones who have the closest relationship with older adults 
in their communities.

This can be carried out under the aegis of the Comprehensive 
Older Adult Health Care Program, led by the Ministry of Public 
Health, which oversees the efforts towards healthy aging that 
began decades ago.[32] The Program’s essential aim, in fact, is 
to help raise the level of health and degree of satisfaction and 
quality of life of older adults through preventive, promotion, assis-
tance and rehabilitative activities carried out by the National 
Public Health System in intersectoral coordination with other gov-
ernment agencies and organizations involved in such attention, 
conscious that the main actors are the families, communities and 
older adults themselves, most able to identify local solutions to 
their problems.[33] 

Such a multidisciplinary and inter-institutional approach is 
a strength of the Program and the unifi ed public health sys-
tem,[20,21] enabling a comprehensive assessment of older adults 
in the context of their daily lives, detection of early signs of domes-
tic abuse or violence, and implementation of solutions. This health 
care structure, once again relying on the neighborhood family 
doctor-and-nurse program supported by the community polyclinic, 
also facilitates development of community education strategies to 
raise awareness of the problem. 

Our study’s main limitation is that all participants interviewed were 
from only one family doctor-and-nurse offi ce, which limited study 
size and generalizability. The authors’ chief recommendation is 
to replicate the study throughout the entire polyclinic catchment 
area and in the three other polyclinics in the Marianao Municipality 
(with all victims identifi ed receiving treatment and followup). 

CONCLUSIONS
Psychological abuse and disrespect for personal space are by far 
the predominant types of elder abuse in this population. The fi nd-
ing that substantial numbers of older adults are victims of domes-
tic abuse brings to light a hitherto insuffi ciently addressed issue in 
our community. More research is needed to deepen understand-
ing of the scope and causes of the problem to inform prevention 
and management strategies in the Carlos Manuel Portuondo Uni-
versity Polyclinic catchment area and health areas in Cuba.
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