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Abstract
Introduction: Knowledge about individual and interpersonal correlates of violence in
Canadian seniors is limited. This study identifies correlates of current and past violence
by intimate partner and family member(s) in community-dwelling Canadian seniors,
while accounting for childhood adverse circumstances.
Methods: We performed logistic regression analysis of baseline data from a longitudinal
study of community-dwelling individuals aged 65 to 74 years and living in Kingston
(Ontario) and Saint-Hyacinthe (Quebec). Domestic violence was assessed using the HurtInsult-Threaten-Scream (HITS) screening tool. Odds ratios (ORs) are reported with 95%
confidence intervals (CIs).
Results: Current violence of a psychological nature was reported by 18% of the sample.
Women were at greater risk of current and lifetime violence perpetrated by a family
member (current violence: adjusted OR ¼ 1.83; 95% CI: 1.02–3.30) as well as
experiencing violence from their intimate partner in their lifetime than were men
(adjusted OR ¼ 2.48; 95% CI: 1.40–4.37). Risk factors have accumulated over the life
course that were found to be consistently associated with both current and lifetime
violence included having witnessed violence at home in childhood (lifetime violence by
family member: adjusted OR ¼ 9.46; 95% CI: 5.11–17.52), as well as poor quality of
relationships with intimate partners, family and friends.
Conclusion: Our research documents the ongoing impact of early adversity on subsequent
partner and family violence in Canada. Findings identify some preventable factors
associated with current psychological violence and past violence among communitydwelling Canadian seniors.
Keywords: Interpersonal violence, seniors, life course, adversity

Introduction
The World Health Organization definition of
violence includes all types of physical and
psychological abuse that present a substantial burden on individuals, families and
communities.1 Common types of abuse include physical violence as well as neglect,
verbal and financial abuse2 and, in the case
of intimate partner violence, emotional
abuse.3 Older people constitute a susceptible

group for partner and family violence.
Approximately 7% of non-institutionalized
older Canadian adults report some form of
maltreatment.4 This violence has serious
health consequences for older adults and is
a public health issue for communities.
Interpersonal violence is both predicted by
and has a negative impact on development, family relationships and support.5
Health- and age-related characteristics

 Knowing what leads to elder abuse can









help in developing programs that
identify, prevent and minimize this violence. This will be increasingly important as the Canadian population ages.
9.6% of 65- to 74-year-old seniors
who lived in the community said a
family member had been violent
towards them in the last 6 months.
18% reported psychological violence
by a partner in the same period of
time (past 6 months).
More women than men said that a
partner or family member had been
psychologically or physically violent
towards them.
People who witnessed violence at home
when they were children or had poor
relationships with their intimate partner
or family or friends were more likely to
experience short-term and long-term
domestic violence.
Preventive policies should aim at
breaking the circle of violence in the
earliest possible stages.

such as cognitive impairment, chronic
disease and needing assistance with daily
living activities are strong predictors of
abuse as are interpersonal issues such as
conflict with family and friends.6 Women
are at greater risk of violence by a partner,
and women with disabilities are at particular risk for severe violence.7
Exposure to violence early in life can
contribute to subsequent poor health,
alcohol dependence and conjugal violence.8 Similarly, experiences of violence
across the lifespan are associated with
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poorer mental and physical well-being9
and can predict current victimization.10
However, few studies of elder abuse have
taken a life-course approach that investigates early exposures to adversity and/or
violence as predictors of violence in
seniors. In addition, there is a dearth of
original research on correlates of violence
in older Canadian adults in general and on
comparative analyses examining seniors’
experiences of interpersonal violence by an
intimate partner or family member in particular. Such information can help inform
policies and interventions that prevent,
identify and minimize elder abuse—which
will be of increasing importance as the
Canadian population ages.
Our study examines both individual (behavioural, health and socioeconomic) and
interpersonal (partner/family relationships)
correlates of lifetime and current physical
and psychological violence experienced by
older Canadians while also accounting for the
long-term impact of childhood adversities.

Methods
We analyzed baseline data (2012) from the
two Canadian sites of the International Mobility in Aging Study (IMIAS) of communitydwelling individuals aged 65 to 74 years old.
Participants were recruited to the IMIAS study
by letter from their family physician. Approximately 30% of those who received invitations
contacted the research team in Kingston, Ontario (n ¼ 398 total, n ¼ 186 men, n ¼ 212
women) and Saint-Hyacinthe, Quebec (n ¼
401 total, n ¼ 191 men, n ¼ 210 women),
with a 95% rate of participation following
that initial contact. Participants were excluded
if they presented a higher risk for dementia on
standardized testing. All modules embedded
within the questionnaire were previously
validated and translated from English to
French. Interviewer training and protocol
instructions were identical for both locations.
We obtained ethics approvals from Queen’s
University and the University of Montréal.

Measures
Outcome variable: We assessed domestic
violence using the screening tool HurtInsult-Threaten-Scream (HITS), which had

been previously validated in both female
and male samples.11 Participants were
asked if they ever or in the past six months
had had a partner or family member who
screamed at, insulted, threatened, cursed,
talked down to or physically hurt them.
Responses were summarized separately for
current and lifetime physical and psychological violence according to the perpetrator
(intimate partner or family member). For the
present study, responses were dichotomized
as follows: answers of ‘‘sometimes,’’ ‘‘fairly
often’’ and ‘‘frequently’’ were coded as ‘‘yes’’
for physical violence; for psychological violence, answers of ‘‘fairly often’’ and ‘‘frequently’’ were collapsed into the ‘‘yes’’
category. Four separate outcomes were subsequently defined: current psychological intimate partner violence; current psychological
family member violence; and by combining
lifetime physical and lifetime psychological
violence for each, lifetime intimate partner
violence and lifetime family member violence.
Individual characteristics. Sociodemographic characteristics included age, immigrant and marital status, sex, education,
occupation, annual income and self-reported
income sufficiency for basic needs. Two
measures of health status were used: body
mass index and the average cumulative
number of key chronic conditions (high blood
pressure, arthritis, osteoporosis, lung disease,
cancer, heart disease, cerebrovascular disease
or diabetes). An activities of daily living
indicator identified those unable to independently bathe, dress, toilet hygiene, transfer, or
feed.12 The Nagi questionnaire was used to
quantify self-rated mobility limitation,13 while
the number of falls in the previous 12 months
was documented using the Falls Efficacy Scale
International (FES-I).14 We assessed health
behaviours using alcohol consumption,
smoking and body mass index.
Interpersonal characteristics. IMIAS data
included living arrangements (alone, only
with partner, with children and/or partner
and/or others). We created a social activities
score based on the frequency of visits to
community/recreation centres, seniors’ associations, stores/malls or religious activities in the preceding 12 months, and
quantified relationship quality based on
satisfaction with relationships with friends
and family. A partnership quality score
summarized responses to questions about
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feeling loved and appreciated by, and listened
to and important to one’s intimate partner.
Life course adverse experiences. IMIAS
assessed adverse experiences during the
first 15 years of life based on the Survey on
Health, Well-Being and Aging (SABE).15 We
included measures of childhood poverty,
hunger, prolonged parental unemployment,
witnessing violence at home, parental
alcohol or drug abuse, and divorce.

Statistical analyses
The selection of potential factors associated
with violence in seniors was guided by a
social-ecological framework for violence prevention16 that considers the complex interplay
between factors at the individual, relationship,
community and societal level. The categorization of some variables may differ slightly
across our constructed models as multiple
categories were occasionally collapsed.
We used Student’s t test and chi-square testing
to examine the differences in distribution
between men and women for all individual,
interpersonal and violence characteristics. To
test the relevance of life-course experiences of
violence, we cross-tabulated current and past
violence to examine the portion of the sample
that reported past and current violence.
Collinearity testing between independent variables was performed using linear regression
by requesting collinearity diagnostics for each
multiple regression model. The model building consisted of four major steps. First,
bivariate logistic regression analyses were
performed to assess the associations between
individual independent variables and each of
the four violence outcomes. Variables that
were associated with violence (p o .05) were
subsequently entered in multivariable models.
Age as a covariate was assessed but was not
included in any of the bivariate or multivariable models because it did not significantly influence any of the models and was of
minimal interest in this study population due
to the narrow age range. Three different
multivariable logistic regression models were
constructed for each of the four categories of
violence. The first model included all significant individual and interpersonal characteristics. Variables for life-course experiences of
violence were then progressively introduced
into the second model, followed by indicators
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of childhood adverse circumstances in the
third. To examine differences in men’s and
women’s experiences of violence, interaction
terms between sex and factors included in
each model were tested for their statistical
significance: we found no significant interactions. All models were adjusted for place of
birth, annual income, education and occupation. P values under .05 were considered
statistically significant. Odds ratios (ORs) and
adjusted odds ratios (aORs) were calculated
with 95% confidence intervals (CIs). Analyses
were undertaken using SPSS version 21 (IBM,
Chicago, IL, USA).

Results
Sex differences in Canadian IMIAS participants’characteristics and circumstances
are shown in Table 1.
In total, 18% of participants reported
violence by an intimate partner in the past
six months (Table 2). There were no sex
differences in reporting recent partner
violence. However, women reported more
lifetime psychological (16.6% versus
10.3%, po .01) and physical violence by
a partner (7.1% versus 0.8%, po .0001)
than did men. Psychological lifetime violence by a family member was more than
twice as frequent among women than men
(12.1% versus 4.8%, po .0001).
Tables 3 to 6 show the unadjusted and
adjusted associations for each of the four
violence experiences: current psychological
violence by a partner, lifetime violence by a
partner, current psychological violence
by a family member, and lifetime violence
by a family member.

Current psychological violence by
a partner
Significant problems walking 400 metres,
having had two or more falls in the previous
12 months, and drinking every day were
strongly associated with psychological violence by a partner in the previous six months
(see Table 3). Life-course experience of violence by an intimate partner and witnessing
violence at home during childhood were also
strongly associated with current psychological
partner violence. On the other hand, living
only with a partner/spouse rather than with
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children or others appeared to be protective,
as was higher relationship quality.
In multivariable models, with the exception
of falls, all of the correlates remained
independently associated with the outcome.
Life-course experience of violence by a
partner and difficulties with walking were
the strongest independent correlates of current psychological partner violence. Individuals who reported experiencing violence in
their lifetime from an intimate partner were
more than five times more likely to experience intimate partner violence of a psychological nature in the previous six months
(aOR ¼ 5.29; 95% CI: 2.71–10.33). Compared to those without mobility limitations,
difficulty walking 400 m was associated with
a five times higher likelihood of current
partner violence (aOR ¼ 5.00; 95% CI: 1.53–
16.29). Previous experience of intimate
partner violence had only a small explanatory value with respect to the link between
heavy alcohol consumption and current
psychological partner violence. Inclusion of
witnessing violence at home in childhood did
not significantly change other associations
but remained significant in and of itself.

Lifetime violence by a partner
Being female, daily alcohol consumption,
obesity, living with children, problems with
mobility or activities of daily living, falls,
and early experiences of parental drug/
alcohol abuse and parental divorce were all
individually associated with intimate partner violence across one’s life, as was earlier
abuse by a family member (OR ¼ 4.16;
95% CI: 2.52–6.85) (Table 4).
In multivariable analyses, sex, daily alcohol
consumption (aOR ¼ 6.83; 95% CI: 2.30–
20.23), obesity, and early experiences of
violence by a family member or parental
divorce remained independently associated
with lifetime violence by a partner. Experiencing lifetime violence by a family member appeared to partially explain the
association between daily alcohol use and
lifetime partner violence (see difference
between multivariable models 1 and 2).
Adverse childhood experiences (parental
divorce or drinking/drug use) also partially
explained the association between earlier
violence by a family member and lifetime
partner violence (see difference between
multivariable models 2 and 3).
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Current psychological violence by a family
member
Individual correlates of psychological violence in the previous six months by a
family member included being female, selfperceived insufficient income, living with a
child, poor relationships with family members and/or friends, and witnessing physical violence between family members in
childhood (Table 5). Lifetime violence also
increased the likelihood of current psychological violence by a family member
(OR ¼ 2.68; 95% CI: 1.54–4.61). The association between living with a child/others
and the outcome was substantially reduced
in a multivariable model adjusted for individual/interpersonal characteristics (model 1)
and was no longer significant in the final
model. The inclusion of past violence and
adverse childhood circumstances did not
change associations between current characteristics and the outcome.

Lifetime violence by a family member
Being female, being widowed or separated/
divorced, self-perceived insufficient income,
problems with mobility or activities of daily
living, and smoking each increased the
likelihood of violence across the lifespan
by a family member, as did low quality and
quantity of relationships (Table 6). Early
circumstances such as hunger, parental
divorce, parental substance abuse, and
witnessing violence at home were strong
predictors of lifetime violence by family
members. In the multivariable model including all current characteristics (model 1),
being female and having few friends, poor
relationships with family and friends, and
limitations in activities of daily living were
each independently associated with lifetime
violence by a family member. Similarly,
lifetime experience of violence by a partner
was strongly linked to lifetime violence
by family members (aOR ¼ 3.58; 95%
CI: 1.88–6.83). Witnessing physical violence
at home during childhood remained the
strongest factor associated with lifetime
violence by a family member (aOR ¼ 9.46;
95% CI: 5.11–17.52).

Discussion
In this Canadian study of communitydwelling seniors we report on individual
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TABLE 1
Distribution of individual and interpersonal characteristics by sex
Characteristic
Total (n ¼ 799)

Percentage (n)
Men (n ¼ 377)

p value
Women (n ¼ 422)

Individual
Marital status
Single (never married)

4.6% (37)

3.2% (12)

5.9% (25)

Married/common law

66.1% (528)

77.5% (292)

55.9% (236)

Widow/widower

10.6% (85)

4.2% (16)

16.4% (69)

Separated/divorced

18.6% (149)

15.1% (57)

21.8% (92)

.000

Perceived income
Insufficient

6.4% (51)

4.0% (15)

8.5% (36)

Suitable

41.1% (328)

39.3% (148)

42.7% (180)

Sufficient

52.6% (420)

56.8% (214)

48.8% (206)

Chronic diseases (mean number)

1.92

.009

1.79

1.65

Problem walking 400 m

14.3% (114)

11.5% (43)

16.9% (71)

.056

.004

Fall during last year

30.5% (244)

28.6% (108)

32.2% (136)

.154

Daily living activities: one limitation or more

19.3% (154)

16.2% (61)

22.0% (93)

.087
.000

Alcohol consumption
None

22.2% (177)

16.8% (63)

27.1% (114)

Less than weekly

29.4% (234)

24.5% (92)

33.6% (142)

Weekly

45.3% (361)

53.5% (201)

38.0% (160)

3.1% (25)

5.3% (20)

1.2% (5)

3.58

4.08

3.13

.000

7.3% (58)

7.7 % (29)

6.9% (29)

.661
.016

Daily
Severity of drinking (mean number of drinks/sitting)
Current Smoking
Body Mass Index
Underweight

2.8% (22)

1.3% (5)

4.0% (17)

Normal

28.2% (225)

24.9% (94)

31.0% (131)

Overweight

31.4% (251)

34.2% (129)

28.9% (122)

Obese

37.7% (301)

39.5% (149)

36.0% (152)

Poverty

27.8% (222)

29.4% (111)

26.3% (111)

.181

Hunger

5.0% (40)

4.8% (18)

5.2% (22)

.453

Adverse childhood circumstances

Parents out of work

8.4% (67)

9.3% (35)

7.6% (32)

.443

Parental divorce

3.4% (27)

3.2% (12)

3.6% (15)

.846

Parental substance abuse

14.6% (117)

13.0% (49)

16.1% (68)

.230

Witnessed violence at home

13.5% (108)

9.3% (35)

17.3% (73)

.001

.000

Interpersonal
Living situation
Living alone

28.9% (231)

17.5% (66)

39.1% (165)

With spouse

55.4% (443)

58.9% (222)

52.4% (221)

With spouse & child

12.5% (100)

21.5% (81)

4.5% (19)

With child

1.8% (14)

0.5% (2)

2.8% (12)

With others

1.4% (11)

1.6% (6)

1.2% (5)

Interpersonal relations (mean)

12.06

12.28

11.90

.039

Partnership quality score (mean)

17.73

18.05

17.33

.006

Social activities score (mean)

5.18

4.99

5.35

.035
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TABLE 2
Current and lifetime physical and psychological violence distribution according to sex
Type of physical and psychological violence

Percentage (number)

p value

Total n ¼ 799

Men n ¼ 377

Women n ¼ 422

18.0% (96)

18.2% (54a)

17.8% (42b)

Experienced Z 1 violent episode in previous 6 months
Psychological violence by partner (nhave
Physical violence by partner (nhave

partner

¼ 533)

¼ 533)

a

.1
—

b

0.4% (1)

0.6% (1 )

0% (0 )

Psychological violence by family member

9.6% (77)

7.2% (27)

11.8% (50)

Physical violence by family member

0.4% (3)

0.8% (3)

13.6% (109)

10.3% (39)

Physical violence by partner (sometimes/often/frequent)

4.1% (33)

0.8% (3)

7.1% (30)

.000

Psychological violence by family member (often/frequent)

8.6% (69)

4.8% (18)

12.1% (51)

.000

Physical violence by family member (sometimes/often/frequent)

6.4% (51)

5.0% (19)

7.6% (32)

.150

partner

.030
—

0% (0)

Experienced Z 1 violent episode in lifetime
Psychological violence by partner (often/frequent)

16.6% (70)

.010

Note: The proportion of physical and psychological violence by intimate partner in last 6 months is calculated for those who indicated currently having a partner: N total ¼ 533;
N mena ¼ 297; N womanb ¼ 236.

and interpersonal correlates of violence
using a life-course approach. To the best
of our knowledge, this is the first study to
use a wide range of indicators of early
adversity to assess correlates of elder
abuse. Our results help identify potentially modifiable risk factors for violence.
Our violence frequency estimates suggest
that significant numbers of people who
experienced physical and psychological
violence in the past continue to be at risk
into old age. Our rates of violence were
similar to those reported in the literature,6
with psychological violence being more
common than physical. Also, lifetime
violence by a family member was more
prevalent than lifetime violence by a
partner, whereas current violence by a

partner was higher than current violence
by a family member.
We identified several factors that were
consistently associated with both current
psychological violence and lifetime violence
along with a number of factors associated
with either one or the other. With the
exception of current psychological violence
by a partner, women were at greater risk than
men in our study, findings comparable to
other studies that found women to be at
greater risk for all types of abuse17 as well as
verbal and physical abuse.18,19 While two
studies found men to have a higher risk for
abuse20,21 and another found no difference
by sex,22 it is difficult to interpret these
results as one study20 did not control for

potentially confounding factors such as living
situation and health status and the other
study22 may have been unable to detect an
effect due to the small proportion of men in
the study population. Interestingly, of the
outcomes we studied, the one where being
female was not associated with risk was
current psychological partner violence. Perhaps this is because conflictual relationships
are increasingly resolved through divorce/
separation or death as we age. It has also
been hypothesized that certain risks associated with current intimate partner violence
are either sex-neutral or more common
among men (e.g. stress related to cohabitation of caregiver and victim, social isolation,
substance abuse in perpetrator, mental or
physical impairments).23

TABLE 3
Odds ratios for bivariate and multivariable models for personal and interpersonal factors correlated with current psychological
violence by intimate partner
Odds ratio (95% Confidence interval)
Bivariate
(Unadjusted models)

Adjusted multivariable
model 1

Adjusted multivariable
model 2

Adjusted multivariable
model 3

Living with spouse and children/others

1.82** (1.09–3.03)

2.13** (1.21–.3.76)

2.16** (1.19–3.86)

2.07** (1.14–3.76)

Partnership quality

0.88** (0.83–0.94)

0.83** (0.77–0.90)

0.84** (0.77–0.91)

0.84** (0.78–0.91)

Daily alcohol consumption
Problems walking 400 m
Two or more falls in the past 12 months
Lifetime violence by partner
Witnessed violence at home as a child

2.35* (1.13–4.88)

2.65* (1.14–6.20)

2.63* (1.10–6.31)

2.25** (1.07–6.15)

4.13** (1.46–11.7)

5.45** (1.81–16.38)

5.01** (1.56–16.09)

5.00** (1.53–16.29)

2.02* (1.05–3.90)

1.25* (0.66–2.38)

1.67 (0.79–3.47)

1.71 (0.82–3.60)

5.36** (2.76–10.38)

5.29** (2.71–10.33)

5.87** (3.22–10.70)
2.06* (1.13–3.75)

2.10* (1.06–4.17)

Notes: Reference categories are: living with spouse only; no problems with walking 400 m; no alcohol consumption; no falls in last 12 months; no violence by partner during lifetime; did not
witness violence at home during childhood. Multivariable model 1 includes significant sociodemographic, health status and health behaviour correlates; model 2 builds on model 1 by adding
lifetime violence by partner and/or family member; model 3 builds on model 2 by adding early childhood circumstances. All multivariable models are adjusted for immigrant status (born
outside of Canada), education, occupation and income.
*p o .05; **p o .01.
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TABLE 4
Odds ratios for bivariate and multivariable models for personal and interpersonal factors correlated with lifetime violence by intimate partner
Odds ratio (95% confidence intervals)
Bivariate
(Unadjusted models)

Adjusted multivariable
model 1

Adjusted multivariable
model 2

Adjusted multivariable
model 3

Woman

1.67* (1.10–2.54)

2.61** (1.49–4.53)

2.42** (1.38–4.25)

2.48** (1.40–4.37)

Living with child

3.81* (1.28–11.39)

2.17* (1.13–4.18)

1.92 (0.99–3.75)

1.85 (0.95–3.63)

Problems walking 400 m

6.57** (1.86–23.13)

0.70 (0.27–1.13)

0.67 (0.22–2.02)

0.70 (0.23–2.09)

At least one ADL limitation

3.08** (1.58–6.01)

2.72* (1.12–6.62)

2.30 (0.92–.5.75)

2.14 (0.85–5.39)

2.51* (1.17–5.38)

1.38 (0.74–2.57)

1.40 (0.75–2.64)

1.40 (0.74–2.65)

Daily alcohol consumption

4.70** (1.88–11.74)

7.02** (2.43–20.29)

6.53** (2.21–19.26)

6.83** (2.30–20.23)

BMI obese

2.16** (1.23–3.80)

2.25** (1.27–4.00)

2.26** (1.97–6.40)

2.22** (1.23–4.00)

Lifetime violence by family member

4.16** (2.52–6.85)

3.55** (1.97–6.40)

3.07** (1.66–5.67)

Parental substance abuse

2.16** (1.33–3.52)

1.48 (0.82–2.67)

Parental divorce in childhood

3.32** (1.45–7.59)

2.79* (1.06–7.31)

Two or more falls

Abbreviations: ADL, activity of daily living; BMI, body mass index.
Notes: Reference categories are: man; never married/single; living with spouse only; no problems with walking 400 m; no problems with daily living activities; no falls in last 12 months;
no alcohol consumption; normal BMI; no violence by family member during lifetime; did not witness parents abusing alcohol or drugs; parents did not divorce during childhood.
Multivariable model 1 includes significant sociodemographic, health status and health behaviour correlates; model 2 builds on model 1 by adding lifetime violence by family member; model 3
builds on model 2 by adding early childhood circumstances. All multivariable models are adjusted for immigrant status (born outside of Canada), education, occupation and income.
*p o .05; **p o .01.

Several factors were consistently associated
with both current psychological violence and
lifetime violence. The older people in our
study were at greater risk of experiencing a
physical or psychological violent episode
involving a family member if they had a
previous experience of violence involving
their intimate partner, had witnessed violence
between family members in childhood, and
had poor quality relationships with family
and friends. These risks for family-related
violence were present regardless of whether

the violent episode was experienced in the
previous six months or within one’s lifetime.
With respect to partner-related violence, daily
alcohol consumption was the only consistent
factor associated with both current and lifetime violent episodes of this nature. However,
previous experience of violence was also a
common factor, as previous partner-related
violence was associated with current partnerrelated violence, while previous family-related
violence was associated with lifetime partnerrelated violence.

We also found that creating and maintaining close relationships throughout the life
course was associated with less intimatepartner and family violence.
To our knowledge, this is the first study to
address the role of the quality of the
intimate partner relationship in elder abuse.
Several small studies of older caregivers
that did not differentiate between types of
caregiver (i.e. intimate partner or other),
found that those engaging in verbal abuse

TABLE 5
Odds ratios and 95% CI for bivariate and multivariable models for personal and interpersonal factors correlated with current psychological
violence by family member
Odds ratio (95% confidence intervals)
Bivariate
(Unadjusted models)
Woman

1.74* (1.07–2.84)

Adjusted multivariable
model 1

Adjusted multivariable
model 2

Adjusted multivariable
model 3

2.00* (1.12–3.56)

1.84* (1.03–3.30)

1.83* (1.02–3.30)
2.17 (0.90–5.24)

Perceived insufficient income

2.76** (1.31–5.83)

2.30 (0.97–5.48)

2.16 (0.90–5.18)

Living with child or others

4.79** (1.48–15.47)

2.04* (1.06–3.92)

1.88 (0.97–3.64)

1.80 (0.92–3.50)

Poor quality relationships

2.11** (1.30–3.42)

2.06** (1.24–3.42)

2.01** (1.21–3.36)

1.95* (1.16–3.26)

Lifetime violence by partner

2.68** (1.54–4.61)

2.34** (1.31–4.20)

2.29** (1.27–4.12)

Witnessed violence at home as a child

2.33** (1.33–4.09)

2.20* (1.19–4.07)

Notes: Reference categories are: man; perceived sufficient income; living with partner only; very good quality of relationships; no experience of lifetime violence by partner; never witnessed
violence at home. Multivariable model 1 includes significant sociodemographic, health status and health behaviour correlates; model 2 builds on model 1 by adding lifetime violence by family
member; model 3 builds on model 2 by adding early childhood circumstances. All multivariable models are adjusted for immigrant status (born outside of Canada), education, occupation and
income.
*p o .05; **p o .01.
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TABLE 6
Odds ratios and 95% CI for bivariate and multivariable models for personal and interpersonal factors correlated with lifetime
violence by family member
Odds ratio (95% confidence intervals)

Woman
Widowed

Bivariate
(Unadjusted models)

Adjusted Multivariable
model 1

Adjusted Multivariable
model 2

Adjusted Multivariable
model 3

2.28** (1.41–3.69)

2.12** (1.17–3.82)

1.90* (1.05–3.45)

1.96* (1.02–3.78)

2.34* (1.22–4.51)

1.64 (0.79–3.40)

1.61 (0.76–3.37)

1.79 (0.79–4.05)

Divorced/separated

2.63** (1.55–4.44)

1.62 (0.89–2.96)

1.23 (0.65–2.32)

1.17 (0.58–2.36)

Suitable income

2.46** (1.51–4.01)

2.28** (1.31–3.97)

2.22** (1.27–3.88)

2.24* (1.19–4.22)

Insufficient income

3.41** (1.55–7.53)

1.95 (0.71–5.31)

1.95 (0.71–5.36)

2.39 (0.76–7.46)

Few relationships

4.51** (1.97–10.34)

4.22** (1.65–10.78)

4.28** (1.64–11.17)

3.92* (1.34–11.42)

Poor quality relationships

2.47** (1.54–3.97)

2.27** (1.34–3.84)

2.22** (1.30–3.78)

2.11* (1.15–3.86)

Problems walking 400 m

3.01** (1.41–6.41)

1.07 (0.35–2.95)

1.01 (0.34–2.98)

1.08 (0.31–3.77)

At least one ADL limitation

4.70** (2.44–9.05)

2.48* (1.05–5.84)

2.13 (0.89–5.10)

1.53 (0.58–4.05)

Current smoker

2.90** (1.52–5.54)

2.15 (1.00–4.63)

2.16 (1.00–4.69)

1.94 (0.82–4.62)

Lifetime violence by partner

4.16** (2.52–6.85)

3.48** (1.96–6.19)

3.58** (1.88–6.83)

Hunger in childhood

4.46** (2.20–.9.01)

1.61 (0.58–4.44)

Parental substance abuse

4.03** (2.46–6.60)

1.57 (0.81–3.04)

Parental divorce in childhood
Witnessed violence at home as a child

3.69** (1.57–8.71)

1.89 (0.60–5.97)

12.54** (7.63–20.6)

9.46** (5.11–17.52)

Abbreviation: ADL, activity of daily.
Notes: Reference categories are: man; being married; sufficient income; very good quality of relationships; no problems with walking 400 m; no problems with daily living activities; no
experience of lifetime violence by partner; no hunger in childhood; no parental divorce; did not witness parents abusing alcohol or drugs; never witnessed violence at home.
Multivariable model 1 includes significant sociodemographic, health status and health behaviour correlates; model 2 builds on model 1 by adding lifetime violence by family member; model 3
builds on model 2 by adding early childhood circumstances. All multivariable models are adjusted for immigrant status (born outside of Canada), education, occupation and income.
*p o .05; **p o .01.

were more likely to report a poor relationship with the victim prior to disability than
those not engaging in abuse.24 Partnership
quality in our study was determined by
questions that addressed issues of perceived
respect, appreciation and understanding by
the intimate partner, and was among the
strongest correlates of current violence by a
partner. This is consistent with other studies
that demonstrated large increases in risk for
physical, psychological and overall abuse
when the older person reports frequent
arguing or poor relations with their
family.6,17,21 This result underlined that
interpersonal relations between partners
remain a central factor of concern when
addressing and tackling violence between
partners, especially considering this association was independent of individual behaviour and health-related functional status.
Our results demonstrate the importance of
the life course in explaining correlates of
partner and family violence among older
Canadians. In fact, previous experience of
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violence and adverse circumstance in childhood appeared as the strongest independent
correlates of current psychological violence
in elder adults. Two other Canadian studies
that addressed elder abuse using a lifecourse perspective found that previous
experiences of violence significantly
increased risk for present abuse. A study
of those aged 55 years and older reported
that those who were abused before the age
of 18 had a greater risk of abuse in older
adulthood, independent of all other factors.22 Similarly, a more representative
sample of household-dwelling Canadians
aged 65 to 80 years found that those
reporting an incident of sexual assault prior
to the age of 60 were at greatest risk for
recent physical assault.7 Existing research
indicates that, for women in particular,
childhood victimization influences future
intimate relationships and increases the
likelihood of victimization.25 As significant
numbers of older people are now experiencing or have experienced violence perpetuated by their family and/or partner,
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preventive efforts and policies should aim
at breaking the circle of violence in the
earliest possible stages.
Our study is one of the first to document the
ongoing impact of early adversity on subsequent partner and family violence in
older Canadians. In our cohort, those
whose parents divorced during the victim’s
childhood were almost three times more
likely to report lifetime violence by their
partner, suggesting that early family disruption is a marker of childhood adversity and
one with lifelong effects. In addition,
although not significant when controlling
for other factors, parental alcohol or drug
abuse during the victim’s childhood also
seemed to have a subsequent impact,
increasing the risk of exposure to both
partner and family lifetime violence. Of
particular note, witnessing violence
between family members early in life was
the strongest predictor of ongoing family
violence in later adulthood. Other studies
not specific to older populations appear to
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reinforce this, reporting that childhood
physical abuse or witnessing inter-parental
violence are strongly and independently
associated with recent intimate partner
physical and emotional abuse.26 Our findings are in keeping with a growing literature
describing how adversity during childhood
has an incremental, long-lasting and harmful impact on many aspects of adult
physical and mental well-being.27
Our study also identified a number of other
independent correlates of lifetime violence
and current psychological violence, including living arrangements and having poorer
health/functional status. Living with spouse
and children and/or other cohabitants constituted an independent correlate of partner violence, suggesting tensions related to
shared living space as well as economic
dependence of older adults on others. In
fact, marital, family/child and health stress
were among the most cited stressors perceived as causes of aggression between
partners.28 In addition, functional problems
such as falls (more than twice in last
12 months) and mobility issues (difficulty
walking 400 metres) were strong correlates
of current partner violence. These results
suggest that the additional stresses related to
incapacities arising as part of aging may add
strain to a relationship. The literature supports these findings: individuals with disabilities, including older adults, are generally
more at risk of victimization than are ablebodied persons. Thus seniors with disabilities or those needing assistance with daily
living activities may be especially vulnerable
to victimization at the hands of caregivers, in
this case their current partners.29 The connection between functional status and violence may mean that the stresses inherent in
incapacity can translate into intimate partner
violence. Finding ways to alleviate caregiver
strain might therefore have a beneficial effect
and reduce risk of violence.

Limitations
Sampling methods may have contributed
to the presence of mild to moderate
selection biases in the study, resulting in
our under- or over-estimating the degree of
association between some variables and
violence outcomes. The study sample was

a voluntary one and may not be representative of the population of communitydwelling older adults with respect to the
variables measured. For example, exclusion criteria based on cognitive health
status meant that more severely disabled
older adults did not participate in the
study. With regard to potential nonresponse bias, we believe that response
rates in our study were higher in more
educated individuals. Should violence be
reported more frequently in individuals
who are less educated, such differences in
response rates would have biased our
estimates. Retrospective reports of lifetime
violence and adverse childhood experiences could also be subject to recall bias,
although the exclusion of those at risk for
dementia should minimize this. Social
desirability leading to underreporting of
violence cannot be excluded due to the
real possibility that participants may not
want to reveal negative behaviours of their
partner or family members. Combining
physical and psychological interpersonal
violence was necessary in our study in
order to increase the number of events for
each of the outcomes. A recent systematic
review suggests that, independent of type
of violence (psychological, physical, sexual, financial, neglect), many risk factors
are common to psychological and physical
violence.30 However, future studies should
carefully examine the possible differences
in violence correlates that are specific to
each type of interpersonal violence. The
low absolute prevalence of physical violence also suggests caution when interpreting results related to this experience.

older adults. We included an extensive list of
possible individual and interpersonal correlates of interpersonal violence, and identified
the most persistent associations with current
and past self-reported violence in Canadian
community-dwelling older adults. Identifying
individual and interpersonal level factors
could inform strategies for preventing current
psychological violence such as those designed
to promote attitudes, beliefs and behaviours
aimed at reducing conflicts and fostering
problem solving skills.16 Some older adults
experienced lifetime violence both by a
partner and a family member, revealing
trajectories of cumulative violence. As Johannesen and LoGiudice32 suggested, the connections between types of violence at different
stages of the life course and different patterns
of abuse must be identified and better understood in order to develop appropriate prevention programs and interventions for children,
women and families.

In addition, because of the limited power of
the study, we were unable to report on the
effect of interactions between study correlates on the estimated association measures.
Other key factors not addressed in this study
include dependency of the victim on the
perpetrator (or vice versa), characteristics of
the perpetrator (e.g. mental health, stress
related to care burden) as well as other
personal and sociocultural characteristics.31
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