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Abstract

Objectives: Financial exploitation (FE) in old age is poorly understood, particularly among those 

without significant cognitive impairment. The Finance, Cognition, and Health in Elders Study 

(FINCHES) aims to identify factors associated with FE among cognitively-healthy older adults. 

Preliminary findings regarding physical and mental health correlates in the pilot phase of 

FINCHES are reported.

Method: Sixteen older adults who self-reported FE were demographically-matched on age, 

education, sex, and race/ethnicity to eighteen older adults who did not report past FE.

Results: Those who believed they were exploited endorsed significantly greater symptoms of 

depression (p = 0.014) and marginally greater symptoms of anxiety (p = 0.062). Participants 

trended towards lower perceived successful aging (p = 0.094). Perceived FE participants also 

endorsed greater medical conditions (p = 0.047), but follow-up individual item analyses suggest 

that this was driven by problems with sleep (p = 0.030).

Conclusions: These preliminary findings from the pilot phase of FINCHES highlight negative 

mental health factors associated with perceived FE among cognitively-intact older adults.
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Introduction

Older adults are estimated to lose 3 billion (MetLife, 2011) to 36 billion dollars (True Link 

Financial, 2015) annually to financial exploitation (FE), scams, and fraud. A recent meta-

analysis found the one-year prevalence of elder financial fraud to be 5.4%, likely an 

underestimate of the true population prevalence (Burnes et al., 2017). According to the 

Federal Trade Commission (FTC), certain types of financial scams are specifically targeted 

towards older adults (FTC, 2011), and seniors are disproportionally impacted by scams 

(FTC, 2011; 2018; Templeton & Kirkman, 2007). Additionally, many older adults are retired 

and live on fixed incomes; thus, assets that are lost cannot be easily replaced through 

additional earnings in the workplace (Nerenberg, 1999). Despite the significant personal, 

familial, and societal impact of FE, the factors associated with FE in old age are poorly 

understood. Identifying these factors is imperative to protecting the wellbeing of older adults 

and reducing the economic burden to society. This study aimed to identify physical and 

mental health correlates of perceived FE in older adults.

Relatively few studies have examined factors associated with perceived FE among older 

adults, partially due to the challenge of recruiting and retaining individuals who have been 

exploited into research studies (Acierno et al., 2010; Spreng et al., 2017). Circumventing this 

challenge, some studies have utilized experimental paradigms that estimate an individual’s 

risk for being financially exploited (James, Boyle, & Bennett, 2014; Kircanski et al., 2018). 

For example, susceptibility to scams was observed to be negatively associated with 

psychological wellbeing, cognition, social support, and financial and health literacy in a 

large community-based cohort of older adults (James et al., 2014). Other studies have 

examined associations of perceived FE using large-scale survey methods, such as telephone 

interviewing (e.g., Acierno et al., 2010; 2018; Beach, Schulz, Castle, & Rosen, 2010; 

FINRA foundation, 2015; Laumann, Leitsch, & Waite, 2008; Lichtenberg, Stickney, & 

Paulson, 2013; Peterson et al., 2014; Schafer & Koltai, 2014). Through these survey studies, 

factors such as poverty, impairments in activities of daily living, cognition, social support, 

social networks, and depression have been identified as important considerations (Acierno et 

al., 2010; 2018; Beach et al., 2010; Ganzini, McFarland, & Cutler, 1990; Lichtenberg et al., 

2013, 2016a; 2016b; Peterson et al., 2014; Schafer & Koltai, 2014). Despite these efforts, 

there is not a clear consensus regarding specific correlates of perceived FE, likely due to 

differences in definitions of exploitation, methodology used, and samples targeted.

While previous work has been useful in identifying potential factors associated with 

perceived FE in old age, more work is needed to build consensus regarding the profile of 

associated factors and to further characterize older adults who perceived to have been 

financially exploited. The most common factor found to be associated with perceived FE in 

old age has been cognitive impairment (Choi, Kulik, & Mayer, 1999; Dong, Simon, Rajan, 

& Evans, 2011; Gamble et al., 2014; Han, Boyle, James, Yu, & Bennett, 2016; James et al., 
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2014; Lichtenberg et al., 2016a; Spreng, Karlawish, & Marson, 2016 for review; S. Wood et 

al., 2014). However, while it is generally accepted that cognitive impairment is a strong risk 

factor for perceived FE, there are many examples of older adults without apparent cognitive 

impairment who have been financially exploited (Jackson & Hafemeister, 2011; Spreng et 

al., 2017; Templeton & Kirkman, 2007), and the reasons for this remain elusive. The overall 

goal of the Finance, Cognition, and Health in Elders Study (FINCHES) is to identify factors 

associated with perceived FE in old age among cognitively healthy older adults. Participants 

without significant cognitive impairment in the Greater Los Angeles area were enrolled into 

the study. Those who endorsed FE were demographically-matched to older adults who had 

not been exploited. Here we present preliminary results specific to physical and mental 

health outcomes from 34 participants recruited in the pilot phase of FINCHES. We 

hypothesized that older adults who endorsed a financial exploitation experience would also 

report higher rates of medical illnesses, anxiety symptoms, and depressive symptoms than 

demographically-matched older adults.

Method

Participants

Thirty-four older adults aged 50 or older were recruited from senior centers, elder abuse 

awareness events, and community outreach programs in the greater Los Angeles area to 

participate in the pilot phase of the Finance, Cognition, and Health in Elders Study 

(FINCHES). Prior to study enrollment, participants were screened via telephone for 

eligibility into the study. Participants were excluded if they had known signs of cognitive 

impairment or a diagnosis of dementia, a neurological or psychiatric illness, or current 

problems with drugs or alcohol.

Participants were further screened for any significant cognitive impairment on the day of 

their evaluation using the Montreal Cognitive Assessment (MoCA) screening instrument. 

Per FINCHES protocol, those who score 23 or below (Carson, Leach, & Murphy, 2018) on 

this test were excused from further participation in the study and thanked for their time. 

None of the 34 participants in the present study scored 23 or below and thus all were 

deemed eligible to continue with study procedures. Participants then underwent a series of 

behavioral measures. All study procedures were approved by the University of Southern 

California institutional review board. Consent to participate was documented according to 

institutional review board guidelines. Participants who request further resources regarding 

financial exploitation are referred to the National Center on Elder Abuse (NCEA, https://

ncea.acl.gov/, 1–855-500–3537) which is directed by co-author Dr. Laura Moqueda and 

currently co-located in the same academic department as the FINCHES study.

Participants were asked two questions regarding perceived history of FE: (1) “Do you feel 

you have been taken advantage of financially?” and (2) “Does someone you know feel that 

you have been taken advantage of financially?” If a participant responded affirmatively to 

either question, he or she was included in the perceived financial exploitation (FE) group for 

this pilot phase. Those who responded “no” to both questions were placed in the non-

financially exploited (non-FE) group. These specific questions were chosen to capture a 

wide range of perceived FE experiences and are consistent with previously published work 

Weissberger et al. Page 3

Aging Ment Health. Author manuscript; available in PMC 2020 May 06.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://ncea.acl.gov/
https://ncea.acl.gov/


(Gamble et al., 2013; 2014; Licthenberg et al., 2016b). Although certain definitions of FE 

limit abuse to that committed by a trusted other (e.g., CDC definition, Hall et al., 2016), we 

chose not to limit our definition in this way as this would exclude individuals who are 

victims of some scams which specifically target seniors (e.g., grandparent scams). Details of 

FE experiences were not evaluated in this study. Thus, those who endorsed “yes” to either of 

these two questions reflect individuals who have the perception that they experienced FE 

rather than a confirmed experience of FE.

Behavioral measures

Depressive symptomatology was assessed with the nine-item Patient Health Questionnaire 

(PHQ-9; Kroenke, Spitzer, & Williams, 2001). The questionnaire assesses symptoms of 

depression over the past two weeks on a scale of 0 (not at all) to 3 (nearly every day) for a 

total score ranging from 0 to 27.

Anxious symptomatology was assessed with the seven-item Generalized Anxiety Disorder 

scale (GAD-7; Spitzer, Kroenke, Williams, & Lowe, 2006). The measure assesses symptoms 

of generalized anxiety over the past two weeks on a scale of 0 (not at all) to 3 (nearly every 

day) for a total score ranging from 0 to 21.

To evaluate overall health status, participants were administered the Medical History 

Checklist (MHC) subscale of the Multi-level Assessment Instrument (Lawton, Moss, 

Fulcomer, & Kleban, 1982). Participants were asked to indicate whether or not they have 

experienced a range of 23 medical conditions (e.g., diabetes, high blood pressure, arthritis, 

asthma, anemia, specific organ problems, etc.) over the past year. Those who endorsed the 

“other” option (item 23) were asked to specify the medical condition. These were cross-

referenced with the other 22 items to ensure that the medical condition was not repetitive 

with a previous item. The total number of reported health conditions were summed to create 

a total score ranging from 0–23.

To assess whether participants believed that they were successfully aging (Successful Aging 

question), participants were asked, “Do you think of yourself as someone who is aging 

successfully (whatever that means to you)?” Participants responded with either “yes” or 

“no” to this question.

Statistical analyses

Perceived FE older adults were compared to non-financially exploited (non-FE) older adults 

on measures described above. All continuous variables were assessed for normality and 

outliers. Independent t-tests or Mann-Whitney tests for non-normally distributed variables 

were run to examine group differences across demographic variables, PHQ-9, GAD-7, and 

MHC total scores. To examine group differences on sex and the Successful Aging question, 

Fisher’s Exact Tests were conducted.

We ran a series of exploratory post-hoc analyses to explore differences between groups 

across the individual items within each measure. Wilcoxon-Mann-Whitney non-parametric 

tests were conducted for ordinal items (i.e., individual items on PHQ-9 and GAD-7) and 
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Fisher’s Exact Tests were conducted for binary items (i.e., MHC items). As this is a 

preliminary study, we did not make corrections for multiple comparisons.

Results

Sixteen of the thirty-four (47.1%) participants responded yes to at least one of the two FE 

questions during the behavioral assessment and were included in the perceived FE group. 

Fifteen of the 16 perceived FE older adults responded yes to “Do you feel you have been 

taken advantage of financially?” One participant responded no to this question but yes to 

“Does someone you know feel that you have been taken advantage of financially?” Of the 

fifteen that responded yes to the first question, seven also responded yes to the second 

question. Eighteen participants answered no to both questions and were included in the non-

FE group. Participant characteristics and scores on the questionnaires are presented in Table 

1. Participants did not differ on age, education, sex, race/ethnicity, and total score on the 

MoCA (all ps ≥ 0.35). In regard to race and ethnicity breakdown, 11 perceived FE and nine 

non-FE were non-Hispanic White, two perceived FE and four non-FE were African 

American, two perceived FE and three non-FE were Asian, and one perceived FE and one 

non-FE self-reported Hispanic ethnicity but chose not to indicate race. One perceived FE 

participant chose not to indicate both race and ethnicity.

Older adults who endorsed FE reported significantly greater total symptoms of depression 

on the PHQ-9 (Mann-Whitney test U = 73.00, p = 0.014) and significantly greater overall 

generalized anxiety symptoms (Mann-Whitney test U = 83.50, p = 0.036) than non-FE older 

adults. Notably, one perceived FE participant’s score on the GAD-7 is an outlier (score = 13; 

median score for FE group = 3). Excluding this individual from the analysis changed the 

finding from a significant difference between perceived FE and non-FE groups for the 

GAD-7 (p = 0.036) to a marginal trend (p = 0.062). In regard to the MHC, perceived FE 

participants indicated significantly more medical conditions than non-FE participants (t(32) 

= 2.07, p = 0.047). Perceived FE participants were less likely to endorse “yes” on the 

Successful Aging question than non-FE peers, a marginal trend towards significance 

(Fisher’s Exact Test, p = 0.094). Group differences on the PHQ-9 and GAD-7 can be 

visualized in Figures 1–2.

Exploratory analyses

To further characterize the physical and mental health status of perceived FE and non-FE 

older adults, we examined individual item responses from the questions. On the PHQ-9, 

perceived FE participants reported marginally higher symptoms on item 1 (“little interest or 

pleasure in doing things”; Mann-Whitney test U = 94.50, p = 0.088) and item 3 (“trouble 

falling asleep, staying asleep, or sleeping too much”; Mann-Whitney test U = 90.00, p = 

0.064). Groups did not differ in symptom report across the remaining items of the PHQ-9, 

including item 2 (“feeling down, depressed, or hopeless”), item 4 (“feeling tired or having 

little energy”), item 5 (“poor appetite or overeating”), item 6 (“feeling bad about yourself – 

or that you’re a failure or have let yourself or your family down”), item 7 (“trouble 

concentrating on things, such as reading the newspaper or watching television”), item 8 

(“moving or speaking so slowly that other people could have noticed. Or, the opposite – 
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being so fidgety or restless that you have been moving around a lot more than usual”), and 

item 9 (“thoughts that you would be better off dead or hurting yourself in some way”), (all 

ps ≥ 0.10). On the GAD-7, perceived FE participants reported marginally higher symptoms 

on item 1 (“feeling nervous, anxious, or on edge”; Mann-Whitney test U = 93.00, p = 0.081), 

item 3 (“worrying too much about different things”; Mann-Whitney test U = 93.00, p = 

0.081), and item 6 (“becoming easily annoyed or irritable”; Mann-Whitney test U = 95.50, p 
= 0.095). Groups did not differ in their symptom reports across the remaining items of the 

GAD-7, including item 2 (“not being able to stop or control worrying”), item 4 (“trouble 

relaxing”), item 5 (“being so restless that it is hard to sit still”), and item 7 (“feeling afraid 

that something awful might happen”), (all ps ≥ 0.20). Importantly, removing the perceived 

FE outlier participant with a total score of 13 removed the marginal differences for GAD-7 

items 1, 3, and 6.

The average scores on the PHQ-9 and GAD-7 for each group (Table 1) did not surpass the 

established clinical cutoffs for even mild levels (scores between 5 and 9) of depression and 

anxiety on these scales (Kroenke et al., 2001; Spitzer et al., 2006). However, individual cases 

that met mild levels of anxiety and depression based on published cut-offs were apparent for 

both groups when examining the boxplot displays (Figures 1–2). In additional post-hoc 

analyses, we therefore categorized each participant’s score on the GAD-7 and PHQ-9 based 

on the clinical cutoffs (PHQ-9: 0–4 = minimal, 5–9 = mild, 10–14 = moderate; GAD-7: 0–4 

= minimal, 5–9 = mild, 10–14 = moderate) and then compared groups using Fisher’ Exact 

Test. On the PHQ-9, groups significantly differed in the frequency of clinical ratings 

(Fisher’s Exact Test p = 0.021), with a greater frequency of mild levels of depression based 

on cut-offs in the perceived FE group compared to the non-FE group (62.5% perceived FE 

and 94.4% non-FE fell in the minimal range; 37.5% perceived FE and 5.6% non-FE fell in 

the mild range). Groups did not significantly differ in frequencies of clinical ratings for the 

GAD-7 (11/16 perceived FE and 15/16 non-FE fell in the minimal range; 5/16 perceived FE 

and 3/18 non-FE fell in the mild range; Fisher’s Exact Test p = 0.32).

We also examined group differences across each of the individual medical conditions listed 

in the MHC using Fisher’s Exact Test. Participants did not differ across any of the individual 

medical conditions (all ps ≥ 0.16), with the exception of the “trouble sleeping or insomnia” 

item (Fisher’s Exact Test, p = 0.030). Given that poor sleep is a condition highly related to 

anxiety and depression, we reran the t-test for the MHC with the sleep item excluded from 

the total score to investigate whether individuals with perceived FE still endorse greater 

medical conditions. The finding was no longer significant (p = 0.17).

Discussion

This pilot study compared individuals who self-reported a history of FE to demographically-

matched individuals who denied a history of FE on responses to physical and mental health 

questionnaires. We found that perceived FE older adults self-reported significantly more 

depressive symptoms and sleep difficulties than non-FE older adults, and marginally greater 

symptoms of anxiety. Findings are cautiously considered preliminary but suggest that 

depressive symptoms, sleep difficulties, and possibly anxiety symptoms, are important 

correlates of a perceived history of FE. Exploratory analyses also found marginally greater 
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sleep difficulties on the PHQ-9 in the perceived FE older adults than non-FE older adults. 

Consistent with these findings, perceived FE older adults were marginally more likely to 

believe that they are not aging successfully.

Overall, findings suggest greater depressive symptoms in perceived FE older adults, a 

finding that is consistent with previous research on mental health correlates of FE (Acierno 

et al., 2018; Beach et al., 2010; FINRA Foundation, 2015; Ganzini et al., 1990; Lichtenberg 

et al., 2013) and elder abuse more generally (Dong & Simon, 2014; Roepke-Buehler et al., 

2015; Santos et al., 2017). Due to the cross-sectional nature of the study, it is unclear 

whether depressive symptoms are a cause or an effect of perceived FE. One possibility for 

increased depressive symptoms in perceived FE older adults may be that the experience of 

FE, or even just the perception that FE has occurred, results in devastating consequences, 

such as loss of life-savings, relationships, or independence, that can subsequently lead to 

symptoms of depression. In support of the possibility that depression results from perceiving 

an experience FE, a recent survey of 600 self-reported victims of financial fraud (FINRA 

Foundation, 2015) found that a significant proportion of self-reported fraud victims 

attributed a variety of negative feelings to the fraudulent incident, including sadness, 

embarrassment, and guilt. Additionally, 35% of respondents endorsed experiencing 

depression to a serious degree as a result of the fraudulent incident (FINRA Foundation, 

2015).

Another possibility is that older adults who suffer from depressive symptoms are at greater 

risk for FE, or the perception that FE has occurred. Consistent with this, Lichtenberg et al. 

(2013; also see Lichtenberg et al., 2016b) found depression to be predictive of future self-

reported financial fraud in the Health and Retirement Study cohort, a large national 

longitudinal study based on telephone surveys. Two prospective studies investigating risk 

factors for elder abuse more generally found conflicting results, with one study finding 

support (Dong & Simon, 2014), and the other not finding support (Lachs et al., 1997) for 

depression as a risk factor of elder abuse.

Depression may increase risk of FE via compromised decision making. Studies report 

impaired decision-making in individuals with depressive symptoms (e.g., Blanco, Otto, 

Maddox, Beevers, & Love, 2013; Harle, Allen, & Sanfey, 2010) compared to non-depressed 

individuals. For example, one study used a laboratory task in which individuals made 

monetary offers to others. This study found that even though depressed individuals reacted 

more negatively to unfair monetary offers, they were more likely to accept unfair offers than 

non-depressed individuals (Harle et al., 2010). The authors speculate that depressed 

individuals’ larger negative emotional responses to unfair offers may have prompted a 

stronger reliance on regulating these emotions, which may have in turn helped them manage 

their emotional responses, ultimately leading to more acceptances. The above studies point 

to the possibility that individuals with greater symptoms of depression are at increased risk 

for FE due to shifts in their motivation, risk assessments, and/or emotion regulation 

mechanisms. Future research is needed to elucidate such possibilities.

We found a significant difference in the number of medical conditions reported between the 

perceived FE group and the non-FE group on the Medical History Checklist; however, post-

Weissberger et al. Page 7

Aging Ment Health. Author manuscript; available in PMC 2020 May 06.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



hoc analyses suggest that this was driven by problems with sleep. A previous survey-based 

study found associations between self-reported FE and poorer self-reported physical health 

(Acierno et al., 2018). Other population-based studies also report greater rates of 

hospitalization (Dong & Simon, 2013b), admittance to skilled nursing facilities (Dong & 

Simon, 2013a), and mortality (Burnett et al., 2016) in older adults who have experienced FE 

compared to those who have not. It is possible that the lack of a larger physical health 

difference in our study is due to our small sample size.

Investigating individual questionnaire items revealed that the perceived FE group rated sleep 

to be marginally worse on the PHQ-9 and indicated significantly more problems with sleep 

in the past year on the MHC compared to the non-FE group. The nature of this finding 

remains unclear. Poor sleep may be a consequence of other factors associated with FE, such 

as stress, poverty, and poorer physical and mental health (Haan, Kaplan, & Camacho, 1987; 

Spreng et al., 2017). Alternatively, those with poorer sleep may be at greater risk for FE, 

possibly due to poorer decision making abilities as a result of sleep deprivation (Harrison & 

Horne, 2000; Killgore, Balkin, & Wesensten, 2006). Future research is needed to replicate 

this finding with more detailed sleep assessments and, if replicable, explore potential 

mechanisms for the association between sleep and FE.

Findings from the present study align well with two recent studies (Acierno et al., 2018; 

Wood, Liu, Hanoch, & Estevez-Cores, 2016) that also found mental health to be an 

important correlate of self-reported FE among older adults. Wood et al. (2016) found that 

numeracy (11-item scale), physical and mental health (as indicated by the 12-Item Short 

Form Health Survey, SF-12), younger age, and male sex were related to increased risk of FE. 

Additionally, in a telephone-based survey, Acierno et al. (2018) found that past financial 

mistreatment was associated with an increased likelihood of self-reported depression, 

increased generalized anxiety and PTSD, and poorer self-rated health. Our study builds upon 

these findings by examining these relationships in a carefully selected and well-matched 

sample of older adults who are cognitively healthy. Taken together, these consistent findings 

highlight the importance of considering non-economic consequences of FE (Acierno et al., 

2018; FINRA Foundation, 2015), and suggest that mental health and poor sleep may be key 

considerations for developing interventions targeted towards preventing and addressing FE 

among older adults.

Conclusions and limitations

There are a number of limitations of the present study to acknowledge. The cross-sectional 

nature of our study precludes any conclusions regarding causality, and direction of 

associations cannot be determined. However, it is important to note that associations may be 

bidirectional in that certain risk factors (e.g., depression) may be exacerbated following the 

experience of FE. In support of this, one large scale telephone survey of 1,246 respondents 

found a substantial proportion of individuals to report more than one experience of FE 

(Titus, Heinzelmann, & Boyle, 1995), suggesting that consequences of FE may also be 

antecedents to future exploitation (also suggested by Beach et al., 2010).
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There are several notable limitations related to our sample of older adults that may limit 

genreliazability of our findings to the larger United States population of older adults. First, 

study participants were volunteers thus introducing potential self-selection bias. Second, we 

chose to focus on participants who are 50 years or older, which may introduce heterogeneity 

to our data (e.g., different severity of effects across different age brackets) and limit 

generalizability to older populations. We made this decision given recent statistics put forth 

by the Consumer Sentinel Network (FTC, 2018) that found that adults between the ages of 

50–59 had the second highest percentage of individuals who reported fraud (17%; closely 

following 19% adults aged 60–69). This age group also reported the highest total money lost 

($117 million), above older age groups (e.g., 60–69 reported $109 million lost; 70–79 

reported $80 million lost; 80 and over reported $6 million lost). These statistics suggest that 

this age group is particularly vulnerable to financial exploitation (also see Lichtenberg et al., 

2013). Nevertheless, this study’s findings may not generalize to much older cohorts. 

Investigating differential effects of FE across different age groups (e.g., 50–64, 65+) is a 

future endeavor. Additionally, our sample is highly educated, with 61.8% reporting 16 years 

or more of education, and generally healthy. For these reasons, our participants may not 

reflect important segments of the United States adult population over the age of 50 who do 

not match these characteristics. In particular, higher education may impact how one 

interprets and responds to the FE questions in our study in unknown ways, and future 

research may consider exploring such questions. Another notable limitation is that the FE 

and non-FE group sample sizes are small and thus the findings of the present pilot study are 

preliminary and interpreted with caution. Further replication with larger samples is 

necessary. Additionally, we utilized self-report to identify perceived FE among older adults. 

This may introduce some inaccuracies as some older adults may falsely believe they have 

been exploited, while others may falsely believe that they have not. The perception of FE 

may be inherently different from an actual experience of FE. For example, situations in 

which someone falsely believes they have been exploited may reflect mood, personality, or 

other characteristics. Thus, these findings may not be generalizable to studies of confirmed 

FE. The FE questions also did not allow for elaboration on the severity of the specific FE 

experience, the possibility of polyvictimization, or the victim-perpetrator relationship, all of 

which may have implications on the degree of mental and physical health outcomes 

observed. Nevertheless, findings reflect the mental and physical health of individuals who 

believe that they have experienced FE, regardless of severity, characteristics, and accuracy of 

the perceived experience.

The present study also has some notable strengths. We employed robust and widely-utilized 

clinical research measures of physical and mental health and explored differences in a 

demographically-matched racially-diverse sample of non-demented older adults, mirroring 

the rich diversity of the greater Los Angeles area. The preliminary findings suggest negative 

mental health factors and poor sleep are associated with self-reported FE. Prospective 

research studies that are specifically designed to understand the mechanisms underlying 

these associations are needed as a next step towards developing interventions that target the 

prevention of FE in vulnerable older adults.
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Figure 1. 
Boxplot display of total scores on the 9-item version of the Patient Health Questionnaire 

(PHQ-9) for perceived financially exploited (n = 16) and non-exploited (n = 18) older adults.
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Figure 2. 
Boxplot display of total scores on the 7-item version of the Generalized Anxiety Disorder 

Scale (GAD-7) for perceived financially exploited (n = 16) and non-exploited (n = 18) older 

adults. Outlier for the FE group was removed prior to statistical analysis.
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Table 1.

Participant demographic characteristics and responses to questionnaires.

Perceived FE (n = 16) Non-FE (n = 18)

M SD M SD

Age 66.88 12.40 67.22 10.04

Education 15.88 2.78 15.17 3.15

Sex (%F) 50% - 44% -

Race/Ethnicity 69% - 53% -

 (% Non-Hispanic White)1

MoCA 27.81 1.33 27.50 1.65

PHQ-9 Total* 3.38 2.73 1.39 1.72

GAD-7 Total* 3.31 3.32 1.50 2.50

MHC Total* 3.19 1.56 2.06 1.63

Successful Aging (%yes)
† 81% - 100% -

Note: FE = financially exploited; Non-FE = non-financially exploited; MoCA = Montreal Cognitive Assessment; PHQ-9 = Patient Health 
Questionnaire, 9-item; GAD-7 = Generalized Anxiety Disorder scale, 7-item; MHC = Medical Health Checklist subscale of the Multi-level 
Assessment Instrument; Successful Aging = participants were asked, “Do you think of yourself as someone who is aging successfully (whatever 
that means to you)?”.

1
n = 1 non-FE participant chose not to respond to race and ethnicity questions; n = 1 FE participant and n = 1 non-FE participant indicated 

Hispanic ethnicity but did not respond to race question.

*
statistically significant difference between groups (p < 0.05); Mann-Whitney tests were used for PHQ-9 and GAD-7, and independent t-test for 

MHC Total Score. Following removal of an outlier, GAD-7 becomes a marginal difference (p = 0.062).

†
marginal difference between groups (Fisher’s Exact Test p = 0.09).
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