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Yes or No?

• It’s easy to assess the mental capacity of people who self-neglect.

• Self-neglect and mental health problems are quite different.

• I know enough about self-neglect already!





Contents

• Trauma and Mental Health

• How the impact of trauma is moderated
• Cognitively

• Attachment

• Trauma and Self-Neglect
• Evidence from people who self-neglect

• Evidence from neuroscience and psychology

• Assessing Mental Capacity

• Responding to Self-Neglect



Summary

• There are strong links between traumatic experiences and mental 
health difficulties and self-neglect

• Many problems that people bring to services are reactions to trauma.

• The impact of trauma can be moderated by a number of factors 
including attachment style and cognition.

• There is a relationship between certain ways of processing 
information and self-neglect.

• These may not be identified through some mental capacity 
assessments.

• A more holistic approach is required.



Mental Health Difficulties

“…troubling human problems: about the 
inevitability of human conflict, disappointment 
in close relationships, loneliness, anxiety about 
money, sex, illness, death…”p.154

Hopkinson, P. (1998) Interview with the Anti-Christ. Mental Health Care, 1(5), 154-155

Thomas Szasz



Trauma

ONE-TIME, MULTIPLE LONG-LASTING, 
REPETITIVE EVENTS



What is Trauma?

• The reaction to:
• Loss
• Abuse
• Violence
• War
• Terrorism
• Accidents
• Catastrophic natural events



“The impact of trauma can be subtle, 
insidious, or outright destructive”.

US Department of Health and Human Services TIP 57 (2014) Trauma-Informed Care in Behavioral Health Services. Rockville MD:SAMHSA 



Trauma and 
mental 
health 
difficulties

• People who are receiving treatment for 
severe mental health difficulties are more 
likely to have histories of trauma, including: 
• childhood physical and sexual abuse, 

• serious accidents 

• homelessness, 

• involuntary psychiatric hospitalizations, 

• drug overdoses

Spitzer, C., Vogel, M., Barnow, S., Freyberger, H. J., & Grabe, H. J. (2007). Psychopathology and alexithymia in severe mental illness: the impact of 
trauma and posttraumatic stress symptoms. European Archives of Psychiatry and Neurological Sciences, 257, 191–196. 



Trauma

Increases risks of mental 
health difficulties

Perpetuates and exacerbates 
mental health difficulties

Often precedes mental 
health difficulties



Impact of 
Trauma 
depends on 
many things

• The individual and resilience

• The type, duration and characteristics of the 
event(s), 

• Developmental processes, 

• The meaning of the trauma,

• Social factors i.e. support networks

• Economic factors

• Often, events that occur outside expected 
life stages are perceived as traumatic (e.g., a 
child dying before a parent, cancer as a 
teenager, job loss before retirement). 



Trauma can be

• Experienced directly, 

•witnessed,

•or heard about: an event that affects someone else

•A response to events that may be human made…

•…or have natural causes



Trauma impacts on how we:

•Perceive

• Feel

• Think

•Respond

•Behave

• Sleep



Effects of Trauma include:

• Primary reactions
• Fear
• Helplessness
• Horror
• Disbelief

• Secondary reaction:
• Avoidance
• Dissociation
• Rumination
• Worry
• Hyperarousal



Margaret Muir

“My mother started working full time and I became a lonely “latch-key” 
kid. I started having nightmares, sleep walking and felt the world wasn’t 
real and neither were my parents. Nobody talked to me about Pauline 
and I could not talk to my parents. As young as I was I could see pain 
etched on their faces, their grief was beyond imagination. My grief 
stayed locked away inside me for may years to come. I miss my little 
sister to this day and often think of what could have been.”



Margaret Muir

“I had been depressed for about eight years before, but this time it was 
a rapid descent into some kind of madness. I had a few hallucinations 
which paralysed me with fear. It was not ‘me in my head’. I felt suicidal, 
had nightmares and severe depression. I spent a lot time in bed and 
went out under cover of darkness to my food shopping. I was in deep 
agonising despair…”



Margaret Muir

”After three years was I referred to see a psychiatrist. Two years on I 
was admitted into hospital three times in one year...I was diagnosed 
with de-personalisation disorder with severe depression…this 
explained so many symptoms including the ‘not being me in the head’, 
which was the loss of personal identity. My symptoms were caused by 
the traumatic events that happened over the years.



Margaret Muir

“Losing a loved one is agony in the extreme. The loss of my sister and 
mother made me particularly ill. In later years these experiences gave 
me more insight into grief of others. I have discovered that ‘grief takes 
as long as it takes”’.

Margaret, M.(2011) In Davies, S., Wakely, E., Morgan, S. and Carson, J (Eds) Mental Health Recovery Heroes Past and Present
Brighton: Pavilion



Reactions to Trauma are adaptive

• De-personalization, avoidance, drug and alcohol use, worrying 
ruminating etc. are reactions to reduce the impact of trauma BUT

• Avoiding and disengaging from the reaction to events may 
exacerbate:
• Intrusive images

• Hearing voices

• Avoidance and withdrawal

• Numbing

• Intrusive re-experience “flashbacks”



Attachment: how 
does it work?

• An innate need for a “Safe-haven”: 
Motivates a child to seek a familiar 
care giver when under threat

• Reinforced by experience

• Creates Internal Working Models of 
self and others which…

• …are the basis of the ability to form  
and maintain close relationships, 
regulate emotions, cope with stress 
and with negative experiences



But sometimes 
it goes wrong…

• Care givers may not be nurturing, 
protective or even caring

• Life experiences may be traumatic

• As well as a secure attachment 
style, insecure attachment styles 
are attachment may develop…

• ...and therefore need to find other 
ways of coping with stress and 
negative experiences which can 
include drugs, alcohol, violence (to 
self and others).



Process

Behaviour

FeelingsThoughts



You walk 
past a bus 
stop…



An example

• Thoughts: 
• People are happy, the are laughing. Someone must have 

told a good joke.

• Feelings: 
• I feel safe, although I’d like to know what the joke is about

• Behaviour: 
• I’m fine: they are fine. I carry on walking to where I am 

going



You walk 
past a bus 
stop…



Process

Behaviour

Behaviour 
(Conviction)

Feelings 
(Conspiracy)

Thoughts 
(Triggers)



Another example

• Thoughts/ Triggers: 
•People are looking at me and they are laughing.

• Feelings/ Conspiracy: 
• I don’t feel safe and I’m getting anxious and afraid. 

They are out to get me!

•Conviction/ Behaviour: 
• I am going to hide away and not let them near me.



Resilience

• Self-efficacy, optimism, emotional regulation, adaptability and 
perceived social support1,2

• Social relationships and networks3

• People who affirm your experiences4

• A secure attachment style5



Effects of living with mental health difficulties

• Depression

• Shame

• Stigma

• Social Exclusion



Effects of Social Exclusion on human 
information processing

• Facial expressions

• Distance 

• The emotional meaning of words 

• Recall of events and recognition of people



Self Neglect and Trauma

• The two most common experiences cited by individuals who self-
neglect are 
• traumatic loss of a loved-one and 
• being a victim of violence

• People who self-neglect may not agree that they are being self-
neglectful

Day, M. R., Leahy-Warren, P., & McCarthy, G. (2016). Self-neglect: Ethical considerations. Annual Review of Nursing Research, 34(1), 
89-107



Self Neglect

• Individuals who self-neglect have described themselves as trying to 
maintain their identity and control within the limits of failing physical 
and mental health

• In other words, they do not think of themselves as “self-neglectful,” 
but as “self-care challenged” or “self-care disabled.”

Day, M. R., Leahy-Warren, P., & McCarthy, G. (2016). Self-neglect: Ethical considerations. Annual Review of Nursing Research, 34(1), 
89-107



Self-Neglect

Factors include

•Decreased executive function/frontal lobe 
function

•Poor social support and social isolation,

•Physical or mental disability,

•Long-standing medical conditions,

•Mental health problems



What is the frontal lobe and what does it do?



What does the frontal lobe do?

• Executive functions:
• Planning and organising

• Reasoning

• Problem solving

• Emotional control

• Behavioural control

• Personality



What causes/ is caused by frontal lobe 
damage?

• Dementia
• Stroke
• Huntington’s disease
• Cerebral Palsy
• Parkinson’s disease
• Brain tumors
• Infections
• Traumatic brain injury
• Alcohol and drug use
• Stress6



What does frontal lobe damage do?

• Effects different problem-solving abilities

• Apathy, 

• Schizophrenia, 

• Major depression, 

• Perseverative speech and thought,

• Impulsiveness,

• Catatonia, and disturbances of "will”, 

• Disinhibition and obsessive-compulsions

• Self-Neglect7



Avoiding Reductionism

• The brain is complex and reasoning and decision making does not 
involve the frontal lobe alone.

• The involvement of the frontal lobe does not mean that self-neglect is 
a biological problem…

• …and that nothing can be done.



Changing attachment style
• Strong relationship between attachment style and distress

• Insecure attachment style is associated with higher psychological distress
• Secure attachment style is associated with lower psychological distress

• Therapeutic interventions such as:
• Directive: Relapse Prevention, Community Reinforcement Approach, Cognitive 

Behavioural Therapy
• Reflective: Psycho-Dynamic Therapy, Relational Psychotherapy
• Supportive: psycho-educational interventions, crisis interventions, supportive 

therapy, counselling

• All moved people from insecure to a more secure attachment style and 
therefore…

• …Reduced drug intake

Gidhagen, Y., Homqvist, R. and Philips, B. (2018) Attachment style among outpatients with substance use 
disorders in psychological treatment. Psychology and Psychotherapy, 91(4), 490-508



Learning better adaptations to trauma

• Experiential acceptance: 
• Tolerate or even embrace negative emotions and experiences. This reduces reliance 

on eating disorder (ED) behaviours as a means of coping. 

• With increased acceptance, people may be more willing to endure negative 
emotions without attempting to modulate their experience in maladaptive ways.

• Trait-mindfulness: 
• The ability to attend to the present moment and focus on your heart rate and 

breathing.

• Remain non-reactive in the face of distressing thoughts, emotions, and sensations

• These skills can be taught 

Boelen, P.A. and Lenferink, L.I.M (2018) Experiential acceptance and trait mindfulness as predictors of analogue post-traumatic stress. Psychology and 
Psychotherapy, 91(1), 1-14



Mental Capacity and Self-Neglect

• Evidence from Safeguarding Adults Reviews is that mental 
capacity is:
• Either insufficiently attended to:

• including the importance of exploring people’s choices, 
• unravelling the notion of lifestyle choice and identifying 

desired outcomes from risk assessments 
• Or the main focus of the intervention to the exclusion of 

responding to risk



Are we going about it the right way?

• Frontal-lobe problems are not easily revealed by verbal tests8, 9

• Instead they are found through:
• “Gambling” tests

• tests of pattern recognition and 

• mental object manipulation tests

Gowin, J.L., Mackey, S. and  Paulus, M.P. (2013) Altered risk-related processing in substance users: Imbalance of pain and gain, Drug and Alcohol Dependence, 
132, 13–21



People with frontal-lobe problems 

• Persist with risky behaviours for longer than controls do10

• Have reduced reactions to negative consequences11

• Yet no change in the recognition of high risk situations10

• People with Huntingdon’s disease were 12:
• Significantly slower and less accurate at problem solving tasks involving 

planning ahead.

• But were no different from controls when determining the probability of a 
particular event.



Assessing mental capacity

• Do other tests work better?

• Some evidence that the Mini-Mental State Examination and the 
Montreal Cognitive Assessment may be helpful 13

• Could a better test that can be used by practitioners in the field be 
devised?



Risk Assessment

• Holistic and include fire risk, use of emollient creams, smoking, self-
harm and suicide, risk to others etc. 

• Based on evidence and not just the person’s self-reports. 

• Updated regularly as circumstances change. 

• Use already existing procedures and protocols for escalation if the 
situation deteriorates to become dangerous

• Recorded accurately and clearly and include likelihood and 
significance/ impact for each risk.

• Responsive to repeating patterns (not just considering each referral or 
concern in isolation)



Mental Capacity assessments need to:

• Be robust and clearly record which decisions someone is assessed as 
having or not having the capacity to make, and the person’s ability to 
use and weigh information. 

• Be used when working with long term users of drugs and alcohol and 
with related brain injury..but be aware that they may not detect 
impairments

• Identify when people are in conflicted relationships and find decisions 
hard to make.



Summary

• Strong links between traumatic experiences and mental health problems 
and self-neglect

• The impact of this can be moderated by attachment style and cognition

• Self-neglect is associated with:
• Increased risk taking probably as a result of decreased inhibition and increased 

impulsivity
• Increased persistence in carrying out high risk behaviours
• Yet no change in the recognition of high risk situations
• The detection of these through gambling type tests, tests of pattern recognition and 

mental object manipulation tests…
• …yet the insensitivity of verbal tests, as often used in mental capacity assessments to 

detect them.



Summary

• Mental Capacity Assessments that relay strongly on verbal tests may 
not identify these

• So, use a more holistic approach:
• Risk assessments
• Observations
• Engagement and relationships

• Do we need to create better tools?

Patrickhopkinson@Hotmail.co.uk
07850 233109

mailto:Patrickhopkinson@Hotmail.co.uk
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Jane and John

• Jane was 60 years old and lived with her husband John. For some 
years there had been concerns regarding their living conditions, but 
each time adult social services became involved the couple cleaned 
up their property and the concerns decreased.  

• A new safeguarding referral highlighted further deterioration which 
was affecting Jane’s health. She had attended at a Day Hospital in a 
severe state of self-neglect. Jane appeared unkempt; she was dressed 
in unwashed and oversized men’s clothing; her clothes, fingernails 
and walking frame was covered in pet faeces; the dressings on her 
legs were described as filthy. 



• The hospital staff spoke to Jane about putting support in place for her 
at home, but she declined this, saying that she and her husband do 
not want to have other people in their house. There was no doubt 
that she had capacity to make her own decisions. 

• The Day Hospital staff did however seek advice from the Adult 
Safeguarding Team and Jane was allocated a safeguarding senior 
practitioner and a referral was made to a Local Area Co-ordinator 
(LAC) to build a relationship with Jane in the hope that she would 
allow access to their home and accept further support from other 
services



• The LAC arranged a joint home visit with a staff member from the Day 
Hospital, who knew Jane well. They met with Jane outside her house, 
as she wouldn’t let them into the house. It was apparent even from 
the outside that the house was in a severe state of neglect and there 
was a strong smell of pet faeces.  

• Jane still declined support, but a referral was made to the Local 
Authority’s Environmental Health Team, due to concerns over their 
unsanitary living conditions. 



• The Environmental Health Team visited the property and found the 
house to be squalid and severely cluttered, there was no hot running 
water and almost everything was covered in pet faeces. There were 
approximately 15 pets in the house.  Jane and John were still 
declining any support with cleaning the house but concerns for Jane’s 
health and wellbeing were now too great not to take any actions. 



• The case was brought to the local authority’s hoarding panel, where the 
Environmental Health Team agreed to serve a Public Health Act (1936) Notice, 
which placed a legal duty on Jane and John to arrange for a clearance and deep 
cleansing of the property within 28 days of serving the notice. This was a turning 
point as they had to act.  

• The Adult Safeguarding Team and LAC co-ordinated the process of supporting 
Jane and John and involved other services to clear and deep cleanse the property 
within the given timeframe.  

• Strong relationship-based practice helped to build relationships with Jane and 
John. They started to engage in the process and became very involved in working 
with the company commissioned to carry out the clearing and cleansing work, 
with them present. Whilst this took longer, it was recognised that Jane and John 
needed to be involved so they could be responsible and part of the solution, 
rather than the clearance being ‘done to’ them.  



• The house was cleared and deep cleansed and Jane and John continued to 
engage well with services. Some of their pets have also been fostered.  

• They are now starting to show pride in their property and have been 
working hard to maintain it. The community have come together to help 
with donations of furniture and bedding etc.  

• John has said it was like a ‘cloud has been lifted’ and he is in high spirits 
and positive about the future.  Jane found the change harder and more 
support with this will continue to be provided.  

• The Safeguarding team and LAC will remain involved until a suitable time in 
the future. The LAC will be supporting them to also make more 
connections with their community. 


