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The evidence-base from SARs
 Learning from individual 

safeguarding adult 
reviews

 Analysis of 340+ reviews
in England on self-
neglect

 Analysis of 50+ reviews 
on homelessness

 National SAR Analysis 
April 2017 – March 2019

 98% response rate from 
SABs

 231 SARs in the sample

 45% focus on self-neglect

 Self-neglect the most 
frequent type of abuse or 
neglect reviewed



Self-Neglect Definition
 lack of self-care – neglect of personal hygiene, 

nutrition, hydration, and health, thereby endangering 
safety and well-being, and/or

 lack of care of one’s environment – squalor and 
hoarding, and/or

 refusal of services that would mitigate risk of harm.

 A variety of key episodes – fire deaths, drugs and 
alcohol abuse, infections from poor tissue viability, 
impact of mental distress or learning disability, 
multiple exclusion homelessness, untreated diabetes …



Multiple Exclusion Homelessness
 Extreme marginalisation that includes childhood trauma, physical and 

mental ill-health, substance misuse and experiences of institutional 
care. 

 Adverse experiences in childhood can include abuse and neglect, 
domestic violence, poverty and parental mental illness or substance 
misuse. 

 For many of those who are street sleeping, homelessness is a long-term 
experience and associated with tri-morbidity (impairments arising 
from a combination of mental ill-health, physical ill-health and drug 
and/or alcohol misuse) and premature mortality. 

 Presence of other chronic and acute physical health conditions, 
physical disabilities, learning disabilities and/or cognitive 
impairments.

 Do not assume or expect that individuals can keep to scheduled clinic 
appointments, in our time and space; assertive outreach.



Voices of Experts by Experience

 When asked what he needed, Terence replied: “Some love, man. Family environment. Support.” 
He wanted to be part of something real, part of real society and not just “the system”. (reported 
in a thematic review on people who sleep rough, Worcestershire SAB (2020)).

 Adult N (Kirklees SAB) – a poem about alcohol dependence that challenges the narrative of 
lifestyle choice. Periodically homeless, he died in temporary accommodation.

 From the Leeds Thematic Review (2020): 
 “I lost everything all at once: my job, my family, my hope.”
 “Without [this help in Leeds], I’d already be dead. I’ve no doubts about that. If the 

elements hadn’t got me, I would have got me. Sometimes I have rolled up to this van in a 
real mess and they have offered help and support and got my head straight.”

 Ms I’s partner commented (Tower Hamlets SAB (2020) Thematic Review):
 At times “she could not help herself” because of the feelings that were resurfacing; access 

to non-judgemental services was vital and helpful, and that support is especially important 
when individuals are striving to be alcohol and drug free. It was during these times that 
stress, anxiety and painful feelings could “bubble up”, prompting a return to substance 
misuse to suppress what it was very hard to acknowledge and work through.



Learning from the voices of lived 
experience
 Seeing the whole person in their situation

 A trauma-informed, whole system response to the person in context

 Being careful and care-ful when thinking about removing a coping strategy

 In the context of people’s experiences of multiple exclusion homelessness, the 
notion of lifestyle choice is erroneous

 Tackling symptoms is less effective than addressing causes.

 Attempting to change someone’s behaviour without understanding its 
survival function will prove unsuccessful.  The presenting problem is a way 
of coping, however dysfunctional it may appear. Put another way, 
individuals experiencing multiple exclusion homelessness are in a “life 
threatening double bind, driven addictively to avoid suffering through ways 
that only deepen their suffering.”



What people with lived experience say about 
working with them
 Engagement – recognise that people may be wary of professionals and services, possibly 

due to past experiences of institutions and the care system; appreciate that individuals 
may feel alone, fearful, helpless, confused, excluded, suicidal and depressed, unable to 
see a way out.

 Professional curiosity – “I was not asked ‘why?’” There is always more to know. 
Experiences (traumas) had a “lasting effect on me.” “Appreciate the beginning of the 
journey.”

 Partnership – “work with me, involve me, and support me.” “Keep in touch so that we 
know what is going on.” Help with form filling, bank accounts and other practicalities.

 Person-centred – see the person and, where necessary, adapt our approach; “people did 
not see beyond the sleeping bag”; challenge misconceptions of people who are homeless 
and any evidence of assumptions (unconscious bias) that someone may be undeserving; 
there are multiple reasons behind why a person may become homeless.

 Assessment – what does this individual need? Do not assume or stereotype.

 Language – be careful and respectful about the language we use; words and phrases can 
betray assumptions. For example, who is not engaging? What does substance misuse 
imply?



What people with lived experience says 
about how services work together

 Collaboration – widen the multi-agency, 
partnership and colocation approach; a breadth of 
expertise is needed to respond to individuals’ 
complex needs involving physical and mental 
health, substance use and homelessness.

 Safeguarding – do not assume that people know 
what adult safeguarding actually is; for some it 
may be understood as the removal of children and 
as practitioners “working against, not with me.”



What people with lived experience 
advise organisations
 Commissioning – focus on evidence-based practice and what works. 

Hostels and night shelters are not suitable for everyone and can be 
more frightening than the streets. Wrap-around support is often 
crucial – “I would not have coped otherwise.”

 Managerial oversight – understand the barriers to effective practice and 
learn from positive outcomes.

 Supervision and staff support – support a culture of reflective practice 
across teams to enhance practitioner wellbeing and resilience.

 Service development with commissioners and providers – use our 
expertise and experience to promote improvement and enhancement.



Comments from people with lived experience 
about governance and social policy
 Review – learn from failures.

 Training – education is essential so that practitioners and managers 
understand the multiple routes into homelessness and the pathways 
for prevention, intervention and recovery.

 Involvement – use our expertise. 

 Audit – not just tick boxes but outcomes that matter to people.

 Policy - reform should be guided by evidence.

 Covid-19 - learn from the “everybody in” initiative during the pandemic, 
which enabled people living street-based lives to settle in 
accommodation, with support to meet their health and social care 
needs.



Case reviews find shortcomings 
across the system

Learning 
about 

working 
together

Work on 
uncoordinated 
parallel lines

Failures of 
communication 

and information-
sharing

Lack of 
leadership and 
coordination 

Failure of 
escalation & 
challenge to 
poor service 
standards

Failure to 
‘think family’

Legal literacy

Assessments 
of mental 

capacity and 
risk 

Collective 
omission of 

‘the mundane 
and the 
obvious’



National Analysis Findings on self-
Neglect

Not recognised

Not understood or 
explored

Lack of curiosity
Service refusal 

unexplored

Assessment 
relying on self-

report

Lack of assessment 
of capacity, risk, 
care and support

Assumptions of 
lifestyle choice

Safeguarding 
enquiries not used

Legal options 
unexplored and 

policies neglected



Findings on multiple exclusion homelessness

• 14 references to good practice
– Rapport building, expression of humanity, 

provision of care and support and emergency 
accommodation, health services outreach, 
colocation of practitioners, clear referrals

• 42 references to practice shortfalls
– Delayed or missing risk, mental health and 

mental capacity assessments, unclear referral 
pathways, discharges to no fixed abode, lack of 
use of available legal rules, absence of 
consideration of vulnerability

• 18 recommendations
– Wrap-around support (health and care and 

support as well as housing), coordination of 
response, legal literacy, commissioning for 
health and social care as well as housing, 
governance oversight



Whole system understanding

Broader legal, 
financial and policy 

context

Governance –
policy oversight

Organisational
support for team 

members

Team around 
the person

Direct 
practice

The 
person



Direct practice – best practice

Person-centred 
approach, keeping 

in contact

Professional 
concerned 
curiosity 

Thorough risk and 
care and support 

assessments

Seeing transitions 
as opportunities

Thorough mental 
capacity and 

mental health 
assessments

Thinking family

Exploring the 
impact of trauma 

and adverse 
exepriences

Exploring non-
engagement and 

repeating patterns

Understanding the 
person’s history



Inter-organisational environment –
best practice

Services work together 
to provide integrated 

care and support

Information-sharing & 
communication

Referrals clearly state 
what is being 

requested

Use of multi-agency 
risk management 

meetings 

Exploration of all 
available legal options

Clear roles and 
responsibilities (lead 

agencies and key 
workers)

Comprehensive 
recording of practice 
and decision-making

Use of safeguarding 
enquiries to 

coordinate prevention 
and recovery

Clear pathways for 
prevention, 

intervention and 
recovery



Organisational environment – best 
practice

Developing 
commissioning to respond 

to the needs of people 
experiencing multiple 

exclusion homelessness

Management oversight of 
decision-making

Supervision to promote 
reflection and analysis of 

case management
Supporting staff

Providing workforce 
development and ensuring 
that workplace culture and 

policies enable effective 
practice

Access to specialist legal, 
safeguarding, mental 
capacity and mental 

health advice



SAB governance – best practice
SAB audits cases 

involving self-neglect 
and multiple exclusion 

homelessness

SAB uses the evidence-
base to hold partners 

accountable for practice 
standards

SAB coordinates 
governance with 

Community Safety 
Partnership and Health 
and Wellbeing Board

Workplace as well as 
workforce development

SAB promotes 
procedures for working 
with self-neglect and 

multiple exclusion 
homelessness

Use of SARs to inform 
policy development, 
practice audits and 

training



East Sussex SAB: Mr A - a pen 
picture
 Died 24th July 2016, aged 64, Kent resident, no family contact
 Medical history: Korsakoff Syndrome, arteriovenous

malformation, epilepsy, encephalopathy, type 2 diabetes, and 
bilateral leg cellulitis & ulceration

 Placed in nursing care in East Sussex Sept 2015, commissioned 
by West Kent CCG: no suitable local placement, placement 
search ongoing, no suitable alternative

 Placement (and DoL) in best interests as deemed to lack 
capacity to decide where to live

 Supported in decision-making by a former colleague with LPA
 Self-neglect: refusal of care and treatment
 Cause of death: systemic sepsis, cutaneous & soft tissue infection 

of legs, diabetes mellitus, idiopathic hepatic cirrhosis



Mr A: Recommendations

Strengthen 
how 

agencies 
work 

together

Placements (3)

Case 
coordination 

(6)

Safeguarding 
(2)

Mental 
capacity & 

mental health 
(7)

Advocacy (1)

Dissemination 
of learning (4)



Using the voice of lived experience 
(SAR - Ms H and Ms I – Tower 
Hamlets SAB)
 In the context of people’s experiences of multiple exclusion homelessness and self-

neglect, the notion of lifestyle choice is erroneous.
 The problem is not the problem; it is the solution that is the problem. Tackling 

symptoms is less effective than addressing causes.
 Attempting to change someone’s behaviour without understanding its survival function 

will prove unsuccessful.  The problem is a way of coping, however dysfunctional it may 
appear. Too often we are responding to symptoms and not causes. Put another way, 
individuals experiencing multiple exclusion homelessness are in a “life threatening double 
bind, driven addictively to avoid suffering through ways that only deepen their suffering.”

 At times “she could not help herself” because of the feelings that were resurfacing; access 
to non-judgemental services was vital and helpful, and that support is especially important 
when individuals are striving to be alcohol and drug free. It was during these times that 
stress, anxiety and painful feelings could “bubble up”, prompting a return to substance 
misuse to suppress what it was very hard to acknowledge and work through.

 Making Safeguarding Personal is not just about respecting the wishes and feelings that 
an individual expresses.
 He reflected on the challenge of knowing when to allow a person freedom of movement 

and when, for their own benefit, to curtail or supervise this. He described this as a “moral 
question.” It is indeed a question that, in a multi-agency and multi-disciplinary forum, 
needs to be answered in each unique situation, drawing on an analysis of risks and mental 
capacity.



Andy: a pen picture
❖Andy died aged 32 at home.
❖He required treatment for throat swelling, diabetes and 

renal failure; he did not always comply with his insulin 
regime or attend dialysis appointments.  

❖His living conditions in private rented accommodation were 
poor but his engagement with efforts to improve his 
housing situation was intermittent.

❖He was living in poverty but his engagement with efforts to 
improve his financial situation was intermittent.

❖He was known to self-neglect and to be hard to consistently 
engage. There was a pattern of rejecting assessments and 
treatment, followed by case closure. 

❖There are references to concerns about low mood and 
depression.  

❖He lived alone. There was some support/contact with a 
friend and family members. There are references to “family 
dynamics.”



Key emergent themes
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risk of self-

neglect
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Prevention of 
health decline



Milton Keynes – Adult B (2019)
 Adverse childhood experiences; substance misuse as response to 

trauma
 Unable to sustain hostel place due to substance misuse
 Unplanned hospital discharges
 Adult Social care assessments of his needs arising from autism and 

homelessness delayed and incomplete at time of death
 No lead agency or practitioner championing his unmet underlying 

needs
 Lifestyle and health concerns mount with no signs of professional 

scrutiny – no professional curiosity
 No mental capacity assessment or full safeguarding assessment
 No use of advocacy or escalation of concerns
 Lack of inter-agency response including multi-agency meetings
 Lack of management guidance, direction and supervision



Isle of Wight – Howard (2018)
 Homeless single adult without local family support
 Impact of adverse life events
 Longstanding alcohol misuse and physical ill-health
 Hospital and prison discharges to no fixed abode
 Police and ambulance crews concerned about risks of financial 

and physical abuse, and his self-neglect
 Refused housing as not regarded as in priority need
 No wet hostel available
 Referrals to adult safeguarding do not prompt multi-agency 

meetings or investigation; no completed Care Act 2014 care and 
support assessment 

 No lead agency or key worker; no risk assessment or mitigation 
plan 



Carol (2017) Teeswide SAB
 Attacked and murdered by two teenage girls
 Lack of understanding of coercive and controlling behaviour, 

of risk from others
 Long history of chronic alcohol use, mental health problems 

and vulnerability and had been identified as having multiple 
care and support needs

 Multiple agencies involved
 Diagnosed with a personality disorder - primarily 

Emotionally Unstable Borderline Personality Disorder 
(EUPD). Carol was therefore considered to have a dual 
diagnosis.

 Identified The need to develop or modify existing treatments 
to better meet the special needs of personality disordered 
substance abusers with therapeutic attention to reduce the 
severity of the substance abuse and other associated 
psychiatric problems such as depression, anxiety, paranoia



MS: City of London & Hackney SAB 
(2021)
 MS died, aged 63. Cause of death was acute myocardial infarction, 

coronary artery atherosclerosis and aspiration pneumonia. He died at a 
bus stop in the London Borough of Hackney where he had been living 
and sleeping for several weeks. 

 MS was Turkish (Kurdish ethnicity) with limited understanding of 
English and a history of homelessness, self-neglect and substance abuse. 
He had returned to the bus stop where he eventually died at the end of 
May 2019, having spent the previous five months in a nursing home. 
When that placement came to an end he was offered a hotel room but 
declined. He is reported as having said that “something brings [me] back 
to the bus stop.”

 There were discussions on whether and how to use anti-social behaviour 
powers, and mental capacity and mental health legislation, in order to 
safeguard his health and wellbeing, and to address expressed concerns 
from local residents. No effective means of resolving the situation was 
found before Musa died.

 Referred adult safeguarding concerns did not lead to a section 42 enquiry



How? Why?
 Research pinpoints:

 Client characteristics leading to neutralisation of moral 
concerns

 Unconscious bias

 Lack of wrap-around integrated provision to respond to 
trauma and adverse life experiences

 Desensitisation

 Complexity of work exacerbated by constraints

 Policy overload, time and workload pressures

 Complexity of legal mandates

 Multi-agency working grafted onto single agency structures



Final Observations
 We have an evidence-base; we know what positive, good practice looks like.
 We need to focus on what facilitates and what blocks necessary change to “get to good” 

across the four domains of the evidence-base.

 How embedded is guidance, for example in supervision and decision-making?
 Emphasis on training but outcomes, if captured, variable and less emphasis on workplace 

development.

 No requirement to have local learning and service development strategies.
 Difficulty of obtaining SARs limits learning.

 Law seen as difficult to use; ethics difficult to navigate; few organisational spaces for 
reflection.

 Has the Care Act helped in England – inclusion of self-neglect, duty to cooperate, duty to 
review; but absence of power of entry & protection orders, impact of parallel processes 
and financial austerity, and limited requirements to publish findings?



Discussion
 How prominent are reviews in informing your day-to-

day practice?

 How prominent is learning from reviews in informing 
your team’s practice?

 How often might you and your colleagues discuss 
learning from reviews?

 How will you ensure that available guidance is used?
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Please contact me if you have any queries:
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