7. Recommendation 2

Manx Care mental health services should develop a policy
to guide practice where service users do not attend
appointments. The policy should include guidance on risk
assessment, proportionate and reasonable measures for
follow up, including communications with other agencies
and family as appropriate. If you would like to read the full
report please click on hyperlink below or go to
www.safeguardingboard.im
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2. The People

Robin was a man in his 80s living alone at his time of death in a house in very poor
condition. His self-neglect was recorded over a period of over 20 years and he was well
known to services.

Andrea was in her 40s and living alone when she died. She had been diagnosed as a
young woman with Schizoid Affective Disorder and was well known to services.

Emma was in her 50s. She too lived alone and was well known to services in relation to
her physical and mental health.

Thomas was a man in his 30s living alone when he took a medication overdose with
alcohol and died. He was known to drug and alcohol services and the mental health
team.

James was in his 60s when he died of heart and liver issues but he was also malnourished
and his home was in poor repair. He was known to mental health services.

Margaret was a woman in her 80s following a fall in her unheated house. She was not
known to any services and didn’t have a GP.

Harriet was in her 70s when she died of hypothermia at her home which was in a poor
condition lacking even a working toilet. She was not known to any services.
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4. Working with Risk

The review found that there was an absence of safeguarding
minded practice across agencies and a lack of application of
safeguarding adult procedures; there was a lack of applying self-
neglect guidance to practice, and limited use of risk assessment
and risk management processes; there was limited evidence of
awareness of the legal framework and use of formal capacity
assessments; and an understanding that a professional duty of
care remains where a person declines services.



http://www.safeguardingboard.im/
https://www.safeguardingboard.im/media/du4py4gy/iom-thematic-scmr-self-neglect-approved-by-iomsb.pdf

