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Abstract

Purpose: This paper reports the partial results of a study which aims to compare medical, social,
psychological and behavioral self-neglected elderly hospitalized in three geriatric units from
Finland, Greece and Romania. In this paper we sought to identify the particularities of the self-
neglected elders from North-Eastern part of Romania. Methods: Patients were assessed using
data from their medical files and questionnaires that included comprehensive geriatric
assessment tools, economic and social details, psychological and behavioral elements. Results:
Data obtained from 30 patients has been analysed, the average patient age was 76,84 years,
60% of them were women. Further analysis showed that 60% were brought to hospital by
ambulance and only 16,67% benefited from a good family support. The monthly income in more
than half of elderly (53,33%) was less than 1000 RON 83,33%. Patients had comorbidities, most
frequent cardiovascular and psychiatric disorders. Starting from the results of this study we
analyzed the ethical dilemmas which are raised in elderly patients, based on the principle of
doing no harm, the principle of autonomy, family’s responsibility of protecting its members,
society’s responsibility of protecting its citizens and also the topic of clinical and legal
competence. Conclusions: Due to various factors involved in self-neglect in elders the
intervention must be complex involving family, community, social and medical services and also
considering the ethical principles, civil and privacy rights of every elderly patient.
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Introduction

Self-neglect is a behavior of an
elderly person that threatens his/her own
health and safety. This condition is
diagnozed in persons who refuse to
adequately feed, water, shelter or clothe
him/herself, refusing medications or
medical care and personal safety
measures. Studies from United States,
Canada and Western European countries
[1-3] draw attention to the fact that in
elderly people self-neglect is the most
frequent form of abuse. In a population-
based study of Texas adult protective
services [4], 62, 5% of the clients were
referred for self-neglect, with 90% of the
self-neglect cases occurring in persons
aged 65 years and older.

The self-neglected elders frequently
live alone, are socially isolated, suffer
from physical or psychiatric illness (e.g.
Alzheimer's  disease), and severe
depression. This form of abuse is found
more frequently in those with advanced
age, in women, those with a low
educational level and low income. [5]

First described in 1960 in the United
States and Great Britain, self-neglect was
called the “Social Breakdown Syndrome”
or “Senile Breakdown”. Some authors
use the term “Diogenes Syndrome” for
those who live in squalor, a specific
feature being the fact that they gather
useless things and deposit them in their
home; but this illness is also identified in
youngsters with psychiatric problems and
personality disorders. [5-8]

Given the increased number of cases
of self-neglected elders, the problem had
to be reglemented by law. In 1987 the
American legislation through Older
Americans Act Amendments defined
three types of elder abuse: domestic
abuse, institutional abuse and self-neglect
- the abuse to him/herself. This subject
has an increased importance because it

142

has an ongoing growth (is mentioned an
increase of 34% from 2000 to 2005) and
because self-neglect is a marker for
increased  mortality independent  of
cognitive function or physical condition.
[1,9-11]

Worldwide, many studies have been
published on self-neglect, such as CHAP
(Chicago Health Aging Project), which is
the most quoted in the medical literature,
but we have not found reliable data
relating this issue to medical, social,
economic and population realities in
Romania.[12,13]

This paper reports the partial 12-
months results of a study which aims to
compare medical, social, psychological
and behavioral self-neglected elderly
hospitalized in three geriatric units from
Finland, Greece and Romania. In this
paper we sought to identify the
particularities of the self-neglected elders
from North-Eastern part of Romania, the
causes that lead to self-neglect and the
medical, social, psychological and
behavioral state of self-neglected elderly.

Material and method
Patients were assessed using data

from  their medical files and
questionnaires that included
comprehensive  geriatric  assessment

tools, economic and socjal details,
psychological and behavioral elements,
The Romanian study was conducted in
the Geriatric Department of “Dr.
C.LParhon” Hospital, Iasi.

Our study was conducted on 30
patients who were hospitalized in the last
12 months for severe medical conditions
either due to self-neglect or inability to
comply with medical recommendations.
These patients were selected according to
one of the following criteria based on the
Pavlou and Lachs definition of self-
neglect [14]:
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1. Persistent neglect to personal
hygiene and/or compliance to medical
recommendations;

2. Repeated refusal of receiving
medical/social services which can be
expected to improve quality of life;

3. Self-endangerment through the
manifestation of unsafe behaviors (e.g.
persistent refusal to care for a wound,
- creating life-hazards at home, alcohol

abuse).
As part of the comprehensive
geriatric  assessment we  collected

demographic data (including age, gender,
urban or rural area), medical data
(chronic concomitant diseases, chronic
medication, and alcohol consumption),
social data (non-self sufficient or
complete dependent person, family
support, existence of caregivers), and
economic  data (monthly  income,
personal hygiene, living condition and
household). [15,16]

The dates about family support were
collected though a cross questionnaire
applied to caregivers, patient, family
members and even medical staff which
accompanied the patient at admission.

All elderly self-neglected were
evaluated in terms of personal
appearance and environment status
taking into account that self-neglect is
associated with  defective personal
hygiene and deficient living condition
and household.

We assessed general appearance and
specific aspects as skin, nails and hair
condition, oral cavity aspect including
teeth and even clothes appearance.

All patients underwent a complete
geriatric assessment. An international
accepted battery of assessment tools was
used as part of the global geriatric
assessment. All subjects underwent
cognitive evaluation using Mini Mental
State Evaluation (MMSE), nutritional
evaluation using Mini Nutritional
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Assessment® (MNA®) and evaluation of
the existence of depression using
Geriatric Depression Scale - 4 (GDS -
4). The assessment tools were carried out
in collaboration with both the patient and
family ~or  caregivers (wherever
necessary). Data were collected by the
personnel involved in the study and
statistically analyzed. o

Results

Our patients were aged between 65
and 88 years old with an average of
76,84 + 7,15; 50% were aged between 75
and 85 years, 33,33% were part of the
“young-old” group (65 to 75 years) and
16,67% part of the “oldest-old” group
(over 85 years). There is a definite
predominance of rural-belonging patients
(73,33%) versus urban, a fact according
to demographic distribution in our
region. The patients were brought to our
hospital mostly by ambulance (60%) or
by family/caregivers (36,67%). Only
3,33% came by themselves. Even though
almost half of them were brought by their
family, only 16,67% benefited from a
good family support, ie. moral and
financial support, and help with the
activities of daily living. One of the
selected patients held a university degree,
but most of them graduated a primary
school or gymnasium (43,33% and 33,
33% respectively) and only 6,67%

graduated from high school.
The most frequent cause for
hospitalizations ~ was  acute  de-

compensation of various cardiovascular
disorders: heart failure (46,67% cases),
arrthythmias (46,67% cases),
hypertension 43,33%), ischemic heart
disease (16,67%). All these patients had
several comorbidities, including mental
disorders such as depression and
dementia 43,33% and 46,67%
respectively and metabolic disorders
(diabetes mellitus in 16, 67% of all



patients and malnutrition in 43,33% of
cases); 13,33% of patients were chronic
alcohol consumers, being equally
distributed in the age groups. ‘
Data about chronic medical treatment
were available only in 50% patients who
were following at least partially the
prescriptions. The drugs frequently taken
were cardiovascular agents (40% of
patients), medicines” for respiratory and
pulmonary conditions (20% of patients),
diabetes (6,67% of patients) and neuro-
psychiatric agents (13,33% of patients).
Patients’ general appearance was
various at first evaluation: 60% were
confused, 50% agitated, 26,26% with
dementia, 13,33% depressed, 10%
aggressive and normal or with no
response 3,33% each. At admission
personal hygiene was poor and very poor
in 70% of participants (36,67% and 33,
33% of patients respectively) and in 10%
of the enrolled elderly patients lack in
personal hygiene even endangered their
life. We have found following aspects:
the skin was dirty and dry in
approximately even percentage of
patients 76,67% and 80%respectively,
was wounded in 20%, inflamed and with
bruises in 36,67% of elderly and 10% of
patients had pressure sores. Nails (from
hands and feet) were long, untrimmed
and very dirty in over half of the assessed
elderly (56,67%), trimmed but dirty in
40%and only one patient had trimmed
and clean nails. Oral hygiene was
deficient in all subjects, 70% were
having profuse cavities and 30% cavities,
reflecting also social and economical
status even medical education. Hair was
dirty and very dirty in most patients in
approximately even percentages 40% vs.
50% respectively and in - 3,33%
pediculosis was detected; clothing aspect
revealed following aspects: soiled in half
of patients (46,67%), very soiled with
odor (e.g. incontinence) in 36,67% and

the rest had torn and soiled clothes.

Environment status of subjects could
not be evaluated in all participants; data
was collected from either the family or
caregivers or ambulance crew in 70% of
participants. The general condition was
poor and very poor in 33,33%and 9,52%
respectively, moderate in 28,57% of
cases. Our questionnaire included a series
of questions about household and house
condition; these were answered by the
persons who accompanied the patient
into the hospital. After analyzing the
questionnaire, data obtained suggested an
important deficiency in house hygiene. In
62,55% of subjects house insides was
dusty, unpleasant odor and sordid; in
56,25% the sheets were yellowed and
filthy and the bed corrupt, dirty and with
an unpleasant odor. In 68,75% of cases
the walls had holes in sheet-rock and in
81,25% the windows were unwashed.

We collected data about the monthly
income in 86,67%of patients; the rest of
the patients (13,33%) either had no
income or had an income but we could
not appreciate the amount (equally
divided). The monthly income in more
than a half of the elderly (53,33%) was
less than 500 RON; 30% had an income
between 500 and 1000 RON and only
3,33% an income more than 1000 RON.
Noteworthy that only one of the enrolled
patients had an income greater than 1000
RON. The monthly income 1is an
important variable in our study as the
economic factors along with the social
status and the social and familial support
contribute to the phenomenon of elderly
self-neglect.

Results of Geriatric
Assessment Measures
Our results showed that 76,67% of

" patients achieved an abnormal score on
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Mini Mental State Examination (normal
>24), 36,67% scored for moderate
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dementia, 10% for severe dementia and
23,33% for mild cognitive impairment.

Evaluation of nutritional status
revealed nutritional disorders in the
majority of the patients, only 4 patients
had a normal nutritional status and the
rest were either malnourished (36,67%)
or at risk of malnutrition (50%).

Approximately half of patients who
underwent the Geriatric Depression Scale
- 4 (GDS - 4) had scores significant for
depression and they were subsequently
psychiatrically evaluated.

Analyzing all collected data we found
that in 60% of cases the patient
understand and recognized his/her status
and even wanted qualified help (40%).
The main problems and disorders which
correlates with self-neglect as noted by
the examinators are: cognitive disorders
(26,67%), mood disorders (23,33%),
financial problems (23,33%), lack of
family or social support (13,33% and
30% respectively) and decline in
executive function (as percentage of total
patient)

Ethical considerations

in the case of self-neglected elderly

The ethical dilemmas frequently
raised in cases of self-neglected elderly
relate to the family’s responsibility of
protecting its members, society’s
responsibility of protecting its citizens
and also the topic of clinical and legal
competence. Many times the principles
of autonomy, beneficence and doing no
harm are to be carefully balanced in
evaluating each particular case.

Perhaps the most frequent ethical
dilemma in practice is the effort to
respect the expressed wish of the patient
(autonomy)  while  respecting the
principle of nonmaleficence and
protecting the patient from harm. It is not
uncommon for elders to act in ways that
place themselves at risk or to choose to
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remain in risky circumstances. In such
cases the professionals, society and even
family confront themselves with a
dilemma. Professionals may consider that
respecting the autonomous wishes of
such an individual may be in direct
conflict with their judgment of what is in
the patients’ best interest. We also have
confronted with this dilemma because
some of our patients refused our qualified
help. In those cases we assessed their
cognitive status, we discussed the matter
with their family, with a psychologist and
even with a priest to search the best way
to resolve the matter. This also raises the
question of whether society’s role
changes when elderlys experience a high
degree of functional loss which endanger
their lives. Perhaps the correct mode to
resolve this problem is to determine if the
patient is competent and, if confirmed,
his/her right to refuse any intervention is
to be respected. [17,18]

The assessment of the decision
making capacity both clinically and
legally is a challenging task in assisting
these patients. The assessment can be
imprecise, a person’s legal and clinical
capacity can vary over a period of time,
even a few hours, making difficult a
decision that can have secondary
implications involving not only the
patient, but the family and the society.
The health care professionals must look
for reversible causes that may lead to an
impaired decision making capacity as
severe depression, social or economical
stresses which treated or resolved may
lead to an totally transformed elder who
is no longer a danger for himself or for
the others. We identified some of these
reversible causes in our group of patients
such as lack of family or social support,
financial problems and even depression.

The actions of the elderly may have
consequences for other people and may
put themselves and others in danger.



Such case is when a competent and
sound minded elder wish to live in
- squalor, his home is infected with animal
and rodents and so the harms are present
either to the neighbors or to the
community directly. This situation
generates a new conflict, namely the
respect for the individual rights versus
the respect for the the rights of the
community affected by squalor and other
negative aspects from a self-neglectful
neighbor. What is the appropriate
solution in this case because this case not
only brings ethical dilemmas, but also
civil and legal issues. [9,17-21] In our
study we did not confront with this
circumstances because our patients were
brought in for acute medical problems
which were the top priority.

Discussion

The partial data obtained from the
Romanian part of the multinational
ongoing  study  emphasizes the
importance of self-neglect among the
hospitalized elderly, especially as we
have not find any significant data
regarding self-neglect in Romanian
elders. The great risk and severity of self-
neglect was associated with an abnormal
cognitive and executive function and a
poor economical and social status. Many
of our patients were having a poor or
absent family support and/or financial
problems (54,17% of self-neglected
elders had an income less than 500
RON). This emphasizes the importance
of a good family support (moral support,
financial support, help with the activities
of daily living) especially  since
nowadays we are dealing with migration
of young population to highly developed
countries with increased living standards,
thus elders are left alone and neglected.
Here should intervene social self-help
policies for elders, providing not only
financial help but also social and medical
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help (from help for daily activities once
or twice a week to institutionalization).

Each and everyone has an important
role in the severity and prevalence of
self-neglect in elders therefore the team
who participated in the study was
complex and gathered geriatrics,
emergency doctors, nurses,
psychologists, social workers, emergency
crews. These all contributed not only to
identify but to diagnose, help with the
treatment and social assistance  after
hospitalization.

This is the first study on this topic in
Romania in the last 20 years and it is
meant to open the way for further studies
because this subject of self-neglect in
elders has an increased importance, self-
neglect being a marker for increased
mortality independent of cognitive
function or physical condition.

It is not known yet how to manage
self-neglect without interfering  with
ethical principles, individual’s, personal
values, civil and privacy  rights.
Whenever possible, after patient’s
acceptance the intervention should be
complex (there are involved: family,
community, social and medical services)
and multifactorial in order to influence
the multiple causes that lead to self-
neglect. We believe that the patient’s
family should be the center of the
therapeutical approach, highly sustained
by social services and voluntary
societies. However, recent changes in
social and economical status of
Romanian population decreased family
role in assisting their elders, while social
services are still not coping with the
increasing number of self neglect
population. :

Limitations

There are a number of limitations of
this study. We present only the
Romanian results, therefore we have a



small size of the sample. The subjects
included only elderly who were brought
by the family or ambulance to our
hospital for medical problems. There are
no data about elderly self-neglected in
general population - in our region or our
country - because the lack of the studies.

Some information - i.e. information
about living condition and household -
were collected from the third parties not
directly, but, when possible, were
questioned two or more caregivers and
the results confronted.

It was difficult for us to imagine a

Bibliography

control group because of the lack of
previous Romanian studies and the
complexity of the problem and the
studied group. Our study reveals that
there is no medical/social protocol for
identifying people at risk for self neglect;
this explains why our study group
contained only hospitalized patients.

And finally, we could not perform a
full statistical analyze because of the lack
of the data from the other centers,
therefore when all data is collected new
analyze will be performed and will be
published in a new paper.

[1]. Abrams RC, Lachs M, McAvay G, Keohane DJ, Bruce ML. Am J Psychiatry 2002

Oct;159(10):1724-30.

[2]. Dong X, Simon M, Mendes de Leon C

, Fulmer T, Beck T, Hebert L, et all. Elder self-

neglect and abuse and mortality risk in a community - dwelling population. JAMA 2009

Aug 5;302(5):517-26

[3]. The Study Concerning the Situation of the Elderly in Romania. The Princess Margarita of

Romania Foundation 2009.

[4]. Dyer CB, Franzini L, Watson M, Sanchez L

» Prati L, Mitchell S, et all. Future research: a

prospective longitudinal study of elder self-neglect. ] Am Geriatr Soc 2008 Nov;56(Suppl

2):8261-5.

[5]. Gill TM. Elder self-neglect: medical emergency or marker of extreme vulnerability?.

JAMA 2009 Aug 5;302(5):570-1.

[6]. Dyer CB, Pickens S, Burnett J. Vulnerable elders: when it is no longer safe to live alone.

JAMA 2007;298(12):1448-50.

[7]. Fulmer T, Guadagno L, Bitondo Dyer C, Connolly MT. Progress in elder abuse screening
and assessment instruments. J Am Geriatr Soc 2004 Feb;52(2):297-304.

[8]. Iris M, Ridings JW, Conrad KJ. The development of a conceptual model for understanding
elder self-neglect. Gerontologist 2010 Jun;50(3):303-15.

[9]. Astardstoae V. Is it necessary an ethical analysis of the romanian healthcare system?.
Romanian Journal of Bioethics 2010;8:114-115.

[10]. Choi NG, Kim J, Asseff J. Self-neglect and neglect of vulnerable older adults:
reexamination of etiology. J Gerontol Soc Work 2009 Feb-Mar;52(2):171-87

[11]. Teaster PB, Dugar TA. Mendiondo MS, Abner EL, Cecil K. The 2004 Survey of state adult
protective services: Abuse of adults 60 years of age and older. The National Center on

Elder Abuse: Washington DC; 2005.

[12]. Dong XQ, Mendes de Leon CF, Evans DA. Is greater self-neglect severity associated with
lower levels of physical function?. J Aging Health 2009;21(4):596-610.
[13]. Dong XQ, Simon M, Evans D. Cross-sectional study of the characteristics of reported elder

self-neglect in a community - dwellin
cohort. Gerontology 2010;56(3):325-34.

g population: findings from a population-based

[14]. Pavlou MP, Lachs MS. Self-neglect in older adults: a primer for clinicians. J Gen Intern

Med. 2008 Nov;23(11):1841-6.

[15]. Dyer CB, Kelly PA, Pavlik VN, Lee J, Doody RS, Regev T, et all. The making of a self-
neglect severity scale. J Elder Abuse Negl 2006;18(4):13-23.



[16]. Smith SM, Mathews OSA, Zwart SR, Kala G, Kelly PA, Goodwin JS, et all. Nutritional
status is altered in the self-neglecting elderly. J Nutr 2006 Oct;136(10):2534-41.

[17]. Loue S. Life metaphors for the ethical conduct of research. Romanian Journal of Bioethics
2009;7(4):108-19.

[18]. Tauser RG, Ioan BG, Zugun-Eloae F. Bioethical dimension of the pharmacogenetic
research. Romanian Journal of Bioethics 2010;8(2):67-73.

[19]. Dyer CB, Goodwin J, Pickens-Pace S, Burnett J, Kelly A. Self-Neglect Among the Elderly:
A Model Based on More Than 500 Patients Seen by a Geriatric Medicine Team. Am J
Public Health 2007;97:1671-6.

[20]. Halphen JM, Varas GM, Sadowsky JM. Recognizing and reporting elder abuse and neglect.
Geriatrics 2009 Jul;64(7):13-8.

[21]. Lauder W, Davidson G, Anderson I, Barclay A. Self-neglect: the role of judgments and
applied ethics. Nurs Stand 2005;19(18):45-51.

148



