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Hoarding Disorder

Description/Etiology
Hoarding disorder (HD) is a mental health condition characterized by persistent problems
with discarding belongings, even those that have no intrinsic, functional,or sentimental
value, to such an extent that often the individual’s living environment is overtaken by an
accumulation of items and the ability to use living areas for their intended purposes is
severely restricted, resulting in impairment of daily activities (e.g., cooking, sleeping).
Difficulty parting with possessions is driven by a strongly felt need to keep items due to
their perceived importance and fear that discarded items will be needed later. Individuals
with HD fear making a mistake in discarding belongings, and experience distress when
faced with making decisions about what to keep and what to discard. They may also believe
that they must keep their possessions in sight so they are not forgotten. The clutter that
results from hoarding can be extreme and can create unsafe and/or unsanitary conditions,
leading to increased risk of injury or death due to falls, collapse of piles, fires, and/or
exposure to vermin, mold, and/or unsanitary conditions. Household members, neighbors,
and first responders also may be endangered by conditions in the home, and the intervention
of family or authorities may be required to remediate these hazards.

In the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5),
HD was for the first time defined as a distinct diagnostic entity and placed in the newly
created chapter on obsessive-compulsive and related disorders (OCRDs). This represented
a significant shift from the DSM-IV, in which hoarding was considered to be a possible
symptom of obsessive-compulsive disorder (OCD), which was grouped under anxiety
disorders. Although approximately one in five individuals with HD also meets criteria for
OCD, researchers have found that the majority of individuals with hoarding behaviors do
not have clinically significant obsessive-compulsive symptoms, leading to classification of
HD as a separate disorder. Because diagnostic criteria were established relatively recently,
definitions of hoarding used in the research literature have not been consistent.

Diagnosis of HD requires that the individual meet the following DSM-5 criteria: (a)
persistent difficulties with discarding objects (i.e., throwing away, recycling, donating, or
selling) regardless of their actual value; (b) difficulties with discard are due to beliefs about
needing to save these objects and distress regarding parting with them; (c) difficulties with
discard results in amassing possessions to such an extent that living spaces are compromised
or are functional only because of the interventions of others; (d) the hoarding results in
significant distress or impairment in functioning; (e) the hoarding is not better attributed to
a medical condition (e.g., traumatic brain injury, central nervous system infections); (f) the
hoarding is not better attributed to another mental disorder (e.g., autism spectrum disorder,
schizophrenia) (APA, 2013).

The DSM-5 includes two specifiers for HD. The first, excessive acquisition, applies when
hoarding is accompanied by the urge to obtain additional belongings that are not needed
and for which there is not adequate space. Excessive acquisition behaviors are common in
HD. As many as 80–90% of affected individuals persist in obtaining items despite a lack of
need or space for them and experience distress if prevented from obtaining additional items.
The second specifier pertains to insight, or the individual’s recognition that the hoarding
is problematic. Insight can be rated as absent/delusional, poor, fair, or good. Individuals



with HD typically do not perceive their behaviors as problematic or recognize the potential consequences of hoarding despite
evidence to the contrary.

Hoarded items frequently are everyday items such as mail, newspapers, magazines, books, bills, receipts, paperwork, clothing,
or containers, but they also can be items of monetary value. When individuals with HD hoard valuable items, they are often
mixed in with items of little or no value. Individuals with HD may also hoard animals. Animal hoarding is the accumulation
of a large number of animals (from an average of 30–40 to 100 or more) while failing to provide minimal necessary care
(i.e., nutrition, sanitation, shelter, veterinary care), resulting in animals becoming malnourished and/or sick and their living
environment becoming extremely overcrowded and unsanitary. Animal hoarding typically involves denial that one is failing
to provide adequate care or that living conditions are negatively impacting both the animals and other household members.
Animal hoarding was not included in the DSM-5 as a formal subtype of HD, although it often is regarded as a subtype of HD
by researchers. There are significant overlaps between HD and animal hoarding (e.g., excessive sense of responsibility, need
for control, poor insight) and it is estimated that among individuals who hoard animals 31–100% also hoard objects (Frost et
al., 2015).

Hoarding behaviors occur commonly in individuals with certain medical and/or mental health conditions, including dementia,
brain injury, OCD, and schizophrenia. Hoarding has also been associated with depression, anxiety disorders, eating disorders,
and substance use disorders. HD can be distinguished from hoarding behaviors in other disorders by differing clinical
presentations. For instance, in OCD-related hoarding, the reasons for hoarding typically are related to and triggered by
obsessional themes and other OCD symptoms are present. Hoarding behaviors tend to be ego-syntonic (i.e., perceived as
normal, reasonable, and part of their identity) in individuals with HD, whereas hoarding behaviors tend to be ego-dystonic (i.e.,
perceived as intrusive, illogical, and distressing) in individuals with OCD. In hoarding related to dementia, onset of hoarding
behaviors occurs in conjunction with the onset of dementia and usually is accompanied by behaviors not associated with
hoarding (e.g., hiding, pilfering, repetitive behaviors). Hoarding associated with brain lesions tends to be purposeless and is not
motivated by the perceived importance of items.

Individuals with HD also can be distinguished from individuals who engage in normative collecting by several factors.
Individuals with HD tend to be unfocused in their accumulation of items, accumulate a greater number of different categories
of objects, and experience negative impacts across life domains as a result, whereas individuals identified as collectors tend
to collect a narrower range of objects, are structured in their acquisition and storage of their collection, and rarely experience
distress or social impairment as a result. Individuals with HD are also distinguished from collectors by cognitive factors such
as high levels of emotional attachment to and need for control over their possessions.

Etiology

The etiology of HD has not been determined, but it is believed to be multifaceted, with both a strong familial link and
environmental factors playing a role in the development of hoarding behaviors. The most prominent theoretical model for HD
is the cognitive behavioral model. This model proposes that hoarding is the result of an interaction of vulnerability factors,
cognitive factors, and affective factors (e.g., emotions when thinking about discarding possessions). This model incorporates
a body of research developed over the past two decades, although the strength of research support for each individual element
varies and the extent to which the different elements uniquely contribute to HD remains unknown.

Vulnerability factors are conditions that predispose the individual to develop certain behaviors. Vulnerability factors for HD
include genetics, early experiences, core beliefs, personality traits,and information-processing deficits. HD appears to run
in families. Hoarding behaviors often are reported in first-degree relatives of individuals with HD, and both genetic factors
and modeling of hoarding beliefs and behaviors are believed to contribute to HD. Developmental factors, including adverse
childhood experiences and attachment issues, have been associated with HD. Neurocognitive deficits have been implicated
in HD, particularly in the areas of attention, memory, and categorization. Individuals with HD often are distractible and have
difficulty initiating or completing tasks. Although research regarding executive function in HD is insufficient at this time,
executive functioning deficits (e.g., impaired self-regulation, decision-making, categorization, and organization; poor cognitive
flexibility; difficulty adjusting one’s behavior in response to feedback) have consistently been noted in individuals with HD.
These deficits often extend to other areas of functioning that have implications for treatment as well (e.g., having difficulty
organizing oneself to be on time for appointments).

Cognitive factors pertain to faulty beliefs about possessions. Individuals with HD typically have distorted beliefs about the
importance of their possessions, excessive attachments to possessions,a distorted sense of responsibility for possessions, a
need for control over possessions, and reliance on possessions for memories. Individuals with HD endorse multiple reasons
for saving items, including sentimental attachments, potential usefulness, and concerns about losing important information that
they will not otherwise be able to obtain. There is some evidence that individuals with HD have biased memory beliefs:they



may express that to avoid forgetting possessions they must keep them in sight. Faulty beliefs about their belongings in turn
increase their difficulties with making decisions to keep or discard items.

Affective factors associated with acquiring and discarding also play a role in HD. Reinforcement for hoarding behaviors
can be positive and negative. Individuals may experience positive reinforcement when they acquire new items (e.g., feeling
excited about purchase, thrifty about saving money) or save possessions (e.g., sense of security in having items they believe
they will need). Individuals can also experience negative reinforcement when they are able to avoid the distress associated
with decision-making and discarding belongings or make a new purchase that brings comfort when they are upset or lonely.
Individuals with HD also have been found to have a tendency towards avoidance: both behavioral avoidance (e.g., of
discarding items or cleaning) and cognitive avoidance (e.g.,avoidance of thinking about the clutter) are common in HD.
Although individuals with HD have been found to have higher levels of experiential avoidance (i.e., avoidance of unpleasant
thoughts and emotions) than individuals without HD, researchers have found that this difference may be accounted for by
higher levels of stress, depression, and anxiety reported by individuals with HD (Wheaton et al., 2013).Researchers have
not yet determined the mechanisms by which these factors contribute to hoarding symptoms, although emotional regulation,
co-occurring depression, and low distress tolerance have been linked with excessive acquisition and problems with discarding.
The perceived aversiveness of discarding possessions also is higher among individuals with HD than among non-clinical
individuals.

Course of disorder

HD is a chronic, progressive, treatment-resistant disorder. Symptoms of HD often begin in childhood, between 10 and 15
years of age. Research literature regarding HD in children and adolescents is sparse. Symptom presentation in pediatric
HD generally is similar to that in adults, although children who hoard tend to attribute human characteristics to objects
and develop extreme attachments to them. Also, cluttered conditions may not be present because parents have control over
children’s finances and living environments, thus lessening the opportunity for excessive acquisition or accumulation of items.
Parental accommodation of hoarding behaviors (e.g., secretly discarding items or allowing children to retrieve items that have
been discarded)to avoid causing distress to children with HD can exacerbate hoarding symptoms. Early identification and
intervention is encouraged to prevent hoarding behaviors from becoming entrenched.

The severity of HD tends to increase over time, although impairment of functioning may not become clinically significant until
individuals reach their mid-30s. This is in part due to the increasing impacts of accumulating items over time. Individuals often
do not seek treatment for HD until they are in their 40s or 50s, and then usually as a result of pressure from family members
or authorities. Late onset (i.e.,after age 40) is unusual, occurring in approximately one quarter of individuals with HD. Men
are more likely to report HD symptoms during childhood, whereas women may experience a steeper increase in severity of
hoarding as they age. Older adults with HD typically experience significantly greater problems with hoarding than younger
adults with HD, and are more likely to have impairment in executive and daily functioning. Earlier onset of HD is associated
with a more chronic course. Spontaneous remission of HD is rare.

Comorbidity

Approximately three quarters of individuals with HD have at least one co-occurringmental health condition (APA, 2013).
Depression is the most common co-occurringcondition in individuals with HD and is associated with increased severity
of hoarding behaviors. Anxiety disorders, particularly generalized anxiety disorder and social anxiety disorder, and
attention-deficit/hyperactivity disorder (ADHD) frequently co-occur with HD. Relatively low rates of comorbidity have been
found between HD and OCD. HD often co-occurs with personality disorders, particularly dependent, avoidant, schizotypal,
and paranoid types.

HD also co-occurs with physical health conditions. Individuals with HD are significantly more likely to have health problems
than peers without HD, although they are also less likely to receive health services. Researchers have found that the severity
of hoarding behaviors is associated with binge eating and increased body mass index (BMI); and that the association between
hoarding and disordered eating was mediated by difficulties with emotional regulation (Raines et al., 2015b).

Older adults with HD are at even greater risk for co-occurring mental health and physical health conditions. Depression is
prevalent in older adults with HD, with studies showing that 14—54% of older adults with HD also have depression (Roane
et al., 2017). Anxiety disorders, personality disorders, post-traumatic stress disorder (PTSD), and substance use disorders are
also common co-occurring diagnoses in older adults with HD. Older adults with HD are significantly more likely than peers
without HD to have health problems. Many of these health conditions, including cardiovascular problems and sleep apnea, can
further reduce the older adult’s motivation and capacity to address clutter. It is unclear whether older adults with HD are more
susceptible to health problems or whether poor self-care and low utilization of healthcare services contributes to increased
severity of medical symptoms.



Impacts

HD can have significant impacts on the individual, household and family members, neighbors, and the community. Severe
accumulation of clutter makes moving around the home and carrying out basic activities of daily living challenging,
which in turn can contribute to food contamination, inadequate nutrition, poor hygiene, sleep deprivation, and medication
mismanagement. Clutter restricts access to appliances and makes it difficult to have necessary repairs completed to keep
the residence in sound working condition. The individual with HD, as well as other residents of a severely cluttered home,
are at increased risk of injury or death from falls, fires, and unsanitary living conditions, insect or rodent infestations, and
exposure to dust and mold. Older adults are particularly vulnerable to injury or illness because of hazardous environmental
conditions. Limited access to the home also can pose a risk to first responders who need to access the residence in a fire or
other emergency. Hoarding can endanger nearby neighbors who may also be impacted by infestation, mold, and fire. This
is particularly a concern for persons living in dense public housing. In situations in which hoarding comes to the attention
of landlords or authorities, persons with HD face an increased risk of being evicted or having their home condemned and
becoming homeless. Older adults are at increased risk of losing their independence and moving to an assisted living facility.
HD also can lead to financial impacts associated with occupational impairment, increased absences from work, difficulties
organizing and accessing paperwork to manage finances, damage to home resulting from hoarding, and high credit card debt.

HD is also associated with social isolation and impairment. Individuals with HD, as well as their immediate family members,
often become isolated from the outside world, largely due to embarrassment and shame about conditions in the home.
Restricted access to shared living areas (e.g., kitchen, dining room, living room) can impact traditions such as eating
together or decorating the home for holidays. Family members may become isolated within their residence, retreating to
parts of the home less impacted by clutter (e.g., children may stay primarily in their own bedrooms if these rooms are less
cluttered).Individuals with HD and their family members often experience high levels of frustration and conflict regarding
the hoarding. Family members may inappropriately collude with the hoarding, or may take charge and remove items from
the home to reduce clutter, both of which can exacerbate hoarding and lead to increased tensions in the home. Interpersonal
difficulties can lead the individual with HD to become alienated from friends and family. As a result, individuals with HD may
experience a diminished sense of belonging, detachment from others, and loneliness. They may feel that they are a burden to
other persons, which in turn is linked with increased depression. In some cases, feelings of not belonging are buffered by their
attachment to possessions.

There is little data regarding psychological impacts of HD on family members; however, scholars have proposed that family
members of individuals with HD experience ambiguous loss (i.e., a loss that is incomplete and difficult to grieve or make sense
of, as is the case when a loved one is physically present but psychologically absent). Family members often lack understanding
of HD and struggle to make sense of their loved ones’ behaviors. They may experience high levels of frustration when they
attempt to help them alter their behaviors or organize their belongings, and sadness about the relative importance that their
loved one places on objects compared with family members. Loss is a strong theme among family members, including loss
of family rituals, relationships, and a sense of “home.” Negative feelings about the individual with HD may ensue and family
members may become resigned, hopeless, and disengaged. Often,family members of individuals with HD are reluctant to seek
support from persons outside of the family out of a fear of negative judgments. Some family members may also identify with
some of the hoarding behaviors and become fearful of developing HD themselves.

Contextual factors influence the severity of clutter in the home and the type of interventions likely to be employed. Sharing
a home with other persons is associated with lower clutter levels in the home, which may be due in part to these individuals
playing a role in limiting incoming clutter or in removing items. Individuals with the financial means to live in larger detached
housing can amass more possessions with less visible impact on the living environment than individuals in small households
who live closer to neighbors. Individuals of lower socioeconomic status are more likely to come to the attention of statutory
services.

HD has several potential impacts on the larger community. In addition to potential public safety issues, intervention may
require the involvement of multiple agencies (e.g., child protective services, adult protective services, courts) and expenditures
for health inspections, home clean-outs, and other services.

Treatment

Individuals with HD enter mental health treatment at higher rates than individuals in the general population, but they typically
seek services for co-occurring mental health problems or trauma rather than for hoarding. HD has proven challenging to treat,
in part due to poor insight regarding the severity of problems and low motivation to change that is typical of clients with
HD. When individuals do enter treatment for hoarding, it is often because they are compelled to do so by family members or
authorities. Established treatments for OCD, including exposure and response prevention and serotonin reuptake inhibitors



(SRIs), have had poor success at treating hoarding behaviors. With the separation of HD as a distinct disorder, there has been
increased attention to identifying more efficacious treatment approaches for individuals with HD.

The most promising treatment for HD is a version of cognitive behavioral therapy (CBT) that has been adapted to treat
individuals with HD. HD-specific CBT focuses on identifying and changing problematic thought processes and behaviors.
Intervention targets information-processing deficits, maladaptive attachments to possessions, behavioral avoidance, and
beliefs about saving and discarding belongings. Pharmacotherapy is sometimes utilized in the treatment of HD, although
findings regarding efficacy have been mixed. Some studies have shown poor pharmacotherapy response in the treatment of
HD, although more recent research has suggested that serotonin-noradrenaline reuptake inhibitor (SNRI) therapy has similar
effectiveness to CBT in treating individuals with HD (Grisham & Baldwin, 2015). Pharmacotherapy to treat co-occurring
depression or ADHD also can help resolve symptoms that impede progress in treatment for HD. There has been little research
to date regarding treatment of pediatric hoarding. HD-specific CBT is being explored for children. In treatment for older adults,
the client’s cognitive and executive functioning should be considered in planning and carrying out treatment strategies. Older
adults with cognitive and/or executive functioning deficits may benefit from treatment that focuses more on functional and
behavioral skills.

There is increasing recognition that treatment should also be extended to family members of individuals with HD. There is
preliminary support for models that emphasize psychoeducation, skill-building, and processing ambiguous loss. In addition
to improving well-being in family members, family-based treatment can be instrumental in increasing social support for the
individual with HD. A community-based planning approach involving collaboration of multiple agencies and service providers
(e.g., social worker, public health nurse, mental health practitioner)can be necessary to effectively intervene with HD. Social
service agencies may also be engaged to perform a home assessment and provide assistance. The community-based planning
approach may be particularly important in providing older adults with HD the resources and support they need to age in place.

Community hoarding tasks forces have been established in many communities, including in the United States, Canada,
Australia, and Singapore, to address severe hoarding problems that require a societal-level intervention. Agency participation
in task forces has been linked with increased sensitivity to the problem of hoarding and awareness of how to intervene more
effectively.

Facts and Figures
The prevalence of HD in the United States and Europe is estimated to be between 2 and 6% (APA, 2013).Prevalence of
HD is higher in older adults than in children, adolescents, or young adults. In a 2017 study, researchers reported that the
prevalence of provisional HD diagnoses increased by 20% for every 5 years of age (Cath et al., 2017). Evidence regarding
gender differences in the prevalence of hoarding has been mixed. Although in some studies investigators have reported that
hoarding is more common in men, other researchers have found that women are represented at higher rates in treatment for
HD(APA, 2013). Investigators analyzing data from the Netherlands Twins Register found that the prevalence rate of HD was
2.12%; no significant differences were noted in prevalence rates between men and women (Cath et al., 2017).Researchers
in a Swedish study found that in a sample of 15-year old twins, 2% had clinically significant hoarding symptoms (2.6% in
girls, 1.2% in boys). With clutter excluded as a criterion, investigators found that the prevalence rate of HD in this sample
was 3.7% (Ivanov et al., 2017). In this study, 38% of adolescents with clinically significant hoarding symptoms endorsed
excessive acquisition. Rates of co-occurring ADHD, OCD, and autism spectrum disorders (ASD) were similar for hoarding
and non-hoarding adolescents. Only 2.9% of adolescents had co-occurring OCD(Ivanov et al., 2013).Twin studies have shown
that genetic factors play a role in hoarding symptoms both in adolescents and adults(Ivanov et al., 2017).

Researchers in a United States study found that 77% of older adults with HD reported onset before the age of 40 and 23%
reported onset after age 40(Dozier et al., 2016b). Investigators in London found that individuals with HD reported higher rates
of mental and physical health problems and current drug use, and were more likely to be older, unemployed, and single or
separated/divorced, than individuals without HD (Nordsletten et al., 2013b).Researchers have found that older adults with HD
in the United States have substantial cognitive, mental health, and medical impairments (Diefenbach et al., 2013) as well as
increased functional and instrumental disability (i.e., difficulty with personal care, meal preparation, household management,
and maintaining contact with loved ones) (Ayers et al., 2014c).

Neurophysiological research has shown that hoarding behavior is associated with dysfunction in areas of the brain responsible
for decision making, emotion, and motor control (Grisham & Baldwin, 2015).

In a study that examined cognitive performance in individuals with HD and matched controls, investigators found that
individuals with HD had a greater incidence of cognitive impairment than participants without HD, specifically with regards
to visual memory, visual detection, and visual categorization. Investigators noted that study participants with HD showed



strengths in verbal and visual abstract reasoning (Mackin et al., 2016).Researchers in another study found that certain brain
regions may be overactive in HD (Hough et al., 2016). However, in a study that compared neuropsychological functioning in
unmedicated participants with HD and normal controls, investigators found no significant differences in executive functioning
(Sumner et al., 2016).

Researchers studying the association between hoarding and tolerance for negative emotions found that individuals who
reported more intensely negative emotions and lower tolerance of negative emotions also were more likely to report hoarding
symptoms (Timpano et al, 2014). In a study that compared brain activity in individuals with HD and OCD with healthy
controls, investigators found that participants with HD showed excessive neural activity when they were faced with having to
make decisions about keeping or discarding items that belonged to them (Tolin et al., 2012).

In a study that asked participants to rate the acceptability of 11 interventions, individuals with clinically significant hoarding
identified only three as acceptable: individual CBT, professional organizing services, and self-help books. Pharmacotherapy
(SRIs), cleaning and removal services, and court-appointed guardians were rated as the least acceptable interventions
(Rodriguez et al., 2016).

Specialized CBT has been tested as individual, group, or web-based models and has been associated with improvements
in symptom severity, particularly in female clients, younger clients, and individuals who participate in a greater number of
sessions and home visits (Tolin et al., 2015). In a study of one model of CBT adapted to individuals with HD, researchers
found that treatment delivered over 26 individual sessions was linked with significant reductions in hoarding behaviors that
were sustained at follow-up (Muroff et al., 2014). CBT has been utilized in treating HD both in low intensity (e.g., self-help)
and high intensity (individual and group psychotherapy) approaches. Investigators conducting a systematic literature review
concluded that effectiveness of individual CBT, group CBT, and bibliotherapy was comparable; cognitive remediation and
pharmacological treatment were also associated with improvements in hoarding symptoms (Thompson et al., 2017).Findings
have been mixed with regards to bibliotherapy. Investigators comparing group CBT with bibliotherapy in a randomized study
found that bibliotherapy was associated with very limited improvement (Muroff et al., 2012). Despite these positive findings,
57–75% of individuals who participate in CBT continue to experience clinically significant symptoms (Frost et al., 2016).
Investigators report that in preliminary testing, a structured group treatment for HD, the Buried in Treasures [BIT] Workshop,
was associated with significant declines in hoarding symptoms compared with a waitlist control group (Frost et al., 2012).
In a study in which individuals with HD were administered a 12-week trial of venlafaxine extended-release with no other
intervention, investigators found that hoarding behaviors showed significant improvement (Saxena & Sumner, 2014).

Researchers have found that a skills-based training program for family members, Family-As-Motivators (FAM), was
associated with a number of improvements, including increased understanding of HD, use of more effective strategies to
motivate their family members, better coping, and reduced negative impacts related to hoarding (Chasson et al., 2014). In
another study, family member participation in a 6-weekpsychoeducational support group based in ambiguous loss theory was
linked with improved understanding of HD, coping, and social support and lowered caregiving burden (Sampson et al., 2012).

Risk Factors
HD is believed to be caused by the interaction of multiple factors. Genetic factors are responsible for approximately half of
the variability in hoarding in adults; family history of hoarding and modeling of hoarding behaviors while growing up are risk
factors for HD. Adverse childhood experiences such as neglect, deprivation, and trauma are associated with increased risk,
and traumatic life events have been associated with onset or exacerbations of HD. Faulty beliefs about possessions, deficits
in executive functioning/information processing, and avoidant behavioral patterns are associated with increased risk for HD.
Being unmarried, separated, or divorced,living alone, and having lower social support also are associated with increased risk
for HD.

Signs and Symptoms/Clinical Presentation
› Psychological: urges to save items, taking comfort from belongings, attributing human characteristics to objects, extreme

attachments to belongings, difficulty letting go of belongings, distress at the thought of discarding items, low distress
tolerance, poor insight regarding hoarding behaviors, embarrassment and shame about living conditions

› Cognitive: difficulty organizing and categorizing belongings, indecisiveness, distractibility, perfectionism, procrastination,
avoidance of thinking about clutter

› Behavioral: excessive acquisition of objects (shopping, stealing, or obtaining free items), saving items regardless of value,
may move things from pile to pile without discarding anything, avoidance of discarding items or cleaning, excessive work
absences



› Physical:significantly cluttered living environment, belongings limiting or blocking entrances/exits and pathways within the
house, large piles of materials take up most of floor and available surfaces, possessions are poorly organized, infestation of
insects or rodents, rotting food, unsanitary conditions, large number of companion animals

› Social: conflict with family members over acquisition and/or saving of items and clutter, not allowing others into home (e.g.,
family, friends, repair technicians), social isolation

Social Work Assessment
› Client History

• Complete a comprehensive biopsychosocialspiritual assessment to include information on physical, mental, environmental,
social, financial, and medical factors
–Assess for core features of HD: beliefs about possessions’ value and need to save possessions, difficulty with discarding

items, information-processing deficits, avoidance behaviors, excessive acquisition of items, amount of clutter and impact
of functionality of living space, potential safety hazards, types of items saved

–Assess for associated features of HD, including indecisiveness, perfectionism, disorganization, procrastination, slowness
in completing tasks

–Assess past experiences, traumas, and stressors; individual motivations for hoarding, such as a history of childhood
neglect, deprivation, or rationing, should be taken into consideration

–Assess social and occupational functioning, impacts on carrying out activities of daily living, insight and motivation for
treatment

–Assess for trauma, depression, and other co-occurring mental health conditions
–Assess impacts of hoarding on others
–Assess insight into hoarding behaviors and impacts, and motivation to change behaviors

• If difficulties in executive functioning are suspected, consider formal neuropsychological testing, particularly for older
adults; results can help inform treatment and identify barriers that can impact participation and/or progress

• Utilize formal self-report measures and behavioral tasks (e.g., having the client attempt to discard an item while recording
his or her thoughts, feelings, and behaviors) to gain further understanding of the client’s experiences

• After receiving appropriate consent from the client, gather information from family members and other collaterals who
have observed the client’s home or behaviors regarding the nature and severity of hoarding symptoms

› Relevant Diagnostic Assessments and Screening Tools
• Activities of Daily Living for Hoarding (ADL-H) is a 15-item measure that focuses on the degree of impairment the

individual is experiencing as a result of hoarding or clutter
• Children’s Saving Inventory–Parent Version is a 23-item parent-ratedmeasure developed specifically to assess hoarding

symptoms (discarding, clutter, acquisition, and distress/impairment) in youth
• Clutter Image Rating Scale (CIRS) is a visual rating scale in which the individual selects the pictures that most closely

depict the level of clutter in his or her kitchen, bedroom, and living room
• Compulsive Acquisition Scale (CAS) is an 18-item measure that assesses acquisition behaviors on two subscales, CAS-buy

and CAS-free
• Hoarding Rating Scale(HRS-I) is a clinician-administered interview tool that consists of five rated questions that assess for

difficulty discarding, excessive acquisition, clutter, distress regarding discarding items, and hoarding-related impairment.
The HRS-I is considered a reliable and valid measure that can be used to assess both HD and progress in treatment. A
self-report version (HRS-SR) is also available and has been adapted to assess hoarding in adolescents.

• Saving Cognitions Inventory (SCI) is a 24-item self-report measure that assesses beliefs related to hoarding on four
subscales (i.e., emotional attachment, memory, control, and responsibility)

• Saving Inventory–Revised (SI-R) is a well-validated 23-itemself-report measure that assesses the core features of HD
(severity of acquisition, difficulty discarding, and clutter)and associated distress on a 5-point Likert-type scale

• Structured Interview for Hoarding Disorder (SIHD) is a semi-structured interview that assesses core features of HD as well
as level of insight. The SIHD can be used to distinguish HD from OCD and pathological collecting. The SIHD also has
been used to diagnose HD in adolescents as well as adults

• UCLA Hoarding Severity Scale (UHSS) is a 10-item,clinician-administered rating scale that assesses core and associated
features of HD as well as functional impairment (i.e., presence and severity of clutter, embarrassment about clutter,
urges to save, excessive acquisition, difficulty with discarding, social/occupational impairment, perfectionism, task
prolongation, indecisiveness, procrastination). The semi-structured interview format allows for clarifying questions, as well
as incorporating information from collaterals and the clinician’s judgment. A revised version of this measure, the UHSS-II,
is undergoing validation



• Additional assessment tools may be used to screen/assess for depression and anxiety, functional disability, and
neurocognitive function

› Laboratory and Diagnostic Tests of Interest to the Social Worker
• There are no laboratory tests specific to HD
• Testing to rule out psychiatric or physical disorders, such as traumatic brain injury or dementia, may be indicated

Social Work Treatment Summary
› Social workers should be aware of their own cultural values, beliefs, and biases and develop specialized knowledge about

the histories, traditions, and values of their clients. Social workers should adopt treatment methodologies that reflect their
knowledge of the cultural diversity of the communities in which they practice

› Social workers should practice with awareness of, and adherence to, the social work principles of respect for human rights
and human dignity, social justice, and professional conduct as described in the International Federation of Social Workers
(IFSW) Statement of Ethical Principles, as well as the national code of ethics that applies in the country in which they
practice. For example, in the United States, social workers should adhere to the National Association of Social Workers
(NASW) Code of Ethics core values of service, social justice, dignity and worth of the person, importance of human
relationships, integrity, and competence; and become knowledgeable of the NASW ethical standards as they apply to HD and
practice accordingly

› Treatment for HD can include a variety of modalities: individual;facilitated group therapy, web-based group
therapy,bibliotherapy-based group therapy; family therapy; and/or pharmacotherapy. Professional organizers also can
provide assistance and support to individuals with HD. Individual or family-based treatment can help family members cope
with hoarding behaviors and become more effective in responding to the individual with HD. Community-based intervention
may be required in some situations

› Therapeutic alliance and collaboration in working with individuals with HD are paramount. Because individuals with HD
often do not perceive hoarding as problematic, it may first be necessary to identify mutually agreed-uponareas to begin work
(e.g., the client’s wanting to feel comfortable inviting others into the home again) and enhance the client’s motivation to
make some small changes. Safety and quality of life are more realistic objectives than full remission. Being non-judgmental
and respectful of the client and his or her home and possessions also is important to establishing a working relationship and
minimizing potential anxiety and resistance. It is also important to maintain realistic expectations and patience as it can
take considerable time for the client to achieve desired outcomes. Engagement and retention of older adults with HD can be
facilitated by the clinician being persistent in making initial contacts, assisting clients to problem solve logistical barriers to
treatment (e.g., transportation), and using motivational interviewing (MI)techniques in the initial session (e.g., discussing
impacts of hoarding behaviors, advantages and disadvantages of engaging in treatment)

› A combination of office- and home-based sessions generally is optimal. Home-based assessments and sessions can be
essential to the clinician having a good understanding of the client’s situation and being able to address clutter

› MI is a brief, person-centered, directive counseling approach that seeks to increase the client’s motivation to make
positive change(s) by exploring and resolving ambivalence about a targeted change in an empathic, collaborative, and
nonconfrontational manner, then building on the individual’s intrinsic motivation to change identified behaviors. MI
techniques are used to assist the client to acknowledge that the hoarding is problematic, identify his or her concerns
regarding HD and/or conditions in the home, address hoarding, and foster hope in the client’s ability to change. MI can be
used to assist a client to engage in CBT or other interventions, or to support continued engagement and progress during
treatment

› HD-specific CBT includes the following components:(1) psychoeducation regarding hoarding and how the client’s
vulnerabilities, thoughts, feelings, and behaviors contribute to hoarding behaviors; (2) skills training to address deficits in
decision-making and categorization (e.g., being able to make faster decisions about whether to keep or discard items, how
to organize belongings, problem-solving); (3) exposure and habituation in discarding items (i.e., desensitizing); and (4)
cognitive restructuring targeting beliefs about possessions (i.e., address cognitive patterns underlying hoarding behaviors
and other dysfunctional thinking styles). A motivational enhancement module based on MI is incorporated to enhance
insight and motivation, help clients develop treatment goals, and address ambivalence over the course of treatment. Initial
engagement in treatment may come through assisting the client to identify an aspect of hoarding he or she is unhappy with
(e.g., not being able to have people over due to the condition of the home and severe clutter). The clinician and client work
together to build a conceptual model of the elements involved in acquiring items, saving items, and clutter. This working
model then becomes the basis for the individual’s treatment plan. Vulnerabilities that potentially led to hoarding symptoms
are addressed, as well as coexisting mental health problems



› Group therapy utilizing the CBT model has been found to have similar efficacy to individual CBT in addressing HD.
Group treatment can also use a self-helpformat; for instance, the Buried in Treasures Workshop is a structured, facilitated
group model used in the United States and Australia that in preliminary studies has shown comparable outcomes to other
treatments for HD. Group sessions also can be helpful in providing peer support and reducing the individual’s sense of
isolation and shame

› Family members of individuals with HD can benefit from individual and/or family-based interventions. Psychoeducation
assists family members to understand and cope with HD. Participation in treatment can help family members to process
loss, shame, and other emotions associated with their loved one’s hoarding, as well as help to decrease distress and improve
coping. When appropriate, family members can be enlisted to assist the individual with HD. Education and coaching in
appropriate communication strategies such as those utilized in MI and CBT can empower family members to respond to HD
more effectively. Family-based treatment can be helpful in the treatment of HD in children and adolescents to teach parents
to modify behaviors that inadvertently reinforce hoarding and instead reinforce positive behaviors. Family therapy also may
be indicated when there is significant conflict between family members over hoarding

› Pharmacotherapy can be utilized to treat symptoms of HD as well as to enable the individual to better engage in
interventions (e.g., by treating symptoms of depression and/or anxiety)

› Trained professional organizers or other helpers sometimes are enlisted to provide nonjudgmental support and assistance
in removing excessive belongings and regaining functional living areas. It is not recommended to conduct a full-scale
clean-out of the home under duress (e.g., threatened eviction or condemnation of the home) as this can cause distrust and
resistance in the client. Rather, harm reduction (i.e., lessening the risk for harm so that the individual has a safe place to live
and others in the home/community are not in danger) is prioritized. Professional organizers may use a variety of strategies
to assist individuals with HD with making decisions about their accumulated belongings. These strategies often are tailored
to the individual’s attachment style regarding items. For instance, when working with individuals with affiliation-seeking
attachments (i.e., possessions represent connections with others), organizers might use a strategy such as helping the client
categorize most important items in a collection and create a special display for them, donating items to an appropriate
beneficiary, using rituals to honor the memories attached to the item before disposing of it, or “iconic transfer” (i.e., taking a
picture of the item to stand in its place).The organizer would use different strategies for individuals with autonomy-seeking
attachments (i.e., possessions represent the individual’s accomplishments or uniqueness or something to retain control
over), such as creating a designated storage space for certain items and helping the client agree on disposal rules that would
determine items to be kept or discarded

.
Problem Goal Intervention

Individual exhibits signs/symptoms of
HD

Establish physically safe environment,
reduce signs and symptoms of HD

Establish realistic, collaborative
treatment goals. Determine immediate
risk of harm to client and/or other
household members and implement
harm reduction strategies, assist client
with immediate changes to address
safety(e.g., declutter sufficiently
to create adequate pathways, make
structural repairs, ensure adequate
smoke detectors on property). Use
MI to address ambivalence and
increase client’s motivation. Use
CBT interventions to assist client to
better understand HD, gain skills in
decision-making and categorization,
experience less distress in discarding
items, and address maladaptive thinking
and beliefs. Provide or refer for other
interventions as indicated. Interventions
for co-occurring disorders may need to
be prioritized



Individual exhibits signs/symptoms of
HD along with symptoms of depression

Establish physically safe environment,
reduce signs and symptoms of HD

Utilize cognitive restructuring
techniques to address cognitions
concerning perceived burdensomeness;
behavioral activation to assist client
in developing more effective ways to
moderate negative emotions and guilt.
Assist in establishing healthy routines

Older adult exhibits signs/symptoms of
HD

Establish physically safe environment,
reduce signs and symptoms of HD

Consider client’s cognitive and
executive functioning in planning and
carrying out treatment strategies; if
difficulties exist, consider focusing
more on functional and behavioral
skills. Assist in establishing healthy
routines, ensure that healthcare needs are
addressed, including making referrals
and addressing barriers to medical care

.

Applicable Laws and Regulations
› Each country has its own standards for cultural competency and diversity in social work practice. Social workers must

be aware of the standards of practice set forth by their governing body (National Association of Social Workers, British
Association of Social Workers, etc.), and practice accordingly

› Practitioners should be aware of legal mandates in their jurisdiction with regards to intervening in hoarding situations. When
hoarding behavior presents a danger to the individual’s safety and health or that of vulnerable persons (i.e., children, older
adults, persons with disabilities), intervention by the designated agency (e.g., child protective services, adult protective
services) may be required. When it is determined that conditions in the home pose an imminent threat to safety, intervention
may include the removal of the individual’s children or guardianship proceedings to ensure protection of disabled or older
adults in the home. Hoarding that endangers other individuals (e.g., creating sanitary or fire hazards that endanger neighbors
or first responders) or animals (i.e., animal hoarding) can also require intervention by officials involved in housing code
enforcement, fire safety, animal rescue, and the courts

› In the United States, with the inclusion of HD in the DSM-5,HD can be considered a disability under fair housing acts (Title
VIII of the Civil Rights Act of 1968, Fair Housing Amendments (FHAA)) and the Americans with Disabilities Act (ADA),
as well as state and local laws, affording individuals with HD the right to request reasonable accommodation from landlords

› In the United Kingdom, several laws may be applicable to intervention in hoarding situations, including the Mental Health
Act (MHA) 1983, Mental Capacity Act 2005; Environmental Protection Act 1990; Public Health Act 1936; or Animal
Welfare Act 2006. In England and Wales, MHA provides for individuals with mental health conditions to be detained for a
mental health assessment to determine if they present a risk to their own safety and well-being or that of others

› In Singapore, assistance with hoarding situations can be sought through the Housing and Development Board when
individuals reside in public housing, or through town councils when individuals live in private residences; however,
intervention requires the individual’s consent. The Singapore Civil Defense Force is the only agency empowered to intervene
without the individual’s consent, which can occur if there is a hazardous situation or emergency. A hoarding task force has
also been established

Available Services and Resources
› Children of Hoarders, http://childrenofhoarders.com/wordpress/
› Clutterers Anonymous, https://clutterersanonymous.org/
› Help for Hoarders, https://www.helpforhoarders.co.uk/
› HoardingUK, https://hoardinguk.org/
› Hoarding of Animals Research Consortium, https://vet.tufts.edu/hoarding/
› Institute for Challenging Disorganization, http://www.challengingdisorganization.org/
› International OCD Foundation, https://hoarding.iocdf.org/
› National Association of Productivity and Organizing Professionals, https://www.napo.net/default.aspx
› The Hoarding Project, http://thehoardingproject.org/home/



Food for Thought
› Individuals with HD are likely to have family members who also have hoarding behaviors
› Researchers in a United States study report that nearly 21% of respondents acknowledged having difficulty discarding

worn-out or worthless objects, which was associated with having a mental health disorder and increased use of mental health
services. Hoarding behaviors can be a symptom of another serious medical or mental health condition, for instance dementia
or schizophrenia. Careful assessment is needed to guide accurate diagnosis and treatment (Rodriguez et al., 2013)

› Most of the research concerning HD has been conducted in the United States, Europe, and Australia;there is relatively little
information about how HD symptoms and responses to treatment may differ in nonindustrialized countries and among
diverse cultural groups. Existing research shows that some differences may exist in clinical presentation. For instance, in
a study conducted in China, researchers found that hoarding beliefs were more focused on usefulness and wastefulness
whereas themes in Western countries were more heterogeneous (Timpano et al., 2015)

› Researchers have found that individuals with HD without co-occurring OCD have similar patterns of executive functioning
as individuals with OCD and severe hoarding, despite the two groups having distinct clinical presentations. Both groups
were found to have deficits in response-inhibition and spatial planning, along with intact decision-making (Morein-Zamir et
al., 2014)

› Researchers suggest that HD may be related to ADHD. In a study involving data from nearly 3,000 individuals in nine
European countries, investigators found that 8.9% of individuals who had ADHD-related inattention symptoms in childhood
also reported lifetime hoarding behaviors compared with 2.7% of individuals without childhood ADHD-related inattention
(Fullana et al., 2013)

› As technology has come to represent an increasing part of people’s lives, hoarding behaviors have extended to the digital
world. This can result in individuals retaining so much information on their phones and/or computers that they cannot
retrieve what they need and, in some instances,must repeatedly purchase additional storage

› Some children who have experienced maltreatment, particularly neglect, have food hoarding behaviors even when placed in
environments in which there is ample food available. Food hoarding is not well understood at this time

› Researchers found that among individuals who sought help for their own hoarding behaviors, the majority expressed an
interest in support groups, professional organizers, cleaning, and coaching (Bratiotis et al., 2016)

› Cognitive reinterpretation, which involves defining a stimulus in a different way, is believed to precede behavior change
and is a core feature of CBT. However, researchers have suggested that individuals with HD have impairments in neural
regions involved in reinterpretation. In addition, directly challenging beliefs can lead to increased resistance. An alternative
emotional regulation strategy, distancing, has been proposed, in which detachment from one’s thoughts, emotions, and
belongings can be used to reduce negative affect. In a study that compared how individuals with HD responded to a thought
listing instruction which involved noticing rather than acting on one’s thoughts versus a cognitive restructuring protocol that
involved mentally altering one’s appraisal of an object’s value, researchers found that thought listing was more effective in
reducing negative emotions and improving discarding than cognitive restructuring (Frost et al., 2016)

Red Flags
› Safety issues in the home should be promptly addressed, with the assistance of appropriate authorities if indicated
› Older adults with HD have a high rate of functional and instrumental impairment; multidisciplinary teams should be utilized

to address the impacts of HD
› Access to effective treatment for HD (e.g., specialized CBT) is impeded by a lack of trained practitioners
› Early intervention with children and adolescents who begin to exhibit hoarding symptoms can help prevent these behavior

patterns from becoming entrenched

Discharge Planning
› Include relapse prevention planning as a component of treatment with clients, including developing a plan to address any

clutter remaining at the end of treatment and recognizing and preparing for potential triggers. Provide written and/or audio
materials to reinforce information learned (e.g.,audio recordings of techniques, self-help book or client workbook), refer to
support groups if indicated

› Provide linkage to community services, such as referrals for housing, financial, medical, and/or social services as appropriate
› Provide psychoeducational materials (e.g., handouts, books) to help family members increase their understanding of HD

DSM-5 Codes
› Hoarding Disorder, 300.3
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