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The document is the response by BASW to an invite from the Information and Governance Review 
being undertaken by the Department of Health  http://caldicott2.dh.gov.uk/ 



Response from the British Association of Social Workers to questions regarding information 

management and training. 

The British Association is a professional association representing social workers and the social work 

profession. We are a non statutory body, but are by far the largest organisation representing social 

workers and social work. The questions addressed in the consultation relate to the document 

entitled INFORMATION GOVERNANCE REVIEW EVIDENCE SESSION: WORKFORCE EDUCATION, 

TRAINING & REGULATION. The questions that follow and the responses relate to questions in the 

Information Governance Review. Not all the questions in the consultation have been responded to 

as some questions were not relevant, or we lacked insufficient information to give an informed view. 

The questions in the review are in italics and the responses given below. 

One of the frequently voiced concerns detected early in the review’s progress has been around the 

richness of terms used and the variety of definitions? 

i. To what extent do you think this is a valid concern in relation to the workforce’s understanding and 

application of information governance (IG) in practice? 

It is important to retain the variety of definitions and uses as culturally different terms are used in 

different settings and therefore if there was an attempt to have a single term, or definition, then 

different professional groups may not identify with this. For example the terms “identifiable 

information” would mean nothing to many people, but may well mean something to another 

professional group. 

ii. Does the current education and training provision equip those in your organisation to understand 

terminology and definitions? If not, what needs to change? 

There are approximately 100,000 social workers in the UK and they will have qualified over a long 

time period. To date there is a broad similarity of training on the degree in social work, but variation 

in what is taught. The contents of the degree are being reviewed at present. Fifty per cent of social 

work training is done by placing students in workplaces. These workplaces vary greatly in terms of 

their roles and whether they are public, or independent sector. All social work students are allocated 

a practice educator and a practice assessor. These people have responsibility to support students in 

the development of their learning. All agencies where students are placed will have policies on 

information sharing / confidentiality, but there will be little commonality between the policies. An 

important aspect of learning in relation to sharing of data at this stage of a career is the teaching and 

reflection on ethics and values. The ethics and value statements, for example of BASW command 

reflection, rather than being edicts. (See BASW Code of Ethics). Another important and compulsory 

part of the learning is that service users and carers are involved in the teaching and learning on 

social work courses. Issues of confidentiality and information sharing frequently arise in these 

sessions. 

As with all professions CPD on qualifying is critical. To date there has been limited unanimity of 

curriculum and training, but again there is an emphasis on reflection, values. These reflections would 

include consideration of working in multi-disciplinary ways, which would include information 

sharing. There are particular challenges in working in a multi-disciplinary way because of different 

codes of conduct, policies and procedures and sometimes culture and values. An example of this is 



social workers working in mental health services. Social workers often see the whole family and 

consider issues holistically. This can lead to issues to do with information sharing in a clinical 

environment where patient confidentiality is seen as paramount. Sometimes the issues are to do 

with terminology and where this is the case the only solution is to have local discussions in order to 

share perspectives on terminology and interpretation of that terminology. Such discussions, call it 

training if you will, need to take into account actual and perceived power differentials between 

professionals and must include the workforce who have nonprofessional qualifications.  

There are some published resources on Governance, but these are not necessarily used, or even 

known about, e.g. 

http://www.scie.org.uk/publications/misc/governance.asp 

http://www.scie.org.uk/publications/guides/guide38/files/guide38.pdf 

Question a) vi. Not able to respond as the link didn’t work. 

vii. There is evidence that when the workforce either does not understand, or misunderstands IG, this 
leads to failures to share information when it would be appropriate to do so and inappropriate 
sharing. This has a consequence that the quality of care provided can be adversely affected. How 
could training help prevent this? Please also consider this question in relation to both information 
security and data breaches. 

a) Vii. Agree that there are frequent misunderstandings about information sharing which can 

have negative implications for service users and carers. There is a lot of interpretation of 

what can and can’t be shared between professionals, service users and carers. Where there 

is co-location, or multi-disciplinary teams the issue of information sharing between 

professionals is often well discussed, and principles such as “need to know” and permissions 

from service users and carers is often sorted out. (Asking patients, carers, service users if 

they will give permission for this to happen can be helpful, but there will remain issues when 

a person lacks capacity, or where a service user refuses to give permission. Training on these 

issues can and does help, providing that it is good quality training, that allows for discussion, 

appreciates power differentials and understands that training on its own can not achieve all 

the outcomes. The role of managers and individuals taking responsibility for their own CPD 

needs to be understood. 

viii. Are you aware of any issues or incidents that could have been avoided from effective 

education, training and support? If so, how could they have been prevented? How do you 

implement lessons learnt from incidents both nationally and locally 

viii. An example of an incident is where a patient is discharged home for week-end leave 

from a psychiatric ward and the patient is violent on the visit. The carer was not given 

information about the likelihood of the violence, which was connected in part to medication, 

because the patient had refused to give permission to share information with their relative. 

Principles such as health and safety need to be known as trumping patients’ rights to 

confidentiality in this sort of situation.  

The following statement from the Home Office, DH and Department of Justice I think is 

useful regarding sharing of information: 

http://www.scie.org.uk/publications/misc/governance.asp
http://www.scie.org.uk/publications/guides/guide38/files/guide38.pdf


“Proper management of healthcare needs and effective prevention of self-harm, suicide risk 

or harm to others requires information to be transferred smoothly across criminal justice 

agencies.  This statement is designed to promote greater sharing of information while at the 

same time ensuring compliance with the relevant law. The failure to share relevant 

information appropriately within the criminal justice system can lead to deaths or serious 

injuries.  This in turn can lead to legal liability and/or serious reputational damage.  There is 

a duty to consider information sharing where it is relevant to the identification of a risk of 

self harm/suicide, violence to others or an individual's healthcare needs.  It is therefore 

important for staff within the criminal justice system to contact their line managers and/or 

legal teams if they are unsure whether information should be shared, rather than simply 

withholding it.  Line managers or lawyers will be able to provide advice on whether 

information can be shared.  The Data Protection Act 1998 does not prohibit the sharing of 

information, but requires it to be fair and lawful”. 

b)i What are the major challenges for workforce education and training on IG and  

information sharing in the health and social care arena? How can these be overcome? 

The biggest challenge is that the number of providers of health and social care is growing 

massively. This makes any policy harder to roll out and implement, certainly at the level of 

meaningful compliance. The solution is not to issue more and more complex edicts and 

policies, but to issue a few core principles that need to be debated around IG for all of the 

workforce, regardless of where they are employed.  

The delivery of training on IG needs to embed the principles and purposes of Information 

Sharing and information protection, this can’t be done with e learning alone. Learning must 

include management engagement, be included in professional standards and in core 

curriculum teaching on qualifying and post qualifying training. 

iii. What additional support is required for the workforce in addition to the training?  
Access to good quality advice is needed – this could be done via informed web site. 

It would be good to include the issue of IG in post qualifying and management education 

and training. 

iv. Should the training be tailored to the professions/role based?  

There can be overlap between roles, and therefore there is some scope for commonality. 

However most professionals identify themselves as specific professionals. Each profession 

has its own culture and language and perceptions of other professions. The starting point 

therefore needs to be at the level of individual professions, but with extension to multi 

professionalism, looking for commonalities and barriers. 

v. Which elements of IG training should be mandated? 

Difficult one. Mandatory training does not guarantee that people understand concepts and 

can lead to a tick box mentality. Better to have the subject as core part of all professional 

and post professional training, along with vocational education and training. (Part of health 

and social care diploma for example). 



vi. How can we ensure that independent providers of health and social care deliver an 

equivalent level of education and training on IG to their workforce? 

A great challenge. Again providers can tick boxes to say that they have undertaken training 

with staff, Winterbourne View staff training was vetted by CQC. Monitoring the quality of 

that training and the outcomes is harder. Private providers get very good at convincing 

purchasers that policies, procedures and training are in place, but the reality can be very 

different. A certain amount can be achieved by improved inspection regarding compliance, 

but at the same time positive outcomes can be better achieved by a) strengthening 

professional identity and self-worth, with a culture that supports people who challenge. This 

needs to take place b) in partnership with users and carers, who ground and inform 

professionals about what really goes on.  

3 a) Regulation  

See 2 iv above 

ii. Should IG be included on all job descriptions? 

It could be, but how meaningful would it be? Certainly without the other elements of policy 

discussed in the paper it would not work. In reality how many people even look at job 

descriptions after they have obtained a job? Would it be better to refer to professional 

codes of practice and regulators standards in job descriptions? 

iii. How important is knowledge of IG in relation to professional regulation? 

Social work is just moving to be regulated by the HCPC. Issues to do with professional 

practice and conduct are included in the HCPC standards. It is too soon to say how well this 

will work. 

v. To what extent do you think staff should be held personally liable? What personal 

consequences and what enforcement mechanisms should there be? 

Staff need to be liable professionally, but the systems and support for individuals needs to 

be in place before individuals are held personally responsible. 

b) Organisational culture and IG 

Agree that IG regulation is seen as a hindrance, something that gets in the way of 

operational practice. Once specialists are appointed such as Data Protection people, or 

Caldecott Guardians there is a danger that the culture that emanates from them is defensive 

and negative. If these specialists exist they need to be integrated into the main stream of 

organisations and need to understand the concept of “acting in good faith”, in the “best 

interests” of people, the need at an operational level to share information. Specialists need 

to support practitioners to solve dilemmas, not create barriers. 

ii.) There have been some examples of difficulties in health and social care in finding a 

balance between organisational concerns around breaches in data security and data loss and 



the clinical need to share information. How can education and training help overcome these 

difficulties?  

Joint training 

iii. N/A 

c) Social media and other emerging technologies 

This is a vital area for consideration. BASW is in the process of developing a social media 

policy. Social workers have recently been exposed by hate sites. Social media is having a 

huge impact on adoption and fostering. 

Personal devices and IG. A balance needs to be struck, many staff have home working, or 

part home working and this creates more risk for information leaks. There need to be 

policies, but realistic ones. Policies such as not using memory sticks probably not realistic. 

Need to ensure that data is password protected on all devices. 


