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The British Association of Social Workers (BASW) response to the Commission 

on Dignity in Care’s call for evidence 

 

The British Association of Social Workers (BASW) is the largest professional association 

for social workers in the UK.  Social work is an international profession working with 

adults and children to analyse individual and social situations, to enable individuals to 

change or be sustained in their lives, and to act as a catalyst for social change. The 

Association has over 13,700 members employed in front line, management, academic 

and research positions.  Many BASW members work with older people and have an acute 

interest in the way they are treated in residential care and hospital. 

 

Submission Summary 

BASW recently (August 2011) ran an online survey on the care of people in residential 

homes.  Many of the respondents had seen people mistreated and not treated with 

dignity with 81% mentioning ‘abuse’.  Of course, abuse is a general term, but we take it 

that anyone who is being abused in any way is not being treated with dignity and that a 

lack of dignity is abusive in itself and certainly betokens a culture which leads more 

easily to abuse (cf Winterbourne View).  Over half the respondents said they thought a 

care home should be closed and one social worker expressed concern at ‘poor staffing 

levels, lack of leadership, poor training, rogue members of staff, the wrong mixture of 

individuals leading to resident violence,’ a good summary of the issues.  Over 75% of 

respondents expressed reservations about the placing of one of their own relatives in a 

care home.  One social worker said of some establishments, ‘to call these places care 

homes is ironic in the extreme; there is nothing homely or caring about them’. 

 

In terms of evidence, I think we need only to look at institutional scandals such as 

Winterbourne View and Stafford Hospital A&E to see where treating people with a lack of 

respect and common courtesy and understanding can lead.  CQC’s annual report for 

2010-11 also provides much evidence of some of the issues and states, ‘Many NHS 

hospitals and care homes in England are failing to give patients safe and effective 

treatment, protect their dignity, and ensure they eat properly’.  This has led to calls for 

immediate action to improve the experience of millions of patients in NHS and private 

hospitals, residents of care homes and recipients of social care services, calls which 

BASW endorses.  BASW believes the commission should accept that there is much 

evidence of people being badly treated in residential care and hospitals and should focus 

on what can be done to improve matters. 

 

BASW’s Evidence 

1. What in your opinion are the main factors that contribute to the failure of hospitals 

and/or care homes to meet the immediate health, nutrition, hydration and hygiene 

needs of older people? Do you have any evidence to support these opinions? 

 

 Lack of empathy and understanding from staff at all levels. 

 Lack of time for staff to address people as individuals. 

 Lack of training, support and supervision for staff.  They should be praised for 

good care and helped to change when care is not satisfactory. 

 Poor employment conditions and remuneration of front-line, hands-on staff. 

 Poor management and leadership offering bad examples of attitudes towards 

service users and patients. 



 Poor communication when someone is discharged or moved from one setting to 

another and little medical follow-up when someone returns from hospital to 

residential care or into the community. 

 Poor administration of medication and abuse of medication (eg ‘chemical cosh’ for 

Alzheimer’s sufferers). 

 Target-driven culture which misses the human element (NB Many targets are 

good – it is the way they are interpreted and ways found to get round them that 

is the problem). 

 Profit-driven culture. 

 

Changes needed: 

 Staff should be well treated and their contribution to the care of 

residents/patients should be valued and recognised. 

 It is essential that care standards are very clear, communicated to all, and 

backed up by regular inspections and sanctions if necessary. 

 Care planning should be prioritised and care plans should be adhered to. 

 There should be plenty of scope to receive and learn from feedback from 

patients/service users and their families and carers. 

 There should be an effective whistle-blowing policy for staff and others to report 

concerns about care without themselves being subject to attack. 

 There should be clear medication policies. 

 All human resources policies and procedures should be clear and regularly 

reviewed and updated. 

 All staff should be CRB checked. 

 

2. What in your opinion are the root causes of why some hospitals and/or care homes 

fail to deliver basic aspects of care and meet the needs of older people? Do you have any 

evidence to support these opinions? 

 

The root causes for the issues above developing are about organisational cultures where 

treating people inappropriately or neglecting them becomes somehow acceptable.  This 

can start with members of management losing touch with the fact that 

residents/patients are individuals with personal circumstances and needs and wishes, 

who all deserve to be treated with common courtesy and dignity. 

 

There are historical elements too as residential care has been seen as entering an 

institution with the dangers that systems are developed for the good and convenience of 

that institution rather than those being served by it.  This is true of hospitals too.  There 

seems in some instances to be little encouragement of choice and independence for 

residents and patients with an ethos of ‘doctor or matron knows best.’ 

 

Older people entering residential care nowadays are increasingly frail with increased 

medical and social needs, and the capacity and skills of staff and managers have not 

kept pace with these needs.  There was a large increase in the number of privately 

owned residential care homes in the 1980s and some staff recruited at that time were 

not well trained and did not have sufficient resources to offer good quality care and 

support.  Owners of residential care homes did not have qualifications in the sector and 

many were looking simply at making money – this has developed into the present 



situation where venture capitalists invest in this sector and we have situations like the 

collapse of Southern Cross. 

 

The regulatory system has been reorganised time and again over the last 20 years with 

an increasingly ‘light touch’ approach, which does not suit the needs of a service user 

group which has very limited ability to speak out.  CQC does not yet understand and is 

not acting to address the structural problems of the residential care sector. 

 

3. What in your opinion are the main factors that contribute to the failure of some 

hospitals/and or care homes to provide appropriate emotional and psychological support 

to older people? Do you have any evidence to support these opinions?  

 

It boils down to people working in these establishments who do not have the insight or 

the time to empathise with the people in their care and seek to understand that they will 

have needs beyond the physical.  Personalisation encourages the viewing of people as 

individuals but these principles seem not to have spread to some residential care 

settings and hospitals. 

 

Consistency in care is crucial so that professional relationships develop between paid 

carers and those receiving care and support.  Frequent changes of care worker and a 

quick turnover of staff will deprive older people of the security they need.  In some case 

medication may be used to deal with the distress this causes or to reduce the need for 

high levels of care. 

 

Older people and people with disabilities need consistent care from a dependable group 

of people who understand and are capable of responding to their specific needs. 

 

4. What in your opinion are the main factors that inhibit appropriate communication with 

individuals and their families? Do you have any evidence to support these opinions? 

 

Communication can be a very individual matter especially when someone is affected by a 

stroke or dementia or has a learning disability for example.  It is important that staff 

know how to communicate with a resident or patient and take time to do so to enable 

choice.  This of course requires consistency of staff and regular review of the person’s 

needs. 

 

There can be a resistance to engaging with families, especially those who express 

concerns about care, who can be regarded as a nuisance rather than as potential allies in 

ensuring an individual receives good care. 

 

An OFT report in 2004 identified poor information being given by residential homes 

about their services, fees and fee structures when a person is admitted.  This can cause 

much resentment and ill feeling especially when fees are raised on a seemingly ad hoc 

basis. 

 

5. What stops individual staff and organisations from dealing with the failure to provide 

appropriate dignity and care for older people? Or from responding proactively to 

concerns and complaints? 

 



Staff and organisations often seem to be caught up in systems which have more to do 

with the smooth running of a care home or hospital than with meeting the needs of 

individual residents or patients.  An individual member of staff often has to make 

considerable efforts to raise a case for change and many do not bother – a sort of 

institutional inertia prevails. 

 

Complaints are often dealt with in isolation, and while this may lead to a resolution for 

the individual and their family, no lessons are learned and no change takes place. 

 

6. How can we best monitor older people's experience of care? Including the views of 

people who have difficulty in expressing themselves or those nearing the end of their 

life? 

 

This should be done both internally within an organisation and externally by the 

regulator/inspectorate.  Residential homes and hospitals should be visited by staff who 

are qualified to assess what is going on and what the experience of residents and 

patients actually is.  Every effort must be made to communicate with those for whom 

communication is difficult or even non-verbal (maybe involving advocates), families 

should be involved, care plans should be checked, issues should be discussed with key 

workers as well as managers to ensure care standards are understood and are being 

upheld. 

 

Panels of residents, families, and patients should be able to comment on wider issues 

and this should be extended beyond the articulate few as there are many who are 

‘experts by experience’ but do not have the opportunity to share their views. 

 

7. What tools and guidance already exist for improving the quality of care provided for 

older people? How extensively do you think these are used and what might limit their 

traction across the system? How helpful do you feel they are in changing practices and 

improving the ways that older people are cared for? 

 

Life story work can assist at crucial times in people’s lives particularly when they enter 

longterm care. 

 

Of course, many admissions to Hospital or residential care are undertaken in an 

emergency but every effort must be made to find out as much as possible about the 

person and their needs and wishes. 

 

The single assessment process should provide a basis for interagency work with people 

in all settings to reduce duplication and provide a good care plan, founded on an 

accurate description of a person and their needs.  However, there are many different 

versions of this tool and its effectiveness and usefulness varies. 

 

The fundamental issue with all the tools and guidance is a will to use them and to 

genuinely provide the best possible service. 

 

8. Please detail good practice examples from across the health and social care system 

that you would like us to consider when making recommendations. What specific factors 

do you think contribute to their success? 



 

Good practice is seen where there is a culture of respect for people needing care and support and a 

commitment to delivering this is a dignified way, suited to the individual.  This is both very simple 

and very complicated.  The understanding of a person-centred approach needs to permeate the 

organisation from Chief Executive to the person doing the cleaning and there needs to be an ethos 

of service and an openness to learning and to improving standards. 

 

9. What else would you recommend we consider as part of this work, either for this 

commission or potentially for the next phase of work? 

 

We suggest that the commission should focus on the fundamental organisational and 

cultural basis for the current system of care which seems in too many instances to be 

letting down people in need of care and support and their families.   There is so much 

evidence that things are going sadly wrong from a whole series of reports and much 

research.  The commission should look at why recommendations have not been fulfilled 

and why attempts at regulation and reform have failed.  In the case of residential care, 

the industry needs to be encouraged (or forced?) to assume ownership and take more 

responsibility for transforming practice and the reputation of the sector or a return to 

public ownership should be considered. 

 

Perhaps the Government needs to be clearer on the standards of care for all people in 

care homes and hospitals as the current standards do not appear to be working across 

the board. 

 

Social Workers have a crucial role to play in drawing attention to examples of poor and 

dangerous practice and should be enabled and supported to do this by good, clear 

safeguarding procedures.  They should also be able to report lower level issues, such as 

people being treated with a lack of dignity and respect. 

 

10. Are there any other comments that you would like to make? 

 

Commissioners of services play a very important role and attention needs to be given to 

them.  What care qualifications do they have?   What are their criteria for a successful 

contract (cost alone?)?  How do they monitor contracts with service providers? 

 

 

RUTH CARTWRIGHT AND MEMBERS OF BASW’S SOCIAL WORK WITH ADULTS 

REFERENCE GROUP. 


