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Dignity in Care

Malcolm Payne

Introduction: the social context of dignity policy

Dignity in care has become an important policy thrust for the present government. A question to ask about this is why the government should be worrying its collective head about how professionals go about their job. It’s a fairly recent trend for governments to feel that it is their role to tell people how to do their job rather than just set broad policy parameters for the service. This connects with a ‘New Labour’ view (well actually a Demos think tank view; Huber and Skidmore, 2003) that the public generally and the baby boomers of 1945-65 in particular, will no longer accept not being in control of services that they receive. I think, as a baby boomer myself, that may be right, but I don’t think the inevitable answer is that the government rather than professionals should decide how to do the job. Rather more to the point, I think, is the political insight that how things are provided is more important to many people than what is provided. Hence the stronger focus on feeling the quality rather than the width of public services. It may also be connected with the possibility that providing more of services costs more, while improving quality may just mean changing attitudes and be cheaper. I think this is probably a fallacy; it’s much easier to provide more of the same than change it to something different.

The political impetus behind this concern for improving how a service feels is the government’s ‘modernisation agenda’ for social and health care provision. This developed a view that people in a consumer society are used to having a high degree of individual choice, and public services have to respond to an expectation of a higher degree of individuality (the current policy watchword is ‘personalisation’) in what services are available and the way in which they are provided. For example, expectations about the economy and efficiency with which wide choice can be offered are conditioned by the success of private sector organisations such as Tesco in achieving economy alongside innovation. 

A government initiative started in 2004 arising from the Gershon review (Gershon, 2004) of public sector efficiency. As a political initiative of the Treasury, this was designed to head off rising criticism of increasing Labour spending after 2000 for investment in public services; if Tesco can provide such massive choice so economically, why cannot government services do the same? Gershon’s aim was to move staffing and other resources to support front-line services, rather than policy-making or administration. If you’re going to shift resources to front-line services, it is obviously sensible to work harder than heretofore on what those services actually do.

From 2005 onwards, government social care policy moved forwards. The title of the first green paper, Independence, Well-being and Choice (DH, 2005a) indicates the public choice policy thinking behind the document. Respondents to the consultation (DH, 2005b) supported the vision of increasing the independence of service users, but had reservations about many practicalities. An important practical proposal was to increase the use of direct payments and individual budgets that users controlled themselves to pay for their own carers. Experiments on extending these through independent budgeting pilot schemes are in progress. Direct payments have been used particularly with people with long-term physical disabilities, but there were doubts that these could be extended to frail elderly people or people with learning disabilities, who might have less capacity and energy. A greater difficulty may well be the longstanding division in British welfare that money payments are made through the social security system, while local government social care mainly provides caring services. This tradition means that systems for payment and management of cash sums are not well-established in LAs. The green paper also made proposals for a wide range of service developments, mainly concerned with multiagency working and shared commissioning of services to improve coordination with healthcare. It also raised the balance between protecting people from risk and enabling them greater freedom of choice about how to live their lives. 

At the same time, the Department of Health conducted a consultation about healthcare, through a ‘public engagement exercise’. This focused particularly on receiving feedback from excluded groups whose views are not often heard. The outcomes of this were combined with those coming from the social care green paper and led to the publication of the white paper on health and social care, Our Health, Our Care, Our Say. Many of the proposals are mainly about healthcare. The overall focus aims to move services from hospitals, so that people mainly receive care in the own homes. Improving local multiagency cooperation features strongly in order to achieve that objective. Management proposals emphasise users having a choice of service providers, and strong local commissioning. The document places partnership between services in achieving health and social care objectives alongside other social objectives for children’s services and for the ‘respect agenda’, which seeks to deal seek to deal with anti-social behaviour among particularly young people.

Proposed outcomes for social care services, which were strongly supported in public and professional consultation were:

· improved health and emotional well-being;

· improved quality of life;

· making a positive contribution;

· choice and control;

· freedom from discrimination;

· economic well-being;

· personal dignity (DH, 2006a: para 2.63).
It is not surprising that these achieved wide support. Such statements are motherhood and apple crumble values (new mothers don’t make apple pie); many people can agree with them but would not necessarily agree about how to implement them. Drawing attention to the fact that social care is not a universal service, the white paper in Chapter 4 emphasises the importance of good access to services and continues with the green paper’s proposal of direct payments and individual budgets for providing social care. It suggests piloting these, however, in view of doubts about how useful they will be for some user groups. For people with long-term needs, the main proposals are better multiagency and multiprofessional help for people with very complex needs, and greater support for carers.

Another political initiative in 2006 was the Dignity in Care project, launched with another series of ‘listening events’, which was designed to promote dignity particularly for older people receiving health and social care services. The Report of the public survey identified ten major issues about dignity:

· clarifying what dignity is;

· making the complaints system more accessible and easy-to-use;

· being treated as an individual by finding out their needs and preferences, not talking to them as a child, not assuming that they need help with everything, and being patient in allowing them time, for example to finish meals and activities;

· ensuring privacy;

· giving help with eating meals;

· ensuring that people had the right help to use the toilet;

· being addressed by staff appropriately, for example nt using demeaning terms such as ‘poppet’ or’love’, which treated older people as children;

· helping people maintain a respectable appearance;

· providing activities that are stimulating and offer a sense of purpose;

· ensuring that advocacy is available to speak on behalf of people when making complaints.
Minor issues were language barriers between staff and users and mixed-sex facilities. 
The implementation of such concepts in practice is complex, but has become a focus of professional interest also. Chan (2004), for example proposes a human rights based interpretation. He suggests that there are four elements to treating people with dignity:

· Behaving as though all people have equal human value, by valuing their views and wants, even if practitioners cannpt follow all users’ wishes;

· Helping people to have self-respect, by helping people manage as much as possible their own affairs and remain in control of decisions;

· Helping people to have autonomy, by helping them to do things on their own and to make choices where possible;

· Promoting a ‘positive mutuality’, including supporting their relationships with others, and encouraging positive attitudes to doing things with other people. 

SCIE practice guidance on dignity

SCIE (the Social Care Institute for Excellence is the social care equivalent of NICE in the NHS) published a research-based practice guide for social care workers to promoting dignity in care, which also focuses strongly on human rights practice and legislation. They say:

Human rights principles are very closely related to other principles of good professional practice that have underpinned public service provision for a long time. Human rights and health and social care practice share an ethical basis of concern with the autonomy, privacy and dignity of people using services. So, even before the vocabulary of human rights was developed, good practice in the delivery of social and healthcare recognised needs for privacy and dignity, and also recognised the tensions between these requirements and the need sometimes to protect people in vulnerable situations from harm. 

However, the introduction of the Human Rights Act provided a real opportunity to look at traditional practices in social care and health services. It puts the focus on the person using services and so is different from a paternalistic culture where assumptions are made by professionals about what is best for the people in their care. Instead it gives us a way by which individuals or their advocates can articulate demands on services. A judge, His Honour Justice Munby, emphasised the importance of human dignity in a case that concerned health and safety regulations. He said:

'The recognition and protection of human dignity is one of the core values – in truth, the core value – of our society and, indeed, of all societies which are part of the European family of nations and which have embraced the principles of the Convention...The other important concept embraced in the ‘physical and psychological integrity’ protected by Article 8 [of the Convention] is the right of the disabled to participate in the life of the community...This is matched by the positive obligation of the State to take appropriate measures designed to ensure to the greatest extent feasible that a disabled person is not ‘so circumscribed and so isolated as to be deprived of the possibility of developing his personality’. [R (on the application of A and B) v East Sussex County Council 2003]

The SCIE definition of dignity is as follows:

What is dignity? 
Dignity consists of many overlapping aspects, involving respect, privacy, autonomy and self-worth. The provisional meaning of dignity used for this guide is based on a standard dictionary definition: 

a state, quality or manner worthy of esteem or respect; and (by extension) self-respect. Dignity in care, therefore, means the kind of care, in any setting, which supports and promotes, and does not undermine, a person’s self-respect regardless of any difference. 

While 'dignity’ may be difficult to define, what is clear is that people know when they have not been treated with dignity and respect. Helping to put that right is the purpose of this guide.

The key points from the SCIE research review are:

Key points from research and policy
· Being respected as an individual is very important to older people receiving health and social care services. 

· Older people want a workforce that is patient and takes the time to listen to individuals and does not rush care (DH, 2006d). 

· Getting to know service users as individuals, people with a history, is key to providing person-centred care (Randers and Mattiasson, 2004, Jacelon, 2004, Owen, 2006, PG Professional and the English Community Care Association, 2006). 

· Staff respect for service users and their carers and relatives is enshrined in Standards for Better Health (78kb PDF file); this also encompasses respect for people’s diversity (DH, 2004e). 

· The Essence of Care benchmarks for privacy and dignity (see below) are based on the need for respect for the individual (DH, 2003c). National minimum standards for domiciliary care require that: 'The service should be managed and provided at all times in a way which meets the individual needs of the person receiving care, as specified in their care plan, and respects the rights, privacy and dignity of the individual (DH, 2003b). 

· National minimum standards for care homes states that: 'The principles on which the home’s philosophy of care is based must be ones which ensure the residents are treated with respect, that their dignity is preserved at all times, and that their right to privacy is always observed’ (DH, 2003a). 

· The NHS core standards require that healthcare organisations have systems in place to ensure that 'staff treat patients, their relatives and carers with dignity and respect’ (DH, 2004e). 

· The National Service Framework next steps aims to ensure that, within five years, all older people receiving care services will be treated with respect and dignity (DH, 2006h). The report acknowledges the need for wide-reaching culture change and zero tolerance of negative attitudes towards older people. 

· Barriers to providing person-centred care have been identified as: increasing bureaucracy, tighter budgets and restrictive commissioning leading to limited time, poor and inconsistent management and a mixed picture on training (Innes et al., 2006). 

Commentary

This is not research, mainly, but listings of government documents that mention dignity, not really telling you much about what it means. A lot of it is at the policy rather than practical level – what policies and commissioning you should have, how much training on this topic you should have, what standards you should set - rather than looking at what a practitioner should actually do that produces dignity. The practice points from the SCIE research summary are a bit minimalist.

Practice points

· Ensure that treating older people with respect is fundamental to training and induction for all staff (including domestic and support staff) and followed up by supervision and zero tolerance of negative attitudes towards older people. 

· Ensure that the service is person-centred and not service- or task-oriented. 

· Ensure that service users are asked how they would like to be addressed and that staff respect this. 

· For people with dementia, reminiscence activities may support the maintenance of a person’s identity. 

· Include 'time to talk’ in care plans. In residential care this may be time spent with the keyworker to discuss any concerns or plan activities. In home care this can be a vital resource for very isolated people. Voluntary organisations and befriending services may be able to provide some support in this area but the importance of staff taking time to talk cannot be underestimated. 

· Involve older people in service planning and respect the views of individuals by ensuring their ideas and suggestions are acted upon. 

· Support intergenerational community activities to tackle preconceived ideas and discrimination against older people. 

An important healthcare study that suggests a series of benchmarks for privacy and dignity in healthcare institutions is also quoted by SCIE: 

Benchmarks for privacy and dignity

	Factor
	Benchmark of best practice

	Attitudes and behaviour
	Patients feel that they matter all the time

	Personal world and personal identity
	Patients experience care in an environment that actively encompasses individual values, beliefs and personal relationships

	Personal boundaries and space
	Patients’ personal space is actively promoted by all staff

	Communicating with staff and patients
	Communication between staff and patients takes place in a manner which respects their individuality

	Privacy of patient - confidentiality of patient information
	Patient information is shared to enable care, with their consent

	Privacy, dignity and modesty
	Patients’ care actively promotes their privacy and dignity, and protects their modesty

	Availability of an area for complete privacy
	Patients and carers can access an area that safely provides privacy

	Privacy = freedom from intrusion
Dignity = being worthy of respect

	From Essence of Care 2003


The above account of the SCIE work is drawn from the SCIE document, available on its website, which provides links and citations to the original documents; go there to follow the links and read the whole thing (SCIE, 2008; http://www.scie.org.uk/publications/practiceguides/practiceguide09/index.asp)

Scottish hospice standards

The Scottish national standards for hospices has a strong focus on dignity, defined as follows:

Your right to:

• be treated with dignity and respect at all times; and

• enjoy a full range of social relationships.

http://www.scotland.gov.uk/Resource/Doc/69582/0017384.pdf 

Commentary
The idea of a full range of social relationships is a useful and important emphasis on the social in palliative care, which is typical of the Scottish government approach, compared with the rather healthcare-oriented England government approach.
Dignity in Care: an RCN view

A useful piece of research has been published by the Royal College of Nursing, one of the nursing unions (Baillie et al, 2008). Apparently, there is an RCN dignity campaign, not surprisingly because nurses are associated in most people’s minds with a commitment to good care. The study is based on responses from more than 2000 nurses who shared their experiences and views.

It usefully points to three levels of policy on dignity: a government level, an organisational level and an individual level. It is not surprising that a trade union publication makes the point that the individual responsibility and accountability of a professional can only be fully carried out where the other two contexts support the possibility of good practice.

The study is well-connected with real practice. There are listings for example on activities that might compromise dignity, people vulnerable to loss of dignity and how nurses protect dignity through privacy, good communication and the way in which they provide physical care.

The overall recommendations are initial and continuing education focused on dignity, a concern for the physical envoironement and its adverse and positive effects on dignity, the role of the employing organisation, professionals giving priority to dignity and trying to ‘dgnify’ care activities wherever possible. Some useful examples of initiatives to do all these things are provided, although the survey character of the publication suggests that some of these may be presented in a rosy-tinted kind of way, showing the respondents and their organisations in a good light. Some detailed critical analysis of the various suggestions would be needed to strengthen the validity of this offering.

Commentary

My impression of a lot of this work is that it is circular; a small groups of terms like esteem, respect and dignity are used to define each other, with no real clarity about what people actually mean by them. Then, what to do? Many of these points make generalisation about what it should be like, but do not tell you what you should do and not do. The RCN document, which is more detailed than most, gives you lists of situations that nurses get in to, for example exposing people’s bodies, so that tells you when there might be risks, and also something about what nurses do to maintain dignity, although at a rather high level of generality, such as ‘courteousness’. Well yes, but people differ widely in what they regard as courteous, and some are uncomprehending that someone else might take a different view from them; just look at mobile phone behaviour in trains for example. This must be even more difficult with what is personally acceptable. What is making time for people? What will your manager say when you did make time for a service user to tell you something difficult and you were late for the next appointment? This is discourteous to the next care-receiver, and raises their level of insecurity about whether the service is reliable, and is certainly not dignified.

What does this mean for palliative care, which is often thought to have high standards of quality and dignity in care? It may be just that it’s well-funded, and so therefore people do have more time and appear less rushed.  Perhaps the staff in palliative care, having said that they will work with dying people, are more saintly than most? – surely not.
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