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Tips to reduced closed cultures

• Individuals to be offered a named keyworker 

•  Staff to have regular supervisions which promote 
reflective practice. 

•  Managers are visible with Individuals  
we support. 

•  Each Individual we support will be encouraged to 
complete an annual satisfaction survey. 

•  Staff to use the whistleblowing hotline  
if they have concerns. 

•  NCQ Quality Team will monitor closed  
cultures during visits. 

•  Staff will promote the principles of  
active support.

•  Services will encourage the involvement  
of families and advocates.

•  Registered Managers/Principal to risk  
assess where family members and close  
friends work together.

  Please read the NCG preventing closed 
cultures policy.
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Human Rights Act 

Individuals using services that have  
closed cultures, are more likely to be  
exposed to risks of abuse, avoidable  
harm and breaches of their rights under  
the Human Rights Act 1998 and  
Equality Act 2010. 

Good care and support principles are 
underpinned by an understanding of  
and a respect for people’s human rights. 
It is important that social care staff have 
a good understanding of human rights 
and that they have a duty to act when 
they be-lieve that someone’s human 
rights are not being protected. 

If you have concerns
• Speak to your manager, or

• Use the whistleblowing hotline.

• Contact the Quality Team
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Understanding what a  
closed culture is 

A closed culture is an environment that can 
lead to harm, which can include human rights 
breaches such as abuse. Any service delivering 
care and support can have a closed culture, and 
some of the features of a closed culture include:

•  Staff and/or management no longer seeing 
individuals who use the services as equal  
human beings

•  Very few Individuals being able to speak up for 
themselves. This could be because of lack of 
communications skills, a lack of support to speak 
up, or fear of abuse.

•  The Individual has limited or no access to  
family/advocacy on a regular basis to say how  
they are feeling

National Care Group expects an open and 
transparent culture within all services, including 
residential, supported living, colleges, day 
services and domiciliary care. All staff should  
be aware of the possible risk factors and work 
with managers and the organisation to reduce 
any risks.

Inherent risk factors which  
may lead to a closed culture

•  Individuals we support are highly dependent  
on support staff.

•  There is a power imbalance between staff  
and Individuals we support.

•  Restrictive practices are used.

 • Lots of changes in staff and management

•  The workforce comprises of staff who are 
either close friends or family members  
causing cliques to form.

•  Lack of openness between staff  
and management.

•  Managers not leading by example.

• High staff turnover.

• High agency usage.

• Staff are not supported to raise concerns.

•  Lack of external people such as family,  
advocates or external agencies involved in  
the individuals life.

•  Staff working with the same core team all  
of the time.

What are the warning signs  
of a closed culture? 

Unlike the inherent risk factors that indicate 
that a closed culture is more likely, warning 
signs suggest that a closed culture is 
developing or has already developed in a 
service. Warning signs can also be present in 
a service with low inherent risk of a closed 
culture, as a closed culture can develop in  
any service. 

•  Information of concern being raised through 
external stakeholders.

•  Staff not understanding nor speaking warmly 
about Individuals they support.

•  Care and support plans not being individualized 
or reflecting the individuals voice.

• Lack of reasonable asdjustments

• Poor or absent communication plans.

• Potential punitive approach to care.

•  General blanket restrictions in place which are 
not the least restrictive option.

•  Use of physical restraint.

•  Poor understanding or application of the Mental 
Capacity Act.

•  Staff not being given the appropriate training to 
meet Individuals needs.

• Staff reporting bullying or whistleblowing.

•  A failure to provide regular, good quality 
supervision.

•  Families not having a good working relationship 
with the service.

• Few or no notifications/incidents.
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