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[bookmark: _Toc224313236][bookmark: _Toc224313599]Source 1
Maslow, A.H. (1943) ‘A theory of human motivation’, Psychological Review, 50(4), pp.370-396. Available at: https;//doi.org/10.1037/h0054346.
Maslow’s (1943) Hierarchy of Needs proposes that human behaviour is shaped by five levels of need arranged in a pyramid: physiological needs, safely, love, belonging, esteem and self-actualisation. The centre argument is that lower-level needs food, shelter, safely must broadly be met before people are motivated to pursue higher psychological ones. For Maslow, wellbeing is never just physical; it is built from social connection, self-worth and the ability to live purposefully.
This framework translates well into care home practice. Residents depend on staff for basic needs, but Maslow’s model remind practitioners that stopping there is not enough. Dignity, relationships and meaningful occupation are just as necessary for genuine wellbeing (Bek, 2018). A strength of theory is how accessible it is caring staff at every level can use it as a practical checklist to assess whether all the resident’s needs are being addressed. The main limitation is that the hierarchy is not universal. People from collectivist backgrounds for instance, may not experience needs in this fixed sequence. Despite this, it remains a practical starting point for person-centred care.

[bookmark: _Toc224313237][bookmark: _Toc224313600]Source 2
Haslam, C., Cruwys., T. and Haslam, S. (2014) ‘The we’d have it; Evidence for the distinctive benefits of group engagement in enhancing cognitive health in aging’, Social Science & Medicine,120, pp.57-66. https;//doi.org/10.1016/j.socscimed.2014.08.037
Haslam, Cruwys and Haslam (2014) examined how social group membership affects cognitive health in older adults. Using social identity theory, they found that belonging to meaningful groups, clubs, faith, communities, shared interest activities have a measurable protection effect on cognition. Critically, losing group memberships upon moving into residential care was associated with accelerated cognitive decline, while maintaining or gaining membership provided a buffer against it. Their findings connect directly to Vygotsky’s (1978) argument that social interaction is central to sustaining psychological functioning across the lifespan.
This study matters for care professionals because it moves the case for social programming from common sense into evidence based. The longitudinal design is a genuine strength, allowing stronger conclusions than a cross-sectional study could support. The main limitation is scope; findings may not transfer easily to residents with advanced dementia or severe mobility difficulties, even so, the research makes a strong case that social engagement should be treated as clinical priority in residential settings, not an optional activity.

[bookmark: _Toc224313238][bookmark: _Toc224313601]Source 3
Rowe, J.W. and Kahn, R.L. (1997) ‘Successful aging’, The Gerontologist, 37(4), pp. 433–440. https://doi.org/10.1093/geront/37.4.433
Rowe and Kahn (1997) challenged the prevailing assumption that ageing is inevitably a story of loss. Their model of ‘successful ageing’ identifies three linked components: avoiding disease and disability, maintaining high physical and cognitive function, and staying actively engaged with life. Together, these reframe later life as a stage with genuine potential rather than simply a period of managed decline, which was a significant shift in how gerontologists and practitioners thought about older adults.
In residential care settings, this framework gives professionals a rationale for designing programmes that genuinely challenge and engage residents rather than simply keeping them comfortable. That optimistic orientation is one of the model’s real strengths. However, Bowling and Dieppe (2005) raise an important objection in the BMJ: the biomedical benchmarks Rowe and Kahn set, low disease, high function, active engagement, are ones that most care home residents will never meet, particularly those with chronic illness or disability. Framing ordinary ageing against such criteria risks making residents feel they have failed rather than helping them flourish. They also note it reflects Western, individualist values and overlooks how gender, ethnicity and socioeconomic background shape ageing, a reminder that practitioners should treat it as an aspirational guide, not a benchmark for judging residents.
[bookmark: _Toc224313239][bookmark: _Toc224313602]Source 4
Seligman, M.E.P. and Csikszentmihalyi, M. (2000) ‘Positive psychology: An introduction’, American Psychologist, 55(1), pp. 5–14. https://doi.org/10.1037/0003-066X.55.1.5
Seligman and Csikszentmihalyi (2000) argued that psychology had spent too long focused on dysfunction at the expense of what allows people to thrive. Positive psychology redirects that focus towards strengths, resilience and meaning.
The relevance to older adult care is clear. Residents often arrive having lost roles, relationships and independence. Positive psychology encourages practitioners to actively look for and nurture what residents can still do and value, rather than focusing purely on what they have lost. Crucially, this is not just theory: Sin and Lyubomirsky’s (2009) meta-analysis of 51 studies involving over 4,000 participants found that positive psychology interventions significantly improved wellbeing and reduced depressive symptoms, with the strongest effects recorded specifically in older adults. This directly supports the use of interventions such as reminiscence therapy and life-review activities in care settings. The foundational source’s limitation is that it was written at a general, introductory level and does not account for the specific constraints of institutionalised life, grief, cognitive decline, limited autonomy, that may narrow what is achievable. Practitioners should use the principles selectively and in combination with thorough individual assessment.
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[bookmark: _Toc224313241][bookmark: _Toc224313604]Applying Maslow’s Hierarchy of Needs in a Residential Care Home Setting
Prepared for health and social care professionals in older adult residential care
Introduction
Understanding psychological theory is one of the most useful things a care professional can develop. It helps explain not just what residents do, but why and that understanding changes how we respond. With over 408,000 people now living in care homes across the UK (Office for National Statistics, 2023), getting that response right matters enormously. This report focuses on Maslow’s Hierarchy of Needs (Maslow, 1943). It will explain the theory, show how it applies in practice, walk through a real example and consider one challenge in using it.
Explanation of the Theory
Maslow (1943) proposed that human needs are arranged in five levels, each building on the last. At the bottom are physiological needs food, warmth, sleep, medical care. Above those sit safety needs: stability, routine and protection from harm. The middle level is love and belonging, covering friendship, family contact and emotional connection. Esteem comes next the need to feel valued, capable and respected. At the top is self-actualisation: living with purpose, doing things that feel meaningful.
The important thing about this model is what it implies for care. It says that if you only meet someone’s physical needs, you have only done part of the job. Kaufman (1986) found that older adults do not experience meaning through ageing itself, but through continuing to express a consistent sense of who they are. When someone moves into a care home, they often lose the roles that gave them that identity as a professional, a parent, a neighbour. Maslow’s framework gives practitioners a way to see why that loss is so distressing, and a structure for thinking about how to address it.
Application of the Theory
In practice, Maslow’s hierarchy helps staff think beyond the task list. Good nutrition, pain management and a safe environment form the foundation. Once secured, the model prompts deeper questions: does this resident feel connected? Valued? Is there meaning in their day?
Group activities address belonging; recognising preferences and contributions builds esteem; creative projects or small roles support self-actualisation (Rowe and Kahn, 1997). Staff who understand the hierarchy are better placed to see that withdrawal or agitation often signals an unmet need rather than a personality problem.
Real-World Example
Margaret is 82 and moved into a care home after a fall at home. Before admission, she had been active in her local Women’s Institute and had spent years baking for her family. In her first weeks at the home, staff ensured her pain was managed, her room was personalised and she had a consistent key worker addressing her physiological and safety needs. But she remained withdrawn.
Her key worker noticed this and, knowing Margaret’s background, introduced her to a small weekly baking group. Margaret was hesitant at first, but within a few weeks she was leading sessions and showing other residents her recipes. The change in her was significant she was talking more, joining communal meals, and staff noticed she seemed more settled overall. This is Maslow’s hierarchy in action: once belonging and esteem needs were addressed through something connected to her identity, self-actualisation followed. As Rowe and Kahn (1997) note, continued engagement and a sense of purpose are central to wellbeing in later life.
Challenges
The main challenge with Maslow’s framework is that it assumes a fixed order of needs, which does not always reflect reality. A resident living with dementia may feel intense distress around belonging or safety even when their physical needs are fully met (Kitwood, 1997). Applying the hierarchy rigidly in those circumstances risks missing what matters to that person.
The most practical response is individualised care planning. Rather than working through the hierarchy as a checklist, staff can use it as a prompt a set of questions to ask about each resident. Regular reviews of the plan allow needs to be reassessed as circumstances change, ensuring the framework stays responsive rather than becoming another form of routine.
Conclusion
This report has shown how Maslow’s Hierarchy of Needs can be a genuinely useful tool for care home professionals. It offers a clear framework for thinking about the full range of a resident’s needs, not just the physical ones, and it helps staff understand the connection between unmet psychological needs and the difficulties residents sometimes show. Margaret’s case demonstrates that when the framework is applied thoughtfully and personally, it can make a real difference. Psychological theory is not just an academic exercise used well, it shapes better, more humane care.
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