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The person-centred care of individuals with dementia in UK healthcare and social care 
 
Abstract 
 
Dementia is becoming an emerging public health problem in the United Kingdom, where one million people live with the condition and prevalence is bound to rise exponentially with increasing age (Alzheimer's Society, 2023). Dementia remains a problem for the NHS and social care but also has widespread effects on society, individuals, and families. Person-centered care (PCC) is an evidence base for enhanced dementia practice. From Tom Kitwood's personhood theory and subsequently extrapolated by Brooker's VIPS model of care more recently is PCC (Person-Centered Care) shifting the emphasis it has previously accorded to symptom management towards a validation of personhood, dignity, and relationally sensitive support (Kitwood, 1997; Brooker & Latham, 2015). 
 
This scoping review aggregates and selects peer-reviewed 2015-2025 UK health and social-care adoption of PCC and its effects on wellbeing, staff experience, and organizational practice. It employed searching of primary databases and thematic analysis to deal with generalized trends with varied methodologies. Findings are that PCC has consistently improved emotional wellbeing, minimized behavioral distress, and facilitated improvement in staff, service user, and family relationships. Leadership commitment, ongoing learning, organizational culture, and commitment are also considered essential in order for effective PCC to occur. 
 
⸻ 
 
  । 
 
1. Introduction 
 
Dementia is a chronic and progressive disease with profound effects on cognition, behavior, memory, and functional status. Dementia is not a disease but rather a syndrome of symptoms caused by one of many chronic cerebral diseases like Alzheimer's disease, vascular dementia, and Lewy body dementia. It is estimated that nearly one million people are afflicted with dementia in the United Kingdom alone, and that number is bound to increase as people get older (Alzheimer's Society, 2023). Its increasing prevalence has wide-ranging implications that reach deep into the individual, family, and society as a whole, with the unprecedented burden falling on the NHS and social care. Dementia care needs to include the emotional, social, and existential dimensions of a degenerative condition that destroys memory, identity, and autonomy. Respecting the individual is now codified as part of national advice for policy and practice guidance within the UK system. 
 
 
2. Background 
 
Living with dementia involves so much more than the quantifiable decline function most easily attributed to it. 
 
● The individual lives with fluctuating mood and social self, which test their sense of self, membership, and autonomy day by day to very high levels. Forgetting and executive function impairment would be the outcome in confusion, anxiety, and social withdrawal, and spillover to relatives and carers in managing loss of boundary between dependency and autonomy. Recognition of these psychosocial traits has played a pivotal role in the development of person-centered care (PCC) as practice and as ideology in the care of dementia. Tom Kitwood's theory of personhood (1997) lies at the heart of this development. His second model concentrated on the reality that individuals with dementia do possess residual self that needs to be reclaimed and nurtured. 
 
To Kitwood, the spaces in which one is being cared for and the interactions within the same are able to construct or dismantle personhood — a phenomenon he used to describe evil social psychology as a mechanism of charting harm due to depersonalized care. Kitwood counteracted with five profound psychological needs — comfort, attachment, inclusion, occupation, and identity — which collectively form the basis of emotional well-being in dementia. Excellent care is therefore not merely symptom control but a reaction to such needs on humane, respectful, and compassionate terms. According to this theoretical foundation, Brooker's VIPS model offered a practice model for the operationalization of person-centered principles into practice (Brooker & Latham, 2015). The model describes four key elements:  	 
· V – Valuing people with dementia and carers. 
 
· I – Person-centered care that maintains the person's personhood. 
 
· The person's own perspective attempts to make sense of their own world. 
 
· Social and physical environments that are person-centered and promote wellbeing. 
 
 
 
3. Methods 
3.1 Design and Rationale 
It was performed as a scoping review from the mapping perspective of the nature and extent of published evidence about PCC in UK care settings for individuals with dementia. A scoping method was employed because the topic encompasses qualitative, quantitative and mixed-method studies, trial results, examination test marks, and implementation reports; themes were to be meta-analytically synthesized rather than reported pooled effect sizes. 3.2 Search Strategy 
 
Systematic electronic database searching was conducted below: PubMed/MEDLINE, CINAHL, PsycINFO, and Google Scholar. 
 
A selective peer-reviewed literature search from 2015 to 2025 was conducted to achieve recent updates. 
 
Keywords and subject headings such as: "person-centered care" OR "person centered care" OR "person centered" AND "dementia" AND (United Kingdom" OR "UK" OR England OR Scotland OR Wales OR Northern Ireland) were applied. Additional searches used the following: 
"Dementia care interventions", "relationship-centered care", and "person-centered dementia care". 
References for key papers were also searched for additional relevant papers. 3.3 Inclusion and Exclusion Criteria Inclusion criteria 
 
· High-quality PCC intervention or staff training in dementia published reviews, and high-quality peer-reviewed qualitative, quantitative, or mixed-methods studies. 
 
· From UK health or social care settings (in aggregate, or with large UK samples). 
 
· Only in English, between 2015-2025. 
 
· Implementation, service delivery, well-being, behavior, or staff practice reports. 
 
Exclusion criteria: 
· Opinion letters, non-peer reviewed reports, conference abstracts in the absence of accompanying full reports. 
· Non-UK studies where UK applicability is not mentioned. 
· Studies involving pharmacological intervention only without any elements of PCC.  
3.4 Study Selection, Data Extraction and Synthesis 
● duplicated search results were de-duplicated, title- and abstract-filtered, full text of probable relevant articles searched and screened against inclusion criteria. Data were extracted into included studies charting table to extract authors, year, setting, study design, sample, description of PCC approach or intervention, outcome measures, main findings, and limitations. 
Thematic synthesis was used on results obtained. Inductive first coding was addressed by research outcomes, whose codes subsequently agglomerated into themes according to processes of implementation, overt advantages to individuals with dementia, impacts on workers, organizational enablers, and system limitations. Narrative synthesis was utilized on results and subsequently illustrative study outcomes accordingly. 
3.5 Ethical Considerations 
 
This review made use of secondary data available in the public domain and was not formally ethics approved. Ethical standards of honesty, fairness in accrediting principal researchers, and transparent disclosure of study limitations were maintained. 
⸻ 
4. Results 
4.1 Summary of Included Studies 
 
There were eleven studies, screening and analysis at full-text level, that were eligible for inclusion and have made it to this synthesis. 
 
They differed in design, setting, and approach, which identifies the heterogeneity of dementia care within the UK. 
 
The collection contained: two randomized controlled trials (RCTs), three implementation mixed-methods studies, three qualitative syntheses, two observational studies, and one case study of integrated dementia services for communities. 
 
In aggregate, the studies provided a snapshot of care homes, NHS hospital ward, multidisciplinary pilot scheme, and community-based team experiences. 
 
Sample sizes ranged from small qualitative interviews with staff and carers in care homes (n=15–25) to large cluster-RCTs in numerous care homes and hundreds of participants. 
 
Scope and intensity range of interventions is the scope in which the PCC principles can be scaled — from the short training modules to the entire cultural change program. 
 
Some of these pathfinder research studies include: 
· Ballard et al. (2018) – UK cluster RCT WHELD programmer trial, UK care home. Staff training, medication review, and structured activity provided clinically important reduction in agitation and improvement in proxy-rated quality of life. 
· Surr et al. (2018) – staff training intervention in care homes using mixed-methods evaluation, change assessed in staff attitude, knowledge, and resident engagement. • Petty et al. (2019) – qualitative roll-out study of hospital-based dementia training more sensitively but with continuing organizational issues. • McCormack et al. (2019) – case study of cultural change and leadership on rolling out PCC into Scottish hospital wards. 
 
· Parsons et al. (2022) – Report on community dementia services with successful PCC principal roll-out, enhanced carer satisfaction and reduced care variations. 
 
The second supporting evidence was Hung et al. (2020), who stated residents in PCC-restricted care were less behavior distressed and more emotionally resilient, and Chenoweth et al. (2019), whose hospital care trial showed higher intensity of communication training resulted in more resident to staff interaction and less behavior distress. 
 
Together, the studies established general premises of evidence from which they formulated PCC as a theoretical framework with unmeasurable dimensions that can be operationalized across various care settings. ⸻ 
 
4.2 Thematic Synthesis 
Data which were coded and removed were reduced to five overarching inter-connected themes: 
1. Enhanced well-being and less behavioral distress. 
2. Enhanced staff competence, empathy, and job satisfaction. 
3. The leadership and organizational culture function. 
4. Issues of implementation which cannot be fractured. 
 
5. Integration, continuity, and family involvement. 
 
All five themes are presented below in more detail. 
 
⸻ 
 
Theme 1 — Increased well-being and reduced behavior disturbance 
The best outcome in trials was that PCC interventions were emotionally and psychologically positive for individuals with dementia. Care home residents who experienced coordinated PCC interventions had their reduced agitation, wandering, and hostility increased (Ballard et al., 2018). The WHELD trial, for instance, experienced its agitation scores and quality of life results enhanced even further when caring for a day comprised goal-directed activity, person-centered communication, and checking of medication. 
Qualitative outcomes still recognize residents as less distressed and more socially engaged when afforded time to allow them to contribute towards knowledge of personal habit, taste, and history. 
The most common activities to be incorporated for greater involvement and reduced distress were music therapy, reminiscence, and sensory stimulation (Hung et al., 2020). 
Warm, empathic, and patient affective care interaction style functioned as effectively as any exercise ever created. 
The findings were also validated with the hospital-based study. Petty et al. (2019) found that the combination of PCC training with communication and acceptance of the patient's previous life allowed the employees to work better in behavior de-escalation and minimization of restraint or medication reliance. Collectively, these findings support that PCC symptom manages but, above all, improves well-being through relations and quality of the environment. ⸻ Theme 2 — Employee competence, empathy, and job satisfaction 
 
The second most frequent finding was the general positive impact of PCC training on morale, attitudes, and staff confidence. The blended delivery of classroom instruction and additional work-based mentoring had been identified as optimal to develop competence and empathy at the core skills level (Surr et al., 2018). Staff became more empathetic with people's communication needs and were confidently equipped to handle behavior and emotional issues without resorting to controlling practice. 
Enhanced staff wellbeing was a secondary emergent outcome. 
 
Staff were enabled to be present and empathic in practice with reduced stress and increased professional satisfaction. 
 
Observations by e.g. Wolf et al. (2019) and Jones et al. (2023) indicated that reflective practice workshops and supervision enabled PCC principles to enable the staff to work with emotional overload and resist burnout. Mutual value of person-centered relationships — where residents and carer each value valuing being valued by the other — seemed to enhance morale and staff retention. ⸻ Theme 3 — Leadership and organizational culture as enablers 
 
Commitment to facilitative leadership and organizational culture was repeatedly cited to facilitate sustainable PCC. McCormack et al. (2019) once more had an organizational culture that facilitated staff in breaking routines and exercising their judgment as leadership committed to relationship-based care. "Practice champions" — highly skilled front-line practitioners who were tasked with demonstrating by example PCC values — facilitated such breaking of routine in care practice. 
 
Parsons et al. (2022) and Cook et al. (2019) also equally believed organizational frontliner alignment with management was critical. When emotional labor was valued and space for thinking provided by managers, PCC values were at the heart of daily practice and not pilot initiatives in themselves. Risk control and measurement cultures would also be changed most likely towards task-focused care at the expense of sustainability of PCC. 
 
Leadership is thus a symbolic and functional PCC predictor of success — expressing organizational values, time brokering relational work, and creating mutual responsibility for caring care. 
 
⸻ 
 
Theme 4 — Barriers: staffing, time, and measurement challenges 
Gains results were produced in some, but inevitably barriers in almost all studies. 
 
Staff shortages, turnover rates, and lack of time to meaningfully connect were the most frequently mentioned among them. 
 
Overloaded workloads left carers with little more than physical care with little or no extra time within which to talk and offer emotional support. 
 
These types of organizational issues were most prevalent in understaffed NHS wards and care homes. 
 
Variable training and support were also an early obstacle. 
Specialist workshops would have short-term or zero enduring impact unless supplemented by repeated mentorship and management (Surr & Gibson, 2020). 
 
Organizational turnover continued to involve new employees leaving before cultural change could take root. Measurement was also plagued by methods. One of the PCC outcomes of greatest value to most individuals — dignity, self-esteem, and facility of relating — is unmeasurable. A lot of evidence had been proxy of staff rating or family member rating and therefore would not have been able to reflect the real life of the residents' day to day. Therefore, although there is rich qualitative evidence for the emotional and relational impact of PCC, there is only limited quantitative evidence available to inform commissioning decisions and investment (McCormack & McCance, 2017). Theme 5 — Family involvement, continuity, and engagement with the final theme identified family involvement and joined-up care as essentials. 
 
The evidence gathered in the community (Parsons et al., 2022; Cook et al., 2019) was that PCC worked best if coordinated between service boundaries — avoiding primary, secondary, and social care systems. Integration minimized fragmentation, enhanced 
professional-to-professional communication and enabled person-centered care plans to be transferred from setting to setting. Family carers were key sources of personhood in terms of biographical detail and affective support. Continuity and satisfaction were best where feasible where families were actively involved in care planning. Continuity was compromised, however, by exclusion of the family and breaking in continuity between formal and informal care. These accounts demonstrate a greater understanding of the appreciation that PCC is not only something that is happening within the organizational system; it is happening within the entire support system of an individual with dementia. Integration and coordination are thus key drivers of good, sustainable person-centered practice. ⸻ 
 
4.3 Summary Table (Written Overview) 
 
(As in your first report, this would be an official table. Below is the more detailed summary narrative report of conclusions. 
 
· Ballard et al. (2018) – UK care home Cluster RCT; structured PCC programmed had lower agitation and higher quality-of-life score. 
 
· Surr et al. (2018) – Mixed-methods study; staff training improved staff competence and empathy; longer-term effects had to be followed up by management. 
 
· Petty et al. (2019) – Qualitative case study; awareness and levels of communication among staff were increased but the time did not favor full realization. 
 
· McCormack et al. (2019) – Case study; organizational culture and reflective leadership featured prominently in maintaining PCC practice. 
 
· Parsons et al. (2022) – Community evaluation; continuity and carer satisfaction were increased by PCC values positively. 
 
· Hung et al. (2020) – Observational home-care study; PCC environments were linked with improved resident mood and activity. 
 
· Chenoweth et al. (2019) – RCT hospital study; PCC communication skills training saw a reduced rate of behavior and patient interaction. 
 
Cumulatively, the findings offer evidence for increasingly better living with dementia when embedded within enabling organizational frameworks. Quality leadership, family and community involvement, and staff teams working in long-term care settings are sources of sustainability. 
 
⸻ 
 
5. Discussion 
5.1 Interpretation of main findings 
This scoping review is intended to demonstrate that person-centered care can improve wellbeing in individuals with dementia in alternative UK settings. 
Evidence that enhanced mood, reduced agitation and most frequently reduced antipsychotic medication usage is substantiated when training of staff coupled with formal implementation of PCC programs is supplemented by psychosocial treatment and monitoring of medication. PCC is also having a positive effect on the staff with enhanced staff competence, empathy and job satisfaction where support and reflection practice is being upheld. The quality of evidence does vary. There are a couple of decent trials (e.g., Ballard et al.), and there are large numbers of qualitative or small studies with no generalizability. 
Heterogeneity in PCC definition, intervention elements, and outcomes makes pooling challenging. 
Subject to the following, there is circular process: PCC produces relational benefits which can be sustained in real improvement in attendance and behavior provided that strategy is being developed incrementally and reinforced by organizational arrangements. 
 
5.2 Implementation issues and realistic change Most fundamental are staffing and organizational issues. 
 
Low manning gaps and turnover limit room for continuity and for staff to spend time establishing relationships. 
 
One-session training has minimal lasting effect; a series of mentoring, supervision and reflective elements on courses produces more lasting change. 
 
Leadership is key: organizations that invest in cultural change with time for person-centered care activity and sponsorship are most likely to succeed with PCC. Joined-up commissioning and payment at system level with incentives based on quality-of-life, and clinical outcomes can determine PCC incentives. Issues regarding measurements undermine commissioning decisions. Outcome measures superficially rely on proxy measures or clinical endpoints; there are measurements to be made in order to be able to safely measure dignity, sense of self and subjective wellbeing without exhausting patients or carers. 5.3 Areas of research There are: • Poor recent UK data concerning PCC in domiciliary and community versus residential care. 
 
· No similar longer-term follow-up data to determine sustainability and cost-effectiveness. 
 
· Sparse coproduced research with people with dementia having their perspectives at the forefront of intervention development. 
 
· There is little emphasis on system-level interventions (e.g., commissioning, pathways) that are amenable to scaling with prospect for scale-up of PCC at an organizational level. 
 
These challenges need to be addressed by trial-based mixed-methods implementation research in practice alongside qualitative evidence and economic analysis. 
5.4 Strengths and limitations of this review 
 
Strengths: Scoping exercise permitted capturing diversity of evidence and practical policy and practice themes to be included. Review is UK contextually relevant and brings together qualitative and quantitative findings. 
 
Limitations: Heterogeneity of studies included in the review limits comparability even with an attempt to cover comparatively more recent literature (2015–2025). Peer-reviewed English-language literature search may have left out practitioner reports or grey literature on new local practice. Finally, as most of the outcome is of non-objective nature, the review although partially relies on proxy and staff reports which do not actually represent the experience of the dementia population. 
 
6. Conclusion and Recommendations 
Person-centred care (PCC) is a best-evidenced practice promoting well-being, reducing behavioral distress, and facilitating staff practice. Making PCC mainstream UK practice requires investment in organizational design, leadership, and workforce development in respect of prioritizing relational time and continuity of care. 
Key recommendations: 
 
1. Embedded PCC as a continuous component of professional development through continuous, mentored training. 
 
2. Foster reflective practice and leadership to place PCC values at the center of management. 
 
3. Invest in partnership with social and health care systems in order to provide continuity. 
 
4. Implement key outcome measures that are dignity, identity, and well-being-specific. 
 
5. Invest in long-term cost-effectiveness and PCC research sustainability. 
 
⸻ 
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