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Report On Evaluation of Person‑Centred Care and Partnership Working in a Care Home Setting
Abstract 
This report explores the importance of Person‑Centred Care and Partnership Working in dementia care within UK health and social care. The report identifies key benefits, including improved personalisation, reduced distress, better continuity of care, and stronger safeguarding. It also highlights challenges such as communication barriers, workforce pressures, and limited digital integration, which can restrict effective collaboration. Practical examples from a dementia care home illustrate how PCC and PW operate in real practice. The report concludes that stronger multidisciplinary communication, improved digital systems and sustained organisational commitment are essential for delivering high‑quality, person‑centred dementia care.
Introduction 
Person‑centred care (PCC) and partnership working (PW) are central principles in UK health and social care, guiding professionals to deliver safe, compassionate and individualised support. PCC emphasises dignity, autonomy, and tailoring care to individual needs (NHS England, 2024), while PW promotes coordinated multidisciplinary collaboration for complex conditions such as dementia (SCIE, 2022). This report evaluates PCC and PW within a dementia care‑home setting, examining benefits, limitations and Maslow’s Hierarchy of Needs (Maslow, 1943). It also explores ethical principles, relevant legislation including the Care Act 2014 and Mental Capacity Act 2005, and how these frameworks shape everyday practice supported by wider health‑policy perspectives such as Ham’s analysis of system design and organisational pressures (Ham, 2009a).
Definition of PCC in Care Home 
PCC is an approach that places the individual at the centre of all care decisions, ensuring support reflects their unique values, preferences, identity, and lived experience. PCC emphasises dignity, autonomy, and holistic wellbeing, recognising physical, emotional, social, and cultural needs. NHS England (2024) highlights the importance of involving the person in every decision, while Health Education England (2017) stresses understanding the whole person rather than focusing solely on symptoms. The CQC (2020) reinforces that PCC must promote dignity, choice, and independence. In dementia care homes, PCC is delivered through life‑story work, familiar routines and personalised communication, helping maintain identity and reduce distress.
Benefits of PCC in Care Homes 
PCC benefits people with dementia by promoting autonomy, dignity, and emotional wellbeing. Supporting residents to choose routines, meals and activities strengthens identity and reduces institutionalisation (NMC, 2018). Personalised communication and familiar routines improve engagement and satisfaction for people with dementia. Holistic wellbeing is enhanced through meaningful relationships and culturally sensitive care, while safeguarding risks decrease when staff understand individual needs (CQC, 2022). These approaches reduce distress, improve cooperation and help maintain a sense of self in dementia care homes. However, PCC relies on adequate staffing and organisational support (SCIE, 2022).
Limitations of PCC in Care Homes
Implementing PCC that support residents with dementia presents several challenges. Workforce shortages and high turnover reduce the time available for personalised interactions, which are essential for understanding residents’ histories, triggers and communication needs (NHS England, 2024). Time constraints make it difficult for staff to provide slow-paced care. Inconsistent training is another limitation, as PCC relies on strong observational skills, empathy and cultural competence, which can vary across staff teams (NMC, 2018). Cultural gaps may lead to misinterpreting behaviors or overlooking identity related needs. PCC can also create unrealistic expectations when families request care that is not clinically appropriate or safe for someone with advanced dementia. These challenges highlight the need for stable staffing, dementia specific training and organisational support to deliver PCC effectively in care homes.
Relevant Theories in PCC 
PCC is supported by a range of theoretical perspectives that emphasise individuality, autonomy, and holistic wellbeing. Maslow’s Hierarchy of Needs (1943) suggests that people are motivated by five levels of needs: physiological, safety, love and belonging, esteem, and self‑actualisation. In care homes, this means residents must first have basic needs met such as nutrition, comfort and safety before they can benefit from social connection, independence or meaningful activities. For people with dementia, meeting emotional security and belonging is often as important as physical care. A strength of Maslow’s theory is its holistic view of wellbeing, though critics argue that needs do not always follow a strict order and may vary across cultures (Glasby and Dickinson, 2014).  However, Alderfer’s ERG Theory (1969) refines Maslow’s model by grouping needs into existence, relatedness, and growth. This flexibility is useful in care homes where residents may regress or progress between need levels depending on health changes. For example, a resident with dementia may temporarily regress to existence of needs during periods of confusion or illness, requiring increased reassurance and basic support before re‑engaging in social or growth‑focused activities. Therefore, its broad categories can make assessment less precise, limiting its practical application (Alderfer, 1969).
Kitwood’s Dementia Care Model highlights personhood, recognising that people with dementia retain identity and emotional needs despite cognitive decline (Kitwood, 1997). His five psychological needs guide personalised, relationship‑centred care, though implementation is often inconsistent due to staffing pressures, limited time and variable dementia‑specific training (Brooker, 2007).
Bradshaw’s Taxonomy (1972) helps care‑home staff recognise that residents’ normative, felt, expressed and comparative needs may differ from professional assumptions, though identifying felt needs is difficult for those with dementia. Bronfenbrenner’s Ecological Model (1979) shows how wellbeing is shaped by family, culture, community and the dementia care‑home environment, supporting culturally sensitive PCC, but external connections can be hard to maintain in understaffed homes. The Medical and Social Models offer complementary perspectives: the medical model ensures clinical safety, while the social model promotes autonomy and participation, both essential for holistic care in residential settings (SCOPE, 2020: WHO 2020).
Ethical Fundamentals 
Ethical practice is essential in dementia care homes because residents often have complex physical and cognitive needs, requiring staff to make safe, compassionate and person‑centred decisions. Beauchamp and Childress’s (2019) four principles autonomy, beneficence, non‑maleficence and justice guide everyday practice. Autonomy is supported by the Mental Capacity Act (2005), which requires staff to presume capacity and enable decision‑making wherever possible. Justice is reinforced by the Equality Act 2010 and CQC (2022) standards, ensuring fairness, dignity, and safeguarding. Whistleblowing guidance from NCPC (2023), Gov.UK (2023) and Toersen (2022) further protects residents when unsafe or discriminatory practice occurs.
In dementia care homes, autonomy may involve supporting residents to choose meals or routines even when staff believe alternatives are more efficient. Staff must balance these choices with safety, applying MCA (2005) for best‑interest decisions when capacity fluctuates. Justice requires equal access to activities, nutrition, and emotional support, even for residents with advanced dementia. Safeguarding relies on recognising signs of abuse such as withdrawal, poor hygiene, or unexplained bruising (CQC, 2022). Ethical dilemmas frequently arise, including when residents wish to walk independently despite falling risks or when families request interventions that are not clinically appropriate. These are resolved through MDT discussion, documentation, and adherence to ethical frameworks. Together, these ethical principles ensure care‑home practice remains lawful, compassionate and person‑centred, supporting safe decision‑making for residents with dementia. These ethical principles also underpin partnership working, as MDT collaboration ensures beneficence and justice through shared decision‑making, transparent communication and collective responsibility for safeguarding and best‑interest decisions.
Evaluation of PW with practical example  
PW is essential in UK health and social care because people living with dementia have complex, long‑term needs that cannot be met by a single professional or service. Effective PW promotes coordinated, holistic and safe care, and relies on strong communication, shared responsibility and integrated practice (SCIE, 2022). SCIE (2022) defines PW as joint decision‑making between professionals, organisations and individuals. The NHS Long Term Plan (2019) reinforces this through Integrated Care Systems (ICSs), which aim to reduce fragmentation and improve continuity across health and social care. Glasby and Dickinson (2014) argue that PW enhances efficiency by pooling expertise and reducing duplication, while Goodwin et al. (2014) highlight improved outcomes for people with dementia, including fewer hospital admissions and better independence. Safeguarding also benefits from multi‑agency collaboration, enabling quicker identification and escalation of concerns (DHSC, 2020: House of Commons, 2009).
In my dementia care home, PW is central to daily practice. As a Health Care Support Worker, I contribute by sharing observations during handovers, such as changes in appetite, mobility, communication, or behaviour. For example, I supported a resident who became increasingly agitated during personal care. I reported this to the nurse, who contacted the GP to review pain management. The occupational therapist assessed environmental triggers, and the MDT agreed to trial non‑pharmacological strategies such as music therapy and environmental adjustments before considering medication changes. This experience demonstrated how PW improves accuracy, reduces distress, and supports personalised care planning.
Ethical principles also shape PW in practice. I promote autonomy by supporting residents to make choices about clothing, meals, and activities. Beneficence and non‑maleficence guide for MDT decisions, such as trialling non‑pharmacological interventions before sedative medication. Justice is applied when ensuring residents without family advocates still receive equal access to GP reviews, specialist assessments and safeguarding protection.
However, PW is often undermined by organisational barriers. Glasby, Dickinson, and Peck (2006) identify communication failures, incompatible digital systems, and power imbalances. I have observed delays in GP responses, inconsistent communication between external professionals and staff shortages that limit MDT meeting time. These issues can lead to delayed referrals, poor discharge planning, and inconsistent care updates, directly affecting continuity.
Overall, PW offers clear benefits for dementia care homes, but its effectiveness depends on organisational capacity, shared accountability, and robust communication systems. My experience shows that policy frameworks alone cannot guarantee PW sustained leadership, digital integration, and a collaborative culture are essential for improving residents’ wellbeing.
Policy and legislation  
Policy and legislation directly shape daily practice in dementia care homes by guiding how staff deliver safely (PCC). These frameworks ensure that care is lawful, ethical, and consistent, particularly for residents living with dementia.  The Care Act 2014 requires staff to promote wellbeing, demonstrated when carers adapt routines to maintain independence, such as supporting people with dementia to dress or eat in their preferred way. The Mental Capacity Act (2005) ensures lawful capacity assessments and best‑interest decisions, helping staff balance autonomy with safety for residents with dementia. The Equality Act 2010 drives culturally sensitive care, including personalised meals, religious practices, and inclusive communication. The NHS Long Term Plan (NHS, 2019) promotes multidisciplinary teamwork, while NICE dementia guidelines (NICE, 2018) require personalised approaches such as life‑story work and meaningful activity. CQC Fundamental Standards (CQC, 2022) ensure care plans show clear evidence of PCC, and ICS pathways under the Health and Care Act 2022 improve coordinated discharge planning and timely information‑sharing.
In dementia care homes, these policies translate into everyday practice. Staff must respect autonomy by supporting decision‑making wherever possible, even when choices appear inefficient. MCA (2005) guided best‑interest decisions to help resolve dilemmas such as when a resident refuses personal care or medication. Equality legislation ensures cultural identity is upheld, preventing discriminatory practice. MDT collaboration, encouraged by the NHS Long Term Plan, improves behavioural assessment, risk management and continuity of care. NICE guidance ensures activities are meaningful rather than generic, supporting identity and reducing distress. CQC standards require evidence of PCC in documentation, safeguarding residents from neglect or unsafe practice. ICS pathways reduce fragmentation by ensuring hospitals share accurate discharge information with care homes. Together, these policies create a legal and ethical foundation that strengthens PCC, improves safety and ensures dementia care homes deliver consistent, personalised and accountable care.
Recommendation 
Future improvement of PCC and PW in dementia care homes requires stronger multidisciplinary collaboration, better digital integration and more meaningful co‑production. Current gaps include inconsistent communication between NHS and social‑care teams, limited cultural‑competence training, and variable involvement of families in decision‑making (SCIE, 2022).
CQC (2023) and SCIE (2022) highlight the need for enhanced cultural‑competence training to support diverse resident needs. The NHS Long Term Plan (2019) emphasises digital interoperability across Integrated Care Systems (ICSs), while the Care Act 2014 and WHO Integrated Care Framework (2021) promote co‑production and personalised planning. In dementia care homes, culturally competent practice improves trust, emotional wellbeing and reduces behavioural distress, particularly for residents who struggle to express preferences. Digital integration would allow real‑time access to discharge summaries and medication updates, reducing errors and strengthening continuity of care (NHS, 2019). Co‑production ensures care plans reflect residents lived experiences, improving engagement and behavioural outcomes (NICE, 2018). 
These recommendations directly enhance PCC and PW by improving communication, shared decision‑making and personalisation. However, barriers such as staffing pressures, digital inequality, fluctuating capacity, and limited family availability may restrict implementation. 
Conclusion
This report has shown that PCC and PW are vital for delivering safe, dignified and holistic support in dementia care homes. PCC ensures care is shaped around individual needs, while PW enables coordinated responses to complex conditions such as dementia. The analysis highlighted key theories, ethical principles, and legislation that strengthen these approaches, alongside challenges such as staffing pressures and communication barriers. Recommendations emphasised improved MDT training, digital integration, and co-production. Overall, PCC and PW remain essential for promoting wellbeing, safeguarding rights, and ensuring high-quality care for people with dementia residential settings.



Reference 
Alcock, P. and May, M. (2014) Social Policy in Britain. 4th ed. London: Palgrave Macmillan.
Alderfer, C. (1969) ‘An empirical test of a new theory of human needs’, Organisational Behavior and Human Performance, 4(2), pp. 142-175.
Baldock, J. (2012) Social Policy. Oxford: Oxford University Press.
Beauchamp, T. and Childress, J. (2019) Principles of Biomedical Ethics. 8th ed. Oxford: Oxford University Press.
Bradshaw, J. (1972) ‘The taxonomy of social need’, New Society, 30(3), pp. 640-643.
Brooker, D. (2007) Person‑centred dementia care: Making services better. London: Jessica Kingsley Publishers.
Bronfenbrenner, U. (1979) The Ecology of Human Development. Cambridge, MA: Harvard University Press.
[bookmark: _Int_2aPA8anV]Brotherton, G. (2013) Working in Social Care. London: Routledge.
Care Act (2014) Care Act 2014. London: HMSO.
Care Quality Commission (CQC) (2020) Fundamental Standards. Available at: https://www.cqc.org.uk (Accessed 29 July 2026).
Care Quality Commission (CQC) (2022) Safeguarding People. Available at: https://www.cqc.org.uk (Accessed 29 July 2026).
CQC (2023) Culturally Appropriate Care Guidance. Available at: https://www.cqc.org.uk (Accessed 29 July 2026).
Department of Health and Social Care (DHSC) (2020) Care and Support Statutory Guidance. London: DHSC.
Equality Act (2010) Equality Act 2010. London: HMSO.
Glasby, J. and Dickinson, H. (2014) Partnership Working in Health and Social Care. 2nd ed. Bristol: Policy Press.
Glasby, J. Dickinson, H. and Peck, E. (2006) ‘Partnership working in health and social care’, Health and Social Care in the Community, 14(3), pp. 231-240.
Goodwin, N. et al. (2014) Integrated Care for Older People. London: King’s Fund.
Gov.UK (2023) Whistleblowing Guidance. Available at: https://www.gov.uk (Accessed 29 July 2026).
Ham, C. (2009a) Health Policy in Britain. London: Palgrave Macmillan. Available at Health Policy in the United Kingdom: : Public Policy and Politics Christopher Ham Bloomsbury Academic - Bloomsbury (Accessed 29 July 2026).
HCPC (2016) Standards of Conduct, Performance and Ethics. London: HCPC.
[bookmark: _Int_3wYGHAXw]Health and Care Act (2022) Health and Care Act 2022. London: HMSO.
Health Education England (2017) Person-Centred Approaches Framework. London: HEE.
House of Commons (2009) Safeguarding Vulnerable Adults Report. London: HMSO.
Kitwood, T. (1997) Dementia Reconsidered: The Person Comes First. Buckingham: Open University Press.
Macmillan Cancer Support (2021) Ethical Decision-Making Framework. Available at: https://www.macmillan.org.uk (Accessed 29 July 2026).
Maslow, A. (1943) ‘A theory of human motivation’, Psychological Review, 50(4), pp. 370-396.
Mental Capacity Act (2005) Mental Capacity Act 2005. London: HMSO.
NHS England (2019) NHS Long Term Plan. London: NHS England.
NHS England (2023) Safeguarding Adults. London: NHS England.
NHS England (2024) What is Person-Centred Care? Available at: https://www.england.nhs.uk (Accessed 29 July 2026).
NICE (2018) NG97: Dementia -Assessment, Management and Support. London: NICE.
NSPCC (2023) Whistleblowing Advice Line. Available at: https://www.nspcc.org.uk (Accessed 29 July 2026).
NMC (2018) The Code: Professional Standards of Practice and Behaviour. London: NMC.
SCIE (2022) Partnership Working and Integrated Care. London: Social Care Institute for Excellence.
SCOPE (2020) Social model of disability. London: SCOPE.
Toersen, S. (2022) Whistleblowing in Care Settings. London: Routledge.
WHO (2021) Integrated Care for Older People Framework. Geneva: World Health Organisation.
WHO (2020) Social Determinants of Health. Geneva: World Health Organisation.


	
	
	



image.png
,_ Prifysgol Cymru
%N Y Orindod Dewi Sant
\" University of Wales
Trinity Saint David




