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[bookmark: _Toc46775903][bookmark: _Toc50141787]Introduction
In person-centred care (PCC), health and social care professionals work collaboratively with individuals who use services. Allowing individuals to be active participants in their health and social care is a fundamental goal of health system reform. PCC includes treating patients as individuals and as equal partners in which they can plan, develop and monitor care to ensure it meets their needs. It encompasses the recognition of people’s potential and capabilities to manage and improve their health. More specifically, it places individuals as equal partners in addressing their health and social care needs. Elements of PCC encompass relevant information, communication, self-management support and shared decision-making. The health and social care sectors adopt a PCC approach to realise more significant agreement on treatment plans and better health outcomes. Nevertheless, some organisations find it challenging to encompass individuals in decisions and perceives individuals’ goals regarding particular clinical outcomes. This paper examines the current practice for PCC within the health and social care while applying the concept for people with dementia.   
[bookmark: _Toc46775904]
[bookmark: _Toc50141788]Underlying Concept of PCC
PCC is an evolving concept. In 1969, Edith Balint originally depicted the idea as understanding the patient as a unique person. Thenceforward, there have been numerous conceptualisations of PCC Santana et al. (2018). Several alternatives and more commonly adopted terms such as relationship-centred care and patient-centred care has been using to describe the concept. Various healthcare systems, jurisdictions and organisations utilise different concepts and terms. In the UK, for example, the idea is typically associated with primary care, while in the US, it is associate with patient care medical model. Conceptually, PCC is a model in which caregivers is obliging to collaborate with patients to design and deliver personalised care Health Foundation (2016). Personalised care implies to provide high-quality care and enhance healthcare system effectiveness and efficiency. Notably, most healthcare systems experience challenges when implementing PCC across the continuum of care. Therefore, roles and services must be re-designed and re-structured to be more conducive to a PCC model.
The term PCC refers to numerous different activities and principles. Subsequently, the concept has no single agreed definition. It is partly attributable to the fact that PCC is still an evolving and emerging area. Another reason is that what is essential to an individual in his or her healthcare may be unnecessary or undesirable to another individual, Santana et al. (2018). Besides, it may alter with time, as the person requires alteration. The Health Foundation identifies a framework that encompasses the principles of PCC. The first principle requires people to afford dignity, compassion and respect. The other principles include offering coordinated care, support or treatment, offering personalised care, support or treatment, and supporting individuals to recognise and develop their abilities and strength to enable them to live an independent and fulfilling life (Health Foundation 2016). If an individual is highly dependent, for instance, if he or she is unconscious, emphasis should be put on the principles of personalisation, coordination, dignity, respect and compassion.  To that end, any PCC within any health and social setting should comprehend a combination of these principles.
[bookmark: _Toc46775905][bookmark: _Toc50141789]Theoretical Underpinning of PCC
PCC is not a new concept in the health and social sector. In the late 1940s, psychologist Carl Rogers developed the client-centred counselling approach. The approach led to the derivation of the modern concept of PCC van Dulmen et al. (2015). The Rogerian model suggested a form of therapy that geared towards the clients’ experience of themselves, contrary to counsellor being an expert and telling them what was wrong with them or what to do. The model assumed that no one could make decisions for another, solve their challenges or act for them because these are matters of personal choice and responsibility Dow et al. (2016). The therapy depends on the quality of the relationship between the counsellor and the client. Rogers observes that the basis of the relationship depends on the counsellor demonstrating core conditions including empathy, congruence and unconditional positive regard. To this end, the therapist endeavours to understand the world of the person from their perspective, providing a conducive environment to examine their behaviours and motives.
Further, Rogers developments in elements of person-centredness are adopted and incorporated into the PCC theory. Most notably, it is apparent concerning communication approaches and therapeutic relationships. Sequentially, they are incorporated into frameworks to guide the practice of healthcare professionals Dow et al. (2016). Moreover, Kitwood (1997)  recognised for his contribution to PCC and, more precisely, for people with dementia. Kitwood’s prolific work is considered pivotal in unfolding its key concepts. Indeed, the definition of personhood as it relates to dementia and subsequently, gerontology has evolved from his book McGreevy (2015). He highlights the care practices typically observed in residential care and developed the phrase ‘cancerous social psychology.’ As such, he revealed, often unintentional, the way that social and health care professionals devalued and disempowered people with dementia. Kitwood’s work is regularly cited in research studies on PCC and has resonance with subsequent framework development van Dulmen et al. (2015).   
In the circle of health services delivery, a person-centred approach implies a biopsychosocial model centred on all factors that influence the individual’s functioning and health. An American psychiatrist, George Engel, promoted the move from a medical, biopsychosocial model of health in the late (1970s) Lateef and Mhlongo (2020). today, the model is usually used to elucidate the shift needed to deliver PCC. In a PCC approach, a client value as an active participant of the health service. Individual preferences and needs have to accomplished through the adoption of evidence-based interventions. The course gives understandings regarding factors associated with illness and promotes interventions congruent with personal beliefs, values and environmental conditions Dow et al. (2016). In the biopsychosocial model, social, psychological and biological processes are integrated and inseparable. For instance, feelings and thoughts are intimate from the living processes that occur in the brain. PCC is encouraged in a clinical setting, but its employment is constraining because of the inherent predicament with changing traditional patterns of interaction, variation in definitions and perceived obstacles to reliable and valid outcome measurements van Dulmen et al. (2015). The biopsychosocial model is the framework where PCC is comprehended. The biopsychosocial model and PCC overlap in which biomedical model expands and seeks to understand how the disease affects life and vice versa.
[bookmark: _Toc46775906][bookmark: _Toc50141790]Ethical Underpinning of Person-Centred Care
PCC needs to be considered from an ethical perspective to understand the concept better and implement the approach within health and social care. In this context, proper perspective lies in the healthcare principle of recognising coherence in life and self-fragility. First, the ethical case presents PCC as good in its own right and the ‘right thing to do.’ The presentation is base on the perception that individuals’ rights to contribute and take part in their lives and community life should be respected and recognised. Regarding healthcare, this is most articulate as calls for more participative and inclusive approaches, denoted by the phrase, ‘nothing about me, without me’ Tomaselli et al. (2020). Notably, the disability movement coined the slogan and many service user groups use the phrase to pressure for a change in the balance of power and challenge medical paternalism. The reason is to ensure that users are acknowledgeable as partners in the health and social care process. At the very least, a partnership requires a method whereby a person’s perspectives and needs to listen, valued and considered Ahmad et al. (2014). Over time, the principle of respect for autonomy has positively link to the idea that patients should be enabled or allowed to make autonomous decisions regarding their healthcare.  
[bookmark: _Toc46775907]

[bookmark: _Toc50141791]Respect for Autonomy
PCC that focuses on autonomy poses numerous ethically challenges in a clinical setting. For instance, in the case whereby a healthcare professional treating an elderly patient who is unable to choose between having lifesaving, non-urgent procedure with complex risks or not having the process. Mostly, the healthcare professional would give the patient adequate information regarding the benefits and risks and maintain the patient make his or her decision based on autonomy-focused PCC Munthe et al., (2015). The healthcare profession may overlook the significance of establishing a relationship with the patient and instead give the patient enough time and space to make an independent decision. Besides, the physician may decide to manage the patient’s care following their priorities if the patient cannot communicate a choice and lead to the conclusion that he or she is not autonomous. As such, the patient may be objectified and eventually deny him or her the respect owed to persons.
[bookmark: _Toc46775908][bookmark: _Toc50141792]Confidentiality and Patient Integrity
The patient-centred approach also raises concerns regarding the integrity of patients. More precisely, the way may be assumed to encompass sensitive or embarrassing details about aspects such as social relationships and personal feelings. Usually, individuals will always seek to restrict access to this information. Nevertheless, risk of harm to patients and reduced trust in healthcare professionals and institutions is likely to occur if the transmission is insecure from disseminating past what is motivated on the strict medical basis Munthe et al. (2015). It is familiar and elementary ground in healthcare ethics. Besides, PCC leads to high vulnerability to integrity breaches regarding probability and severity. The issue embodies some complexity given that PCC aims to explore means of supporting the patients regarding difficulties disclosed by the expanded information Ahmad et al. (2014). Thus, it actualises needs for extensive sharing among workers. In other words, the situation in healthcare is less apparent compared to areas such as psychological therapy and counselling, where the principle of confidentiality regarding individual caregivers is complying to strictly.
[bookmark: _Toc46775909][bookmark: _Toc50141793]Main Benefits and Limitations of PCC
[bookmark: _Toc46775910][bookmark: _Toc50141794]Benefits
Implementing PCC is a significant component of developing high-quality health and social care. More specifically, it improves the quality of the services available, decreases pressure on social and health services, helps individuals be more active in taking care of themselves and help them get the care they need when they need it. In the UK, there is a higher demand for health services, but resources are limited Fund (2016). Individuals live long and are likely to experience numerous health conditions as they get old. The existing body of literature indicates that PCC improves individuals’ health and minimise the burden on health services. PCC provides people with an approach that is appropriate to the individual’s need and hence, have more choice and control in their lives. Subsequently, people take an active role in managing their well-being and health working alongside social and health care professionals. Therefore, government policy in the UK focuses on strengthening PCC and abandon the paternalistic model that disregards the person-centred approach.
Further, PCC improves clinical outcomes, especially for patients with long-term conditions in which they support to manage their care. Few people will use emergency health services when the majority work their health collaboratively. Moreover, they are likely to follow medicine prescriptions accordingly and adhere to their treatment plans Borrington (2018). Patients are also more contented with their care because of the support and opportunity to make decisions about their care.
[bookmark: _Toc46775911][bookmark: _Toc50141795]Limitations
PCC employment can vary depending on providers of care and setting, patient populations and how patients and professionals comprehend what constitute caring. Moreover, there is also the challenge of professional cultures, beliefs and practice. Subsequently, professionals may revert to disease-centred care when in a demanding situation and erroneously believe that they are practising PCC Fund (2016). There exists limited literature that describes how professionals can integrate theory into practice in contrasting settings. Few studies also exist that describes what can learn from employing and assessing PCC in the context of personal needs, priorities and routine care Moore et al. (2017). The Health and Social Care (2012) Act created a statutory duty on local clinical commissioning groups and National Health Service England to promote PCC Borrington (2018). However, PCC requires essential changes in clinical training and cultures. Besides, professionals and patients must accept new responsibilities and roles. Therefore, implementation of the approach must include a complete system response and the collaboration of numerous agencies.   



[bookmark: _Toc46775912][bookmark: _Toc50141796]Application of PCC For People with Dementia
PCC is an integrative and holistic approach designed to maintain the quality of life and well-being for people with dementia. Person-centred dementia care is generally known as a value-driven, centres on independence, empowerment and well-being and empowerment of persons with dementia and families Kim and Park (2017). According to Kitwood, dementia experience encompasses the stages of neurological impairment, their personality and coping style, life history, personal fitness and health level Manthorpe and Samsi (2016). Subsequently, it includes the social psychology of the environment where the patient lives. Mostly, a person may be denied a sense of personhood in case sociopsychological and neurological factors interplay negatively. And is attributable to the occurrence of care practices like stigmatisation and intimidation, which create social psychology. In such cases, an individual is invalidated, depersonalised and treated as an object.  
Further, PCC aims to respect personhood despite cognitive challenges. The individual with dementia must be respected and valued. And as a social being in the case where people, including professionals, recognise and loves his or her personhood. As such, these patients experience a sense of identity, attachment, comfort, inclusion and occupation. Applying PCC for people dementia takes time to develop and requires consistent long-term relationships with caregivers to achieved Fazio et al. (2018). In the UK, the National Institute for Health and Clinical Excellence embraces the concepts of PCC. Besides, it instructs NHS Trusts to offer services that address the physical and mental, and personal and social care needs of individuals with dementia.
Nevertheless, less attention is monitoring on acute hospitals despite much work considering PCC in long-term settings. It is essential given that some factors in acute hospitals are likely to make the delivery of PCC problematic. The reason is that rapid diagnosis and therapeutic interventions are the priorities with short lengths of stay.
[bookmark: _Toc46775913][bookmark: _Toc50141797]Recommendation for Improving PCC for People with Dementia
Greater availability of PCC for all individuals could enable better care, better functioning for individuals with dementia and better quality of life. Currently, nonetheless, there lacks an understanding of the meaning of PCC for people with dementia and how it implemented in practice. There are also assumptions regarding whether PCC is feasible and appropriate for people with dementia. Therefore, the achievement of positive outcomes is blocked. Practice recommendations for improving PCC for people with dementia include:
[bookmark: _Toc46775914][bookmark: _Toc50141798]Knowing the Individual with Dementia
The person with dementia is beyond a diagnosis. Thus, the unique and complete person must know for both past, and present are encompassing his or her abilities, beliefs, values, likes and dislikes and interests. The information must inform every experience and interaction.
[bookmark: _Toc46775915][bookmark: _Toc50141799]Recognising and Accepting the Individual’s Reality
Caregivers should view the world from the perspective of the person with dementia. As such, behaviour is known as a form of communication. Thus, empathetic and effective communication is encouraged. That connects and validates feelings with the person in his or her reality.
[bookmark: _Toc46775916][bookmark: _Toc50141800]Identifying and Supporting Ongoing Opportunities for Meaningful Engagement
The interaction and experience between caregivers and patients should be apparent as an opportunity for engagement. Notably, attention should be purposeful and meaningful to the person with dementia. Indeed, it should allow choice and success, support preferences and interests and recognise that the person can experience comfort, joy, and meaningful in life even when the dementia is most severe.
[bookmark: _Toc46775917][bookmark: _Toc50141801]Building and Nurturing Authentic, Caring Relationships
Caregivers and people with dementia should work collaboratively and create a relationship that treats these patients with respect and dignity and support their individuality. The kind of caring relationship does not focus on the task; instead, it emphasises on being present and concentrating on the interaction. Hence, mutually beneficial and supportive relationship is encouraged.
[bookmark: _Toc46775918][bookmark: _Toc50141802]Creating and Maintaining A Supportive Community for Staff, Families and Individuals
Opportunities for success and comfort are reputable through a supportive community. Generally, a community respects individual differences and values each person. The same community provides opportunities and access to shared experiences, engagement and autonomy.
[bookmark: _Toc46775919][bookmark: _Toc50141803]Evaluating Care Practices Regularly and Making Appropriate Changes
Tools such as clinical dementia rating scale, Montreal cognitive assessment and Neuropsychiatric inventory assess PCC practices for individuals with dementia. Regular evaluation of approaches and models is essential. Subsequently, findings should be shared and changes made to plans, interactions and procedures as required.  


[bookmark: _Toc46775920][bookmark: _Toc50141804]Limitations of The Recommendations
The potential limitations of the recommendations include individuals’ characteristics in which they are likely to affect what lengths they are able or want to engage in their health and care. These characteristics encompass the severity of dementia, their preferences and beliefs, and cultural and social backgrounds. Thus, caregivers must consider these factors when designing approaches and interventions. Another most significant limitation is culture. Caregivers must acquire new skills and certainly may need to acknowledge that new skills are necessary (Tay et al. 2018). A real challenge for organisations is good coordination between medical specialists and the integration of health and social care.
[bookmark: _Toc46775921][bookmark: _Toc50141805]Conclusion
Overall, the concept of PCC is advancing, and it remains an essential concept in the health and social sector. Despite the numerous benefits associated with the idea and operating inadequately by the caregivers. Policymakers and healthcare professionals must embrace this cultural shift in practice. At the same time, organisations need to create and adopt innovative models that can provide incentives to support and practice PCC. Notably, the implementation of PCC is associated with challenges and includes critical alterations, particularly regarding the interaction between the caregivers and patients and how care is delivered. Nevertheless, the benefits of PCC present a vital opportunity for improving health and social outcomes. PCC is the future in health and social care.   
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