[image: ]











STUDENT NAME: JAMILA ZAKARI
STUDENT ID: 2322381
MODULE NAME: PRINCIPLES OF HEALTH AND SOCIAL CARE
MODULE CODE: BMHP5016_LON
LECTURER NAME: Dr ITSE OLAOYE





3. Introduction
3.1  Overview of Dementia
4.  Emergency and Development  concept of the person-centred Dementia care
5. Critiques of Person-Centred Dementia Care and Responses
6.  Application to Health and Social Care Policy and Practice
6.1 Problems and Challenges in Applying the Concept
7. Recommendations for Policy and Practice
8. Conclusion
9. References


















A Critical Discussion of Dementia as a Concept Underpinning Person-Centred Care in Health and Social Care
Introduction
The understanding of dementia has progressed significantly over time. Historically, dementia was often perceived as a normal and unavoidable aspect of ageing. Early medical descriptions referred to older adults experiencing memory loss as senile, implying that cognitive decline was simply a natural part of getting older (Ballard et al., 2011). However, beginning in the mid-20th century, research revealed that dementia is not a normal part of ageing rather, it encompasses a group of medical conditions resulting from changes in the brain, particularly diseases like Alzheimer’s. This shift marked a crucial advancement in recognising dementia as a clinical disorder.
As research progressed, the definition of dementia developed further. Dementia is a progressive decline in memory, reasoning, language, and daily functioning (World Health Organization, 2020). Advances in brain imaging, diagnostic guidelines, and biomarkers have helped clinicians better identify and understand different types of dementia. At the same time, social science and psychology research contributed to a broader view that includes the emotional and social impact of the condition.
Despite these developments, the concept of dementia has faced several critiques. A major criticism is that the biomedical replica can be too narrow. It often focuses mostly on brain pathology and overlooks the personal experiences of people living with dementia. This can contribute to negative stereotypes and that individuals with dementia cannot live meaningful lives (Ballard et al., 2011). Critics also point out that many tests and diagnostics are based on Western cultural norms, which may not apply equally across different populations.
In response, more person-centred approaches have been developed. These frameworks highlight the importance of respecting the individual, acknowledge their strengths, and supporting their independence. Organisations such as the WHO now promote a more holistic understanding of dementia that combines medical knowledge with social, cultural, and ethical perspectives (World Health Organization, 2020). Today, dementia is viewed not only as a biological disorder but also as a condition shaped by the environment, society, and personal identity.



Emergence and Development of the Concept of Person-Centred Dementia Care
Early understandings of dementia were dominated by biomedical discourse. Throughout much of the 20th century, dementia was conceptualised as a degenerative brain disease characterised by memory loss, impaired reasoning, and behavioural disturbance (Innes, 2009). This reductionist framing positioned individuals primarily as patients suffering from cognitive deficits, implicitly legitimising institutionalisation, paternalistic care, and risk-averse practices. The biomedical model undoubtedly advanced diagnostic clarity and contributed to pharmacological interventions, yet it was criticised for neglecting psychosocial dimensions of dementia and ignoring the lived experience of individuals (Graham, 2017).
The emergence of person-centred dementia care marked a radical conceptual shift. (Kitwood 1997) argued that dementia could not be understood solely through neuropathology but must be viewed within a social and relational context. Drawing from humanistic psychology, social constructionism, and disability rights frameworks, he introduced the notion of personhood, defined as the status bestowed upon one human being by others through recognition, respect, and trust. According to Kitwood, cognitive decline alone does not erode personhood; instead, it is compromised by negative interactions, stigma, and organisational culture, summarised in his concept of malignant social psychology.
Brooker (2004) further operationalised the theory in the VIPS model, outlining four principles: valuing staff and people with dementia, providing individualised care, adopting the perspective of the person with dementia, and creating supportive social environments. This framework strengthened the applicability of person-dementia care across sectors.
More recent developments have expanded the model by integrating rights-based, relational, and culturally responsive approaches. (O’Connor et al. 2018) highlight the need to recognise diverse dementia experiences, while Brooker and Latham (2016) emphasise organisational culture and leadership as fundamental components. These developments illustrate the dynamic evolution of the concept, demonstrating its continued relevance within contemporary care systems.







Critiques of Person-Centred Dementia Care and Responses
Despite its influence, person-centred dementia care has attracted critique. One major criticism concerns conceptual vagueness. Edvardsson et al. (2008) argue that the term person-centred has been used so widely and inconsistently that it risks rhetorical overuse without substantive implementation. This ambiguity allows organisations to claim adherence while failing to embed cultural or structural changes.
A second criticism relates to its individualistic orientation. Downs (2013) suggests that the model sometimes overemphasises individual preferences while overlooking broader systemic, familial, or cultural factors that shape dementia experiences. Similarly, some scholars argue that person-centred approaches can inadvertently reinforce dependency if personhood is viewed as something bestowed by carers rather than inherent.
Other critiques focus on practical limitations. Person-centred care is labour-intensive and requires adequate staffing, training, and environments that support meaningful engagement. Underfunded services often struggle to deliver relational care, leading to a gap between policy aspirations and frontline realities (Surr et al., 2020). These tensions are exacerbated by workforce shortages and high turnover in both health and social care sectors. Finally, critics argue that the model insufficiently addresses structural inequalities, such as disparities in access to diagnosis, support services, and culturally appropriate care. Minority ethnic communities, for example, continue to face barriers related to stigma, language, and service design (O’Connor et al., 2018).
Responses to these critiques highlight that person-centred dementia care should not be dismissed but enriched. Brooker and Latham (2016) argue for organisational-level frameworks, leadership investment, and cultural change. Rights-based approaches, aligned with the UNCRPD (2006) and Equality Act 2010, further emphasise autonomy, citizenship, and anti-discriminatory practice. These responses demonstrate the adaptability of the model and its capacity to evolve.






Application in UK Health and Social Care Policy and Practice
The principle of person-centred dementia care is firmly embedded within contemporary UK health and social care policy, shaping both strategic direction and frontline practice. Over the past two decades, successive national frameworks have progressively strengthened the commitment to supporting individuals with dementia in ways that recognise their autonomy, uniqueness, and lived experiences.
The National Dementia Strategy for England (2009) marked a pivotal moment in formalising a person-centred approach within national policy. It placed emphasis on early diagnosis, personalised care planning, and the development of a skilled workforce capable of delivering compassionate and individualised support. Building on this, the Prime Minister’s Challenge on Dementia 2015–2020 sought to accelerate improvements by focusing on dignity, community engagement, and enhanced standards of hospital care, reaffirming person-centredness as a guiding principle in dementia policy (Department of Health, 2015).
Further consolidation emerged with the publication of the NICE Dementia Guidelines (2018), which provide the most comprehensive evidence-based guidance for practitioners. These guidelines foreground personalised care planning, active involvement of individuals in decision-making, and prioritisation of non-pharmacological interventions. Importantly, they also mandate assessment of carers’ needs and recommend targeted training to develop person-centred communication skills among health and social care staff.
Legislation has played a critical role in embedding these principles. The Care Act 2014 represents a major statutory commitment to personalisation, requiring local authorities to place wellbeing, choice, and prevention at the centre of care planning. This aligns closely with person-centred dementia care by mandating that practice be shaped around the wishes, aspirations, and autonomy of individuals. More recent policy documents, such as the NHS Long Term Plan (2019) and the social care reform strategy People at the Heart of Care (2021), extend this agenda further by strengthening the focus on integrated, community-based dementia pathways and investing in workforce development.
These policy commitments have translated into significant shifts across practice settings. Care planning processes increasingly emphasise individualised assessments, life history work, and collaborative goal setting, supporting a more holistic understanding of the person (McKeown et al., 2010). In acute settings, dementia-friendly hospital initiatives, such as environmental adaptations, the introduction of dementia champions, and enhanced observation protocols, have sought to enhance patient experience and safety. Workforce development has also advanced, with the Care Certificate, pre-registration nursing programmes, and continuing professional development opportunities all incorporating dementia-specific competencies rooted in person-centred philosophies.
Beyond statutory services, the voluntary and community sector has played a central role in operationalising person-centred principles at a societal level. The development of dementia-friendly communities, supported by organisations such as the Alzheimer’s Society, have contributed to greater public awareness, improved accessibility, and enhanced social inclusion. Additionally, memory clinics and post-diagnostic services increasingly focus on adjustment support, wellbeing, and social connection rather than solely on diagnostic processes, reflecting a more holistic view of living well with dementia.
Despite these advances, the implementation of person-centred care remains inconsistent across regions and services. Variations in resources, staffing, and organisational cultures continue to influence how fully policy intentions are realised in practice. The following section examines these ongoing challenges and the implications they have for maintaining high-quality, person-centred dementia care. 





Problems and Challenges in Applying the Concept
Despite significant advancements in integrating person-centred principles into UK dementia policy, several ongoing challenges still hinder the consistent realisation of these ideals in practice. These challenges stem from systemic constraints, organisational cultures, and enduring inequalities that affect the daily experiences of individuals living with dementia and their caregivers. A major barrier is the persistent underfunding of health and social care services. Over the past decade, social care budgets have declined in real terms, leaving local authorities struggling to meet rising demand (Brimblecombe et al., 2018). Financial pressures have led to reduced staffing levels and high turnover, which significantly limit practitioners’ capacity to engage in relational, person-centred work. Instead, staff are often compelled to adopt task-orientated routines driven by efficiency demands rather than the individual needs, histories, and preferences of those they support. Alongside financial constraints, there is considerable variability in the availability and quality of dementia services across the country. While some regions have developed robust post-diagnostic pathways and specialist community provision, others experience significant gaps, relying heavily on overstretched voluntary organisations. This geographical inequality means that access to high-quality, personalised support remains uneven, undermining the universal aspirations of national policy directives. However, organisational cultures also pose challenges. Many hospitals, care homes, and community services operate under regulatory frameworks that place significant emphasis on safeguarding, risk management, and the delivery of measurable outputs. As Graham (2017) notes, such risk-averse cultures can inadvertently restrict autonomy and creativity in care, prioritising institutional efficiency over relational engagement. This creates tensions between organisational imperatives and the ethos of person-centred dementia care, which values flexibility, individuality, and shared decision-making. Furthermore, the diverse needs of the UK population are not always adequately addressed within dementia services. People from minority ethnic communities, LGBTQ+ groups, and socio-economically disadvantaged backgrounds frequently encounter barriers related to stigma, cultural misunderstanding, and communication (O’Connor et al., 2018). These challenges can delay diagnosis, reduce engagement with services, and limit access to culturally sensitive, person-centred support. Without targeted strategies to address these inequities, person-centred care risks becoming a universal ideal that is not universally achieved. Family carers face parallel challenges. They provide a substantial proportion of dementia support, yet many experience significant burden due to insufficient respite, limited financial support, and inadequate training. While person-centred policies often assume strong family networks capable of sustaining care, this assumption does not always reflect reality. Carers may be socially isolated, financially constrained, or themselves in poor health, making it difficult for them to provide the level of support expected by policy frameworks. Overall, these challenges underscore the complexity of translating person-centred dementia policy into practice. Without addressing structural inequalities, resource constraints, organisational cultures, and unmet carer needs, the full potential of person-centred care cannot be realised.











Recommendations for Policy and Practice
[bookmark: _Int_SYWodRep]Addressing the persistent challenges in delivering person-centred dementia care requires a strategic and multi-dimensional approach. Several improvements, grounded in policy, practice, and organisational reform, have the potential to advance the quality and equity of dementia support across the UK. First, increasing investment in dementia services and social care is fundamental. Adequate and sustainable funding is essential to ensure sufficient staffing levels, provide comprehensive training, and deliver personalised interventions. Current funding models frequently rely on informal carers and contribute to regional disparities in access; therefore, reformed investment strategies must prioritise equity and reduce the financial burden placed on families. A strengthened and well-supported workforce is equally crucial. Mandatory dementia-specific training should not only develop clinical knowledge but also emphasise person-centred communication, rights-based approaches, cultural competence, and reflective practice. Additionally, leadership development programmes are necessary to foster organisational cultures that promote autonomy, empathy, and relational care, counteracting the prevailing task-orientated and risk-averse tendencies. Improving integration across health and social care services represents another essential step. Integrated Care Systems have the potential to support seamless dementia pathways by enhancing coordination between primary care, memory clinics, hospital services, community mental health teams, and social care providers. The adoption of shared digital records would further facilitate communication and continuity, ensuring that individuals do not experience fragmented or duplicative services. Enhancing support for family carers is also vital. Carers play a central role in dementia support, yet their needs are often overlooked. Policies should therefore ensure access to financial assistance, flexible working arrangements, high-quality respite services, and psychological support. Importantly, carer involvement must be conceptualised as a partnership rather than an assumed obligation, recognising carers’ autonomy and varying capacities. In addition, dementia services must become more culturally inclusive and anti-discriminatory. Co-produced interventions with minority ethnic groups, LGBTQ+ communities, and socio-economically disadvantaged populations can ensure that support is relevant and accessible. Strategies such as offering interpretation services, recruiting a culturally diverse workforce, and designing personalised care that respects cultural values are necessary for achieving genuinely inclusive person-centred care. Finally, regulation must reinforce person-centred principles. The Care Quality Commission (CQC) should expand its assessment frameworks to evaluate relational care quality, autonomy, dignity, and lived experience, rather than focusing predominantly on safety and compliance metrics. Embedding person-centred outcomes into regulatory standards would send a powerful signal regarding what high-quality dementia care should entail and promote consistency across services. Collectively, these improvements highlight the need for a coordinated, well-resourced, and equity-driven approach to dementia care. By addressing these areas, the health and social care system can move closer to realising the full potential of person-centred practice for individuals living with dementia and their carers.




Conclusion
The understanding of dementia has undergone substantial evolution, transitioning from a limited biomedical perspective to a comprehensive, relational model that emphasises personhood, dignity, and autonomy. Person-centred dementia care has significantly shaped policy and practice within the United Kingdom through national strategies, legislative frameworks, and professional standards. While there are critiques about conceptual ambiguity, resource limitations, and the necessity for cultural responsiveness, these issues highlight crucial areas for advancement rather than diminish the inherent value of the model. Enhancing funding, workforce capacity, integration, and equitable access will enable person-centred dementia care to realise its transformative potential. Ultimately, this model remains essential for fostering ethical, compassionate, and high-quality care in the context of increasing demographic challenges and systemic pressures.

















References
Alzheimer’s Society (2023) Dementia UK Report. London: Alzheimer’s Society.
Brimblecombe, N. et al. (2018) ‘Unpaid care in the UK: policy challenges, Health and Social Care in the Community, 26(2), pp. 183–191.
Brooker, D. (2004) ‘What is person-centred care in dementia?’, Reviews in Clinical Gerontology, 13(3), pp. 215–222.
Brooker, D. and Latham, I. (2016) Person-Centred Dementia Care. London: Jessica Kingsley.
Department of Health (2015) Prime Minister’s Challenge on Dementia 2020. London: DoH.
Downs, M. (2013) ‘Putting people and compassion back into dementia care’, Ageing & Society, 33(5), pp. 897–913.
Edvardsson, D., Winblad, B. and Sandman, P.-O. (2008) ‘Person-centred care for people with severe Alzheimer’s disease’, The Lancet Neurology, 7(4), pp. 362–367.
Equality Act 2010. London: HMSO.
Graham, M. (2017) Understanding Dementia Care. London: Sage.
Innes, A. (2009) Dementia Studies: A Social Science Perspective. London: Sage.
Kitwood, T. (1997) Dementia Reconsidered: The Person Comes First. Buckingham: Open University Press.
McKeown, J. et al. (2010) ‘Life story work in dementia care’, Journal of Advanced Nursing, 65(11), pp. 2431–2439.
NHS England (2019) The NHS Long Term Plan. London: NHS England.
NICE (2018) Dementia: Assessment, Management and Support. London: NICE.
O’Connor, D., Phinney, A. and Hulko, W. (2018) Dementia: Critical Perspectives and Diverse Communities. London: Routledge.
Surr, C. et al. (2020) ‘Impact of dementia education on staff’, International Journal of Nursing Studies, 110, pp. 103–123.
United Nations (2006) Convention on the Rights of Persons with Disabilities. New York: UN.
Ballard, C., Gauthier, S., Corbett, A., Brayne, C., Aarsland, D. and Jones, E. (2011) ‘Alzheimer’s disease’, The Lancet, 377(9770), pp. 1019–1031.
World Health Organization (2020) Dementia: A public health priority. Geneva: WHO Press.


Page | 2 

image1.png
Prifysgol Cymru

Y Drindod Dewi Sant
University of Wales
Trinity Saint David





