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[bookmark: _heading=h.gjdgxs]Underlying Concept of Person-Centered Care
In the words of Hippocrates, “it is important to know what kind of a person a condition has than to know what kind of a condition a person has” invokes our thinking in understanding of person-centred care and the need for healthcare programs to address the patients’ individual needs (Langholf, 2011). When the National Health Service was established, people were happy to access free health care for their various conditions they were unable to treat due to financial constraints. The expectations of the patients under this system were to be informed about the kind of treatments they were going to receive. However, the attitudes have transformed over time and there is abundance of health information (Jacobs et al., 2017). Patients’ expectations have grown to incorporate exceptional care. More significantly, patients need person-centred care, which takes cognizance of their individual values, knowledge, preferences, family, and social circumstances. 
Person-centred care entails providing care for patients beyond the limits of their condition through tailoring services to match specific individual health needs. The Care Quality Commission places a requirement on healthcare providers to suffice person-centred care as one of the 13 primordial standards of care (Care Quality Commission, 2011). Delivering person-centred care involves taking cognizance of the views of individual patients with respect to what is best for them based on their own values and preference in life. To implement this, the healthcare providers need to understand the patients from a personal perspective and actively engage them in person-centred care decisions. This is because failure to engage individual patients’ inputs while providing care will make them feel like an object in lieu of a human being with feelings and thoughts. Concisely, person-centred approach places the patient at the centre of the care (Byrne et al., 2020). It tailors the healthcare services to the preferences and expectations of the patients. Implementing patient-centred care allows the patient to maintain their freedom and dignity while receiving treatment and helps them live a contenting life as an inpatient. 
Person-centred care implies an individualized treatment of patients as equal partners in the healing process. It takes cognizance of the fact that a patient might need more than one professional help (Coulter & Oldham, 2016). It involves taking cognizance of people’s potential and abilities to promulgate their own health in lieu of treating them as passive recipients of care. This is because excessively paternalistic medical care suffices dependency and deters the confidence of patients to self-treatment, avert diseases and manage their own conditions.
[bookmark: _heading=h.30j0zll]Theoretical Underpinning of Person-Centered Care
Person-centred care originates from humanistic psychotherapy. According to Carl Rogers (1951) we create a perception of ourselves on the premise of our interactions with significant others. A person who is valued, loved, cherished, and respected harbours the same worth. According to Rogers refers the reciprocation of a similar regard of our self-perception to as unconditional positive regard. 
Rogers noted in his theory that the value attached to specific behaviours tends to instil fear of exposure of certain behaviours and thoughts that seems to contradict a particular value system. The conditional positive regard results to deficiency of congruence. Congruence is a situation where the perception of us is like the perception of ideal self. For instance, if we have a perception that we are failure we lack the temerity to be ourselves, which impedes our personal growth. 
Rogers (1951) contended that there is a necessity to regard learning as a continuous process and we can attain personal growth via unconditional positive regard. An impediment of this growth arises from feelings of insecurity about our potential and capability to achieve our goals. 
In Person-centred care, a relationship centred on the principles of care privy to compassion, coordination, personalization and enabling demands that a care giver should exercise his or her duties with diligence, empathy, respect, coordination and suffice an interactive environment with their patients where their needs are catered for without unwarranted judgement (Fucile, 2019). Exercising person-centred care based on these principles leads to the development of congruence where the perception of self is similar with the ideal self (Hoffman, 2015). The self-actualization process suffices patients with self-esteem by creating a sense of openness to new experiences and feelings which values deep social relationship with significant others.
The humanistic psychotherapy theory advanced by Rogers (1951) promulgates four principles of person-centred care in line with the articulation of The Health Foundation that PCC system should be administered based on compassion, coordination, and personalisation and enabling. The first principle of PCC postulates that patients should be treated with compassion. Patients lose their independence when they join a health or social care, which makes their dignity vulnerable. Person-centred care ought to provide assurance for safeguarding the dignity of the patient. A PCC system enables a medical health practitioner or a caregiver to uphold the dignity of the patient by respecting their wishes and treating them with empathy. The foundation of achieving this principle is always centred on the fact that a caregiver must take cognizance of the patients’ thoughts, opinions, emotions, values, and beliefs while administering treatment and care. This entails showing reverence for the patients’ personal attributes, which help them feel respected and cared for despite their healthcare needs. 
The second principle, which constitutes one of the foundational tenets of a robust person-centred care, is coordination. To disseminate an effective person-centred care, a caregiver needs to coordinate their efforts with other healthcare and social care service providers (Harding, 2015). It also demands the need for a carer to rebuild and understanding of patients’ individualized needs in the process of transferring a patient from one carer to another. To achieve this, a carer needs to keep a good record of a patient’s needs before sharing it with other healthcare and social care service providers. Additionally, all carers ought to correspond with other cares on how to disseminate a person-centred care to patients under their care. While executing this principle through sharing of individualized personal needs of patients, maintaining confidentiality should also be a key consideration. The individualized personal needs of a patient should be used for the specified purpose only in the realm of health and social care service provision. 
The third principle of person-centred care entails personalisation where the cares provided personalised care and treatment of a patient (Hill et al., 2010). It demands taking cognizance of the fact that different healthcare and social care interventions functions differently for different patients. It bolsters the narrative that what works for one patient may not work for another patient albeit suffering from the same condition. Therefore, it entails the necessity to tailor healthcare service provision in line with the individualised needs of a patient (Hill et al., 2010). This is because standardizing health and social care service provision across all the patients influences their ability to manage their conditions aptly. Personalisation of health and social care permits patients to maintain their sense of autonomy in the process of recovery and managing their respective conditions. 
The fourth principle of a person-centred care postulates that an effective PCC should enable patients to acknowledge their capabilities and attain independence. It requires engaging patients in decision-making and assisting them in implementation of specific course of actions towards their treatment and recovery process (Heaton et al., 2017). This will help them nurture their capabilities and suffice an understanding of how to cater for their needs independently. Attaining this is mutually significant for both the carer and the patient. For instance, the patient will feel a great sense of control over their life with minimum dependence on the health and social care. On the other hand, it will reduce the workload associated with trivial dependencies hence creating more time for carers to focus on dependencies that are more necessary. However, while fulfilling this principle, it is important to strike a balance when enabling patients attain independence for their healthcare needs. This is because attempting to compel patients to independence can make them feel that the care does not want to assist them whereas too much involvement can make them overly dependent. 
[bookmark: _heading=h.1fob9te]Ethical Underpinning of Person-Centered Care
Ethical principles of autonomy, confidentiality, and consideration of patient’s beliefs, value system, personal preferences and lifestyles premises the foundation of person-centred care (McCormack, 2017). For instance, patients lose autonomy whenever they resort to health and social care, which places their dignity at risk. To suffice the first principle of an effective person-centred care, the carer needs to treat their patients with dignity and compassion. 
Whereas executing the second principle of coordination through sharing of individualized personal needs of patients, maintaining confidentiality should also be a key consideration (Santana et al., 2018). The individualized personal needs of a patient should be used for the specified purpose only in the realm of health and social care service provision peculiar to a particular person. 
Whereas a patient narrative is needful to be holistic in the sense that it needs to incorporate all aspects of a patient’s situation from physiological, psychological, and social. Collecting personal narrative information pokes holes on the competence of carers to address holistic dissemination (Santana et al., 2017). The security and handling of this information is linked to the carers’ education and staffing and healthcare resources prioritisation. 
Apart from the immediate effects of patient narrative on patients’ wellbeing, it raises questions with respect to the integrity of the patients that transcends beyond the immediate context of the narrative. This is because personal narrative sometimes touches on sensitive and embarrassing moments that are not easily expressible. It is plausible presumption that patients would wish to restrain the divulgence of this sensitive information on their health. Failure to guarantee the security of this sensitive information on grounds of using it for other purposes other than medical grounds harms the psychological and social wellbeing of the patients and reduces the trust the patients have on carers and healthcare staffs. Maintaining confidentiality of information collected from patient narrative is primordial in promulgating person-centred care ethics. 
[bookmark: _heading=h.3znysh7]Benefits and Limitation of Person-Centered Care
It is worth noting that many patients prefer playing an active role in their health care, and there is evidence that person-centred care approaches promulgate patient care experience, and care quality outcomes (Moore, 2021). A wide range of reasons exists to ameliorate the adoption of person-centred care approach in health and social care administration. 
Person-centred care support patients with chronic health care conditions to manage their health through shared decision-making and self-management strategies. Evidence exists to augment the assertion that PCC ameliorate clinical results (Fazio et al., 2018). When parties to health and social care play a collaborative role, there is less likelihood for utilising in-patient hospital services on emergency basis. A self-management with shared decision-making approach more likely results in effective treatment plans as patients are more likely to take expert recommendations and clinical prescriptions aptly and correctly. 
Patients who have a chance and privilege for decision-making with respect to their treatment and care in collaboration with carers are more contented with their care exhibit high prevalence to selecting treatments premised on their preferences and values. They also tend to opt for effective treatments that are apt in addressing their specific health problems and are less expensive (Marchand et al., 2019). 
Patients who possess the leverage of knowledge and skills of managing their health issues exhibits high likelihood of engaging in positive health behaviours which results in positive health results. 
Person-centred care is equally important for healthcare professionals and carers because as patient engagement improves, carers’ performance and morale ameliorate in commensurate measure. It also reduces the dependency rates of patients hence creating more ample time for patients with important dependency. Concisely, it augments the service delivery of carers by optimizing time and healthcare resources. 
However, albeit the benefits that PCC suffices, it also suffers from limitations such as taking more time to administer it (Eklund et al., 2019). Incorporating a PCC through interventions such as shared decision making have a tendency of taking much more time than any standard-length healthcare interventions. 
Albeit the value of implementing PCC, in some situations it comes with an extra cost. This is a challenge for patients with limited budgets. The collaborative treatment of patients imposes extra financial burden on patients who cannot afford the extra cost. 
[bookmark: _heading=h.2et92p0]Application of Person-Centered Care into Practice
The process of making healthcare and social care more person-centred, healthcare, and social care practitioners requires being open to a variety of initiatives and methods. For instance, person-centred care can be applied when supporting people with disabilities and long-term health care conditions, through collaborative care (Van der Meer, 2018). This entails an exploration of the person’s preference, picking the appropriate preferential treatment that deems fit in serving the needs of the patient, providing support planning and shared decision making and developing an action plan that aims at achieving the targeted treatment and care outcomes. 
Person-centred care can also be put into practice through experience-based co-design. This approach involves augmenting patients’ healthcare experiences by collecting experiences of patients and carers then utilizing the information to develop best practice (Ramos et al., 2020). The method assists the carers to reframe their actions in line with the patients’ perspective and working towards promulgating patients’ experiences through best collaborative approaches. 
PCC can be used in administering individualized and family-centred care. The care intervention focuses on the healthcare processes and the carers’ engagement with the individual patient and their respective families. It is an evidence-based method towards healthcare service provision and entails a shared vision and decision making that is apt for augmented patient experience and individual improvements. Working with both the individual the family is important in understanding a given health condition from a hereditary perspective, a crucial factor in informing the development of suitable health and social care interventions. 
[bookmark: _heading=h.tyjcwt]Recommendation for Improving Person-Centered Care
Incorporating a PCC through interventions such as shared decision making have a tendency of taking much more time than any standard-length healthcare interventions. Time management technology should be used in managing the administration of person-centred care to save time. For instance, online consultations should suffice for patients who do not have to visit a carer physically (Tebeje & Klein, 2021). Healthcare institutions together with healthcare professionals should come up with a system where patients create individual profiles in which they are able to access various kinds of health care services online without necessarily making a physical visit. Physical visits should suffice where necessary. This will save time and cost for the patients while receiving person-centred care.
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