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1. Introduction
Health and social care services work in a changing context due to population ageing, dementia, long-term conditions, and fragmented provision (Gubert, 2025). The key principles of person-centered care (PCC) are to focus on the person receiving care and to give them choice, control and support. Partnership working (PW) is about working with other professionals, agencies, families and carers to provide coordinated provision. This report critically examines theory, ethics, legislation, policy and practice of PCC and PW in the context of dementia care. Both are acknowledged as indicators of good-quality care, but may be hindered by staffing levels, lack of resources, and organizational fragmentation, thereby creating a gap between policy and practice.
[bookmark: _Toc233042671]2. Person-Centered Care: Conceptual Foundations, Benefits and Limitations
This section critically reviews the concept of person-centered care (PCC), its principles, advantages, and disadvantages in health and social care and relates this to individual's dementia care.
[bookmark: _Toc233042672]2.1 Definition and Key Principles
Person-centered care (PCC) is based on the premise that the needs, values, preferences, and lived experience of the person is at the heart of the care plan (Islam, 2022). Person-centered coordinated and enabling care is a focus of the NHS and Health Foundation, and also features in the approach to dementia care of Kitwood (Brooker, 2022). So PCC is more than clinical care; it takes a holistic approach to care, values and respects individuality, choice, empowerment and care.
[image: ]
Figure 1 Core components of person-centred care
[bookmark: _Toc233042673]2.2 Benefits of Person-Centered Care
PCC provides benefits for the clinical, psychological and organizational level (Gustavsson et al., 2025). In practice, it can have a positive impact on well-being and outcomes as support is not delivered via a standardized model. Psychologically, it builds self-esteem, self-worth, dignity and independence, particularly when meeting the needs of people with dementia who may be challenged in their identity and their control. It can enhance trust, satisfaction and alleviate complaints when it involves families and service users in decision-making, organizationally.
[bookmark: _Toc233042674]2.3 Critical Limitations
PCC has its advantages but is hard to maintain in practice. Limiting care to physical support can be due to staff shortages, time and task pressures (Richter et al., 2022). True choice may also be curtailed by risk management issues when professionals see safety as paramount to choice (Ebert and Morreau, 2022). Thus, PCC may turn into rhetorical, rather than actionable. In theory, PCC is convincing but in practice it is difficult, and will not succeed unless organizations are committed to its implementation, not just in words.
[bookmark: _Toc233042675]3. Critical Examination of a Theory Underpinning Person-Centered Care
This section of the report explores the person-centered dementia theory by Kit wood and is used as a model to directly support PCC in dementia care practice critically.
[bookmark: _Toc233042676]3.1 Explanation of Kit wood’s Theory
Kit wood’s person-centered theory of dementia goes against the grain of the biomedical perspective which attempts to explain dementia as solely a decline in cognitive functioning, diagnoses and clinical symptoms (Kitwood and Brooker, 2019). Rather, Kit wood suggests, people with dementia are people; they can be recognized as having a personhood, identity, and emotional needs that need to be safeguarded in respectful relationships and meaningful interactions (Kitwood and Brooker, 2019). The model emphasizes the psychological aspects of comfort, attachment, inclusion, and occupation/identity as well as the need to manage the progression of the disease, and suggests that care needs to be received by the whole person rather than solely for the management of the disease.
[bookmark: _Toc233042677]3.2 Strengths of the Theory
An important feature of the theory of Kit wood is that it de-medicalizes dementia care and thus puts emphasis on the experience of living with dementia. This contributes towards dignity, autonomy, and empowerment, that are key to PCC. It also enhances the relationship-based approach to care as staff are encouraged to learn more about the individual's past, likes and dislikes and how they communicate. This can have a positive impact in practice in terms of emotional well-being, and can decrease the amount of depersonalized, task-oriented care. But critics say that person centered approaches can be challenging in situations where staffing levels make it more important to get a job done rather than maintaining good relationships.
[bookmark: _Toc233042678]3.3 Limitations and Critical Evaluation
Kit wood’s theory is not straightforward to put into practice in low resource dementia services. To be able to provide meaningful interaction, the staff must be trained, have time and continuity of care, but this can be restricted by issues of workforce shortages and organizational pressures. The theory also only considers limited structural barriers like funding, service fragmentation and clinical risk. While a clinical assessment, or medication management or safeguarding decision cannot be supplanted, Kit wood’s approach does provide a more specific emphasis on identity, dignity and personhood than a biomedical model approach. Where it is needed is a balance of person-centered practice and clinical judgement (Kitwood and Brooker, 2019).
[bookmark: _Toc233042679]4. Ethical Foundations of PCC and Partnership Working
This section explores some of the ethical dilemmas that impact on the implementation of the use of PCC and partnership working in dementia care.
[bookmark: _Toc233042680]4.1 Autonomy, Protection and Best Interests
Caring for people with dementia is an ethically complex role, in which there is a tension between promoting autonomy while ensuring protection (Valeska Delineau et al., 2025). This may be for a variety of reasons, for instance, someone may wish to stay at home even though there are risks of falls, self-neglect or medication error. There is a range of professional responsibilities to ensure wellbeing and to prevent harm, in addition to the right to individual choice, which PCC supports. This causes conflict between respecting independence and making best interest decisions (Tieu et al., 2022). 
[bookmark: _Toc233042681]4.2 Justice, Equality and Information Sharing
Justice is ensuring that the services are equitable to individuals of all ages, cultures and disabilities and not based on a diagnosis (Bhugra, Tribe and Poulter, 2022). But inequalities in funding and eligibility and local provision can constrain the scope for person-centred provision. Additionally, there are confidentiality and/or information-sharing issues that arise with partnership working. Collaboration needs to be relevant and information needs to be shared, but at the same time respect the dignity and privacy of others (Simonette, Queiroz and Spina, 2023). So, caring is a balance of rights, risk, safety and independence – ethical care.
[bookmark: _Toc233042682]5. Critical Evaluation of Partnership Working
This section considers partnership working as an important method of providing coordinated, safe and person centred dementia care.
[bookmark: _Toc233042683]5.1 Definition and Theoretical Basis
Partnership working is working together between health professionals, social care practitioners, service users and carers and external agencies to tackle complex needs, together planning and deciding how to do this (Glasby, 2026). It embraces the concepts of 'integrated care', 'multidisciplinary working' and 'collaborative practice' - that is the care and services should revolve around the person, not the organization.
[bookmark: _Toc233042684]5.2 Benefits of Partnership Working
Collaborative working can enhance the continuity of care for people with dementia by ensuring that the GP, nurses, social workers, care staff, and families have access to and can access information and coordinate support (Johannes Osterholm, Asa Larsson Ranada and Ann-Charlotte Nedlund, 2023). This minimises the risk of duplication, duplication of interventions and improve safeguarding by earlier detection of risk factors such as neglect, medication errors, and/or breakdown in carers. It could also help to achieve better outcomes by supporting a more streamlined discharge from hospital, better community care planning and preventing a crisis earlier.
[bookmark: _Toc233042685]5.3 Challenges and Critical Evaluation
Policy encourages partnership working, but in practice, this is not as strong. There can be delays, repeat assessments, and unsafe transitions between services due to communication gaps, particularly at the point of hospital discharge or referrals to a care home. The power imbalance can also marginalise service users and carers, and can be professionally managed rather than truly participative, as is termed a partnership. Additional barriers to integration include funding pressures, organizational silos and information-governance barriers (Muir et al., 2026). So partnership working can only benefit PCC if there is clear accountability, shared aims and good resources available, it is likely to be words and not action.
[bookmark: _Toc233042686]6. Application to Dementia Care Practice
This section brings in PCC and partnership working to dementia care offering a link between theory and practice and acknowledging factors that are a barrier to practice.
[bookmark: _Toc233042687]6.1 Person-Centered Care in Dementia Practice
PCC can be implemented in dementia care practice in a variety of ways, including life history work, individualized care plans, supportive activities that include opportunities to make choices (Marulappa et al., 2022). Kitwood's attention to the person is helpful as it empowers staff to look beyond behavior as an illness or symptom, and consider it as a form of communication (Kelly et al., 2023). For instance, agitation could be a sign of pain, fear, boredom or anything else that is a trigger. This will work towards the person's dignity and autonomy, by making changes to care to fit the person, their routine and preferences.
[bookmark: _Toc233042688]6.2 Partnership Working in Dementia Practice
Staff from GP, nurses, social workers, care homes, occupational therapists, within a family, and as an advocate are needed to provide effective dementia care. This collaboration can allow for a comprehensive service, increase continuity and decrease unnecessary hospitalizations by proactively recognizing potential issues and working together to plan services.
[bookmark: _Toc233042689]6.3 Critical Evaluation
But, the application is generally complicated. There might be capacity issues which are restricting any direct decision making, or family members and professionals could have conflicting views on what would be the most person-centered and/or safest option. Failure to communicate between care homes, hospitals and community teams can have a negative impact on continuity as well (James et al., 2023). Thus, PCC theory is successful if there is time, training and shared information but in practice, there are barriers in the form of staffing pressures, fragmented systems, and a risk-oriented approach to practice.
[bookmark: _Toc233042690]7. Critical Analysis of Policy and Legislation
This section examines the role that policy and legislation in the UK can play in helping to support PCC and partnership working, whilst identifying the difference between the legal requirements and practice.
[bookmark: _Toc233042691]7.1 Rights, Autonomy and Protection
These are key values of PCC that are reflected in the Human Rights Act 1998 and encompass dignity, privacy and protection from degrading treatment. Likewise, the Mental Capacity Act 2005 gives greater protection to individuals' autonomy by giving the presumption of capacity to professionals unless they are proven to lack it and by encouraging professionals to involve individuals in decisions wherever possible (Stanley, 2016). In dementia care, though, the opposite is the case; protection is restriction if the practice is risk adverse, and few choices are available.
[bookmark: _Toc233042692]7.2 Wellbeing, Personalization and Equality
The Care Act 2014 is very relevant to planning for PCC and social care as it encourages wellbeing, prevention and personalization (Stewart and Livanou, 2025). However, it will be effective based on the availability of funds, staffing and services at the local level. The Equality Act 2010 also promotes inclusive care as it requires the provision of fair access and reasonable adjustments; however, there is potential for inequalities to remain by the way of older adults, ethnic minorities and those who have complex dementia needs.
[bookmark: _Toc233042693]7.3 Integrated Working
Joined up services both between health and social care and between health, social care and community organizations, are being promoted in the Health and Social Care Act 2012, NHS Long Term Plan and Integrated Care Systems (Bramwell et al., 2023). This helps to promote coordination around the individual for partnership working. Most importantly, however, integration is challenging when agencies use separate data systems, eligibility criteria and organizational priorities, and have their own budgets.
[bookmark: _Toc233042694]7.4 Synthesis
Legislation and policy have provided a good framework in total for PCC and PW. However, there are still implementation challenges as there is a need for resources, stability of workforce, shared accountability and organizational commitment to implement rights-based, personalized and integrated care.
[bookmark: _Toc233042695]8. Recommendations for Future Development
The following section recommends enhancements to be made in dementia care to build the implementation of PCC and partnership working.
[bookmark: _Toc233042696]8.1 Staff Development and Communication
All staff to be provided with mandatory training annually to build understanding of personhood, communication and ethical decision making – with dementia focus (Moenke, Handley and Goodman, 2023). This can improve the quality of care, but can be costly and will need protected training time. Multidisciplinary team (MDT) meetings should also be strengthened to ensure the sharing of information and care coordination, but may be difficult to do due to staffing issues.
[bookmark: _Toc233042697]8.2 Service User Involvement and System Integration
Greater involvement of service users and carers in care planning may increase autonomy and satisfaction, but it can be difficult for service users and carers to make a decision as there may be conflicting views. The adoption of integrated digital care records would facilitate continuity of care across health and social care services, but would be complex to implement, and there are data governance issues.
[bookmark: _Toc233042698]8.3 Workforce Sustainability
In order to overcome staffing shortages and enhance continuity of care, investment in workforce recruitment and retention over a long period of time needs to be made. However, these enhancements cannot be achieved without significant financial investment and change of organization in order to produce sustainable results.
[bookmark: _Toc233042699]9. Conclusion
Person centered care (PCC) and partnership working (PW) are key to the provision of effective dementia care. This report has shown that these benefits of PCC and PW are those of dignity, autonomy, personhood and individualized support and coordinated care through collaboration between professionals, carers and agencies. In addition, both approaches have a good basis in current health and social care practice, on the grounds of ethical principles and legislation. But, the ongoing challenges with rights, risk and safety in resource-limited systems are emphasized in dementia care. However, the effective implementation of PCC and PW relies on a commitment of the organization, sufficient resources, training of staff and good inter-agency working and collaboration to bring policy into fruition.
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Appendix A: Summary of Key Legislation Relevant to PCC and PW
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Appendix B: Multidisciplinary Team Structure in Dementia Care
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Appendix C: Benefits and Challenges Matrix for PCC and PW
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Figure 1. Core Components of Person-Centred Care
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