Student name: Denisa Vonet
Student number : 1908353
Module title : Principles of Health and Social Care Practice 
Module code : BMHP5002
Lecturer name : Barbara Chinyani














































Introduction: 


The following report shows  the elements and conditions of person centred-care as first advanced by its main theorists, while highlighting the benefits of its implementation, as well as the circumstances . Both its feasibility and outputs are analysed within a case study on dementia as a condition which demands person centred-care through its wide spectrum of manifestations that can differ from one individual to another. The report is concluded through a set of recommendations to complement enacted policies and established practices.



































​Underlying concept of person-centred care :
 
Person-centered care engages the beneficiary as a partner within health related decision making. (Moore et al, 2020) Healthcare is consequently designed in accordance to personal circumstances, catering the beneficiary’s needs, lifestyle and preferences. Communication represents the sine qua non condition of care efficiency, both within the initial planning phase, but also continuous feedback ( Lewis, 2009). Hoowever, healthcare decisions are not only communicated, but also consulted with each person to be affected by them (Mitchell, Agnelli, 2015) The core argument in support of person-centered care is that the same treatment which proves efficiency for one, can, not only confirm different results on another, but may also be unnecessary, or even avoidable in their health planning. (The Heart Foundation)
Hannan (2019) signals the necessity of a clear distinction between person-centered and patient-centered. While the beneficiary is involved in any decision regarding their health, the term ‘patient’ reflects passivity. 
The UK health system has accommodated person-centred care as a pilar for both legislative policies, as well best practice guidelines since 2001, ensuring its integrating within each regulatory revision (Mitchell, Agnelli, 2015) Patient-centered care also transpires from the Care Act 2014 which stipulates the beneficiary’s prerogative to be actively engaged and even control the planning of their care. Furthermore, the Care Act 2014 calls for inter-institutional cooperation which also accommodates the contribution of ‘key partners’. Fundamental to the efficiency of the person-centered therapy, the support provided by the beneficiary’s relatives can qualify within this description.
Person-centred care ensures the holistic approach recommended by the World Health Organisation (WHO).


Theoretical underpinning of person-centred care: 

 
 Person-centred care can be traced to the work of Carl Rogers in the early 1960es. (Mitchell, Agnelli, 2015). Prioritising the patient’s contribution towards their own care, in contrast to the clinician’s input within the healing process, Carl Rogers envisioned an efficient therapy as a synergy between empathy, congruence and unconditional positive regard which excludes any biased, judgemental intervention from the carer.
The approach was further perfected by George Engel in his 1977 biopsychosocial model of health. According to the American psychiatrist care should be elaborated at the juxtaposition between the patient’s general health, eventual generic vulnerabilities and responses to medication as biological factors, peer support, family circumstances and bonds, as social factors within which the latter two are also extended towards psychological factors that in addition, also encompass mental health, self esteem, social skills and coping mechanisms.







Ethical underpinning of person-centred care:


Empathy, dignity and consideration represent the pillars of patient-centred care. On such grounds, person-centered care becomes an ethical response to voices  against patients being treated according to their diagnosis or symptoms, while their needs, beliefs and psycho-emotional state are either overlooked or poorly considered. (Royal College of Psychiatrists)
Decision sharing starts with a clinician-beneficiary consultation sustained to produce a care plan which encompasses health issues, prevention, but also the deployment of usual social activities and interactions.For accountability purposes, it is advisable that clinicians be trained in accordance to their involvement and that of their patients. Healthcare diligence demands that self-management be encouraged in a responsive approach, that facilitates the beneficiary’s access to customised knowledge, interventions and task programmes. Nevertheless, clinicians’ ethics imposes that they don’t overlook the necessity of monitoring risks to which the beneficiary’s health may be exposed to. An ethical practician-beneficiary cooperation may also consider reintegrating a person to their everyday life after having been cared for in hospital.(Richmond Group, 2012)
Since one’s interpretation filters are strongly influenced by one’s heritage, thus person-centred care should be adjusted to the receiver’s own background. Understandingly, when considering cultural sensitivity, carers must avoid assumptions that may stereotype the beneficiary. (Mathers, Bansal, 2016)


Main benefits of person-centred care:

The beneficiary’s cooperation leads to a more exhaustive understanding of risks, extended towards a higher focus on prevention, whereas receptivity and participation is expressed to amenability in regards to clinical recommendation. Nevertheless, person-centered care is demonstrated to decrease rates in elective procedures. (Moore et al, 2020)
Beyond a higher patient satisfaction, the pipelines such as education through which the beneficiary is engaged in person-centered care can also produce lifestyle changes. (HIN)
Patient-centred care ensures convenience by limiting unnecessary trips and displacements (Lewis, 2020). Improved self-management abilities are accounted by the Health Innovation Network as a factor influencing reduced requests of institutional care services. Such dynamics in assisted care are argued to reduce the costs within a country’s health system.Furthermore, timeliness descends as a direct product of treatment individualisation, since care is received when needed within monitored and adjusted intervals (Lewis, 2009).
Person-centered care creates or consolidates coordination between the expertise required for various conditions.Communication facilitates comprehensive e-health resources, as the beneficiary’s participation allows maintaining an accurate data base grounded on monitoring and measurement (Lewis, 2009).
Nevertheless, the cooperation encountered by health professionals can elevate self-efficacy and increase their confidence about their abilities.


Main limitation of person-centred care :

Barriers identified by Joseph- Williams et al within the implementation of person-centered care can be linked either to the practitioner’s assumptions regarding the treatment itself (in which they may perceive decision-making as ‘immeasurable’), the beneficiary (who they may consider as not receptive to sharing decisions) or their own time management. Furthermore, such obstacles may include the clinician’s presumption of having already shared decision-making, while lacking the appropriate resources to accomplish such requirement. (Hannan, 2019)


Person centred care for people living with dementia:


Defined by the WHO as a syndrome of brain function impairement, dementia affects cognition, perception, visual-spatial orientation, speech articulation, reasoning, task management, memory and personality. Depression and delirium are often confirmed as side manifestation of dementia. 
An accurate estimation of dementia cases in the UK is difficult to fathom as a consequence to both the wide spectrum of the disease which encompasses more than 100 distinctive types, but also to the poor rates in which a formal diagnosis has been applied. However, registered cases indicate Alzheimer’s disease, vascular dementia, mixed dementia and Lewy body disease as the more common forms of the condition in the UK.(Mitchell, Agnelli, 2015)
Person-centred care becomes pivotal for dementia, as each type of the condition highlights its own particular clinical manifestations. Furthermore, diagnosis of mixed dementia can confirm more than one type with their own corresponding manifestations. The patient could also confirm multimorbidity which should not confused with mixed dementia, as it may not necessarily account long term conditions. (Hannan, 2019)Nevertheless, a person’s response to dementia can also be influenced by their own life experiences. Through a progressive condition, dementia can allow a certain degree of independence, which varies according to the person’s age and general health status.
Tom Kitwood’s work has been praised as referential for dementia care. Professor Kitwood argued his theory by signaling the how a person’s own environment has a similar effect on their neurology as their brain may mould their abilities. His 1988 findings have particularly indicated the impact of social circumstances, without, however, neglecting personal attributes and individual psychology. (Fazio et al, 2018)
Introducing the concept of personhood which encompasses acknowledgement and consideration, Kitwood warned about how dementia care may be perceived as undermining by patients, as treatments risk depriving them of one’s rightful senses of attachment, inclusion and identity. Such affects were further advance by Kitwood when coining the concept of malignant social psychology as a treatment which neglects patient’s personhood and, consequently their wellbeing. Malignancy can be conducted towards the patient’s abilities (disempowerment), behaviour (treachery, disruption, imposition), needs (withholding), cognitive assimilation (accusation, outpacing), perception of reality (invalidation), such as it can be directed towards a person’s physical presence (banishment, ignoring). Malignancy can be affirmed both in the direct communication with the patient (through infantilisation, intimidation, stigmatisation, objectification, mockery, or disparagement), but also in reference to them (labelling). In contrast, Kitwood proposes recognition of the person’s needs, validation of their reality, negotiation in regards to their preferred care, and collaboration. A person’s position in regards to their environment can be managed through holding and facilitation. Leisure and self expression complete the dimension of positive care through play, creation, achievement celebration, relaxation and timalation. Nevertheless, a positive psychology can be extended towards the acceptance of any signs of kindness dedicated by the patient to their carer. (Mitchell, Agnelli, 2015).
Kitwood’s work can be considered as extended by his colleague Dawn Brooker (2004) who advances four key components to be considered in the person- centered care of people living with dementia. Respect and acknowledgement of both the beneficiary, as well as their close ones  (1) represents the foundation in which the further three components: therapy individualisation in accordance to their unique needs (2), an understanding and validation of the perspective launched by dementia (3) and the creation of a safe environment ensuring the wellbeing of people living with the desease (4) (Fazio et al, 2018)
Brooker has also identified four levels in which person-centred care can cater the disease. The first one falls in the responsibility of directors or senior managers and demands a clear vision translated into a service environment. The appointment and training of human resources converges towards the designated quality standards that shall also dictate governance within a corresponding ethos. The second plan corresponds to clinical leads designed to individualise the fore-mentioned mission with care pipelines, planning and reviews. The third level corresponds to shift leaders focusing on communication, decision making, attendance to physical needs and behavioural challenges which are fulfilled with empathy and risk management. The fourth and most comprehensive level engages both the beneficiary’s family, as well as their community, appealing to inclusion, respect, empathy, validation and empowerment.
An insight in the perspective shaped by dementia can be facilitated through various observational tools. The DCM which operates on scaling the detraction and enhancement detected in coding frames of moods and behaviour. Tools assess the effectiveness and efficiency of person-centred care through criteria such as the therapy itself, organizational support, environment, knowledge regarding the beneficiary, their autonomy, carer-patient communication, family involvement, and social connectedness, among others. (Fazio et al, 2018)
Individuality is framed within four coordinates. The appearance and composing element may include jewelry or clothing items which are attributed a particular importance by the beneficiary. Caring relations may be built around how an individual perceives and values a relationship, how the act of care is expressed, how the mutual acknowledgement is conducted, how empathy is received and how power and balance shape the dynamics of a relationship. A nurse’s competences are evaluated according to qualifications, experience, narrative caregiving, professional relationship and personal approach to work. The context of care descends from the material input, physical parameters such as location and work culture. Last, but not least, wellbeing as a desired outcomes of care is assessed from a physical, psychological and social perspective. (Van der Cingel et al, 2016)
The SPACE principles part of the long term plan advanced by the NHS dementia care focuses of staff expertise, clinician-carer joint efforts, early-detection and post diagnostic support, personalised care plans and environmental adjustments (Royal College of Nursing, 2019) Since interaction with NHS professionals is limited to only a couple of hours/year (7, in contrast to other  8753 of autonomous care, according to Dr. Demian), self-management dominates care strategies for long term conditions. As a terminal disease, dementia care may accommodate principles found in the treatment of long-term conditions which call for a coordinated interdependence between the person, their carers and clinicians. Recognising the patient’s own potential, practical support may be aimed towards tacking health illiteracy through education, training and the access to appropriate technologies and resources. (Eaton et al, 2015)
Nursing homes and hospitals have also certified the efficiency of the Senses Framework which focus on security, continuity (notably, one’s ability to built and sustain connections), belonging (particular, the feeling of inclusion and engagement), purpose (the ability to accommodate goals), fulfillment (the commitment put into advancing towards goals) and significance (the feeling of being valued.) (Van der Cingel et al, 2016)



Recommendation for improving person-centred care: 


1. Though the general ethos may be aligned towards delivering person-centered care, decision makers may revise challenges towards actual implementation, by identifying disruptions within care synergies. When it comes to institutional cooperation, Richmond Group (2012) warns about policy barriers that may intervene between healthcare and health and social services. Such discontinuity may be linked not to interdisciplinary collaboration in cases of multimorbidity, but to exchanges between various participants (ex: charities) and stakeholders (ex: families).  On an institutional level, patient-centred care is hindered by informational sharing which can delay or disrupt coordinated treatment.  (Hannan, 2019) Decision-makers are recommended to evaluate various data management alternatives so that the goal of disrupted synergies may not be compromised by bureaucracy. Caresynergies should be overviewed to prevent informational conflicts (Demian). Institutional cooperation is recommended to be considered from the angle of its purpose and destinatary, notably the person benefiting of care. On such grounds, institutions should revise  communication plans and assess whether each party benefits of the exact same information. Measurement and monitoring may be challenged by the lack of routine information, thus carers are recommended to plan an adjustable assessment calendar which can be revised according to the person’s own health status.
2. Hannan (2019) warns about how person-centred care is genuinely accomplished when considering the beneficiary’s willingness to be accounted in decision making, as such responsibility may have a different effect on each individual. Furthermore, such prospect should also be considered by clinicians when communicating to the beneficiary’s family, since relatives are bound to become themselves active ‘participants’ in healthcare. Therefore, person-centred care is recommended to not be considered a priori as the appropriate health approached, but presented to the beneficiary and adjusted in accordance to each potential participant’s receptivity.
3. According to Dr Demian, care for multimorbidity should favour person-centered approaches to Evidence Based Practice. On such grounds, carers are recommended to incorporate as much variables as feasible when conceiving a tailored programme and register potential variances in the beneficiary’s response to it. 
4. In addition to multimorbidity, Bill Thomas warns about what he describes as the three ‘‘intolerable plagues’’ overwhelming residents of nursing homes: loneliness, helplessness, and boredom. (Fazio et al, 2018) Such impacts may trigger the exact dynamics identified by Tom Kitwood when indicating the effect of the social context on the brain. The focus on a dementia-friendly social environments can also be implemented by reducing nursing care homes to housing models with a reduced number of residents in which one can find a pattern of familiarity that may appear similar to that of a household. (Van der Cingel et al, 2016) Such approach can be implemented both for demential care, as well as in general nursing, since it ensures an appropriate level of familiarity facilitating both manageable references, as well as overall sociability.
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