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Abstract
This report is a critical evaluation of how Person-Centred Care (PCC) and Partnership Working (PW) is being (and can be better) implemented within the context of UK residential dementia care. It shows that even though the concepts are enshrined in legislative frameworks such as the Care Act 2014 and the Social Services and Well-being (Wales) Act 2014, there is a strong and series dichotomy between the aspirations of policy and the reality of daily practice. Using Kitwood’s Enriched Model of Dementia and the four ethical principles of autonomy, beneficence, non-maleficence, and justice, the report analyses how systemic barriers like workforce shortages, underfunding, and fragmented digital systems undermine the delivery of relational care and multidisciplinary collaboration. The findings suggest that although legal duties regarding autonomy and co-production are strong, they are frequently compromised by a culture that is risk-averse and task-oriented instead of one that is relational, empowering, and genuinely person-centred. Therefore, the report concludes with recommendations for workforce development in relational skills, integrated digital records, and co-produced outcome frameworks to bridge the gap between legislative intent and the lived experience of residents.
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1. Introduction
Adult social care in the UK is under pressure so much that in 2025, 135,000 people lived in residential care homes in England, largely because of dementia (Department of Health and Social Care, 2025). As recently as mid-2024, Alzheimer’s Society (2024) reported that 487,432 people in England had a recorded diagnosis. At the same time, care homes are facing a 7% workforce vacancy rate (Skills for Care, 2025). It is expected that when demand rises and staff numbers fall, workers have less time to give the detailed support that dementia care requires.
National policy is clear on how to respond to such situations. Person-Centred Care (PCC) and Partnership Working (PW) are legal duties in the Social Services and Well-being (Wales) Act 2014, the Care Act 2014, and NICE dementia guidance. These policies expect staff to understand each resident as an individual and to work closely with families and other professionals. In many homes, this is hard to achieve, so there is usually a gap between policy and daily practice, and this affects the care that residents receive.
The goal of this report is to examine that gap. Therefore, the report evaluates PCC and PW, explains their ethical basis, and uses examples from residential dementia care to show how these duties work in practice.
2. Person-Centred Care (PCC)
2.1 Meaning, Benefits, and Limitations
PCC is a model of care that focuses on the values, preferences, identity and life history of each person. According to McCormack and McCance (2025), PCC requires staff to understand what matters to the resident, then use this information to plan care. NICE (2021) describes PCC as a duty to support choice, dignity, and emotional well-being. In residential dementia care, this approach is important because memory loss, confusion and communication changes can reduce a person’s ability to express their own needs. Therefore, PCC aims to protect the person’s sense of self when cognitive abilities decline.
In dementia care, PCC has many benefits, starting from how it reduces patient agitation, especially when routines reflect the resident’s habits and preferences. According to Edberg and Backman (2025), it also strengthens trust between staff and residents, which supports personal care tasks, and helps families feel confident that the home understands their relative as a whole person rather than as a set of tasks. PCC has also been shown to improve residents’ emotional well-being by supporting identity and agency, even when the resident cannot recall events or make complex decisions (Lorber et al., 2025).
However, PCC also has limitations, like how it is difficult to deliver in daily practice because high resident-to-staff ratios limit the time available for one-to-one interaction (Davies et al., 2023). Normally, staff focus on essential tasks like washing, dressing and feeding because these tasks must be completed within a set shift. Thus, PCC may appear in care plans but may not affect daily routines.
Risk management also affects PCC. It is common for staff avoid shared decision-making because they fear blame if a resident is harmed (De Graaf et al., 2023). Advanced dementia creates further challenges because the resident may not use words to express pain, fear or preferences, and staff need specific skills to interpret behaviour (Towers et al., 2021). Cultural and religious needs are not always addressed, and PCC sometimes assumes Western ideas of independence, which may not match all residents’ backgrounds (Equality Act, 2010). These limits show a clear gap between the policy expectation of PCC and the reality of care homes.
2.2 Kitwood’s Enriched Model of Dementia as Theoretical Foundation
Kitwood’s Enriched Model of Dementia explains dementia care through the person’s psychological needs, including comfort, attachment, inclusion, identity and occupation (Kitwood, 1997). The argument is that these needs remain important even when memory and communication decline. Staff should therefore support the person’s emotional world and protect their sense of identity. Kitwood also introduced the idea of “malignant social psychology,” which is behaviour that harms a resident’s personhood, like rushing, ignoring, controlling choices or focusing only on tasks.
The model has clear strengths, like how it explains why relational care is essential in dementia settings. According to Kelly et al. (2023), it shows that emotional needs are as important as physical needs, thereby forming the basis of many PCC frameworks used today, including NICE dementia guidance. The model helps staff understand why routines should be flexible and why each resident’s life story matters.
But the model is not perfect. At least, it seems to ignore the wider system in which care takes place, not discussing staffing levels, funding limits, or commissioning pressures (Mitchell and Agnelli, 2015). However, it is these structural realities that influence daily routines, sometimes even forcing staff to prioritise speed over relationship-building. As a result, the theory is strong, but its application is restricted. However, any model built on relationships would struggle to survive in environments determined by time pressure, risk management, and limited resources. This is the source of the gap between theoretical ideals and real practice.
2.3 Ethical Principles and Everyday Dilemmas in Dementia Care
Ethical principles guide decisions in dementia care, helping staff decide how to act when a resident’s wishes conflict with safety or when time limits affect how much support each resident receives. The four main principles are autonomy, beneficence, non-maleficence and justice (Varkey, 2021). And they can be applied easily.
Assuming a resident with dementia wants to walk independently: having had several recent falls, staff must decide how to respond. Autonomy requires respect for the resident’s choice; beneficence requires staff to support well-being; non-maleficence requires staff to prevent harm; and justice requires fair use of time because long periods spent supporting one resident may reduce the time available for others. The Mental Capacity Act (MCA) 2005 provides a legal process for these decisions. Staff must assess capacity for each specific decision and must not assume incapacity because the person has dementia (Mental Capacity Act (MCA), 2005). If the resident lacks capacity, staff must choose the least restrictive option and act in the person’s best interests. Safeguarding duties under the Social Services and Well-being (Wales) Act 2014 add another requirement to prevent foreseeable harm (Social Services and Well-being (Wales) Act, 2014).
This situation shows that ethics in dementia care is part of everyday work. Staff must balance rights, safety and fairness under conditions of limited time and changing cognition.
3. Partnership Working (PW) in Residential Dementia Care
3.1 The Concept of PW
PW means different professionals, agencies, and families working together to meet the needs of a resident (Woodward and Ruston, 2023). This concept operates at three levels, starting with the micro level which includes residents, staff, and families. Then, at the meso level, the collaboration covers the multidisciplinary team (MDT), like GPs, Community Psychiatric Nurses (CPNs), physiotherapists, speech and language therapists (SALT) and social workers. At the macro level, it includes commissioners, safeguarding boards, and local authority structures (Ball et al., 2024).
There are many benefits to PW. The foremost is that it supports clear care plans (Devi et al., 2021). Also, it reduces avoidable hospital admissions and improves medication management through shared information. Furthermore, it also gives families confidence that professionals communicate with each other.
However, it also has barriers, the main one coming from professional groups normally working in silos, which restricts communication (Prest et al., 2024). GP decisions may override the assessments of care home staff, whereas power differences can appear when families want a specific action and professionals must follow legal duties. Another barrier is in the area of communication systems being sometimes fragmented so that there are separate digital records and delays in referrals (Clark, 2021). Furthermore, as is a trend in the UK now, workforce shortages reduce the time available for joint working, and because of a culture of risk and blame, professionals are cautious, and this reduces open discussion and shared decision-making (Yusof and Razali, 2024).
3.2 Application of PW in Residential Dementia Care
According to NICE dementia guidelines, all professionals should work from a single, shared care plan. They also require regular MDT reviews and active involvement of families and residents (NICE, 2021). These guidelines describe an ideal model in which professionals communicate clearly, share information promptly, and make decisions together. The model assumes enough staff, enough time and compatible systems.
Daily practice in residential dementia care is different from this ideal. For example, because agencies do not share information well, residents can repeat their life story to different professionals. Or, discharge notes from hospitals may arrive late or may not include details about mobility, medication changes or behaviour. Or, updates from GPs or CPNs may be delayed, which leaves staff without guidance when behaviour changes. Or, conflicts may arise between families and staff when deciding on bed rails, medication changes or walking support. These conflicts show the tension between family expectations and professional duties.
Furthermore, MDT meetings may be short because staff are needed on the floor. Meetings may also be infrequent when teams face high workloads. It could also be that communication between services is limited by incompatible digital systems, so many care homes would rely on paper notes, while health services use digital systems that do not link with the home (Johnston et al., 2022). This increases the risk of missing information.
These barriers affect residents and staff. Residents may feel confused when professionals do not share information. Missing or delayed updates may increase safeguarding risks, especially for residents with complex needs. Staff may feel stressed when they must chase information or manage family concerns without support. These issues show that PW does not only fail because staff are unwilling to work together but also because systems, staffing levels, and communication pathways restrict effective collaboration.
4. PCC and PW in Law and Policy
The Social Services and Well-being (Wales) Act 2014 places a legal duty on professionals to support well-being. It requires that people have voice and control in decisions about their care. It promotes co-production, which means that people take part in planning their support. It requires outcomes-based assessments that link care to the person’s goals. The only issue is that stronger duties do not always lead to stronger practice.
The Care Act 2014 in England includes a similar duty to promote well-being. It also includes a duty for agencies to cooperate, and also operates within a more market-driven system of commissioning, which creates variation in service quality, funding and access (The Care Act, 2014). Another policy central in dementia care is the Mental Capacity Act (MCA) 2005 which requires a clear process for assessing capacity, and that professionals choose the least restrictive option and that decisions follow the person’s best interests. According to Stokes et al. (2025), MCA’s implementation in the UK is uneven because staff usually have limited time and training and confidence differ between settings.
Meanwhile, the Equality Act 2010 requires services to make reasonable adjustments. This is important in dementia care, where people may need communication support. It also includes duties linked to cultural and religious needs. However, these adjustments can be inconsistent because services lack time, resources, or guidance. Moreover, safeguarding frameworks provide protection for adults at risk, being essential for preventing harm, and creating a risk-averse culture (Duffy, Browne and Connolly, 2024). This culture can limit autonomy and reduce shared decision-making, and this normally creates conflict with PCC aims, which emphasise choice and control.
Ultimately, these laws all provide strong support for PCC and PW on paper. However, in practice, limited funding, workforce shortages, and fragmented systems restrict implementation. Therefore, training varies between services, which reduces consistency; and high turnover weakens continuity and confidence. Essentially, the law sets clear duties, but the system limits delivery.
5. Recommendations for Future Development
5.1 Workforce Development
Staff need more training in relational care and also better skills in dementia communication. They also need training in cultural competence and trauma-informed practice, all of which support PCC and reduce distress. The problem is that services have limited money, while staff have limited time, so burnout reduces the ability to attend training.
5.2 Digital Integration
Services need shared digital records between hospitals, GPs, and care homes. Because shared records reduce mistakes and delays, digital tools should be co-designed with families and residents. This can reduce digital exclusion, with the only causes for concern being high costs, digital skills gaps, and GDPR risks.
5.3 Co-produced Outcome Frameworks
Agencies need to use shared measures of success, including resident well-being, family satisfaction, and reduced distress. And even though this means worrying about difficulty measuring well-being and progress depending on political commitment, these shared measures improve accountability and clarity.
6. Conclusion
There is a gap between legal duties and daily practice, especially with PCC and PW being central expectations in UK law and guidance. Residential dementia care shows how these expectations are restricted by funding, staffing, and divided systems. It is true that laws provide clear duties, but it is just as true that services are struggling to meet them. Without long-term investment and better systems, PCC and PW will not become lived experiences but remain aims.
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