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INTRODUCTION



This essay will focus on the underlying concepts of person-centred care within the health and social care practice, exploring its theoretical and ethical foundations and analysing the main benefits and limitations. This essay exposes the application of person-centred care into practice to dementia patients based on research findings. 


Person-centred care is a way of understanding the provision of care to the people who need them, especially older adults, that puts humans and their needs as a fundamental centre for developing care plans. Nevertheless, that way of understanding care also involves a way to act and provide services to people in dependency.
The person-centred care methodology aims to promote the person's functional independence for as long as possible and create the conditions for the person to be able to direct their life based on their desires, beliefs, tastes, and interests.
The definition of people-centred care is neither easy nor uniform. Below is a definition, primarily oriented towards people with dementia, as one of the main challenges of focused care.
According to Dawn Brooker (2006), first, the individual must be respected and valued as a full member of society. Second, an individualised care plan must be developed in tune with people's changing needs, with new elements of compensation and reinforcement as cognitive disabilities increase.
Third, the perspective of the person with dementia has to be taken into account to understand the meaning that person gives to their situation and their knowledge about the latter. Fourth, supportive social psychology must be provided to help people with dementia live a life of perceived relative well-being.
 
Likewise, person-centred care can also be interpreted as a model of care to improve the quality of life of older people in situations of fragility or dependency, placing the centre of attention on the person. Thus, it is essential to define the quality of life (World Health Organization, 2021).
The concept of person-centred care is still evolving, such as it is because for care to be person-centred, it has to revolve around the individual's needs, preferences and circumstances (Person-centred care made simple, 2021). It has to be considered that what might be crucial to a person's health might be undesirable or unnecessary to another. Needs and circumstances change over time, and the care provided must evolve along with them. The Health Foundation created a framework that comprises the four principles of person-centred care:

•	Treating people with compassion, respect and dignity.
•	Giving coordinated treatment, care and support.
•	Giving personalised treatment, care and support.
•	Supporting people to develop their abilities and strengths to enable them to live their life to the fullest.


Any care or treatment any person might receive during their lifetime should always be administered based on these principles (Person-centred care made simple, 2021).




DISCUSSION/ANALYSIS 



All individuals have great human potential, and, as a potential that it is, we can train it to develop it. However, it is undeniable that we need the help of others to achieve this since otherwise, instead of improving ourselves, we would stop our development, and it would lead us to decrease as people. Along these lines, Bermejo (2012: 29) points out that all people "need to have learning possibilities that help us to achieve personal projects and the satisfaction of the relational demands of our context"; assuming this implies that education must be present at any age and in all areas of social services. He also adds that "in the case of older adults, this is further exacerbated by the fact that ageing still implies a negative stigma in our society, to such an extent that their ability to learn is questioned, to know, to decide and to govern their life".

However, in recent years and due to the increase in life expectancy and quality of life, leisure and personal development needs are emerging among people who make up middle and late adulthood, which has given origin to the so-called "active ageing". Bermejo and Miguel (2008) describe it as follows: the process through which it is intended to develop personal capacities, achieve a feeling of well-being for the present life and be responsible for it; Therefore, it requires training and education by professionals who are aimed at meeting these demands.
Due to the social changes that have occurred over the last decades, such as the improvement of the quality of life, medical and technological advances, and the growing development of the Welfare System, the result has been, among others, an increase in life expectancy. However, this phenomenon of increasing the number of years lived can be seen as a dual circumstance. We can achieve greater longevity, but this usually comes accompanied by physical and psychological deterioration, economic difficulties and sometimes situations that have to do with loneliness or social isolation. This causes us to lose some independence - although not necessarily autonomy, as will be pointed out in this essay - and we need other people and institutions or resources to cover our needs.
On the other hand, it should be noted that there has been a radical change in family structures in recent years, such as the incorporation of women into the world of work or the notable decrease in offspring. A consequence of this fact is that people in a situation of dependency may feel more alone and defenceless, which causes an increase in the use of social health resources that facilitate their care and attention. Traditionally, in residential centres, attention is focused on services, rigid schedules and highly protocolised activities, where care is not very personalised. This model of care causes a decrease in the well-being of the people to whom the care is directed, since their tastes and preferences are not taken into account, nor is their autonomy respected.

Person-centred care is nothing more than a change of perspective: it is not the people who must adapt to the centres and services, but on the contrary, public entities, centres and services have to adapt to the people to respect thus the individuality and uniqueness of each of the users of our services.
All the definitions of person-centred care share three common characteristics: respect for the dignity of people, support of their life projects and being based on a professional model in search of the quality of life. The objective is to respond to the needs derived from the dependency and while allowing them to participate in the process. This active role of the person generates changes in the professional / person relationship and, therefore, intervening. In this model, professionals and services become a fundamental part of the support for people to continue their life project.

The increase in dependency situations associated with ageing populations makes it necessary to improve or adapt the services and provide long-term care, either within the same home or in residential centres. Traditional residences offer care far removed from the model. The most frequently made complaints about these residences have to do with the loss of control over one's life and the impoverishment of social relationships. As already mentioned, in recent years, there has been a growing interest within social services to support dependent older people for person centred-care models. One line of action and development of the model in the field of residential care are alternative accommodation in which the idea is to offer professional care, respecting people's preferences and rhythms, but from an environment that looks and works like a home.
In the 1980s, the "Culture Change Movement" emerged in the United States, which pursued a cultural change in residences for the elderly. This movement has been reflected in different accommodation alternatives for the elderly in other countries, such as the coexistence units developed in the Nordic countries and central Europe or the Cantou in France. In this type of accommodation, the aim is to create community spaces in which construction and decorative elements are applied to favour the well-being and development of people, avoiding their isolation and recovering the therapeutic and stimulating aspects of daily life. The Coexistence Units or residential model housing objective is to ensure that people who are forced to live in residence can do so by receiving professional attention, favouring the continuity of their life project, from an environment that resembles closest to home.

These accommodations are characterized by:

· Have both private and public spaces to guarantee the privacy and socialization of users. They must have private rooms and bathrooms. Public spaces, such as standard rooms, dining rooms, or the garden, help promote socialization, avoiding isolation.
· The accommodations try to imitate "own home" so that each resident can bring their furniture and significant or important belongings so that the environment is as homely as possible. Their aim is to find a routine of life similar to the one they previously had at home. That is why they are encouraged to carry out daily activities such as cooking or shopping. It is relevant to highlight the importance that the presence of companion animals or plants has in these accommodations, to enhance motivation. There are also spaces for children.
· Location is an important feature. They should be in a place close to an urban nucleus or with public transport, so that residents do not lose contact with family or friends and, in this way, the output for different purposes.
· They must offer personalized and professional attention 24 hours a day to ensure the care of highly dependent people and based on the concept of "housing for life".
· The living units are intended for a minimum of 6 people and a maximum of 20 to guarantee personalized attention.
· The rhythm of attention is set by people based on their tastes and preferences.
· The care is aligned with the values ​​of the model, favouring the person's participation in everything concerning their life.
· The role of families is relevant, where participation and collaboration in the care and day-to-day life of their relatives are encouraged.

Likewise, it must be taken into account that in recent years interventions have been developed in line with the values ​​of the person-centred care model to treat cognitive impairment. These interventions are known as non-pharmacological therapies or soft therapies and defined as the "Non-chemical intervention, theoretically supported, focused and replicable, carried out on the patient or caregiver and capable of obtaining a relevant benefit". They are complementary therapies to pharmacological treatment, and many residential centres are beginning to include them in their offer of services. Some of the most used are music therapy, sensory stimulation, cognitive training, animal-assisted therapy, or reminiscence therapies.
In developing these therapies, communication and care models centred on the person with dementia, such as the one developed by Kitwood or Yanguas, have been taken into account. The "Validation Therapy" described by the gerontologist Naomi Feil is also a non-pharmacological therapy proposal. This author proposes different verbal and non-verbal communication techniques to facilitate contact and interpersonal communication in people with cognitive impairment (Brooker and Kitwood, 1997).

As mentioned in the above paragraphs, traditionally, the model of care for the elderly suffering from dementia has been based on care in which the patient is a passive subject and recipient of resources and care, focused on the limitations of the person himself. In this model, making decisions falls on the multidisciplinary team without taking into account the different characteristics of the person served. The process is usually rigid, delegating activities to the professionals who make up the team and without considering what each patient can contribute to their care. On the other hand, it also highlights the way of addressing the patient, using a complex and difficult to understand language.
On the contrary, with the person-centred care model, the person cared for acquires an active role since they participate in decision-making, thus facilitating personalized care.
In this model, the responsibility for care rests on the patient himself or his primary caregiver, who will be the ones who indicate how the care process is going to be carried out and what are the pillars on which it will be based, trying to make the process more flexible. This is possible thanks to the empowerment of the resident and her family. It is essential to teach them the skills and knowledge necessary to direct their care. In this way and, as far as possible, the person plans their care according to their capacity and autonomy, considering their life's social and personal aspects.
Another differentiating aspect of the traditional model is the role that professionals acquire. In this model, the work of the person who cares takes on greater prominence and becomes the axis of care. Their work is versatile, and they become a facilitator, motivator, companion and provider of support. They acquire a role of active listening, treating the older person with closeness and attachment, not simply as the person in charge of directing the care.




RECOMMENDATIONS


On numerous occasions, when a person enters a residential facility, there is a significant break from their previous life. Professionals tend to intervene only in the present. To guarantee person-centred care, it is necessary to know what kind of life the user has led before institutionalizing. The person's biography is a fundamental element to offer personalized treatment, and it is the reason for its uniqueness. Ramón Bayés said that "the person is the singular product of his biography." We can know the biography from the person himself or his family and friends. The professionals in charge of providing care must collect information on tastes and preferences, identify the behaviours that generate well-being, and cause them rejection and favour their personal and social identity. This information should be used in residential facilities to develop care plans based on their preferences and wishes.

The struggles that the NHS are currently contending with are widely known. The number of people living with long-term conditions and disabilities continues growing exponentially while health and social care budgets decrease and are continually under pressure to cope. 
The most notable challenge lies in adult social care. There are growing numbers of people unable to access services to a system on the verge of collapse as funding is not keeping pace with demand. The government must ensure further funding to stabilise the social care workforce.
Staff shortage is another concerning issue. The UK is very reliant on overseas recruitment, which complicates the situation; it is set to get increasingly harder to source staff due to Brexit and its restrictive immigration policies. The NHS will continue struggling to attract and retain staff unless they start offering better pay, terms, conditions and career progression than social care can currently afford (The Health Foundation, 2019).





CONCLUSION


The main objective of this work has been to approach the Person-Centred Attention model, in general and specifically in the field of dementia, from the perspective of residential settings.
After the bibliographic review carried out, the following conclusions can be drawn:
The person-centred care model is ethical. Its objective is that the person cared for is treated with dignity, respecting their autonomy and uniqueness, taking into account previous life, tastes and preferences. From this approach, the person takes an active role in their care plan, which increases their emotional well-being and quality of life. The multidisciplinary team, especially the direct care personnel, begins to have a multipurpose role, in which, in addition to helping to satisfy basic needs, they have to assume other tasks of a psychosocial nature. They become providers of support and opportunities from the perspective of people's abilities and strengths. On the other hand, the reference professional is a relevant figure in this way of understanding care. His functions are related to favouring personalized attention, establishing a relationship of trust with the person cared for and coordination between the different members of the healthcare team and the family. The stable assignment of professionals is considered an essential element and facilitator of the change in the care model.
In the field of dementia, the approach taken by Kitwood stands out, who pointed out the importance of the individual expression of dementia, regardless of the existing neurological damage. The environment and the relationship established between professionals and the people receiving care are decisive to offer quality care and improve the emotional state of people with dementia. When care is provided from the person-centred care approach, the occurrence of psychological symptoms and behaviour of dementia, and therefore the use of neuroleptics and physical restraints, specifically, it has been shown that agitation and other behavioural disorders improve considerably with professional practices aligned with the model. Likewise, the improvement of social relationships and the reduction of inactivity associated with the practices dispensed from this model of care minimizes the appearance of other psychological symptoms associated with dementia, such as apathy and depression.
The benefits of applying the model are also reflected in workers, who express greater job and personal satisfaction, feeling more motivated, having less psychological burden, more independence and control of their work and feeling recognized and supported by other professionals.
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