A Systematic literature review exploring paid professional carers’ perceptions of and awareness about person centred care for Dementia patients 

Abstract

The importance of person centred care for individuals with Dementia has been reiterated by the British Psychological Society (BPS: 2016). The purpose of this review was to (1) explore the perceptions of and current awareness levels of person centred care amongst paid professional carers, (2) explore whether paid professional carers feel they have sufficient knowledge, understanding and training on person centred care and (3) explore how person centred care is being used, developed and promoted in the care industry for individuals with Dementia. This systematic literature review included qualitative and quantitative studies published since 2007 which reported findings on paid professional carers’ perceptions and awareness of person centred care for individuals with Dementia and its use and development in the care industry. Within the 12 studies included, perceptions and the awareness of person centred care was identified amongst paid professional carers (Baillie et al., 2016; Edvardsson et al., 2010; Edwards et al., 2014; Kirkley et al., 2011; Smythe et al., 2015; Smythe et al., 2017) and the majority of the studies demonstrated the use and development of person centred care (Baillie et al., 2016; Benbow et al., 2011; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Surr et al., 2016). While the studies in this review exhibited evidence that person centred care is recognised by paid professional carers and is being used and developed, the review recognised contradictions and limitations throughout the studies. 
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Paragraph of context

          Dementia is one of the main illnesses in the world (Alzheimer’s society, 2017), it is a disease causing cognitive, behavioural and physical impairments resulting in decreased brain function, impairments in language, reasoning and memory and changes in personality and behaviour such as mood swings, agitation and withdrawal (McKhanna et al., 2011). Ferri et al. (2005) explains Dementia as a progressive disorder with no cure. There are 850,000 individuals in the UK living with Dementia, statistics are increasing worldwide and one person every three minutes develops the illness (Alzheimer’s society, 2017; Ferri et al., 2005). 
          Within the UK there are various care facilities available to individuals with Dementia; care homes, residential or nursing homes and community care (NHS, 2015). Paid professional carers within the UK provide important factors to the lives of individuals with Dementia, such as increasing their autonomy and quality of life, oppurtunities to socialise, engage in activities and a sense of companionship (Bramford & Bruce, 2000).  In the UK, carers provide palliative and end of life care and carry out domestic and personal hygiene tasks (Bramford & Bruce, 2000; Thune-Boyle et al., 2010).
          The British Psychological Society (BPS: 2016) created a policy document about the care of individuals with Dementia called ‘Psychological dimensions of Dementia: putting the person at the centre of care’. The document discusses the diversity of Dementia, how receiving a diagnosis can completely change an individual’s life and how the care individuals receive is of upmost importance as they need to feel supported and respected, have their voice heard and maintain their autonomy and identity. The document provides several recommendations to move forward with Dementia care, to ensure an individual’s needs and care are tailored specifically to them. Training is recommended to improve the provision of person centred care and how using psychological approaches and research to see further into the requirements of Dementia care can provide explanation how to increase the quality of life of each individual, highlighting the gaps in the provision of person centred Dementia care (BPS, 2016).  
          Person centred care is a way for carers to embrace an individual’s choice and autonomy (Kogan, Wilber & Mosqueda, 2015). The term person centred care was first developed in the 1940’s from techniques used in therapy to ensure a person was viewed as a whole (Rogers, 1951). The definition has evolved, though the main points still exist; respecting an individual, their values and preferences, involving friends and family in an individual’s care, communicating effectively and providing information about an individual’s illness, allowing them to take control of their life (Morgan & Yoder, 2011). Person centred care is seen as the best practice for individuals with Dementia (BPS, 2016; Edvardsson, Fetherstonhaugh and Nay, 2010; Kim & Park, 2017; Mitchell & Agnell, 2015, Manthorpe & Samsi, 2016). However, this may have not always been the case as person centred care has only been fully focused on, promoted and developed within the last two decades for individuals with Dementia (Edvardsson, 2010; Nolan, Davies, Brown, Keady & Nolan, 2004; Ross, Todd & Clarke, 2015). The BPS (2016) discusses the above points emphasising the need for high standards of person centred care.
          Literature has evidenced person centred care being used for individuals with Dementia (Chenoweth et al., 2009; Nolan et al., 2004) and its promotion throughout psychological research (Edvardsson et al., 2010; McKeown, Clarke, Ingleton, Ryan & Repper, 2010) and has been the reasoning behind the creation of frameworks for the implementation of person centred care (McCormack, 2003). However, the literature recognises a common requirement for greater knowledge, guidance and training (Clissett, Porock, Harwood & Gladman, 2013; Edvardsson, Sandman & Borell, 2014; Edvardsson, Watt & Pierce, 2016; Kim & Park, 2017).
          Therefore, the specific purpose of this systematic literature review is to identify the perceptions of awareness levels paid professional carers have on person centred care and how it is developed and used within the care industry. 
Aims
          Three aims have been developed for the literature to be summarised around: 
1. What are the perceptions of and current levels of awareness of person centred care amongst paid professional carers?
2. To what extent do paid professional carers feel they have sufficient knowledge, understanding and training on person centred care?
3. To what extent is person centred care being used by paid professional carers for individuals with Dementia and how is it being developed and promoted in the care industry?
          These aims have been created to answer important questions regarding person centred care for individuals with Dementia.

Method
Search strategy
          A systematic process was used to collect literature about person centred care for individuals with Dementia including the aims of this review. Several electronic databases were used: Academic search premier, EBSCO Host, ProQuest, ProQuest Central, Education source, Medline, PsychArticles and Science Direct. One other method of identifying literature was from the reference lists of all the included papers. Reference lists were studied to identify relevant published papers. 
          When searching the databases, dates of papers were narrowed down to only show papers published from 2007 and onwards, allowing for ten years of the most relevant articles to appear. When the initial search was carried out, key concepts, abbreviations and synonyms were used and combined (see table 1.1). 
Table 1.1
[bookmark: _Hlk498286567]Components and search terms used for the database searches
	Components
	Search terms

	Person centred care
	Person centred care, PCC, person focused, Patient centred care

	Dementia
	Dementia, Dementia patients, Individuals with Dementia, Alzheimer’s

	Carer
	Carer, Carers, Paid carers, Professional carers, Support worker, Formal carers

	Perceptions
	Perceptions, Views, Attitudes

	Knowledge
	Knowledge, Understanding, Training, Awareness


Note: All the search terms were combined with ‘OR’ as well as ‘AND’ when searching for literature

Review process
          Using the above components in the initial search of databases produced 705 papers. From this, a preparatory examination of these papers was carried out by looking at titles of the papers and excluded any irrelevant ones and duplicates. Papers left were examined by reading their abstracts and again any irrelevant papers were excluded. All papers included at this point were fully examined ensuring their content fitted the specific criteria refining the articles (see appendix A). 
          All articles left after this process were examined against inclusion criteria: (1) articles published from 2007 to the present including both quantitative and qualitative studies, (2) articles including psychological studies in common wealth countries, (3) papers reporting perceptions or awareness levels of person centred care, (4) papers reporting the use or development of person centred care for individuals with Dementia (5) sample of paid professional carers (18 years plus). Papers which did not match this inclusion criteria were excluded. 
Quality rating of studies
          For the quality assessment of the studies the Critical Appraisal skills programme (CASP) was used. The CASP systematic review research checklist was used. Sir Muir Gray (1993) first initiated the checklist using medical literature by Guyatt, Sackett and Cook (1994). The criteria consisted of ten questions about the quality of the studies which are answered by either ‘Yes/No/Can’t tell’ (see appendix B).

Results

Overview of studies
          Overall, following the inclusion criteria, 12 articles were recognised to fit within this review. An overview of these studies is represented in table 1.2 (see appendix C), whilst the quality assessment of these studies is represented in table 1.3.

Table 1.3
[bookmark: _Hlk498286632][bookmark: _GoBack]Quality Assessment of studies included in the Literature review using Critical Appraisal skills Programme Criteria (CASP)
	Study
	Focus
	Paper Relevance
	Method Relevance
	Sample
	Consistent Results
	Overall useful results
	Application
	Benefits/costs
	Overall Assessment

	Surr et al. (2016)

Smythe et al. (2017)

	Y

Y

	Y

Y
	Y

Y
	Y

Y
	Y

Y
	Y

Y
	N

N
	Y

Y
	+

+

	Edwards et al. (2014)

Smythe et al. (2015)

	Y

Y
	Y

Y
	Y

Y
	N

Y
	?

Y
	Y

Y
	N

Y
	Y

Y
	-

++

	Kirkley et al. (2011)

	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	++

	McKeown et al. (2010)

	Y
	Y
	Y
	N
	Y
	Y
	N
	Y
	-

	Baillie et al. (2016)

	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	++

	Benbow et al. (2011)

	Y
	Y
	Y
	N
	Y
	Y
	Y
	Y
	+

	Edvardsson et al. (2011)

	Y
	Y
	N
	Y
	Y
	Y
	Y
	Y
	+

	Kontos et al. (2007)

	Y
	Y
	Y
	Y
	Y
	Y
	N
	Y
	+

	Hunter et al. (2013)

	Y
	Y
	?
	N
	?
	Y
	Y
	Y
	-

	Edvardsson et al. (2010)

	Y
	Y
	Y
	N
	Y
	Y
	Y
	Y
	+


Note: Y = Yes; N = No; ? = Can’t tell; ++ = High Quality; + = Medium Quality; - = Low Quality

          The papers included in this review were published between 2007 and 2017 within the inclusion date requirements. Eight studies were carried out in the UK (Baillie, Sills & Thomas, 2016; Benbow, Tsaroucha, Ashley, Morgan & Kingston, 2011; Edwards, Voss & Llife, 2014; Kirkley et al., 2011; McKeown, Clarke, Ingleton, Ryan & Repper, 2010; Smythe, Bentham, Jenkins & Oyebode, 2015; Smythe, Jenkins, Galant-Miecznikowska, Bentham & Oyebode; Surr, Smith, Crossland & Robins, 2016), two in Australia (Edvardsson et al., 2010; Edvardsson, Fetherstonhaugh, McAviliffe, Nay & Chenco, 2011) and two in Canada (Hunter et al., 2013; Kontos & Nagile, 2007). 
          Most of the 12 studies used qualitative methods (Baillie et al., 2016; Edvardsson et al., 2010; Edwards et al., 2014; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017), three used mixed methods (Benbow et al., 2011; Hunter et al., 2013; Kirkley et al., 2011) and two used quantitative methods (Edvardsson et al., 2011; Surr et al., 2016). The most common qualitative method used was focus groups (Baillie et al., 2016; Edvardsson et al., 2010; Edwards et al., 2014; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; Smythe et al., 2015; Smythe et al., 2017) and the most prevalent analysis method was thematic analysis (Baillie et al., 2016; Benbow et al., 2011; Edwards et al., 2014; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017).
          The smallest number of participants was 11 (Smythe et al., 2017) and the largest 297 (Edvardsson et al., 2011). Four studies recruited participants through purposive sampling (Baillie et al., 2016; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015), two used convenience sampling (Edvardsson et al., 2010; Edvardsson et al., 2011), two recruited through advertisements (Hunter et al., 2013; Smythe et al., 2017) and four studies didn’t specify their recruitment methods (Benbow et al., 2011; Edwards et al., 2014; Kirkley et al., 2011; Surr et al., 2016). All the studies participants were 18 years plus and included healthcare professionals, managers of care homes or staff who encountered Dementia patients (Baillie et al., 2011; Benbow et al., 2011; Edvardsson et al., 2010; Edvardsson et al., 2011; Edwards et al., 2014; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017; Surr et al., 2016), three studies involved family carers (Benbow et al., 2011; Edvardsson et al., 2010; Smythe et al., 2015) and two studies involved Dementia patients (Benbow et al., 2011; Edvardsson et al., 2010).
            Perceptions and awareness levels of person centred care 
          Eight of the 12 papers in this review fit under this heading (Baillie et al., 2016; Benbow et al., 2011; Edvardsson et al., 2010; Edwards et al., 2014; Kirkley et al., 2011; Kontos & Nagile, 2007; Smythe et al., 2015; Smythe et al., 2017). Two of the eight papers directly identified participants awareness of person centred care (Smythe et al., 2015; Smythe et al., 2017) and all eight directly discuss participants perceptions (Baillie et al., 2016; Benbow et al., 2011; Edvardsson et al., 2010: Edwards et al., 2014; Kirkley et al., 2011; Kontos & Nagile, 2007: Smythe et al., 2015; Smythe et al., 2017). 
          Smythe et al. (2017) found Dementia nurses had an awareness of the concept of person centred care and some acknowledged it was an important term. However, focus groups identified the perceptions of using person centred care contradicted the awareness as participants perceived they did not use person centred care and hardly knew their patients (Smythe et al., 2017). Similarly, Smythe et al. (2015) identified participants had good levels of awareness of person centred care but they did not practice it as they perceived it as an add on and not part of their job role. Nevertheless, Dementia staff within a residential setting perceived person centred care to be something that allows individuals with Dementia to have normality and maintain their identity (Edvardsson et al., 2010). However, through further inspection person centred care was not fulfilled for individuals with Dementia despite the perceptions of staff (Edvardsson et al., 2010).
          Person centred care is not perceived to be embedded in the organisational culture of care homes, specifically in this case, respite and short break homes (Kirkley et al., 2011), whilst Baillie et al. (2016) reported similar findings, that person centred care was not put into practice due to it not being part of a workplaces culture. Alongside this, Dementia professionals perceived person centred care as innate and not something that can be taught (Smythe et al., 2015). Smythe et al. (2015) furthered this with similar findings from family carers.  Furthermore, eight of the studies in this review identified barriers to why person centred care was not carried out despite the awareness and perceptions identified. These barriers included: lack of time, managing staff issues, prioritising other aspects of the job and not knowing how to use person centred care (Benbow et al., 2011; Smythe et al., 2015; Smythe et al., 2017). Other barriers were the negative attitudes held (Edwards et al., 2014). Kirkley et al. (2011) saw the negative attitudes of Dementia staff causing obstructions to the implementation of person centred care within respite homes. With Kontos and Nagile (2007) believing person centred care is not successfully executed as professionals do not perceive patients as individuals but as people with Dementia, distorting their perceptions of person centred care. 
       
          Knowledge, understanding and training
          Knowledge, understanding and training of person centred care were discussed in ten out of 12 papers (Baillie et al., 2016; Benbow et al., 2011; Edvardsson et al., 2010; Edwards et al., 2014; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017; Surr et al., 2016). The knowledge and understanding of person centred care ties in with perceptions and awareness as a barrier to person centred care was not knowing how to do it (Smythe et al., 2015). Kirkley et al. (2011) supported this finding through various interviews and focus groups by discovering a lack of knowledge of person centred care among managers and staff in Dementia residential homes. 
          Evidence suggests that Dementia professionals understand person centred care (Edwards et al., 2014) although, no definition of person centred care is the same within and amongst care homes (Kirkley et al., 2011).  Beside this, Kirkley et al. (2011) identified organisations caring for individuals with Dementia believed they were caring for individuals in a person centred manner but weren’t indicating a lack of knowledge and understanding. Similar to Kontos and Nagile’s (2007) results Benbow et al. (2011) saw carers never saw each individual for themselves but as someone with Dementia. Kontos and Nagile (2007) saw a need for carers to understand them better by taking time to get to know the individuals they care for. 
          Despite this, Edvardsson et al. (2010) saw Dementia staff have understanding and knowledge on person centred care, they knew to personalise environments and get to know the individuals with Dementia beyond their diagnosis. Nonetheless, whilst this study saw knowledge of person centred care another study saw Dementia care homes based around the staff and not the individuals living there with Dementia (Kirkley et al., 2011). Two of the studies found participants required more improved training, as well as more information for person centred care to be achieved (Edwards et al., 2014; Smythe et al., 2017). Again, this indicates a lack of knowledge, but a lack Dementia professionals are aware of. 
          Three of the ten studies discuss training and how it has improved person centred care (Baillie et al., 2016; McKeown et al., 2010; Surr et al., 2016). During one study, acute hospital staff were exposed to a person centred Dementia care programme at a foundation and intermediate level (Surr et al., 2016). The foundation level had a significant positive change on attitudes towards individuals with Dementia and the intermediate training had an increased significance for attitude change and significant positive changes for satisfaction and care efficacy (Surr et al., 2016). These findings indicate training can positively change an individual’s attitudes towards person centred Dementia care with a significant difference across all time points (p < .001), how this training could assist in the implementation of person centred care and provide support for in depth training for the provision of person centred care (Surr et al., 2016). 
          In a different approach, enforcing individuals to think about how they should provide Dementia care, McKeown et al. (2010) carried out life story work to enhance person centred care. Results demonstrated life story work increased person centred care by increasing staff’s understanding and knowledge of the individuals with Dementia (McKeown et al., 2010).  Another study used an ethnodrama called ‘Barbara’s story’ and found ethnodrama’s to be extremely useful as educational tools when it comes to person centred care, increasing awareness of person centred care and increased understanding resulting in a rapid improvement (Baillie et al., 2016). 
          Whilst several studies indicate a lack of knowledge and understanding of person centred care (Benbow et al., 2011; Kirkley et al., 2011; Kontos & Nagile, 2007; Smythe et al., 2015; Smythe et al., 2017) and two studies provided evidence for carers acknowledging this lack (Edwards et al., 2014; Smythe et al., 2017) other studies demonstrated contradictory results finding there is knowledge and understanding (Edvardsson et al., 2010; Edwards et al., 2014). Regarding training, it was suggested that the barriers to providing person centred care should be taken into consideration when developing person centred Dementia care training (Smythe et al., 2017). Training for person centred Dementia care is an important aspect for individuals with Dementia and is something to be worked on and developed (Baillie et al., 2016; McKeown et al., 2010; Surr et al., 2016). 
          The use, development and promotion of person centred care 
          All of the 12 studies discuss the use of person centred care and its development and promotion (Baillie et al., 2016; Benbow et al., 2011; Edvardsson et al., 2010; Edvardsson et al., 2011; Edwards et al., 2014; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017; Surr et al., 2016).          Throughout the studies, the findings indicated issues to be worked on for the development of person centred care. Two of these issues were identified by Edwards et al. (2014) who found a need for more communication with the individuals with Dementia, as well as negative attitudes staff hold to be challenged. Likewise, it was seen that organisations needed to start making changes for organisations to make a cultural shift (Baillie et al., 2016; Kirkley et al., 2011). Moreover, Dementia homes need to move away from a one size fits all approach as all individuals with Dementia are different and care should be personalised (Kirkley et al., 2011). 
         Similarly, Edvardsson et al. (2011) found perceived person centred care was significantly associated with job satisfaction (40%; p < .001) but staff felt they could not provide person centred care due to following organisational routes. This needs to be resolved for the development of person centred care (Edvardsson et al., 2011). Therefore, staff need to shift their focus from just completing tasks as well as organisations taking steps towards a cultural shift (Baillie et al., 2016; Edvardsson et al., 2011; Kirkley et al., 2011). Other study’s findings show a need for carers to understand the individuals they work with (Kontos & Nagile, 2007). Moreover, Edvardsson et al. (2010) saw research with individuals with Dementia assisted in the development of person centred care as their perceptions provide valid information enabling staff to be successful in person centred care. 
          As previously mentioned by Smythe et al. (2017), training can assist the development of person centred care, Surr et al. (2016) identified the need for in depth training to develop person centred care and believed a general person centred Dementia care programme was required, Hunter et al. (2013) believed training should be based around educating staff about Kitwood’s (1997) definition of personhood due to finding that staffs beliefs about an individuals personhood can influence the decisions made by health care providers about person centred care. 
          Life story work was effective for the development of person centred care as it enhanced staff’s acknowledgement of the individual behind the Dementia bringing fulfilment to the individuals as their voice was being respected and heard (McKeown et al., 2010). McKeown et al. (2010) saw life story work as a method to fill a gap in the provision of person centred care. As well as focusing more on the individual themselves, individuals need to participate in more activities of their choice (Benbow et al., 2011). Kontos and Nagile (2007) reinforce this finding. 
          
Discussion

          This review assessed a total of 12 papers exploring the perceptions and awareness of paid professional carers on person centred Dementia care and how person centred care is being used and developed. All the studies discussed the use of person centred care to an extent (Baillie et al., 2016; Benbow et al., 2011; Edvardsson et al., 2010; Edvardsson et al., 2011; Edwards et al., 2014; Hunter et al., 2013; Kirkley et al., 2011; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017; Surr et al., 2016).
          A number of results were identified. Firstly, paid professional Dementia carers have awareness of person centred care and its importance for individuals with Dementia but perceptions held did not coincide with this awareness (Smythe et al., 2015; Smythe et al., 2017). Further to this, one studies results saw both positive and negative perceptions amongst the same staffing team causing contradictory results to the study (Edvardsson et al., 2010). Similarly, whilst studies demonstrated knowledge of person centred care, others didn’t and where knowledge was identified, person centred care was not fulfilled when caring for individuals with Dementia (Benbow et al., 2011; Edvardsson et al., 2010; Kirkley et al., 2011). Research has suggested when there is a lack of knowledge towards a specific subject, this can distort an individual’s attitudes and perceptions towards the behaviour (Almanzar et al., 2014; Fabrigar, Petty, Smith & Crites Jr., 2006; McGlade & Pierscionek, 2013). This research explains why, even though there is awareness around person centred care, perceptions are negative and person centred care is not carried out. 
          Thirdly, another prominent result was the reasoning why person centred care is not carried out. Barriers varied from not enough time, not knowing how to, the organisational culture of homes, more important tasks and staff not seeing past the diagnosis of Dementia (Benbow et al., 2011; Edwards et al., 2014; Kirkley et al., 2011; Kontos & Nagile, 2007; Smythe et al., 2015; Smythe et al., 2017). These barriers are an issue for individuals with Dementia. Therefore, these barriers need to be dealt with. One quarter of hospital beds in the UK are occupied by individuals with Dementia (Lakey, 2009), showing the severity of dealing with the identified barriers.
          Finally, the studies in this review identified research being undertaken into how person centred care can be used, developed and promoted demonstrating a move in the right direction for person centred Dementia care. Despite this, numbers of people with Dementia are set to rise to over one million by 2025 and the reviewed studies identified important points such as there being no universal definition of person centred care and the need for a shift from a one size fits all approach (Baillie et al., 2016; Benbow et al., 2011; Kirkley et al., 2011; Kontos & Nagile, 2007). Consequently, these issues need over coming to ensure person centred Dementia care is provided how the BPS (2016) document recommends. 

Limitations

          This review has provided sufficient evidence answering the questions set out to explore in the aims. However, several limitations of this review should not be ignored. Firstly, this review was specific to studies involving paid professional carers with most them being UK papers (Baillie et al., 2016; Benbow et al., 2011; Edwards et al., 2014; Kirkley et al., 2011; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017; Surr et al., 2016). This is appropriate when looking at this review in relation to the BPS (2016) document but results in this review not being generalisable to the world’s population. This review was originally going to only include UK papers but due to a lack of UK papers matching the inclusion criteria, it was expanded to common wealth countries hence the inclusion of both Australian (Edvardsson et al., 2010; Edvardsson et al., 2011) and Canadian (Hunter et al., 2013; Kontos & Nagile, 2007) papers.
          Likewise, the samples of the studies were a limitation. Most of the studies either only involved females or had mostly female participants which could result in gender bias (McKeown et al., 2010). Furthermore, the methods used in the studies were mostly qualitative (Baillie et al., 2016; Edvardsson et al., 2010; Edwards et al., 2014; Kontos & Nagile, 2007; McKeown et al., 2010; Smythe et al., 2015; Smythe et al., 2017). This resulted in focus groups and interviews being used which do not always provide enough psychological evidence and can involve social desirability bias (Kirkley et al., 2011). Where small focus groups occurred, discussions do not expand enough for results to be reliable (Smythe et al., 2015). However, where quantitative and mixed methods were used (Benbow et al., 2011; Edvardsson et al., 2011; Hunter et al., 2013; Kirkley et al., 2011; Surr et al., 2016) four of the five studies were assessed lower when using the CASP tool for their quality assessment due to their samples, method relevance, consistency in results or application not fitting in with the reviews purpose as well as it could of, specifically one of the papers (Hunter et al., 2013). 
          Moreover, when quantitative methods were used the specific behaviours of participants were not seen to acquire information on their involvement with person centred care, so results may not have been directly linked to the review as initially wanted (Hunter et al., 2013). Therefore, results varied amongst reviews, though when different methods are used in psychological research it is common for different results to be obtained (Baillie et al., 2016; McKeown et al., 2010). Similarly, where cross sectional studies were used it was seen clear causal interpretations were not acquired (Edvardsson et al., 2011) and content analysis can lack credibility due to falling short of the full picture of the topic being studied (Edvardsson et al., 2010). 
          When looking at peoples’ awareness, perceptions and knowledge a few things need to be taken into consideration. Knowledge levels people have can impact the attitude towards a behaviour and how they perceive it whether its perceiving whether to carry out the behaviour or a general perception (Almanzar et al., 2014; Fabrigar et al., 2006; McGlade & Pierscionek, 2013). Therefore, external factors limit the results of the finding. Despite this, it could be said, this makes qualitative research more suited to this review as it obtains in depth information (Baillie et al., 2016; McKeown et al., 2010).
          In hindsight, limitations were apparent and future research should take these into consideration. For example, sampling methods need to be taken into consideration and appropriate research methods should be used for higher quality assessment ratings (Baillie et al., 2016; Kirkley et al., 2011; Smythe et al., 2015). Consequently, with these limitations being taken into consideration, research into person centred care for individuals with Dementia can progress for its development and use within the care industry. With all this considered, this review demonstrates person centred care is known to paid professional Dementia carers but not always used due to attitudes, a lack of knowledge and perceived barriers to carrying it out. Additionally, person centred care is being promoted and developed through psychological research and there is sufficient evidence for these developments like training to be used to enhance person centred care for Individuals living with Dementia in the world today. 
          
          
          


