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Abstract  

 

Andreia Fonseca de Paiva 

Leading change in residential care: A qualitative study to develop Dementia Care 

Mapping for future implementation. 

 

Keywords:  Residential care, Dementia Care Mapping, Person-Centred Care, Practice 

Development, Workforce Development, Long-term care  

 

Background: Dementia Care Mapping (DCM) is an observational tool used to deliver 

person-centred care (PCC) for people living with dementia. While the research to date 

has demonstrated the positive impact of DCM in care homes, more needs to be 

understood about the implementation and uptake of DCM, and staff understanding of 

PCC in practice.  

 

Aim:  The main aim of this thesis is to improve the implementation of DCM in residential 

care settings. 

 

Methods : A realist review was conducted to develop a theoretical understanding of 

factors influencing the successful implementation of DCM in care settings. This was 

followed by a constructivist grounded theory study with fifteen health and social care 

staff who have trained in DCM to explore their perspective, experiences and 

understanding of DCM and PCC. Practical recommendations were developed with co-

production used to develop DCM in practice. 

 

Findings : This thesis found that many factors influencing the implementation of DCM 

in practice are common among PCC interventions. The review emphasised the 

importance of leadership support in driving practice change. Interviews with 

participants found a conflict between the concept of PCC in practice and theory. 

Practical guidelines and a roadmap were developed for the DCM education team and 

organisations that aim to implement and use DCM. 

 

Conclusion:  This PhD thesis aimed to improve the implementation of DCM, 

contributing to both its practical development and understanding of factors that 



 ii  

influence the implementation of DCM. The findings provide insights into PCC in care 

homes, particularly regarding care plan formulation and practical application of PCC. 
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�³�,���E�H�O�L�H�Y�H���L�W���Z�L�O�O���K�D�Y�H���E�H�F�R�P�H���H�Y�L�G�H�Q�W���Z�K�\�����I�R�U���P�H�����D�G�M�H�F�W�L�Y�H�V���V�X�F�K���D�V���K�D�S�S�\����

contented, blissful, and enjoyable, do not seem quite appropriate to any 

general description of this process I have called the good life, even though the 

person in this process would experience each one of these at the appropriate 

times. But adjectives which seem more generally fitting are adjectives such as 

enriching, exciting, rewarding, challenging, and meaningful. This process of 

the good life is not, I am convinced, a life for the faint-fainthearted. It involves 

the stretching and growing of becoming more and more of one's potentialities. 

It involves the courage to be. It means launching oneself fully into the stream 

of life. Yet the deeply exciting thing about human beings is that when the 

individual is inwardly free, he chooses as the good life this process of 

�E�H�F�R�P�L�Q�J���´ 

 

 
Carl R. Rogers,  On Becoming a Person: A Therapist's View of 

Psychotherapy  
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1. Chapter One : Introduction  

This thesis focuses on understanding and promoting Person-Centred Care (PCC) in 

practice and examines the successful and unsuccessful factors of implementing PCC 

using Dementia Care Mapping (DCM). The findings will help to refine DCM 

implementation in residential care.  

My background is in Clinical and Health Psychology, and psychotherapy, but I started 

being interested in dementia research when I studied a module of neuropsychology 

�D�Q�G�� �J�H�Q�H�W�L�F�V�� �G�X�U�L�Q�J�� �P�\�� �E�D�F�K�H�O�R�U�¶�V�� �D�W�� �W�K�H�� �8�Q�L�Y�H�U�V�L�W�\�� �R�I�� �/�L�V�E�R�Q���� �,�� �E�H�F�D�P�H�� �I�D�V�F�L�Q�D�W�H�G��

with how the brain works, the factors that affect healthy ageing and ways of improving 

the quality of life for people living with dementia.  

One of the main reasons I am interested in this PhD topic comes from my 

psychotherapy background: I look at the person first and at a diagnosis second. This 

allows us to recognise the individual first while still acknowledging the diagnosis, but 

allowing us to embrace individuals as a person, with their own needs and preferences, 

to deliver unique care. This is one of the main goals of the Centre for Applied Dementia 

Studies with the early work and legacy of Professor Tom Kitwood and Professor Murna 

Downs, which culminated with the development of DCM. With this PhD, I was very 

fortunate to learn from individuals and care staff who work and engage with older 

individuals and people living with dementia, and to gain further insight into their well-

being and research ways to improve care and their quality of life while maintaining a 

sense of purpose and personhood. Engaging in qualitative research and employing a 

constructivist grounded theory approach significantly enriched my comprehension of 

care staff perspectives regarding PCC. By delving into the nuances of their 

experiences and narratives, I was able to uncover a deeper layer of insight that 

quantitative methods might overlook. 

Engaging in in-depth qualitative research has truly opened my mind to the power of 

co-constructing theory with participants. Collaborating with members of the advisory 

group provided a solid foundation for the core project of my thesis. My background, 

which is neither strictly quantitative nor qualitative, has equipped me to listen to 

people's stories and extract meaning from them to create a more complex theory based 

on the collected data. Of course, this process proved challenging, as with any research 

project. However, I firmly believe that data gathered from qualitative research forms a 



 2 

strong basis for a successful research project and a solid foundation for a career in 

academia. It's important to note that, having not grown up in England, I had to engage 

in substantial background reading about the state of health and social care. My cultural 

background, while different from that of the advisory group members and the 

participants in my grounded theory studies, provided me with an understanding of 

some of the intrinsic dynamics of working in a care home environment. I had family 

members who worked in care settings in Portugal, which allowed me to connect with 

many of the experiences shared. Though having an advisory group as part of my 

doctoral project was not always easy, and involved more administrative work than I 

initially anticipated, the informal nature of the group meant there was no hierarchy of 

research identity. I never felt that I knew more than the advisory group members or the 

participants in my studies. As I reflected while conducting interviews, I recognised that 

participants might have thought I was more knowledgeable than they were. For me, 

this was never the case; it was a great privilege to hear from individuals who work day 

in and day out in a health or social care environment. As I will discuss in chapter four, 

where I further reflect on data collection and data analysis, Constructivist Grounded 

Theory provides a method of co-constructing data with participants. It is important to 

acknowledge that my values and reflections with participants introduce some 

subjectivity into �W�K�H���G�D�W�D���F�R�O�O�H�F�W�L�R�Q���S�U�R�F�H�V�V�����+�R�Z�H�Y�H�U�����D�V���,�¶�O�O���H�[�S�O�D�L�Q�����Z�K�H�Q���W�K�H���W�K�H�R�U�\��

was presented to the advisory group members who use DCM in practice, the co-

constructed theory reflected what they observe in practice. Therefore, the subjectivity 

in the Grounded Theory chapter served as a way of conceptualising the data, and the 

knowledge gathered from participants reflects their understanding of person-centred 

care in practice. 

Since the beginning of this doctoral research journey, I hope I have contributed to 

research in social care settings, the development of PCC practice, as well as 

continuing learning, refining both my academic and interpersonal skills, it provided me 

with a platform to further pursue ongoing education, and enhance the intellectual, 

technical, and transferable skills necessary for a career in science.  

This PhD project was funded by the Faculty of Health Studies at the University of 

Bradford. 
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1.1. Background  

�$�F�F�R�U�G�L�Q�J���W�R���D���U�H�S�R�U�W���I�U�R�P���W�K�H���$�O�]�K�H�L�P�H�U�¶�V���6�R�F�L�H�W�\, approximately 80 per cent of the 

residents living in care homes in the United Kingdom (UK) have a diagnosis of 

dementia or severe cognitive impairment (Wittenberg et al. 2019). This is not exclusive 

to the UK, with similar trends found in other European countries (Mjørud et al. 2017). 

Although research shows a decline in the prevalence of dementia in Europe and the 

United States of America by 13 per cent from 1988 to 2015 (Wolters et al. 2020), other 

research suggests that the likelihood in the next few years is that more people living 

with dementia will receive care in social care settings, instead of community care, as 

the proportion of people living with severe dementia will increase (Wittenberg et al. 

2019). It is also important to emphasise that the number of people living alone with 

dementia has increased, and this will increase the need for domiciliary as well as 

residential care (de Witt and Ploeg 2014; Evans et al. 2019; Clare et al. 2024). 

According to �W�K�H���$�O�]�K�H�L�P�H�U�¶�V Society (UK), the number of people with dementia living 

alone is estimated to be around 120 thousand ���$�O�]�K�H�L�P�H�U�¶�V�� �6�R�F�L�H�W�\, 2019). It is 

therefore important to focus research on how people are cared for, whether in the 

community or care homes. Not only because this is important for improving the quality 

of care received and the resident's quality of life but because societal changes and 

�³�F�K�D�Q�J�H���L�Q���F�D�U�H���S�D�W�W�H�U�Q�V���Z�L�O�O���U�H�V�X�O�W���L�Q���D���I�D�V�W�H�U���L�Q�F�U�H�D�V�H���L�Q���V�R�F�L�D�O���F�D�U�H�´�����:�L�W�W�H�Q�E�H�U�J���H�W���D�O����

2019 : 10).  

In this chapter, I will first present the different approaches to understanding dementia, 

which will serve as a foundation for exploring the concept of PCC in dementia care 

later in the chapter. According to the National Institute for Health and Care Excellence 

(NICE) (NICE 2018) guidance and recommendations, PCC has consistently been 

identified as central to good quality of care in both health and social care settings 

(National Collaborating Centre for Mental Health (UK) 2007). I will then describe DCM 

and its implementation issues, laying the foundation for the literature review topic What 

are the barriers (unsuccessful factors) and facilitators (successful factors) of the 

implementation of person-centred dementia care interventions?  

1.2. Approaches to Dementia  

Different approaches are used to view and understand how society perceives 

dementia. In this section, I will briefly discuss the biomedical, social, human rights and 
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biopsychosocial approaches. How we understand dementia and how to care for 

individuals living with the condition reflects an evolution in society and thinking. It is 

�L�P�S�R�U�W�D�Q�W���W�R���D�F�N�Q�R�Z�O�H�G�J�H���W�K�D�W���W�K�H�U�H���L�V���Q�R�W���D���³�I�L�[�H�G�´���R�U���V�W�D�W�L�F���P�R�G�H�O���I�R�U���X�Q�G�H�U�V�W�D�Q�G�L�Q�J��

dementia. As a complex and dynamic condition, dementia requires an integrated 

perspective that considers biological, psychological, social and environmental factors 

. This is particularly important as dementia poses challenges not only medically, but 

also soc�L�D�O�O�\�� �D�Q�G�� �Z�L�W�K�L�Q�� �I�D�P�L�O�L�H�V���� �$�G�G�U�H�V�V�L�Q�J�� �W�K�H�V�H�� �W�K�U�R�X�J�K�� �D�Q�� �³�H�F�R�S�V�\�F�K�R�V�R�F�L�D�O�´��

approach (Zeisel et al. 2016) will allow for more effective treatment, care and societal 

change regarding stigmatisation of people living with dementia and their families. 

According to Zeisel and colleagues (2016) understanding dementia with an 

�³�H�F�R�S�V�\�F�K�R�V�R�F�L�D�O�´�� �O�H�Q�V�� �H�Q�F�R�P�S�D�V�V�H�V�� �W�K�H�� �Y�D�U�L�H�W�\�� �R�I�� �D�S�S�U�R�D�F�K�H�V�� �X�V�H�G�� �W�R�� �V�X�S�S�R�U�W��

people living with dementia and their carers. This is particularly important when 

designing interventions that target the individual, family, health system, 

neighbourhood, societal stigma and as well major environmental changes. Within this 

thesis, and aligned with my own epistemological approach, I argue that the 

biopsychosocial model of dementia is the best fit for a practice framework to care for 

individuals living with dementia.  This provides a holistic and comprehensive 

understanding of the person and how to care for that person. It is crucial to have a 

constructive perspective of the different models of viewing dementia while 

understanding that certain models are still dominant in society. Nevertheless, including 

a broader ecological lens to dementia can drive meaningful societal change, as well 

as encourage better and more effective strategies to enhance the quality of life, care 

and treatment for people living with dementia, their caregivers and society as a whole. 

Within this thesis, and aligned with my own epistemological approach, I argue that the 

biopsychosocial model of dementia is the best fit for a practice framework to care for 

individuals living with dementia.  This provides a holistic and comprehensive 

understanding of the person and how to care for that person. It is crucial to have a  

1.2.1. Biomedical approach to dementia  

The foundation of the biomedical approach to dementia is the assumption that all or 

most symptoms of dementia are a result or outcome of the neuropathological adversity 

the brain suffers because of the disease (Katzman 1976, 2004; Downs and Bowers 

2008, 2014). This approach has dominated the understanding of dementia for decades 
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and continues to do so to some extent (Downs 1997; Downs 2000; Bartlett and 

�2�¶�&�R�Q�Q�R�U���������������.�H�O�O�\���D�Q�G���,�Q�Q�H�V���������������â�H�V�W�i�N�R�Y�i���D�Q�G���3�O�L�F�K�W�R�Y�i����������������The medical 

approach suggests that dementia can be cured if treated as a disease. This viewpoint 

is reinforced by government-funded research into prevention, cure, and cause 

(Walmsley and McCormack 2016; Livingston et al. 2020), sparked critical changes in 

social attitudes and awareness of the disease, and focused research on proactive 

interventions, acceptance support, and potential cures (Vernooij-Dassen et al. 2019). 

Nonetheless, today, the biomedical approach to dementia emphasises a diagnosis and 

has a stereotypical view that focuses on the loss of abilities and not on the skills that 

people with dementia have preserved. Consequently, this approach fails to 

acknowledge the lived experience of people diagnosed with the condition (Vernooij-

Dassen et al. 2019). The biomedical approach interprets all pathological symptoms as 

an outcome of the disease and ignores unmet psychological and social needs (Kitwood 

and Bredin 1992; Kitwood 1997; Downs et al. 2006; Cahill 2018, 2019). When the 

biomedical approach prevails, care staff working with people living with dementia 

believe that symptoms are inevitable, which can hinder their understanding and 

implementation of PCC (Brooker and Latham 2016; Kim and Park 2017; Fazio et al. 

2018; Nicholson 2020; Surr, Latham and Smith 2023). This is apparent, for example, 

with the so-called behavioural and psychological symptoms of dementia (BPSD), such 

as depression, anxiety, anger, and irritation (Kitwood and Bredin 1992; Kitwood 1997). 

For the biomedical approach of dementia, these are considered a result of the 

dementia syndrome and the impact of other factors, for example, detrimental 

interactions, or lack thereof, between people with dementia and their supporters, is 

ignored (Kitwood 1997; Loveday 2012; Kelly and Innes 2013; Innes et al. 2021). 

It is important to emphasise that a focus on dementia being viewed solely through the 

lens of the biomedical approach gives rise to the stigmatisation of people with dementia 

(Walmsley and McCormack 2016), which can have a detrimental impact on the 

individual�¶�V personhood and sense of self (Kitwood and Bredin 1992; Kitwood 1997, 

1993; O'Connor et al. 2007; Dewing 2008). There are other limitations of the 

biomedical approach with significant value for research: it neglects to consider the 

potential of brain reserve and resilience present in individuals (Fratiglioni and Wang 

2007; Winblad et al. 2016; Montine et al. 2019; Stern et al. 2019) as is the case with 

the famous nun study (Snowdon 2003). Here, case histories feature a healthy 
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centenarian, a 92-year-old with dementia, a centenarian with minimal neuropathology, 

and an 85-year-old with preserved function despite a genetic predisposition to 

Alzheimer's. The cases illustrate the connection between healthy ageing, dementia, 

brain pathology, and resistance to clinical expression. Additionally, recent research 

suggests that up to 45% of the incidence of dementia cases worldwide (Livingston et 

al. 2024) can be potentially preventable and/or modifiable through lifestyle changes 

(Qiu and Fratiglioni 2018).  

The biomedical approach to dementia has, nonetheless, made important contributions 

to research regarding our understanding and comprehension of the abnormal 

accumulation of amyloid plaques and neurofibrillary tangles as potential hallmark 

pathological features of disease biomarkers (Bloom 2014) and its functions and has 

contributed to biomedical research for potentially curative therapies (Winblad et al. 

2016; The Lancet Regional Health �± Europe 2022). The biomedical approach to 

dementia, prioritising neuropathological changes, has historically dominated the 

understanding of dementia, offering advancements in biomarker identification and 

therapeutic research, yet it overlooks crucial psychosocial elements, lived experiences, 

and preventable factors, potentially leading to stigmatisation and neglect in how 

individuals are best cared for (Vernooij-Dassen et al. 2019). 

1.2.2. Social Approach  

The social approach is drawn from the model of disability (Bond and Corner 2001), 

which views dementia as both a disability and a medical condition without a cure (Cahill 

2018). It focuses on those barriers in society (physical and attitudinal) that disable 

�L�Q�G�L�Y�L�G�X�D�O�V�¶���S�D�U�W�L�F�L�S�D�W�L�R�Q���L�Q���V�R�F�L�D�O���O�L�I�H�����7�K�R�P�D�V���D�Q�G���0�L�O�O�L�J�D�Q�����������������������������$�F�F�R�U�G�L�Q�J���W�R��

�&�D�K�L�O�O�������������������F�L�W�L�Q�J���W�K�H���0�H�Q�W�D�O���+�H�D�O�W�K���)�R�X�Q�G�D�W�L�R�Q���$�F�W�������������������³�3�U�R�S�R�Q�H�Q�W�V���R�I���W�K�H���V�R�F�L�D�O��

model assert that people diagnosed have rights: they should be treated equally, and 

�V�H�H�Q���D�V���³�D���Oegitimate part of mainstream society, living in communities as equal citizens 

with their value recognised and respected�  ́(Cahill 2018 : 36). Moving away from the 

domination of the biomedical approach, a focus on the social context as a mediating 

factor for the experiences and response to dementia (Downs 2000; Shakespeare et al. 

2017; Cahill 2020) began to surge. The social model focuses on the societal 

experiences of individuals with a disability and their family members (Kelly and Innes 

2013; Thomas and Milligan 2015, 2018; Cahill 2018) and has successfully empowered 
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individuals with disabilities to confront discrimination and marginalisation (Owens 

2014; Shakespeare et al. 2019). Viewing dementia as a disability positions the 

individual as a self-advocate for their rights and empowering identity (Shakespeare et 

al. 2019). 

The social approach to dementia care has some limitations. While this approach 

highlights the social obstacles that people with disabilities face, it fails to recognise that 

living with a disability is a multifaceted experience. Some individuals living with 

dementia may not, or might not want to, identify themselves as disabled (Shakespeare 

et al. 2019). Nevertheless, recognising dementia as a disability ensures that people 

living with dementia have support and can access the services they need to achieve a 

better quality of life and quality of care (Shakespeare et al., 2017; Thomas and Milligan 

2018;). The social approach to dementia has been integrated into a human rights-

based approach, drawing on the insights of the disability movement to highlight the 

inclusion and participation of people living with dementia as social citizens with their 

rights.  

1.2.3. Human rights -based approach (HRBA)  

Dementia was included in the Human rights-based approach (HRBA) to emphasise 

�W�K�D�W���D���S�H�U�V�R�Q�¶�V���H�[�S�H�U�L�H�Q�F�H���R�I���O�L�Y�L�Q�J���Z�L�W�K���G�H�P�H�Q�W�L�D���L�V���P�R�U�H���W�K�D�Q���W�K�H���F�R�Q�G�L�W�L�R�Q���L�W�V�H�O�I�����L�W���L�V��

an interplay between several factors, biology, psychological well-being and the 

surrounding environment (Downs 2000; Sabat et al. 2004; Downs et al. 2006; Sabat 

2008). HRBA views dementia through the lens of social citizenship, placing the person 

�O�L�Y�L�Q�J���Z�L�W�K���G�H�P�H�Q�W�L�D���D�V���D���V�R�F�L�D�O���F�L�W�L�]�H�Q���Z�L�W�K���U�L�J�K�W�V���R�I���W�K�H�L�U���R�Z�Q�����%�D�U�W�O�H�W�W���D�Q�G���2�¶�&�R�Q�Q�R�U��

2010; Bartlett et al. 2016). This approach stems from the work within the United Nations 

Convention on the Rights of Persons with Disabilities, adopted in 2006 (Hendriks 

2007), and the European Convention on Human Rights (ECHR), (ECHR 2021) formed 

in 1950. The ECHR was founded with the principle of focusing on civil and political 

rights, protection of individuals for the right to life, a fair trial, privacy, freedom of 

speech, and safeguards against slavery or torture. It is also important to include a 

mention of the Equality Act (2010), legislation put into place by the UK government to 

provide a legal framework to protect individuals against discrimination, another step to 

protect individuals living with dementia and recognise their citizenship (James et al. 

2022). Another important piece of legislation to highlight is the Care Act (2014), which 
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reshaped the way social care is provided in the UK. The Care Act aimed to improve 

the social care system and promote the duty of maintaining well-being, safeguarding, 

and ensuring high-quality care for individuals receiving social care support. This is 

crucial for people living with dementia as they are recipients of formal care, and this 

Act ensures the inclusion of their opinions in safeguarding and safeguarding 

communications (Dixon 2021). 

The use of the HRBA approach promotes fairness, equality and solidarity for people 

with dementia (Cahill 2018). Its overall goal is grounded in essential concepts of human 

rights, such as (1) universal, as they pertain to every individual without exception; (2) 

invisible, as individuals hold equal significance and cannot be prioritised based on 

economic, political, civil, cultural, or social factors; (3) inalienable, as they cannot be 

revoked or forfeited, and (4) inter-dependent, as they mutually affect one another, and 

their complete enjoyment is interconnected (ECHR 2021; Cahill 2018, 2020). 

The HRBA emphasises empowering individuals by providing them with the knowledge 

and capacity to understand their rights, claim and/or assert their rights and enjoy and 

experience their rights to foster a culture of respect and empowerment of human dignity 

(ECHR 2021). However, there are some struggles with this approach when looking at 

dementia as a global health priority. According to Cahill (Cahill 2020), ensuring the 

effective implementation of human rights as part of the World Health Organisation�¶�V 

(WHO) global action plan response to dementia is contingent on the availability of 

resources to educate, empower and commit individuals directly impacted by and living 

with dementia and advocacy groups.  

1.2.4. Biopsychosocial Approach  

In 1977, American psychiatrist George Engel published an influential paper where he 

emphasised the need for a new biopsychological approach of health, introducing a 

comprehensive consideration and treatment of individuals within the context of their 

biological, psychological, and social aspects (Engel 1977). As dementia is a condition 

influenced by a range of multifactorial conditions, from physical to psychological and 

social factors, dementia care and dementia research moved away from focusing only 

on medical management. In more recent years, researchers have combined the main 

ideas of the biomedical and social approach to create a more inclusive, pragmatic, 

comprehensive and holistic approach to viewing dementia, the biopsychosocial 
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approach (Sabat 2008, 2011; Spector and Orrell 2010; Downs and Bowers 2014; Cahill 

2018, 2020). Even though the biomedical approach to dementia and the psychosocial 

approaches have evolved separately in recent years, it is necessary to integrate both 

perspectives to better achieve a unified understanding and comprehensive view of 

dementia and the experiences of people living with dementia (Vernooij-Dassen et al. 

�������������� �%�\�� �E�U�L�G�J�L�Q�J�� �W�K�H�� �J�D�S�� �E�H�W�Z�H�H�Q�� �E�R�W�K�� �D�S�S�U�R�D�F�K�H�V���� �³�W�K�L�V�� �G�R�H�V�� �J�U�H�D�W�H�U�� �M�X�V�W�L�F�H�� �W�R��

phenomenology and pathology of people living with dementia�  ́(Vernooij-Dassen et al. 

2019 : 209) by focusing not only on the pathology but on practice and compensatory 

factors. This approach supports the findings of how social health paradigms can act as 

protective factors for better brain/cognitive reserve (Vernooij-Dassen et al. 2022) 

before and after an individual develops dementia (Livingston et al. 2017). It is important 

to consider that by combining different approaches into a more multifactorial approach, 

we can create better, more tailored, personalised and person-centred approaches and 

intervention trials for diagnostics, therapeutics and care for individuals living with 

dementia (Vernooij-Dassen et al. 2019).  

The biopsychosocial approach involves a whole-person approach to viewing people 

with dementia, including biological, psychological and social perspectives (Cahill 2018, 

���������������7�K�L�V���L�V���U�H�I�O�H�F�W�H�G���L�Q���.�L�W�Z�R�R�G�¶�V���F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���G�H�P�H�Q�W�L�D�����Z�K�R���D�U�J�X�H�G���W�K�D�W����

although people have a disability, they should be seen as a person first (Kitwood and 

Bredin 1992; Kitwood 1997). According to research (Sabat 2008, 2011), this approach 

provides a more appropriate �D�Q�G�� �H�I�I�L�F�L�H�Q�W�� �Z�D�\�� �R�I�� �Y�L�H�Z�L�Q�J�� �S�H�R�S�O�H�� �Z�L�W�K�� �$�O�]�K�H�L�P�H�U�¶�V��

disease and other dementias, by shedding light on the experiences and capabilities of 

individuals. Connecting the strength of psychosocial research (by providing effective 

interventions for improvement in care practices and supporting the cognitive reserve 

hypothesis) and the strength of the medical approach to dementia (the progress of 

biomedical research for curative treatment of diseases and understanding of the 

ageing brain) (Vernooij-Dassen et al. 2019) we can foster a better understanding of 

dementia and improve dementia care.  

In the UK, the NICE provides several guidelines for excellence in dementia care (NICE 

2018), as well as guidelines for transition between inpatient hospital stays and 

community or care home settings for adults with social care needs (NICE 2015). In 

2018, NICE released a guideline addressing challenges in diagnosis and treatment 

with the focus of enhancing the quality of PCC by providing staff training and assisting 
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caregiver support (NICE 2018). The biopsychosocial approach can help practitioners 

by providing a set of standards for high-quality dementia care, enhancing individual 

choices and a sense of staff competence, promoting positive attitudes among 

caregivers and society, and assisting individuals by tailoring to personalised 

interventions (Schepers et al. 2012). This way, research and clinical practice ensure 

that individuals living with dementia receive the care and attention they need, focusing 

on their medical requirements as well as their personal, social, psychological, and 

emotional well-being (Nicholson 2021).  

A suggestion for improvement for the biopsychosocial approach is the integration of a 

physical domain into the already existing approach, to develop an all-encompassing 

and culturally sensitive approach to understanding the complexities of living with 

dementia (Keady et al. 2012). The new addition of a physical domain to the approach 

would cover aspects such as (1) physical well-being, (2) physical health and 

examination, (3) physical care, (4) physical treatment and (5) physical environment. 

This would provide avenues for involvement and assessment across preventive 

strategies for end-of-life care (Keady et al. 2012). 

In essence, it is important to highlight the dynamic evolution of how dementia was been 

perceived, those affected by dementia as well as the evolution of dementia care. By 

tracing the journey from the early biomedical approaches of dementia solely as a 

medical pathological condition, to the impact of the social context in the lives of 

individuals living with the condition, we have a more comprehensive understanding of 

the condition. Today, we see the interaction of human rights of people living with 

dementia, a focus on personhood, and a holistic understanding of the experiences of 

dementia through the interconnectedness of different aspects of the condition (Engel 

1977; Shakespeare et al. 2017; Gruener 2022). There is now a recognition that best 

practice research and dementia care should involve a collaborative approach from 

biomedical and psychosocial perspectives (Vernooij-Dassen et al. 2019) to provide a 

more comprehensive view of dementia for treatment (although so far with its 

challenges) and care. 

1.3. The Development of Person -Centred Dementia Care  

As mentioned earlier, the biopsychosocial approach helped draw the first insights into 

PCC in dementia care. With the shift to viewing health and disease through a new 
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biopsychological approach (Engel 1977) and alignment with ideas of client-centred 

therapy (Rogers 1961), PCC started to surge in health and social care. While 

acknowledging the distinctions in PCC between dementia and health and social care, 

the focus of this thesis is primarily on dementia care, with health and social care more 

broadly lying beyond its scope. 

The concept was put forward in dementia care practice and research by Kitwood, as a 

way of viewing dementia as an interplay of different aspects, while maintaining an 

individual sense of self (Kitwood and Bredin 1992; Kitwood 1997). PCC is a framework 

that focuses on the person first and the diagnosis of dementia second (Kitwood 1997). 

PCC puts value on individuals regardless of their age and health status and values the 

individuals as themselves, as their agent, emphasising the person and cultivating a 

relationship with the individual with dementia (Brooker 2005). The values associated 

with PCC include recognising and promoting independence, individuality, privacy, 

partnership, choice, dignity, respect, and rights (Brooker 2004; Brooker and Latham 

2016). 

Several frameworks help define PCC used in dementia research and practice. One of 

the most used models is the VIPS framework (Valuing, Individuals, Perspective, Social 

Environment) (Brooker and Latham 2016; Røsvik et al. 2011) as follows:  

V: A value  base that asserts the absolute value of all human lives regardless of 

age or cognitive ability. 

I: An individualised  approach, recognising the uniqueness of individuals. 

P: Understanding the world from the person's perspective  identified as needing 

support. 

S: Providing a social environment  that supports psychological needs (Brooker 

and Latham 2016). 

The VIPS framework considers people living with dementia as very important persons. 

The four elements of the framework support the overall concept of PCC and act as an 

important approach to supporting personhood. They can guide health and social care 

practitioners when interacting and caring for people living with dementia and their 
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families (Røsvik et al. 2011; Brooker and Latham 2016; Reilly and Houghton 2019). 

McCormack (2003, 2004 and McCormack and McCance 2006) provided a theoretical 

framework to understand the components of PCC: (i) being in relation; (ii) being in a 

social world; (iii) being in place and (iv) being with self. The author clearly stated that 

�W�K�H�V�H�� �I�R�X�U�� �L�P�S�R�U�W�D�Q�W�� �D�V�S�H�F�W�V�� �R�I�� �Z�K�D�W�� �F�R�Q�V�W�L�W�X�W�H�V�� �3�&�&�� �F�D�Q�� �E�H�� �U�H�O�D�W�H�G�� �W�R�� �.�L�W�Z�R�R�G�¶�V��

definition of PCC. 

Currently, the concept of PCC is multi-faceted and evolving. PCC and related research 

have been expanding from nursing to other healthcare contexts. For example, in 2015, 

the World Health Organisation proposed evidence-based strategies to support and 

�L�P�S�O�H�P�H�Q�W�� �³�S�H�R�S�O�H-�F�H�Q�W�U�H�G�� �F�D�U�H�´�� �D�V�� �D�� �J�O�R�E�D�O�� �V�W�U�D�W�H�J�\�� �I�R�U�� �L�Q�W�H�J�U�D�W�H�G�� �K�H�D�O�W�K�� �V�H�U�Y�L�F�H�V��

(World Health Organization, 2015). This is an important point to make as incorporating 

PCC beyond nursing care, and research emphasises the need for a clear approach in 

health and social care to treating individuals by respecting and recognising their rights 

and experiences and improving trust among health and social care providers and 

recipients (McCormack and McCance 2017). In the present day, a person-centred 

philosophy of care includes not only an integration of the biopsychosocial approach to 

dementia but has developed to include a human rights-based approach and a social 

citizenship perspective. This approach aims to give voice and power to people living 

with dementia who might feel undervalued and marginalised by society (Surr, Latham 

and Smith 2023).  

�7�K�H�U�H���D�U�H���P�D�Q�\���Z�D�\�V���W�R���S�U�R�P�R�W�H���3�&�&���L�Q���S�U�D�F�W�L�F�H�����W�R���L�P�S�U�R�Y�H���L�Q�G�L�Y�L�G�X�D�O�V�¶���T�X�D�O�L�W�\���R�I���O�L�I�H��

and quality of care and to maintain personhood. For example, using a biographical 

approach (Clarke 2000; Clarke et al. 2003; Surr, Latham and Smith 2023) to care for 

individuals, understanding their unique lived experiences, and using reminiscence 

therapy to share autobiographical experiences that provide comfort, a sense of self to 

individuals (Brooker 2005) and improvement of mood and behaviours (Cotelli et al. 

2012). No matter the approach, the core value of PCC for improving the quality of life 

and quality of care for people living with dementia is �Y�D�O�X�L�Q�J���W�K�H���L�Q�G�L�Y�L�G�X�D�O�¶�V���V�X�E�M�H�F�W�L�Y�H��

experience beyond their cognitive abilities (Downs 2000; Downs and Bowers 2008, 

2014). 
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1.3.1. �.�L�W�Z�R�R�G�¶�V���7�K�H�R�U�\���R�I��Personhood  

Tom Kitwood was a pioneer in developing research that focused on personhood and 

dementia care. As highlighted, he argued that research, care practices and the medical 

framework should recognise people with dementia with a sense of humanity, 

emphasising the PERSON first and dementia second (Kitwood 1997). Kitwood defined 

�S�H�U�V�R�Q�K�R�R�G���D�V���³�W�K�H���X�Q�L�T�X�H�Q�H�V�V���R�I���S�H�U�V�R�Q�V�«�,�W���L�V a standing or status that is bestowed 

upon one human being by others in the context of relationships and social beings. It 

implies recognition, respect, and trust. Both the according of personhood and the 

�I�D�L�O�X�U�H���W�R���G�R���V�R���K�D�Y�H���H�P�S�L�U�L�F�D�O�O�\���W�H�V�W�D�E�O�H���F�R�Q�V�H�T�X�H�Q�F�H�V���´ (Kitwood 1997: 19). Kitwood 

stated that, although a diagnosis of dementia sometimes involves a "dismantling of the 

person", (Kitwood 1997: 97) it does not have to be so. People should still see an 

individual with dementia living with well-being and with dignity of self. He stated that 

research should focus on the clinical presentation of dementia and the clinical 

symptoms, far from being a direct consequence of a degenerative process in nervous 

tissue. We should focus on the dementia process as the outcome of a dialectical 

interplay between two tendencies:  

(1) The neurological impairment that sets limitations. 

(2) The personal psychology an individual has inherited, together with the social 

psychology with which they are surrounded (Kitwood and Bredin 1992; Kitwood 

1997).  

According to Kitwood, an individual with dementia can either be in a state of well-being 

or ill-being, related to the clinical aspects of the dementia diagnosis and when referring 

�W�R�� �W�K�H�� �F�R�Q�W�H�[�W�� �D�Q�G�� �U�H�O�D�W�L�R�Q�V�K�L�S�V�� �R�I�� �F�D�U�H�� �D�U�R�X�Q�G�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O���� �³�7�K�X�V���� �D�Q�\�R�Qe who 

envisages the effects of care as being 'purely psychological', independent of what is 

happening in the nervous system, is perpetuating the error of Descartes in trying to 

separate mind from body. Maintaining personhood is both a psychological and a 

n�H�X�U�R�O�R�J�L�F�D�O�� �W�D�V�N�´�� ���.�L�W�Z�R�R�G�� ������������ ���������� �7�K�L�V�� �L�G�H�D���� �L�Q�� �F�R�P�E�L�Q�D�W�L�R�Q�� �Z�L�W�K�� �W�K�H��

biopsychosocial approach, gave rise to the Enriched Model of Dementia Care (Kitwood 

1993; Kitwood 1997; Leeks 2019).  
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Kitwood called for research and practice to view dementia as an interplay between 

different factors (Kitwood and Bredin 1992; Kitwood 1997; Downs and Bowers 2008; 

Thomas and Milligan 2018):  

�x Dementia = neurological impairment + personality + physical health + 

�L�Q�G�L�Y�L�G�X�D�O�¶�V���E�L�R�J�U�D�S�K�\�������V�R�F�L�D�O���S�V�\�F�K�R�O�R�J�\���H�Q�Y�L�U�R�Q�P�H�Q�W�����R�I�W�H�Q���D�E�E�U�H�Y�L�D�W�H�G���W�R�����'��

= NI + P + H + B + SP) 

The question for dementia care research in the decades that followed was to explore 

how the different factors and their interconnection affect people's quality of life and 

quality of care (Downs 1997; Downs et al. 2006; Downs and Bowers 2008, 2014). Ill-

being is not necessarily only an outcome of the inevitable deterioration experienced 

because of the disease itself (Kitwood and Bredin 1992; Kitwood 1993, 1997). People 

living with dementia still have, apart from physical needs, social and psychological 

needs that need to be met to support their well-being. Kitwood explained this using an 

�D�Q�D�O�R�J�\���R�I���D���I�O�R�Z�H�U���D�Q�G���L�W�V���S�H�W�D�O�V�����Z�K�L�F�K���K�H���W�H�U�P�H�G���W�K�H���³�)�O�R�Z�H�U���R�I���1�H�H�G�V�´��(Figure 1). 

This �K�L�J�K�O�L�J�K�W�V�� �D�� �S�H�U�V�R�Q�¶�V�� �Q�H�H�G�� �I�R�U�� �F�R�P�I�R�U�W���� �D�W�W�D�F�K�P�H�Q�W���� �L�Q�F�O�X�V�L�R�Q���� �R�F�F�X�S�D�W�L�R�Q���� �D�Q�G��

identity, with a central need for love. In dementia care, there is a pressing issue for the 

mental well-being of individuals to be taken as seriously as their physical health needs, 

to support people in maintaining their personhood, sense of self and feeling loved by 

others (Kitwood and Bredin 1992; Kitwood 1993,1997).  
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Figure 1: Flower of Needs �± Kitwood (1997, page 82) 

 

 

 

�,�Q���������������.�L�W�Z�R�R�G���V�W�D�U�W�H�G���W�R���H�[�S�O�R�U�H���Z�K�D�W���K�H���F�D�O�O�H�G���³�3�R�V�L�W�L�Y�H���3�H�U�V�R�Q���Z�R�U�N�´�����G�H�V�F�U�L�E�L�Q�J��

12 types of interactions between people with dementia and care staff that aim to help 

individuals enhance their well-�E�H�L�Q�J�� �E�\�� �³�V�W�U�H�Q�J�W�K�H�Q�L�Q�J���� �S�R�V�L�W�L�Y�H�� �I�H�H�O�L�Q�J�V���� �Q�X�U�W�X�U�L�Q�J��

�D�E�L�O�L�W�\�� �R�U�� �K�H�O�S�L�Q�J�� �W�R�� �K�H�D�O�� �S�V�\�F�K�R�O�R�J�L�F�D�O�� �Z�R�X�Q�G�V�´ (Kitwood 1997: 90). The interaction 

between people living with dementia and others, as a way of diminishing a person's 

sense of self and depersonalising care and treatment, is what Kitwood called Malignant 

Social Psychology (MSP). MSP occurs when culturally inherited malignant elements, 

such as infantilisation and disempowerment, do not support individual personhood 

(Kitwood and Bredin 1992; Kitwood 1997). Later, the 12 positive interactions in 

dementia care would become the base for the DCM Codes of Personal Enhancers, 

and the negative interactions would be coded as Personal Detractors. More 

information regarding DCM will be provided in the next few sections of this chapter.  

According to Kitwood, MSP is observed through the interactions between staff and 

people living with dementia in care settings, where the personhood of residents is often 

undermined (Kitwood and Bredin 1992; Dewing 2008). It is important to emphasise 
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that Kitwood noted that lack of specialised education and training, as well as societal 

barriers and lack of acknowledgement of people living with dementia, were the main 

drivers of MSP, not ill harm or intent by care providers (Kitwood and Bredin 1992; 

Dewing 2008; Mitchell and Agnelli 2015). A person-centred approach based on 

maintaining personhood and fostering Positive Person Work allows residents to 

express themselves and connect with other residents and caregivers in a safe and 

nurturing environment (Manthorpe and Samsi 2016). 

A conceptual framework on personhood and dementia care has been published by 

�2�¶�&�R�Q�Q�R�U�� �D�Q�G�� �F�R�O�O�H�D�J�X�H�V�� ���2�¶�&�R�Q�Q�R�U�� �H�W�� �D�O���� �������������� �7�K�H�L�U�� �F�R�Q�F�H�S�W�X�D�O�� �I�U�D�P�H�Z�R�U�N��

integrates an interdisciplinary approach to personhood, combining the biomedical, 

social sciences and humanities into academic and clinical fields. They aimed to create 

a standard approach to personhood and dementia care research that established 

�F�R�Q�V�H�Q�V�X�V�� �D�Q�G�� �F�R�O�O�D�E�R�U�D�W�L�R�Q�� �I�R�U�� �L�Q�Q�R�Y�D�W�L�Y�H�� �U�H�V�H�D�U�F�K���� �7�K�H�� �P�D�L�Q�� �R�E�M�H�F�W�L�Y�H�V�� �Z�H�U�H�� �³���D����

understanding personhood and (�E�����V�X�S�S�R�U�W�L�Q�J���S�H�U�V�R�Q�K�R�R�G�������«�����W�K�H�V�H���W�Z�R���L�Q�W�H�U�U�H�O�D�W�H�G��

objectives draw attention to the need to better describe what personhood looks like 

within the dementia experience and to identify ways to foster or support it, for example, 

through intervention research���´�����2�¶�&�R�Q�Q�R�U���H�W���D�O�����������������������������7�K�H���D�X�W�K�R�U�V���D�J�U�H�H���Z�L�W�K��

�.�L�W�Z�R�R�G�¶�V�� ���.�L�W�Z�R�R�G�� ������������ �Y�L�H�Z�� �W�K�D�W�� �W�K�H�� �L�Q�W�H�U�D�F�W�L�R�Q�� �E�H�W�Z�H�H�Q�� �W�K�H�� �S�H�U�V�R�Q�� �O�L�Y�L�Q�J�� �Z�L�W�K��

dementia and the environment surrounding them is an important one. They expand 

this idea into other aspects of the interactional environment, such as the physical space 

�D�Q�G���H�Q�J�D�J�H�P�H�Q�W���L�Q���D�F�W�L�Y�L�W�L�H�V���W�K�D�W���³�S�U�R�Y�L�G�H���L�Q�W�H�U�D�F�W�L�R�Q�D�O���R�S�S�R�U�W�X�Q�L�W�L�H�V���Z�K�L�F�K���F�D�Q���H�L�W�K�H�U��

�I�R�V�W�H�U�� �R�U�� �H�U�R�G�H�� �R�Q�H�¶�V�� �V�H�Q�V�H�� �R�I�� �S�H�U�V�R�Q�D�O�� �F�R�P�S�H�W�H�Q�F�H�� �D�Q�G�� �X�Q�L�T�X�H�Q�H�V�V�� �D�Q�G�� �K�H�Q�F�H��

�S�H�U�V�R�Q�K�R�R�G���´�� ���2�¶�&�R�Q�Q�R�U�� �H�W�� �D�O���� ������������ ������������The authors stated that although a more 

comprehensive view of personhood and dementia enables us to acknowledge the 

validity of the immediate contextual environment, it fails to consider the importance of 

broader socio-cultural context, social norms and beliefs that shape a �S�H�U�V�R�Q�¶�V���V�H�Q�V�H��

�R�I���V�H�O�I���D�Q�G���J�U�R�X�S���L�G�H�Q�W�L�W�\���D�Q�G���E�H�O�R�Q�J�L�Q�J�����2�¶�&�R�Q�Q�R�U���H�W���D�O�����������������*�U�X�H�Q�H�U������������������ 

1.3.2. �&�U�L�W�L�T�X�H���R�I���.�L�W�Z�R�R�G�¶�V���,�G�H�D�V 

It has been almost 30 years since Kitwood's theories of dementia and dementia care. 

His work, although remarkable at the time, left some gaps in thinking that have been 

�F�U�L�W�L�T�X�H�G�� �E�\�� �U�H�V�H�D�U�F�K�H�U�V���� �)�R�U�� �H�[�D�P�S�O�H���� �H�Y�H�Q�� �L�Q�� �W�K�H�� �H�D�U�O�\�� �G�D�\�V�� �D�I�W�H�U�� �.�L�W�Z�R�R�G�¶�V��

groundbreaking work Dementia Reconsidered, Flicker (1999) argued that �.�L�W�Z�R�R�G�¶�V 
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views on dementia were simplistic. The authors stated that Kitwood failed to provide 

evidence for his claims by using mostly anecdotal evidence and overlooked or ignored 

more recent research or advancements in neuropsychology. Adams (1996) referred to 

�K�L�V�� �P�H�W�K�R�G�R�O�R�J�L�F�D�O�� �D�S�S�U�R�D�F�K�H�V�� �D�V�� �³�S�R�R�U�´�� ���L�Q�� �%�D�O�G�Z�L�Q�� �D�Q�G�� �&�D�S�V�W�L�F�N�� ��������, page 15). 

Kitwood's methodological thinking proved ineffective in presenting his theory 

coherently due to numerous ambiguities in his work (Baldwin and Capstick 2007). 

Initially, the ongoing nature of his reconsideration of dementia research and care work 

lacked clarity in its philosophical underpinnings (Baldwin and Capstick 2007). 

Additionally, his fluctuation in attributing poor dementia care to either individual 

caregivers or organisations further contributed to the inconsistency of his theory 

(Baldwin and Capstick 2007).  

However, it is valid to argue that advocating for a dementia theory that emphasises 

individual choices and recognising people with dementia as individuals, irrespective of 

their abilities, served as the foundation for enhancing and advancing practical 

�G�H�P�H�Q�W�L�D���F�D�U�H�����$�F�F�R�U�G�L�Q�J���W�R���%�D�O�G�Z�L�Q���D�Q�G���&�D�S�V�W�L�F�N�������������������L�Q���W�K�H�L�U���E�R�R�N���³Tom Kitwood 

on Dementia: A Reader and Critical Commentary�´���W�K�H���H�G�L�W�R�U�V��argued that some of the 

�F�U�L�W�L�T�X�H�V�� �D�Q�G�� �L�Q�F�R�Q�V�L�V�W�H�Q�F�L�H�V�� �U�H�J�D�U�G�L�Q�J�� �.�L�W�Z�R�R�G�
�V�� �Z�R�U�N�� �R�Q�� �G�H�P�H�Q�W�L�D�� �Z�H�U�H�� �³���«����

explainable, not as failings inherent in the framework he was developing but partly as 

a result of the time and environment in which Kitwood was working and partly as a 

�I�X�Q�F�W�L�R�Q���R�I���Z�K�R���.�L�W�Z�R�R�G���Z�D�V���D�Q�G���K�R�Z���K�H���Z�R�U�N�H�G�´�����%�D�O�G�Z�L�Q���D�Q�G���&�D�S�V�Wick 2007: xvii).  

1.4. Supporting the implementation of person -centred care  

As described above, PCC was first introduced in dementia care research and practice 

by Kitwood and has been recognised by policymakers as an important step to good 

quality of care. The PCC framework has been embedded in many policies in the UK, 

including NICE guidelines for excellence in dementia care (NICE 2018), The National 

Service Framework for Older People by the Department of Health (2001), and the Care 

Certificate (Health Education England et al. 2018), a set of standards outlining the 

expected skills, knowledge and behaviours for all health and social care staff. The 

emphasis on PCC and PCC training is supported, commissioned, and funded by the 

Department of Health and Social Care in collaboration with Skills for Health and Health 

�(�G�X�F�D�W�L�R�Q�� �(�Q�J�O�D�Q�G���� �7�K�L�V�� �Z�D�V�� �R�Q�H�� �R�I�� �W�K�H�� �N�H�\�� �K�L�J�K�O�L�J�K�W�V�� �R�I�� �W�K�H�� �3�U�L�P�H�� �0�L�Q�L�V�W�H�U�¶�V��

Challenge on Dementia: to transform dementia care with the development of The 

Dementia Training Standards (Health Education England et al. 2018). PCC is 
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commissioned by the Social Care Institute for Excellence (SCIE) and NICE in 

collaboration with the National Collaborating Centre for Mental Health. There is 

currently a considerable amount of training, content, education, and approaches to 

delivering and sustaining good quality PCC for health and social care staff. Training 

staff in PCC provides important benefits for practice development, but research 

suggests that the inconsistency of training hinders the possibility of staff developing 

appropriate knowledge, skills, and confidence levels (Smith et al. 2019; Parveen et al. 

2021; Surr et al. 2023). 

To create a unified understanding of PCC across contexts, as it promotes a clear 

understanding of what PCC should look like in practice, The Health Foundation in the 

UK created a framework to foster the development of PCC in practice (The Health 

Foundation 2014). This framework focuses on fostering common values of PCC across 

healthcare contexts, for example, emphasising the importance of supporting people to 

recognise their values and abilities, sharing decision-making, offering personalised and 

coordinated care, and affording people dignity, compassion, and respect. This is 

important as understanding common values of PCC approaches creates a shared 

philosophy across health and social care, no matter the measures used to promote, 

create, foster, and sustain PCC in practice. Applying these common principles 

enhances the overall quality and effectiveness of care practices (The Health 

Foundation 2014). 

The Care Quality Commission (the independent regulator of health and social care in 

England), as part of the Health and Social Care Act of 2018, has a specific regulation 

(regulation 9) to ensure PCC in social care contexts. This regulation ensures that 

individuals using a service receive personalised care or treatment tailored to their 

specific needs, and providers need to guarantee each person receives suitable PCC 

and treatment grounded in an assessment of their unique needs and preferences 

(Brooker and Surr 2017; Care Quality Commission 2023). Currently, good quality 

dementia care education and training are commissioned by health and social care and 

third-sector organisations. This is done to support individuals' sense of personhood 

and recognise their capacity and relationships (Surr et al. 2023). To provide good 

quality personalised care and treatment, the context in which the care is provided, 

whether it is the setting (such as home, community, institutional) or the wider 

organisational culture, needs to prioritise the individual's needs and preferences. As 

such, the setting or the wider organisational culture can either enhance or reduce the 
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quality of personalised care and treatment received by the person. Delivering and 

achieving PCC is a gradual process and not a one-off event that can be accomplished 

only by one individual. It is indeed a commitment from staff and organisations to make 

small but tangible changes in practice (McCormack et al. 2010). 

There are many tools and frameworks used in health and/or social care and research 

to support, deliver and promote PCC in practice (Edvardsson and Innes 2010), 

specifically in care settings for older individuals (e.g., The person-directed care 

measure, The person-centered care assessment tool, The person-centered inpatient 

scale). An example of such a tool is the ASCOT (The Adult Social Care Outcomes 

Toolkit) (Malley et al. 2012), which has been used extensively and is regulated by the 

Department of Health and Social Care. The ASCOT focuses on enhancing good quality 

PCC in social care, specifically improving quality of life, through the use of self-

completed surveys, structured observations, and interviews (Towers et al. 2016). 

However, like ASCOT, most tools do not specifically target dementia and the 

experiences of people living with dementia (Edvardsson and Innes 2010; Harding et 

al. 2019).  

DCM (Kitwood 1997; Brooker and Surr 2006) is one of the approaches recognised by 

research and policymakers to train staff in improving and delivering good quality PCC 

in dementia. This thesis will focus on the use and implementation of DCM to promote 

and understand PCC in residential care.  

1.4.1. The emergence of Dementia Care Mapping (DCM)  

DCM is an observational tool created by the Bradford Dementia Group underpinned 

by the �W�K�H�R�U�H�W�L�F�D�O���E�D�V�L�V���R�I���.�L�W�Z�R�R�G�¶�V���W�K�H�R�U�\���R�I���S�H�U�V�R�Q�K�R�R�G��(Kitwood and Bredin 1992; 

Kitwood 1993,1997). The use of DCM is rooted in a sense of empathy to understand 

the person with dementia, grounded in the theoretical perspective of individuals in PCC 

(Brooker 2003,2005; �%�U�R�R�N�H�U���D�Q�G���6�X�U�U�����������������.�L�W�Z�R�R�G���G�H�V�F�U�L�E�H�G���'�&�0���D�V���³�E�D�V�H�G���R�Q���D��

serious attempt to take the standpoint of the person with dementia, using a combination 

�R�I���H�P�S�D�W�K�\���D�Q�G���R�E�V�H�U�Y�D�W�L�R�Q�D�O���V�N�L�O�O�´��(Kitwood 1997: 4). DCM was primarily developed 

to support practice development in hospitals and care settings (Kitwood 1997; Brooker 

2005; Brooker and Surr 2006) and is used internationally in care and research by 

academics, researchers, and care staff trained as mappers to deliver and improve the 
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quality of care to individuals living with dementia in a variety of settings (Brooker 2005; 

Brooker and Surr 2006; Surr et al. 2018).  

In recent years, DCM has been adopted into routine practice and has been endorsed 

as a development intervention in the guidelines provided by NICE/SCIE. Additionally, 

in Wales, DCM is part of the Welsh Dementia Strategy, recommended by the Welsh 

Government to enhance the high quality of care and support for individuals living with 

dementia by training staff and improving services and support to individuals (Welsh 

Government et al., 2018).  

1.4.1.1. The process of DCM  

DCM applies real-time observation of the interactions between people with dementia 

and care staff, how people with dementia spend their time, and their mood and 

engagement during that time (Brooker and Surr 2006). DCM uses the outcome of such 

observations to bring about change in care practice, improve well-being in people with 

dementia, and identify areas for staff development (Kitwood 1997; Innes and Surr 

2001; Brooker and Surr 2006; Meads et al. 2020). The newest edition of the DCM 

manual (DCM 8) (Brooker and Surr 2006: 8) was validated in several settings in the 

UK and revised and refined across several international working groups (Brooker 2005; 

Brooker and Surr 2006; Quasdorf et al. 2017; Surr et al. 2018; Surr et al. 2019). DCM 

can be used to improve PCC in a variety of settings and at different levels: Individual 

care plans, organisation of care and resource management, quality of reporting, and 

staff training and development (Brooker 2005; Brooker and Surr 2006; Surr et al., 

2016). 

The evaluation process of DCM (Figure 2) consists of preparing the team for mapping, 

rounds of mapping to gather observational data, analysis of observational data, 

feedback sessions on the data gathered by mapping, report writing and development 

of action plans to enhance practice. Every mapper is trained by University of Bradford 

accredited trainers, either online or in person. The process of DCM, besides the 

observation, involves (Brooker and Surr 2006; Surr et al. 2016): 

�x Staff briefings:  This is important as before setting up mapping sessions, all 

staff and key stakeholders need to be aware and understand the purpose of the 

mapping session. The briefing takes around one to two hours and involves 
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informing key people in an organisation about mapping either in person or using 

leaflets or posters. It allows the mapper to check that people with dementia are 

comfortable with being observed. 

�x Feedback sessions: These occur after mapping. There is immediate feedback 

when the mapping is complete, then further, more detailed feedback to share 

results of data analysis and key findings from report writing. 

�x Action planning and implementation:  This step is critical as it acknowledges 

the findings from the mapping and feedback sessions and provides 

opportunities for practice change and improvements in PCC. It includes 

agreements between staff on roles and responsibilities for the implementation 

of action plans.  

In the observation process, data are collected in five-minute intervals over a continuous 

representative period. Every five minutes, two types of codes are recorded: Behaviour 

Category Code (BCC) and Mood and Engagement Values (ME). The Behaviour 

Category codes consist of 23 different codes that describe how the person spent their 

time during the five minutes. For instance, the code 'L' is used to report engagement 

in leisure, fun, or recreational activities. BCCs are categorised as having high, 

moderate, or low potential for well-being, and the mapper records one BCC in each 

five-minute timeframe.  

Mood and Engagement values are recorded for each five-minute interval. ME values 

have different codes and values depending on the mood and engagement the person 

being observed is demonstrating. The recorded values can be +5, +3, +1, -1, -3, or -5. 

For example, +5 refers to extreme well-being, and -5 signifies extreme ill-being. The 

ME and BCC values are used to create a graphical representation, showing the 

percentage of time the participant spent in well-being or ill-being, known as a Well and 

Ill-being (WIB) profile in DCM (Brooker and Surr 2006). 

Furthermore, DCM provides codes for the behaviours exhibited by staff when 

interacting with the person being observed. DCM mappers record continuously a 

record of interactions observed. These behaviours can either be Personal Detractions 

(PDs), which undermine the sense of self and personhood of people with dementia, or 

Personal Enhancers (PEs), which support and enhance the sense of self. It is important 
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to note that all observations occur in communal settings and never during personal 

care for people with dementia (Brooker and Surr 2006). 

 

Figure 2: The process of DCM 
 

 

 

1.4.1.2. Implementation issues of DCM  

Research on the implementation of DCM is limited, with one randomised controlled 

trial (RCT) (Surr et al. 2016; Griffiths et al. 2019) and a couple of small-scale pilot 

studies (Kuiper et al. 2009; Chenoweth and Jeon 2007) available. In the large RTC 

using DCM in care home settings in the UK, the EPIC trial (Enhancing Person-Centred 

Care in Care homes) (Surr et al. 2016; Griffiths et al. 2020; Meads et al. 2020) aimed 

to determine if DCM was cost-effective compared to traditional care and assess its 

impact in reducing agitation and improving quality of life and quality of care in care 

home residents living with dementia (Surr et al. 2016; Surr et al. 2020). The study found 

that there were no cost benefits of DCM compared to usual care and that only 26% of 

the care homes that participated in the study completed all the recommended DCM 

cycles (Surr et al. 2019). Nevertheless, the study found that, where DCM was used, 

mappers and care home staff saw the benefit of using DCM for care practice, such as 

improved communication between staff, increased staff confidence and reduced 
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resident boredom as there was an increase in activities provided for residents (Surr et 

al. 2016; Surr et al. 2019). The study raised some issues with the implementation of 

DCM: 

�x Time to complete mapping and the overall DCM process. 

�x Lack of material support to complete DCM cycles, such as provision of writing 

supplies or IT equipment.  

�x Problems at the staff level: lack of communication and managerial support and 

low staffing levels. 

�x Care homes might not provide the right conditions to support a cost-effective 

DCM implementation. 

These limitations were observed in a randomised control trial, and further research is 

needed to better understand the factors that affect the successful implementation of 

DCM. In an evaluation of the EPIC trial, the authors identified various methodological 

challenges, such as the validity of the utility of assessments, issues related to loss to 

follow-up, and difficulties with compliance (Meads et al. 2020). 

In a study conducted in The Netherlands, researchers examined the effectiveness of 

DCM on residents' and staff outcomes while conducting a cost analysis of the tool (van 

de Ven et al. 2013). The authors found that there was no significant difference in total 

costs between the intervention and control groups, but DCM was effective in reducing 

the costs associated with outpatient hospital appointments. Another study by Meads 

and colleagues (2020) found that a DCM intervention incurred higher costs than usual 

care and was not cost-effective. However, a systematic review by Livingston and 

colleagues, which included 160 studies, found that supervised person-centred care, 

communication skills training, and modified DCM (supervision during implementation) 

effectively reduced clinically significant agitation in care home residents for up to six 

months.  

The use of DCM in the EPIC trial represents a specific instance of a PCC intervention, 

and it is noted that other interventions encounter comparable implementation 

challenges. Laybourne and colleagues (Laybourne et al. 2021) identified additional 
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issues in implementing the Managing Agitation and Raising Quality of Life (MARQUE) 

programme (aimed at training care home staff to reduce agitation and improve the 

quality of PCC care), such as  

�x Care staff have little training to implement interventions in their setting. 

�x Challenging work environments for interventions. 

�x Changes in staff practices are unsustainable. 

�x Poor communication between care staff. 

�x Organisational constraints. 

�x Complex nature of the care setting. 

Understanding of how DCM delivers best practice is uncertain, even after DCM has 

been used in practice for more than 20 years (Kitwood 1997; Brooker 2005; Brooker 

and Surr 2006) posing a challenge to a comprehensive understanding of DCM's real-

world application to enhance our comprehension of its practical implications (Surr et 

al. 2018). The successful implementation of DCM hinges on ensuring a clear 

understanding of the intervention among all staff in a care home setting and 

establishing realistic expectations from staff and managers (Griffiths et al. 2019; Surr 

et al. 2020). Nevertheless, the use of DCM in some studies was associated with 

positive outcomes, such as reduced agitation in people with dementia in residential 

care (Chenoweth et al. 2009), increased job contentment in care staff and increased 

feelings of connectedness between staff and people with dementia (Kuiper et al. 2009).  

The sustained and comprehensive endorsement of PCC by various health and social 

care bodies, such as the SCIE and the NICE, underscores its critical role in ensuring 

high-quality dementia care, reflecting a unified commitment to improving the lives of 

people living with dementia through person-centred care. For this reason, the main 

overarching aim of this PhD thesis is to improve the implementation of person-centred 

care using Dementia Care Mapping to support the use of the tool for leading culture 

change in residential care. 



 25 

1.5 Leadership in health and social care  

In previous research (Rokstad et al. 2013), the importance of leadership has been 

highlighted as necessary for the successful implementation of DCM and other PCC 

interventions. As such, I will briefly introduce this topic before the findings from the 

realist review (chapter three) and recommendations for practice (chapter five).  

According to Western, in the introduction to his book Leadership: A Critical Text (2019), 

�K�H�� �Q�R�W�H�G���� �³�/�H�D�G�H�U�V�K�L�S�� �L�V�� �H�Y�H�U�\�Z�K�H�U�H���� �L�W�� �K�D�V�� �D�� �G�R�P�L�Q�D�Q�W�� �D�Q�G�� �S�U�L�Y�L�O�H�J�H�G�� �S�O�D�F�H�� �L�Q�� �R�X�U��

society; it is constantly in our news, politics, businesses, films, books and magaz�L�Q�H�V�´��

(pages).  According to Skills for Care (2022), leadership is one of the key components 

that need to be in place to continue to achieve good quality care, even in the face of 

challenges, by ensuring that leaders and managers can develop their skills.  

To improve PCC within organisations, the goal is to foster caring leadership styles, 

build trust and safety among teams, and encourage behaviours that support staff in 

their roles, leading to higher engagement of staff (Sherman 2019). While various 

leadership theories offer insights into improving the overall dynamics of care staff, the 

conceptual framework for person-centred leadership developed by Lynch, McCormack 

and McCance (2011) provides a comprehensive perspective. This framework views 

leadership as an "evolving phenomenon emerging from intrapersonal, interpersonal, 

and contextual interactions" (Cardiff et al., 2018, p. 3065), with PCC leaders being 

aware of themselves, their relationships with others, and the contextual dynamics at 

play. 

There are certain types of managerial leadership approaches that facilitate a positive, 

supportive working environment, enabling PCC to be fostered (Moenke et al. 2023). It 

is important to note that there is limited empirical research regarding the impact of 

leadership and leadership styles on PCC culture in residential care (Thomas et al. 

2014; Rokstad et al. 2013; Lynch et al. 2017). More information about the role of 

leadership in the implementation of PCC and DCM in practice will be provided in 

chapters three and five. 

 



 26 

1.6 Summar y 

In conclusion, this chapter has provided an overview of various approaches to 

understanding dementia, setting the stage for, in the next chapters, a detailed 

exploration of the implementation of PCC in care settings. This chapter explored the 

emergence of DCM, examining its implementation challenges and laying the 

groundwork for a comprehensive exploration of the successful and unsuccessful 

factors associated with the implementation of DCM in dementia care. The structure of 

the thesis is as follows: 

�x In Chapter Two , I will present the methodological approaches chosen for this 

thesis, as well as present the aims and research questions that will be answered 

with this thesis project.  

�x Chapter Three  provides details on a realist review aiming to develop a 

theoretical understanding of what influences the successful implementation of 

DCM in care settings to inform the refinement and development of DCM in 

practice. 

�x Chapter Four  presents a constructivist grounded theory qualitative interview 

study with care home staff and health and social care staff to understand their 

perspective, experiences and understanding of PCC in practice. 

�x Chapter Five brings together the two studies (Chapter Three and Chapter Four) 

in a discussion to identify recommendations for education, practice and policy 

to prioritise the development of DCM for future implementation. 

For the purpose of this thesis, the main implementation framework I have based my 

thinking and understanding when considering throughout the thesis and the next steps 

for future DCM implementation was The Person-Based Approach (Yardley et al., 2015, 

Morrison et al., 2018, Muller et al., 2019) framework for developing health 

interventions. Although first developed for technology-based interventions, this 

framework has now been applied to designing, developing, and evaluating health 

behaviour interventions (Morrison et al., 2018, Muller et al., 2019). 

In the context of this thesis, the steps based on The Person-Based Approach were as 

follows: 
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(1) is theory-informed and evidence-based (Chapter Three - gathered information 

about successful and unsuccessful factors for the implementation of DCM and other 

PCC interventions, Chapter Four �± gathered a theory using the experiences of health 

and social care staff (who have trained in DCM or not) regarding their understanding 

of experiences, challenges and perspectives of implementing PCC in practice)  

(2) prioritises and incorporates the views of the people who will use the intervention 

(having the advisory group as part of the PhD journey, the participants of the 

�V�W�X�G�L�H�V���×�D�Q�G�� 

(3) is likely to be implementable (based on the practice recommendations that will be 

presented later in this chapter, these recommendations were gathered with and by 

people who will use DCM in the future). 

This framework seems adequate as an implementation framework for evidence-based 

practice throughout the thesis as it is an iterative, qualitative approach that focuses 

heavily on Patient and Public Involvement (PPI) to develop and implement effective 

intervention strategies (Yardley et al. 2015; Muller et al. 2019). Using approaches that 

consider implementation science ensures that any findings or implementation are 

developed in a bottom-up approach, and allows for including the needs of target users 

(DCM education team, DCM mappers and care staff), as well as considering the 

environment, providers, policy and organisation (Bauer et al. 2015).  
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2. Chapter Two: Methodological Approach  

This chapter outlines the methodological foundation and philosophical perspectives 

necessary for a systematic and rigorous research programme. In this chapter, I will 

outline my philosophical stance and its impact on the methodology to answer the 

primary focus of this thesis: to improve the implementation of person-centred care, 

using Dementia Care Mapping, to support the use of the tool for leading culture change 

in residential care. 

2.1.  Philosophical perspectives and theoretical paradigms  

As an overview, my philosophical position is rooted in Critical Realism, Constructivism 

and Interpretivism. The methodology used in the chapters that follow represents this 

scientific understanding. 

2.1.1. Ontology  

We live in a world where questions are asked about everything that surrounds us in 

one way or another. Researchers debate quantitative and qualitative methodologies 

when conducting research and answering research questions. Still, we must step back 

and recognise that different philosophical perspectives exist in the two main branches 

of the philosophy of science: Ontology and Epistemology. Both are integral branches 

or fields, of philosophy of science, that address different facets of knowledge, 

understanding and reality (Guba and Lincoln 1994; Lincoln et al. 2011; Moon and 

Blackman 2014; Fryer 2020). 

�2�Q�W�R�O�R�J�\���F�R�Q�F�H�U�Q�V���W�K�H���Q�D�W�X�U�H���R�I���S�H�U�F�H�L�Y�H�G���U�H�D�O�L�W�\�����Z�K�D�W���L�V���W�U�X�H���R�U���U�H�D�O�����D�Q�G���³�Z�K�D�W���H�[�L�V�W�V��

�L�Q���W�K�H���K�X�P�D�Q���Z�R�U�O�G���W�K�D�W���Z�H���F�D�Q���D�F�T�X�L�U�H���N�Q�R�Z�O�H�G�J�H���D�E�R�X�W�´��(Moon and Blackman 2014 

: 1172). Ontology covers two philosophical stances: Realism and Relativism. In social 

inquiry (i.e., questioning the social world, economic, political, organisations, and 

human behaviour), Ontology helps us understand and recognise how absolute we can 

be about the reality of the world. In Realism, only one reality exists, independent of the 

human experience, experienced as truth (Moon and Blackman 2014; Fryer 2020). On 

the other hand, relativism understands reality as a construction of the human mind and 

is relative to the individual at a particular moment in time, meaning no one true reality 

exists (Moon and Blackman 2014; Moses and Knutsen 2019; Fryer 2020). Realism 

can be considered in a spectrum from objective reality to looking at reality with a more 
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critical examination (Pawson 2006; Moses and Knutsen 2019). Critical Realism 

assumes that there might be one fixed reality, but this can only be partially understood 

(Moon and Blackman 2014; Fryer 2020). Critical Realists struggle to fully understand 

�Z�K�D�W�� �L�V�� �W�U�X�H�� �G�X�H�� �W�R�� �W�K�H�� �L�Q�K�H�U�H�Q�W�� �³�I�O�D�Z�H�G�� �K�X�P�D�Q�� �L�Q�W�H�O�O�H�F�W�X�D�O�� �P�H�F�K�D�Q�L�V�P�V�� �D�Q�G�� �W�K�H��

�I�X�Q�G�D�P�H�Q�W�D�O�O�\�� �L�Q�W�U�D�F�W�D�E�O�H�� �Q�D�W�X�U�H�� �R�I�� �S�K�H�Q�R�P�H�Q�D�´��(Guba and Lincoln 1994: 110). 

�&�R�Q�V�H�T�X�H�Q�W�O�\�����&�U�L�W�L�F�D�O���5�H�D�O�L�V�W�V���D�V�V�H�U�W���W�K�D�W���³�F�O�D�L�P�V���D�E�R�X�W���U�H�D�O�L�W�\���P�X�V�W���E�H���V�X�E�M�H�F�W�H�G���W�R��

�W�K�H���Z�L�G�H�V�W���S�R�V�V�L�E�O�H���F�U�L�W�L�F�D�O���H�[�D�P�L�Q�D�W�L�R�Q�´��(Guba and Lincoln 1994: 110) to facilitate a 

more accurate understanding of reality (Feilzer 2010; Moon and Blackman 2014). 

For this thesis, I am inclined to view the methodological and philosophical 

underpinnings from the perspective that reality and truth are not exclusively confined 

to objective viewpoints, and cannot be measured using objective measures, such as 

quantitative methodologies and methods (Fryer 2020). On the other hand, I am not 

inherently aligned with the Relativist philosophy either. Although the Relativist 

�D�S�S�U�R�D�F�K�� �Y�L�H�Z�V�� �L�Q�G�L�Y�L�G�X�D�O�V�¶�� �N�Q�R�Z�O�H�G�J�H�� �D�Q�G�� �E�H�O�L�H�I�V�� �D�V�� �S�R�Z�H�U�I�X�O�� �W�R�R�O�V�� �W�K�D�W�� �H�Q�D�E�O�H��

consultation and participation (Moon and Blackman 2014); we cannot forget about the 

reality of the context in which interventions are being implemented.  

Consequently, this research study will be guided by the Critical Realism philosophical 

perspective introduced by Bhaskar in the 1970s (Collier 1994; Bhaskar et al. 1998; 

Ackroyd 2010). For this thesis, it is then crucial to examine the environment in which 

PCC approaches are being implemented. This requires an exploration of the actual 

conditions within the setting and the perspectives of the research participants involved 

(Cupchik 2001; Anthony and Jack 2009; Hoddy 2018). Critical Realism is a 

philosophica�O���S�H�U�V�S�H�F�W�L�Y�H���W�K�D�W���P�D�N�H�V���W�K�H���G�L�V�W�L�Q�F�W�L�R�Q���E�H�W�Z�H�H�Q���W�K�H���³�U�H�D�O���Z�R�U�O�G�´�����Z�K�L�F�K���L�V��

independent of human perception and constructions and so cannot be observed, and 

�W�K�H���³�R�E�V�H�U�Y�D�E�O�H���Z�R�U�O�G�´�����W�K�H���R�Q�H�V���V�K�D�S�H�G���D�Q�G���F�R�Q�V�W�U�X�F�W�H�G���E�\���K�X�P�D�Q�V�
���S�H�U�F�H�S�W�L�R�Q�V���D�Q�G��

experiences (Collier 1994; Bhaskar et al. 1998; Ackroyd 2010; Patomäki and Wight 

2000; Angus and Clark 2011; Fryer 2020). 

In the context of implementing PCC, it is important to recognise that there might be an 

objective reality, but it is crucial to understand the context: this is especially important 

in the complex environments of care settings where PCC is being put into practice 

(Bhaskar et al. 1998; de Souza 2013). Nonetheless, successful implementation of PCC 

can be achieved if the necessary mechanisms are established to support the staff. 
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Another important aspect to consider is linking back to the critique of the biomedical 

approach to dementia, it provides a narrow representation of the lived experiences of 

people living with dementia and fails to consider multiple factors that play a role in 

dementia. 

2.1.2. Epistemology    

Once we have contemplated the nature of our perceived reality (Fryer 2020), we turn 

our attention and focus on how to comprehend and perceive the world, as well as the 

process of making sense of knowledge about the world, essentially How do we create 

knowledge (Moon and Blackman 2014; Al-Ababneh 2020). Epistemology is concerned 

with knowledge validity, methods, scope to acquire said knowledge, and how we can 

claim said knowledge (Crotty 1998; Moon and Blackman 2014). In the field of 

Epistemology, philosophical perspectives span a spectrum that encompasses 

Objectivism, Constructionism, and Subjectivism (Papert and Harel 1991; Butos and 

Koppl 1997; Feilzer 2010; Moon and Blackman 2014; Koch 2018). 

Objectivism is a philosophical approach that originated in the works of Ayn Rand 

(1957)�����Z�K�L�F�K���F�O�D�L�P�V���W�K�D�W���U�H�D�O�L�W�\���³�H�[�L�V�W�V���D�Q�G���L�V���Z�K�D�W���L�W���L�V���V�H�O�I-�H�Y�L�G�H�Q�W�´��(Koch 2018: 12). 

In other words, objectivism positions knowledge about the world independently of the 

individual. In the field of philosophy, Constructionism (sometimes referred to as 

constructivism), founded by Seymour Papert (Papert and Harel 1991) suggests that 

meaning about the world is created based on an interplay between the object and the 

individual. It argues that how a person sees the world is influenced by their cultural, 

historical, and social surroundings, and the meaning of things comes from interacting 

with others (Moon and Blackman 2014). Constructionism posits that researchers, 

shape or interpret the realities they are part of, based on their unique perspectives 

(Clarke 2022).  

Subjectivism is a philosophical perspective that states that meaning exists within the 

subject and reality is imposed on the object by the individual (Crotty 1998; Moon and 

Blackman 2014; Moses and Knutsen 2019). Subjectivism has been found in the works 

of Edmund Husserl, as the principal founder of Phenomenology (Tassone 2017). 

Husserl was concerned about how humans acquire objective knowledge, stating that 

there is a connection between objective knowledge and subjective sources, leading to 
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an exploration of the role of subjectivity in shaping theoretical claims (Tassone 2017: 

2).  

From this doctoral research standpoint, as will be presented in Chapter Three, several 

contextual factors influence the uptake and implementation of PCC in care settings, as 

per the critical realism stance. Furthermore, in Chapter Four, I will demonstrate that 

PCC can be perceived differently by individuals, as perceived by the constructivist 

approach, which helps us guide and find contextual factors that shape our 

understanding of the meaning of PCC (reality). Although it may seem inconsistent to 

argue with seemly contradictory worldviews, Critical Realism and Constructivism, I 

believe both approaches can be used complementary to understand the social 

phenomena that hinder or facilitate the implementation of PCC in residential settings. 

Both approaches are rooted in the theory-dependent nature of research and both 

�X�Q�G�H�U�V�W�D�Q�G���W�K�H���Q�D�W�X�U�H���R�I���W�K�H���V�R�F�L�D�O���Z�R�U�O�G���D�V���D���³�M�R�L�Q�W���F�R�Q�V�W�U�X�F�W�L�R�Q���R�I���V�R�F�L�D�O���D�F�W�R�U�V���D�Q�G��

not something constructed by an individual in isolation�  ́ (Peters et al. 2013: 344). 

Integrating two research paradigms (Bogna et al. 2020) will help strengthen the theory 

�E�X�L�O�G�L�Q�J�� �R�I�� �K�R�Z�� �V�W�U�X�F�W�X�U�D�O�� �P�H�F�K�D�Q�L�V�P�V�� �V�K�D�S�H�� �L�Q�G�L�Y�L�G�X�D�O�V�¶�� �L�Q�W�H�U�S�U�H�W�D�W�L�R�Q�V�� �D�Q�G��

experiences of promoting and understanding PCC in practice. In addition, the two 

paradigms offer new insights on how there can be a dynamic interplay of critical 

objective reality, and subjective/constructive meaning about said reality (Feilzer 2010; 

Peters et al. 2013; Hoddy 2018). 

2.2. Theoretical paradigms  

Theoretical paradigms are the philosophical frameworks that guide and/or shape our 

research approach (Collins and Stockton 2018; Al-Ababneh 2020). To answer a 

research question, we must ask ourselves two important questions: what methodology 

and methods do we need to use, and why (Crotty 1998; Augusto 2014; Moon and 

Blackman 2014). Many theoretical paradigms in social research link our choices of 

Ontology and Epistemology, such as Positivism, Interpretivism, and Critical theory; the 

research paradigms most used to guide research methodology and methods (Ryan 

2018). 

Before we think about these paradigms, it is important to acknowledge the different 

types of reasoning researchers use to look at data, obtain findings and develop 

theories: inductive and deductive. In inductive reasoning, theory is built after findings 
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from observations, experiments, or measurements. In deductive reasoning, 

researchers find the theory, make predictions and use data collection to experiment or 

test their predictions (Augusto 2014; Ryan 2018). 

Positivism refers to knowledge of the world that can only be acquired through 

Objectivist (Epistemology) and Realist (Ontology) lenses. For Positivists, the world 

consists only of universal laws, and knowledge is produced in empirically objective 

ways. This paradigm is often associated with quantitative research empiricism and is 

based on the belief that knowledge should be free from subjective bias (Objectivity) of 

the researcher (Crotty 1998; Ackroyd 2000; Ryan 2018). Positivism is characterised 

by the fact that knowledge is only confirmed by science (Phenomenalism), facts are 

gathered according to basic laws (Inductivism), and theory generates hypotheses that 

are tested to prove these basic laws (Deductivism) (Crotty 1998; Bryman 2006; Ryan 

2018). The Positivist approach does not fit this study, which aims to explore 

�S�D�U�W�L�F�L�S�D�Q�W�V�¶�� �S�H�U�V�S�H�F�W�L�Y�H�V�� �D�Q�G�� �H�[�S�H�U�L�H�Q�F�H�V�� �U�H�O�D�W�H�G�� �W�R�� �3�&�&���� �7�K�L�V�� �G�L�I�I�H�U�V�� �I�U�R�P�� �W�K�H��

Positivist approach, as it fails to acknowledge that research is influenced by the theory 

(Fryer 2020, 2022). I �D�L�P�H�G���W�R���I�R�F�X�V���R�Q���S�D�U�W�L�F�L�S�D�Q�W�V�¶���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���L�P�S�O�H�P�H�Q�W�L�Q�J��

PCC; therefore, I needed to do more than observe and find correlations. I wanted to 

know from participants their opinions, beliefs, and feelings about PCC in their day-to-

day work. Positivism philosophy rejects the idea that scientific knowledge can be 

achieved this way (Crotty 1998).  

Another approach used in social research to direct action is Interpretivism. 

Interpretivism, influenced by anthropology (Ryan 2018), holds the view that reality is 

subjective. It asserts that there is not a single 'known' truth and that knowledge is 

constructed through diverse and subjective interpretations of reality (Bunniss and Kelly 

2010). Historically, it is considered the opposite of Positivism (Ryan 2018), and 

researchers can never separate themselves from their own beliefs and values, which 

will, in turn, inform how we collect and interpret our data (Crotty 1998; Ryan 2018). 

Interpretivists aim to understand the diverse experiences and beliefs of the individuals 

that make up their version of what is real and how they acquire knowledge (Crotty 

1998; Bunniss and Kelly 2010). There are different stances on Interpretivism. Firstly, 

hermeneutics, made famous by Heidegger in 1962, focuses on a deep analysis of text 

and/or documents. Secondly, Verstehen (understanding) identified by Weber (1947) 

�U�H�I�H�U�V���W�R���W�K�H���³�H�[�S�O�R�U�D�W�L�R�Q���R�I���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�Q�G���S�H�U�F�H�S�W�L�R�Q���I�U�R�P���W�K�H���S�R�L�Q�W�V���R�I���Y�L�H�Z���R�I��



 33 

�U�H�V�H�D�U�F�K�� �S�D�U�W�L�F�L�S�D�Q�W�V�� ���«���� �W�R�� �X�Q�G�H�U�V�W�D�Q�G�� �D�� �S�K�H�Q�R�P�H�Q�R�Q�´ (Ryan 2018 : 9). Thirdly, 

Phenomenology, as previously stated, first linked to Edmund Husserl and further 

developed by Schutz in 1962, (1962, 2012) focuses on interpreting and describing 

�S�H�R�S�O�H�¶�V���H�[�S�H�U�L�H�Q�F�H�V�����/�D�V�W�O�\�����6�\�P�E�R�O�L�F���,�Q�W�H�U�D�F�W�L�R�Q�L�V�P���Z�D�V���I�L�U�V�W���G�H�V�F�U�L�E�H�G���E�\���0�H�D�G���L�Q��

1962 and further developed by Herbert Blumer (1969) in his seminal work, Symbolic 

Interactionism: Perspective and Method. 

Symbolic interactionism is built upon three fundamental principles (Blumer 2012): 

�x Human behaviour is rooted in the meanings individuals ascribe to it. 

�x Meanings are derived from interactions within society. 

�x Individuals can modify meanings based on their perceptions of situations and 

personal experiences. 

To summarise, in my approach to the various theoretical paradigms for social inquiry, 

I align with the Interpretivism paradigm, emphasising Weber's concept of "verstehen," 

or understanding, and drawing upon Symbolic Interactionism for specific reasons: 

�x It is important to explore participants' perspectives and how they comprehend 

PCC to grasp the reasons behind the phenomenon and motivations 

(Verstehen). 

�x The necessity to prioritise meanings and interactions that promote action (PCC) 

from the perspective of the participants (Symbolic Interactionism). 

�x This paradigm emphasises qualitative methods over quantitative ones. As 

such, this thesis used qualitative methods, including grounded theory, to 

capture the viewpoints of participants concerning their understanding of PCC 

and their encounters when putting it into action.  

An advisory group was established, made up of end users of DCM. The use of an 

advisory group aligns well with Interpretivism, mirroring and leveraging subjective 

perspectives, seeking to understand the lived experience.  

2.3.  Introduction to patient and public involvement  

In this section, I describe the role of an advisory group in my doctoral research project. 

This advisory group was formed to advise throughout the entire project, including the 
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realist review. Given the active role and importance of the advisory group at different 

stages of this project, a section providing information on how this group was 

established, its aims and objectives was considered appropriate. 

The National Institute for Health and Care Research (NIHR) and the INVOLVE network 

(now no longer active) define patient and public involvement (PPI) as research 

conducted "with" or "by" members of the public rather than "to "about," or "for" them. 

Previous studies have shown that PPI in health and social care research has a positive 

impact on the overall outcome of a research project (Thompson et al. 2013; Dawson 

et al. 2020). Studies focused on PPI in doctoral projects are limited. Notwithstanding, 

existing studies suggest that such inclusion helps build and maintain trust and 

relationships, sustain the successful involvement of people in research (Capstick et al. 

2022; Parkes et al. 2022; Wepa et al. 2023) and foster positive working 

communications and relationships (Tomlinson et al. 2019; Coupe and Mathieson 2020; 

Dawson et al. 2020). PPI helps PhD students develop more creative methods for 

disseminating the research findings, making research more accessible to a broader 

audience. Methods of dissemination of information include report writing, collaborating 

in co-authoring academic and newsletter articles, delivering seminars as well as using 

social media platforms to spread information (Tomlinson et al. 2019; Dawson et al. 

2020). 

While PPI involvement in research can strengthen studies, there are also several 

challenges in ensuring full inclusion. Some challenges of involving PPIE in doctoral 

research include but are not limited to (Tomlinson et al. 2019; Dawson et al. 2020): 

�x The need for monetary funds for compensation, when needed. 

�x The need for the appointment of an engagement coordinator to keep individuals 

involved. 

�x Pre-defined PhD topics can negate the involvement of PPI from the 

beginning/shaping of the research project, so individuals may feel excluded 

from those early decision processes. 

�x Challenges in allocating time for regular meetings and allowing time for intra-

relationships to build over time. 



 35 

�x Lack of adequately defined roles and expectations due to the absence of clear 

and well-defined responsibilities of both the lead of the PPI (student) and PPI 

members, as well as anticipated outcomes of PPI. 

2.3.1. Forming the student advisory group in this doctoral project  

Despite the vast benefits, not much postgraduate research has been carried out with 

�3�3�,���I�U�R�P���³�V�W�D�U�W���W�R���I�L�Q�L�V�K�´�����,���D�L�P�H�G���W�R���F�U�H�D�W�H���D�Q���D�G�Y�L�V�R�U�\���J�U�R�X�S���W�K�D�W���F�R�X�O�G���E�H���L�Q�Y�R�O�Y�H�G���L�Q��

the PhD project throughout the three years. As the central theme of my PhD is 

implementation issues of DCM, DCM mappers were invited by email and were sent an 

outline for the project, with the aims, objectives, and timelines for the research project. 

One of the main aims of the advisory group was to help understand how my PhD 

project could be shaped to meet the needs, interests, and preferences of mappers 

and/or care home staff when implementing DCM in practice. It is important to note and 

acknowledge, as a potential limitation, that the advisory group deliberately consisted 

only of DCM end-users with either health and/or social care backgrounds and some 

with experience in research. Although this proved to be most useful for this particular 

project, it is important to highlight that the absence of people living with dementia poses 

a limitation of this study (Gove et al. 2017). For future research, incorporating the 

perspectives of care home residents, including those living with dementia, undergoing 

DCM observations, and perspectives on PCC would provide valuable insights into 

DCM and PCC in practice.  

For this PhD project, 13 individuals were invited by email to participate in the advisory 

group, with seven agreeing to take part. The members of the advisory group were 

affiliated with the University of Bradford's DCM courses and were well-known to the 

supervisory team. They had actively contributed to various initiatives led by the Centre 

for Applied Dementia Studies. Their previous collaboration and established 

relationships created a sense of familiarity, as they had worked together on similar 

projects in the past. It is also worth mentioning that according to guidelines from the 

NHS (NHS Health Research Authority, 2017) and UK Research and Innovation (UKRI) 

(UKRI, 2023) ethical approval is not needed for PPI activities. The advisory group 

members acted as specialist advisors, sharing their valuable knowledge and expertise 

based on their experiences rather than acting as participants or subjects in the 

research. Although the advisory group did not formally participate as research 

subjects, their contributions were treated with the utmost respect, in line with ethical 
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standards of research practice. They were fully informed about the nature of their 

involvement and the scope of their contribution, and their verbal consent was obtained 

prior to participation. We ensured that any discussions remained confidential, and the 

privacy of all participants was respected throughout the process. No direct quotes were 

used in this thesis. 

The specific objectives of the advisory group were as follows (Figure 3): 

Figure 3: Objectives and goals of the student advisory group 

 

Commitment to the advisory group was planned from October 2021 to September 

2024. Meetings were scheduled to occur once a month for the first three to four months 

to help refine the research question, and then every three months. The sessions took 

place via Zoom or Teams and were recorded. Data from the advisory group were not 

analysed, with meeting records reviewed for notetaking and memoing purposes only. 

Between meetings, members of the group were asked to take some actions: 

�‡Provide insight into what is and what is not essential to do at the time 
with the project and identify useful research outputs

�‡Identify things that do not go so well when implementing DCM and gain 
insight into implementing DCM

Help identify gaps in research and research priorities

Provide ideas and opinions to help refine my research 
question

Provide a view on research topics and help plan 
methods

Review materials such as questionnaires/information 
sheets/ etc. before their use

Support project progression and own personal 
development

Advise on ways to recruit participants

�‡ Advise how to report the findings more effectively
�‡ Help plan and contribute to papers, posters, and presentations

Assist with dissemination of findings
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�x Review the minutes of the meeting and provide feedback on the progression of 

the PhD work. 

�x Provide feedback and comments on documents and other critical issues that 

might arise in the meetings and in between the meetings. 

�x Consider ways in which different activities can be achieved as part of the student 

advisory group. 

�x Share important literature or events that may be useful. 

Involving an advisory group in my doctoral journey was an immensely enriching 

experience. The group played a pivotal role throughout the project, aiding me in tasks 

such as identifying the optimal review methodology for my research question and 

fostering a deeper comprehension of how DCM operated in practical scenarios. The 

insights provided by the group profoundly guided my journey, affording me a unique 

opportunity to view matters from various perspectives. From the outset, the group 

offered guidance on viable research avenues for DCM and prioritised important 

aspects when implementing DCM in practice. I could revisit audio recordings to access 

specific information they had furnished on various issues, conscientiously preserving 

critical data. After each meeting, I followed up with the group, sending them detailed 

minutes, key points, and newsletters via email to ensure I accurately captured their 

contributions and disseminated pertinent updates (see Appendix 18). This experience, 

however, compelled me to recognise the need for documentation, as important 

evidence highlighted the involvement of PPI in PhD projects. From the beginning of 

the doctoral journey, the student advisory group have contributed to planning, as well 

as reviewing content materials and providing feedback to inform the studies processes 

and subsequent outputs. 

Certainly, there were challenges along the way, as is typical in any research project. 

Technical glitches occasionally occurred in our online meetings, and finding mutually 

convenient meeting dates proved persistently demanding. Transcribing session 

content, when necessary, presented complexities, as I often grappled with uncertainty 

over capturing precise words and expressions.  
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As a personal reflection in dealing with challenges and limitations that can potentially 

occur during meetings, it was important to test technologies before the beginning of 

the meetings. Technical glitches still occurred, but the advisory group proved to be a 

very informal setting, and members did not mind when those things happened. There 

was never full attendance, and sometimes, only one or two members attended the 

meetings. Although it might seem at first counterproductive to hold meetings with only 

one or two members, this still provided critical insight because two members were able 

to provide constant feedback on the project. This proved invaluable, as the advisory 

group members are indeed the everyday end users of DCM, and their perspectives 

and guidance helped shape the project not only as a piece of academic work but with 

real-world application. I recognise that the advisory group was intentionally made up 

solely of end users of DCM. Gathering insights from people living with dementia who 

are undergoing DCM observation could provide valuable information regarding the 

implementation of DCM. In this thesis, I chose to focus on the experiences of 

individuals who have used or been trained in DCM to help develop the tool. That being 

said, as mentioned for future research, including the viewpoints of those being 

observed would undoubtedly enhance our understanding of the DCM process and its 

outcomes. 

Below is some information provided by some advisory group members regarding their 

contributions to the project: 

 

Table 1: Feedback from advisory group members 

Professional 

background  

Mental health worked in a 

variety of settings with people 

living with dementia for over 20 

years. 

Registered Mental Health 

Nurse/Nurse Researcher, 

�2�O�G�H�U���3�H�R�S�O�H�¶�V���6�H�U�Y�L�F�H�V 
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What is your role 

in implementing 

interventions in 

your work 

setting?  

 

I lead the DCM team within the 

health board in XX. I work full 

time coordinating and 

supporting all the mapping that 

occurs as well as mapping 

myself. The team works across 

health, social care and the 

sector. 

Supporting the delivery of 

DCM training within the 

organisation, advisor for 

clinicians undertaking DCM 

cycles and/or service 

evaluations and supporting 

research delivery. 

 

Thoughts on your 

participation so 

far in the 

advisory group 

meeting - 

expectations and 

limitations.  

Interesting to hear about your 

work and research in the field. 

Lovely to meet others who are 

passionate about improving 

care for those people living 

with dementia. 

Having not undertaken 

research, some of the 

questions/discussions I feel I 

cannot contribute to. My 

experience is very much in the 

implementation of mapping. 

 

 

 

Great to be an advisory 

group member as part of 

this exciting doctoral 

project, having been 

implementing and training 

others in DCM over many 

years. The field of DCM 

needs all our collective 

experience to work with 

what has been published to 

unpick what works for who, 

how and in which context 

so that healthcare staff can 

get the most out of the tool 

to improve the quality of 

their care for people living 

with dementia. 

One limitation is the time to 

join the groups! 
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Ways to improve 

the advisory 

group?  

 

I think you are doing a great 

job with the group! 

 

Possibly bi-monthly 

groups? 

 

 

Reflecting on these two experiences from two members of the advisory group, who 

came to almost every advisory group meeting, really acknowledges the benefits of 

having these experienced people guiding me in my doctoral journey. Their extensive 

practical experience in using DCM in practice really proved invaluable in gathering 

practical insight into DCM in real-world settings. It was also great to see how they 

engaged with each other, shared experiences and created collaborative insights on 

how to improve DCM. The lack of opportunity to share collective experience is 

something that DCM mappers shared as an important barrier to professional 

improvement in using DCM. The advisory group members also appreciated the 

minutes, and the flyers sent throughout the project, as a way to keep in touch with the 

project when they could not attend the meetings (see Appendix 19). 

2.4. Planned Methods for the PhD  

The focus of this PhD is to improve the implementation of person-centred care, using 

Dementia Care Mapping to support the use of the tool for leading culture change in 

residential care. 

As earlier identified, this qualitative research project will be rooted in a Critical Realist 

stance of ontology and a Constructivist approach to Epistemology, guided by the 

Interpretivism paradigm.  

2.4.1 Overview of the ethics process  

 

�x Chapter Three:  Reviews do not require ethical approval, as they consist of 

identifying, appraising and synthesising data for already existing empirical 

evidence. It is important to consider that the realist review used advisory group 

involvement, but as explained above, the advisory group acted as PPI members of 
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the doctoral project, and not as direct participants in a research study in this 

chapter.  

�x Chapter Four:  As described in the appropriate chapter, ethical approval was 

required for this study. Ethics approval was granted by the Chair of the Humanities, 

Social and Health Sciences Research Ethics Panel at the University of Bradford on 

02/02/23 to conduct a qualitative interview study. 

�x Chapter Five:  As described in Chapter Five, ethical approval was granted to 

conduct part two of the study, which involved consultation meetings with health and 

social care staff, including members of the advisory group. Ethics approval has 

been granted by the Chair of the Humanities, Social and Health Sciences Research 

Ethics Panel at the University of Bradford on 21/02/24. 

2.5. Aims  

�x Chapter Three : A realist review to identify successful (facilitators) and 

unsuccessful (barriers) implementation factors of person-centred care (PCC) 

interventions, specifically Dementia Care Mapping (DCM), for practice change in 

dementia care. It aimed to answer the following question: What are the 

unsuccessful and successful factors of the implementation of person-centred 

dementia care interventions?  

�x Chapter Four : A grounded theory study with care home staff and health and social 

care staff that have trained in DCM to understand the perspective, experiences and 

understanding of care home staff, including DCM mappers, of implementing PCC 

in practice. 

�x Chapter Five : Discussion and synthesis of data from the previous two studies to 

gather recommendations and strategies to refine and prioritise the development of 

DCM for future implementation.  
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Figure 4: Overview of thesis structure 

 

 

The specific methods used to carry out the studies will be discussed in depth in their 

respective chapters (chapter three and chapter four). 

2.6. Summary  

This chapter discussed the foundational methodologies and philosophical perspectives 

for conducting this PhD research that focused on understanding the successful and 

unsuccessful factors of implementing PCC using DCM. The chapter covered relevant 

theories and the chosen methodological approaches for the thesis work, underlining 

the significance of reflecting on the nature of knowledge and how this is acquired by 

researchers. The chapter provided an overview of the three main workstreams that 

follow this PhD: a realist literature review, a qualitative interview study, and a synthesis 

of the findings that will help provide recommendations for practice. 
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3. Chapter Three: Realist review  

The information in this chapter reports upon a realist review. This review aimed to 

identify and provide an overview of the available research on successful (facilitators) 

and unsuccessful (barriers) implementation factors of person-centred care (PCC) 

interventions, including Dementia Care Mapping (DCM), for practice change in 

dementia care. It aimed to answer the following question: What are the unsuccessful 

and successful factors of the implementation of person-centred dementia care 

interventions?  

This review was published as a scientific article in The Journal of Long-Term Care in 

February 2025.  

3.1. Introduction to the chapter  

To understand the problems with the implementation of DCM in practice, I initially 

considered conducting a scoping review on the implementation of DCM. A scoping 

�U�H�Y�L�H�Z���D�L�P�V���³�W�R���P�D�S���U�D�S�L�G�O�\���W�K�H���N�H�\���F�R�Q�F�H�S�W�V���X�Q�G�H�U�S�L�Q�Q�L�Q�J���D���U�H�V�H�D�U�F�K���D�U�H�D���D�Q�G���W�K�H��

main sources and types of evidence available and can be undertaken as stand-alone 

projects in their own right, especially where an area is complex or has not been 

�U�H�Y�L�H�Z�H�G���F�R�P�S�U�H�K�H�Q�V�L�Y�H�O�\���E�H�I�R�U�H�´ ���$�U�N�V�H�\���D�Q�G���2�¶�0�D�O�O�H�\��������������������. A scoping review 

was initially considered because, as DCM is implemented in care settings in the United 

Kingdom as well as internationally, it was perceived there might be a paucity of 

information regarding the implementation of the tool that had not been peer-reviewed 

and published. Nevertheless, from a quick initial search on the implementation issues 

of DCM, I found a limited number of studies and only one systematic review published 

on this topic (Surr et al. 2018). The findings from this review were based on the 

implementation of DCM as a practice development tool and on limited evidence (12 

studies were included for data synthesis). Although the authors found unsuccessful 

factors (barriers) and successful factors (facilitators) in different contexts, such as 

mapper selection and organisational challenges (time allocated for mapping), in the 

limitations, �W�K�H���D�X�W�K�R�U�V���D�J�U�H�H�G���W�K�D�W���³�2�X�U���I�L�Q�G�L�Q�J�V���D�Q�G���F�R�Q�F�O�X�V�L�R�Q�V���D�U�H�����W�K�H�U�H�I�R�U�H�����E�D�V�H�G��

on a limited evidence base and more research is needed to better understand the 

components required for effective DCM implementation and the unsuccessful factors 

�D�Q�G���V�X�F�F�H�V�V�I�X�O���I�D�F�W�R�U�V���W�R���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q�´��(Surr et al. 2018: 175). 
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Based on these findings, and after consulting with the advisory group, it was agreed to 

include in the review any type of psychosocial intervention aiming to improve PCC. 

The idea was that the implementation issues did not come from DCM only but from 

how and where the intervention was taking place and who oversaw the 

implementation. It was agreed that the aim of the review should be to explore the 

contextual mechanisms for why PCC interventions are implemented or not in care 

settings. 

With this insight, I decided to search more on implementation research and came 

across an article that described the best methodology to answer questions regarding 

implementation (Rycroft-Malone et al. 2012) and a paper that explained how a 

stakeholder-driven realist review was used to inform how an intervention might work 

and in what circumstances (Froggatt et al. 2020). I gathered the information and 

consulted both the advisory group (including one member who has been conducting 

research using realist methodology) and my supervisors. It was agreed that I would 

conduct a realist review (the conceptual framework explaining this approach is 

described below) of Unsuccessful and Successful factors for the Implementation of 

person-centred care interventions in dementia care. I decided to focus on unsuccessful 

and successful factors for the uptake of the implementation of person-centred 

psychosocial interventions because I wanted to gather information on how and why 

interventions would work or not in practice. 

To expand my knowledge on realist reviews, I found the work of Pawson and Tilley 

�W�K�D�W���I�R�F�X�V�H�G���R�Q���³�6�F�L�H�Q�W�L�I�L�F���5�H�D�O�L�V�P���S�K�L�O�R�V�R�S�K�\�´��(Tilley and Pawson 2000; Pawson and 

Tilley 2001) helpful. A realist review is philosophically rooted in Realism, which is based 

on the premise that the real world as we understand it is filtered by our experiences, 

senses, and cultures (Pawson et al. 2005). I subscribed to the Realist and Meta-

narrative Evidence Syntheses: Evolving Standards (RAMESES) email list (Pawson 

2004; Wong et al. 2013; Greenhalgh 2014) to keep up to date with the literature, 

training in the area and to engage with a forum of experts on the subject. Realists 

believe that change is not achieved directly by introducing an intervention but by the 

influence of resources and contextual factors provided by the intervention (Pawson 

2004; Pawson et al. 2005; Wong et al. 2013). 
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3.1.1. Approach to the Realist R eview  

A realist review helps build a programme theory by gathering various types of research, 

peer-reviewed and not, and information from stakeholders (in the case of this thesis 

advisory group) (Handley et al. 2015, 2017)�����³�7�K�H���F�R�U�H���S�U�L�Q�F�L�S�O�H���L�V���W�K�D�W���Z�H���V�K�R�X�O�G���P�D�N�H��

explicit the underlying assumptions about how an intervention is supposed to work (this 

�L�V���Z�K�D�W���Z�H���F�D�O�O���W�K�H���µ�S�U�R�J�U�D�P�P�H���W�K�H�R�U�\�¶�����D�Q�G���V�K�R�X�O�G���W�K�H�Q���J�R���D�E�R�X�W���J�D�W�K�H�U�L�Q�J���H�Y�L�G�H�Q�F�H��

in a systematic way to test and refine �W�K�L�V���W�K�H�R�U�\�´��(Pawson et al. 2005). It is important 

to clarify some key concepts in realist research: 

Context: contextual layers that can shape how complex interventions work, or not, in 

complex settings (Pawson 2006): the individual, the interpersonal relationships, the 

institutional setting and the wider infra-structural setting. 

Mechanisms: entities, processes or structures that explain and clarify how 

interventions and/or programs generate effect (Pawson and Tilley 2001; Pawson 

2006). 

Outcome: Intended or unintended consequences or changes generated after the 

interplay of context and mechanisms (Abrams 2018, 2020). 

According to Pawson, (Pawson et al. 2005) there are five key stages, iterative and 

nonlinear processes, to conducting a realist review: 

Stage 1 �Æ Clarify scope and develop a theoretical framework. 

Stage 2 �Æ Search for evidence. 

Stage 3 �Æ Selection and appraisal of studies included.  

Stage 4 �Æ Data extraction. 

Stage 5 �Æ Data synthesis, analysis, and theory refinement. 

3.1.2. Objectives  of the Realist Review  

The main objective of this literature review was to develop a theory-driven explanation 

of how PCC interventions, including DCM, might work and in what circumstances, to 
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inform its development. The unit of analysis for the review is the programme theory 

and mechanism of action for the implementation rather than the intervention. As such, 

it draws on a broader range of literature rather than solely focusing on DCM. 

Stakeholders with direct experience in using DCM were not only involved in defining 

the scope of the review, but they were also involved at key stages of this review, e.g., 

defining specific keywords, search strategy, and preliminary findings. 

I first discuss the process for the realist review and the findings obtained with the 

literature searches. I then present the findings specifically obtained from the 

stakeholder consultation. I will end with a conclusion and a summary integrating the 

findings of both the literature review and stakeholder insights.  

3.2. Stage 1 . Identifying and defining the scope of the review  and initial 

programme theory  

To start developing the programme theory, I conducted an initial scope of the literature 

on DCM and ran a group discussion with the advisory group during our advisory group 

meetings.  

The advisory group meetings were designed to explore: 

�x Advisory group �P�H�P�E�H�U�V�¶ experiences of using DCM in practice. 

�x Current problems and challenges of using DCM. 

�x What needs to be in place to implement DCM successfully? 

3.2.1. Initial Programme Theory  

�)�R�O�O�R�Z�L�Q�J���D���G�L�V�F�X�V�V�L�R�Q���Z�L�W�K���W�K�H���D�G�Y�L�V�R�U�\���J�U�R�X�S���D�U�R�X�Q�G���W�K�H���L�Q�L�W�L�D�O���V�F�R�S�H���R�I���W�K�H���O�L�W�H�U�D�W�X�U�H����

�W�K�H�� �P�D�L�Q�� �I�D�F�W�R�U�V�� �D�I�I�H�F�W�L�Q�J�� �W�K�H�� �L�P�S�O�H�P�H�Q�W�D�W�L�R�Q�� �R�I�� �'�&�0�� �Z�H�U�H�� �L�G�H�Q�W�L�I�L�H�G���E�\�� �S�U�R�Y�L�G�L�Q�J��

�&�R�Q�W�H�[�W���0�H�F�K�D�Q�L�V�P���2�X�W�F�R�P�H�V�� ���&�0�2�V���� �F�R�Q�I�L�J�X�U�D�W�L�R�Q�V�����W�D�E�O�H�����������&�0�2�V���S�U�R�Y�L�G�H�� �D�Q��

�H�[�S�O�D�Q�D�W�R�U�\���F�R�Q�I�L�J�X�U�D�W�L�R�Q���W�K�D�W�� �H�[�S�O�D�L�Q�V�� �W�K�H�� �F�D�X�V�D�W�L�R�Q�� �S�D�W�W�H�U�Q�����8�V�L�Q�J�� �W�K�H�� �I�R�X�U���O�H�Y�H�O��

�P�R�G�H�O���E�\���3�D�Z�V�R�Q�����3�D�Z�V�R�Q�������������������W�K�H���O�L�V�W���R�I���L�Q�L�W�L�D�O���S�U�R�J�U�D�P�P�H���W�K�H�R�U�L�H�V���Z�D�V���F�O�D�V�V�L�I�L�H�G��
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�L�Q�W�R�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O���� �L�Q�W�H�U�S�H�U�V�R�Q�D�O�� �U�H�O�D�W�L�R�Q�V�K�L�S�V���� �L�Q�V�W�L�W�X�W�L�R�Q�D�O�� �V�H�W�W�L�Q�J���� �D�Q�G�� �Z�L�G�H�U�� �L�Q�I�U�D��

�V�W�U�X�F�W�X�U�D�O���V�H�W�W�L�Q�J�� 

�x �7�K�H���L�Q�G�L�Y�L�G�X�D�O���F�R�Q�W�H�[�W���I�R�F�X�V�H�V���R�Q���W�K�H���F�D�S�D�F�L�W�L�H�V���R�I���W�K�H���L�Q�G�L�Y�L�G�X�D�O���L�Q�Y�R�O�Y�H�G���L�Q��

�W�K�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q�����V�X�F�K���D�V���D�S�S�U�R�S�U�L�D�W�H���V�N�L�O�O�V���R�I���P�D�Q�D�J�H�U�V�����F�D�U�H���V�X�S�S�R�U�W���Z�R�U�N�H�U�V����

�F�D�S�D�E�L�O�L�W�L�H�V�����D�Q�G���P�R�W�L�Y�D�W�L�R�Q�V���W�R���D�F�W���D�Q�G���L�Q�I�O�X�H�Q�F�H���W�K�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q�� 

�x �7�K�H���L�Q�W�H�U�S�H�U�V�R�Q�D�O���U�H�O�D�W�L�R�Q�V�K�L�S�V���F�R�Q�W�H�[�W���I�R�F�X�V�H�V���R�Q���W�K�H���U�H�O�D�W�L�R�Q�V�K�L�S�V���E�H�W�Z�H�H�Q��

�L�Q�G�L�Y�L�G�X�D�O�V���W�K�D�W���Z�L�O�O���V�X�S�S�R�U�W���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q�����V�X�F�K���D�V���U�H�O�D�W�L�R�Q�V�K�L�S�V���E�H�W�Z�H�H�Q���F�D�U�H��

�V�X�S�S�R�U�W�� �Z�R�U�N�H�U�V�� �D�Q�G�� �P�D�Q�D�J�H�U�V�� �D�Q�G�� �R�Y�H�U�D�O�O�� �V�W�D�I�I���� �W�K�H�� �O�H�D�U�Q�L�Q�J�� �H�Q�Y�L�U�R�Q�P�H�Q�W�� �L�Q��

�W�K�H���V�H�W�W�L�Q�J�����D�Q�G���W�K�H���F�R�P�P�X�Q�L�F�D�W�L�R�Q���E�H�W�Z�H�H�Q���V�W�D�I�I���� 

�x �7�K�H���L�Q�V�W�L�W�X�W�L�R�Q�D�O���F�R�Q�W�H�[�W���F�R�Q�V�L�G�H�U�V���W�K�H���H�W�K�R�V���D�Q�G���F�X�O�W�X�U�H���R�I���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q��

�Z�K�H�U�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���D�U�H���W�D�N�L�Q�J���S�O�D�F�H�����3�D�Z�V�R�Q�������������������%�H�V�L�G�H�V���O�H�D�G�H�U�V�K�L�S���D�Q�G��

�P�D�Q�D�J�H�U�L�D�O���V�X�S�S�R�U�W�����Z�K�L�F�K���F�D�Q���E�H���F�R�Q�V�L�G�H�U�H�G���S�D�U�W���R�I���W�K�H���L�Q�V�W�L�W�X�W�L�R�Q�D�O���V�H�W�W�L�Q�J�����W�K�H��

�L�Q�V�W�L�W�X�W�L�R�Q�D�O���H�Q�Y�L�U�R�Q�P�H�Q�W���F�D�Q���I�D�F�L�O�L�W�D�W�H���R�U���K�L�Q�G�H�U���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q�����G�H�S�H�Q�G�L�Q�J���R�Q��

�W�K�H���P�H�F�K�D�Q�L�V�P�V���W�R���V�X�S�S�R�U�W���W�K�H���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q���R�I���W�K�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q���� 

�x �$�F�F�R�U�G�L�Q�J�� �W�R�� �3�D�Z�V�R�Q�� ���3�D�Z�V�R�Q���� ���������������W�K�H�� �Z�L�G�H�U�� �L�Q�I�U�D���V�W�U�X�F�W�X�U�D�O���F�R�Q�W�H�[�W��

�D�F�N�Q�R�Z�O�H�G�J�H�V�� �W�K�H�� �L�Q�I�O�X�H�Q�F�H�� �R�I�� �W�K�H�� �S�R�O�L�W�L�F�D�O�� �E�D�F�N�J�U�R�X�Q�G���� �S�X�E�O�L�F�� �V�X�S�S�R�U�W�� �D�Q�G��

�E�U�R�D�G�H�U���L�Q�V�W�L�W�X�W�L�R�Q�D�O���U�H�V�R�X�U�F�H�V���W�K�D�W���V�X�S�S�R�U�W���V�H�W�W�L�Q�J�V���D�Q�G���S�U�R�Y�L�G�H���R�S�S�R�U�W�X�Q�L�W�L�H�V��

�I�R�U���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���W�R���W�D�N�H���S�O�D�F�H�����7�K�H���K�L�H�U�D�U�F�K�L�F�D�O���D�V�S�H�F�W�V���R�I���R�U�J�D�Q�L�V�D�W�L�R�Q�V�����W�H�D�P��

�L�Q�W�H�U�Y�H�Q�W�L�R�Q�V�����D�Q�G���W�K�H���Z�L�G�H�U���V�X�S�S�R�U�W���Q�H�H�G�H�G���I�R�U���V�W�D�I�I���W�R���D�F�K�L�H�Y�H���W�K�H�L�U���J�R�D�O�V���D�U�H��

�F�R�Q�V�L�G�H�U�H�G�� 

Table two summarises the key context-mechanism-outcomes configurations, which 

provided an account of the initial programme theory (Figure 5) of how and why DCM 

could work, or not, in care settings to be refined through the search strategy. 
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Figure 5: Four contextual levels of influence (from Pawson, 2005) 
 

 

 
 
 
 

3.3. Stage 2. Search for evidence  

In Phase 2, I conducted systematic searches to expand on the four theory areas 

identified in Phase 1. Initially, Phase 1 searches focused on DCM and revealed limited 

research on DCM implementation. After discussion with the advisory group, we 

broadened our searches to include studies based on principles like DCM, 

encompassing any care setting, as this could inform theory development. It was agreed 

to include any psychosocial intervention aimed at improving PCC in the review. The 

implementation issues were not unique to DCM but related to the intervention's context 

and the individual overseeing implementation.
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Table 2: Initial Programme Theory 

 
Context  Mechanism  Outcome  

Individual level  If staff have the right 

characteristics to be 

trained in DCM: good IT 

skills and fluency in 

English, 

�«�7�K�H�Q���P�D�S�S�H�U�V���Z�L�O�O���E�H��

prepared and skilled for the 

complexity of the role they 

are required to undertake 

DCM. 

 

If a manager is 

knowledgeable and has 

a positive attitude 

towards DCM, 

.. Then they can support 

staff, and staff will be able 

to understand how to 

translate observational data 

into their action plans for 

daily care. 

If the intervention directly 

involves dedicated care 

home managers in the 

implementation process, 

�«���7�K�H�Q���V�W�D�I�I���I�H�H�O���V�X�S�S�R�U�W�H�G��

and confident enough to 

engage with the 

intervention, improve 

practice changes, and drive 

implementation success, 

increasing the chance of 

sustainability. 

If there is a leader in the 

home with the right 

leadership skills that 

knows how to 

communicate to staff, 

�«�7�K�H�Q���V�W�D�I�I���Z�L�O�O���I�H�H�O��

supported and more likely 

to engage in the 

intervention. 

If an external facilitator 

such as a more 

experienced external 

mapper is present, 

 

�«���7�K�H�Q���L�W���Z�L�O�O���E�H���S�R�V�V�L�E�O�H��

to support less experienced 

staff and facilitate 

implementation. 
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Context  Mechanism  Outcome  

Interpersonal level  If there is a leader in the 

care setting that knows 

how to communicate to 

staff, is active in the care 

setting, has a democratic 

approach to their job, 

shares ownership of the 

intervention by involving 

or supporting their staff, 

and provides feedback 

and reflection sessions 

with the team, 

 

�«  Then there will be 

positive interrelationships 

between the staff and 

leadership team, and care 

settings will function well 

and be stable during the 

implementation process. 

The institutional level  If there is an existing 

culture of PCC, 

�«�7�K�H�Q���S�U�H-conditions for 

intervention are in place to 

allow culture change to 

occur. 

If there is staff and 

managerial stability, 

�«�7�K�H�Q���W�K�H�U�H���L�V���D���J�R�R�G���D�Q�G��

stable foundation for DCM 

implementation. 

The Wider institutional 

level  

If care home units have 

external support and 

funding, and less 

hierarchical rigid 

management, 

�«�7�K�H�Q���O�H�D�G�H�U�V���R�I���F�D�U�H��

homes can support their 

staff for training and 

development, and this can 

create a better environment 

for interventions to take 

place. 

 
 
 
Figure six presents a mind map centred around the initial programme theory of the 

implementation of DCM in dementia care. It provides the initial data on Context -

Mechanism and Outcomes.  Data for this configuration was drawn from the initial 

scope of the literature around DCM.
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Figure 6: Initial programme theory 

 

 
 

3.3.1. Search strategy  

I searched in a prior paper to determine the keywords to be included in the database 

searches related to dementia and cognitive impairment. With the assistance of the 

advisory group and after two meetings with the subject librarian at the University (a 

specialist in literature searches), a list of keywords was developed. The electronic 

databases Scopus, Web of Science, CINAHL, APA Psych INFO, and Medline were 

searched to identify studies published in English from 2000 to 2022. Grey literature 

was obtained from internet resources, published experts, and reference checking. 

Additionally, references of included papers were hand-searched for additional papers. 

Truncations and wildcards were used appropriately by the database as needed, and 

key terms were adjusted when necessary. Relevant key terms and an example of the 

search strategy are described below (Figure 7): 
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Figure 7: Example of the search strategy 

 

 

3.4. Stage 3. Selection and appraisal  of studies included  

The process for the selection of studies and the PRISMA flow diagram (Page et al. 

2021) are described in Figure eight. Records obtained through the searches were 

downloaded into EndNote, and duplicates were deleted. Study selection was carried 

out by initially screening for titles, then abstracts, using the inclusion and exclusion 

criteria mentioned above. A sample of the identified abstracts (10%) was reviewed by 

two supervisors (AB & LC) to ensure that the same selection criteria were used. The 

full text of screened studies was obtained, and the text was analysed and screened to 

see if the study fit with the inclusion criteria (see below) and was relevant to the 

development of the tentative theory. If the full text was not available online in the 

University of Bradford catalogue, I requested an inter-library loan to retrieve the full 

text. Any discrepancies in the study selection were discussed with my supervisors.  

3.4.1. Inclusion and exclusion criteria  

Realist review methodology acknowledges the limitation of restricted search protocols. 

The use of a realist methodology allows for an iterative and broader search of the 

literature and is refined throughout the process by the findings and how they fit into the 

overall research question (Pawson 2006). Empirical research and grey literature of any 

study design or data type, whether quantitative (randomised or non-randomised), 

qualitative or mixed methods, were considered for inclusion in this review (Wong et al. 

2013).  
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Studies were included if: 

�x The domain being studied was dementia, of any sub-type, and/or cognitive 

impairment and PCC. 

�x Participants were adults 18 and over living with dementia, of any sub-type 

and/or cognitive impairment and care staff working with people with dementia. 

�x They were published between 2000 and 2022. The development of the PCC 

approach is widely attributed to the work of Professor Thomas Kitwood in his 

book published in 1997, �³Dementia Reconsidered� .́ As it is recognised that new 

concepts take time to become embedded across the research and practice field, 

�Z�H���V�H�O�H�F�W�H�G�������������D�V���R�X�U���³�V�W�D�U�W���G�D�W�H�´���U�D�W�K�H�U���W�K�D�Q����������). 

�x They were focused on a psychosocial intervention, defined here as any non-

pharmacological intervention that is delivered to professional care workers, or 

people with dementia and aims to improve the PCC behaviour of professional 

care workers, for example, educational interventions, behaviour-oriented 

interventions, emotional-oriented and multisensory interventions. Studies had 

to explicitly state that they were person-centred or aimed to make care more 

person-centred (Barbosa et al., 2014), or if they were judged by the team to 

capture key features of PCC. 

�x They were conducted in any care setting for people living with dementia as 

recognised by the American Psychosocial Association (2007) as reflecting a 

need to improve PCC with the use of, for example, educational interventions, 

physical activities, behaviour-oriented interventions, emotional-oriented and 

multisensory interventions aiming to improve PCC.  

�x Included psychosocial interventions should be based on a theoretical 

understanding of psychosocial interventions that promote PCC as reflecting the 

�U�D�W�L�R�Q�D�O�H���R�I���7�R�P���.�L�W�Z�R�R�G�¶�V���Z�R�U�N���R�Q���3�&�&���G�H�P�H�Q�W�L�D���F�D�U�H���� 

Studies were excluded if:  

�x They did not examine the implementation of PCC or unsuccessful factors and 

successful factors of implementing PCC and did not contribute to the creation 

of the programme theory. 

�x They were conducted with individuals younger than 18. 
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�x They did not include people with dementia and/or cognitive impairment. 

�x They were not written in the English Language.  

�x They were protocols. 

3.5. Stage 4. Data extraction  

I developed a data extraction sheet in Excel, which captured authors, year, intervention 

types and unsuccessful or successful factors for implementation (which was later 

reviewed by my supervisors to make sure the reporting was accurate). I followed 

methodological guidelines from previously published literature (Handley et al. 2015, 

2017) to summarise the findings as I was developing the programme theory. The 

findings were brought together in both tabular and narrative forms. The data extraction 

focused on two main categories: successful and unsuccessful factors in implementing 

person-centred psychosocial interventions for dementia care. Following the principles 

of realist inquiry, the review findings can be synthesised into four contextual factors 

that influence the implementation of PCC: (1) the individual, (2) the interpersonal 

relationships, (3) the institutional setting, and (4) the wider infrastructural setting 

(Pawson 2006). I start by presenting the findings from the literature search, followed 

by the insights from the advisory group. Ultimately, I present if-then statement 

configurations to link the findings. If-then statements are theoretical propositions that 

help inform the programme theory and provide a causal explanation of how 

interventions work (Pearson et al. 2015). 

3.6. Stage 5. Data synthesis, analysis and theory refinement  

3.6.1. Findings  

A total of 2,840 records were initially identified via database searching. After searching 

for and removing duplicates, 1,236 records remained. The total number of records was 

then reviewed by title. Records were excluded if they were protocols or based on an 

irrelevant population study design, outcomes (not-dementia related) and interventions 

(did not report on person-�F�H�Q�W�U�H�G���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���� 

�$�E�V�W�U�D�F�W�V���R�I�����������U�H�F�R�U�G�V���Z�H�U�H���W�K�H�Q���U�H�Y�L�H�Z�H�G�����D�Q�G���G�L�V�F�U�H�S�D�Q�F�L�H�V���Z�H�U�H���G�L�V�F�X�V�V�H�G���Z�L�W�K�L�Q��

�W�K�H�� �V�W�X�G�\�� �W�H�D�P���� �7�K�L�V�� �O�H�I�W�� �������� �U�H�F�R�U�G�V�� �W�R���U�H�D�G�� �D�V���I�X�O�O�� �W�H�[�W�����(�L�J�K�W�\���H�L�J�K�W�� �U�H�F�R�U�G�V�� �Z�H�U�H��

�H�[�F�O�X�G�H�G���D�W���W�K�L�V���V�W�D�J�H���E�H�F�D�X�V�H���W�K�H�\���G�L�G���Q�R�W���P�H�H�W���W�K�H���L�Q�F�O�X�V�L�R�Q���F�U�L�W�H�U�L�D�����7�K�H���U�H�D�V�R�Q�V��
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�I�R�U���H�[�F�O�X�V�L�R�Q���L�Q�F�O�X�G�H�G���S�U�R�Y�L�G�L�Q�J���W�K�H���Z�U�R�Q�J���R�X�W�F�R�P�H�����L���H�������Q�R�W���I�R�F�X�V�L�Q�J���R�Q���3�&�&�����D�Q�G��

�O�D�F�N�L�Q�J���L�Q�I�R�U�P�D�W�L�R�Q���Q�H�F�H�V�V�D�U�\���I�R�U���U�H�I�L�Q�L�Q�J���W�K�H���S�U�R�J�U�D�P���W�K�H�R�U�\�����:�R�Q�J���H�W���D�O���������������������$�I�W�H�U��

�F�R�Q�G�X�F�W�L�Q�J�� �W�K�R�U�R�X�J�K�� �G�D�W�D�E�D�V�H�� �V�H�D�U�F�K�H�V�� �D�Q�G�� �Z�K�L�O�H���I�L�Q�D�O�L�V�L�Q�J���Z�U�L�W�L�Q�J�� �W�K�L�V�� �W�K�H�V�L�V���� �R�Q�H��

�D�G�G�L�W�L�R�Q�D�O���U�H�O�H�Y�D�Q�W���S�D�S�H�U���Z�D�V���L�Q�F�R�U�S�R�U�D�W�H�G���L�Q�W�R���W�K�H���U�H�Y�L�H�Z���W�R���H�Q�V�X�U�H���F�R�P�S�U�H�K�H�Q�V�L�Y�H��

�F�R�Y�H�U�D�J�H���D�Q�G���D�Q���H�[�K�D�X�V�W�L�Y�H���V�\�Q�W�K�H�V�L�V���R�I���W�K�H���D�Y�D�L�O�D�E�O�H���O�L�W�H�U�D�W�X�U�H�����$���W�R�W�D�O���R�I���������U�H�F�R�U�G�V��

�Z�H�U�H���L�Q�F�O�X�G�H�G�����)�L�J�X�U�H�������� 

3.6.2. Characteristics of the  included  studies  

The UK had the largest number of studies (n=9), followed by two studies in Germany, 

two in the Netherlands, one in Italy, one in both Italy and the Netherlands, and one 

across Italy, Poland, and the UK. Additionally, three studies were conducted in Norway 

and one in Portugal. Only one study was conducted in the United States, two in 

Canada, and three in Australia. Three studies were review studies, so no country is 

specified. The same applies to three other studies where the country of origin was not 

specified.  

Regarding methodology, only three studies used quantitative data, with most of the 

studies (n=20) using qualitative data drawn from interviews. Regarding the type of 

interventions, nine publications were focused on using DCM (Appendix One). The 

others included information on other psychosocial person-centred care interventions. 

The tables with data extraction for the review are in appendices one and two. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 56 

Figure 8: PRISMA flow diagram 
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3.6.3. Analysis  of the review  

3.6.3.1. The influence of the individual context  

The individual context focuses on the capacities of the individual, i.e., it tries to find 

answers to the following question: does the individual have the appropriate skills, 

motivations, and capabilities to take up an intervention? (Pawson 2006); The studies 

that used DCM as the PCC approach of choice identified several unsuccessful factors 

related to individual factors. Most publications related to DCM were conducted in the 

UK and related to a cluster randomised controlled trial conducted in care homes�² the 

Enhancing Person-Centred Care in Care Homes (EPIC) trial.  

In a paper (Griffiths et al. 2019) examining the unsuccessful factors in implementing 

DCM as part of the EPIC trial, the authors found the following common reasons for 

mappers not completing the three cycles of mapping required for the study trial: i) 

mappers lacked IT skills and had a lack of fluency in English, which impacted their 

ability to feedback data from their observations; ii) mappers did not see DCM as a 

priority and questioned its validity to improve care; and iii) mappers did not understand 

what the expectations of the trial concerned implementing DCM. The same 

unsuccessful factors at the individual level were found in another paper (Quasdorf et 

al. 2017). The authors identified that staff lacked knowledge about the intervention and 

held depreciative attitudes towards DCM. So, staff did not understand how to translate 

data from the mapping cycles into their action plans for daily care. When implementing 

DCM, the choice of mappers was particularly problematic, as several mappers 

reported after the EPIC trial that they had not fully understood the DCM process or the 

expected role; they felt unprepared and unskilled for the complexity of the intervention 

(Kelley et al. 2020). On the other hand, insight from an external mapper that can help 

facilitate intervention and support more junior mappers can act as a successful factor 

for the implementation of DCM (Griffiths et al. 2019). With the help of a facilitator 

(external mapper), less skilled mappers can find the skills required to undertake a 

complete DCM process, not only the DCM observation cycle but also data analysis, 

report writing, and the development of action plans (Surr et al. 2019). 

Passive (avoidance of taking responsibility) and authoritative (demanding) managers 

and managers who failed to show a vision of care within their setting and appeared 

hesitant were unable to implement DCM (Quasdorf and Bartholomeyczik 2017). 
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Managers appeared to be less successful intervention leaders or supporters when they 

took an autocratic approach (failing in delegating tasks), leading to staff feeling 

disengaged with the process (Kelley et al. 2020). Managerial and leadership skills were 

not only found to be a factor in studies using DCM. A scoping review by Karrer and 

colleagues (2020) on nurse-led, person-centred interventions reported a lack of 

engagement from the managers as an unsuccessful factor in implementation. The 

authors found that staff knowledge, experience, and skills can influence 

implementation processes.  

An important successful factor for the implementation of PCC interventions is a 

manager and/or leader with skills such as confidence, pragmatism, and academic 

abilities (such as computer literacy, report writing, and sufficient academic competence 

to engage in the more complex components of the implementation). In the EPIC trial, 

the choice of the right mappers and leaders to enable implementation influenced 

practice change (Griffiths et al. 2019). According to Quasdorf and colleagues 

(Quasdorf et al. 2017), individual characteristics that act as successful factors for the 

implementation of DCM were positive knowledge and beliefs about the intervention 

and a positive attitude towards DCM. It is important that staff can critically reflect on 

the value of DCM in practice. Managers lacked an understanding of how an 

intervention study worked and were not able to view DCM as a priority nor to allow time 

for mapping (Rokstad et al. 2013; Quasdorf and Bartholomeyczik, 2017: Surr et al. 

2018; Surr et al. 2019; Griffiths et al. 2021). 

Another study (Van Mierlo 2017) reported on the importance of qualified, motivated, 

and professional staff to guide the implementation of a PPC psychosocial intervention. 

Argyle and Kelly (Argyle and Kelly 2015) pointed out that for better implementation of 

music intervention, the right leadership and a clear rationale for selecting appropriate 

staff to be involved in the intervention and the provision of more staff and support act 

as a successful factor.   

In summary, the main finding regarding the individual context regarding factors that 

�L�Q�I�O�X�H�Q�F�H���3�&�&���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���L�V���W�K�H���I�D�F�W���W�K�D�W���D�Q�� �L�Q�G�L�Y�L�G�X�D�O�¶�V���N�Q�R�Z�O�H�G�J�H���D�Q�G���V�N�L�O�O�V���F�D�Q��

either act as an unsuccessful or a successful factor. This depends on whether the 

individual has the right skills to implement the interventions (for example, 

observational, writing, and IT skills) and if the managers and/or leaders have the skills 

to support them in doing so. 
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3.6.3.2. The influence of Interpersonal relationships context    

The interpersonal context is about the relationships that support implementation, the 

learning environment in the setting, and communication between staff, managers, 

families, and residents. Lack of support between managers and staff has been 

reported as an unsuccessful factor in many studies, including lack of support and 

educational opportunities during the overall implementation process (Boersma et al. 

2014; Chenoweth et al. 2015; Barbosa et al. 2016; Boersma et al. 2017; Van Mierlo 

2017; Chenoweth et al. 2018; Surr et al. 2018; Griffiths et al. 2019; Surr et al. 2019, 

Karrer et al. 2020; Kelley et al. 2020; Griffiths et al. 2021). 

Managers were not able to provide appropriate support to their staff due to a lack of 

appropriate forms of leadership (Quasdorf et al. 2017; Griffiths et al. 2019; Kelley et al. 

2020). Barbosa and colleagues (2016), in a study aiming to evaluate the impact of 

psychosocial interventions in care homes in Portugal, found that care staff felt 

undervalued by their managers, were not as supportive as they should be, and lacked 

understanding of "floor work". Care staff perceived managers to lack interpersonal 

skills training. Attrition between mappers (Griffiths et al. 2019), team conflicts (Surr et 

al. 2018), and lack of communication between staff (Quasdorf et al. 2017) acted as 

unsuccessful factors in implementing DCM in nursing homes.  

When implementing complex interventions such as DCM in care settings, it is 

necessary to engage the wider staff team and have effective communication to 

facilitate implementation and adoption in practice (Surr et al. 2018, 2019). Interactive 

group-based training encourages discussion and supports reflection and successful 

implementation of psychosocial interventions (Griffiths et al. 2021). This is the case in 

other PCC interventions, where it is crucial to engage, support, and facilitate 

communication with the wider staff (Skingley et al. 2021). Effective nursing leadership 

facilitates role-modelling PCC interventions for the wider staff, such as a bigger focus 

�R�Q���U�H�V�L�G�H�Q�W�V�¶���Q�H�H�G�V���D�Q�G���S�U�H�I�H�U�H�Q�F�H�V�����.�R�O�D�Q�R�Z�V�N�L���H�W���D�O�������������������2�Q�H���V�W�X�G�\�����0�D�U�L�D�Q�L���H�W��

al. 2016), which implemented a Shared Decision-Making (SDM) intervention using 

role-playing methods and communication skills provided training for the healthcare 

professionals ahead of the intervention. The authors stated that training staff in 

communication skills, was crucial for the implementation of the SDM intervention. The 

paper found that mutual support between colleagues in carrying out the project tasks 

favoured the accomplishment of the implementation steps and made them feel more 
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secure. The main successful factors for the implementation, the authors argued, were 

indeed the communication and collaboration between staff and the commitment of the 

management team. Finally, Kolanowski and colleagues (Kolanowski et al. 2015) 

conducted a study in the USA looking at communication breakdown and the influence 

of PCC. The authors clearly stated that communication breakdown within a facility, 

between staff and residents, staff and families, and staff to staff, was a critical 

unsuccessful factor for the implementation of a behavioural health toolkit for nursing 

staff in nursing homes.  

To summarise, concerning the interpersonal relationships context, a lack of managerial 

support and communication between the staff were identified as the major 

unsuccessful factors in the implementation of DCM and other PCC interventions. On 

the other hand, managers and care staff equipped with communication skills, 

cooperation between staff members, and committed management were identified as 

the main successful factors for implementation. 

3.6.3.3. The influence of the institutional setting  

The institutional context considers the ethos and culture of the organisation where 

interventions are taking place. Besides leadership and managerial support, which can 

be considered part of the institutional setting, the institutional setting can facilitate or 

hinder implementation, depending on the mechanisms to support intervention. When 

it comes to the size and capacity of care settings, the implementation of DCM was 

facilitated when conducted in larger nursing homes or dementia-specific nursing 

homes (Griffiths et al. 2019, 2021; Surr et al. 2019). According to the authors, these 

types of settings tend to have more qualified staff working with people living with 

dementia, while smaller nursing homes lack capacity.  

There were the issues of high staff turnover rates and low staffing levels. This, 

however, is not only related to DCM, where time constraints and competing priorities 

take precedence over PCC interventions (Moyle et al. 2013; Doyle and Rubinstein 

2014; van Haeften-van Dijk et al. 2014; Boersma et al. 2017; McGilton et al. 2021; 

Skingley et al. 2021). According to Argyle and Kelly (2015), time pressure and 

conflicting demands during intervention are major unsuccessful factors for 

implementation. The authors argued that even if staff are enthusiastic about starting 

the intervention, the enthusiasm decreases after initial implementation due to pressure 

on limited time and resources (Barbosa et al. 2016). Low staffing levels restrict the use 
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of psychosocial interventions in complex care settings (Lawrence et al. 2012). Care 

professionals debated the use of such psychosocial interventions because lower staff-

to-resident ratios mean that staff needed to take on heavier workloads, and some 

residents have more complex care needs that act as an unsuccessful factor in PCC 

culture change (Lawrence et al. 2012). The structural culture of the inner setting played 

a crucial role in enabling implementation. According to Damschroder and colleagues 

(Damschroder et al. 2009), the inner settings consist of features related to structural, 

political, and cultural domains that are part of where the implementation will take place 

and targeted for users and other individuals (patients, staff, leadership, networks and 

communication, culture, and engagement). The Consolidated Framework for 

Implementation Research (CFIR), as described by the authors (Damschroder et al. 

2009), is a comprehensive implementation framework theory that expands beyond 

PCC interventions and provides a structured support approach for a range of health 

and social care interventions. 

When implementing DCM, nursing units that presented more unsuccessful factors for 

implementation exhibited a more functional understanding of care (for example, solely 

focusing on functional aspects of care such as serving food and drinks, personal care 

and hygiene, and getting people dressed) (Quasdorf et al. 2017). Functional nursing is 

task-focused instead of person-focused and consists of efficiency and distribution of 

work based on tasks and procedures where performance and target of actions are the 

main goals (Parreira et al. 2021). On the contrary, nursing units that successfully 

implemented DCM were more dementia-friendly (staff displayed positive attitudes 

towards people living with dementia) and had more flexible organisational structures.  

The organisational culture around PCC and PCC education and a clear vision of culture 

change were identified as mechanisms for change. In contrast, the lack of a clear vision 

of culture and no PCC ethos (ideology) was an unsuccessful factor identified in the 

studies (Stein-Parbury et al. 2012; Doyle and Rubinstein 2014; Argyle and Kelly 2015; 

Chenoweth et al. 2015; Boersma et al. 2017; Jacobsen 2017; Quasdorf et al. 2017; 

Surr et al. 2018, 2019; Karrer et al. 2020; Skingley et al. 2021). An already established 

care climate centred around PCC culture within the care home was one of the main 

�V�X�F�F�H�V�V�I�X�O���I�D�F�W�R�U�V���L�Q���V�W�X�G�L�H�V���X�V�L�Q�J���'�&�0�����$���³�Z�K�R�O�H���K�R�P�H�´���D�S�S�U�R�D�F�K�����F�H�Q�W�U�H�G���D�U�R�X�Q�G��

PCC and the ethos behind DCM, is seen as a major successful factor in the 

implementation o�I���'�&�0�����$���³�Z�K�R�O�H���K�R�P�H�´���D�S�S�U�R�D�F�K�����F�H�Q�W�U�H�G���D�U�R�X�Q�G���3�&�&���D�Q�G���W�K�H���H�W�K�R�V��

behind DCM, is seen as a major successful factor in the implementation of DCM. A 
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���Z�K�R�O�H���K�R�P�H�´���D�S�S�U�R�D�F�K���H�P�S�K�D�V�L�V�H�V���W�K�H���L�P�S�R�U�W�D�Q�F�H���R�I���D�O�O���V�W�D�I�I���L�Q���D���F�D�U�H���V�H�W�W�L�Q�J�² such 

as care assistants, managers, kitchen staff, and bank/temporary staff�² being aware of 

and engaged with the DCM process, as well as having a clear understanding of what 

PCC entails. When staff are aware of the PCC culture inside the care home, they are 

more open to change, and communication is facilitated and supported for briefing and 

feedback sessions after mapping (Surr et al. 2018, 2019). This facilitates a sound team 

culture, with engaged staff and routine systems that support mechanisms for practice 

change and reflections. This is an important mechanism to facilitate the adoption of 

�S�U�D�F�W�L�F�H�� �F�K�D�Q�J�H�� �L�Q�W�R�� �G�D�L�O�\�� �S�U�D�F�W�L�F�H���� �$�� �³�Z�K�R�O�H�� �K�R�P�H�´�� �D�S�S�U�R�D�F�K�� �K�H�O�S�V�� �I�D�F�L�O�L�W�D�W�H�� �W�K�H��

successful implementation of DCM when managers can present a clear vision and 

mission statement of care practices (Quasdorf and Bartholomeyczik 2017). During the 

implementation of a PCC music intervention, one study found that the manager in a 

dementia specialist care home lacked an understanding of PCC culture and prevailed 

in a task-focused care setting. The authors found that the manager did not present the 

necessary skills to implement the intervention (Argyle and Kelly 2015). Conversely, 

successful factors included leaders of the care homes who were able to actively make 

decisions in cooperation with team members across all hierarchical levels, provided 

open channels of communication, and positive leadership occurred across all 

hierarchical levels (Quasdorf et al. 2017). Organizational success factors support the 

involvement of the wider staff in intervention development and delivery across wider 

teams (Karrer et al. 2020). 

To summarise, the main institutional unsuccessful factors in the implementation of 

PCC interventions are high staff turnover rates, nursing units with a greater functional 

understanding of care, a lack of PCC ethos, and not having a clear vision for practice 

change. In contrast, the main successful factor in the institutional setting is an existing 

culture focused on the philosophy of PCC with dementia-friendly and person-centred 

nursing instead of task-focused nursing. 

3.6.3.4. The influence of the wider infra -structural setting  

The wider infra-structural context acknowledges the influence of the political 

background, public support, and wider institutional resources that support settings and 

provide opportunities for interventions to take place (Pawson, 2006). In the findings for 

this review, the wider infra-structural setting could be considered in how care settings 

are organised. The hierarchical aspects of organisations, team interventions, as well 
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as the wider support needed for staff to achieve their goals. The hierarchical nature of 

nursing homes and care settings was the main domain that acted as an unsuccessful 

factor in care settings. Distinctive hierarchical structures and inadequate regulations 

and communication within an organisation act as unsuccessful factors for 

implementation success (Quasdorf et al. 2017; Griffiths et al. 2019; Karrer et al. 2020). 

In terms of policy, financial issues and lack of structural funding were considered 

unsuccessful factors for the implementation (van Haeften-van Dijk et al. 2015; Mariani 

et al. 2017; Van Mierlo et al. 2017; Ducak et al. 2018; Karrer et al. 2020; Kelley et al. 

2020). 

To summarise, lack of funding for social care and a distinctive hierarchy in care settings 

were the most common unsuccessful factors for the uptake of interventions. I did not 

find any information on successful factors regarding the wider infra-structural setting, 

but we can conclude that support through funding and better policy management and 

support could contribute to better uptake of PCC interventions. 

3.6.4. Insights  from the advisory group discussion to complement the 
review  

 

A realist type of review uses findings from stakeholder engagement to help understand 

how interventions work in practice and in which contexts (more information on the 

advisory group can be found in Chapter Three). The advisory group members were 

asked about their experience using DCM and/or other types of PCC interventions and 

what were the main unsuccessful and successful factors for their implementation in 

care settings, in order to help refine the programme theory. The key successful and 

unsuccessful factors that came out of the advisory group discussions are listed in the 

box below. The answers are presented in bullet points as a summary of key insights 

shared by members. No direct quotes were used, as advisory group member 

discussions were not used as a data collection method in this study.
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Table 3: Consultation with the Advisory Group 

Unsuccessful factors for the implementation of DCM  and 

other PCC  interventions  

Successful factors for the implementation of DCM  and other 

PCC interventions  

�x Individual level  

o �7�K�H�U�H���F�D�Q���E�H���V�R�P�H���µ�G�H�V�L�J�Q���I�O�D�Z�V�¶���L�Q���K�R�Z���P�D�S�S�H�U�V���D�U�H��

recruited and supported afterwards, which are not picked 

up by the outcome measures used in the trials. 

o Issues around consent �± who to map, when and where. 
 

�x Individual level  

o When doing individual mapping, ensure that the people who 

do the referral remain involved in creating the action plan 

alongside mappers - external support. 

o Manager with strong leadership skills. 

�x Interpersonal level  

o Lack of support for the mappers when they are doing the 

observation. 

o Lack of supervision after mapping: There needs to be an 

opportunity to debrief after mapping, as DCM can be 

emotionally challenging. 

o No preparation before mapping and feedback to staff at 

the care home. 

�x Interpersonal level  

o Make sure the mappers are supported to complete the 

cycles of DCM. 

o Start with PCC training and skills-based training before DCM 

training. 

o Supervision for the mappers. 

o Investing in a team share agreement around a shared 

approach for PCC. 

o Support before and after mapping with skills development 

training and succession training to ensure that all staff have 

the skills. 
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Unsuccessful factors for the implementation of DCM and 

other PCC interventions  

Successful factors for the implementation of DCM and other 

PCC interventions  

�x Institutional setting  

o Lack of people who advocate the use of DCM. 

o Lack of managerial support to make DCM a priority on the 

list of training. 

o Staff turnover. 

o Lack of knowledge of the ethos behind person-centred 

�F�D�U�H���D�Q�G���.�L�W�Z�R�R�G�¶�V���W�K�H�R�U�\���R�I���H�P�R�W�L�R�Q�D�O���Q�H�H�G�V�� 

�x Institutional setting  

o Creating a system needs an approach to practice 

development leadership and change management (people's 

change management skills to improve care quality). 

o Make sure that mappers do the inter-reliability training (IRR) 

and that there are processes enabling people to complete 

the IRR. 

�x Pick the right home to be successful �± a care home with an 

existing ethos around PCC. 

�x (wider) Infra -structural setting  

�x Balancing budgets. 
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The findings from the advisory group consultation suggest that a core value of PCC is 

�W�K�H���Q�H�H�G���W�R���F�U�H�D�W�H���D���³�Z�K�R�O�H���K�R�P�H�´���W�K�D�W���V�X�S�S�R�U�W�V���W�K�H���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q���D�Q�G���V�X�E�V�H�T�X�H�Q�W��

sustainability of PCC interventions. This is facilitated through the engagement of all 

staff and the right leadership communication. The group also provided a great insight 

into what works for whom regarding DCM.  

The members of the advisory group were asked about which factors they thought could 

facilitate staff confidence in building initiatives in PCC. According to the advisory group, 

some staff members working in such complex settings are intuitively empathic. Still, 

because they are not given feedback, they do not realise that they are being person-

centred. Feedback on the positive attitudes of staff and emphasising positive 

interactions help build staff confidence and create an ethos around PCC. The members 

of the advisory group emphasised the impact of a collective approach to care; they 

stated that for staff to understand PCC, not only are training courses needed, but staff 

need practical leadership support, skills development, practice development, and 

supportive feedback. These aspects can flourish in environments where a �³whole 

home� ́culture of care is focused on supportive feedback, leadership, and supervision. 

The primary interest of every staff and team member is improving care practices and 

putting forward their ideas for culture change while providing timely feedback.  

3.7. Discussion  

Based on the synthesis of the findings, studies identified common factors contributing 

to both successful and unsuccessful implementation of DCM and other PCC 

interventions in care settings. Specifically, studies related to DCM highlighted various 

unsuccessful factors associated with the tool. Surr and colleagues (Surr et al. 2019) 

found that staff perceptions that DCM was complex and time-consuming and the 

coding frameworks using observation difficult to understand were identified as 

unsuccessful factors at the intervention level. Additionally, the authors noted that 

individual contextual factors such as inadequate skills for data analysis, report writing 

from observation cycles, and failure to develop appropriate action plans were obstacles 

to the implementation of DCM. A common theme across these contextual factors is the 

importance of good managerial and leadership support, as well as strong interpersonal 

relationships. Effective communication among staff and team leaders is crucial for 

fostering a culture of PCC care and ensuring that staff feel supported. Prior research 

(Doyle and Rubinstein 2014) has emphasised the value of inclusive decision-making 
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processes and strong partnerships between leaders and staff to improve care, build 

respect, and facilitate organisational change. It is important to note that both "top-

down" and "bottom-up" approaches are necessary for the successful implementation 

of interventions in complex care settings. Stein-Parbury and colleagues (2012) pointed 

out the fact that the whole team needs to work together for an intervention to succeed. 

The authors suggested that enthusiastic and driven staff will influence each other and 

be influenced by an active and involved managerial support system. Good and open 

�F�R�P�P�X�Q�L�F�D�W�L�R�Q���V�W�U�X�F�W�X�U�H�V�����K�L�J�K���H�Q�J�D�J�H�P�H�Q�W���R�I���W�K�H���R�Y�H�U�D�O�O���V�W�D�I�I���W�H�D�P�����³�Z�K�R�O�H���K�R�P�H�´��

approach), respect for each other, and less emphasis on rigid hierarchical structures 

are all mechanisms that can support and/or facilitate the uptake of PCC interventions 

in complex care settings (Kolanowski et al. 2015). These mechanisms can be 

supported by good leadership, leaders that support the intervention by taking and 

sharing ownership of the implementation, provide feedback and support when staff is 

struggling, are actively involved with their staff and know their strengths and 

weaknesses (Rokstad et al. 2013; Karrer et al. 2020; Kelley et al. 2020). According to 

one study (Quasdorf and Bartholomeyczik 2017), when implementing DCM in nursing 

homes in Germany, it was clear that implementation failed when there was no 

leadership performance. Leaders at all levels failed to take responsibility, were 

authoritative towards staff, were not directly involved and failed to communicate and 

engage with staff. One of the main changes at the organisational and management 

levels that could facilitate the implementation of PCC in aged care facilities could be 

the integration of training for managers into the intervention as a way of creating a 

better environment for staff to feel more supported (Barbosa et al. 2016). This is in line 

with the previous findings that showed that major unsuccessful factors at 

organisational and interpersonal levels were the lack of communication, support and 

feedback from leader and staff teams (Argyle and Kelly 2015).  

One major flaw within the studies was the lack of an explanation regarding what a 

manager is and what a leader is. As stated previously, for this review, the concepts of 

manager and leader and/or managerial and leadership are used interchangeably, but 

they are not the same. According to leadership research (Zaleznik 2004), managerial 

theory and leadership theory are two different organisational processes and structures. 

Managerial development focuses solely on power, competence, and control. On the 

other hand, leadership development builds on that but possesses a view for inspiration, 

vision, and passion to drive for success. As is the case with previous findings (Quasdorf 
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and Bartholomeyczik 2017), good implementation is found in homes where a prior 

vision of culture change is formed before the intervention. According to Zaleznik 

(2004), managers seek control and stability, while leaders can thrive without control 

and may lack the stability to fully understand how things can change for the better. The 

author argues that organisations need both types of leaders to fully succeed, but as in 

most complex care settings, there is never only one manager or leader, there are 

hierarc�K�L�F�D�O�� �V�W�U�X�F�W�X�U�H�V�� �W�K�D�W�� �F�D�Q�� �V�X�S�S�R�U�W�� �W�K�L�V�� �W�K�H�R�U�\�� �L�Q�� �D�� �³�Z�K�R�O�H�� �K�R�P�H�´���� �³�W�R�S-down, 

bottom-�X�S�´���D�S�S�U�R�D�F�K�� 

It is clear from the findings of the review that many of the successful and unsuccessful 

factors are common among PCC interventions. The findings showed that the 

implementation of the tools in practice presents a challenge to promote PCC 

sustainability. A successful PCC intervention in care settings requires identifying and 

facilitating those mechanisms that can support the staff and wider care team to engage 

with the intervention. 

3.7.1. Theoretical propositions  �± refined programme theory  

The theoretical propositions described reflect how the implementation of DCM and 

other PCC interventions can be facilitated in practice. These successful factors can be 

found in one of the four contextual factors that shape an intervention. Engagement, 

open communication channels between teams, and a supportive, collective leadership 

approach can facilitate trust between staff, encouraging them to go the extra mile and 

enabling a culture of change that supports PCC and future implementation strategies. 

The implementation of DCM and other PPC interventions is facilitated in practice 

if   

 

�«��all staff understand the need for DCM and what DCM entails (mechanism) Then, 

staff feel supported and confident enough to engage with the intervention. 

 

�«�P�D�Q�D�J�H�U�V��can see the potential value of PCC interventions for their care setting and 

can realise the benefits over time (mechanism) Then, staff improve practice changes 

and further drive implementation success (outcome). 

 

�«���W�K�H�U�H���L�V���D���O�H�D�G�H�U���Z�L�W�K���W�K�H���U�L�J�K�W���O�H�D�G�H�U�V�K�L�S���V�N�L�O�O�V��who knows how to communicate with 

staff, is active in the care setting and has a democratic approach to their job 
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(mechanism) Then, there will be positive interrelationships between the staff and 

leadership team, and care settings will function well and be stable during the 

implementation process (outcome). 

 

�« the manager shares ownership of the intervention by involving or supporting their 

staff and provides feedback and reflection sessions with the team (mechanism) Then, 

creates a path for a clear, coherent, and integrated care vision, with a focus on 

professional development and normative person-centred core value of care (outcome). 

 

3.8. Strengths  and Limitations  

 

This literature review was conducted using a systematic, iterative, and rigorous 

process. The advisory group was asked to share any additional documents that could 

contribute to the theory, but this request was not extended more widely. There may be 

documents used in various care settings that could provide valuable information to 

supplement the review. Only information provided in English was included in the 

review, potentially leading to the oversight of relevant literature from other countries 

where DCM is used in practice and research.  

Although the advisory group consisted solely of end users of DCM, the exclusion of 

individuals living with dementia is a limitation of this study. Gathering insights from care 

home residents undergoing DCM observation could offer valuable information about 

the implementation of DCM. I believe the potential impact of this review lies in the fact 

that it provides a detailed understanding of how complex interventions work or not and 

the mechanism for this, making it useful for those planning or implementing DCM and 

other PCC interventions in care settings. 

This was the first time I conducted or used realist methodology. As a novice researcher, 

I struggled to distinguish between context and mechanisms. The line between these 

two elements is not always clear, which can complicate the analysis and interpretation 

of findings.  While I have read and followed the guidance available in realist reviews, it 

would have been beneficial to have included a mentor with expertise in this 

methodology. Nevertheless, I believe one of the main strategies of doing a PhD is 

immersing ourselves in new methodological adventures, guiding and training us for the 

future, and continuing to learn.  
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3.9. Conclusions  

This review aimed to identify and develop an explanatory account or programme theory 

about DCM and other PCC interventions and how it might work for culture and practice 

change in dementia care. It aimed to answer the following question: What are the 

unsuccessful and successful factors of the implementation of person-centred dementia 

care interventions?  

The findings from this review suggest that unsuccessful and successful factors are 

common in the implementation of PCC interventions. A successful PCC intervention in 

complex care settings requires facilitating mechanisms that can support the staff and 

wider care team to engage with the intervention.  

Findings suggest that common mechanisms that can support or hinder the 

interventions are found in four contextual areas: the individual, the interrelationships 

between staff, the institutional setting, and the wider infra-structural setting. A common 

successful factor for implementation in the analysed studies and discussed with the 

advisory group is the role of leadership. A �³whole home� ́approach, high engagement 

of all staff, and openness to feedback regarding the implementation help drive the 

uptake of interventions in a complex setting. 

Leadership is a complex and all-around intricate process. Good leadership provides 

staff with the influence to achieve common goals, such as implementing evidence into 

daily practice, improving quality of care, and achieving greater patient outcomes. An 

all-encompassing leadership commitment helps staff recognise what is necessary to 

achieve PCC culture change. It is necessary that leaders in charge in a care setting 

can empower and motivate staff and help them put the skills and strategies in place to 

build cooperative teams. This can be achieved with good communication, feedback, 

and peer support throughout the intervention. To help foster leadership, we need to 

know what leadership means to staff, where leadership is provided, and by whom. 

Knowing this will allow for a better understanding of the overall organisational culture.  

Finally, being person-centred is both a professional and personal endeavour with a lot 

of challenges and reflections along the way. Understanding what motivates staff to do 

their jobs and understanding what is going on in their day-to-day care work will help 

managers provide better support and feedback to the staff (Loveday 2012). Findings 
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from this narrative realist review will be used to guide how to improve the 

implementation of DCM and PCC.  

In the next chapter, I will present the findings from a qualitative interview study that 

aimed to understand how health and social care staff understand and promote PCC in 

practice. To improve the implementation of DCM, a PCC-based tool, it is important to 

describe how staff understand this concept in practice. 
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4. Chapter Four: A Constructive Grounded Theory Study  

4.1. Introduction  

Based on the previous chapter, it became clear that understanding PCC and having 

an ethos around PCC is crucial for care staff to implement and sustain DCM and PCC 

in practice. In this chapter, I will explain the reason for choosing Constructivist 

Grounded Theory (CGT) as the method for this study. After this, I will present the 

findings from the qualitative interview study with health and social care staff to 

understand their perspective, experiences and understanding of PCC in practice. The 

initial focus of the study was to interview senior care home staff and managers in care 

homes to provide a better insight into the leadership skills they would need to guide 

staff in practice. But as I will explain, it became evident that there was a disconnect 

between the understanding of PCC by staff and what they do in practice. This will be 

the focus of the study. 

Methodology links our philosophical and theoretical paradigms, and the principles used 

to study a particular research question (Crotty 1998; Bunniss and Kelly 2010). A 

qualitative approach is most appropriate based on my ontological, epistemological, and 

theoretical perspectives, which I outlined in chapter two.  

The rise of Constructionism has become the basis of most qualitative research (Braun 

and Clarke 2022), and is argued to be the cornerstone for the development of the 

theoretical paradigm, Interpretivism, that guides this study. The Interpretive paradigm 

shapes all research methodologies, emphasising meaning, understanding, and 

context in the field of social sciences (Knoblauch et al. 2005). As such, contemporary 

qualitative research relies upon a framework of understanding, meaning, context, 

interpretation as well as reflexivity to understand social actions and the social world 

(Knoblauch et al. 2005). For this study, I wanted to understand health and social care 

staff experiences and meanings of PCC, and qualitative methods provide a deeper 

�L�Q�V�L�J�K�W���L�Q�W�R���S�D�U�W�L�F�L�S�D�Q�W�V�¶���H�[�S�H�U�L�H�Q�F�H�V�����$�F�F�R�U�G�L�Q�J���W�R���%�U�D�X�Q���D�Q�G���&�O�D�U�N�H�������������������T�X�D�O�L�W�D�W�L�Y�H��

�U�H�V�H�D�U�F�K���L�V���³�H�[�S�O�R�U�D�W�R�U�\�����R�S�H�Q-ended, organic and produces in-depth rich and detailed 

�G�D�W�D�´��(Braun and Clarke 2013 : 17). More information regarding the method chosen for 

this study will be provided in the next sections. 



   
 

 73 

4.2. Aim  

�7�K�L�V���V�W�X�G�\���D�L�P�H�G���W�R���X�Q�G�H�U�V�W�D�Q�G���W�K�H���S�H�U�V�S�H�F�W�L�Y�H�V�����H�[�S�H�U�L�H�Q�F�H�V���D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I��

�K�H�D�O�W�K���D�Q�G���V�R�F�L�D�O���F�D�U�H���K�R�P�H���V�W�D�I�I�����L�Q�F�O�X�G�L�Q�J���'�&�0���P�D�S�S�H�U�V�����R�I���L�P�S�O�H�P�H�Q�W�L�Q�J���3�&�&���� 

4.3. Methods  

�7�K�H�U�H�� �D�U�H�� �P�D�Q�\�� �D�S�S�U�R�D�F�K�H�V�� �X�Q�G�H�U�� �W�K�H�� �X�P�E�U�H�O�O�D�� �R�I�� �T�X�D�O�L�W�D�W�L�Y�H�� �D�S�S�U�R�D�F�K�H�V���� �V�X�F�K�� �D�V��

�H�W�K�Q�R�J�U�D�S�K�\�����Q�R�Q���S�D�U�W�L�F�L�S�D�Q�W���R�E�V�H�U�Y�D�W�L�R�Q�����F�D�V�H���V�W�X�G�\�����D�Q�G���D�F�W�L�R�Q���U�H�V�H�D�U�F�K�����W�K�D�W���F�R�X�O�G��

�K�D�Y�H���E�H�H�Q���D�S�S�U�R�S�U�L�D�W�H���I�R�U���W�K�L�V���V�W�X�G�\�����&�U�R�W�W�\�����������������K�D�V���G�H�V�F�U�L�E�H�G���H�W�K�Q�R�J�U�D�S�K�\���D�V���W�K�H��

�S�U�R�F�H�V�V���R�I���U�H�Y�H�D�O�L�Q�J���W�K�H���P�H�D�Q�L�Q�J�V���D�Q�G���S�H�U�V�S�H�F�W�L�Y�H�V���R�I���S�D�U�W�L�F�L�S�D�Q�W�V���Z�L�W�K�L�Q���W�K�H���F�R�Q�W�H�[�W��

�R�I�� �W�K�H�L�U�� �R�Y�H�U�D�O�O�� �F�X�O�W�X�U�H���� �L�Q�W�H�Q�G�L�Q�J�� �W�R�� �F�R�O�O�H�F�W�� �T�X�D�O�L�W�D�W�L�Y�H�� �G�D�W�D�� �W�K�D�W�� �H�[�S�O�R�U�H�� �S�D�U�W�L�F�L�S�D�Q�W�V�
��

�H�[�S�H�U�L�H�Q�F�H�V���L�Q���W�K�H�L�U���Q�D�W�X�U�D�O���V�H�W�W�L�Q�J�V�����+�D�P�P�D�U�V�O�H�\�������������������$�O�W�K�R�X�J�K���L�W���Z�D�V���L�P�S�R�U�W�D�Q�W���W�R��

�J�D�W�K�H�U�� �L�Q�I�R�U�P�D�W�L�R�Q�� �R�Q�� �H�[�W�H�U�Q�D�O�� �I�D�F�W�R�U�V�� �W�K�D�W�� �D�I�I�H�F�W�� �S�D�U�W�L�F�L�S�D�Q�W�V�
�� �H�[�S�H�U�L�H�Q�F�H�V���� �I�R�U�� �W�L�P�H��

�U�H�D�V�R�Q�V�����L�W���Z�D�V���E�H�\�R�Q�G���W�K�H���V�F�R�S�H���R�I���W�K�L�V���S�U�R�M�H�F�W���W�R���H�[�S�O�R�U�H�����L�Q���G�H�S�W�K�����W�K�H���F�D�U�H���K�R�P�H��

�F�X�O�W�X�U�H�� �R�I�� �R�Q�H�� �V�S�H�F�L�I�L�F�� �F�D�U�H�� �V�H�W�W�L�Q�J�� �E�X�W�� �W�R�� �I�R�U�P�� �D�� �S�U�H�O�L�P�L�Q�D�U�\�� �W�K�H�R�U�\�� �E�D�V�H�G�� �R�Q�� �V�W�D�I�I��

�S�H�U�V�S�H�F�W�L�Y�H�V���� 

�1�R�Q���S�D�U�W�L�F�L�S�D�Q�W�� �R�E�V�H�U�Y�D�W�L�R�Q�� �K�D�V�� �E�H�H�Q�� �X�V�H�G�� �L�Q�� �U�H�V�H�D�U�F�K�� �O�R�R�N�L�Q�J�� �D�W�� �P�H�F�K�D�Q�L�V�P�V�� �W�R��

�V�X�S�S�R�U�W���3�&�&���L�Q���K�R�V�S�L�W�D�O���V�H�W�W�L�Q�J�V�����+�D�Q�G�O�H�\���H�W���D�O�������������������1�R�Q���S�D�U�W�L�F�L�S�D�Q�W���R�E�V�H�U�Y�D�W�L�R�Q���L�V��

�D���U�H�V�H�D�U�F�K���P�H�W�K�R�G���L�Q���Z�K�L�F�K���W�K�H���U�H�V�H�D�U�F�K�H�U���R�E�V�H�U�Y�H�V���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V���R�I���W�K�H���V�W�X�G�\���Z�L�W�K��

�W�K�H�L�U���D�Z�D�U�H�Q�H�V�V���D�Q�G���F�R�Q�V�H�Q�W���E�X�W���G�R�H�V���Q�R�W���D�F�W�L�Y�H�O�\���S�D�U�W�L�F�L�S�D�W�H���L�Q���W�K�H���V�L�W�X�D�W�L�R�Q���L�Q���Z�K�L�F�K��

�W�K�H���U�H�V�H�D�U�F�K�H�U���L�V���R�E�V�H�U�Y�L�Q�J�����6�F�R�W�W���D�Q�G���0�D�U�V�K�D�O�O�����������������$�V���Z�L�W�K���H�W�K�Q�R�J�U�D�S�K�\�����,���G�H�F�L�G�H�G��

�Q�R�W���W�R���X�V�H���Q�R�Q���S�D�U�W�L�F�L�S�D�Q�W���R�E�V�H�U�Y�D�W�L�R�Q���L�Q���P�\���V�W�X�G�\���E�H�F�D�X�V�H���P�\���S�U�L�P�D�U�\���J�R�D�O���Z�D�V���W�R��

�J�D�L�Q���D�� �G�H�H�S�H�U�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I�� �S�D�U�W�L�F�L�S�D�Q�W�V�
�� �H�[�S�H�U�L�H�Q�F�H�V�� �Z�L�W�K�� �3�&�&�� �D�Q�G�� �'�&�0�� �W�R��

�G�H�Y�H�O�R�S�� �D�� �W�K�H�R�U�H�W�L�F�D�O�� �I�U�D�P�H�Z�R�U�N�� �J�U�R�X�Q�G�H�G�� �L�Q�� �W�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶�� �S�H�U�V�S�H�F�W�L�Y�H�V�� �D�Q�G��

�H�[�S�H�U�L�H�Q�F�H�V�����,���D�L�P�H�G���W�R���I�R�F�X�V���R�Q���W�K�H�L�U���V�X�E�M�H�F�W�L�Y�H���H�[�S�H�U�L�H�Q�F�H�V���D�Q�G���S�H�U�V�S�H�F�W�L�Y�H�V���U�D�W�K�H�U��

�W�K�D�Q���V�R�O�H�O�\���H�Y�D�O�X�D�W�L�Q�J���K�R�Z���S�D�U�W�L�F�L�S�D�Q�W�V���D�S�S�O�\���'�&�0���D�Q�G���3�&�&���Z�L�W�K�R�X�W���G�L�U�H�F�W�O�\���H�[�S�O�R�U�L�Q�J��

�W�K�H�L�U���H�[�S�H�U�L�H�Q�F�H�V���D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���� 

A case study is a research methodology used in qualitative research to develop a 

comprehensive understanding of a complex problem or phenomenon within an 

authentic, real-life setting (Crowe et al. 2011). Although the case study approach has 

been used extensively in nursing research and contexts (Anthony and Jack 2009), for 

this thesis, I aimed to explore different perspectives from staff from different care home 

settings, and I believe case study methodology is better suited when exploring in depth 

a particular care home. Because the aim of this study is not an in-depth exploration of 
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a specific context, the case study methodology is not suitable for this project. Aiming 

to explore one specific context could make the findings difficult to translate for overall 

DCM implementation. Nevertheless, exploring the culture of a specific context or care 

home setting can be a valuable guide for future research based on the findings of this 

thesis.  

�$�F�W�L�R�Q�� �U�H�V�H�D�U�F�K�� �K�D�V�� �E�H�H�Q�� �G�H�V�F�U�L�E�H�G�� �D�V�� �³�D�� �I�R�U�P�� �R�I�� �D�F�W�L�R�Q�� �L�Q�T�X�L�U�\���� �L�V�� �D�Q�� �R�Q�J�R�L�Q�J����

repetitive process in which what is achieved in each cycle provides the starting point 

�I�R�U���I�X�U�W�K�H�U���L�P�S�U�R�Y�H�P�H�Q�W���L�Q���W�K�H���Q�H�[�W�´�����%�U�D�X�Q���D�Q�G���&�O�D�U�N�H���������������������������7�K�L�V���P�H�W�K�R�G���Z�D�V��

not pursued as it is not the scope of this thesis to go beyond the research cycle into 

the implementation of a change action. This will be considered for future post-doctoral 

research.  

Having considered alternative qualitative methods, I identified Grounded Theory (GT) 

as being most appropriate to address the aims of my study. In the next section, I will 

introduce GT, specifically the Constructivist approach (hereafter referred to as CGT), 

as the chosen method for this study. 

4.3.1. The Origins of Grounded Theory  

GT (Glaser and Strauss 1965) is a methodology connected to Interpretivism. It seeks 

to explore the views and interpretations of subjects and discover or construct a theory 

from data. This methodology emerged when other qualitative methodology forms were 

la�E�H�O�O�H�G���D�V���³�L�P�S�U�H�V�V�L�R�Q�L�V�W�L�F�����D�Q�H�F�G�R�W�D�O�����X�Q�V�\�V�W�H�P�D�W�L�F�����D�Q�G���E�L�D�V�H�G�³�����&�K�D�U�P�D�]������������������������

Glaser and Strauss are acknowledged as the architects of GT (Glaser and Strauss 

1965).  

Strauss was well-versed in symbolic interactionism, while Glaser specialised in 

positivism and descriptive statistics, and together they developed the method while 

collaborating on a research project focused on exploring the experiences of terminally 

ill patients with varying levels of awareness about their health status (Wepa 2016; Tie 

et al. 2019). Glasser and Strauss restate that a constant comparative method was a 

unique approach to structuring and analysing qualitative data (Glaser 1965). They 

proceeded to publish the first book on GT in 1967, The Discovery of Grounded Theory: 

Strategies for Qualitative Research (Glaser and Strauss 1967). GT introduced 

adaptable analytical principles that allowed researchers to concentrate on gathering 

data and formulating theories through data analysis (Wepa 2019; Glaser and Strauss 
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1965; Tie et al. 2019). What sets GT apart from other qualitative methods is its 

continuous interplay between data collection and analysis, guiding subsequent data 

collection and the iterative creation and theory generation (Charmaz 2006, 2017; Chun 

Tie et al. 2019). Another important aspect that distinguishes GT from other qualitative 

methods is that GT seeks to obtain systematically and inductively analysed data using 

constant comparative analysis (going back and forth through the data), using the 

research findings for knowledge development and initiating change in a specific area 

of inquiry.  

According to Glaser and Strauss, this iterative process posed a challenge to the 

conventional approach of validating or refining theory through deductive testing (Bryant 

and Charmaz 2007). This seminal version of GT, which gained recognition as a Classic 

Grounded Theory (Tie et al. 2019), prioritised the generation of analyses centred 

around actions, processes, or fundamental social processes uncovered by the 

researcher in the field (Glaser 1965; Glaser and Strauss 1967). When engaging in GT, 

the initial qu�H�U�\�� �L�V���� �³�:�K�D�W�� �L�V�� �K�D�S�S�H�Q�L�Q�J�� �K�H�U�H�"�´���� �7�K�L�V�� �S�U�R�P�S�W�V�� �U�H�V�H�D�U�F�K�H�U�V�� �W�R��

contemplate all observations and auditory inputs, regardless of their magnitude or 

seeming insignificance (Glaser 1978; De Chesnay 2014; Tie et al. 2019; Wepa and 

Wilson 2019). GT offers researchers tools to gain valuable social and theoretical 

understanding of the subject they are studying (De Chesnay 2014). 

4.3.2. Evolution of Grounded Theory  

�6�K�R�U�W�O�\���D�I�W�H�U���W�K�H���U�H�O�H�D�V�H���R�I���W�K�H���E�R�R�N���³�7�K�H���'�L�V�F�R�Y�H�U�\���R�I���*�U�R�X�Q�G�H�G���7�K�H�R�U�\�´�����6�W�U�D�X�V�V���D�Q�G��

Glaser decided to pursue different paths due to philosophical discrepancies and 

different viewpoints on using the method (Charmaz 2006, 2012; Bryan and Charmaz 

2007; Tie et al. 2019). This started a new era for GT as other versions of the method 

started to evolve (Tie et al. 2019). Glaser published "Theoretical Sensitivity" (1978), 

keeping in line with the Positivist version of the method. Strauss published "Qualitative 

Analysis for Social Scientists" (1987) (Strauss 1987), and subsequently, Strauss and 

Corbin's work on a more post-positivist view "Basics of Qualitative Research: 

Grounded Theory Procedures and Techniques" (Strauss and Corbin 1994), elicited a 

response from Glaser, critiquing their use of GT methods (Tie et al. 2019). This change 

in focus has led to the emergence of diverse philosophical perspectives that have 

impacted the evolution of GT methodology. Currently, GT encompasses different 

methodological approaches: Traditional (or Classic) GT linked with Glaser, evolved GT 
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connected to Strauss, Corbin, and Clarke, and Constructivist GT linked with Charmaz 

(Bryant and Charmaz 2007; Tie et al. 2019; Birks and Mills 2022).  

As for any research project, but for a doctoral project in particular, researchers need 

to put themselves on a philosophical spectrum, whether from the traditional GT as 

developed by Glaser to Strauss and Corbin's approach rooted in Symbolic 

Interactionism to Charmaz's Constructivist viewpoint (Tie et al. 2019). In the next 

section, I will provide information on the CGT proposed by Charmaz. As highlighted 

previously in chapter two, my positioning leans toward the Constructivist approach, as 

it focuses on care staff's understanding of the meaning of PCC and their knowledge is 

neither objective nor subjective but shaped and dependent on contextual factors and 

reality emerges from social interaction (Charmaz 2006, 2011, 2017; Wepa and Wilson 

2019). 

4.3.3. Constructivist Grounded Theory  

As a student of Strauss, Charmaz adopted the belief that a Symbolic Interactionist 

perspective aligns with a Constructivist viewpoint, as it assumes that reality emerges 

�I�U�R�P���V�R�F�L�D�O���L�Q�W�H�U�D�F�W�L�R�Q���D�Q�G���S�X�W�V���Y�D�O�X�H���L�Q���D�Q�D�O�\�V�L�Q�J���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���L�Q�W�H�U�S�U�H�W�D�W�L�R�Q���R�I��an 

experience (Charmaz 2006, 2012, 2017). Charmaz evolved and deviated from the 

more conventional and structured classic GT approach and advocated for more 

adaptable coding guidelines that leaned towards interpretation, intuition, and 

impressionism (Charma�]���������������%�U�\�D�Q�W���D�Q�G���&�K�D�U�P�D�]���������������7�L�H���H�W���D�O�������������������&�K�D�U�P�D�]�¶�V��

approach was criticised by Glaser, as he believed that this CGT would put the 

researcher as a co-creator and orchestrator of the narrative. Glaser, being a positivist, 

rejected the idea that the �U�H�V�H�D�U�F�K�H�U���³�Z�D�V���S�D�U�W���R�I���W�K�H���Z�R�U�O�G���Z�H���V�W�X�G�\���D�Q�G���W�K�H���G�D�W�D���Z�H��

�F�R�O�O�H�F�W�´�����&�K�D�U�P�D�]������������������������ 

It is particularly important to note that, for this doctoral project, engaging with 

participants through data collection and analysis encompassed an interpretative and 

analytical journey of how individuals construct meaning. For this, CGT offers 

researchers a more evocative approach to data analysis and theory construction by 

providing a conceptual understanding (Charmaz 2006, 2017; Tie et al. 2019; Wepa 

and Wilson 2019) rather than a rigid and precise depiction of a phenomenon. With this 

study, I aimed to co-construct data/theory with my study participants and the advisory 

group. CGT enabled me to recognise the influence of subjectivity that almost inevitably 

shapes the meaning of the data per the participant's perspectives. For me to 
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understand and immerse in CGT, I sought out an experienced researcher who was 

conversant in CGT, and Dr Dianne Wepa agreed to join me in the CGT journey. This 

study drew upon constructivism to help shape its approach to data gathering and 

collection, aimed to encompass diverse viewpoints and experiences from participants' 

points of view. Constructivism aligns with the premise that truth will emerge from a 

collective agreement among participants, enabling the researcher to explore and 

recognise that multiple meanings and truths can co-exist (W epa 2016; Wepa and 

Wilson 2019). This was achieved using semi-structured interviews with open-ended 

questions to explore participants' views and focus analysis on the process and actions 

used to co-construct meaning. Data collection methods and analysis of the data will be 

explored in more depth in a later section. 

It is important to acknowledge in this chapter the role of researcher reflexivity when 

conducting the doctoral project. In the classic version of GT, Glaser and Strauss 

suggested that the researcher was an unbiased observer (Glaser and Strauss 1967), 

while for the Charmaz version of GT (Charmaz 2006, 2017), the researcher is allowed 

subjectivity that reflects on how the researcher views, engages with, analyses and 

conceptualises the data (Wepa 2016; Charmaz 2017). In this doctoral project, my 

reflexivity as a researcher is demonstrated through memo writing, which serves as a 

reflective journal. These memos document the unfolding of data conceptualisation, and 

they provide a theoretical understanding of how data analysis was conducted. 

In chapter two, I described how my choice of philosophy, theoretical paradigms and 

research methodology influenced the design and data collection for this study. This 

choice was based on what best aligns with the study's objectives, which involve 

understanding the existence of objective reality in implementing PCC, but it is 

important to note that context is not the only determining factor. By employing CGT 

and the constant comparative analysis approach, as well as using theoretical sampling, 

I ensured research integrity and the inclusion of diverse perspectives and experiences 

from the participants. 

4.4. Data collection and study design  

This section explains the data collection methods and ethical considerations used to 

gather data to understand the daily experiences of care home staff regarding PCC. 

Considering the methodological and paradigmatic considerations explained 
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previously, CGT is both a methodology and a method for this study. As in the words of 

�&�K�D�U�P�D�]�������������������Z�K�D�W���L�V���W�K�H���J�U�R�X�Q�G�H�G���W�K�H�R�U�\���P�H�W�K�R�G�"���³���«�����V�W�D�W�H�G���V�L�P�S�O�\�����J�U�R�X�Q�G�H�G��

theory methods consist of systematic yet flexible guidelines for collecting and analysing 

qualitative data to construct theories from the data themselves. Thus, researchers 

�F�R�Q�V�W�U�X�F�W���D���W�K�H�R�U�\���³�J�U�R�X�Q�G�H�G�´���L�Q���W�K�H�L�U���G�D�W�D�´�����&�K�D�U�P�D�]���������������������� 

The initial data collection stage provides the rationale for employing purposive 

sampling to select participants and provides the rationale for the overall inclusion and 

exclusion criteria. GT employs several key strategies, such as constant comparative 

analysis, theoretical sampling and sensitivity, and theoretical coding and saturation. I 

will explain how they were applied to this project in more detail in the findings section.  

This is a transversal, qualitative study, and CGT, as developed by Charmaz (2014), 

was used as its framework; data generation and analysis occurred simultaneously. It 

�D�O�O�R�Z�H�G���P�H���W�R���D�O�Z�D�\�V���K�D�Y�H���³�D���I�R�R�W�´���L�Q���W�K�H���G�D�W�D���D�Q�G���G�H�Y�H�O�R�S���F�R�G�H�V���D�Q�G���F�D�W�H�J�R�U�L�H�V���D�V��

interviews were conducted. The constant practice of memo writing played a crucial role 

in this study, facilitating the exploration of ideas and the conceptualisation of codes 

and categories.  

In this section, I have provided some examples of memo writing as part of the reflection 

diary. The composition of memos holds substantial significance within the domain of 

GT methodology, assuming an even more pivotal role in the context of CGT (Charmaz 

2014; Wepa 2016). Throughout the research process, memos are a critical and integral 

component of the investigative trajectory. They bear relevance during continuous data 

collection and analysis phases, functioning as vessels for encapsulating and vigilantly 

tracking conceptual ideas. Additionally, memos provide a channel for the researcher 

to meticulously document their reflections concerning the evolution of the emergent 

theory (Charmaz 2006, 2017; Wepa and Wilson 2019). I primarily used audio recording 

for my notetaking, which helped me think, explore, and reflect more effectively on my 

ideas. The memos presented in this chapter are transcribed directly from my audio 

notes. Using auditory methods assisted me in conceptualising and identifying 

connections within the data. It was easier to verbalise my observations and 

understanding of the data rather than write them down. 
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4.4.1. Recruitment  

Participants were recruited via social media, the university website and email contact 

list. The advisory group (previously described in Chapter Two) assisted with recruiting 

participants through their peer networks, and I received recruitment support from the 

ENRICH (Enabling Research in Care Homes) network. This network provides several 

resources for care home staff and researchers to set up and run studies effectively and 

collaboratively. Most of the participants were recruited via ENRICH.  

Both theoretical sampling and purposive sampling were used in this study. This is a 

common method used in GT (Charmaz 2006). Purposive sampling was used at the 

beginning of the study, recruiting care home staff regardless of their role and whether 

they have used DCM or not. Purposive sampling is a commonly employed technique 

to enhance knowledge by intentionally selecting participants recognised as valuable 

data sources (Roberts 1997; De Chesnay 2014). For this purpose, this study recruited 

care home staff of a range of roles and grades.  

The inclusion criteria were as follows: 

�x Care home staff, including wider staff members, leaders/managers, and staff in 

leadership/managerial positions, have or have not used DCM. 

�x Individuals included in the category above, with basic English proficiency 

necessary for their role. 

As data and the theory were emerging, theoretical sampling was used as an analysis 

of the data, informing the sample selection (Charmaz 2014, 2017). Theoretical 

sampling aims to align with purposive sampling, meaning the aim is not to encompass 

all potential variations comprehensively but to attain a more profound understanding 

of the evolving analysis (Glaser and Strauss 1967; Wepa 2016). Theoretical sampling 

usually occurs "after the initial data collection and analysis" (Charmaz 2011 : 363) to 

elaborate and develop conceptual categories and identify variations within the 

categories as well as distinctions between those same categories (Keane 2014). 

Applied to this study, theoretical sampling was important as ideas and categories were 

emerging. The study's primary participant group comprised care home staff across 

various roles, including managers, nurses, and care assistants. In the initial phase of 

the study, where data collection and analysis coincided, most participants held 

managerial positions. It is important to note that 30 potential participants were 
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approached after identification and recruitment strategies, but only 15 participants 

responded and participated in the study (15 participants failed to consent to take part 

after the initial identification). The final number of participants was 15 health and social 

care staff. More information regarding the sample is included below (see Table 5). 

4.4.2. Data collection methods  

I conducted 15 individual semi-structured interviews online using Zoom or Teams, 

recording audio and video (with the participant's consent). The interview guide was 

developed in different stages:  

1. Initial development:  The interview guide was initially created based on the 

research objectives and questions after it was discussed with supervisors and the 

advisory group. 

2. Pilot testing:  The initial version of the guide was pilot-tested with two members of 

the advisory group. 

3. Feedback and revisions:  After feedback was collected from the pilot testing 

phase, the interview guide was revised.  

Because this study used CGT methods, the final version of the interview guide was 

revised after the initial interviews and theoretical sampling to collect rich and detailed 

data. The interviews followed the same non-rigid structure: I first introduced myself, 

explained the aim of the study, asked for verbal consent from the participants, and 

reminded them that involvement was voluntary and that they could agree to stop the 

interview at any time. A convenient time for both the participant and I was arranged to 

proceed with the interview (data collection).  The average length of the interviews was 

51 minutes.  

An overview of the topic guide used for the interviews is as follows:  
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Table 4: Interview guide: overview of main questions 

Introduction:  

Thank participants for agreeing to take part in this interview.  

Assure participants that everything discussed during the interview is 

confidential. Although we are recording the sessions and taking notes, so we 

�G�R�Q�¶�W���P�L�V�V���D�Q�\�W�K�L�Q�J���L�P�S�R�U�W�D�Q�W�����W�K�H���G�D�W�D���Z�L�O�O���E�H���D�Q�R�Q�\�P�L�V�H�G���V�R���W�K�D�W���Q�R��

individual or organisation can be identified.  

This study will seek to understand the perspectives of care home staff, care 

home leaders/managers and staff in leadership positions regarding the skills 

they need to improve to help lead care home staff to implement person-

centred care. It will account for their reflections and personal and professional 

perspectives.  

���� �3�O�H�D�V�H���W�H�O�O���P�H���D���E�L�W���D�E�R�X�W���\�R�X�U���M�R�E���U�R�O�H�� 

���� �,���Z�R�X�O�G���O�L�N�H���W�R���K�H�D�U���P�R�U�H���D�E�R�X�W���Z�K�\���\�R�X���G�H�F�L�G�H�G���W�R���G�R���W�K�L�V���M�R�E�� 

���� �:�K�D�W���G�R���\�R�X���X�Q�G�H�U�V�W�D�Q�G���E�\���3�H�U�V�R�Q���&�H�Q�W�U�H�G���F�D�U�H�" 

�D�� �/�D�W�H�U���F�K�D�Q�J�H�G���W�R���7�H�O�O���P�H���D�E�R�X�W���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H�� 

�E�� �'�R���\�R�X���K�D�Y�H���H�[�S�H�U�L�H�Q�F�H���S�U�R�P�R�W�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H���W�R���\�R�X�U��

�V�W�D�I�I���F�R�O�O�H�D�J�X�H�V�" 

�L�� �,�I���\�H�V�����K�R�Z���G�L�G���\�R�X���G�R���W�K�L�V�"�� 

���� �:�K�D�W���Z�H�U�H���W�K�H���F�K�D�O�O�H�Q�J�H�V�" 

�L�L�� �,�I���Q�R�W�����L�Q���\�R�X�U���R�S�L�Q�L�R�Q�����Z�K�D�W���D�U�H���W�K�H���E�D�U�U�L�H�U�V���W�R���3�&�&�" 

�$�G�G���T�X�H�V�W�L�R�Q�����K�R�Z���W�R���I�L�O�O���W�K�H���J�D�S���E�H�W�Z�H�H�Q���W�K�H�R�U�\���D�Q�G���S�U�D�F�W�L�F�H�" 

���� �+�D�Y�H���\�R�X���H�Y�H�U���X�V�H�G���'�H�P�H�Q�W�L�D���&�D�U�H���0�D�S�S�L�Q�J�"���2�U���R�W�K�H�U���S�H�U�V�R�Q���F�H�Q�W�U�H�G��

�F�D�U�H�� �D�S�S�U�R�D�F�K�H�V�� �W�K�D�W�� �L�P�S�U�R�Y�H�� �U�H�V�L�G�H�Q�W�V�
�� �T�X�D�O�L�W�\�� �R�I�� �F�D�U�H�� �D�Q�G�� �T�X�D�O�L�W�\�� �R�I��

�O�L�I�H�" 

�D�� �,�I���\�H�V�����:�K�D�W���D�U�H���\�R�X�U���H�[�S�H�U�L�H�Q�F�H���D�Q�G���\�R�X�U���U�R�O�H�"�� 

�L�� �:�K�D�W�� �Z�R�U�N�V�� �Z�H�O�O�� �D�Q�G�� �Z�K�D�W�� �G�R�H�V�� �Q�R�W�� �Z�R�U�N�� �V�R�� �Z�H�O�O�"�� �$�Q�G��

�Z�K�\�" 

�L�L�� �'�R���\�R�X���I�H�H�O���V�X�S�S�R�U�W�H�G���L�Q���L�P�S�O�H�P�H�Q�W�L�Q�J���3�&�&���L�Q���S�U�D�F�W�L�F�H�"�� 

���� �,�I���Q�R�W�����Z�K�\�" 

���� �,�I���\�H�V�����Z�K�D�W���V�X�S�S�R�U�W���G�R���\�R�X���U�H�F�H�L�Y�H�"���)�U�R�P���Z�K�R�P�" 
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�E�� �:�K�D�W���D�U�H���W�K�H���E�D�U�U�L�H�U�V���W�R���L�P�S�O�H�P�H�Q�W�L�Q�J���3�&�&���L�Q���S�U�D�F�W�L�F�H�" 

���� �,�Q���\�R�X�U���R�S�L�Q�L�R�Q�����Z�K�D�W���D�U�H���W�K�H���E�D�U�U�L�H�U�V���W�R���3�&�&���L�Q���G�D�L�O�\���S�U�D�F�W�L�F�H�" 

���� �&�D�Q���\�R�X���U�H�P�H�P�E�H�U���D���W�L�P�H���\�R�X���P�D�G�H���F�K�D�Q�J�H�V���L�Q���S�U�D�F�W�L�F�H�"���:�K�D�W���Z�R�U�N�H�G��

�D�Q�G���G�L�G���Q�R�W�����D�Q�G���Z�K�\�"���
�*�L�Y�H���H�[�D�P�S�O�H�V�
 

���� �:�K�D�W���F�K�D�Q�J�H�G���L�Q���W�K�H���T�X�D�O�L�W�\���R�I���3�&�&���Z�L�W�K���F�R�Y�L�G�"���
�2�Q�O�\���D�V���D���T�X�H�V�W�L�R�Q���L�I��

�Q�R�W���P�H�Q�W�L�R�Q�H�G�
 

���� �,�Q���D���S�H�U�I�H�F�W���Z�R�U�O�G�����Z�K�D�W���Z�R�X�O�G���\�R�X���F�K�D�Q�J�H�" 

 

As per Charmaz, interviews serve the objective of "acquiring information using 

participants' expressions, where circumstances prompt the emergence of specific 

details" (Charmaz 2006 : 25). After the first few interviews, I changed the way I 

approached participants, specifically when asking about their experiences and 

understanding of PCC so as not to seem judgmental and to break the gap, or barrier 

between researcher and participant. I found that it helped me connect with them, and 

participants did not feel like they were being watched, studied, or assessed as they are 

used to in care settings. Hence, participants were prompted using open-ended 

�T�X�H�V�W�L�R�Q�V���V�W�D�U�W�L�Q�J���Z�L�W�K���³�7�H�O�O���P�H���D�E�R�X�W�«�´�����&�K�D�U�P�D�]�������������� 

�0�H�P�R���D�E�R�X�W���K�R�Z���W�R���D�V�N���3�&�&���T�X�H�V�W�L�R�Q������������������������ 

�&�K�D�Q�J�H���W�K�H���Z�D�\���,���D�V�N���W�K�H���T�X�H�V�W�L�R�Q���D�E�R�X�W���3�&�&���±���W�R���V�H�H���L�I���S�D�U�W�L�F�L�S�D�Q�W�V��

�Z�L�O�O�� �U�H�O�D�W�H�� �E�H�W�W�H�U�� �W�R�� �3�&�&�� �D�V�� �D�Q�� �D�F�W�L�R�Q�� �D�Q�G�� �Q�R�W�� �D�V�� �W�K�H�� �W�K�H�R�U�\���� �W�K�H�� �F�D�U�H��

�S�O�D�Q�V�����R�U���W�K�H���3�H�U�V�R�Q���F�H�Q�W�U�H�G���V�R�I�W�Z�D�U�H�����D�V�N�L�Q�J���³�Z�K�D�W���G�R���\�R�X���X�Q�G�H�U�V�W�D�Q�G�´��

�V�R�X�Q�G�V���O�L�N�H���D���&�4�&���L�Q�V�S�H�F�W�L�R�Q�������$�O�V�R�����S�D�U�W�L�F�L�S�D�Q�W�V���K�D�Y�H���E�H�H�Q���X�V�L�Q�J���W�K�H��

�W�H�U�P���³�\�R�X���N�Q�R�Z�´���D���O�R�W���O�L�N�H���,���D�P���V�X�S�S�R�V�H�G���W�R���N�Q�R�Z���Z�K�D�W���W�K�H�\���Z�L�O�O���V�D�\���Q�H�[�W����

�R�U�� �L�W�� �V�H�H�P�V�� �W�K�H�\�� �D�U�H�� �Q�R�W�� �V�R�� �V�H�F�X�U�H�� �L�Q�� �W�K�H�L�U�� �D�Q�V�Z�H�U�V�� �D�Q�G���Z�D�Q�W�� �P�\��

�D�S�S�U�R�Y�D�O�����,���Z�R�Q�G�H�U���L�I���L�W�
�V���P�\���W�H�F�K�Q�L�T�X�H���R�U���W�K�H���Z�D�\���W�K�D�W���,�
�P���V�S�H�D�N�L�Q�J���W�R��

�W�K�H�P���W�K�D�W���E�U�L�Q�J�V���W�K�D�W���R�X�W���L�Q���W�K�H�P�� 

 

Active participation and attentive listening are crucial elements in the interviewing 

process. Researchers should engage actively by paying close attention to participants' 

language and constructing research questions based on the evolving linguistic 

expressions (Charmaz 2006, 2014, 2017). This proved significant during the 
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interviews. Upon reviewing transcripts and listening to the audio recordings at the initial 

stages of data collection, I noted nuances in participants' responses, particularly the 

�I�U�H�T�X�H�Q�W�� �X�V�H�� �R�I�� �W�K�H�� �W�H�U�P�� �µ�\�R�X�� �N�Q�R�Z�¶�� �W�K�U�R�X�J�K�R�X�W�� �W�K�H�� �L�Q�W�H�U�Y�L�H�Z�V���� �$�I�W�H�U�� �U�H�I�O�H�F�Wion, I 

recognised my lack of understanding regarding the specific meaning participants 

attributed to the term. This reflection led me to consider the possibility that participants 

might have encountered challenges articulating their thoughts, potentially due to 

perceiving me as a researcher or an authority figure. Subsequent exploration, including 

references to other works (Wepa 2016; Wepa and Wilson 2019) and discussions with 

�P�\�� �P�H�Q�W�R�U���� �K�L�J�K�O�L�J�K�W�H�G�� �&�K�D�U�P�D�]�
�V�� �L�Q�V�L�J�K�W�V�� �W�K�D�W�� �W�K�H�� �W�H�U�P�� �µ�\�R�X�� �N�Q�R�Z�¶�� �L�V�� �D�� �S�U�H�Y�D�O�H�Q�W 

verbal placeholder that participants often employ when they encounter difficulty in 

expressing an experience and want the interviewer's agreement regarding the subject 

under discussion (Charmaz and Belgrave 2012). After the first few interviews, as I 

bega�Q���W�R���I�H�H�O���P�R�U�H���F�R�P�I�R�U�W�D�E�O�H�����,���F�R�X�O�G���V�D�\�����³�&�D�Q���\�R�X���H�[�S�D�Q�G�"�´���R�U���³�&�D�Q���\�R�X���W�H�O�O���P�H��

�P�R�U�H���D�E�R�X�W�«�"�´���W�R���K�H�O�S���S�D�U�W�L�F�L�S�D�Q�W�V���I�H�H�O���V�H�F�X�U�H���L�Q���W�K�H�L�U���D�Q�V�Z�H�U�V���� 

As the data analysis unfolded, I aimed to diversify the sample by involving care 

assistants. This decision was motivated by a desire to gain insights into their 

perspectives on PCC, comparing their understanding with that of staff in 

leadership/managerial roles. This type of sampling approach falls under the category 

of theoretical sampling, wherein I sought participants who could provide valuable 

insights aligned with the existing data. This was particularly important because 

participants who held leadership/managerial roles were telling me that care assistants 

were the ones who knew residents on a much deeper level; they would spend more 

time with them, and so they would probably have a better or a different understanding 

of what PCC means to them.  

Another important round of theoretical sampling was when I tried to recruit participants 

who had used or had been trained to use DCM. I wanted to know their understanding 

of not only what PCC means but what they thought of the categories that I discovered 

through interviewing other participants. Through the analysis and data collection, in 

GT, there is a need to refrain from imposing predetermined concepts and theories onto 

the data being collected. As a result, we keep following ideas and theories within the 

data (Charmaz 2014).   
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Table 5: Characteristics of participants included 

Theoretical 
sampling  

Participant 
number  

Role  Current 
work 

setting  

Experience 
using DCM  

1 1 Care 
assistant 

Nursing 
home, 

dementia 
unit 

No 

1 2 Registered 
care home 
manager 

Residential 
care home 

(elderly 
and 

dementia 
care) 

No 

1 3 Registered 
care home 
manager 

Residential 
care home 

(elderly 
and 

dementia 
care) 

No 

1 4 Registered 
nurse 
(night 
shifts) 

Nursing 
home 

(elderly 
and 

dementia 
care) 

No 

1 5 Registered 
nurse 

manager 

Nursing 
home 

(elderly 
and 

dementia 
care) 

No 

1 6 Registered 
nurse 

manager 

Care home 
with 

nursing 
(elderly 

and 
dementia 

care) 

No 
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Theoretical 
sampling  

Participant 
number  

Role  Current 
work 

setting  

Experience 
using DCM  

1 7 Registered care 
home manager 

Residential 
care home 
(elderly and 

dementia 
care) 

Yes 

1 8 Registered care 
home manager 

Residential 
care home 
(elderly and 

dementia 
care unit) 

Yes 

2 9 Clinical 
compliance 

officer 

Residential 
Care 

Yes 

2 10 Senior care 
assistant 
manager 

Residential 
care home 
(elderly and 

dementia 
care) 

No 

2 11 Registered care 
home manager 

Residential 
care home 
(elderly and 

dementia 
care 

Yes 

2 12 Peer support 
worker 

Older Adult 
Mental 

Health team 

Yes 
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Theoretical 
sampling  

Participant 
number  

Role  Current 
work 

setting  

Experience 
using DCM  

2 13 Clinical team 
leader, non-

medical 
prescriber, and 

registered 
mental health 

nurse 

NHS 
Community 

Mental 
health 

Yes 

1 14 Senior 
occupational 

therapist 

Residential 
care home 
(elderly and 

dementia 
care) 

No 

1 15 Clinical Unit 
Lead Manager 

Residential 
care home 
(elderly and 

dementia 
care) 

No 

 

Table Five provides details about the final sample of participants and the theoretical 

sampling round from which each participant was recruited. A total of 15 health and 

social care staff members participated in the study. The table outlines the current 

professional roles of each participant, which include six registered care home 

managers, two registered nurse managers, one registered night nurse, one care 

assistant, one clinical compliance officer, one senior care assistant manager, one peer 

support worker, one clinical team leader who is also a registered mental health nurse, 

one senior occupational therapist, and one clinical unit lead manager. Additionally, the 

table highlights the work settings of each participant: 12 participants work in dementia 

care settings, while three participants work in older adult care. Regarding previous 

experience with DCM prior to the study, only six participants had received training in 

DCM and/or were currently using DCM. To the best of my knowledge, no staff have 

ever been subjected to mapping before as the person being observed. One participant 
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explains how she now uses the experience of being trained in DCM to observe what is 

happening in her care home, without necessarily mapping.  

I mean we do observations. We do observations with care staff as well. So 

obviously observing what they're doing practice but also and it's then giving 

them feedback on what you've observed as well as having one to one meetings, 

as well. (Participant 7)  

4.4.3 Coding  

In line with GT, two important premises need to be kept in mind: (1) a concept is 

everything that can explain or describe the meaning, and (2) data analysis should 

always relate to the research question and research aims (Birks and Mills 2022). With 

this, it is important to always go back to what we need to know so that data analysis 

�G�R�H�V�� �Q�R�W�� �J�H�W�� �R�Y�H�U�Z�K�H�O�P�L�Q�J�� �D�Q�G�� �Z�H�� �G�R�� �Q�R�W�� �³�J�H�W�� �O�R�V�W�´�� �L�Q�� �W�K�H�� �G�D�W�D�� �Z�L�W�K�R�X�W�� �D�� �V�S�H�F�L�I�L�F��

reason. The topic guide for the study was grounded in the findings from the literature 

review. It was flexible and revised as the interviews occurred, as the analysis was 

grounded in the data. The first step in data analysis from the data generated from the 

interviews is initial open coding. Charmaz states that coding for actions using gerunds 

(verbs used as nouns to describe action processes, such as eating, sleeping, and 

doing) helps to identify processes within the data (Charmaz 2006, 2014; Birks and Mills 

2022). This helps to ask the questions of why, what, and how care staff perceived PCC 

approaches in practice. Glaser (1978) introduced the concept of in vivo codes (Glaser 

�������������� �Z�K�H�U�H�� �R�Q�H�� �R�I�� �W�K�H�� �V�W�X�G�\�¶�V�� �S�D�U�W�L�F�L�S�D�Q�W�V�� �S�U�R�S�R�V�H�G�� �W�K�H�� �Q�D�P�H�� �I�R�U�� �D�� �F�R�G�H�� ���I�R�U��

�H�[�D�P�S�O�H���� �L�W�¶�V�� �D�E�R�X�W�� �W�K�H�� �S�H�U�V�R�Q������ �$�Q�D�O�\�V�L�Q�J�� �W�U�D�Q�V�F�U�L�S�W�V�� �R�I�� �W�K�H�� �G�D�W�D�� �L�V���G�R�Q�H���L�Q�� �V�H�Y�H�U�D�O��

steps (Charmaz 2014 : 125) 

���� �%�U�H�D�N�L�Q�J���X�S���W�K�H���G�D�W�D���L�Q�W�R���S�D�U�W�V���R�U���S�U�R�S�H�U�W�L�H�V�� 

���� �'�H�I�L�Q�L�Q�J���W�K�H���D�F�W�L�R�Q�V���R�Q���Z�K�L�F�K���W�K�H�\���U�H�V�W�� 

���� �/�R�R�N�L�Q�J���I�R�U���W�D�F�L�W���D�V�V�X�P�S�W�L�R�Q�V�� 

���� �(�[�S�O�L�F�D�W�L�Q�J���L�P�S�O�L�F�L�W���D�F�W�L�R�Q�V���D�Q�G���P�H�D�Q�L�Q�J�V�� 

���� �&�R�P�S�D�U�L�Q�J���G�D�W�D���Z�L�W�K���G�D�W�D�����F�R�Q�V�W�D�Q�W���F�R�P�S�D�U�D�W�L�Y�H���D�Q�D�O�\�V�L�V���� 

6. �,�G�H�Q�W�L�I�\���J�D�S�V���L�Q���W�K�H���G�D�W�D�� 

During initial coding (Figure 9 and appendix three), while we can code line-by-line or 

word-by-word, for this study, I coded line by line during the initial coding process, 

coding by actions, gerunds and/or �Z�R�U�G�V���H�Q�G�L�Q�J���L�Q���³�L�Q�J�´����Regardless, in the initial stage 
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of coding, open coding, the main objective is to keep open to all conceivable 

explanations that data might lead us to (Charmaz 2006, 2014). The goal is to keep as 

close to the data as possible and open to new interpretations. After initial or open 

coding, data analysis moves on to focused coding (Figure 10), which helps us to 

examine initial codes, compare data with data, and develop the more salient codes 

from the initial coding by questioning the relationship in the data and finding analytical 

sense in the data (Charmaz 2014). 

Figure 9: Examples of initial coding 

 

 

 

Another type of coding practice, moving to focused coding and theoretical coding, is 

coding incident with incident. This means checking for similarities or dissimilarities 

when coding and comparing incidents or observations in the data (Charmaz 2014). 

Coding text sections, instead of solely line-by-line, helps preserve meaning from the 

original data source (Gibbs 2018). This allows us to compare data and go back and 

forth between the data to find similarities and differences (for this study, after the initial 
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coding, I coded specific incidents by incident and by text sections). This phenomenon 

of going back and forth with the data is the constant comparative method (analysis). 

This concept was developed in the early versions of GT by Glaser and Strauss (1967) 

to identify commonalities and differences in the data gathered using an inductive 

approach. The aim is to develop analytical insights as we compare data with data, 

codes with codes, codes with categories, categories with categories, and categories 

with concepts. This is an important aspect of the method that distinguishes GT from 

other qualitative methods (Glaser and Strauss 1967; Charmaz 2006,2014). This 

process should be undertaken in the early stages of data collection, with the help of 

memo writing to assist with reflections about the data and the development of the 

theory. CGT allows codes to be created and emerged from the interaction with, and 

asking questions (why, how, what is the connection) from, the data (Charmaz 2014). 

Theoretical coding allows the researcher to gather focused codes, develop possible 

relationships between possible categories and helps us move the data into a 

theoretical, analytical theory (Charmaz 1990, 2006, 2014). Throughout the study, 

NVivo version 12 was used to data storage, initial coding, constant comparative 

analysis, and the creation of memos and theory building (Houghton et al. 2017; 

Bazeley 2021; Mortelmans 2019). This software helped to keep all the data in one 

place, making it easier to access, analyse, listen to audio recordings, and link memos 

to specific codes for reflection and conceptualisation (Appendix Three). 
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Figure 10: Examples of early focused coding and line-by-line coding 

 

 

4.5. Criteria for evaluating Grounded Theory  

There are several evaluation criteria for doing a GT study. According to Glaser (Glaser 

1978), one has to check for fit, work relevance, and modifiability to evaluate how a 

theory is developed. Using CGT, I focus on Charmaz's evaluation criteria: originality, 

credibility, resonance, and usefulness (Charmaz 2014). 
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4.5.1. Originality  

Categories must offer new insights into the topic being studied as part of this PhD; in 

this case, the categories provide original observations and understanding of how care 

home staff perceive PCC in practice. This analysis provides a conceptual interpretation 

of the participants' experience and explains the reality of applying PCC into practice. 

4.5.2. Credibility  

To keep the credibility of the research study, one must evaluate the research methods 

employed in the study and the availability to support claims (Wepa 2016). To do so, I 

collected data from the participants through interviews. I used reflective memoing 

throughout the study, coding interviews and memos to gather valuable, credible 

information for the development of the theory. In addition, I had mentoring sessions 

from a grounded theorist that helped me reflect on the data analysis process theory 

development and overall research reflexivity. These sessions occurred throughout the 

data collection period and continued during the analysis of the data and thesis writing; 

they consisted of individual sessions outside the scope of the advisory group and 

supervision sessions and were conducted face-to-face (two sessions) and online 

(seven sessions) each session lasted between one hour and one hour and 30 minutes. 

I will continue to have these mentoring sessions even after the doctoral degree is 

finished to continue improving the methodology. 

I wrote memos about the interviews and my first thoughts on data analysis. I listened 

and re-listened to the interviews and read the transcript many times to ensure I was 

immersed in the data. After the initial codes, I stayed as close as possible to the data 

while doing focused coding and building possible categories. Here are two examples 

of research reflexivity that I wrote after the interviews as reflective practice: 

Memo 10.03.23 

I have spoken a lot in the first few interviews, and I may not have given participants 

space to answer freely. I also realised that I should change my topic guide a bit to 

�E�H���P�R�U�H���J�U�R�X�Q�G�H�G���L�Q���D���F�R�Q�V�W�U�X�F�W�L�Y�H���J�U�R�X�Q�G�H�G���W�K�H�R�U�\���V�W�X�G�\�����I�R�U���H�[�D�P�S�O�H�����X�V�L�Q�J���³�W�H�O�O��
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�P�H���D�E�R�X�W���W�K�L�V���D�Q�G���W�H�O�O���P�H���D�E�R�X�W���W�K�D�W�´���D�Q�G���O�H�W���S�D�U�W�L�F�L�S�D�Q�W�V���H�[�S�D�Q�G���D�Q�G���V�H�H���L�I���W�K�H�\���Z�L�O�O��

answer my questions and if not then ask them. 

 

Memo 04.04.23 (from interview 5)  

I enjoyed this interview; the conversation flowed even though I still had questions 

about the script. It was easy to pick up, you know, pick up on things that the 

participant has said that are still going to be meaningful. I wonder if it's because she 

works in [place name]. Maybe social care works differently in [place name], but it 

would be amazing to have more participants from [place name], and, specifically, 

participants that work in smaller care homes; I feel like that's what the participants 

said: in smaller care homes, it's easier to make culture change because you know 

the staff know each other and the staff and the residents know each other there's not 

a lot of different staff that keep coming in and out so it would be great to have more 

participants who work in this type of setting. 

 

4.5.3. Resonance  

This criterion reflects the meaning of the categories and theory of the data, as per 

reflecting the participant's experience. In the case of this study, will the theory resonate 

and make sense with the participants? For example, while having advisory group 

meetings, I was able to bring tentative codes and explanations to the members of the 

advisory group, who are end users of DCM and promote and implement PCC in their 

daily practice. This helped to conceptualise my ideas and made sure that my reasoning 

behind the codes was correct, or rather, it made sense to them in practice. The co-

�F�R�Q�V�W�U�X�F�W�L�R�Q���R�I���F�R�G�H�V���D�Q�G���H�P�H�U�J�L�Q�J���W�K�H�R�U�\���U�H�I�O�H�F�W�V���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�¶�V���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I��

PCC and how it is implemented in practice, as using theoretical sampling allowed for 

the emergent codes to be integrated into the interviews, and participants could provide 

their understanding, experiences, and opinions on the emergent theory. 
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4.5.4. Usefulness  

The main goal of this criteria is to offer a theory that can be used and interpreted by 

people in their everyday worlds (Charmaz 2006, 2014). In the upcoming sections, I will 

explore the emerging theory and the subsequent value of understanding PCC with the 

voices of care staff. Subsequently, the findings will contribute to new knowledge in this 

area, spark further contribution of further research and help DCM end users in practice. 

4.6. Ethical considerations  

Ethics approval was granted by the Chair of the Humanities, Social and Health 

Sciences Research Ethics Panel at the University of Bradford on 02/02/23 (see 

appendix 16). Relevant information, including a participant information sheet and study 

flyer, was provided to individuals before consenting to involvement in this study (see 

appendices four and five). Only those who expressed interest in participating were 

contacted to provide further details about the study and to clarify questions/concerns. 

Participants were informed they could withdraw at any time without providing any 

explanations, as participation was completely voluntary. Where data have been 

anonymised and shared, withdrawal of data was not possible, however, no participant 

decided to withdraw before or after the interviews took place. 

If participants were interested in participating in the project, a consent form was sent 

to them (Appendix four). Consent forms were sent via email. In addition to written 

consent, verbal consent was obtained immediately before the interview started. There 

were no disadvantages or risks associated with participation in this study. However, if 

participants felt distressed, or I noticed signs of distress, the interview would be 

stopped and resumed later, or participants could withdraw at any time. Participants 

received a certificate of participation that can be used as evidence of their engagement 

in research. 

4.6.1. Confidentially, data protection and data storage  

Measures were implemented to ensure that participants could not be identified from 

either data collection or dissemination of findings, and the information they provided 

remained confidential. 

�x Numbers were given to participants (e.g., Participant Three) and were used in all 

data and within future publications or presentations related to the data whenever 



 94 

necessary. Participants' consent was requested to use any quotations as data, 

even if anonymised (Appendix four). 

�x The University of Bradford data management policy was followed for all the study 

data. 

�x Interview data was anonymised, transcribed, and analysed using CGT. The data 

was only reviewed by the students and supervisors for analysis and monitoring. 

Only myself (the student) and my supervisors were allowed to access the 

anonymised data (e.g., open access data authorisation was required). All data was 

stored separately from participants' details to comply with the Data Protection Act 

2018. 

�x For the interviews that were not automatically recorded by online software, such as 

Microsoft Teams, audio recordings were made using my password-protected 

mobile phone. After the interview, the audio file was transferred to a password-

protected computer and deleted from my device. 

�x Electronic data/records, interview transcripts, and audio/video files were encrypted 

and stored on a password-protected computer. 

�x After the PhD is completed, all audio and video files will be deleted, and only 

encrypted and anonymised transcription records will be forwarded to the 

supervisors to be kept for future research purposes if needed.
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4.7. Findings : A process model of promoting and understanding person -

centred care in residential care  

4.7.1. Introduction  

�7�K�H�� �R�E�M�H�F�W�L�Y�H�� �R�I�� �W�K�L�V�� �V�W�X�G�\�� �Z�D�V�� �W�R�� �I�R�U�P�X�O�D�W�H�� �D�� �W�K�H�R�U�H�W�L�F�D�O�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I�� �W�K�H��

�S�H�U�V�S�H�F�W�L�Y�H�V�����H�[�S�H�U�L�H�Q�F�H�V���D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���F�D�U�H���K�R�P�H���V�W�D�I�I���D�Q�G���'�&�0���P�D�S�S�H�U�V���L�Q��

�L�P�S�O�H�P�H�Q�W�L�Q�J�� �3�&�&���� �7�K�H�� �V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���D�U�H�� �R�X�W�O�L�Q�H�G�� �L�Q�� �W�K�U�H�H�� �V�X�E���F�D�W�H�J�R�U�L�H�V���� �L����

�I�R�U�P�X�O�D�W�L�Q�J�� �F�D�U�H�� �S�O�D�Q�V���� �L�L�����Y�D�O�X�L�Q�J�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O�����D�Q�G�� �L�L�L�����E�H�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G��

�D�Q�G���G�R�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H�����$�O�O���F�R�Q�W�U�L�E�X�W�H���W�R�� �W�K�H���F�R�U�H���W�K�H�R�U�\���R�I���6�W�U�X�J�J�O�L�Q�J���W�R��

�&�R�Q�Q�H�F�W�����)�L�J�X�U�H���������� 

�)�L�J�X�U�H���������G�H�V�F�U�L�E�H�V���W�K�H���S�U�R�F�H�V�V���P�R�G�H�O���R�I���W�K�H���P�D�L�Q���F�D�W�H�J�R�U�\���V�W�U�X�J�J�O�L�Q�J���W�R���F�R�Q�Q�H�F�W����

�7�K�H�� �P�D�L�Q�� �F�D�W�H�J�R�U�\�� �S�R�V�V�H�V�V�H�V�� �W�K�U�H�H�� �V�X�E�F�D�W�H�J�R�U�L�H�V�����7�K�H�V�H�� �V�X�E���F�D�W�H�J�R�U�L�H�V�� �D�Q�G�� �W�K�H��

�S�U�R�F�H�V�V�H�V���L�Q�V�L�G�H���H�D�F�K���V�X�E���F�D�W�H�J�R�U�\���H�[�S�O�D�L�Q���K�R�Z���V�W�D�I�I���X�Q�G�H�U�V�W�D�Q�G���D�Q�G���S�U�R�P�R�W�H���3�&�&��

�L�Q���S�U�D�F�W�L�F�H�����,�Q���W�K�H���)�L�J�X�U�H�����Z�H���F�D�Q���V�H�H���W�K�D�W���W�K�H���V�X�E���F�D�W�H�J�R�U�L�H�V���D�U�H���U�H�O�D�W�H�G���W�R���H�D�F�K���R�W�K�H�U��

�D�Q�G���W�K�D�W���Q�R���V�X�E���F�D�W�H�J�R�U�\���L�V���X�Q�L�T�X�H���L�Q���L�W�V�H�O�I�����)�R�U���H�[�D�P�S�O�H�����Y�D�O�X�L�Q�J���W�K�H�� �L�Q�G�L�Y�L�G�X�D�O���L�V��

�F�R�Q�Q�H�F�W�H�G���W�R���E�H�L�Q�J���D�Q�G���G�R�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H���D�Q�G���W�K�H���S�U�R�F�H�V�V���R�I���³�L�W�¶�V���W�K�H���O�L�W�W�O�H��

�W�K�L�Q�J�V�´�����9�D�O�X�L�Q�J�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O���L�V�� �D�� �F�D�W�H�J�R�U�\�� �L�Q�� �L�W�V�H�O�I�� �E�H�F�D�X�V�H�� �W�K�H�U�H�� �L�V�� �H�Q�R�X�J�K��

�H�Y�L�G�H�Q�F�H���W�K�D�W���H�P�H�U�J�H�G���I�U�R�P���W�K�H���G�D�W�D���W�K�D�W���L�W���L�V���S�R�Z�H�U�I�X�O���R�Q���L�W�V���R�Z�Q���W�R���V�W�D�Q�G���D�V���D���V�X�E��

�F�D�W�H�J�R�U�\�� �D�O�R�Q�H���� �$�Q�R�W�K�H�U�� �H�[�D�P�S�O�H�� �R�I�� �W�K�L�V�� �L�V�� �W�K�H�� �S�U�R�F�H�V�V�� �R�I���E�H�L�Q�J�� �D�E�R�X�W�� �W�K�H�� �S�H�U�V�R�Q����

�Z�K�L�F�K���L�V���F�R�Q�Q�H�F�W�H�G���W�R���Y�D�O�X�L�Q�J���W�K�H���L�Q�G�L�Y�L�G�X�D�O���E�X�W���L�V���D���S�U�R�F�H�V�V���L�Q�V�L�G�H���W�K�H���V�X�E���F�D�W�H�J�R�U�\��

�R�I���I�R�U�P�X�O�D�W�L�Q�J���F�D�U�H���S�O�D�Q�V�����)�X�U�W�K�H�U���F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���W�K�H���G�D�W�D���W�R���F�U�H�D�W�H���D���W�K�H�R�U�H�W�L�F�D�O��

�I�U�D�P�H�Z�R�U�N���D�Q�G���D�� �S�U�R�F�H�V�V�� �P�R�G�H�O�� �R�I�� �K�R�Z�� �V�W�D�I�I�� �X�Q�G�H�U�V�W�D�Q�G�� �D�Q�G�� �S�U�R�P�R�W�H�� �3�&�&�� �Z�L�O�O�� �E�H��

�H�[�S�O�D�L�Q�H�G�� �L�Q�� �G�H�W�D�L�O�� �L�Q�� �W�K�H�� �Q�H�[�W�� �V�H�F�W�L�R�Q�� ���$�� �J�U�D�S�K�L�F�D�O�� �R�Y�H�U�Y�L�H�Z�� �R�I�� �W�K�H�� �L�Q�L�W�L�D�O��

�F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���L�V���L�Q���$�S�S�H�Q�G�L�[������������
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Figure 11: A CGT study of promoting and understanding PCC 
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4.7.2. Conceptualisation  

�$�W�� �W�K�H�� �R�Q�V�H�W�� �R�I�� �W�K�H�� �L�Q�W�H�U�Y�L�H�Z�V���� �S�D�U�W�L�F�L�S�D�Q�W�V�� �Z�H�U�H�� �D�V�N�H�G���D�E�R�X�W�� �W�K�H�L�U�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I��

�3�&�&���� �7�K�L�V�� �W�X�U�Q�H�G�� �R�X�W�� �W�R�� �E�H�� �D���F�U�X�F�L�D�O���T�X�H�V�W�L�R�Q�� �I�R�U�� �W�K�H�� �I�R�O�O�R�Z�L�Q�J�� �L�Q�W�H�U�Y�L�H�Z�V�� �D�Q�G��

�F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���W�K�H���G�D�W�D�����D�V���,���Z�L�O�O���G�H�W�D�L�O���O�D�W�H�U�����,�W���S�U�R�Y�L�G�H�G���D�Q���L�Q�V�L�J�K�W���L�Q�W�R���D���F�O�H�D�U��

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�Q�G���P�L�V�F�R�Q�F�H�S�W�L�R�Q�V���V�X�U�U�R�X�Q�G�L�Q�J���W�K�H���F�R�Q�F�H�S�W���R�I���3�&�&���L�Q���S�U�D�F�W�L�F�H���� 

�%�\���U�H�F�R�J�Q�L�V�L�Q�J���W�K�D�W���W�K�H���R�Y�H�U�D�O�O���Q�D�W�X�U�H���D�Q�G���L�Q�G�X�F�W�L�Y�H���S�U�R�F�H�V�V���R�I���&�*�7���L�Q�Y�R�O�Y�H���I�R�O�O�R�Z�L�Q�J��

�W�K�H���O�H�D�G���L�Q���W�K�H���G�D�W�D�����V�X�E�V�H�T�X�H�Q�W���L�Q�W�H�U�Y�L�H�Z�V���Z�H�U�H���F�R�Q�G�X�F�W�H�G���E�D�V�H�G���R�Q���W�K�H���L�Q�L�W�L�D�O���F�R�G�H�V��

�D�Q�G���F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���W�K�H���G�D�W�D�����,�Q�L�W�L�D�O���F�R�G�H�V���U�H�O�D�W�L�Q�J���W�R���S�D�U�W�L�F�L�S�D�Q�W�V�¶���X�Q�G�H�U�V�W�D�Q�G�L�Q�J��

�R�I���3�&�&�����V�W�D�W�H�P�H�Q�W�V���R�I���P�H�D�Q�L�Q�J�����Z�H�U�H���F�R�Q�V�R�O�L�G�D�W�H�G���L�Q�W�R���I�R�F�X�V�H�G���F�R�G�H�V�����D�Q�G���I�R�F�X�V�H�G��

�F�R�G�H�V���Z�H�U�H���F�R�Q�F�H�S�W�X�D�O�L�V�H�G���L�Q���F�D�W�H�J�R�U�L�H�V���E�\���F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���W�K�H���G�D�W�D���� 

4.7.2.1. Sub-category:  Formulating Care Plans  

Formulating care plans  emerged as a category and a process of participants' 

promoting and understanding of what PCC is in practice. This code emerged from the 

initial coding of early interviews, but as I began to build relationships with the data, I 

realised that care home staff focused a lot on the creation of care plans for residents 

as their understanding and promotion of PCC. Notably, as the conceptualisation of the 

data started to form, data centred around being about the person, which consistently 

tied back to the structure and organisation of care plans in practice. This aspect falls 

under the sub-category of formulating care plans due to substantial evidence linking 

the incorporation of PCC principles into practical implementation, notably with writing 

the care plans. We can note that the reliance on paperwork, as being person-centred, 

was a significant aspect of their approach.  

Participants explained that PCC involves the way the care plans are formulated in an 

individual, personal way for each resident. At the outset of this study, during data 

collection and the initial coding phase, I did not initially consider the concept of care 

plans as a central code for promoting and comprehending PCC. However, as I 

progressed, conducting comparisons between various interviews and continuously 

collecting data while engaging in memo writing, the significance of formulating care 

plans  emerged as a code.  

Connecting PCC with care plans was especially evident among study participants who 

held managerial roles in care homes. The participants discussed how adopting a 
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person-centred approach involved the formulation of care plans and highlighted that 

these plans served to foster PCC among both the residents and the staff. During the 

constant comparative process of GT and data analysis, memo writing helped to reflect 

and explain the codes that emerged from the data. Conditions that contributed to the 

sub-category of formulating care plans  were being about the person and being 

absorbed in paperwork (Figure 12). 

Figur e 12: Sub-category overview: Formulating care plans 

 

Here is an example of an early memo of the data analysis before getting from focused 

code to sub-category �± formulating care plans . 

Memo 28/04 

Interesting that so far, all the participants mention care plans as part of what 

PCC is. In the next couple of interviews, I need to ask about the care plans in 

more detail. More information about who is involved in them?  

For example, Participant Four underscores their focus on individualised care plans, 

considering residents' preferences and challenges, stressing the importance of some 

personalisation to meet unique needs.  

Interviewer:  

 Tell me about person-centred care. 
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Hmm, that everything we do is based around the individual resident. Taking 

into account all their likes and all their problems so that every care plan  is 

different it's personal to them, and we get to learn more about them so that we 

can meet their needs better (Participant 4)  

Participant Three, as a manager, was perceived to be constantly promoting PCC, 

emphasising individualised interactions and wanting residents to avoid the feeling of 

being institutionalised, even in the arrangement of spaces for a homely atmosphere. 

Interviewer   

And do you have any experience in promoting person-centred care to your 

staff as a manager? 

All the time. 

All the time. You know, we pride ourselves on our care plans . We talk to the 

�V�W�D�I�I���D�Q�G���J�R�����\�R�X���N�Q�R�Z�����L�W�¶�V���M�X�V�W���D�E�R�X�W, like, the terminology that you use of 

people like, just because you're one way with one person doesn't necessarily 

mean you'll be the same with that other person. We are very big on not being 

institutionalised. It's even down to how we have our, like, our Orangery area. 

We don't have, like, we don't have the chairs lined up. We have them like, so 

it's homely, because if you went in your own home, would you have everything 

lined up? (Participant 3)  

As we see from participants three and four, the use of the care plan as the primary 

medium for understanding PCC can raise some questions about how true PCC is being 

promoted in practice. 

Being about the person was a process that emerged that contributed to formulating 

care plans , as well as staff understanding of PCC in practice. Being about the person 

describes the dynamic of how care plans are formulated and how understanding and 

promoting PCC is done in practice. Focusing on the individual is a positive aspect of 

both formulating care plans and implementing PCC in practice. This highlights the 

importance of care home managers and staff on the floor in comprehending the 

person's values and needs to create optimal PCC plans. It stresses the idea that for 

care staff to develop effective PCC plans, they must have a deep understanding of the 

individual's values and needs throughout the entire process. Being about the person 
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is not only a crucial aspect of care planning but is also embedded in the staff's 

comprehension that PCC involves knowing the unique aspects of each resident, being 

attuned to their preferences, and respecting their choices.  

�)�R�U���H�[�D�P�S�O�H�����3�D�U�W�L�F�L�S�D�Q�W���2�Q�H���H�P�S�K�D�V�L�V�H�G���W�K�D�W�����L�Q���W�K�H�L�U���Y�L�H�Z�����3�&�&���L�V�����V�L�P�S�O�\���S�X�W�����³�D�E�R�X�W��

�W�K�H���L�Q�G�L�Y�L�G�X�D�O�´�����:�K�H�Q���D�S�S�O�\�L�Q�J���W�K�L�V���F�R�Q�F�H�S�W���L�Q���D���F�D�U�H���V�H�W�W�L�Q�J�����W�K�H�\���D�V�V�R�F�L�D�W�H�G���L�W���Z�L�W�K��

�K�R�Z���F�D�U�H���S�O�D�Q�V���D�U�H���R�U�J�D�Q�L�V�H�G���� 

It's about the person and I mean, but I simplify things quite a lot. But,n when 

you go into care, when you're doing it practically, I think of it as the way the 

care plans are organised, they're about the person. (Participant 1)  

�3�D�U�W�L�F�L�S�D�Q�W�� ������ �H�[�S�O�D�L�Q�H�G�� �W�K�D�W�� �F�D�U�H�� �S�O�D�Q�V�� �L�Q�F�O�X�G�H�� �G�H�W�D�L�O�H�G�� �V�H�F�W�L�R�Q�V�� �F�R�Y�H�U�L�Q�J�� �Y�D�U�L�R�X�V��

�D�V�S�H�F�W�V�� �R�I�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O�
�V�� �O�L�I�H���� �V�X�F�K�� �D�V�� �Y�D�O�X�H�V���� �E�H�O�L�H�I�V���� �K�R�E�E�L�H�V���� �P�R�E�L�O�L�W�\���� �D�Q�G�� �V�O�H�H�S��

�S�D�W�W�H�U�Q�V�����7�K�L�V���F�R�P�S�U�H�K�H�Q�V�L�Y�H���G�R�F�X�P�H�Q�W���H�Q�V�X�U�H�V���W�K�D�W���H�Y�H�U�\���U�H�O�H�Y�D�Q�W���G�H�W�D�L�O���D�E�R�X�W���W�K�H��

�S�H�U�V�R�Q�� �L�V�� �U�H�F�R�U�G�H�G���� �D�O�O�R�Z�L�Q�J�� �I�R�U�� �S�H�U�V�R�Q�D�O�L�V�H�G�� �D�Q�G�� �W�D�L�O�R�U�H�G�� �F�D�U�H�� �E�D�V�H�G�� �R�Q�� �W�K�H��

�L�Q�G�L�Y�L�G�X�D�O�
�V���X�Q�L�T�X�H���S�U�H�I�H�U�H�Q�F�H�V���D�Q�G���F�K�D�U�D�F�W�H�U�L�V�W�L�F�V�� 

Interviewer  

Hmm, hmm; can you tell me how this concept of person-centred care is 

integrated into, for example, the care plans? 

Oh, it is all written in. Everything is, there are different sections like values, 

beliefs, hobbies, mobility, sleep patterns; you know, some people like to go to 

bed early, some people like to go to bed later; everything is written in there 

about that person. (Participant 10)  

�,�W�
�V���L�P�S�R�U�W�D�Q�W���W�R���D�F�N�Q�R�Z�O�H�G�J�H���W�K�D�W���L�Q���P�\���D�Q�D�O�\�V�L�V�����,���X�V�H���W�K�H���W�H�U�P�����S�H�U�V�R�Q�D�O�L�V�D�W�L�R�Q�����W�R��

�F�K�D�U�D�F�W�H�U�L�V�H���K�R�Z���S�D�U�W�L�F�L�S�D�Q�W�V���S�H�U�F�H�L�Y�H���W�K�H���F�D�U�H���S�O�D�Q�V�����,���E�H�O�L�H�Y�H���W�K�D�W���L�W���L�V���L�P�S�R�U�W�D�Q�W���W�R��

�G�L�V�W�L�Q�J�X�L�V�K�� �E�H�W�Z�H�H�Q�� �S�H�U�V�R�Q�D�O�L�V�D�W�L�R�Q�� �D�Q�G�� �S�H�U�V�R�Q���F�H�Q�W�H�U�H�G�Q�H�V�V���� �3�H�U�V�R�Q�D�O�L�V�D�W�L�R�Q��

�L�Q�Y�R�O�Y�H�V���W�D�L�O�R�U�L�Q�J���F�D�U�H���W�R���L�Q�G�L�Y�L�G�X�D�O���S�U�H�I�H�U�H�Q�F�H�V���D�Q�G���Q�H�H�G�V�����2�O�G�K�D�P���������������*�R�R�G�D�O�O���H�W��

�D�O���� �������������� �Z�K�L�O�H�� �3�&�&�� �H�Q�F�R�P�S�D�V�V�H�V�� �D�� �G�H�H�S�H�U�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �D�Q�G�� �L�Q�W�H�J�U�D�W�L�R�Q�� �R�I�� �W�K�H��

�L�Q�G�L�Y�L�G�X�D�O�
�V���Y�D�O�X�H�V�����S�U�H�I�H�U�H�Q�F�H�V�����D�Q�G���H�[�S�H�U�L�H�Q�F�H�V���L�Q�W�R���H�Y�H�U�\���D�V�S�H�F�W���R�I���F�D�U�H�����.�L�W�Z�R�R�G��

�D�Q�G���%�U�H�G�L�Q���������������.�L�W�Z�R�R�G���������������5�¡�V�Y�L�N���H�W���D�O�����������������%�U�R�R�N�H�U���D�Q�G���/�D�W�K�D�P���������������%�U�R�R�N�H�U��

�D�Q�G���6�X�U�U�����������������7�K�L�V���G�L�V�W�L�Q�F�W�L�R�Q���J�X�L�G�H�G���P�\���G�H�F�L�V�L�R�Q���W�R���L�Q�F�O�X�G�H���W�K�H���V�X�E���F�D�W�H�J�R�U�\���W�L�W�O�H�G��

�9�D�O�X�L�Q�J���W�K�H���,�Q�G�L�Y�L�G�X�D�O���D�V���D���F�R�U�H���F�D�W�H�J�R�U�\���L�Q���P�\���D�Q�D�O�\�V�L�V�����7�K�L�V���V�X�E���F�D�W�H�J�R�U�\���H�P�H�U�J�H�G��

�D�V�� �W�K�H�� �F�H�Q�W�U�D�O�� �F�R�G�H�� �G�X�U�L�Q�J�� �W�K�H�� �F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q�� �R�I�� �W�K�H�� �G�D�W�D���� �K�L�J�K�O�L�J�K�W�L�Q�J�� �W�K�H��
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�V�L�J�Q�L�I�L�F�D�Q�F�H�� �R�I�� �U�H�F�R�J�Q�L�V�L�Q�J�� �D�Q�G�� �K�R�Q�R�X�U�L�Q�J�� �W�K�H�� �X�Q�L�T�X�H�� �L�G�H�Q�W�L�W�\�� �D�Q�G�� �Q�H�H�G�V�� �R�I�� �H�D�F�K��

�S�H�U�V�R�Q���L�Q���W�K�H���F�R�Q�W�H�[�W���R�I���F�D�U�H�� 

�%�H�L�Q�J���D�E�V�R�U�E�H�G���L�Q���S�D�S�H�U�Z�R�U�N���H�P�H�U�J�H�G���D�V���D���S�U�R�S�H�U�W�\���I�R�U���I�R�U�P�X�O�D�W�L�Q�J���F�D�U�H���S�O�D�Q�V�����$�V���D��

�S�U�R�S�H�U�W�\���� �W�K�L�V�� �F�R�G�H�� �G�H�V�F�U�L�E�H�V�� �D�Q�G�� �U�H�S�U�H�V�H�Q�W�V���I�X�Q�G�D�P�H�Q�W�D�O���I�H�D�W�X�U�H�V���D�V�V�R�F�L�D�W�H�G�� �Z�L�W�K��

�K�R�Z���P�D�Q�D�J�H�U�V���D�U�H���L�Q�Y�R�O�Y�H�G���L�Q���S�U�R�P�R�W�L�Q�J���D�Q���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���3�&�&���L�Q�W�R���S�U�D�F�W�L�F�H���D�Q�G��

�K�R�Z���K�D�Y�L�Q�J���W�R���G�R���D���O�R�W���R�I���S�D�S�H�U�Z�R�U�N�����K�D�Y�L�Q�J���W�R���G�R�F�X�P�H�Q�W���H�Y�H�U�\���O�L�W�W�O�H���W�K�L�Q�J���W�K�D�W���W�K�H�\���G�R����

�J�H�W�V���L�Q���W�K�H���Z�D�\���R�I���W�K�H�P���V�S�H�Q�G�L�Q�J���W�L�P�H���Z�L�W�K���W�K�H���U�H�V�L�G�H�Q�W�V�����3�D�U�W�L�F�L�S�D�Q�W���)�R�X�U�����I�R�U���H�[�D�P�S�O�H����

�G�H�V�F�U�L�E�H�V�� �D�� �V�K�L�I�W�� �W�R�� �D�� �F�R�P�S�X�W�H�U���E�D�V�H�G�� �V�\�V�W�H�P�� �I�R�U�� �P�D�Q�D�J�L�Q�J�� �F�D�U�H���U�H�O�D�W�H�G��

�G�R�F�X�P�H�Q�W�D�W�L�R�Q���� �7�K�L�V�� �V�\�V�W�H�P�� �L�Q�F�O�X�G�H�V�� �D�� �F�R�P�S�U�H�K�H�Q�V�L�Y�H�� �S�U�R�F�H�V�V�� �W�K�D�W�� �V�W�D�U�W�V�� �Z�L�W�K�� �D�Q��

�L�Q�L�W�L�D�O���D�V�V�H�V�V�P�H�Q�W���R�I���S�U�R�E�O�H�P�V���D�Q�G���U�L�V�N���D�V�V�H�V�V�P�H�Q�W�V���I�R�U���Q�H�Z���U�H�V�L�G�H�Q�W�V�� 

�,�W�
�V���D�O�O���G�R�Q�H���R�Q���W�K�H���F�R�P�S�X�W�H�U���Q�R�Z�����H�Y�H�Q���W�K�H���F�D�U�H�U�V���K�D�Y�H���O�L�N�H���D���K�D�Q�G�V�H�W���W�K�D�W��

�W�K�H�\���Z�D�O�N���D�U�R�X�Q�G���Z�L�W�K���W�R���W�U�\���D�Q�G���H�O�L�P�L�Q�D�W�H���D�O�O���W�K�H���S�D�S�H�U�Z�R�U�N�����$�Q�G���V�R�����D�V���Q�H�Z��

�U�H�V�L�G�H�Q�W�V���F�R�P�H���L�Q�����W�K�H�\���D�U�H���J�R�L�Q�J���W�R���W�K�L�V���Q�H�Z���V�\�V�W�H�P�����D�Q�G���L�W���V�W�D�U�W�V���Z�L�W�K�����,�
�P��

�G�R�L�Q�J���O�L�N�H���D�Q���D�V�V�H�V�V�P�H�Q�W���R�I���D�O�O���W�K�H���S�U�R�E�O�H�P�V���D�Q�G���U�L�V�N���D�V�V�H�V�V�P�H�Q�W�V�����D�Q�G���W�K�H�Q���L�W��

�J�R�H�V���R�Q���W�R�����Z�K�D�W���W�K�H�\���F�D�O�O���D���F�X�U�U�H�Q�W���D�V�V�H�V�V�P�H�Q�W�����D�Q�G���W�K�D�W���F�D�Q���E�H���D�O�W�H�U�H�G���D�V���L�W��

�L�V���X�S�G�D�W�H�G���P�R�Q�W�K�O�\�����D�Q�G���W�K�H�Q���L�W���J�R�H�V���Q�H�[�W���V�H�F�W�L�R�Q���L�V���W�K�H���D�F�W�X�D�O���F�D�U�H���S�O�D�Q�V��

�Z�K�H�U�H���L�W���J�R�H�V���L�Q�W�R���W�K�H���S�D�W�L�H�Q�W�¶�V���Q�H�H�G�V���D�L�P�V���D�Q�G���J�R�D�O�V���D�Q�G���W�K�H�Q���W�K�H���D�F�W�X�D�O���F�D�U�H��

�W�K�D�W���W�K�H�\���Q�H�H�G�������3�D�U�W�L�F�L�S�D�Q�W������ 

This process can be considered a negative aspect of formulating care plans because 

it hinders the idea that being person-centred is about spending quality time with and 

being present for the individual. 

Yeah, and I agree with that. Yeah, if I did less paperwork, I could spend more 

�W�L�P�H���Z�L�W�K���W�K�H���F�L�W�L�]�H�Q�V�������«�����$�Q�G���W�K�H�Q, there are times that I physically cannot do 

activities because I need to catch up with paperwork. (Participant 14)  

�:�K�H�Q���D�V�N�H�G���D�E�R�X�W���S�R�W�H�Q�W�L�D�O���L�P�S�U�R�Y�H�P�H�Q�W�V���R�U���F�K�D�Q�J�H�V���G�H�V�L�U�H�G���E�\���P�D�Q�D�J�H�U�V���L�Q���W�K�H�L�U��

�U�R�O�H�V���� �D�� �V�L�J�Q�L�I�L�F�D�Q�W�� �F�R�Q�F�H�U�Q�� �U�D�L�V�H�G�� �E�\�� �S�D�U�W�L�F�L�S�D�Q�W�V�� �Z�D�V�� �W�K�H�� �H�[�F�H�V�V�L�Y�H�� �D�P�R�X�Q�W�� �R�I��

�S�D�S�H�U�Z�R�U�N�� �W�K�H�\�� �D�U�H�� �U�H�T�X�L�U�H�G�� �W�R�� �K�D�Q�G�O�H���� �D�V�� �W�K�H�� �T�X�R�W�H�� �I�U�R�P���3�D�U�W�L�F�L�S�D�Q�W�� ������ �L�O�O�X�V�W�U�D�W�H�V����

�0�D�Q�D�J�H�U�V���H�[�S�U�H�V�V�H�G���D���S�U�L�R�U�L�W�\���I�R�U���U�H�G�X�F�L�Q�J���R�U���V�W�U�H�D�P�O�L�Q�L�Q�J���W�K�H���S�D�S�H�U�Z�R�U�N���D�V�V�R�F�L�D�W�H�G��

�Z�L�W�K���W�K�H�L�U���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V�����7�K�L�V���L�Q�G�L�F�D�W�H�V���D���S�H�U�F�H�L�Y�H�G���E�X�U�G�H�Q���R�U���F�K�D�O�O�H�Q�J�H���D�V�V�R�F�L�D�W�H�G��

�Z�L�W�K�� �W�K�H�� �D�G�P�L�Q�L�V�W�U�D�W�L�Y�H�� �W�D�V�N�V�� �D�Q�G�� �G�R�F�X�P�H�Q�W�D�W�L�R�Q�� �G�H�P�D�Q�G�V�� �Z�L�W�K�L�Q�� �W�K�H�L�U�� �P�D�Q�D�J�H�U�L�D�O��

�U�R�O�H�V����For example: 
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�,���Z�R�X�O�G���P�L�Q�L�P�L�V�H���W�K�H���S�D�S�H�U�Z�R�U�N���E�H�F�D�X�V�H���,���W�K�L�Q�N���W�K�H�U�H���Q�H�H�G�V���W�R���E�H���D�Q���K�R�X�U���R�I��

�\�R�X�U���G�D�\���Z�K�H�U�H���\�R�X���F�D�Q���M�X�V�W���E�H���Q�L�F�H���W�R���S�H�R�S�O�H���E�X�W���Q�R�W���K�D�Y�H���W�R���Z�U�L�W�H���L�W���G�R�Z�Q����

�6�R�����W�R���V�D�\���\�R�X�
�Y�H���E�H�H�Q���Q�L�F�H���W�R���S�H�R�S�O�H�����7�K�H�\���N�L�Q�G���R�I�����,���W�K�L�Q�N�����L�W�
�V���D�O�P�R�V�W���D���V�R�F�L�D�O��

�F�D�U�H�����/�L�N�H���Z�H���D�U�H���V�R�U�W���R�I���V�D�\�L�Q�J�����\�R�X�
�U�H���H�L�W�K�H�U���L�Q�Q�D�W�H�O�\���F�D�U�L�Q�J���R�U���\�R�X�
�U�H���Q�R�W����

���3�D�U�W�L�F�L�S�D�Q�W������ 

�'�X�U�L�Q�J���W�K�H���F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Q���R�I���W�K�H���G�D�W�D�����,���V�W�D�U�W�H�G���W�R���O�D�\���W�K�H���J�U�R�X�Q�G�Z�R�U�N���I�R�U���W�K�H���L�G�H�D��

�W�K�D�W���3�&�&���L�V���P�R�U�H���W�K�D�Q���W�K�H���F�D�U�H���S�O�D�Q�V�����H�Y�H�Q���W�K�R�X�J�K���V�W�D�I�I���I�R�F�X�V�H�G���P�X�F�K���H�P�S�K�D�V�L�V���R�Q��

�W�K�L�V�� �D�V�S�H�F�W���� �,�W�� �Z�D�V�� �W�K�L�V�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �W�K�D�W�� �O�L�Q�N�H�G�� �Z�L�W�K�� �W�K�H�� �L�G�H�D�� �R�I�� �W�K�H�� �G�L�V�F�R�Q�Q�H�F�W��

�E�H�W�Z�H�H�Q���E�H�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���D�Q�G���G�R�L�Q�J���3�&�&�� 

�0�H�P�R�����������������������E�H�\�R�Q�G���F�D�U�H���S�O�D�Q�V�� 

�,�W���F�D�Q���E�H���D�U�J�X�H�G���W�K�D�W���3�&�&���H�[�W�H�Q�G�V���E�H�\�R�Q�G���W�K�H���E�R�X�Q�G�D�U�L�H�V���R�I���I�R�U�P�X�O�D�W�L�Q�J���F�D�U�H��

�S�O�D�Q�V���D�Q�G���W�K�H���V�W�U�X�F�W�X�U�H���R�I���F�D�U�H���S�O�D�Q�V���P�L�J�K�W���F�R�Q�V�W�U�D�L�Q���W�K�H���D�E�L�O�L�W�\���W�R���I�X�O�O�\���H�P�E�R�G�\��

�W�K�H���S�U�L�Q�F�L�S�O�H�V���R�I���3�&�&���L�Q���S�U�D�F�W�L�F�H�����,���Z�L�O�O���S�L�F�N���X�S���R�Q���W�K�L�V���V�W�D�W�H�P�H�Q�W���Z�K�H�Q���,���S�U�H�V�H�Q�W��

�W�K�H���V�X�E���F�D�W�H�J�R�U�\���%�H�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���D�Q�G���G�R�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H�� 

In sum, formulating care plans  emerged from the data as a critical aspect of 

understanding and promoting PCC among care staff, particularly managers. 

Participants emphasised the importance of individualised care plans that meet the 

unique needs and preferences of the residents, reflecting a core value of what PCC is. 

Managers played a key role in promoting PCC through the formulation of care plans; 

however, the heavy reliance on paperwork posed a challenge, limiting their ability to 

spend time and engage meaningfully with residents. It is important to note that while 

care plans are an aspect of care homes, addressing administrative burdens and 

prioritising meaningful interactions are important for truly embedding PCC principles in 

practice. 

 

4.7.2.2. Sub-category: Valuing the Individual  

This sub-category of understanding and promoting PCC in practice is connected to the 

code of being about the person, but as the conceptualisation unfolded, it went beyond 

the idea that care plans are formulated and are about individual preferences and 

needs. However, as I investigated conceptualising the data and discerning the 

interconnections within it, I realised that it extends beyond the actions of formulating 
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care plans. The essence of PCC involves recognising the individual not just as a 

resident but as a unique person. This encompasses valuing not only the residents but 

also the staff. A participant aptly emphasised this point, stressing the importance of 

valuing individuals, which inherently includes appreciating the staff. When discussing 

PCC, it is crucial not to overlook the contributions of the staff working in the care 

setting, actively striving to make the lives of individuals more meaningful. This sub-

category included two important dynamic processes on how care staff value the 

individual: valuing the resident and valuing the staff. 

 

Figure 13: Sub-category overview: Valuing the individual 

 

 

Participants emphasised that PCC is about focusing on what matters to the individual. 

One important aspect of valuing the individual is making life meaningful for the person 

by addressing what matters most to them. One participant highlighted the importance 

�R�I���Q�R�W���³�S�X�W�W�L�Q�J���R�X�U���R�Z�Q�´���Y�L�H�Z�V���D�Q�G���S�H�U�V�S�H�F�W�L�Y�H�V���D�Q�G���D�F�N�Q�R�Z�O�H�G�J�L�Q�J���W�K�D�W���Z�K�D�W���P�L�J�K�W���E�H��

right for staff may not be suitable for the individual receiving care. 

�7�R���P�H�����S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H���L�V���Y�H�U�\���P�X�F�K���D�E�R�X�W���Z�K�D�W���P�D�W�W�H�U�V���W�R���W�K�H���S�H�U�V�R�Q�����,��

�K�D�Y�H���R�Q�O�\���M�X�V�W���Y�H�U�\���U�H�F�H�Q�W�O�\���F�R�P�H���W�R���U�H�D�O�L�V�H���W�K�D�W���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H���D�S�S�O�L�H�V��

�W�R���H�Y�H�U�\�E�R�G�\���D�Q�G���Q�R�W���M�X�V�W���W�K�H���U�H�V�L�G�H�Q�W���D�V���Z�H���Z�R�X�O�G���V�D�\���L�W���F�R�X�O�G���E�H���S�D�W�L�H�Q�W���L�I��

�\�R�X���Z�H�U�H���L�Q���W�K�H���K�R�V�S�L�W�D�O���W�K�L�V���W�H�U�P���D�S�S�O�L�H�V���W�R���W�K�H���Z�K�R�O�H���V�\�V�W�H�P�����W�R���W�K�H���V�W�D�I�I���D�Q�G��

�H�Y�H�U�\�W�K�L�Q�J���W�R�R�����$�Q�G���E�X�W���U�H�J�D�U�G�O�H�V�V���R�I���Z�K�R���L�W���D�S�S�O�L�H�V���W�R�����L�W�
�V���D�E�R�X�W���P�D�N�L�Q�J���O�L�I�H��

Valuing the 
resident

Valuing the 
staff

Valuing the 
individual
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�P�H�D�Q�L�Q�J�I�X�O���I�R�U���W�K�D�W���S�H�U�V�R�Q���E�\���D�G�G�U�H�V�V�L�Q�J���Z�K�D�W���P�D�W�W�H�U�V���P�R�V�W���W�R���W�K�H�P���D�Q�G���Q�R�W��

�S�X�W�W�L�Q�J���R�X�U���S�H�U�V�S�H�F�W�L�Y�H���W�K�H�U�H���I�L�U�V�W���E�H�F�D�X�V�H���Z�H�
�U�H���D�O�O���Y�H�U�\���J�R�R�G���D�W���V�D�\�L�Q�J�����Z�H�O�O�����,��

�Z�R�X�O�G���G�R���W�K�L�V���D�Q�G���W�K�D�W���V�L�W�X�D�W�L�R�Q�����E�X�W���W�K�D�W���P�L�J�K�W���Q�R�W���E�H���Z�K�D�W���L�V���U�L�J�K�W���I�R�U���W�K�H��

�S�H�U�V�R�Q�������3�D�U�W�L�F�L�S�D�Q�W������ 

�3�D�U�W�L�F�L�S�D�Q�W���6�H�Y�H�Q�� �K�L�J�K�O�L�J�K�W�H�G�� �W�K�H�� �V�L�J�Q�L�I�L�F�D�Q�F�H�� �R�I�� �D�F�N�Q�R�Z�O�H�G�J�L�Q�J�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O�� �D�V�� �D��

�S�H�U�V�R�Q���Z�K�H�Q���G�L�V�F�X�V�V�L�Q�J���W�K�H���F�R�Q�F�H�S�W���R�I��PCC���L�Q���U�H�V�S�R�Q�V�H���W�R���W�K�H���T�X�H�V�W�L�R�Q tell me about 

person-centred care.  

Yeah, so a bit like what I've just been saying, it's the importance is about the 

individual. Like I said, everybody's different. So, it's like, for example, I'm 

getting a new resident in, it's about getting to know that person, and 

sometimes it's working with family. You know, it depends on what kind of 

capacity that person got, but it's like looking back into you, you know, their 

backgrounds and, you know, their social aspects, their interests, their hobbies. 

Ohh, what they used to do, you know, is a job. And all that kind of incorporates 

�U�H�D�O�O�\���L�Q�W�R�����<�R�X���N�Q�R�Z���W�K�D�W���S�H�U�V�R�Q�
�V���F�D�U�H�����«���� (Participant 7)  

�:�K�H�Q���D�V�N�H�G���D�E�R�X�W���L�P�S�O�H�P�H�Q�W�L�Q�J���3�&�&���L�Q���S�U�D�F�W�L�F�H�����W�K�H���V�D�P�H���S�D�U�W�L�F�L�S�D�Q�W��emphasised��

�W�K�H���F�U�H�D�W�L�R�Q���R�I���F�D�U�H���S�O�D�Q�V���W�D�L�O�R�U�H�G���W�R���W�K�H���V�S�H�F�L�I�L�F���Q�H�H�G�V�����S�U�H�I�H�U�H�Q�F�H�V�����D�Q�G���G�L�V�O�L�N�H�V���R�I��

�W�K�H���L�Q�G�L�Y�L�G�X�D�O�� This very much connects to the previous sub-category of formulating 

care plans , and why managers, specifically, focus so much on the formulation of care 

plans, because as per regulations, they need to create care plans that are person-

centred. 

Hmmm, I suppose it, like, say, just really, you know, latching on to do it, you 

know, it's, you know, making the resident wherever possible, you know, 

involved in that care planning. So, how do they want things done? So, it's like 

if there's a particular way. And you know the, what, the personal care doing, 

you know, certain times or if they've got any, cultural, anything. You know, 

needs, you know, to be incorporated into that as well around personal care or 

the diets. You know, they might have the dietary needs as well or, you know, 

for example, that could be vegetarian or, you know. Something like that. 

Around activities as well. You know about focusing on what their interests are. 

You know, their history, their background, and, for example, we had a lady 

who used to work in kitchens. You know that was her background, and she 
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loves doing the tea trolley. You know, �µcause that's what she loves doing and 

what she used to do, you know. (Participant 7)  

When speaking to the members of the advisory group, they acknowledged the value 

of recognising the staff as crucial in care settings as it fosters relationships not only 

between staff and residents but among the staff themselves and with their managers. 

�:�K�H�Q�� �P�D�Q�D�J�H�U�V�� �D�F�W�L�Y�H�O�\�� �V�X�S�S�R�U�W�� �D�Q�G�� �U�H�F�R�J�Q�L�V�H�� �W�K�H�L�U�� �V�W�D�I�I�¶�V�� �F�R�Q�W�U�L�E�X�W�L�R�Q�V�� �D�Q�G��

commitment, it improves communication and fosters a positive work environment. For 

example, Participant Two stated that encouraging staff by providing positive feedback 

and maintaining a positive mindset is crucial for achieving success in care settings. 

So, at all the staff got their ideas, it's just motivating them, giving the staff 

feedback, or what amazing idea, you know, let's try, you know, and yeah, just 

giving them positive feedback. Otherwise, you know, if you know if you are 

negative all the time you know then you won't achieve anything. You have to 

come with this mindset of being positive, and whatever happens, you know 

you'll deal with it there. And then because I'm sure there's miscommunications 

and everything, you know, which is part of your work anyway. And everyone 

has bad days. You know when good days, which is normal. So, residents and 

staff are the same. But you just, you know, keep a positive mindset. 

Otherwise, you won't achieve if you start complaining about everything. That's 

how it goes. That's how the day will continue. (Participant 2)  

It is important to note that effective management involves recognising and appreciating 

the individuality of staff members. Managers need to acknowledge that both residents 

and staff have diverse experiences, strengths, and areas for improvement. Fostering 

a positive relationship between managers and floor staff involves seeing the staff not 

just as employees but as individuals with their highs and lows. 

It is so important because I think if you got a good team that is loyal, that 

respects each other, then, that flows to the residents as well; that respect they 

have, is throughout the whole home, is not just for the colleagues, is 

�W�K�U�R�X�J�K�R�X�W�����D�Q�G���L�W�¶�V���W�K�H���U�H�V�L�G�H�Q�W�V���W�K�D�W���E�H�Q�H�I�L�W�����G�H�I�L�Q�L�W�H�O�\�����,���M�X�V�W���W�K�L�Q�N���L�W���Z�R�X�O�G���E�H��

�V�R���X�Q�I�D�L�U�����H�V�S�H�F�L�D�O�O�\���L�I���V�R�P�H�R�Q�H���L�V�Q�¶�W���F�R�P�S�X�W�H�U���O�L�W�H�U�D�W�H, stuck them in an office 

situation and say�����³Can �\�R�X���Z�U�L�W�H���W�K�H���G�D�L�O�\���Q�R�W�H�V���I�R�U���W�R�G�D�\�"�´; Potentially, she 

might be a good carer, but you know, she might choose to leave, because of 
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that, we do try and work around not only our resident's individual needs but 

our staff as well. We have two staff who are dyslexic as well, so again, more 

support is given, extra training is given; we work well as a team. (Participant 

11) 

The sub-category of valuing the individual  is connected to participants�¶ 

understanding and promoting PCC in practice. It emphasises valuing each person 

involved in care, residents and staff, as unique individuals. Recognising the unique 

contributions of each person, as well as appreciating staff members, will help foster 

positive relationships, effective communication, and a supportive working environment. 

This is especially important for managers in a care home where both staff and residents 

will feel respected and valued, ultimately enhancing the quality of care provided.  

 

4.7.2.3. Sub-category: Being and Doing Person -centred Care 

As I continued to establish connections within the data, thoroughly examining and 

exploring a theoretical understanding derived from insights obtained in interviews, a 

distinct category surfaced related to the implementation of PCC. Individuals expressed 

a distinctive perception of how PCC is advocated in theory compared to its actual 

execution in practice, especially by care assistants. This idea is associated with the 

recognition that, while managers acknowledge PCC through care plans and their 

emphasis on the individual, an additional dimension beyond the formal care plans 

exists. It encompasses subtle actions and gestures in practice, signifying a distinct and 

more personal bond between care staff and residents (Figure 14). 

 

 

 



   
 

 107 

Figure 14: Sub-category overview: Being person-centred and doing person-centred 

care 

 

 

For example, after transcribing and comparing interviews, I noticed some connections 

in the data starting to emerge, this common idea, almost omnipresent, about the nature 

of PCC among care staff as an inherent aspect of their being. Participant Six, for 

example, expressed this notion: 

 

I would say it's almost innate �W�R���\�R�X�����,�I���L�W�¶�V���D���J�R�R�G���F�D�U�H�U�����Z�L�W�K���V�R�P�H�E�R�G�\���W�K�D�W���L�V��

always like that, so. (Participant 6)  

�7�K�L�V���Q�R�W�L�R�Q���R�I���³�E�H�L�Q�J�´���L�Q�W�H�J�U�D�W�H�V���W�K�H���H�V�V�H�Q�F�H���R�I���3�&�&�����H�[�W�H�Q�G�L�Q�J���E�H�\�R�Q�G���W�K�H���D�G�K�H�U�H�Q�F�H��

to care plans and protocols that need to be followed and encompasses the genuine 

connection between care staff and residents. I followed up with the members of the 

advisory group regarding this idea of being person-centred and doing person-centred 

in practice. Below is a memo I wrote regarding this issue.  

  

Being natural

"It's the little things"

Being person-centred 
and doing person-

centred care
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Memo 28/06/2023 

After listening to the advisory group meeting again to write the minutes from 

the meeting, I kept thinking about what they said about care plans and 

associating it with person-centred care. I find it interesting because those 

participants are the managers in a care home, so they know because of the 

bureaucratic paperwork they do, and in the person-centred care system, that's 

why they associate with it. Still, if I talk with care assistants, who don't 

necessarily work with the person-centred care system, maybe they would 

associate person-centred care more with the actions that they do to improve 

the care for residents and not associate at all with the care plans. I would like 

to interview at least one or two more care assistants to see if that's the case 

because I won't add care plans as the category. After all, it's much more 

intrinsic than that, but I could see the negative cases in other participants in the 

sense that they wouldn't talk about care plans because they are not the ones 

who do the care plans, they would probably connect person-centred care with 

what they do the actions that they do and not what's written. 

 

Two processes that play a role in this subcategory are being natural and �L�W�¶�V���W�K�H���O�L�W�W�O�H��

things; t�K�H���W�H�U�P���³�L�W�¶�V���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V�����L�V���D�Q���L�Q���Y�L�Y�R���F�R�G�H�����F�R�G�H���W�K�D�W���G�H�U�L�Y�H�G���G�L�U�H�F�W�O�\���I�U�R�P��

�S�D�U�W�L�F�L�S�D�Q�W�V�¶���R�Z�Q���Z�R�U�G�V�����W�K�D�W���H�[�S�O�D�L�Qs the small actions carried out by staff during their 

daily practices, actions that may not be formally documented, creating a void in the 

regulatory acknowledgement of staff involvement in person-centred care. Managers 

often argue that the staff on the floor might not have sufficient time to revisit care plans 

or record each action that qualifies as PCC.  

Participant Five talked about the importance of small, meaningful gestures in 

promoting PCC: 

�%�X�W���L�W���Z�D�V���D�O�V�R���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V�����,�W���D�O�O�R�Z�H�G���K�L�P���W�R���K�R�V�W���I�U�L�H�Q�G�V�����V�R���Z�K�H�Q�H�Y�H�U���W�K�H�\��

�K�R�V�W�H�G���I�U�L�H�Q�G�V���L�Q���W�K�H���K�R�X�V�H�����L�W���Z�R�X�O�G���K�D�Y�H���W�K�H���W�H�D���W�U�R�O�O�H�\�����,�W���Z�R�X�O�G���K�D�Y�H��

�D�I�W�H�U�Q�R�R�Q���W�H�D�����D�Q�G���L�W���Z�D�V���L�P�S�R�U�W�D�Q�W���W�R���K�L�P���W�R���E�H���D�E�O�H���W�R���P�D�L�Q�W�D�L�Q���W�K�D�W���Z�K�H�Q���K�H��

�K�D�G���Y�L�V�L�W�R�U�V�����6�R�����Z�K�H�Q���K�H���K�R�V�W�H�G���K�L�V���I�U�L�H�Q�G�V�����Z�H���Z�R�X�O�G���D�V�N���W�K�H���N�L�W�F�K�H�Q���W�R���P�D�N�H��

�V�X�U�H���W�K�D�W���L�W���Z�D�V���S�U�H�V�H�Q�W�H�G���Q�L�F�H�O�\���Z�L�W�K���W�K�H���&�K�L�Q�D���R�X�W���D�Q�G���H�Y�H�U�\�W�K�L�Q�J���O�L�N�H���W�K�D�W���V�R��

�W�K�D�W���L�W���V�W�L�O�O���U�H�W�D�L�Q�H�G���K�L�V���G�L�J�Q�L�W�\�������3�D�U�W�L�F�L�S�D�Q�W������ 
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�7�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�� �G�H�V�F�U�L�E�H�G�� �K�R�Z�� �W�K�H�\�� �I�D�F�L�O�L�W�D�W�H�G�� �D�� �U�H�V�L�G�H�Q�W�¶�V�� �G�H�V�L�U�H�� �W�R�� �K�R�V�W�� �I�U�L�H�Q�G�V�� �E�\��

�K�H�O�S�L�Q�J���H�Q�V�X�U�H���W�K�D�W���V�S�H�F�L�D�O���D�U�U�D�Q�J�H�P�H�Q�W�V���Z�H�U�H���P�D�G�H�����V�X�F�K���D�V���V�H�W�W�L�Q�J���X�S���D���W�H�D���W�U�R�O�O�H�\����

�7�K�L�V���H�[�D�P�S�O�H���K�L�J�K�O�L�J�K�W�V���K�R�Z�����G�H�V�S�L�W�H���V�H�H�P�L�Q�J�O�\���L�Q�V�L�J�Q�L�I�L�F�D�Q�W���D�F�W�L�R�Q�V���W�R���V�R�P�H���S�H�R�S�O�H����

�W�K�H�V�H���³�O�L�W�W�O�H���W�K�L�Q�J�V�´���P�D�G�H���D���V�L�J�Q�L�I�L�F�D�Q�W���L�P�S�D�F�W���R�Q���W�K�H���U�H�V�L�G�H�Q�W�¶�V���T�X�D�O�L�W�\���R�I���O�L�I�H���� 

For Participant Eight, managers are �F�R�Q�F�H�U�Q�H�G�� �D�E�R�X�W�� �W�K�H�� �O�D�F�N�� �R�I�� �G�R�F�X�P�H�Q�W�D�W�L�R�Q�� �I�R�U��

�S�R�V�L�W�L�Y�H�� �L�Q�W�H�U�D�F�W�L�R�Q�V�� �D�Q�G�� �D�F�W�L�Y�L�W�L�H�V�� �E�H�W�Z�H�H�Q�� �V�W�D�I�I�� �D�Q�G�� �U�H�V�L�G�H�Q�W�V���� �7�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�� �K�D�V��

�R�E�V�H�U�Y�H�G���L�Q�V�W�D�Q�F�H�V���Z�K�H�U�H���V�W�D�I�I���P�H�P�E�H�U�V���H�Q�J�D�J�H���Z�L�W�K���U�H�V�L�G�H�Q�W�V�����S�U�R�Y�L�G�L�Q�J���H�Q�M�R�\�D�E�O�H��

�H�[�S�H�U�L�H�Q�F�H�V���� �E�X�W�� �I�D�L�O�� �W�R�� �G�R�F�X�P�H�Q�W�� �R�U�� �U�H�F�R�U�G�� �W�K�H�V�H�� �L�Q�W�H�U�D�F�W�L�R�Q�V���� �7�K�H�� �O�D�F�N�� �R�I��

�G�R�F�X�P�H�Q�W�D�W�L�R�Q�� �P�H�D�Q�V�� �W�K�D�W�� �W�K�H�V�H�� �Y�D�O�X�D�E�O�H�� �F�R�Q�W�U�L�E�X�W�L�R�Q�V�� �D�Q�G�� �D�F�W�L�Y�L�W�L�H�V�� �P�D�\�� �Q�R�W�� �E�H��

�U�H�F�R�J�Q�L�V�H�G���� �U�H�S�H�D�W�H�G�����R�U�� �D�F�N�Q�R�Z�O�H�G�J�H�G����Staff may not consider using the same 

approach, which could enhance the individual's well-being. 

�7�K�H���Q�X�P�E�H�U���R�I���W�L�P�H�V���,���Z�D�O�N�H�G���E�\�����D�Q�G���V�W�D�I�I���Z�R�X�O�G���E�H���G�R�L�Q�J���V�R�P�H�W�K�L�Q�J���Z�L�W�K���W�K�H��

�U�H�V�L�G�H�Q�W�����D�Q�G���W�K�H�\���Z�R�X�O�G���V�D�\���³�2�K�K�����,�
�Y�H���M�X�V�W���G�R�Q�H���V�R���D�Q�G���V�R� �́����7�K�H�\���H�Q�M�R�\�H�G���L�W����

�D�Q�G���,�
�O�O���J�R���K�D�Y�H���\�R�X���G�R�F�X�P�H�Q�W�H�G���L�W�����D�Q�G���W�K�H�\���K�D�Y�H�Q�
�W���F�D�S�W�X�U�H�G���L�W�����W�K�H�\���K�D�Y�H�Q�
�W��

�G�R�F�X�P�H�Q�W�H�G���L�W�����D�Q�G���W�K�H�\���G�R���V�R���P�X�F�K���J�R�R�G���Z�R�U�N�����D�Q�G���L�W���G�R�H�V�Q�
�W���J�H�W��

�G�R�F�X�P�H�Q�W�H�G�������3�D�U�W�L�F�L�S�D�Q�W������ 

�7�K�H�U�H���L�V���D���Z�L�G�H�O�\���D�F�F�H�S�W�H�G���E�H�O�L�H�I���W�K�D�W���L�I���V�W�D�I�I���I�D�L�O���W�R���G�R�F�X�P�H�Q�W���W�K�H�L�U���D�F�W�L�R�Q�V�����H�V�S�H�F�L�D�O�O�\��

�W�K�H�� �V�H�H�P�L�Q�J�O�\�� �P�L�Q�R�U���R�Q�H�V���� �Z�K�L�F�K�� �F�D�Q�� �V�L�J�Q�L�I�L�F�D�Q�W�O�\�� �L�P�S�D�F�W�� �W�K�H�� �T�X�D�O�L�W�\�� �R�I�� �O�L�I�H�� �R�I�� �W�K�H��

�U�H�V�L�G�H�Q�W�V�����W�K�H�Q���W�K�R�V�H���D�F�W�L�R�Q�V���D�U�H���F�R�Q�V�L�G�H�U�H�G���W�R���K�D�Y�H���Q�R�W���W�D�N�H�Q���S�O�D�F�H�� 

�<�R�X�
�U�H���G�R�L�Q�J���L�W�����D�Q�G���W�K�H�Q�����\�R�X���K�D�Y�H���W�R���R�E�Y�L�R�X�V�O�\���U�H�F�R�U�G���W�K�D�W�����D�Q�G���V�R���E�H�F�D�X�V�H��

�Z�H���D�O�Z�D�\�V���W�X�U�Q���D�U�R�X�Q�G���D�Q�G���V�D�\���L�I���\�R�X���G�R�Q�
�W���U�H�F�R�U�G�����L�W���G�L�G�Q�
�W���K�D�S�S�H�Q�����:�K�L�F�K���L�V��

�W�U�X�H�������3�D�U�W�L�F�L�S�D�Q�W�������� 

�(�P�S�K�D�V�L�V�L�Q�J���W�K�H���L�P�S�R�U�W�D�Q�F�H���R�I�����L�W�¶�V���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V�����V�K�R�Z�V���K�R�Z���V�W�D�I�I���S�U�D�F�W�L�F�H���3�&�&�����,��

�G�H�F�L�G�H�G���W�R���N�H�H�S���W�K�L�V���L�Q���Y�L�Y�R���F�R�G�H���E�H�F�D�X�V�H���L�W���X�V�H�V���D�F�W�X�D�O���Z�R�U�G�V���I�U�R�P���W�K�H���L�Q�W�H�U�Y�L�H�Z�V���Z�L�W�K��

�S�D�U�W�L�F�L�S�D�Q�W�V�����D�Q�G�� �L�W�� �V�K�R�Z�V�� �K�R�Z�� �S�R�Z�H�U�I�X�O�� �V�P�D�O�O�� �D�F�W�L�R�Q�V�� �F�D�Q�� �E�H���� �7�K�L�V�� �L�Q�Y�R�O�Y�H�V�� �V�P�D�O�O��

�G�H�W�D�L�O�V���L�Q���F�D�U�L�Q�J�����D�Q�G���E�R�W�K���P�D�Q�D�J�H�U�V���D�Q�G���V�W�D�I�I���F�R�Q�W�U�L�E�X�W�H�����)�R�U���L�Q�V�W�D�Q�F�H�����E�H�L�Q�J���F�U�H�D�W�L�Y�H����

�V�W�D�\�L�Q�J�� �F�X�U�L�R�X�V���� �D�Q�G�� �D�V�N�L�Q�J�� �T�X�H�V�W�L�R�Q�V�� �D�U�H�� �H�[�D�P�S�O�H�V�� �R�I�� �W�K�H�V�H�� �V�P�D�O�O�� �E�X�W�� �L�P�S�R�U�W�D�Q�W��

�D�F�W�L�R�Q�V�����(�Y�H�Q���W�K�R�X�J�K���W�K�H�\���P�L�J�K�W���V�H�H�P���P�L�Q�R�U�����W�K�H�\���S�O�D�\���D���F�U�X�F�L�D�O���U�R�O�H���L�Q���K�H�O�S�L�Q�J���V�W�D�I�I��

�S�U�R�P�R�W�H���D�Q�G���F�D�U�U�\���R�X�W���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H���I�R�U���W�K�H���U�H�V�L�G�H�Q�W�V�� 

It is worth noting that the idea of being natural surfaced during the analysis of the data. 

Participants conveyed that the care staff who genuinely care about the residents and 
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are more person-centred are simply being themselves. They choose to work in care 

because they enjoy being with the residents and treating them like family. For these 

individuals, being person-centred is a natural part of who they are, even if they may 

struggle to articulate it verbally, and connecting PCC to the small things they do in 

practice to improve the lives of the residents. 

As �Z�H���K�D�Y�H���M�X�V�W���V�D�L�G�����Z�H���G�R���W�K�L�Q�J�V���V�R���Q�D�W�X�U�D�O�O�\���V�R�P�H�W�L�P�H�V�������«�� that just 

comes naturally to me. (Participant 10)  

Participants highlighted that, in most instances, most care workers exhibit such 

qualities because it has become a practice for those in charge to intentionally hire staff 

with genuine care and commitment. These care workers are perceived as individuals 

who not only fulfil the functional aspects of their role but go the extra mile by spending 

quality time with the residents. Another interview echoes this sentiment, with a 

participant expressing the preference to hire individuals who recognise that social 

activities are an integral part of their job, emphasising genuine engagement with the 

residents. 

That's where we sort of set the level. So, your expectations, you know that you 

are thinking that you're going to come and you're going to just help residents to 

the toilet or help them to eat or just wash and dress. You know it doesn't end 

there. No. So you expect it to take residents out for walks, you know, so you 

know straight away, and if it doesn't suit you, then you know you're not suiting 

us as well, you know then we won't recruit you, you know so I choose my staff. 

You know, even though the recruitment is not good, I still don't want anyone to 

work here. I want my staff to understand that this is their part of the work, social 

interaction with the residents, and it doesn't stop just with care needs, sort of 

covering the care needs, you know. (Participant 2)  

Participant Six stated: 

I would say that they're very proactively person-centred. I would say person-

centred, like, saying person-centred is just natural. I'm not saying it's natural 

for everybody, but the carers, the good carers, it's just in them. (Participant 6)  

The memo below provides information after an interview with Participant Seven, where 

this idea of staff wanting to care for individuals was present: 
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Memo interview 7  

This is in line with other participants who said that people who work in care 

usually are there because they want to, they care about their jobs they go into 

care because they love it they like to spend time with the residents they like to 

learn about people and it's definitely true about people, the participants that 

start as staff on the floor, and then they go into the managerial side of things I 

suppose not just because of the money but because if they like what they do 

and they like caring because neither of the participants gave a specific answer 

as to why they decided to do the job most of them say they just happened to 

continue and climb the ladder and when asked about why they went into care 

they just say that they like to they don't think about doing anything else 

�3�D�U�W�L�F�L�S�D�Q�W���)�R�X�U���V�D�L�G���W�K�D�W���� 

�<�R�X���F�D�Q���M�X�V�W���W�H�O�O���Z�K�H�Q���V�R�P�H�E�R�G�\���F�D�U�H�V���I�R�U���V�R�P�H�E�R�G�\�����\�R�X���N�Q�R�Z���Z�K�H�Q��

�V�R�P�H�R�Q�H���O�R�R�N�V���D�W���L�W�����L�W�
�V���M�X�V�W���D���M�R�E���R�U���L�W�
�V���D���Y�R�F�D�W�L�R�Q���I�R�U���W�K�H�P�������3�D�U�W�L�F�L�S�D�Q�W������ 

It is worth noting that participants �K�L�J�K�O�L�J�K�W�H�G���D���F�K�D�O�O�H�Q�J�H���L�Q���V�R�F�L�D�O���F�D�U�H�����S�R�L�Q�W�L�Q�J���R�X�W��

�W�K�D�W���F�R�P�S�D�Q�L�H�V���L�Q���W�K�L�V���V�H�F�W�R�U���P�D�\���R�I�I�H�U���Y�D�O�X�D�E�O�H���R�S�S�R�U�W�X�Q�L�W�L�H�V���E�X�W���V�W�U�X�J�J�O�H���W�R���D�W�W�U�D�F�W��

�L�Q�G�L�Y�L�G�X�D�O�V���G�X�H�� �W�R�� �W�K�H�� �F�R�P�S�D�U�D�W�L�Y�H�O�\�� �O�R�Z�H�U�� �I�L�Q�D�Q�F�L�D�O�� �L�Q�F�H�Q�W�L�Y�H�V���� �)�R�U�� �H�[�D�P�S�O�H���� �R�Q�H��

�S�D�U�W�L�F�L�S�D�Q�W�� �V�W�D�W�H�G�� �W�K�D�W�� �S�H�R�S�O�H�� �P�L�J�K�W�� �F�K�R�R�V�H�� �H�P�S�O�R�\�P�H�Q�W�� �L�Q�� �V�K�R�S�V�� �D�Q�G�� �U�H�W�D�L�O���� �Z�K�H�U�H��

�W�K�H�\���F�D�Q���S�R�W�H�Q�W�L�D�O�O�\���H�D�U�Q���P�R�U�H���P�R�Q�H�\�����D�V���R�S�S�R�V�H�G���W�R���Z�R�U�N�L�Q�J���L�Q���V�R�F�L�D�O���F�D�U�H�����3�D�U�W�L�F�L�S�D�Q�W��

������ �H�P�S�K�D�V�L�V�H�G�� �W�K�D�W�� �S�H�R�S�O�H�� �Q�H�H�G�� �W�R�� �X�Q�G�H�U�V�W�D�Q�G�� �W�K�D�W�� �W�K�H�U�H�� �L�V�� �D�� �G�L�I�I�H�U�H�Q�F�H�� �G�U�D�Z�Q��

�E�H�W�Z�H�H�Q�� �G�H�D�O�L�Q�J���Z�L�W�K�� �K�X�P�D�Q�� �O�L�Y�H�V�� �L�Q�� �V�R�F�L�D�O�� �F�D�U�H�� �D�Q�G�� �G�H�D�O�L�Q�J�� �Z�L�W�K�� �S�U�R�G�X�F�W�V�� �L�Q�� �U�H�W�D�L�O����

�H�P�S�K�D�V�L�V�L�Q�J���W�K�H���K�L�J�K���O�H�Y�H�O���R�I���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���Z�K�H�Q���Z�R�U�N�L�Q�J���Z�L�W�K���Y�X�O�Q�H�U�D�E�O�H���L�Q�G�L�Y�L�G�X�D�O�V���� 

The problem is, these companies are fabulous when it comes to opportunities; 

why would somebody in their shoes come to social care when you can make 

more money at [supermarket]; here you're dealing with lives, you're dealing 

with human beings. At [supermarket], you are dealing with products. In here, if 

something happens to them in here, you lose your wealth, you lose everything 

surrounding you, so you will end up in the coroner's court for that; why would 

people take these responsibilities for this amount of money; So again, starting 

levels, you cannot give the proper person centred care because I haven't got 

people to do it. (Participant 15)  
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This statement indeed raised the question �W�K�D�W�� �I�L�Q�D�Q�F�L�D�O�� �F�R�P�S�H�Q�V�D�W�L�R�Q�� �I�R�U�� �W�K�H��

�U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V�� �L�Q�Y�R�O�Y�H�G�� �L�Q�� �V�R�F�L�D�O�� �F�D�U�H�� �L�V�� �L�Q�V�X�I�I�L�F�L�H�Q�W���� �P�D�N�L�Q�J���L�W�� �F�K�D�O�O�H�Q�J�L�Q�J�� �W�R�� �U�H�F�U�X�L�W��

�D�Q�G�� �U�H�W�D�L�Q�� �L�Q�G�L�Y�L�G�X�D�O�V�� �Z�L�O�O�L�Q�J�� �W�R�� �S�U�R�Y�L�G�H�� �S�U�R�S�H�U�� �3�&�&�� �F�D�U�H�� �I�R�U�� �W�K�H�� �V�W�D�I�I�L�Q�J�� �O�H�Y�H�O�V�� �R�I��

�H�P�S�O�R�\�P�H�Q�W���L�Q���W�K�H���I�L�H�O�G���R�I���V�R�F�L�D�O���F�D�U�H���� 

�:�K�L�O�H���P�D�Q�D�J�H�U�V���R�I�W�H�Q���H�P�S�K�D�V�L�V�H���3�&�&���W�K�U�R�X�J�K���I�R�U�P�D�O���G�R�F�X�P�H�Q�W�D�W�L�R�Q���O�L�N�H���F�D�U�H���S�O�D�Q�V����

�W�K�H�\���D�F�N�Q�R�Z�O�H�G�J�H���W�K�D�W���F�D�U�H���D�V�V�L�V�W�D�Q�W�V���I�R�F�X�V���R�Q���W�K�H���V�L�J�Q�L�I�L�F�D�Q�W�����R�I�W�H�Q���V�X�E�W�O�H�����P�H�D�Q�L�Q�J�I�X�O��

�D�F�W�L�R�Q�V�� �L�Q�� �I�R�V�W�H�U�L�Q�J�� �J�H�Q�X�L�Q�H�� �F�R�Q�Q�H�F�W�L�R�Q�V�� �Z�L�W�K�� �U�H�V�L�G�H�Q�W�V���� �7�K�H�U�H�� �L�V�� �D�� �V�K�D�U�H�G��

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�P�R�Q�J���F�D�U�H���V�W�D�I�I�� �W�K�D�W���3�&�&���L�V���Q�R�W���P�H�U�H�O�\���D�E�R�X�W���D�G�K�H�U�L�Q�J���W�R���S�U�R�W�R�F�R�O�V��

�E�X�W���U�D�W�K�H�U���D�E�R�X�W���W�K�H���L�Q�Q�D�W�H���T�X�D�O�L�W�L�H�V���D�Q�G���G�D�L�O�\���D�F�W�L�R�Q�V���W�K�D�W���H�P�E�R�G�\���J�H�Q�X�L�Q�H���F�D�U�H�����7�K�L�V��

�D�O�L�J�Q�V���Z�L�W�K���W�K�H���L�G�H�D���R�I���E�H�L�Q�J���Q�D�W�X�U�D�O�����L�Q�G�L�F�D�W�L�Q�J���W�K�D�W���P�R�V�W���L�Q�G�L�Y�L�G�X�D�O�V���Z�R�U�N�L�Q�J���L�Q���W�K�H���F�D�U�H��

�V�H�F�W�R�U���D�U�H�� �W�\�S�L�F�D�O�O�\�� �P�R�W�L�Y�D�W�H�G�� �E�\�� �D�� �J�H�Q�X�L�Q�H�� �G�H�V�L�U�H�� �W�R�� �S�U�R�Y�L�G�H�� �F�R�P�S�D�V�V�L�R�Q�D�W�H�� �F�D�U�H����

�H�Q�M�R�\���V�S�H�Q�G�L�Q�J���W�L�P�H���Z�L�W�K���U�H�V�L�G�H�Q�W�V�����D�Q�G���I�L�Q�G���I�X�O�I�L�O�P�H�Q�W���L�Q���O�H�D�U�Q�L�Q�J���D�E�R�X�W���S�H�R�S�O�H�����7�K�H�V�H��

�P�R�W�L�Y�D�W�L�R�Q�V�� �R�I�W�H�Q�� �H�[�W�H�Q�G�� �E�H�\�R�Q�G�� �I�L�Q�D�Q�F�L�D�O�� �L�Q�F�H�Q�W�L�Y�H�V���� �Z�L�W�K�� �P�D�Q�\�� �W�U�D�Q�V�L�W�L�R�Q�L�Q�J�� �I�U�R�P��

�U�R�O�H�V���L�Q���R�I�I�L�F�H���V�H�W�W�L�Q�J�V���W�R���P�D�Q�D�J�H�U�L�D�O���S�R�V�L�W�L�R�Q�V���L�Q���F�D�U�H���G�X�H���W�R���W�K�H�L�U���S�D�V�V�L�R�Q���I�R�U���W�K�H���Z�R�U�N��

�D�Q�G���W�K�H�L�U���D�I�I�L�Q�L�W�\���I�R�U���F�D�U�L�Q�J���I�R�U���R�W�K�H�U�V�����0�R�U�H�R�Y�H�U�����W�K�H���V�L�J�Q�L�I�L�F�D�Q�F�H���R�I���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V���L�Q��

�G�D�L�O�\���F�D�U�H���S�U�D�F�W�L�F�H�V���X�Q�G�H�U�V�F�R�U�H�V���W�K�H���S�U�R�I�R�X�Q�G���L�P�S�D�F�W���R�I���V�H�H�P�L�Q�J�O�\���P�L�Q�R�U���D�F�W�L�R�Q�V���R�Q��

�U�H�V�L�G�H�Q�W�V�
���Z�H�O�O���E�H�L�Q�J�����+�R�Z�H�Y�H�U�����F�K�D�O�O�H�Q�J�H�V���V�X�F�K���D�V���L�Q�D�G�H�T�X�D�W�H���I�L�Q�D�Q�F�L�D�O���F�R�P�S�H�Q�V�D�W�L�R�Q��

�S�H�U�V�L�V�W�����S�R�V�L�Q�J���R�E�V�W�D�F�O�H�V���W�R���U�H�F�U�X�L�W�L�Q�J���D�Q�G���U�H�W�D�L�Q�L�Q�J���L�Q�G�L�Y�L�G�X�D�O�V���F�R�P�P�L�W�W�H�G���W�R���S�U�R�Y�L�G�L�Q�J��

�J�H�Q�X�L�Q�H���3�&�&�����2�Y�H�U�D�O�O�����W�K�L�V���V�W�X�G�\���X�Q�G�H�U�V�F�R�U�H�V���W�K�H���L�P�S�R�U�W�D�Q�F�H���R�I���D�F�N�Q�R�Z�O�H�G�J�L�Q�J���D�Q�G��

�Y�D�O�X�L�Q�J���W�K�H���K�R�O�L�V�W�L�F���Q�D�W�X�U�H���R�I���3�&�&�����H�Q�F�R�P�S�D�V�V�L�Q�J���E�R�W�K���I�R�U�P�D�O���G�R�F�X�P�H�Q�W�D�W�L�R�Q���D�Q�G���W�K�H��

�J�H�Q�X�L�Q�H�����F�R�P�S�D�V�V�L�R�Q�D�W�H���L�Q�W�H�U�D�F�W�L�R�Q�V���W�K�D�W���G�H�I�L�Q�H���T�X�D�O�L�W�\���F�D�U�H��
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4.7.2.4. Main category: Struggling to Connect  
 

Struggling to connect  explains the mismatch between the theory and practice of 

understanding and promoting PCC: the theory connects PCC to the formulation of care 

plans to what staff do in practice, which is very person-centred. Participants seemed 

that they were not able to connect the two and �³�V�W�U�X�J�J�O�Hd�´���W�R���F�R�Q�Q�H�F�W���D�O�O���W�K�U�H�H���V�X�E-

categories to promote and understand PCC �± all these aspects are what PCC is about 

(Figure 15). 

 

Figure 15: Conceptualisation of the main category 

 

This primary category emerged after a comprehensive conceptualisation of the data, 

exploring the connections within the data and the relationships between codes and 

subcategories outlined earlier. The emergence is rooted in the intricate dynamics 

between how managers articulate their understanding of PCC, especially concerning 

the formulation of care plans. Data from interviews show that care plans often lack a 

person-centred approach. For example, Participant Nine stated: 

If we look at Maslow, we all have a hierarchy of needs. So, in a sense, we all 

need the same basic things. So, if we all need the same basic things we all 

need to eat, we all need to drink, we all need to defecate, we all need splash 
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urine, we all need to get washed, get dressed; we all need to do that, things 

are very similar, so I could write 10 care plans, say the same thing in 10 care 

�S�O�D�Q�V�����D�Q�G���L�I���\�R�X���U�H�D�G���W�K�H�P���D�O�O�����Z�K�L�F�K���W�K�H�\�
�Y�H���K�D�G���V�D�L�G���W�R���P�H���L�Q���W�K�H���S�D�V�W�����³�,��

know which care plans you've written because of the way the way they 

�F�R�P�S�L�O�H�G�´����In a sense, you could argue that the only difference between those 

care plans will be your name. (Participant 9)  

While they are undoubtedly individualised to address the unique needs of residents, 

the real essence lies in how they align with valuing the individual and their specific 

needs. Moreover, the concept examines the contrast between managers, who are 

engrossed in paperwork and meeting regulatory expectations, and care staff on the 

floor. The latter, being more directly involved with residents, possess a deeper 

understanding due to spending more time with them. In contrast, managers, 

constrained by administrative tasks, may overlook the significance of the seemingly 

small actions performed by the care staff. These actions, aimed at improving residents' 

lives and recognising their worth, are integral to the essence of PCC. 

The theoretical understanding of the main theory building started during discussions 

and reflections with my advisory group; they concurred that it was intriguing how 

participants emphasised care plans when the day-to-day actions and practices held 

greater importance. This prompted me to engage in further analysis, reflection, and 

memo writing. I pondered whether altering the wording of my questions, which initially 

asked about their comprehension of PCC, might lead to a different type of response. I 

suspected that the original phrasing felt too much like an inspection, a common 

experience for care staff. Consequently, in subsequent interviews, I changed the 

question from �µ�:�K�D�W���L�V���\�R�X�U���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���S�H�U�V�R�Q-�F�H�Q�W�U�H�G���F�D�U�H�"�¶ to �µ�7�H�O�O���P�H���D�E�R�X�W��

person-�F�H�Q�W�U�H�G�� �F�D�U�H���¶ aiming to elicit responses that transcended the sole focus on 

care plans. It remained intriguing to understand the idea of conflict between the desire 

to promote person-centred care and the practical implementation thereof, still in the 

idea of formulating the care plans. According to Participant One, there is a conflict 

between promoting and doing PCC in practice: 

Practically, the concept of person-centred care is great, and it should be used, 

but sometimes, �L�W���F�D�Q�¶�W���D�O�Z�D�\�V���E�H���D�S�S�O�L�H�G����That has been some of my 

experiences working in care homes. But you try, �,�W�¶�V���D�O�Z�D�\�V���L�Q���W�K�H���E�D�F�N���R�I���\�R�X�U��
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head, when you are thinking about it, and making a choice of what the person 

wants to eat or not. (Participant 1)  

Participant Eight expressed thoughts that aligned with the same line of reasoning when 

asked to tell me about PCC: 

Person-centred care is good on the ground; we can write the best care plan, a 

fantastic care plan where, how many domains could work, to 20 domains and 

the care plan could be about that resident, but to get someone to have time to 

physically read the care plan? �,�W�¶�V���D���P�L�U�D�F�O�H! T�K�H�\���K�D�Y�H�Q�¶�W���J�R�W���W�K�H���W�L�P�H�����V�R��

person-centred care? I do believe we do give good person-centred care, 

h�R�Z�H�Y�H�U�����,���G�R���E�H�O�L�H�Y�H���D���O�R�W���R�I���W�K�H���L�Q�I�R�U�P�D�W�L�R�Q���L�V���S�D�V�V�H�G���R�Y�H�U���Y�H�U�E�D�O�O�\�����,�W�¶�V���Q�R�W��

looked at. How does this person mobilise? We have lovely, brilliant care plans, 

but you ask how many care assistants read a care plan, �³Have you read it� �́"���,�¶�G��

hate to think what the answer would be. (Participant 8)  

This serves as a notable example highlighting the extensive paperwork associated with 

care plans, including the necessary documentation for safety and protection measures. 

While these aspects are crucial, the essence of PCC often unfolds in the subtle 

interactions between staff and participants. For example, this was stated by the 

advisory group in one of the discussions, when I first presented them with the initial 

findings, and we discussed care plans, one member expressed scepticism, asserting 

that, care plans often fall short of being truly PCC. Even if a care plan is designed with 

a PCC approach, there tends to be a disconnect between what is documented in the 

plan and the actual care provided to the individual. Another member of the advisory 

group agreed and stated that despite well-�Z�U�L�W�W�H�Q�� �D�Q�G�� �³aesthetically�´�� �S�O�H�D�V�L�Q�J�� �F�D�U�H��

plans, they may be stored away without anyone reading them. 

For example, for Participant Six, even without modifying the question (to not sound 

accusatory or a test for the participant to give the right answer) this idea of conflict was 

still present: 

My understanding probably isn't what happens in practice, but my ideal of 

person-centred care, is that you make everything to be about that person and 

to try and facilitate within reason, and even the slightly unreasonable, 

sometimes every bit that you can �G�R���W�R���P�D�N�H���W�K�D�W���S�H�U�V�R�Q�¶�V���O�L�I�H���D�V���J�R�R�G���D�V���W�K�H��

moments as good as you possibly can. For all the systems that are put in 
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place to try and make things person-centred. We use the PCS system. So, it's 

person-centred software, and we used the system before that, and by the time 

you complete all of that, it might help a little bit, but it's almost like you spend 

so much time writing things down and repeating the same old information. But 

you're not doing what it wants you to do. (Participant 6)  

This evolution in my understanding was driven by the insights shared by participants 

during interviews, revealing that care plans held profound significance within care 

home contexts. Subsequently, care plans serve as a means for staff, particularly 

managers, to focus on the individual and prioritise what is important for that person 

within the context of care homes. Interestingly, as I focused on theoretical 

contemplation after doing the initial interviews, my curiosity shifted towards examining 

the actual composition of care plans. I sought to discern the elements within care plans 

that render them person-centred and how these documents capture the unique needs 

and preferences of the individuals receiving care. I considered it crucial to prioritise 

formulating care plans  as a category of understanding and promoting person-centred 

care. This is due to its integral role in the care home culture, as it serves as a 

documentation of the individual's care. However, as articulated by participants, a 

notable conflict emerges, particularly for managers, as they expressed that the 

demands of writing the care plans left them with insufficient time for direct interaction 

with residents. This, in turn, exacerbates the conflict, and the underlying question is 

whether the struggle and disconnect arise from the way care plans are implemented 

following person-centred principles. For example, Participant Six stated: 

We've just gone into overkill now, and the amount of assessments and care 

plan changes, it's just overboard. Why are we micromanaging it? I can go 

around, I can tell you which residents are unwell and which ones aren't, by just 

looking at them. That's why we've got a nurse there. So why do we need all 

this useless information? I would say 90% of the information that we are 

recording is a waste of time. But it's to protect us if ever anything went wrong. 

(Participant 6)  

Participant �6�L�[�¶�V��response allowed me to search deeper into the topic of care plans, 

which was already on my list of questions due to its emergence as a recurring theme 

in previous interviews. The abundance of information related to care plans and their 

frequent revisions contributes to the challenge of allocating sufficient time for direct 
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interaction with the residents. Participant Six conveyed a sense of familiarity between 

herself and the staff, believing that they possess a comprehensive understanding of 

the residents, enabling them to discern when someone is unwell or in need of 

specialised care. This idea of conflict and struggling to connect  started to come into 

my mind as I was looking at the data, comparing and talking to the members of the 

advisory group, and they thought it was interesting that participants focused so much 

on the formulation of care plans. Members of the advisory group found it intriguing that 

participants highlighted the creation of care plans to promote and understand PCC. In 

their social care experience, there is often a lack of focus on individual life history when 

creating care plans. They believe that formulating care plans to promote PCC in 

practice is a very "bureaucratic way of looking at it." 

We can discuss that there are implications of care plans within the wider organisational 

context in care settings, particularly concerning meeting legally satisfactory 

requirements by regulatory bodies, such as the Care Quality Commission (CQC), and 

so they are seen as part of the bureaucratic paperwork required of managers. Care 

staff tasked with writing care plans, often managers or senior care assistants, may 

write them as a part of an organisational obligation to provide PCC, but the translation 

of PCC care plans into practice might lack the actual focus on improving PCC. Another 

member of the advisory group argues that if we want to create authentic PCC with a 

�I�R�F�X�V���R�Q���F�D�U�H���S�O�D�Q�Q�L�Q�J�����Z�H���³�Z�R�X�O�G���E�H���O�R�R�N�L�Q�J���D�W���F�R-�S�U�R�G�X�F�H�G���F�D�U�H���S�O�D�Q�Q�L�Q�J���´���:�H���F�D�Q��

then argue that the effectiveness of care plans in translating into actual practice 

depends on factors such as who writes them, how they are written, and who is involved 

in the process. 

A memo I wrote after one of the advisory group meetings allowed me to conceptualise 

the main category of struggling to connect  and why participants were focusing on 

the formulation of the care plans as being what PCC is about, while in practice, they 

did many great things that are person-centred. 

 

Memo: Thoughts after the advisory group meeting (27.07.2023)  

�:�H�� �K�D�Y�H�� �D�O�V�R�� �G�L�V�F�X�V�V�H�G�� �W�K�D�W�� �U�H�J�D�U�G�O�H�V�V�� �R�I�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶�� �H�[�S�O�D�Q�D�W�L�R�Q�� �R�I�� �3�&�&��

being about the care plans, they still did focus on doing the little things (thinking 

about what the residents like to do, and what they used to do for work, and 

support this) when it came to explaining how they promote PCC to make a 
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difference to the person. Are participants bringing up care plans when asked 

about PCC because is the only time they hear about PCC? Because of that, 

we talked about maybe change the way I ask the question about their 

understanding off PCC �± to see if participants will relate better to PCC as an 

action in practice (to empower the individual) and not as the theory, the care 

plans, or the Person-centred software (as this sounds like a CQC inspection). 

�,�W�¶�V���E�U�L�G�J�L�Q�J���W�K�H���J�D�S���E�H�W�Z�H�H�Q���W�K�H�R�U�\���D�Q�G���S�U�D�F�W�L�F�H���± focus on the little things that 

staff can do, and probably already do, but do not connect to PCC, because of 

lack of confidence (participants are not able to articulate it because they think 

about PCC as a big theoretical and bureaucratic concept). 

 

To continue to follow the lead in the data, one of the objectives for this interview with 

Participant Six was to explore the process of composing care plans within person-

centred software. Despite their efforts to make care plans person-centred, including 

�F�R�Q�V�X�O�W�D�W�L�R�Q�V�� �Z�L�W�K�� �I�D�P�L�O�L�H�V�� �W�R�� �D�V�F�H�U�W�D�L�Q�� �W�K�H�� �U�H�V�L�G�H�Q�W�V�¶�� �S�U�H�I�H�U�H�Q�F�H�V���� �W�K�H�� �S�D�U�W�L�F�L�S�D�Q�W��

pointed out that care assistants possess a deeper understanding of the individuals. As 

Participant Six noted, care assistants tend to be more meticulous in their decision-

making regarding residents, and this occasionally leads to deviations from what the 

care plan dictates.  

This observation adds significance to the sub-category of Being  person -centred  and 

doing person -centred care, moving beyond the initial managerial perspective that 

focused on care plans. Now, we see that it extends to the practical actions carried out 

by staff on the floor, which can be considered highly person-�F�H�Q�W�U�H�G���� �+�R�Z�H�Y�H�U���� �L�W�¶�V��

possible that these staff members may not recognise these actions as constituting 

person-centred care. This deeper understanding is acquired through the time spent 

with the residents, for instance: 

I think the carers, in the end, get to know that resident much better and 

�S�U�R�E�D�E�O�\���G�R���D���P�R�U�H���G�H�W�D�L�O�H�G���W�K�L�Q�J���W�K�D�Q���Z�K�D�W���Z�H�¶�Y�H���Z�U�L�W�W�H�Q���L�Q���W�K�H���F�D�U�H���S�O�D�Q. 

Ideally, it would be that detailed; �\�R�X���F�D�Q�¶�W���Z�U�L�W�H���������S�D�J�H�V���R�Q���³when you do 

this, she will say this�´�����%ut you know that she means that, you just get to know 

somebody. (Participant 6)  
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For one participant, care home staff can���X�Q�G�H�U�V�W�D�Q�G���D�Q�G���D�G�G�U�H�V�V���W�K�H���X�Q�L�T�X�H���Q�H�H�G�V��

�D�Q�G�� �V�S�H�F�L�I�L�F�V�� �R�I�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O�V�� �W�K�H�\�� �D�U�H�� �F�D�U�L�Q�J�� �I�R�U�� �Z�L�W�K�R�X�W�� �F�R�Q�V�W�D�Q�W�O�\�� �U�H�I�H�U�U�L�Q�J�� �W�R�� �D��

�Z�U�L�W�W�H�Q���V�H�W���R�I���L�Q�V�W�U�X�F�W�L�R�Q�V���R�U���Z�L�W�K�R�X�W���J�R�L�Q�J���E�D�F�N���D�Q�G���O�R�R�N�L�Q�J���D�W���W�K�H���F�D�U�H���S�O�D�Q�V�� 

�7�K�H�\���D�U�H���D�Z�D�U�H���R�I���W�K�H���S�H�F�X�O�L�D�U�L�W�L�H�V���R�I���W�K�H���V�S�H�F�L�I�L�F�V�����D�Q�G���W�K�H�\���F�D�Q���G�R���W�K�D�W�����D�Q�G��

�W�K�H�\���F�D�Q���G�H�O�L�Y�H�U���W�K�D�W���F�D�U�H���Z�L�W�K�R�X�W���U�H�I�H�U�U�L�Q�J���W�R���D���G�R�F�X�P�H�Q�W���W�K�D�W���V�W�D�W�H�V���G�R���W�K�L�V����

�G�R���W�K�L�V�����F�R�Q�V�L�G�H�U���W�K�L�V�����$�Q�G���W�K�H�\���F�D�Q���Y�H�U�E�D�O�L�V�H���S�H�U�V�R�Q���F�H�Q�W�U�H�G���L�Q�G�L�Y�L�G�X�D�O���F�D�U�H����

�7�K�H�\�¶�U�H���D�E�O�H���W�R���G�R���W�K�D�W�����D�Q�G���W�K�H�\���D�U�H���K�D�S�S�\���W�R���G�R���W�K�D�W�����E�X�W���Z�K�H�Q���\�R�X���V�D�\�����³�E�X�W��

�L�W�
�V���Q�R�W���U�H�I�O�H�F�W�H�G���L�Q���\�R�X�U���F�D�U�H���S�O�D�Q�V�"�´�����W�K�D�W�
�V���E�H�F�D�X�V�H���I�R�U���P�H���W�R���V�L�W���G�R�Z�Q���D�Q�G��

�F�R�P�S�L�O�H���D���F�D�U�H���S�O�D�Q�����,���K�D�Y�H���W�R���P�R�Y�H���D�Z�D�\���I�U�R�P���W�K�H���S�H�U�V�R�Q���Z�H�
�U�H���F�D�U�L�Q�J���I�R�U���D�Q�G��

�V�S�H�Q�G���V�L�J�Q�L�I�L�F�D�Q�W���W�L�P�H���F�R�P�S�L�O�L�Q�J���P�\���F�D�U�H���S�O�D�Q�����$�Q�G���W�K�D�W�
�V���W�K�H���U�H�D�O���O�L�I�H���L�V�V�X�H��

�W�K�D�W���Z�H�
�U�H���I�D�F�H�G���Z�L�W�K�������3�D�U�W�L�F�L�S�D�Q�W������ 

Returning to an important question in this PhD., how do these findings relate to the 

practical implementation of DCM by care staff? As mentioned earlier, I conducted 

theoretical sampling to discuss early codes with health and social care staff who have 

either implemented DCM or undergone training in DCM but are not currently applying 

it in practice. It was particularly intriguing to observe their perspectives on the 

challenges care staff face in implementing DCM in their daily practices. For example, 

DCM participants stated that in care homes, care staff regularly encounter demanding 

challenges. The prevalence of being understaffed and overworked adds to the 

complexity of their responsibilities. Their daily routines often revolve around 

responding to urgent issues and swiftly moving from one resident to another. 

Unfortunately, the limited time and resources at their disposal make it challenging for 

them to fully engage in comprehensive approaches like DCM: 

No, and that is the reality I see it every day when we go into care homes. The 

reality for the people working in them. They are putting out fires; they're just 

running around like headless chickens from one resident to another. �³I'll be 

there in a minute, I'll be there in a minute, Bill, you know? They're always 

overworked, they're always understaffed, and they simply would not have the 

luxury of being able to commit, that amount of time, not just the DCM, to 

anything, any aspects of care. You know that they do a good job within the 

constraints that are put upon them. I can't see most care homes, I can't see 

being able to successfully implement it as an in-house solution. I've said to 

how our trust: I think the way that we've approached it is wrong, where they've 
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trained lots of people to do the DCM, I know loads of people within the trust, 

and I talked to them, and they say �����³ohh I did the training for that 20 years 

ago� .́ (Participant 12)  

For example, Participant 13 emphasises the influence of care home managers in 

determining the success of engaging in PCC implementation:  

It often comes down to the managers of the came home, in my experience. How 

willingly are they to buy into, and as well, it is a resource issue, but, we know that on 

one hand, �\�R�X���P�L�J�K�W���K�D�Y�H���W�K�H���F�D�U�H���K�R�P�H�V���W�K�D�W���F�O�H�D�U�O�\���V�D�\���W�K�H�\���G�R�Q�¶�W���K�D�Y�H���W�K�H��

�U�H�V�R�X�U�F�H�V�����W�K�H�\���G�R�Q�¶�W���K�D�Y�H���H�Q�R�X�J�K���V�W�D�I�I���W�R���H�Q�J�D�J�H���L�Q���W�K�L�V���D�S�S�U�R�D�F�K�����\�H�W���\�R�X���Z�L�O�O���I�L�Q�G��

some of the other care homes will invite staff in their days off to come and hear 

about, in formulations meetings, I think it comes down to leadership. And I tend to 

find that the bigger corporations, the bigger companies, we find that are less likely to 

engage, they are directed down for the more corporate, about what level of support 

�D�Q�G���W�U�D�L�Q�L�Q�J���W�K�H�\���U�H�T�X�L�U�H�����D�Q�G���W�K�H�\���V�W�L�F�N���W�R���W�K�H���F�R�P�S�D�Q�\�¶�V���O�L�Q�H���R�Q���Z�K�H�W�K�H�U���W�K�H�L�U��

approach to training. (Participant 13)  

As the participant says, and as the findings from the realist review found, leadership, 

particularly the willingness of managers to embrace such approaches, is crucial. 

Resource constraints are acknowledged, with some care homes lacking staff and 

others demonstrating commitment by involving staff even on their days off. The 

participants noted a disparity between smaller and maybe more flexible care homes 

and larger care home units that may adhere more strictly to corporate directives in 

terms of training and support for PCC. 

4.7.3. Synthesis of Findings  

�,�Q���W�K�L�V���&�*�7���V�W�X�G�\�����,���F�R���F�R�Q�V�W�U�X�F�W�H�G���D���W�K�H�R�U�\���Z�L�W�K���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V�����D�L�P�L�Q�J���W�R���H�[�S�O�R�U�H���W�K�H��

�S�H�U�V�S�H�F�W�L�Y�H�V���D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���K�H�D�O�W�K���D�Q�G���V�R�F�L�D�O���F�D�U�H���V�W�D�I�I�����L�Q�F�O�X�G�L�Q�J���W�K�R�V�H���W�U�D�L�Q�H�G��

�D�V���'�&�0�� �P�D�S�S�H�U�V�����U�H�J�D�U�G�L�Q�J�� �3�&�&�� �L�Q�� �F�D�U�H�� �S�U�D�F�W�L�F�H����Memos were included in the 

findings to explain the conceptualisation of the data and the co-construction process 

to build a process model of how staff understand and promote PCC in practice and the 

challenges involved. 

�7�K�H�� �V�W�X�G�\�� �L�G�H�Q�W�L�I�L�H�G�� �W�K�U�H�H�� �L�Q�W�H�U�F�R�Q�Q�H�F�W�H�G�� �V�X�E�F�D�W�H�J�R�U�L�H�V�² �I�R�U�P�X�O�D�W�L�Q�J�� �F�D�U�H�� �S�O�D�Q�V����

�Y�D�O�X�L�Q�J���W�K�H���L�Q�G�L�Y�L�G�X�D�O�����D�Q�G���E�H�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���D�Q�G���G�R�L�Q�J���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H����

�7�K�H�V�H���V�X�E�F�D�W�H�J�R�U�L�H�V���F�R�O�O�H�F�W�L�Y�H�O�\���F�R�Q�W�U�L�E�X�W�H���W�R���W�K�H���R�Y�H�U�D�U�F�K�L�Q�J���F�D�W�H�J�R�U�\���D�Q�G���W�K�H�R�U�\���R�I��
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�V�W�U�X�J�J�O�L�Q�J���W�R���F�R�Q�Q�H�F�W�����U�H�I�O�H�F�W�L�Q�J���W�K�H���F�K�D�O�O�H�Q�J�H�V���L�Q���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�Q�G���D�S�S�O�\�L�Q�J���3�&�&��

�L�Q���S�U�D�F�W�L�F�H�����:�L�W�K���W�K�L�V���V�W�X�G�\�����,���I�R�X�Q�G���W�K�D�W���W�K�H�U�H���L�V���D���G�L�V�F�R�Q�Q�H�F�W���E�H�W�Z�H�H�Q���W�K�H���L�G�H�D���R�I���Z�K�D�W��

�3�&�&���L�V���L�Q���S�U�D�F�W�L�F�H�����Y�H�U�\���P�X�F�K���F�R�Q�Q�H�F�W�H�G���W�R���W�K�H���I�R�U�P�X�O�D�W�L�R�Q���R�I���F�D�U�H���S�O�D�Q�V�����D�Q�G���Z�K�D�W��

�F�D�U�H���V�W�D�I�I���G�R���L�Q���S�U�D�F�W�L�F�H�����7�K�L�V���L�V���K�L�J�K�O�\���F�R�Q�Q�H�F�W�H�G���W�R���W�K�H���P�D�Q�D�J�H�U�L�D�O���U�R�O�H���L�Q���W�U�D�Q�V�O�D�W�L�Q�J��

�3�&�&���S�U�L�Q�F�L�S�O�H�V���L�Q�W�R���S�U�D�F�W�L�F�H���D�Q�G���H�P�S�K�D�V�L�V�H�V���K�R�Z���W�K�H���H�[�W�H�Q�V�L�Y�H���S�D�S�H�U�Z�R�U�N�����U�H�T�X�L�U�L�Q�J��

�G�R�F�X�P�H�Q�W�D�W�L�R�Q���R�I���H�Y�H�U�\���G�H�W�D�L�O�����G�R�H�V���Q�R�W���D�O�O�R�Z���P�D�Q�D�J�H�U�V���W�R���G�H�G�L�F�D�W�H���W�L�P�H���W�R���L�Q�W�H�U�D�F�W��

�Z�L�W�K�� �U�H�V�L�G�H�Q�W�V���� �&�D�U�H�� �V�W�D�I�I�� �Y�D�O�X�H�� �W�K�H�� �L�Q�G�L�Y�L�G�X�D�O���D�Q�G���W�K�H�� �U�H�V�L�G�H�Q�W�� �D�Q�G�� �H�P�S�K�D�V�L�V�H�� �W�K�H��

�L�P�S�R�U�W�D�Q�F�H���R�I���U�H�F�R�J�Q�L�V�L�Q�J���W�K�H���L�Q�G�L�Y�L�G�X�D�O�����W�K�L�V���V�W�D�W�H�P�H�Q�W���X�Q�G�H�U�V�F�R�U�H�V���W�K�D�W���3�&�&���L�Q�Y�R�O�Y�H�V��

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J���U�H�V�L�G�H�Q�W�V�
���X�Q�L�T�X�H���W�U�D�L�W�V�����S�U�H�I�H�U�H�Q�F�H�V�����D�Q�G���F�K�R�L�F�H�V�����E�R�W�K���L�Q���F�D�U�H���S�O�D�Q�Q�L�Q�J��

�D�Q�G�� �G�D�L�O�\�� �F�D�U�H�J�L�Y�L�Q�J�� �E�\�� �V�W�D�I�I���� �7�K�H�� �F�D�U�H�� �V�W�D�I�I�� �I�R�F�X�V�� �R�Q�� �U�H�F�R�J�Q�L�V�L�Q�J�� �D�Q�G�� �Y�D�O�X�L�Q�J�� �W�K�H��

�L�Q�G�L�Y�L�G�X�D�O���L�V���S�D�U�W�L�F�X�O�D�U�O�\���U�H�F�R�J�Q�L�V�H�G���E�\���P�D�Q�D�J�H�U�V�����D�V���W�K�H�\���V�W�D�W�H�G���W�K�D�W���F�D�U�H���D�V�V�L�V�W�D�Q�W�V��

�D�U�H���W�K�H���R�Q�H�V���W�K�D�W���N�Q�R�Z���W�K�H���L�Q�G�L�Y�L�G�X�D�O�����W�K�H���U�H�V�L�G�H�Q�W���� 

�3�D�U�W�L�F�L�S�D�Q�W�V�� �Q�R�W�H�G�� �R�F�F�D�V�L�R�Q�V�� �Z�K�H�U�H�� �V�W�D�I�I�� �L�Q�W�H�U�D�F�W�� �S�R�V�L�W�L�Y�H�O�\�� �Z�L�W�K�� �U�H�V�L�G�H�Q�W�V���� �R�I�I�H�U�L�Q�J��

�H�Q�M�R�\�D�E�O�H���H�[�S�H�U�L�H�Q�F�H�V�����\�H�W���I�D�L�O���W�R���G�R�F�X�P�H�Q�W���W�K�H�V�H���L�Q�W�H�U�D�F�W�L�R�Q�V�����S�R�W�H�Q�W�L�D�O�O�\���O�H�D�G�L�Q�J���W�R��

�W�K�H���R�Y�H�U�V�L�J�K�W���D�Q�G���X�Q�G�H�U�D�S�S�U�H�F�L�D�W�L�R�Q���R�I���W�K�H�L�U���Y�D�O�X�D�E�O�H���F�R�Q�W�U�L�E�X�W�L�R�Q�V���D�Q�G���D�F�W�L�Y�L�W�L�H�V�����,�W���Z�D�V��

�H�[�S�U�H�V�V�H�G���E�\���P�D�Q�D�J�H�U�V���D�Q�G���V�H�Q�L�R�U���F�D�U�H���D�V�V�L�V�W�D�Q�W�V���W�K�D�W���F�D�U�H���V�W�D�I�I���Z�K�R���J�H�Q�X�L�Q�H�O�\���F�D�U�H��

�I�R�U���U�H�V�L�G�H�Q�W�V���D�Q�G���H�P�E�U�D�F�H���D���S�H�U�V�R�Q���F�H�Q�W�U�H�G���D�S�S�U�R�D�F�K���D�U�H���Q�D�W�X�U�D�O�O�\���D�X�W�K�H�Q�W�L�F���L�Q���W�K�H�L�U��

�D�F�W�L�R�Q�V�����)�R�U���H�[�D�P�S�O�H�����F�K�R�R�V�L�Q�J���W�K�H�L�U���M�R�E���D�V���F�D�U�H���Z�R�U�N�H�U�V���E�H�F�D�X�V�H���R�I���W�K�H�L�U���H�Q�M�R�\�P�H�Q�W��

�L�Q���F�D�U�L�Q�J���I�R�U���U�H�V�L�G�H�Q�W�V���O�L�N�H���I�D�P�L�O�\�����H�Y�H�Q���L�I���W�K�H�\���P�D�\���I�L�Q�G���L�W���F�K�D�O�O�H�Q�J�L�Q�J���W�R���Y�H�U�E�D�O�L�V�H���L�W���D�V��

�D�� �3�&�&���D�S�S�U�R�D�F�K���� �7�K�L�V�� �F�R�Q�Q�H�F�W�V�� �W�R�� �W�K�H�� �L�G�H�D�� �W�K�D�W�� �D�W�W�H�Q�W�L�R�Q�� �W�R�� �P�L�Q�R�U�� �G�H�W�D�L�O�V�� �L�V�� �D��

�F�R�O�O�D�E�R�U�D�W�L�Y�H�� �H�I�I�R�U�W�� �L�Q�Y�R�O�Y�L�Q�J�� �E�R�W�K�� �P�D�Q�D�J�H�U�V�� �D�Q�G�� �V�W�D�I�I���� �Z�L�W�K�� �D�F�W�L�R�Q�V�� �O�L�N�H�� �F�U�H�D�W�L�Y�L�W�\����

�F�X�U�L�R�V�L�W�\�����D�Q�G���D�V�N�L�Q�J���T�X�H�V�W�L�R�Q�V���H�[�H�P�S�O�L�I�\�L�Q�J���W�K�H�V�H���V�X�E�W�O�H���D�F�W�L�R�Q�V�����³�L�W�¶�V���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V�´����

�\�H�W���V�L�J�Q�L�I�L�F�D�Q�W���F�R�Q�W�U�L�E�X�W�L�R�Q�V�����'�H�V�S�L�W�H���W�K�H�L�U���V�H�H�P�L�Q�J�O�\���P�L�Q�R�U���Q�D�W�X�U�H�����W�K�H�V�H���D�F�W�L�R�Q�V���S�O�D�\��

�D���Y�L�W�D�O���U�R�O�H���L�Q���I�D�F�L�O�L�W�D�W�L�Q�J���V�W�D�I�I�
�V���S�U�R�P�R�W�L�R�Q���D�Q�G���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q���R�I���S�H�U�V�R�Q���F�H�Q�W�U�H�G���F�D�U�H��

�I�R�U�� �U�H�V�L�G�H�Q�W�V���� �7�K�L�V�� �V�W�X�G�\�� �K�L�J�K�O�L�J�K�W�V�� �W�K�H�� �P�X�O�W�L�I�D�F�H�W�H�G�� �Q�D�W�X�U�H�� �R�I�� �3�&�&���Z�L�W�K�L�Q�� �U�H�V�L�G�H�Q�W�L�D�O��

�F�D�U�H�����H�P�S�K�D�V�L�V�L�Q�J���W�K�H���F�U�L�W�L�F�D�O���U�R�O�H���R�I���F�D�U�H���S�O�D�Q�V���L�Q���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�Q�G���S�U�R�P�R�W�L�Q�J���3�&�&��

�S�U�L�Q�F�L�S�O�H�V���L�Q���S�U�D�F�W�L�F�H���� 

�:�K�L�O�H�� �P�D�Q�D�J�H�U�V�� �S�O�D�\�� �D�Q�� �L�P�S�R�U�W�D�Q�W�� �U�R�O�H�� �L�Q�� �I�R�U�P�X�O�D�W�L�Q�J�� �W�K�H�V�H�� �S�O�D�Q�V���� �D�G�P�L�Q�L�V�W�U�D�W�L�Y�H��

�E�X�U�G�H�Q�V�� �R�I�W�H�Q�� �K�L�Q�G�H�U�� �W�K�H�L�U�� �D�E�L�O�L�W�\�� �W�R�� �H�Q�J�D�J�H�� �P�H�D�Q�L�Q�J�I�X�O�O�\�� �Z�L�W�K�� �U�H�V�L�G�H�Q�W�V���� �%�D�O�D�Q�F�L�Q�J��

�S�D�S�H�U�Z�R�U�N�� �Z�L�W�K�� �S�U�L�R�U�L�W�L�V�L�Q�J�� �P�H�D�Q�L�Q�J�I�X�O�� �L�Q�W�H�U�D�F�W�L�R�Q�V�� �L�V�� �F�U�X�F�L�D�O�� �I�R�U�� �H�P�E�H�G�G�L�Q�J�� �3�&�&�� �L�Q��

�S�U�D�F�W�L�F�H�����0�R�U�H�R�Y�H�U�����Y�D�O�X�L�Q�J���H�Y�H�U�\�R�Q�H���L�Q�Y�R�O�Y�H�G�����I�U�R�P���U�H�V�L�G�H�Q�W�V���W�R���V�W�D�I�I�����I�R�V�W�H�U�V���S�R�V�L�W�L�Y�H��

�U�H�O�D�W�L�R�Q�V�K�L�S�V���D�Q�G���D���V�X�S�S�R�U�W�L�Y�H���H�Q�Y�L�U�R�Q�P�H�Q�W�����X�O�W�L�P�D�W�H�O�\���H�Q�K�D�Q�F�L�Q�J���W�K�H���T�X�D�O�L�W�\���R�I���F�D�U�H��

�S�U�R�Y�L�G�H�G���� �5�H�F�R�J�Q�L�V�L�Q�J�� �W�K�H�� �V�L�J�Q�L�I�L�F�D�Q�F�H�� �R�I�� �V�X�E�W�O�H���� �P�H�D�Q�L�Q�J�I�X�O�� �D�F�W�L�R�Q�V�� �L�Q�� �G�D�L�O�\�� �F�D�U�H��

�S�U�D�F�W�L�F�H�V���X�Q�G�H�U�V�F�R�U�H�V���W�K�H���S�U�R�I�R�X�Q�G���L�P�S�D�F�W���R�I���J�H�Q�X�L�Q�H���F�R�P�S�D�V�V�L�R�Q���R�Q���U�H�V�L�G�H�Q�W�V�
���Z�H�O�O��
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�E�H�L�Q�J���� �'�H�V�S�L�W�H�� �F�K�D�O�O�H�Q�J�H�V�� �O�L�N�H�� �L�Q�D�G�H�T�X�D�W�H�� �I�L�Q�D�Q�F�L�D�O�� �F�R�P�S�H�Q�V�D�W�L�R�Q���� �W�K�H�� �V�W�X�G�\��

�X�Q�G�H�U�V�F�R�U�H�V���W�K�H���L�P�S�R�U�W�D�Q�F�H���R�I���D�F�N�Q�R�Z�O�H�G�J�L�Q�J���D�Q�G���Y�D�O�X�L�Q�J���E�R�W�K���I�R�U�P�D�O���G�R�F�X�P�H�Q�W�D�W�L�R�Q��

�D�Q�G���J�H�Q�X�L�Q�H�����F�R�P�S�D�V�V�L�R�Q�D�W�H���L�Q�W�H�U�D�F�W�L�R�Q�V���L�Q���D�F�K�L�H�Y�L�Q�J���K�R�O�L�V�W�L�F���3�&�&�� 

4.8. Strengths and limitations  

As with any study, there are strengths and limitations to be aware of; firstly, this study 

provided a deep understanding of perspectives from 15 health and social care staff 

(including six participants that are DCM mappers and/or have been trained in DCM) 

into how PCC is promoted and understood in practice. Their perspectives allowed a 

new understanding of how PCC is conceptualised in practice and the disconnect 

between perspectives and practical insights. Data analysis was accomplished using 

constant comparative analysis, which provides a robust way to develop a theory about 

how PCC is promoted and understood in practice. This is particularly important as a 

self-reflection technique, as in qualitative research, this helps mitigate researcher bias. 

As previously stated, most participants in this study were managers in residential care 

settings. Although this allowed for a deeper exploration of their understanding of PCC 

and how they promoted PCC in practice, it was important to gather information from 

more care assistants to have a deeper understanding of their perspectives as well. 

This was not possible, but it is important to keep in mind that most participants who 

held managerial posts at the time of the interview had been care assistants in their job 

roles before. This allowed them to examine their perspectives and make connections 

in the data.  

I acknowledge that other approaches to the analysis of the data could have provided 

�L�P�S�R�U�W�D�Q�W�� �L�Q�V�L�J�K�W�V�� �L�Q�W�R�� �W�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�¶�V�� �H�[�S�H�U�L�H�Q�F�H�V���� �0�H�W�K�R�G�V�� �V�X�F�K�� �D�V�� �L�Q�W�H�U�S�U�H�W�D�W�L�Y�H��

phenomenological analysis or thematic analysis could have provided a structured 

analysis process and other categories that could explain how participants make sense 

of PCC in practice. However, these methods were discounted because, within this 

study, I aimed to collectively develop data and theory with the study participants, as 

well as the members of the student advisory group (described in Chapter Two). CGT 

�D�O�O�R�Z�H�G�� �P�H�� �W�R�� �D�F�N�Q�R�Z�O�H�G�J�H�� �W�K�H�� �L�P�S�D�F�W�� �R�I�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶�� �D�Q�G�� �U�H�V�H�D�U�F�K�H�U�V�¶�� �V�X�E�M�H�F�W�L�Y�L�W�\��

that shapes the interpretations of the data. Nevertheless, based on the insights from 

the advisory group through the whole doctoral journey, we can attest that the findings 

of the study can be applicable and generalisable to care home settings.  
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It is also worth mentioning the strengths and weaknesses of interviews as a data 

collection method. Semi-structured interviews are widely used in qualitative social 

sciences research as they facilitate open-ended dialogues and provide flexibility to 

explore emerging themes in the data (Brinkmann and Kvale 2018). This PhD thesis 

used a guided semi-structured interview, which allowed for a deeper analysis and 

conceptualisation of the final data. This approach is particularly effective when guided 

by a Constructivist approach to grounded theory that aims to find connections, actions 

and invisible processes in the data (Charmaz and Belgrave 2012). However, there are, 

of course, weaknesses of interviews as a collection method. According to Cassell and 

Symon (2011), the lack of agreement on the best practices for gathering, analysing, 

and reporting qualitative interview data represents a challenge in defining what makes 

high-quality qualitative data.  Gathering interview data can also be time-consuming, 

demanding a significant amount of time from both participants and researcher. 

Additionally, researcher bias can affect the analysis, as the interpretation of interview 

�G�D�W�D���F�D�Q���E�H���V�K�D�S�H�G���E�\���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���S�U�H�F�R�Q�F�H�S�W�L�R�Q�V�����W�K�H�R�U�H�W�L�F�D�O���S�R�V�L�W�L�R�Q�L�Q�J�����D�Q�G��

prior experiences (Wilhelmy & Köhler, 2021). While reflexivity can help mitigate bias, 

achieving complete neutrality remains challenging. As DCM is an observational tool, it 

is important to note that participant or non-participant observation could be a feasible 

method of data collection. Observation allows researchers to engage with 

participants�² or remain unobtrusive�² while capturing a richer description of cultural 

dynamics, behaviours, and situational contexts (Kawulich 2005). Nevertheless, as I 

have stated in chapter two, my aim was to focus on subjective experiences and 

perspectives of using or not using DCM and improve PCC in practice. An observation 

method would not allow for such intricate exploration of the theory in the data.  

 

4.9. Reflection  

The reflection process is an integral part of CGT methodology, and I have provided 

evidence of this using the memoing process. This provided an outlet for the analysis 

and conceptualisation of the data but allowed me to project and record my feelings and 

insights throughout the project. This was usually done using voice note recordings that 

I then transcribed to a Word document. It allowed me to reflect and build relationships 

in the data. In applying grounded theory, it was important to be flexible with the 

interview guide and update it or not use it when appropriate (when a participant 
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answers a question, and the rest of the interview flows from there on). This aligns with 

the view that GT aligns with the initial research curiosity and the data that emerges 

during the study. For example, I systematically asked all the questions outlined in the 

interview guide during the first two interviews. However, while analysing the data, I 

�E�H�F�D�P�H���D�Z�D�U�H���R�I���X�Q�D�Q�W�L�F�L�S�D�W�H�G���D�Y�H�Q�X�H�V���R�I���H�[�S�O�R�U�D�W�L�R�Q�����7�K�H�V�H���³�U�H�Y�H�O�D�W�L�R�Q�V�´���S�U�R�P�S�W�H�G��

me to consider a more concentrated investigation into participants' perceptions of PCC, 

a concept I initially perceived as straightforward for care staff.�� 

This particular study was overwhelming at times. In the beginning, it was complicated 

to get a grip on the data and make connections. Transcribing and analysing the 

recordings was, at times, challenging and took many hours that felt endless, but I do 

feel like I am a better student and researcher after this process.  

4.10. Conclusion  

In this chapter, I have discussed the findings from the study with health and social care 

staff (who have trained in DCM and who have not trained in DCM) regarding their 

understanding of experiences, challenges and perspectives of implementing PCC in 

practice. In conclusion, this study offers a nuanced understanding of PCC within care 

home settings, particularly focusing on the formulation of care plans and its 

implications for the practical implementation of PCC principles. Through 

comprehensive data analysis and theoretical conceptualisation, the study reveals a 

complex interplay between managerial perspectives, staff practices, and 

organisational dynamics. While care plans are deemed necessary documentation for 

individualised care, their creation often imposes administrative burdens on managers, 

detracting from meaningful interactions with residents. This tension underscores the 

need to bridge the gap between bureaucratic requirements and the genuine delivery 

of PCC. The study highlights the importance of reconceptualising PCC beyond mere 

documentation, emphasising the significance of everyday actions and interactions that 

prioritise residents' individuality and well-being. Participants' perspectives shed light on 

the inherent conflict between the concept of PCC and its practical application, 

especially in the context of formulating care plans. Despite efforts to tailor care plans 

to residents' needs, the emphasis on paperwork may hinder the value of spontaneous, 

person-centred interactions carried out by care staff.  

In the next chapter, I will summarise and integrate the findings and provide 

recommendations for practice for the future use of DCM. 
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5. Chapter Five: Discussion and Recommendations  

5.1. Introduction  

�$�V���D�Q���R�Y�H�U�Y�L�H�Z���R�I���W�K�H���W�K�H�V�L�V�����W�K�H���S�U�H�Y�L�R�X�V���F�K�D�S�W�H�U�V���D�L�P�H�G���W�R���S�U�R�Y�L�G�H���D�Q�V�Z�H�U�V���W�R���W�K�H��

�P�D�L�Q���D�L�P���R�I���W�K�L�V���W�K�H�V�L�V����to improve the implementation of person-centred care using 

DCM to support the use of the tool for leading culture change in residential care. 

���� �&�K�D�S�W�H�U�� �2�Q�H�� �S�U�R�Y�L�G�H�G�� �D�Q�� �R�Y�H�U�Y�L�H�Z�� �R�I�� �G�L�I�I�H�U�H�Q�W�� �D�S�S�U�R�D�F�K�H�V�� �W�R�� �G�H�P�H�Q�W�L�D�� �D�Q�G��

�G�H�P�H�Q�W�L�D���F�D�U�H���D�Q�G���H�[�S�O�R�U�H�G���W�K�H���L�P�S�O�H�P�H�Q�W�D�W�L�R�Q���R�I���3�&�&�����7�K�H���F�K�D�S�W�H�U���O�R�R�N�H�G���D�W��

�W�K�H�� �H�P�H�U�J�H�Q�F�H�� �R�I�� �'�&�0�� �D�Q�G�� �S�U�R�Y�L�G�H�G�� �W�K�H�� �J�U�R�X�Q�G�Z�R�U�N�� �I�R�U�� �W�K�H�� �L�P�S�O�H�P�H�Q�W�D�W�L�R�Q��

�L�V�V�X�H�V���R�I���'�&�0���L�Q���S�U�D�F�W�L�F�H�� 

���� �&�K�D�S�W�H�U���7�Z�R���G�H�W�D�L�O�H�G���D�Q���R�X�W�O�L�Q�H���R�I���W�K�H���P�H�W�K�R�G�R�O�R�J�L�F�D�O���D�S�S�U�R�D�F�K�H�V���X�V�H�G���L�Q���W�K�L�V��

�W�K�H�V�L�V�����D�V���Z�H�O�O���D�V���D�Q���R�Y�H�U�Y�L�H�Z���R�I���W�K�H���X�V�H���R�I���3�&�&���L�Q���W�K�L�V���G�R�F�W�R�U�D�O���U�H�V�H�D�U�F�K���S�U�R�M�H�F�W�� 

���� �&�K�D�S�W�H�U���7�K�U�H�H���S�U�H�V�H�Q�W�H�G���D���U�H�D�O�L�V�W���U�H�Y�L�H�Z���R�I��unsuccessful and successful factors 

to implement PCC and DCM to answer the question: What are the unsuccessful 

and successful factors of the implementation of person-centred dementia care 

interventions?  

���� �&�K�D�S�W�H�U�� �)�R�X�U���V�S�H�F�L�I�L�H�G���D�� �S�U�R�F�H�V�V�� �P�R�G�H�O�� �R�I�� �K�R�Z�� �K�H�D�O�W�K�� �D�Q�G�� �V�R�F�L�D�O�� �F�D�U�H�� �V�W�D�I�I��

�X�Q�G�H�U�V�W�D�Q�G���D�Q�G���S�H�U�F�H�L�Y�H���3�&�&���L�Q���S�U�D�F�W�L�F�H���X�V�L�Q�J���&�*�7�� 

 

�,�Q���W�K�L�V���F�K�D�S�W�H�U�����,���Z�L�O�O���D�O�V�R���V�X�P�P�D�U�L�V�H�����L�Q�W�H�J�U�D�W�H�����D�Q�G���L�Q�W�H�U�S�U�H�W���W�K�H���P�D�L�Q���I�L�Q�G�L�Q�J�V���R�I���W�K�L�V��

�W�K�H�V�L�V�����,�Q���S�U�H�S�D�U�L�Q�J���I�R�U���W�K�L�V���F�K�D�S�W�H�U�����,���F�R�Q�G�X�F�W�H�G���W�Z�R��consultation meetings���Z�L�W�K���'�&�0��

�P�D�S�S�H�U�V���D�Q�G���P�H�P�E�H�U�V���R�I���W�K�H���D�G�Y�L�V�R�U�\���J�U�R�X�S�����Z�K�R���S�U�R�Y�L�G�H�G���W�K�H�L�U���R�S�L�Q�L�R�Q�V���R�Q���W�K�H���W�Z�R��

�V�W�X�G�L�H�V�� �F�R�Q�G�X�F�W�H�G�� �D�V�� �S�D�U�W�� �R�I�� �W�K�L�V�� �W�K�H�V�L�V�� ���F�K�D�S�W�H�U�� �W�K�U�H�H�� �D�Q�G�� �F�K�D�S�W�H�U�� �I�R�X�U������ �7�K�H�L�U��

�F�R�Q�W�U�L�E�X�W�L�R�Q�V���Z�H�U�H���L�Q�W�H�J�U�D�W�H�G���L�Q���W�K�L�V���F�K�D�S�W�H�U���W�R���L�G�H�Q�W�L�I�\���S�U�D�F�W�L�F�H���U�H�F�R�P�P�H�Q�G�D�W�L�R�Q�V���I�R�U��

�W�K�H���X�V�H���R�I���'�&�0����This chapter concludes by outlining the strengths and limitations of 

the project and discussing future directions. Ethics approval has been granted by the 

Chair of the Humanities, Social and Health Sciences Research Ethics Panel at the 

University of Bradford on 21/02/24 (appendix 15). 
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Figure 16: Three-stage approach of the thesis 

 

5.2  Discussion  

�,�Q�� �W�K�L�V�� �V�H�F�W�L�R�Q���� �,�� �Z�L�O�O�� �G�L�V�F�X�V�V�� �W�K�H�� �P�D�L�Q�� �I�L�Q�G�L�Q�J�V�� �R�I�� �W�K�L�V�� �W�K�H�V�L�V�� �D�Q�G�� �L�W�V�� �L�P�S�O�L�F�D�W�L�R�Q�V�� �I�R�U��

�S�U�D�F�W�L�F�H���� �7�K�L�V�� �V�H�F�W�L�R�Q�� �L�V�� �G�L�Y�L�G�H�G�� �L�Q�W�R�� �W�Z�R�� �P�D�L�Q�� �W�R�S�L�F�V���� �/�H�D�G�H�U�V�K�L�S�� �L�Q�� �S�H�U�V�R�Q���F�H�Q�W�U�H�G��

�F�D�U�H���D�Q�G�� �3�U�R�P�R�W�L�Q�J�� �S�H�U�V�R�Q���F�H�Q�W�U�H�G�� �G�H�P�H�Q�W�L�D�� �F�D�U�H���� �7�K�H�� �I�L�U�V�W�� �W�K�H�P�H�� �H�[�S�O�R�U�H�V�� �K�R�Z��

�H�I�I�H�F�W�L�Y�H�� �O�H�D�G�H�U�V�K�L�S���K�H�O�S�V�� �I�R�V�W�H�U�� �3�&�&�� �D�Q�G�� �K�R�Z�� �O�H�D�G�H�U�V�K�L�S�� �L�Q�I�O�X�H�Q�F�H�V�� �W�K�H�� �X�S�W�D�N�H�� �R�I��

�'�&�0�����7�K�H���V�H�F�R�Q�G���W�K�H�P�H���H�[�S�O�R�U�H�V���K�R�Z���F�D�U�H���K�R�P�H���V�W�D�I�I���S�U�R�P�R�W�H���D�Q�G���H�Q�K�D�Q�F�H���3�&�&���L�Q��

�S�U�D�F�W�L�F�H���D�Q�G���K�R�Z���'�&�0���F�D�Q���L�P�S�U�R�Y�H���3�&�&���I�R�U���F�X�O�W�X�U�H���F�K�D�Q�J�H�� 

5.2.1 Leadership in person -centred dementia care  

�7�K�H���W�K�H�V�L�V���K�L�J�K�O�L�J�K�W�H�G���W�K�H���U�R�O�H���R�I���O�H�D�G�H�U�V�K�L�S���V�X�S�S�R�U�W���L�Q���S�U�D�F�W�L�F�H���F�K�D�Q�J�H�����H�P�S�K�D�V�L�V�L�Q�J��

�K�R�Z�� �L�P�S�R�U�W�D�Q�W�� �J�R�R�G�� �O�H�D�G�H�U�V�� �D�U�H�� �I�R�U�� �W�K�H�� �V�X�F�F�H�V�V�� �R�I�� �3�&�&�� �D�Q�G�� �'�&�0�� ���)�L�J�X�U�H�� ���������� �$�V��

�S�U�H�Y�L�R�X�V�O�\���V�W�D�W�H�G���L�Q���&�K�D�S�W�H�U���2�Q�H�����O�H�D�G�H�U�V�K�L�S���W�K�H�R�U�\���K�D�V���E�H�H�Q���G�H�I�L�Q�H�G���D�V���D���F�R�P�S�O�H�[��

�U�H�V�H�D�U�F�K���S�K�H�Q�R�P�H�Q�R�Q�����H�Y�R�O�Y�L�Q�J���U�D�S�L�G�O�\���L�Q���W�K�H���O�D�V�W���I�H�Z���\�H�D�U�V�����%�H�Q�P�L�U�D���D�Q�G���$�J�E�R�R�O�D��

���������������/�H�D�G�H�U�V�K�L�S���L�V���S�D�U�W���R�I���R�X�U���V�R�F�L�D�O���Q�D�U�U�D�W�L�Y�H�����S�U�H�G�R�P�L�Q�D�Q�W�O�\���D�V���D���P�\�W�K�R�O�R�J�L�F�D�O���I�R�U�F�H��

�R�I���J�R�R�G�Q�H�V�V���D�Q�G���V�X�F�F�H�V�V���´�����:�H�V�W�H�U�Q���������������������� 

 

 

 

1. Realist Review 2. Constructivist 
Grounded Theory

3. Consultation 
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Figure 17: Context �± Mechanisms- Outcomes configurations from the Review 

 

 

 

 

 

IF Leadership 
Involvement

Mechanism: Care 
home managers 

and leaders directly 
participate in the 

process and 
possess necessary 

leadership skills

Outcome: Staff 
feel supported and 

confident to 
engage with the 

intervention

IF Understanding 
and valuing PCC

Mechanism: 
Managers 

comprehend and 
have an ethos 

around PCC, and 
recognise the 
value of PCC 

interventions for 
their care setting.

Outcome: Staff 
are able to improve 

practice change 
and further drive 

the implementation 
of DCM and PCC.

IF Effective 
leadership skills

Mechanism: A 
leader in the home 
should possess the 

right leadership 
skills, know how to 

effectively 
communicate with 

staff, actively 
engage in the care 
setting and have a 

democratic 
approach.

Outcome: Staff 
are able to improve 

practice change 
and further drive 

the implementation 
of DCM and PCC.

IF Shared 
Ownership and 

support

Mechanism: The 
manager shares 
ownership of the 
intervention by 
involving and 

supporting staff, 
provides feedback 

and conducts 
reflection sessions.

Outcome: Clear, 
coherent and 

integrated care 
vision that focuses 

on professional 
development and 

core culture of 
PCC.
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�7�K�H�� �U�H�D�O�L�V�W�� �U�H�Y�L�H�Z�� �S�U�R�Y�L�G�H�G�� �L�Q�I�R�U�P�D�W�L�R�Q�� �R�Q�� �X�Q�V�X�F�F�H�V�V�I�X�O�� �D�Q�G�� �V�X�F�F�H�V�V�I�X�O�� �I�D�F�W�R�U�V�� �I�R�U��

�L�P�S�O�H�P�H�Q�W�L�Q�J���'�&�0���L�Q���I�R�X�U���F�R�Q�W�H�[�W�X�D�O���D�V�S�H�F�W�V�����L�Q�G�L�Y�L�G�X�D�O�����L�Q�W�H�U�S�H�U�V�R�Q�D�O���U�H�O�D�W�L�R�Q�V�K�L�S�V����

�L�Q�V�W�L�W�X�W�L�R�Q�D�O�� �V�H�W�W�L�Q�J���� �D�Q�G�� �Z�L�G�H�U�� �L�Q�I�U�D���V�W�U�X�F�W�X�U�D�O�� �V�H�W�W�L�Q�J���� �6�H�Y�H�U�D�O�� �R�I�� �W�K�H�V�H�� �D�U�H��

�F�R�P�P�R�Q���W�U�D�Q�V�Y�H�U�V�D�O�� �D�F�U�R�V�V�� �L�P�S�O�H�P�H�Q�W�L�Q�J�� �'�&�0�� �D�Q�G�� �R�W�K�H�U�� �3�&�&�� �L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���� �.�H�\��

�P�H�F�K�D�Q�L�V�P�V���D�Q�G���R�X�W�F�R�P�H�V���I�U�R�P���W�K�H���U�H�Y�L�H�Z���W�K�D�W���I�R�U�P�H�G���W�K�H���W�K�H�R�U�\���D�U�H���V�K�R�Z�Q���D�E�R�Y�H��

�L�Q���)�L�J�X�U�H���������� 

�7�K�H�� �U�H�Y�L�H�Z�� �S�U�R�Y�L�G�H�V�� �S�U�D�F�W�L�W�L�R�Q�H�U�V�� �D�Q�G�� �U�H�V�H�D�U�F�K�H�U�V�� �Z�L�W�K�� �D�� �I�U�D�P�H�Z�R�U�N�� �W�R�� �L�P�S�U�R�Y�H�� �W�K�H��

�O�L�N�H�O�L�K�R�R�G�� �R�I�� �V�X�F�F�H�V�V�� �R�I�� �'�&�0�� �L�Q�� �F�D�U�H�� �V�H�W�W�L�Q�J�V���� �/�H�D�G�H�U�V�K�L�S�� �F�D�Q�Q�R�W�� �E�H�� �R�Y�H�U�O�R�R�N�H�G���� �$��

�J�R�R�G���O�H�D�G�H�U���V�K�R�X�O�G���L�Q�Y�R�O�Y�H���V�W�D�I�I���L�Q���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J���W�R���L�P�S�U�R�Y�H���F�D�U�H���D�Q�G���E�X�L�O�G���U�H�V�S�H�F�W��

�D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J�����)�R�U���L�Q�V�W�D�Q�F�H�����L�Q���R�Q�H���O�R�Q�J�L�W�X�G�L�Q�D�O���V�W�X�G�\���E�\���%�D�F�N�P�D�Q���D�Q�G���F�R�O�O�H�D�J�X�H�V��

���������������� �W�K�H�� �D�X�W�K�R�U�V�� �I�R�X�Q�G�� �W�K�D�W�� �O�H�D�G�H�U�V�K�L�S�� �V�X�S�S�R�U�W�� �Q�R�W�� �R�Q�O�\�� �H�Q�K�D�Q�F�H�V�� �W�K�H�� �G�H�O�L�Y�H�U�\�� �R�I��

�3�&�&�� �E�X�W�� �D�O�V�R�� �L�P�S�U�R�Y�H�V�� �W�K�H�� �Q�X�U�V�L�Q�J�� �H�Q�Y�L�U�R�Q�P�H�Q�W�� �E�\�� �I�R�V�W�H�U�L�Q�J�� �D�� �P�R�U�H�� �S�V�\�F�K�R�V�R�F�L�D�O��

�D�W�P�R�V�S�K�H�U�H���� �Z�K�L�F�K�� �I�X�U�W�K�H�U�� �F�R�Q�W�U�L�E�X�W�H�V�� �W�R�� �L�Q�F�U�H�D�V�H�G�� �3�&�&�� ���%�D�F�N�P�D�Q�� �H�W�� �D�O���� �������������� �,�W��

�K�L�J�K�O�L�J�K�W�H�G���W�K�D�W���H�Q�W�K�X�V�L�D�V�W�L�F���V�W�D�I�I���D�Q�G���D�F�W�L�Y�H���P�D�Q�D�J�H�U�L�D�O���V�X�S�S�R�U�W���L�Q�I�O�X�H�Q�F�H���H�D�F�K���R�W�K�H�U����

�I�R�V�W�H�U�L�Q�J�� �D�Q�� �H�Q�Y�L�U�R�Q�P�H�Q�W�� �Z�K�H�U�H�� �R�S�H�Q�� �F�R�P�P�X�Q�L�F�D�W�L�R�Q���� �K�L�J�K�� �V�W�D�I�I�� �H�Q�J�D�J�H�P�H�Q�W���� �D�Q�G��

�P�X�W�X�D�O�� �U�H�V�S�H�F�W�� �V�X�S�S�R�U�W���3�&�&�� �L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���� �7�K�L�V�� �F�U�H�D�W�H�V�� �D�� �P�X�W�X�D�O�O�\�� �U�H�L�Q�I�R�U�F�L�Q�J��

�U�H�O�D�W�L�R�Q�V�K�L�S���W�K�D�W���H�Q�D�E�O�H�V���J�R�R�G���F�R�P�P�X�Q�L�F�D�W�L�R�Q���D�Q�G���D���F�X�O�W�X�U�H���R�I���F�D�U�H���D�Q�G���U�H�V�S�H�F�W�����$�W��

�W�K�H���V�D�P�H���W�L�P�H�����J�R�R�G���O�H�D�G�H�U�V���V�K�D�U�H���R�Z�Q�H�U�V�K�L�S�����S�U�R�Y�L�G�H���I�H�H�G�E�D�F�N�����D�Q�G���D�F�W�L�Y�H�O�\���V�X�S�S�R�U�W��

�W�K�H�L�U���V�W�D�I�I�����,�I���Z�H���O�R�R�N���D�W���Y�D�O�X�L�Q�J���W�K�H���V�W�D�I�I���W�K�U�R�X�J�K���W�K�H���O�H�Q�V���R�I���Z�R�U�N�I�R�U�F�H���G�H�Y�H�O�R�S�P�H�Q�W����

�W�K�L�V���L�V���L�Q�F�U�H�G�L�E�O�\���L�P�S�R�U�W�D�Q�W���I�R�U���O�R�Q�J���W�H�U�P���F�D�U�H���L�Q���S�U�D�F�W�L�F�H�����6�W�R�Q�H���H�W���D�O�����������������:�L�O�O�L�D�P�V���H�W��

�D�O�������������������7�K�H���D�G�Y�L�V�R�U�\���J�U�R�X�S���P�H�P�E�H�U�V���H�P�S�K�D�V�L�V�H�G���W�K�H���Q�H�H�G���I�R�U���D���F�R�O�O�H�F�W�L�Y�H���D�S�S�U�R�D�F�K��

�W�R���F�D�U�H�����7�K�H�\���V�W�D�W�H�G���W�K�D�W���L�W���L�V���Q�H�F�H�V�V�D�U�\���W�R���W�U�D�L�Q���D�Q�G���V�X�S�S�R�U�W���V�W�D�I�I���W�R���X�Q�G�H�U�V�W�D�Q�G���3�&�&����

�D�O�R�Q�J���Z�L�W�K���S�U�D�F�W�L�F�D�O���O�H�D�G�H�U�V�K�L�S���V�X�S�S�R�U�W���W�R���S�U�R�P�R�W�H���F�X�O�W�X�U�H���F�K�D�Q�J�H�� 

For an organisation to prosper, improve practice, improve the delivery of PCC and 

allow for culture change, leadership styles need to prioritise care staff development, 

mentoring and empowerment by promoting PCC principles (Thomas et al. 2014). The 

Hall-Tonna values map (Lewis-Shaw 1997), which outlines four progressive phases of 

human development and identifies seven leadership styles (ranging from authoritarian 

�W�R���Y�L�V�L�R�Q�D�U�\�������S�U�R�P�R�W�H�V���W�K�H���L�G�H�D���R�I���³�V�H�U�Y�D�Q�W���O�H�D�G�H�U�V�K�L�S�´���D�V���D���Z�D�\���W�R���F�U�H�D�W�H���D���Q�X�U�W�X�U�L�Q�J��

culture of care. Servant leaders serve their followers, just as managers serve care staff, 

who in turn serve residents (Thomas et al. 2014). This approach enables staff to 

integrate the knowledge of PCC and empowers them to take initiative and be creative, 

by actively engaging with residents and adapting to their unique needs (Toit and Surr 

2011; Toit et al. 2018), likes and dislikes. According to The Hall-Tonna Values Map 
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(2004), there are four stages of human development at play in leadership: surviving, 

belonging, self-initiating and interdependent (Hall 2003). In residential care, the self-

initiating stage -where servant leadership begins - aligns with the PCC values. It 

prioritises relationships between care workers and residents, and leaders with their 

care workers, while emphasising mentorship, shared responsibility, and empowerment 

by fostering an inclusive and dynamic care environment (Thomas et al. 2014). The 

ability to foster a positive work environment leads to enhanced performance and 

commitment among staff (Cardiff et al. 2018). This is increasingly important in 

residential care, and as the review found, good interpersonal relationships and good 

communication between staff will help foster a supportive environment for the uptake 

of not only DCM but other interventions. According to Rokstad and colleagues, 

leadership style influenced the update of DCM implementation (Rokstad et al. 2013). 

Training care staff in leadership skills should be made a priority, as it would provide 

managers with the skills to help lead care staff in achieving culture change (National 

Academies of Sciences, Engineering, and Medicine 2021). 

In a paper by The Kings Trust (James 2011), authors described that leadership in 

health and social care needs to be looked at with a new lens, focusing not only on 

�W�U�D�G�L�W�L�R�Q�D�O�� �O�H�D�G�H�U�V�K�L�S�� �W�K�H�R�U�L�H�V�� ���H���J������ �O�H�D�G�H�U�V�K�L�S�� �Y�L�H�Z�H�G�� �V�R�O�H�O�\�� �D�V�� �O�H�D�G�H�U�V�¶�� �Y�D�O�X�H�V����

competencies, and behaviours) but should incorporate a more complex system 

involving different factors outside of individual characteristics. In this new idea of post-

heroic leadership, leadership is shared and distributed across the organisation by 

several people. Such a distributed leadership will promote the sharing of leadership 

ideas, working together across several organisational areas to encourage engagement 

and connectedness (James 2011). Developing leadership practices and interventions 

to foster organisational practice change involves a holistic approach that goes beyond 

focusing on managers, and �O�H�D�G�H�U�V�¶�� �E�H�K�D�Y�L�R�X�U�V�� �D�Q�G�� �F�R�P�S�H�W�H�Q�F�L�H�V��(James 2011; 

Gronn 2002). The goal is to target and address organisational dynamics that lead to 

practice change (James 2011; Gronn 2002).  

Over the years, researchers have proposed several conceptual theories and definitions 

of leadership, moving from organisational perspectives (e.g., the primary focus of 

leadership theory was studying characteristics of individual leaders) to more collective 

approaches (e.g., focusing not only on a leader but peers, and collective engagement 

of a wider team) (Benmira and Agboola 2021; Avolio et al. 2009). Leadership is no 

longer described as an individual characteristic but as a shared, dyadic, and complex 
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system dynamic between individuals (Avolio et al. 2009). A recent systematic review 

found that transformational leadership styles among care home managers facilitated 

the delivery of PCC (Moenke et al. 2023). This type of leadership style enables better, 

more effective communication, a vision for improvement in the care environment, and 

emphasises staff competence and empowerment (Moenke et al. 2023). Four studies 

included in the review stated that the key skills/qualities of transformational leaders 

that promote PCC include problem-solving, positive conflict resolution, staff 

empowerment, compassion and creating a positive team environment. The review 

found that in managers with transactional leadership styles (meaning they use rewards 

as a base to achieve results), PCC was ineffective. Authoritarian styles of leadership 

failed to provide manager involvement in daily care tasks, and top-down approaches 

to decision-making acted as an unsuccessful factor in delivering PCC. Care home 

managers should be trained in transformational leadership skills to effectively impact, 

support, and empower staff (Rippon and James 2015). 

5.2.2 Promoting person -centred dementia care  

The interrelationships between care staff, managers and residents can only foster and 

prosper in an organisational context that promotes the uptake of PCC, DCM and other 

interventions. There is already research that considers how the organisational context 

of care settings influences and affects the uptake of interventions. For example, in a 

recent review by Peryer and colleagues (2022), authors found that a lack of resources 

and time constraints influence the uptake of interventions (Peryer et al. 2022). When it 

comes to DCM, one of the key aspects that influence the use of DCM is the core ethos 

of PCC within an organisation before the implementation of DCM needs to be in place. 

Given there is a need for a PCC culture before DCM implementation, an effective way 

to lead change is for organisations to provide a clear understanding of what PCC is in 

practice. In this way, rather than transforming a task-focused, non-person-centred 

culture into a person-centred one, DCM supports services that have already committed 

to this cultural shift by providing evidence-based methods to enhance it (Innes et al. 

2006; Moore et al. 2017; Surr et al. 2018; Doherty et al. 2019; Engle et al. 2021). It is 

important to emphasise that there are many theories of organisational change (any 

change to behaviours or structures) that state that for interventions and even research 

to be carried out in health and social care settings, key factors need to be in place, 

such as availability of resources, access to knowledge or information (Damschroder et 

al. 2009) leadership engagement (as the findings from Chapter Three state) as well as 
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an organisational readiness for change (Weiner, 2020). In the case of DCM, for 

organisational change to be achieved, staff and care workforce need to understand 

what PCC is and how it is promoted in practice. This was the aim of Chapter Four. 

Findings from the CGT qualitative study highlighted that there is a noticeable gap 

between the concept of PCC as outlined in care plans and its actual implementation 

by care staff. This disconnection is linked to managerial roles, where extensive 

documentation requirements limit the time managers can spend interacting with 

residents. Both care staff and managers emphasise the importance of recognising 

each resident as an individual, highlighting that effective PCC involves understanding 

each resident's unique characteristics, preferences, and choices. Managers 

acknowledge that care assistants who interact directly with residents are best 

positioned to know and value the individual needs of the residents. The findings 

reinforce what was found in this review; for DCM to be effective, an organisation must 

have an ethos, a �³�Z�K�R�O�H���K�R�P�H�´ approach centred around PCC. The qualitative study 

highlights that understanding and promoting PCC among staff in residential care is 

crucial. If the gap between the theoretical concept of PCC and its practical application 

is not addressed, DCM efforts will likely fail. The study found that staff often engage in 

PCC but struggle to articulate what PCC entails. Therefore, it is important to connect 

theoretical concepts with practical examples, helping staff recognise and understand 

how they are already implementing PCC. This approach can bridge the gap between 

theory and practice, enhancing the effectiveness of DCM. 

The idea of being person-centred and �G�R�L�Q�J���3�&�&���D�V���V�R�P�H�W�K�L�Q�J���³�Q�D�W�X�U�D�O�´���Z�D�V���P�L�U�U�R�U�H�G��

in other papers. For example, Smythe and colleagues (2013) found that staff in mental 

health settings and care workers believed their PCC skills were innate to them and 

could not be taught; nurses viewed these skills as a vocation that required �³�D���P�D�J�L�F�D�O��

�W�R�X�F�K�´��(Smythe et al. 2013 : 190). Participants acknowledged that there was a sense 

of unconscious competence displayed by the nursing staff (having the skills and 

knowledge without being aware of having them). The paper pointed out that those 

assigned personal care tasks seemed to understand dementia care better than their 

superiors. This was a point participants made in this thesis study, particularly 

managers, who perceived that their staff on the floor knew the residents better than 

they did because, owing to other pressures, they were unable to spend time on the 

floor and engage with the residents. In another study looking at PCC in Swedish 

nursing homes, the authors found that leading towards PCC involves embodying 
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person-centredness, being and doing (Backman et al. 2019). They stated that PCC is 

maximised through a whole team approach, promoting a PCC atmosphere and through 

support for PCC structures. This is an important aspect of the tentative theory from the 

CGT study, highlighting the gap between knowing the individual and understanding 

their surrounding context, the being and doing PCC and the way it is promoted in 

practice through formulating care plans and being about the person. But it is more than 

that. It is about what the individual is doing and being in a wider context. While the 

SCIE emphasises the significance of the relationship between the care professional 

and the person in delivering PCC (Social Care Institute for Excellence 2024), my 

research revealed a lack of understanding among care staff regarding the impact of 

their interactions on the delivery of PCC. While the little actions or the interactions 

between care staff and individuals are evidence of PCC, they're not usually 

documented and tend to be missed from the care plans.  

�³�3�H�U�V�R�Q-centred care isn't a thing that we do it's the way that we are it isn't 

about doing person-centred care it's about being person-�F�H�Q�W�U�H�G�´��(Collins 

pers. comm. 2024) 

This study offers a nuanced understanding of PCC within care home settings, 

particularly focusing on the formulation of care plans and its implications for the 

practical implementation of PCC principles. Through comprehensive data analysis and 

theoretical conceptualisation, the study reveals a complex interplay between 

managerial perspectives, staff practices, and organisational dynamics. While care 

plans are viewed as important documentation for individualised care, they often impose 

administrative burdens on managers, detracting from meaningful interactions with 

residents. This tension underscores the need to bridge the gap between bureaucratic 

requirements and the genuine delivery of PCC. The use of care plans in care settings 

has implications within the wider organisational context, specifically as the mechanism 

necessary to meet the legal requirements set by the regulatory bodies. As care plans 

are often viewed by staff as part of the bureaucratic paperwork that managers are 

required to complete, they might see it as a way to demonstrate how PCC is achieved. 

However, the implementation of the care plans in practice is lacking, or rather, it does 

not seem to prioritise the actual PCC actions, i.e., those �³�O�L�W�W�O�H���W�K�L�Q�J�V�´���G�R�Q�H���L�Q��practice. 

By recommending staff focus on the unrecorded actions that happen in practice, which 

can be highlighted with the use of DCM, better outcomes of care will be captured. The 

study highlights the importance of reconceptualising PCC beyond mere 
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documentation, emphasising the significance of everyday actions and interactions that 

prioritise residents' individuality and well-being. Participants' perspectives shed light on 

the inherent conflict between the concept of PCC and its practical application, 

especially in the context of formulating care plans. Despite efforts to tailor care plans 

to residents' needs, the emphasis on paperwork may hinder the value of spontaneous, 

person-centred interactions carried out by care staff. 

The SCIE guides how to formulate PCC plans under the Mental Capacity Act (MCA). 

According to the MCA, for care plans to be person-centred, they need to meet each 

person's individual needs and choices and be unique in a way that is important for the 

individual. Care plans should be developed with the person, their family, friends, and 

carers to produce a shared written record that incorporates what matters most to the 

person. Inclusion of all voices within this process promotes involvement in the decision-

making, as well as capturing goals and aspirations for the future (Social Care Institute 

for Excellence 2024). This approach was reflected by participants in this study, who 

discussed the necessity of focusing care plans on the individual, identifying and 

highlighting their likes and dislikes.  

The findings from the CGT qualitative study revealed the importance of valuing the 

individual. The term "individual" refers to the resident in a care setting and the people 

who support them, such as the care staff. In the introduction, the VIPS framework of 

PCC in dementia care was highlighted (Brooker 2006, 2004). This framework 

emphasises that while individualised care that meets residents' needs is crucial, 

valuing both the individual and the staff, as well as considering the social environment 

in which residents and staff are situated, is important. As one member of the 

consultation meetings mentioned (explained below), the aspect of the social 

�H�Q�Y�L�U�R�Q�P�H�Q�W���D�Q�G���V�R�F�L�D�O���U�H�O�D�W�L�R�Q�V�K�L�S�V���D�U�H���O�D�F�N�L�Q�J���L�Q���W�K�H���V�W�D�I�I�¶�V���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���3�&�&��

care: 

But there still seems to me to be this huge disconnect in understanding what 

person-centred care means, and it and a lot of your data is showing that 

people are just focused on the individual aspect and valuing aspect and that 

that essential component of person-centred care of taking the perspective of 

people living with dementia seems to be missing. And that's what DCM brings 

into the picture, isn't it? It brings into the perspective of the person with 

dementia, and it brings in a really clear understanding of what's going on 
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around that person, the social psychology and. And so, it's, it's your data set is 

sort of evidencing the first two bits, but it's missing those other two bits. If we 

think about Dawn Brooker's understanding of person-centred care from 

Kitwood's work, so. (Participant 18 ) 

An important aspect of how relationships between staff and between staff and 

residents is at the core of the theory of malignant social psychology as described by 

Kitwood (presented in Chapter One). This is what DCM can highlight to staff: the fact 

that these interactions promote or hinder PCC. �,�Q���W�K�H���E�R�R�N���³Person-Centred Dementia 

Care: Making Services Better with the VIPS Framework� ,́ Brooker and Lathan (2016) 

provide critical insight into the understanding and implementation of PCC within care 

settings, particularly in care settings for individuals living with dementia. The authors 

state that although policy documents and mission statements describe the care people 

are provided to be person-centred, more often �W�K�D�Q�� �Q�R�W���� �L�W�� �³�L�V�� �D�Q�\�W�K�L�Q�J�� �E�X�W�� �S�H�U�V�R�Q-

centred (Brooker and Latham 2016 : 11). Indeed, the book starts by highlighting a 

common issue with the term person-centred; the fact that it can mean different things, 

to different people, in different contexts. In long-term care, the term is viewed as a 

misconception. In this context, person-centred care is primarily viewed as a series of 

individualised care plans and specific tasks tailored to meet individual needs. However, 

the authors emphasised that the essence of PCC lies not in the tasks themselves but 

in how they are performed, emphasising the quality of interactions and how care is 

delivered. 

�³�L�W���L�V���Q�R�W���W�K�H���W�D�V�N���W�K�D�W���L�V���S�H�U�V�R�Q-�F�H�Q�W�U�H�G�����E�X�W���W�K�H���Z�D�\���L�Q���Z�K�L�F�K���W�K�D�W���W�D�V�N���L�V���G�R�Q�H�´ 

(Brooker and Latham 2016 : 14). 

The book emphasises the variability in the interpretation of PCC, noting that the 

�F�R�Q�F�H�S�W���P�H�D�Q�V���³�G�L�I�I�H�U�H�Q�W���W�K�L�Q�J�V���W�R���G�L�I�I�H�U�H�Q�W���S�H�R�S�O�H���L�Q���G�L�I�I�H�U�H�Q�W���F�R�Q�W�H�[�W�V�´�����%�U�R�R�N�H�U���D�Q�G��

Latham 2016: 11). This diversity in understanding is reflected in the care for people 

with dementia, which often falls short of being genuinely person-centred. Despite the 

second edition of the book being published almost 10 years ago in 2015, its 

observations remain pertinent, indicating that the complexity of PCC concepts 

continues to challenge care staff, an argument mirrored by this CGT qualitative study. 

McCormack (2004) highlighted the need for a PCC approach in gerontological nursing 

that encompasses relationships, environment, and individual values. Although 

�%�U�R�R�N�H�U�¶�V�� �Y�H�U�V�L�R�Q�� �R�I�� �W�K�H�� �9�,�3�6�� �I�U�D�P�H�Z�R�U�N�� �L�Q�Y�R�O�Y�H�V�� �G�L�I�I�H�U�H�Q�W�� �F�R�Q�F�H�S�W�X�D�O�L�V�D�W�L�R�Qs, both 
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authors stress the significance of the social environments and social relationships. As 

stated, according to McCormack person-centred nursing encompasses four core 

�D�V�S�H�F�W�V�����D�G�D�S�W�H�G���³�3�U�R�P�R�W�L�Q�J���S�H�U�V�R�Q-�F�H�Q�W�U�H�G���F�D�U�H���D�W���W�K�H���I�U�R�Q�W���O�L�Q�H�´��(Innes et al. 2006 : 

6): 

Figure 18: McCormack´s PCC Framework 

 

 

According to Innes, Macpherson and McCabe (Innes et al. 2006) even though the 

concept of PCC is used inconsistently in the literature, the authors believe that 

�0�F�&�R�U�P�D�F�N�¶�V�� �G�H�I�L�Q�L�W�L�R�Q�� �D�O�L�J�Q�V�� �Z�L�W�K�� �W�K�U�H�H�� �L�P�S�R�U�W�D�Q�W�� �D�V�S�H�F�W�V�� �R�I�� �J�R�R�G�� �T�X�D�O�L�W�\�� �3�&�&����

�L�Q�Y�R�O�Y�L�Q�J���V�H�U�Y�L�F�H���X�V�H�U�V�����F�R�Q�V�L�G�H�U�L�Q�J���X�V�H�U�V�¶���Q�H�H�G�V���D�Q�G���Y�L�H�Z�V���D�Q�G���S�U�R�Y�L�G�L�Q�J���I�O�Hxible and 

responsive services (Innes et al. 2006). Given these findings, it is crucial to research 

effective strategies for a truly meaningful understanding of PCC based on the VIPS 

framework (Brooker and Latham 2016), �0�F�&�R�U�P�D�F�N�¶�V���3�&�&���I�U�D�P�H�Z�R�U�N��(McCormack 

2004) �D�Q�G���.�L�W�Z�R�R�G�¶�V���W�K�H�R�U�\���R�I���S�H�U�V�R�Q�K�R�R�G���D�Q�G���V�R�F�L�D�O���S�V�\�F�K�R�O�R�J�\ (Kitwood and Bredin 

1992; Kitwood 1997; Dewing 2008). It involves more than just educating staff about 
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�³�L�Q�G�L�Y�L�G�X�D�O�L�V�H�G�´�� �3�&�&�� �S�O�D�Q�� �W�D�V�N�V���� �L�W�� �U�H�T�X�L�U�H�V�� �I�R�V�W�H�U�L�Q�J�� �D�� �G�H�H�S�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I�� �3�&�&��

within care organisations.  

If the goal is to improve PCC, it is crucial that the staff's understanding and practice of 

PCC align with the expected standards. For example, if DCM is being implemented, 

the interactions between staff and residents are key. If staff view PCC merely as how 

care plans are formulated, rather than focusing on the quality of interactions, the 

implementation will likely fail. It is necessary to understand that PCC is not about the 

tasks themselves but about how these tasks are performed. This is what DCM 

emphasises: whether staff interactions enhance or detract from an individual's quality 

of life and sense of personhood (Kitwood 1997; Kitwood and Bredin 1992). DCM is 

used to observe and code the interactions between staff and residents. It is within these 

�L�Q�W�H�U�D�F�W�L�R�Q�V���W�K�D�W���W�K�H���V�P�D�O�O���D�F�W�L�R�Q�V�����³�L�W�¶�V���W�K�H���O�L�W�W�O�H���W�K�L�Q�J�V�´�����W�K�D�W���3�&�&���W�D�N�H�V���S�O�D�F�H�����'�&�0��

aims to provide feedback on how these interactions promote the well-being of 

residents. In the five-minute observation time frames, mappers can identify and code 

these actions as either personal detractors, meaning they do not promote PCC, or 

personal enhancers, meaning they do promote PCC (Brooker and Surr 2006). 

Findings from Chapter Four, suggest that promoting PCC in practice can be hindered 

by the amount of paperwork care staff have to deal with in care homes. Managers 

stated that they do not have the time to spend quality time with residents because they 

spend most of their time filling out paperwork. It is not surprising that participants 

related the formulation of care plans as a means of promoting PCC in practice; this is 

a significant task that managers must deal with, and the point of contact for 

organisations to evaluate their quality of care. A report by the Joseph Rowntree 

Foundation (2014) highlighted how the regulation strategies mainly excessive 

paperwork, were hindering the quality of care provided for older people in care homes. 

The report suggested that care home staff often had to spend most of their time filling 

out paperwork to meet the regulation criteria, highlighting that different regulatory 

bodies often asked for different types of paperwork, usually for the same, or similar 

outcome. This excessive focus on documentation leads to staff spending less quality 

time with residents, as well as acting as an unsuccessful factor in staff development 

and satisfaction. The report stated that the time managers spent doing paperwork 

could be spent engaging in leadership activities with staff. Within this study, 

participants noted that while documentation is important to showcase quality person-

centred care, many of the person-centred actions of staff remain unrecorded. This 
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structural issue in care settings results from the need to document care provided to 

residents, leading to the undocumented small interactions between residents and staff. 

This is a particularly important point, as again, leadership is not only an important 

mechanism for the implementation of PCC interventions but an important mechanism 

for the delivery of PCC in daily practice (Loveday 2012; Cardiff et al. 2018). As 

participant interviews suggested, streamlining paperwork would facilitate staff, 

managers, or senior care assistants specifically, to spend more time with residents. 

Care regulators, such as the CQC, have been aware of the burden and overreliance 

on paperwork to measure how person-centred care is achieved in care settings. 

Indeed, care inspectors have been using the Short Observational Framework for 

Inspection (SOFI) for inspections in adult care settings since 2006. SOFI is a tool based 

on the principles of DCM (described in Chapter One), developed and designed by the 

�8�Q�L�Y�H�U�V�L�W�\�� �R�I�� �%�U�D�G�I�R�U�G�¶�V�� �6�F�K�R�R�O�� �R�I�� �'�H�P�H�Q�W�L�D�� �6�W�X�G�L�H�V�� �L�Q�� �F�R�O�O�D�E�R�U�D�W�L�R�Q�� �Z�L�W�K the 

Commission for Social Care Inspection (CSCI) (Commission for Social Care Inspection 

2008). It is used by inspectors to capture the experiences of people who use services 

but may not be able to express these experiences themselves (Commission for Social 

Care Inspection 2008). The use of observations with the SOFI tool does not act as a 

stand-alone method of inspection and investigation, serving as a complement to follow-

up by checking and verifying other sources of evidence, such as care plans and by 

talking to staff, visitors and residents (Care Inspectorate 2014). A focus on observation 

tools, such as DCM or SOFI, can help provide better PCC outcomes, encouraging care 

inspectors to focus on the interactions and the support provided by the staff to 

individuals, those �³�O�L�W�W�O�H���W�K�L�Q�J�V�´���G�L�V�F�X�V�V�H�G���L�Q���&�K�D�S�W�H�U���)�R�X�U����Such observations will also 

provide the inspector and staff with a better view of those elements in which staff can 

improve practice or maintain high-quality care, mitigating reliance on paperwork which 

does not focus on the interactions between staff and residents. These observations 

can then be compared with the care plans to ensure that the actions of the staff are in 

line with the planned care. Including observations helps in evaluating the quality of 

interactions that may not be explicitly outlined in the care plans. Although the CQC and 

the Care Inspectorates in Scotland, Wales and Northern Ireland use the SOFI tool as 

part of their inspection framework, SOFI is not yet used in every inspection. 

Nevertheless, the use of SOFI is encouraged, as this is a smaller, practical, and 

feasible way to implement the principles of DCM in care settings, and efforts should be 

made to ensure the use of the tool in all inspections of adult social care and mental 
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health hospitals. SOFI, as a shorter version of DCM, could be easily implemented in 

care settings to highlight those PCC actions happening in practice and from these, 

build culture and organisational change. 

The main goal of DCM, when used in a dementia care setting, is to illustrate how staff-

resident interactions can enhance the quality of life and care for residents with 

dementia. This finding is crucial not only for improving the implementation of DCM but 

also for ensuring that staff are aware of what needs to be in place before its 

implementation. Policy needs to emphasise the need for observational tools, such as 

DCM and SOFI, to enhance the quality-of-care residents receive in care homes. Such 

observations will capture �µ�L�Q�� �U�H�D�O�� �W�L�P�H�¶��those PCC interactions between staff and 

residents rather than in care plans that many staff may not have the time to read or 

contribute to. 

5.3  Bringing the data together, co-producing r ecommendations for 

practice  

According to the Person-Based approach framework presented in the introduction, the 

development of an intervention needs to: 

(1) is theory-informed and evidence-based.  

(2) prioritises and incorporates the views of the people who will use the intervention 

(having the advisory group as part of the PhD journey, the participants of the studies). 

(3) is likely to be implementable.  

Based on the Person-Based Approach framework, the guiding principle for this project 

was as follows (Figure 19): 
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Figure 19: Person-Based Approach guide for intervention planning 

 

 

To gather practice recommendations that were not only evidence-based (from the 

review and CGT study) but also able to be translated into practice, I facilitated two 

small consultation meetings (in May 2024) that involved advisory group members and 

DCM mappers who had participated in the previous qualitative study presented in 

chapter four. The main aim of the consultation meetings was to discuss and prioritise 

the implementation process for the delivery of DCM by presenting to members the 

findings from the realist review and qualitative interviews and discussing practical 

guidelines for implementing DCM in residential care. Two participants were from the 

advisory group meeting, one participant was from the study presented in chapter four, 

and two were recruited via social media. Five participants attended, with one 

participant (from the advisory group meeting) only attending 40 minutes of the first 

consultation meeting. 

The consultation meetings were video recorded, and notes were taken. Rapid analysis 

of data was conducted (Nevedal et al. 2021), transcripts of the meetings were read 

and grouped by themes based on the questions asked (see Appendix 13 for the 

protocol for this study), and data was summarised into notes rather than using an in-
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depth thematic analysis. Ethical approval for this study was granted by the Chair of the 

Humanities, Social and Health Sciences Research Ethics Panel at the University of 

Bradford on 21/02/24 (see Appendix 15) 

After presenting the participants with data gathered from the two main studies in this 

thesis, the realist review and the CGT theory study, participants were asked to share 

their perspectives on any topics and7or themes that either resonated or surprised 

them. Participants discussed that the key unsuccessful factors presented in the review 

resonated with them in practice. They also highlighted the impact of time constraints 

on the effective implementation of DCM, reflecting that DCM demands a considerable 

amount of time from care staff and is difficult to accommodate with their already busy 

schedules.  

The DCM training loved the idea of it, thought it was a great thing to do, and 

have never been able to put it into practice. It's very, very difficult within our 

working framework to ever find the time to allocate because, you know, I 

honestly believe if you're going to map somebody and get anything meaningful 

out of it, you're going to need to do that for at least a couple of hours. Probably 

at least twice, maybe more, over a week, at different times of the day. You 

know, lunchtime, early morning, whatever. Just to see what interactions are 

happening on different days of the week so that the person's interacting, 

maybe with different staff. (Participant 16)  

Participants also noted that the current format of DCM might be too complex for care 

staff to understand, and the content of the training, including the key concepts around 

PCC and the coding strategy, might be considered too academic.  

So, within the nursing home, I still feel DCM itself is way too academic in terms 

of the nature of it and how it's done. It needs to be much, much simpler if 

you're going to really, ever end up with a situation where care home managers 

and their staff are going to be able to take it on board and implement it. That 

they're just not going to do it in the current format, and I think you said earlier 

that the thing that we see is that they are doing it, that it's just not called DCM; 

they are taking that DCM approach of observing their residents and getting to 

know what their triggers are and all those things, all the things that you know 

they can see. (Participant 16)  
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Based on the findings from the realist review, the findings from the CGT qualitative 

study, and the insights from the consultation meetings, evidence was drawn together 

to create practical guidelines for future implementation and use of DCM for 

organisations and the DCM educational team.  

5.3.1 Bringing the data together : co -produced r ecommendations for the 

DCM educational team  

Currently, the DCM training course consists of seven tutorials and one technology 

session that run over a total of 30 hours. Students are expected to complete around 

12 hours of self-directed learning during the course to be able to complete and fulfil the 

assignments. As prior evidence suggested, high staff turnover rates make it difficult for 

care home staff to train staff in DCM, and finding the appropriate staff to take on the 

DCM course can be difficult. This was one of the key challenges that completely 

resonated with participants from the small consultation meetings. For participants, the 

high turnover rates in social care create inconsistency in whom to train for DCM but 

also hinder the continuity of implementing DCM in practice. 

 

The staffing was so poor, and they were clearly in a crisis. I just said I'm not 

mapping; I'm just going to work it for the day. (Participant 17)  

One suggestion made by DCM mappers during the consultation groups was to divide 

the DCM training into smaller components, focused on different sections, modules, and 

components. For example, breaking down the DCM training into more manageable 

elements would not only simplify the DCM process by making it more accessible and 

less time-consuming for staff but would also provide staff with time to process and think 

through what they learn from DCM. It was identified that if DCM could be broken down 

�L�Q�W�R���³�E�L�W�H-�V�L�]�H�´ chunks, it could be possible for more care staff to be trained in the ethos 

of DCM. This would result in an extension of knowledge across the care homes, as 

well as more effective support for those delivering the mapping. 

Such restructuring would include a short course for all staff on understanding and 

implementing DCM without the expectation of becoming a mapper. This would ensure 

staff could gain knowledge, be able to support mappers, and make the link between 
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observations and feedback sessions. In addition, as every staff member would be 

cognisant of DCM, this could lead to practice change when DCM is implemented. This 

way, those staff trained as DCM mappers will have the skills to lead practice change, 

but all staff would have an understanding of DCM and the underpinning PCC ethos. 

Having all staff with a clear understanding of what PCC is and what DCM aims to 

achieve would facilitate the creation of a �³whole home� ́approach to improving PCC, as 

the findings from the review highlight. 

 

I had a different, totally different perspective on what I was doing for work, and 

it is in the same way as with you: I don't implement mapping. I'll just never get 

the chance to do it, but I use the principles of it every day, so it has changed 

my approach, and it has changed the way that I look at the work that I do. And 

I think that's valuable. But that could have come from, as you suggested, a 

shorter course that is not aimed at getting you to the point where you go out 

and become a mapper but where you just understand the principles of 

dementia care mapping to support those people that do that. (Participant  16) 

 

DCM needs to be broken into components and different people sent on the 

different components of it, rather than one person or couple of people doing 

the whole 4 days. And it's just all about that. It's like there needs to be. It's on 

my wards. I wanted all my staff to be trained in DCM. That was my ambition. 

And then various individuals did it, and they were superstars, and they wanted 

to run with it, and they wanted to develop. Themselves as care staff into a 

more active DCM role. So, they went and did the advanced course, and they 

were very much leading practice change. It seemed we wanted everyone else 

to do it so that they could support the mappers more effectively and everybody 

could learn on that journey together. But I'm not sure they needed a four-day 

DCM course and then that expectation that they would map. (Participant 18)  

 

The feedback obtained in these consultation meetings, as well as the synthesis of the 

findings from this project, contributed to identifying a needed and wanted addition to 

the existing DCM education. One of the unsuccessful factors identified in the 

recommendations is the lack of knowledge about PCC among care staff. This aligns 

with the findings of the CGT study. It would be beneficial for care organisations to 
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develop or access an educational package co-designed with care home staff and 

people with lived experience of dementia to help care staff understand PCC before 

implementing DCM or any other PCC interventions. Even though we need to recognise 

the challenges of requiring care staff to undergo more training, especially considering 

the high turnover rates in care settings highlighted in the literature review, there is 

research that suggests that investing in learning and training for staff can improve 

retention rates (Skills for Care, 2024). This means that valuing staff and supporting 

them to grow by improving their skills is a good lever for not only retaining staff but also 

retaining skilled and confident staff. As shown in the findings from the interviews in 

�&�K�D�S�W�H�U���)�R�X�U�����W�K�H���L�P�S�R�U�W�D�Q�F�H���R�I���W�K�H���³�O�L�W�W�O�H���W�K�L�Q�J�V�´���L�V���V�R�P�H�W�L�P�H�V���R�Y�H�U�O�R�R�N�H�G���E�\���V�W�D�I�I���D�V��

improving and promoting PCC. A further recommendation for the DCM education team 

is to highlight how DCM can pick up �W�K�H�V�H�� �³�O�L�W�W�O�H�� �W�K�L�Q�J�V�´�� �D�Q�G�� �U�H�F�R�U�G�� �W�K�H�� �L�Q�W�H�U�D�F�W�L�R�Q�V��

between staff and residents and the positive impact on residents' quality of life.  

After reviewing the findings from the CGT qualitative study and the practice 

recommendations gathered with DCM mappers and after discussions with the DCM 

education team, the proposed next step would be to create a framework or roadmap 

for care home staff who are considering implementing DCM in their care setting. What 

is lacking is considering the foundational elements that need to be in place before the 

implementation of DCM. When considering the practical applications, it is important to 

ensure that certain key elements are in place for staff to be trained in DCM and 

subsequently for mappers to be able to implement DCM. Having a roadmap, or 

checklist, to give staff and organisations for them to decide whether to proceed with 

DCM can help them see what steps they need to take before implementing it (see 

Figure 20). 
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Figure 20: Roadmap for pre-implementation of DCM 
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5.3.2 Bringing the data together: co -producing r ecommendations for 

Organisations, Care Providers and Policy  

According to the findings from the review, having a good manager with strong 

leadership skills can influence the uptake of PCC and DCM. The importance of good 

managerial and leadership support and strong interpersonal relationships was a 

common theme identified by the studies across the presented four contextual factors 

(i.e., individual, interpersonal relationships, institutional setting, and wider infra-

structural settings). Effective communication among staff and team leaders is crucial 

for fostering a culture of PCC and ensuring that staff feel supported. When discussing 

with participants in the consultation meetings, they agreed that a lack of strong 

leadership and poor communication amongst staff can hinder the implementation of 

DCM. According to participants, if a care home has a strong leadership team, with 

managers buying into DCM, it does indeed act as a facilitator for implementation. 

The conclusion around leadership and management, I think, is that you know, I 

think leadership. I totally agree with that unless you have good leadership, you 

don't have anything, but it's interesting you say that you need to have good 

communication, and then the EPIC trials show if you don't have good 

communication, DCM tends to do poorly. But then could you always argue if 

you had a team that was already communicating well? This is all that they 

were probably already providing better care as well, which kind of suggests 

that DCM only works if you're already a highly functioning care team. 

(Participant 17)  

Organisations need to have a supportive leadership environment in their care setting, 

with managers being actively involved and engaged with their staff. As discussed in 

the qualitative study (GCT), managers understand the necessity to be involved in daily 

tasks if they are to identify what staff need and how they can best support them. Having 

a democratic style of leadership (as the findings from the review suggest) allows 

managers to not only delegate tasks but also offer guidance and support to staff. If 

DCM is to be effective, a universal understanding across the care home as to the 

rationale, structures, methods, processes, and outcomes needs to be in place. This 

makes it easier for staff (including managers) to support each other when mapping and 

facilitates the feedback sessions after mapping, ensuring staff communicate and 

engage with the action planning. Implementing effective communication strategies to 
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ensure all staff members are informed and engaged in the DCM process is an 

important guideline that organisations and care providers need to have in place. So 

even if not every staff member is trained in DCM, everyone has buy-in and understands 

what the process involves. 

But that wouldn't land unless everyone else understood really 100% clearly 

what it was and what it's trying to implement, and then and then also the 

managers and the leaders, and the organisation itself needs another level of 

training as well to be able to support the implementation of it too. (Participant 

17) 

Effective communication strategies could incorporate highlighting and documenting 

those positive care practices and interactions that staff regularly deliver. This would 

encourage and validate staff efforts, building staff confidence through emphasising and 

providing feedback on those positive interactions. This promotes a clear ethos around 

PCC, but as the findings from the qualitative interviews suggest, it also shows that 

senior care staff are being person-centred towards the staff as well, enabling them to 

grow and validate their contributions. This will promote a core value of PCC across the 

organisation, with staff able to understand the core value of PCC and how DCM can 

demonstrate how staff interactions are either enhancing or detracting from PCC. If staff 

are provided with a solid foundation of PCC in daily practice, this will facilitate the 

implementation of DCM. As Chapter Four showed, the core value of PCC in practice 

�O�L�H�V�� �L�Q�� �³�W�K�H�� �O�L�W�W�O�H�� �W�K�L�Q�J�V�´�� �W�K�D�W�� �V�W�D�I�I�� �G�R�� �L�Q�� �S�U�D�F�W�L�F�H�� �W�K�D�W�� �R�I�W�H�Q�� �J�R�� �X�Q�Q�R�W�L�F�H�G���� �,�W�� �L�V�� �X�S�� �W�R 

managers to emphasise and reinforce these actions to staff for them to understand 

that they are indeed being person-centred. 

Don't just document the bad stuff, because that paints a false picture of the 

person, and it also makes it harder for other care support workers or HCSWS 

if they come in the next day and they read the notes, and all it says is, nothing 

through his cup of tea at a resident or whatever. (Participant 19)  

Going back to the findings from the review, not every staff member working in care 

homes is the right person to be trained in DCM. Some staff might not have the 

necessary skills to be able to be DCM mappers. If, for example, one barrier for them 

to undertake the training could be challenges with written English. As the findings from 

the interviews suggest, if managers can value their staff and understand their staff 

strengths, they will be able to put forward the right staff member to undertake the DCM 
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training and from that support the implementation. Ensuring the staff have the 

necessary skills for effective DCM implementation is an important prerequisite for 

organisations. 

Once an organisation has found the right individual to be trained in DCM and all staff, 

including managers, understand what DCM is and what PCC in practice looks like, it 

is important to continue to support the mapper with continuous DCM observations for 

DCM to be part of practice change and to be effective. By allocating specific time slots 

within the weekly schedule for DCM activities and integrating DCM observations into 

regular care routines, additional time requirements can be minimised. Providing the 

staff and specifically the mapper with regular team meetings and feedback sessions 

can help maintain a cohesive approach to care. This would create an outlet for 

mappers and staff to share their opinions, identify challenges, and provide space for 

managers to validate and emphasise the positive interactions that staff do in practice. 

As the findings from the review suggested, the wider infra-structural context plays a 

huge role in the uptake of PCC, including DCM. Financial issues and a lack of structural 

funding act as barriers to implementation. Although there is little staff can do to change 

such systemic challenges, managers can escalate the benefits of DCM and PCC to 

those senior managers, budget holders, and organisations responsible for funding to 

try and secure additional monies to not only train all staff in PCC but in DCM. If those 

responsible for providing funding (i.e., adult social care) are able to understand what 

DCM can accomplish, it is more likely that they will provide buy-in for staff to take time 

out and train in DCM. 

So, it's a huge systems issue because you have to record stuff to be safe and to 

evidence what you're doing. But you know, it's sort of it; it does that to a point, and 

then it just seems to stop short where people are just saying this is what happened. 

This is what happened. This is what happened and that's it. It doesn't go that extra 

step. And that's huge; that is a huge sort of paradigm cultural shift that needs to 

happen in health and social care. ���«�� Even if it was just for me, I think I just managed 

an hour off the back of the DCM course. I just said to my colleagues right, I've just 

done this course, I'm on a late shift, and I just want to to have a go at mapping for an 

hour and see how I get on, and I flapped around with all my manuals for a bit, but I 

just sat down, and that was the first time in my entire nursing career I'd ever had the 

opportunity to sit and just absorb what was going on. And that has quite a powerful, 

profound effect on that that changed my practice, and it changed my career 
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fundamentally. Because there were some things that I had, it was like I had a new 

pair of glasses, and I could view care in a completely different way. It could view 

dementia and the lived experience of dementia in a completely different, novel and 

unique way, which I had never done before. And I think that was hugely powerful. So, 

I would be sad if people, all people working with people with dementia, didn't have 

that opportunity at least once to just connect properly, connect with the lived 

experience of dementia. (Participant  18) 

Continuing to recommend the use of observational tools for care quality assessment 

in care homes is fundamental. These observations will help regulators gain a better 

understanding of how care is delivered in practice and not overlook the value of 

providing PCC to individual residents. Organisations and care providers should 

consider implementing a supportive leadership environment by encouraging a 

leadership style that involves staff engagement and communication between all staff 

members, as well as holding regular feedback meetings where staff can voice their 

problems, concerns, and opinions, contributing to care planning and problem-solving. 

Care home managers should act as leaders and spend regular time on the floor with 

care staff to understand their challenges and ensure they can communicate 

appropriately with staff when they are promoting positive behaviours. 

Long-term care policies should prioritise evidence-based practices for culture change, 

as well as leadership development, effective communication, understanding of staff 

motivation, and organisational culture (Loveday 2012). Regarding policies, they should 

be flexible and adaptive for continuous improvement based on emerging evidence into 

best practices. If regulatory care bodies integrate the use of DCM as an observational 

tool as part of their regular inspections, to enhance PCC in daily practice, they can gain 

deeper insights into how care is delivered. Using observations from DCM ensures that 

PCC remains a priority in health and social care, enhancing residents' wellbeing. These 

observations will help develop clear markers for improvement of care. By addressing 

and implementing these recommendations, care settings can better enhance PCC by 

implementing DCM. Of course, it is worth noting that funding for dementia care 

research should be made a priority in government policy to allow for more investment 

in how DCM can improve PCC in care homes, as well as how DCM can improve the 

delivery of other hallmarks of residents' health and wellbeing. Ultimately, to improve 

PCC in practice, internal quality of care reviews should be integrated into routine care 

inspections. This could be achieved through advocating for funding incentives that 
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encourage the use of DCM in care settings, ensuring staff have the time and resources 

to implement DCM effectively, as well as ensuring staff are supported and trained in 

the essential skills and knowledge of person-centred principles and DCM. Additionally, 

developing clear practice benchmarks based on DCM observations can provide a 

measurable standard of care, to improve care practices and the overall care for 

individuals.  

5.4  Recommendations for future research  

The thesis provided insights that can be further explored. For example, future 

interventions planning to use DCM could evaluate the use of the roadmap described 

above (Figure 20) to understand if it is useful for care homes. DCM can be used both 

as a research tool and as an intervention, and for this, it is important to acknowledge 

how improving the use of DCM can provide standards for not only the quality of PCC 

�E�X�W���D�O�V�R���P�H�D�V�X�U�H���W�K�H���H�I�I�H�F�W�L�Y�H�Q�H�V�V���R�I���3�&�&���W�R���H�Q�K�D�Q�F�H���U�H�V�L�G�H�Q�W�V�¶��wellbeing and quality 

of life and quality of care. Using DCM as a research tool and as an intervention 

measure can allow for continuous improvement in high-quality care as well as practice 

development for staff working in care settings. 

It is important to determine if the efficacy and sustainability of DCM and practice 

improve when the roadmap is used before implementation. It may be helpful to conduct 

focus groups to ask participants for their opinions on the road map. Furthermore, 

conducting a small pilot study in care homes considering implementing DCM could 

help assess how the roadmap assists staff in discussing the implementation issues of 

DCM and how to proceed with implementation, considering the key questions 

presented in the roadmap. The roadmap could then be rolled out to other care settings 

that wish to use DCM, such as hospitals and day services.  

Additionally, presenting the road map to individuals who are considering undergoing 

DCM training to become mappers could facilitate discussions about the prerequisites 

needed before taking such a course. This is important as some individuals may face 

challenges in undertaking the DCM training, for example, due to time constraints or 

other limitations. As highlighted in the literature review, ensuring that the right 

individuals are chosen to be mappers and trained in DCM is crucial. Therefore, the 

road map could serve as a useful prerequisite for DCM education. Afterwards, a survey 

can be administered to participants to gather their opinions on how the road map 
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facilitated their progress in the DCM process, whether it changed their perspectives on 

continuing with the DCM course, and how it aided them post-implementation of DCM 

in care settings, should they choose to do so. 

Another future research idea would be to explore the unrecorded PCC actions that 

care staff perform in practice and understand how staff connect those to PCC. This 

exploration can provide a better understanding by identifying everyday actions that 

contribu�W�H���W�R���3�&�&�����$�G�G�L�W�L�R�Q�D�O�O�\�����L�W�¶�V���F�U�X�F�L�D�O���W�R���D�V�V�H�V�V���L�I���W�K�H�U�H���L�V���D�Q���L�P�S�U�R�Y�H�P�H�Q�W���L�Q���3�&�&��

in practice and to understand what is important for individuals living in care homes. In 

Chapter Two, it was noted that additional methodologies could offer valuable insights 

into staff understanding of PCC. For instance, ethnography could be employed in 

future research projects to investigate how the small daily actions performed by care 

staff contribute to their understanding of PCC. Through observations and interviews, 

examining the interactions between care home staff and residents during these 

unrecorded actions could yield important information. This understanding could help 

care staff appreciate the significance of these unrecorded actions in maintaining and 

enhancing PCC and improving the quality of life and care for individuals living with 

dementia in care homes. In some of the interviews with participants, we talked about 

the impact of the COVID-19 pandemic on how PCC was delivered in those challenging 

times. Although there is vast research on the impact of COVID in care homes (Giebel 

et al. 2020; Chu et al. 2022; Leverton et al. 2022) and on care home staff (Capstick et 

al. 2022, 2023), it could be useful to explore further how the provision of PCC changed 

between before the pandemic, during the pandemic, and after the pandemic, and also 

how staff felt when they had to interact with residents in a more mechanical, automatic, 

�D�Q�G���³�L�P�S�H�U�V�R�Q�D�O�´���Z�D�\�����D�Q�G���K�R�Z���O�H�D�G�H�U�V�K�L�S���O�H�G���W�K�H�P���W�R���V�X�S�S�R�U�W���U�H�V�L�G�H�Q�W�V�����'�L�F�N�V�R�Q���H�W��

al. 2022). As mentioned earlier, there is still a lack of empirical research on the impact 

of leadership in promoting PCC. Conducting a future study to fill this gap could be 

useful in improving leadership and culture change in adult social care. 
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5.5  Strengths, Limitations and Reflection  

To the best of my knowledge, this is one of the first doctoral projects that aimed to 

comprehensively investigate the implementation of DCM, exploring unsuccessful and 

successful factors for the implementation and exploring the understanding and 

perspectives of health and social care staff regarding their experiences in promoting 

PCC. This thesis provides recommendations for the effective future implementation of 

DCM in practice for both care organisations and the DCM education team.  

As stated in Chapter Three, there are some limitations to every research project. The 

use of realist methodology to conduct the review proved, at times, to be challenging. 

As I wanted to gather more causal explanations as to why interventions work (or not) 

in a care setting and those mechanisms that make them work (or not work), I believed 

a realist review would provide insight into causal mechanisms as well as provide an 

underpinning theory of how interventions work (or not). However, as this was the first 

time I had applied realist methodology, I acknowledge that the way the realist review 

was conducted did not necessarily meet all requirements of the guidelines for realist 

methodologies encompassed by the RAMESES guidelines or Pawson and Tilley�¶�V��

seminal work (2001). Nevertheless, the realist review provided important information 

on the theory of why (or not) interventions work in care settings and provided a better 

explanation for how DCM is implemented in practice. 

Following the realist review in Chapter Three, one of the primary objectives of the 

qualitative study was to understand whether staff implemented PCC or DCM 

interventions in care homes and to identify the skills they possessed or believed they 

needed to have to promote these interventions. It became evident at the beginning that 

the participants' understanding of what PCC is in practice and how they promoted PCC 

was connected to the formulation of care plans. This conceptualisation was 

unexpected. In continuing to apply CGT, I decided to continue focusing on how staff 

understood and promoted PCC by refining the interview questions to reflect the 

experiences of the participants rather than structuring these around the existing theory 

and practice of PCC. I believe that this approach allowed me to gather the experiences, 

understandings and perceptions of health and social care staff and made participants 

more comfortable because it allowed for the conversation to flow. I also believe that 

finding new ways to share research with people who do not work in academia is 

important to make sure they can engage and make the research more valuable. This 
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proved important during the CGT study because, in every interview, I was feeding back 

information from previous interviews as a way to achieve theoretical sampling and 

theoretical saturation.  

Although recruitment for the CGT study was not challenging per se, one limitation to 

consider is that the theory presented in this study predominantly reflects managers' 

�S�H�U�F�H�S�W�L�R�Q�V���D�Q�G���H�[�S�H�U�L�H�Q�F�H�V�����$�V���,���K�D�Y�H���V�W�D�W�H�G���L�Q���&�K�D�S�W�H�U���)�R�X�U���X�Q�G�H�U���³�V�W�U�H�Q�J�W�K�V���D�Q�G��

limitations," I would like to have recruited more care assistants, as they are the ones 

who are working on the floor and with residents for most of their working hours. Another 

important aspect to note is that most of the participants, if not all, were white (three 

participant interviews were conducted by phone, so I cannot state for a fact that all 

participants were white). The lack of diversity in this study could be seen as a potential 

limitation, as many care home staff in the UK are from diverse backgrounds (Statista 

2023), and so their understanding of PCC and dementia could be different depending 

�R�Q�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶�� �E�D�F�N�J�U�R�X�Q�G�V���� �7�K�L�V�� �L�V�� �D�Q�� �D�Y�H�Q�X�H�� �W�K�D�W�� �V�K�R�X�O�G�� �E�H�� �L�Q�Y�H�V�W�L�J�D�W�H�G�� �L�Q�� �W�K�H��

future. 

This approach similarly translates to staff development; there are currently many books 

available, but there is a lack of academic textbooks specifically tailored for care home 

staff, including managers, who want to improve their leadership skills. "Dare to Lead" 

by Brené Brown (2018) is one example of a book that addresses this need. Brown, a 

social worker by background, offers a humanistic approach to dealing with individuals 

in her book. In addition to books, there are also leadership podcasts available as 

alternative resources for care staff. These new mediums of consuming information 

might be more useful for care staff than traditional research papers or academic 

textbooks, which could be overwhelming for both managers and staff. I believe it's 

important to move beyond the restrictive tenants of academic scientific publishing and 

share findings with individuals who do not work in academia in a way that is more user-

friendly for them to learn and consume content. In the future, with the findings of this 

PhD thesis, I hope to do just that, publishing not just in academic journals but other 

mediums through, for example, creating a quick access booklet for care staff with the 

main findings from this thesis, including the practice recommendations.  
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5.6 Conclusion  

This PhD research aimed to improve the implementation of DCM in practice. To the 

best of my knowledge, this is the first PhD thesis to uniquely contribute to evidence-

based research around not only improving and developing the implementation of DCM 

in practice but also gathering an original theoretical understanding of how PCC is 

perceived and promoted in practice.  

With the use of realist methodology, this PhD contributes to the understanding of 

successful and unsuccessful factors affecting the implementation of DCM and other 

PCC interventions in care settings. This research provides a detailed understanding of 

PCC within care home settings, particularly focusing on the formulation of care plans 

and its implications for the practical implementation of PCC principles. The study 

highlights the importance of reconceptualising PCC beyond documentation, 

emphasising the significance of everyday actions and interactions that prioritise 

residents' individuality and well-being.  

With the use of co-production through this PhD, the findings offer unique and valuable 

insights for improving the implementation of DCM by providing organisations with a 

roadmap and guidelines to facilitate the implementation process. The PhD research 

also takes evidence-based practice forward to provide practical guidelines for both the 

DCM education team and organisations and policies seeking to improve PCC through 

the implementation of DCM. These practical guidelines and recommendations will 

have practical implications that will change the way DCM education is structured and 

delivered in the future. 
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Appendix  1 Characteristics  of included studies using DCM  

 
Author and 

Year and 
Country  

Title  Intervention/Approaches  Context  Participants 
and 

Methodology  

Main Findings  

 Unsuccessful factor 
for implementation 

Successful factors for 
implementation 

Griffiths et al. 
(2019) 
 
UK 

Barriers and 
facilitators to 
implementing 
dementia care 
mapping in 
care homes: 
results from 
the DCMTM 
EPIC trial 
process 
evaluation 

Dementia care mapping: 
EPIC trial 

Care homes Care home 
staff, external 
mappers, 
relatives, and 
residents. 
Embedded 
process 
evaluation; 
Semi-structured 
interviews.  

�x Type of setting, 
staff levels, IT 
availability, and 
lack of 
managerial 
nursing skills 
impact 
implementation. 

�x Smaller homes 
struggle with 
coverage. 

�x Low staffing, 
high turnover, 
and time 
constraints. 

�x Hierarchical 
nature of care 
homes, 
questioning DCM 
validity. 

�x Lack of 
sustained 
supervision and 

�x Implementation is 
easier in large 
nursing homes with 
qualified staff, 
support from a 
second mapper, 
engaged managers, 
whole-home 
approach, selection 
of appropriate 
mappers, and 
leadership skills. 
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organization at 
the trial level.  

Kelley et al., 
2020 
 
UK 

The influence 
of care home 
managers on 
the 
implementation 
of a complex 
intervention: 
findings from 
the process 
evaluation of a 
randomised 
controlled trial 
of dementia 
care mapping 

DCM EPIC trial Care homes Managers, 
mappers, 
expert 
mappers, 
intervention 
leads. Semi-
structured 
interviews (in-
person or 
phone). 
  

�x Time and 
financial 
constraints. 

�x Autocratic 
management 
style disengages 
staff. 

�x Lack of 
managerial 
support, 
engagement, 
and delegation 
issues. 

  

�x Managerial support 
critical for 
sustainability. 

�x Protecting time for 
mappers. 

�x Covering work, and 
democratic 
leadership. 

Quasdorf et al. 
(2016) 
 
Germany 

Implementing 
Dementia Care 
Mapping to 
develop 
person-centred 
care: results of 
a process 
evaluation 
within the 
Leben-QD II 
trial 

DCM: Leben-QD II  Nursing 
homes 

DCM trainers, 
external 
mappers, 
nursing 
managers and 
staff. Mixed-
methods design 
(semi-
structured 
interviews, 
document 
analysis, 
resident 

�x High staff 
turnover and 
hierarchical 
structures limit 
success. 

�x Staff did not 
know that they 
were expected to 
translate their 
action plans into 
daily care.  

�x More dementia-
friendly environments 
with open 
communication 
succeed. 

�x Functioning teams, 
structured 
implementation, 
leadership 
involvement. 
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records, staff 
questionnaires).  

Rokstad et al. 
(2015) 
 
Norway 

The role of 
leadership in 
the 
implementation 
of person-
centred care 
using 
Dementia Care 
Mapping: a 
study in three 
nursing homes 

DCM Nursing 
homes 

Staff members 
and leaders 
 
Methods: 
Focus-group 
interviews 

 
�x Lack of staff 

development 
plans, lack of 
vision 
implementation. 

�x Lack of 
leadership 
involvement 
affects the staff. 

�x Highly professional 
homes with a strong 
leadership see better 
implementation 
engagement. 

�x Active leadership, 
professional vision 
and role modelling. 

Surr et al. 
(2018) 
 
Multi-country  

Implementing 
Dementia Care 
Mapping as a 
practice 
development 
tool in 
dementia care 
services: a 
systematic 
review 

DCM n/a Systematic 
review 

�x Time and costs. 
�x Lack of funding. 
�x Lack of 

leadership. 
�x Staff resistance. 
�x Lack of 

communication 
and leadership 
involvement. 

�x Lack of support 
for DCM 
implementation.  

�x Good relationships 
between mappers 
and management. 

�x Strong leadership 
�x Good communication 

between staff. 

 

Surr et al. 
(2019) 
 
UK 

The 
Implementation 
of Dementia 
Care Mapping 
in a 

DCM EPIC trial EPIC 
residential 
and nursing 
home care 

Staff from the 
EPIC trial 
 
Methods: return 
data on DCM 

�x Low staffing 
levels. 

�x High staff 
turnover. 

�x Engaged staff. 
�x Supportive 

management. 
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Randomized 
Controlled Trial 
in Long-Term 
Care: Results 
of a Process 
Evaluation 

component 
adherence and 
fidelity at the 
end of each 
mapping cycle 
action plans 

�x Lack of time to 
undertake DCM 
and competing 
priorities. 

�x If the care home 
manager was not 
fully supportive 
of DCM. 

�x External priorities 
took precedence. 

�x Good 
communication. 

Surr et al. 
(2019) 
UK 

Exploring the 
role of external 
experts in 
supporting staff 
to implement 
psychosocial 
interventions in 
care homes 
settings: 
results from 
the process 
evaluation of a 
randomized 
controlled trial 

DCM N/A Process 
evaluation 
Six external 
experts who 
also completed 
questionnaires, 
care home 
managers and 
care home staff 
responsible for 
DCM 
implementation 
 

�x Communication 
challenges 
affected the 
implementation. 

�x External priorities 
took precedence 
over DCM 
implementation. 

�x Boundaries of 
expert mapper 
support were 
unclear. 

�x Staff value and 
needed expert 
mapper input. 

�x Expert mapper 
support was 
essential for 
successful DCM 
implementation. 

�x Good 
communication, 
relationships and 
flexibility supported 
the process. 

Quasdorf and 
Bartholomeyczik 
(2017) 
 
Germany 

Influence of 
leadership on 
implementing 
Dementia Care 
Mapping: A 

DCM Leben QD-II trial Nursing 
homes 

Project 
coordinator, 
head nurses 
and staff nurses 
 

�x Implementation 
fails when there 
is no leadership 
performance 

�x The project 
coordinator 

�x Formal leaders acted 
as active leaders. 

�x Leaders valued 
�W�H�D�P�V�¶��work.  
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multiple case 
study 

Methods: 
Qualitative 
face-to-face 
interviews 

hesitant and 
avoided taking 
responsibility 

�x Leaders failed to 
provide a 
concept of 
dementia care.  

�x Discrepancies 
occurred during 
the process. 

�x �/�H�D�G�H�U�V���G�R�Q�¶�W��
promote DCM 
implementation.  

�x Members cooperated 
across hierarchical 
levels. 

�x Positive leadership 
occurred at all 
hierarchical levels. 

�x Active and situational 
leadership 

�x Leaderships showed 
person-centred 
visions of dementia 
care. 
Managers presented 
a specific vision of 
care 

Griffiths et al. 
(2021) 
 
UK 

Staff 
experiences of 
implementing 
{Dementia} 
{Care} 
{Mapping} to 
improve the 
quality of 
dementia care 
in care homes: 
a qualitative 
process 
evaluation 

DCM EPIC trial 
care 
settings 

Care home staff 
trained to lead 
DCM 
 
Methods: Semi-
structured 
interviews; 
Thematic 
analysis; 
Process 
evaluation 

�x Training was 
overwhelming, 
with skills gaps. 

�x Mapper 
motivation And 
engagement 
decreased over 
time. 

�x High turnover, 
lack of support, 
difficulty 
engaging staff.  

�x The support of an 
expert mapper 

�x The observation 
component was 
straightforward. 

�x Interactive group-
based training. 
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Appendix  2 Table  of included PCC studies  

 
Author 

and Year 
and 

Country  

Title  Intervention/Approach
es 

Context  Participants and 
Methodology  

Main Findings  

 Barriers for 
implementation 

Facilitators for 
implementation 

Van Mierlo 
et al. 
(2018) 
 
Multi-
country: 
Poland, 
Italy, and 
the UK 

Facilitators 
and barriers to 
adaptive 
implementatio
n of the 
Meeting 
Centers 
Support 
Program 
(MCSP) in 
three 
European 
countries; the 
process 
evaluation 
within the 
MEETINGDE
M study 

The Meeting Centres 
Support Program 
(MCSP) 

The Initiative 
Group 
consisted of 
representative
s from 
different 
organizations 

Stakeholders 
 
Qualitative multiple 
case study design; 
Methods: Checklists 

�x Limited capacity and 
gap in continuous 
support  

�x Communication 
issues with referrers 
in the UK  

�x Recruitment 
challenges  

�x Need for compelling 
evidence before 
national 
organisations 
provide support.  

�x Lack of awareness 
outside the advisory 
group  

�x Insufficient structural 
funding  

�x Difficulty integrating 
participants with 
other programs 
during execution.  

�x External factors: 
Intervention 
characteristics, 
resources, staff, 
and management  

�x Qualified, 
motivated staff 
and a professional 
project manager 
are key.  

�x Targeting 
population needs 
and adapting to 
participants is 
crucial.  

�x Integration with 
other activities 
and continuous 
professional staff 
presence  

�x Collaboration 
protocols and 
good PR aid 
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successful 
implementation  

�x Family caregivers' 
involvement and 
national dementia 
strategy support in 
the UK  

 
Argyle and 
Kelly 
(2015) 
 
UK 

Implementing 
person 
centred 
dementia care: 
a musical 
intervention 

Musical Intervention Dementia 
specialist 
home care 
service 

Stakeholders 
Training provider, 
senior manager, 
front line leadership 
team 
 
Methods: Semi-
structured 
interviews 

�x Lack of 
understanding and 
unclear training on 
person-centred care. 

�x Inconsistent 
leadership from 
senior and front-line 
managers. 

�x Business-focused 
supervision and staff 
turnover disrupt 
leadership.  

�x Poor 
communication, 
consultation, and 
support in 
implementation.  

�x Time pressures, 
task-focused 
commissioning, and 
resource limitations 
hinder progress.  

�x Recognition of 
intrinsic benefits of 
the intervention  

�x Training with 
awareness-raising 
followed by 
reinforcement.  

�x Targeted and 
wide-reaching 
training for all  

�x Client and carer-
driven approach  

�x Better leadership 
with focus on 
clinical issues in 
staff supervision  

�x Clear rationale for 
staff selection and 
more 
support/consultati
on for staff  

�x Flexible and 
responsive 
commissioning 
practices  

�x Promotion of 
�³�G�H�P�H�Q�W�L�D-friendly 
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�F�R�P�P�X�Q�L�W�L�H�V�´ 
through improved 
resources  

 

Barbosa et 
al. (2017) 
 
Portugal 

Implementing 
a psycho-
educational 
intervention for 
care 
assistants 
working with 
people with 
dementia in 
aged-care 
facilities: 
facilitators and 
barriers 

Psycho-educational 
tools 

Aged-care 
facilities 

Care assistants and 
managers 
 
Methods: Focus-
groups, individual 
semi-structured 
interviews 

�x Short intervention 
duration; need for 
more follow-up 
support and 
emotional 
assistance. 

�x Decreased 
enthusiasm due to 
limited time and 
resources. 

�x Resistance to 
change, especially 
among long-tenured 
care assistants. 

�x Ongoing support 
needed to counter 
discouragement 
from resistant 
colleagues. 

�x Workload, time 
constraints, and lack 
of resources create 
barriers. 

�x Managers' lack of 
support, 
understanding of 
floor work, and 

�x The intervention 
was seen as 
useful, relevant, 
and appropriate 
for care 
�D�V�V�L�V�W�D�Q�W�V�¶���G�D�L�O�\��
work. 

�x The session 
length and 
delivery were well-
suited to the 
schedule. 

�x The supportive 
component was 
valuable for 
feedback, 
emotional release, 
and included 
helpful relaxation 
techniques. 

�x Individual 
assistance and 
kind, supportive 
coordinators were 
appreciated. 

�x Experts' 
involvement 
added value. 
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recognition of staff 
skills. 

�x Insufficient 
interpersonal skills 
training for 
managers. 

 

�x Initially, care 
assistants were 
enthusiastic, but 
more dementia-
related 
occupational 
training would 
support change. 

. 
Karrer et 
al. (2020) 
 
Multi-
country 

What hinders 
and facilitates 
the 
implementatio
n of nurse-led 
interventions 
in dementia 
care? A 
scoping review 

Nurse led interventions All settings: 
long-term 
care, acute 
care 
hospitals, 
outpatient 
settings 

Scoping review to 
identify recent 
knowledge on 
barriers and 
facilitators to 
implementing nurse-
led interventions in 
dementia care.  
 
Methods used: 
concept mapping, 
qualitative, 
quantitative, and 
mixed methods 
design 

�x No reimbursement 
for intervention 
delivery. 

�x Government 
regulations on task-
based practices 

�x Hierarchical 
structures and 
inadequate 
regulations 

�x Task-focused care 
culture 

�x Insufficient 
management 
support and 
resources 

�x Staff turnover and 
competing demands. 

�x Unclear intervention 
value and impact 

�x Misalignment with 
current practices 

�x Complex, time-
consuming, and 
costly interventions 

�x Health insurance 
supporting 
dementia care 
networks and 
reimbursing 
interventions. 

�x Established 
person-centred 
culture. 

�x Supportive 
leadership and 
adequate 
resources. 

�x Positive 
intervention 
outcomes 

�x Clear, well-trained 
intervention 
delivery 

�x Staff involvement 
in development 
and multiple 
disciplinary input. 
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�x Team culture issues 
(communication, 
conflicts). 

�x Supportive team 
culture with good 
communication. 

�x Qualified, 
motivated staff. 

Dickinson 
et al. 
(2017) 
 
UK 

Cognitive 
stimulation 
therapy in 
dementia care: 
exploring the 
views and 
experience of 
service 
providers on 
the barriers 
and facilitators 
to 
implementatio
n in practice 
using 
Normalization 
Process 
Theory 

Cognitive Stimulation 
Therapy (CST) 

Dementia 
care sites 

Support workers, 
nurses, 
occupational 
therapists, clinical 
psychologist, and 
management 
Methods: Semi-
structured 
interviews 

�x Difficulty 
distinguishing from 
other non-
pharmacological 
interventions.  

�x Limited resources to 
run the intervention.  

�x Lack of time for 
planning and 
preparing materials 
outside of sessions  

�x High demand on 
staff time  

�x Community services 
lack knowledge of 
group participants.  

�x Availability of key 
staff to facilitate 
sessions. 

�x Staff uncertainty on 
how to formalise 
evaluations and 
confusion over which 
outcome measures 
to use and access 

�x CST is easy to 
describe with a 
clear goal of 
improving quality 
of life for people 
with dementia.  

�x Training helps 
ensure staff 
motivation and 
involvement.  

�x Positive impact of 
CST groups led to 
increased staff 
commitment.  

�x Emphasis on 
positive 
interactions in 
CST was valued 
by staff.  

�x Manuals made it 
easier for staff to 
implement CST.  

�x Supervisor 
support was 
crucial for 
delivering CST.  

�x Staff with good 
skills and 
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experience 
effectively 
facilitated CST 
groups. 

Lawrence 
et al. 
(2012) 
 
Multi-
country 

Improving 
quality of life 
for people with 
dementia in 
care homes: 
making 
psychosocial 
interventions 
work 

Psychosocial 
interventions 

Care units, 
nursing 
homes, 
special care 
units, assisted 
living 

Staff, people living 
with dementia, 
family members 
 
Systematic review 
and meta-synthesis 
of qualitative papers 

�x Interventions 
required extra work, 
reallocation of staff 
time, and flexibility. 

�x Staff felt the benefits 
did not justify the 
extra workload. 

�x Focus on 'priority 
needs' led to 
behaviour 
management taking 
precedence.  

�x Emphasis on 
avoiding behavioural 
outbursts by 
completing tasks 
quickly.  

�x Concerns about 
physical harm, 
falling, or wandering 
hindered activities. 

�x Attitudes of care 
team members 
created challenges. 

�x Staff discomfort with 
participating in the 
intervention. 

�x Overcoming the 
barriers would 
involve addressing 
workload 
concerns, 
emphasizing the 
importance of 
psychosocial 
interventions, and 
ensuring staff 
comfort and 
support. 
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Chenoweth 
et al. 
(2018) 
 
Australia 

Critical 
Contextual 
Elements in 
Facilitating 
and Achieving 
Success with 
a Person-
Centred Care 
Intervention to 
Support 
Antipsychotic 
Deprescribing 
for Older 
People in 
Long-Term 
care 

Sub-study of The Halting 
Antipsychotic use in 
Long-Term Care; PCC 
education training 

Long-term 
care homes 
(both private 
and 
charitable, 
community-
based) 

Nurse champions 
and direct care staff 
 
Methods: 
Train-the-trainer 
PCC education 
training; Pre/post 
education training 
questionnaire, One-
on-one champion 
interviews 

�x Significant unpaid 
out-of-hours work 
was required to 
initiate and sustain 
education and 
training support for 
staff.  

�x Managers scheduled 
champions off-duty 
but paid them to 
provide staff 
education and 
support. 

�x  Despite 
appreciation for 
support from the 
dementia nurse 
specialist and project 
coordinator, there 
was a consensus 
that additional onsite 
and ongoing 
education was 
necessary for all 
staff. 

�x Instances where 
champions were not 
involved from the 
project's start, due to 
personnel changes, 
resulted in a higher 
demand for onsite 
education and 
support from the 

�x Interpreting needs 
from behaviour, 
managing 
complex change, 
and utilizing tools 
like practice 
improvement 
memos and the 
VIPS model.  

�x Managers 
supported 
champions well, 
enabling them to 
provide necessary 
education and 
training.  

�x Champions 
actively 
implemented 
onsite education, 
utilizing resources 
like person-
centred care 
plans, tutorials, 
protocols, memos, 
role-play 
guidelines, and 
behaviour 
response flow 
charts.  

�x The champions 
expressed 
appreciation for 
the support 
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study team 
members. 

 
  

provided by the 
study dementia 
nurse specialist 
and project 
coordinator. 

Skingley et 
al. (2021) 
 
UK 

Implementing 
the PIE 
(Person, 
Interaction and 
Environment) 
programme to 
improve 
person-
centred care 
for people with 
dementia 
admitted to 
hospital 
wards: a 
qualitative 
evaluation 

Person, Interaction and 
Environment 
Intervention 

Case study 
sites (wards) 

Various staff at the 
wards  
 
Methods: 
Qualitative data 
drawn from 
interviews, 
workshop notes, 
observation of 
action planning and 
review meetings, 
Examination of 
documents 
Cross-case 
analysis, a 
sensitising 
framework using 
normalization 
Process Theory 
mechanisms.  

�x Changes in ward 
leadership and 
temporary ward 
moves affected 
engagement 

�x Imminent Care 
Quality Commission 
site visit absorbed 
staff attention. 

�x Staff engagement 
was limited by 
fluctuating 
availability, patient 
flow, and acuity 
levels. 

�x Team changes led to 
reduced 
engagement from 
frontline staff. 

�x Staff shortages and 
pressures impacted 
participation. 

�x Long gaps between 
observations and 
action planning 
meetings. 

�x Organisational 
turbulence created 
barriers 

�x Joint leadership 
assumed by the 
practice 
development 
facilitator and the 
dementia nurse - 
both external to 
the routine ward 
work and had a 
developmental 
role in relation to 
staff on it. 

�x Ward manager 
provided active 
support, 
facilitation, and 
encouragement - 
although the ward 
manager was not 
formally a team 
member. 

�x Leadership and 
responsibility were 
assumed by the 
lead specialist 
dementia nurse. 

�x Ward managers 
play a crucial 
enabling role in 
supporting staff to 
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�x Focus on building a 
team ethos and new 
ward model during 
implementation, 
which should be 
done before starting 

�x Managers 
underestimated the 
work required to 
build a new team 
while managing 
dementia-related 
pressures. 

�x Staffing levels in 
wards were 
problematic 

 

get involved, 
facilitating 
communication of 
action plans to the 
wider staff group. 

�x Negotiating with 
relatives 

�x The role played by 
the dementia 
specialist team in 
championing the 
implementation 
was critical. 

�x Long-established 
and cohesive 
teams 

�x Engagement and 
support from 
across different 
staff groups 

�x Support outside 
the wards. 

�x Sound team 
culture, routine 
systems, and 
mechanisms to 
engage in 
deliberative 
practice 
reflections a priori. 

 
Chenoweth 
et al. 
(2015) 

PerCEN trial 
participant 
perspectives 

Person-centred 
dementia training and 
Environment PCC 

Dementia 
care units' 

Cara managers, 
nurses, care staff, 
family members 

�x Quality of care often 
reflected 
management style, 

�x Diversional 
therapy staff play 
a vital role in 
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Australia 

on the 
implementatio
n and 
outcomes of 
person-
centred 
dementia care 
and 
environments 

long-term 
care 

 
Methods: telephone 
and face-to-face 
semi-structured 
interviews; Survey 
and face-to-face 
interview transcripts 
and hand-recorded 
notes, field note 
template data, and 
care plan records 

staff supervision, 
and 
recruitment/scheduli
ng practices 

�x PCC staff 
champions in poorly 
managed units 
lacked adequate 
supervision and 
support for care and 
activities. 

�x Managers, nurses, 
and care staff 
sometimes believed 
they were already 
delivering PCC, 
inhibiting further 
implementation. 

�x Nurses and care 
staff showed little 
interest and initiative 
in PCE when 
managers did not 
support 
recommended 
changes. 

�x Insufficient 
consultation with all 
staff members 
hindered the 
process. 

implementing 
PCC and utilizing 
PCE effectively. 

�x Readiness of both 
managers and 
staff is crucial. 

�x Supportive, strong 
managerial 
leadership 

�x Establishing a 
workplace culture 
centered around 
PCC. 

�x Effective 
communication, 
support, and 
education from 
management 

�x Positive 
responses from 
residents and their 
families are 
essential. 

�x Ongoing 
education, on-site 
support, and 
positive attitudes 
toward PCC and 
PCE. 

�x Managers and 
supervisors 
should provide 
immediate 
feedback and 
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establish a 
schedule for 
reinforcing PCC 
practices. 

Skingley et 
al. (2018) 
 
UK 

Challenges of 
implementing 
and 
embedding a 
programme to 
improve care 
for people with 
dementia on 
hospital wards 

The PIE (Person, 
Interactions, 
Environnent) 
Programme  

Hospital 
wards 

n/a �x Lack of time and 
increasing workload. 

�x Staff turnover, with 
new members 
unfamiliar with PIE. 

�x CQC inspection and 
ward refurbishment 
requiring temporary 
physical move. 

�x Observers felt 
uneasy not 
contributing to ward 
work during high 
workload periods. 

�x Concern about being 
perceived as 
unhelpful or critical 
by colleagues. 

�x Implementation 
progress was 
inconsistent, 
dependent on 
favourable 
conditions. 

�x Staff on other wards 
unfamiliar with PIE. 

�x Uncertainty over 
ward designations 
and other changes 

�x Good leadership: 
Dementia 
specialist nurse 
led and inspired 
staff, maintaining 
momentum during 
challenges 

�x Ward managers 
supported staff 
involvement by 
allowing time for 
meetings and 
observations 

�x Active staff 
participation was 
encouraged and 
facilitated 

�x The programme 
matched staff 
interest in 
dementia care 

�x Cross-site 
meetings allowed 
teams to 
collaborate, share 
activities, and 
learn from each 
other. 
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after a period of 
stability 

Rosvik & 
Mjorud 
(2021) 
 
Norway 

�³�:�H���P�X�V�W��
have a new 
VIPS meeting 
�V�R�R�Q���´���%�D�U�U�L�H�U�V��
and facilitators 
for 
implementing 
the VIPS 
practice model 
in primary 
health care 

VIPS practice model Primary 
Health Care - 
municipalities 
care 
institutions 
and domestic 
nursing 

n/a �x Resistance to 
Change: Frontline 
staff resistance to 
implementing PCC.  

�x Lack of Training: 
Insufficient training 
for frontline staff. 

�x Time Constraints: 
Difficulty finding time 
for consensus 
meetings. 

�x Staff Turnover: High 
turnover among staff 
hindered consistent 
implementation. 

�x Organizational 
Ethos: PCC 
prioritized as a 
core value. 

�x Anticipated 
Benefits: 
Expected HR and 
economic gains at 
the municipality 
level. 

�x Champions' Role: 
Internal and 
external 
champions drive 
implementation. 

�x Frontline Staff 
Engagement: 
Leaders seek 
endorsement and 
ensure adequate 
preparation. 

�x Strong Leadership 
& Stability: 
Committed 
leaders, staff 
stability, and 
training support 
success. 

�x Supportive 
Leadership: Key 
figures like head 
nurses foster 
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structured 
implementation. 

Kolanowski 
et al. 
(2015) 
 
USA 

�³�:�L�V�K���Z�H��
would have 
�N�Q�R�Z�Q���W�K�D�W���´��
Communicatio
n Breakdown 
Impedes 
Person-
Centred Care 

Behavioural health 
toolkit for nursing home 
staff 

Non-profit 
nursing 
homes 

Certified nursing 
assistants 
registered nurses, 
licensed practical 
nurses, activity 
personnel, certified 
recreational 
therapists, social 
workers and other. 
 
Methods:  
Qualitative focus-
groups interviews 

�x Communication 
Breakdown: Gaps 
between staff, 
residents, and 
families. 

�x Cultural Differences: 
Can hinder effective 
information 
exchange. 

�x Time Constraints & 
Staffing Issues: 
Limited staff and 
time impact PCC 
delivery. 

�x Inconsistent 
Information Sharing: 
Varies by shift and 
lacks key details. 

�x Challenges with 
Online Education: 
Staff discomfort due 
to inexperience. 

�x Delayed Information 
Access: Critical 
details not received 
promptly. 

�x Importance of 
having personal 
knowledge about 
residents so that it 
could be 
integrated into 
care approaches. 

�x Staff identified two 
types of 
information as 
essential to their 
being able to 
provide PCC. 

o (a) 
information 
about the 
resident as 
a person 

o (b) 
information 
on useful 
approache
s for 
responding 
to resident 
behaviours 

 
Jacobsen 
et al. 
(2017) 
 
Norway 

A mixed 
methods study 
of an 
education 
intervention to 
reduce use of 

The MEDCED 
intervention study 
The P-CAT (Person-
centred Care 
Assessment Tool) and 
QPS-Nordic  

Nursing 
homes 

Nursing home staff 
 
Methods: mixed-
method design 
combining 
quantitative and 

�x Lack of Leadership 
Involvement: 
Absence or 
disengagement of 

�x Open and 
Inclusive 
Leadership: 
Perceived 
openness and 
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restraint and 
implement 
person-
centered 
dementia care 
in nursing 
homes 

qualitative methods. 
The qualitative data 
were collected 
through 
ethnographic 
fieldwork, qualitative 
interviews, and 
analysis of reflection 
notes. 

leaders can hinder 
intervention success. 

�x Negative Leadership 
and Staff Culture: 
Poor leadership or 
resistant staff culture 
can obstruct person-
centered care 
implementation. 

 

inclusivity in 
leadership foster 
belief in 
institutional 
commitment to 
person-centered 
care. 

�x Active Leadership 
Involvement: 
Leaders engaged 
in decision-making 
enhance 
intervention 
success. 

�x Leader Presence: 
Increases staff 
attendance at 
supervision 
sessions and 
supports agreed 
alternatives to 
restraint. 

�x Supportive 
Leadership 
Approach: 
Leaders allow 
staff autonomy in 
organizing tasks 
but intervene 
when necessary. 

�x Positive 
Leadership and 
Staff Culture: 
Creates a 
foundation for 
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confidence in 
staff-patient 
relationships. 

Ducak et 
al. (2018) 
 
Canada 

Implementing 
Montessori 
Methods for 
Dementia in 
Ontario long-
term care 
homes: 
Recreation 
staff and 
multidisciplinar
�\���F�R�Q�V�X�O�W�D�Q�W�V�¶��
perceptions of 
policy and 
practice issues 

Montessori Methods Long-term 
care homes 

Participants were 
classified into two 
�J�U�R�X�S�V�����µ�U�H�F�U�H�D�W�L�R�Q��
�V�W�D�I�I�¶���D�Q�G��
�µ�P�X�O�W�L�G�L�V�F�L�S�O�L�Q�D�U�\��
�F�R�Q�V�X�O�W�D�Q�W�V�¶���D�V���/�7�&��
staff members. 
 
Methods: Semi-
structured 
telephone 
interviews; 
Thematic analysis 

�x The medicalized 
nature of LTC and 
adherence to 
routines based on 
Ministry standards 
influenced how staff 
cared for residents 

�x Ministry regulations 
and medical 
practices seemed to 
create a hierarchy in 
LTC homes where 
the caring roles of 
nursing staff were 
deemed more 
important than the 
activities that 
recreation staff 
provided 

�x Limited time 
available for 
recreation staff to 
implement programs 

�x The hierarchy of 
LTC 

�x Ministry funding also 
affected the ratios of 
recreation staff to 

�x Education is 
crucial for staff 
and family 
members to 
comprehend the 
philosophy, 
usage, and 
benefits of MMD 
in engaging 
residents with 
dementia.  

�x It helps change 
negative attitudes, 
emphasizing the 
meaningful 
engagement of 
residents.  

�x Consultants and 
in-service training 
within long-term 
care homes 
contribute to staff 
education on 
MMD.  

�x Positive firsthand 
experiences with 
MMD's effects 
convince staff of 
its efficacy, and 
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residents since LTC 
homes employ 
certain numbers of 
staff based on the 
funding they receive 

�x Low staff-to-resident 
ratio   

supportive 
management is 
essential in 
prioritizing MMD 
amid competing 
responsibilities in 
long-term care 
homes. 

 
 

       
Boersma 
et al. 
(2017) 
 
The 
Netherland
s 

Implementatio
n of the Veder 
contact 
method in 
daily nursing 
home care for 
people with 
dementia: a 
process 
analysis 
according to 
the RE-AIM 
framework 

The Veder contact 
method (VCM) 

Psychogeriatri
c wards of 
nursing 
homes 

Participants: 
Caregivers and key 
stakeholders, 
including managers, 
board advisors, an 
art director, and 
trainers. 
Methods: 
Interviews, focus 
groups, and a multi-
case study design. 

�x Resistance to 
Theatrical 
Communication: 
Some staff were 
reluctant to use this 
approach. 

�x Organizational and 
Staffing Issues: 
Workforce 
challenges hindered 
implementation. 

�x Lack of Long-Term 
Planning: No 
sustained funding or 
commitment to 
continued training. 

�x Weak Management 
Support: Insufficient 
supervision, vision, 
and decisiveness 
from leadership. 

�x Limited Resident 
Information: Lack of 
personal background 

�x Ease of 
Implementation: 
VCM is simple to 
integrate into daily 
care. 

�x Person-Centred 
Approach: 
Embedding the 
method in routine 
tasks supports 
adoption. 

�x Time Efficiency: 
The approach 
requires no extra 
time, making it 
practical for 
caregivers. 
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details affected 
person-centred care. 

�x High Workload: 
Increased work 
pressure limited 
engagement with the 
method. 

 
Mariani et 
al. (2017) 
 
Italy and 
The 
Netherland
s 

Shared 
decision-
making in 
dementia care 
planning: 
barriers and 
facilitators in 
two European 
countries 

Shared decision making 
(SDM) 

Nursing 
homes 

Health care 
professionals 
trained in SDM 
 
Methods: Focus 
group interviews; 
Content Analysis 

�x Time Constraints: 
Limited time during 
shifts affected care 
tasks and project 
feasibility. 

�x Staff Shortages: 
Willingness existed, 
but low staff 
numbers hindered 
caregiver support. 

�x Funding Limitations: 
Insufficient financial 
resources blocked 
healthcare 
improvements. 

�x Regulatory 
Challenges: 
Regulations either 
restricted innovation 
(Netherlands) or 
lacked 
standardization 
(Italy). 

�x Cognitive 
Limitations: 

�x Role-Playing: 
Helped 
professionals 
engage residents 
and family 
caregivers in 
SDM. 

�x Professional 
Satisfaction: 
Improved 
understanding of 
residents, 
especially in Italy. 

�x Quality 
Improvement: Led 
to new best 
practices and 
enhanced clinical 
tools. 

�x Supportive 
Environment: 
Quiet, distraction-
free settings 
enabled better 
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�5�H�V�L�G�H�Q�W�V�¶���F�R�J�Q�L�W�L�Y�H��
abilities influenced 
implementation. 

�x Family Barriers: 
Caregiver attitudes, 
lack of involvement, 
and cultural factors 
(especially in Italy) 
affected care 
planning. 

resident 
involvement. 

�x Management and 
Policy Support: 
Alignment with 
nursing home 
policies and 
leadership 
backing facilitated 
success. 

�x Team 
Collaboration: 
Strong 
communication 
and mutual 
support fostered 
confidence and 
effective 
implementation. 

Marijke 
van 
Haeften-
van Dijk, 
van Weert 
& Dröes 
(2015) 
 
The 
Netherland
s 
 

Implementing 
living room 
theatre 
activities for 
people with 
dementia on 
nursing home 
wards: a 
process 
evaluation 
study 

The Veder Method 
(communication method) 
PPC theatrical stimuli 
communication 

Psychogeriatri
c nursing 
home wards 

Stakeholders 
(Stakeholders were 
staff members of 
Theater Veder 
Foundation) 
 
Methods: semi-
structured 
interviews and 
focus-groups 

�x Resource 
Constraints �± Lack 
of time and funding. 

�x Training Gaps �± 
Insufficient and 
infrequent education 
and training. 

�x High Staff Turnover 
& Work Pressure �± 
Disrupts continuity 
and increases 
workload. 

�x Lack of Structural 
Embedding �± Need 
for sustained 
integration and 

�x Strong 
Management 
Support �± 
Identified as the 
most crucial factor 
for success.  

�x Structured 
Implementation �± 
Clear strategy, 
presence of an 
implementation 
plan, and 
scheduled living 
room theatre 
activities. 
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involvement of all 
disciplines. 

�x Managerial 
Commitment 
Needed �± A 
dedicated manager 
should ensure staff 
have time for regular 
(preferably weekly) 
living room theatre 
activities. 

�x Effective Systems 
�± Communication 
about the Veder 
Method within the 
nursing home and 
with stakeholders. 

�x Engaged Staff �± 
Enthusiastic and 
cooperative team 
members. 

�x Skill Development 
�± On-the-job 
coaching and 
training. 

�x Key Personnel �± 
Motivated care 
staff and 
managers 
allocating time 
and funding for 
implementation. 

Moyle et 
al. (2013) 
 
Australia 

Promoting 
value in 
dementia care: 
Staff, resident, 
and family 
experience of 
the capabilities 
model in 
dementia care  

Capabilities Model of 
Dementia Care (CMDC) 

Long term 
care facilities 

Staff, residents, and 
family 
 
Methods: 
Semi-structured 
interviews, focus 
groups 
Thematic analysis 

�x Task-Focused Care 
�± Limited person-
centered 
approaches and 
emotional 
connection.  

�x Training Gaps �± 
Lack of PCC 
knowledge and 
implementation.  

�x Staff Challenges �± 
Negative attitudes 

�x Supportive 
Management & 
Mentorship �± 
Addressed 
difficulties and 
sustained CMDC 
implementation.  

�x Education & 
Training �± Helped 
staff understand 
residents' needs.  

�x Capabilities-
Based 
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and resident-family 
difficulties 

�x Organizational 
Climate �± 
Management 
policies influenced 
PCC adoption. 

Interventions �± 
Promoted 
individualized, 
meaningful care.  

�x Positive Feedback 
�± Residents and 
families reinforced 
PCC benefits. 

McGilton et 
al. (2021) 
 
Canada 

Context 
matters when 
implementing 
patient-
centred 
rehabilitation 
models for 
persons with 
cognitive 
impairment: a 
case study 

Patient-Centred 
Rehabilitation Model of 
care The Patient-
Centred Rehabilitation 
Model targets older 
persons with CI (PCRM-
CI) 

Complex 
continuing 
care unit 
provides 
continuing, 
medically 
complex, and 
specialised 
services to 
older adults 
over extended 
periods 

Healthcare staff 
 
A hybrid inductive-
deductive approach 
was used to analyse 
the data using the 
Context and 
Implementation of 
Complex 
Interventions (CICI) 
Framework 

�x Staffing Shortages �± 
Limited personnel 
and training gaps.  

�x Communication 
Issues �± Need for 
clearer face-to-face 
interactions.  

�x Environmental 
Constraints �± 
Physical layout 
challenges care 
delivery. 

�x Teamwork & 
Communication �± 
Clear roles, 
collaboration, and 
effective care 
plans.  

�x Facilitation & 
Training �± A 
dedicated 
facilitator and 
ongoing staff 
education.  

�x Leadership & 
Resources �± 
Strong vision, 
staffing, and 
preparedness for 
change. 

Boersma 
et al. 
(2014) 
 
n/a  
 

The art of 
successful 
implementatio
n of 
psychosocial 
interventions 
in residential 
dementia care: 
a systematic 

Psychosocial 
interventions 

Daily 
residential 
dementia care 

Systematic review - 
focused on 
behaviour changes 
in the caregivers 
and organization-
related facilitating 
and impeding 
factors 

�x Resource 
Constraints �± 
Limited materials 
and time for training.  

�x Competing Priorities 
�± Multiple projects 
running 
simultaneously.  

�x Strong Leadership 
& Support �± 
Opinion leaders 
and management 
involvement.  

�x Experienced & 
Enthusiastic Team 
�± Motivated staff 
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review of the 
literature 
based on the 
RE-AIM 
framework 

�x Resident & Family 
Engagement �± 
Willingness to 
participate varies. 

enhance 
implementation.  

�x Clear 
Implementation 
Strategies �± 
Multiple 
approaches 
improve adoption.  

�x Structured Care 
Plans �± Support 
practical 
application.  

�x Organizational 
Learning Culture �± 
Encourages 
adaptation and 
improvement. 

Doyle and 
Rubinstein 
(2014) 
 
n/a 

Challenges to 
the 
implementatio
n of a person-
centered ideal 
in a dementia-
specific long-
term care 
context 

Person-centred 
approaches 

n/a Overview of 
research/commenta
ry 

�x Limited staff 
involvement and 
hierarchical 
structures hinder 
culture change. 

�x Leadership instability 
and resistance from 
senior management. 

�x Regulations focus on 
deficiencies rather 
than quality. 

�x Care staff face high 
workloads and lack 
understanding of 
person-centred care. 

�x Poor communication 
and misalignment 

�x Inclusive 
leadership that 
engages staff in 
the change 
process. 
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between staff and 
organizational goals. 

 

Stein-
Parbury et 
al. (2021) 
 
n/a 

Implementing 
Person-
Centered Care 
in Residential 
Dementia 
Care 

CADRES (person-
centered care, 
dementia-care mapping 
(intervention arms) and 
usual care (control arm) 

Residential 
aged care 
settings, 
residential 
facilities in 
each arm of 
the study 

Designated PCC 
champions included 
Registered Nurses, 
Enrolled Nurses, 
Assistants in 
Nursing, and 
Recreation Officers. 
Training was 
reinforced through 
two site visits and 
ongoing telephone 
support, focusing on 
care discussions 
and planning for 
selected residents. 

 

No barriers reported �x On-Site Support: 
Site visits 
reinforced training 

�x Implementation 
Approach: 
Combined top-
down and bottom-
up strategies. 

�x Engaged PCC 
Champions: 
Enthusiasm driven 
by executive 
support, strong 
relationships, and 
clear 
communication. 

�x Flexible Work 
Schedules: 
Managers allowed 
adaptation to 
context. 

�x Collaborative 
Discussions: 
Champions and 
team leaders 
reviewed resident 
care regularly. 
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�x Supportive 
Leadership: 
Managers 
fostered a team 
environment 
where staff felt 
heard, and 
champions had 
the authority to 
drive change. 

 
Backman 
et al. 
(2023) 

Nursing home 
managers' 
descriptions of 
multi-level 
barriers to 
leading 
person-
centred care: 
A content 
analysis  

To explore barriers to 
leading person-centred 
care as narrated by 
nursing home managers. 
 

Nursing 
homes 

Qualitative interview 
study using content 
analysis 

�x Person Level: 
Professional and 
family priorities 
sometimes override 
resident needs. 

�x Team Level: 
Inconsistent care 
values, staff 
turnover, and low 
foundational 
knowledge. 

�x Organizational 
Level: Limited 
resources, poor 
building design, and 
rostering challenges. 

�x Family 
Involvement: 
Families support 
the transition to 
nursing homes. 
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Appendix 3  NVIVO open c oding example  
 

Name Description Files References 

�³�V�X�Q�G�R�Z�Q�L�Q�J�´���E�X�W���Z�K�H�Q���L�W���J�H�W�V���W�R���H�Y�H�Q�L�Q�J���O�R�W�V���R�I��patients with 
dementia and behavioural issues, it all tends to kick off in in the 
evening. 

 1 1 

(during covid) maintaining safety but allowing for connection  1 1 

Age plays a role on how to lead  2 3 

allowing residents to reminisce about their past  1 1 

always reaching for improvement  2 3 

and know, you know, your own weaknesses and strength and 
then work on the strengths. And if there are any weaknesses, 
you know, just see there are other ways to deal with it 

 2 2 

Applying PCC in practice  1 1 

applying for one-to-one care requires money, so only as priority  1 1 

balancing situations with calmness and humour  2 3 

basic understanding of person-centred care  2 3 

Because this is their home and that is what you have to must 
think all the time 

 1 1 

being a good leader, you need first to know yourself and what 
makes me motivated. 

 2 2 

being able to choose the work hours they want  0 0 

being able to relate to the staff  1 1 

being able to see when someone is not cut out for the job  1 1 

Being an approachable manager  1 1 

being aware of the risks and adapt  1 1 

being compliant  1 1 

being compliant with the Care Quality Commission  1 3 

being empathic  1 1 

being friendly and joking with each other  1 1 

being part of a family  1 1 

Being passioned about your job to go above and beyond  1 1 

Being person-centred it is mandatory  1 1 

being respectful, making time for residents  1 1 

being responsible for residents and staff and being compliant  1 2 

being responsible, not to be afraid of the responsibility and 
taking risks as well 

 1 1 

being tied to a profession because of lack of training  1 1 
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Appendix 4 Participant Information Sheet S tudy 1  
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Appendix 5 Participant Consent Form study one 
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Appendix 6 Participant consent form for consultation meetings  
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Appendix 7 Study 1 flyer  
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Appendix 8 Consultation meetings  flyer  
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Appendix 9 DCM user agreement  

 

Dementia Care MappingTM

User Agreement Form

Course venue: Online Dates: September 2021Lead Trainer: Clare Mason

DCM�Þ (Basic) user requirements:

1. To have attended a Dementia Care Mapping�Þ for Realising Person-centred Care short course 
registered with the University of Bradford and delivered by Approved DCM�Þ trainers.

2. To have passed the DCM�Þ for Realising Person-centred Care assessments during the course with 
a minimum mark of 60% per assessment (one resit for each assessment possible).

This level of training provides you with the knowledge to:

Use Dementia Care Mapping�Þ in any dementia care setting either alone or with one or more qualified users 
(Basic User status or above) within an organisation with whom you are contracted, except with the explicit 
permission of an external organisation for buddying and Inter Rater Reliability testing purposes. 
. 

Terms of the agreement

By signing this form you enter into an agreement with the University of Bradford that you will not exceed your
entitlements as stated above.  You should note that:

1. DCM�Þ (Basic) User status does not entitle you to train or instruct others in the use of the DCM�Þ 
method, or to purchase additional DCM�Þ 8 User�Ås Manuals. 

2. Only the person having been trained to DCM�Þ (Basic) level is entitled to use the manual given on 
the course.

3. The DCM�Þ 8 User�Ås Manual, Dementia Care Mapping�Þ: Process and Application, DCM Handbook 
and DCM Reflective diary are under copyright held by the University of Bradford. You may 
photocopy without limit the following items from the DCM�Þ 8 User�Ås Manual: blank raw data sheet; 
behaviour category grid; well-being profile data analysis sheet; well-being profile percentage 
calculation sheet; inter-rater reliability data sheet and, from your course handouts, the behaviour 
category code/ME value/PD/PE summary sheet. Also you may photocopy up to five pages from the 
DCM�Þ 8 User�Ås Manual for the purposes of teaching and presentations.

4. Any photocopying or reproduction of material, over and above that set out above, is an infringement 
of copyright.

5. You agree to work within the ethical guidelines set out in the DCM�Þ 8 User�Ås Manual.
6. You agree to have your details held on the Centre for Applied Dementia Studies DCMTM users 

database. 
7. The University of Bradford will not be liable in any way for any issues that might arise as a result of 

your use of DCMTM and you agree to indemnify the University against any claim, including from 
individuals, care homes, any third party or other organisation irrespective of how they arise as a 
result of your use of DCMTM

8. Should you use DCMTM for freelance or consultancy purposes, you must have appropriate 
professional insurance in place to do so.

9. You are not able to use the name of the University in any announcement, publicity, or other context 
other than having the right to state that you have completed this DCMTM (Basic) course.

Agreement

I have read this document and understand the terms of the agreement set out within it. By signing this 
agreement form I agree that I will comply with these terms. 

                     
Signature�Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î .Date�Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î �Î ..

12/2/2021
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Appendix 10 fourth  annual Liverpool Dementia & Ageing Research Conference   
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Appendix 11 CG T Initial conceptualisation  of the data  
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Appendix 12 Initial conceptualisation of DCM IPT 
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Appendix 13 Consultation  groups  documentation  
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Appendix 14 Consultation meetings interview guide  

 
Leading change: A qualitative study aiming to develop Dementia Care 
Mapping   

 
Focus -Group    

Introduction   

�x Thank you for agreeing to take part in this study and for agreeing to be 
involved in this focus group. This focus group shall not take more than 2 hours 
(with a 10-minute break).  

�x Let's kick off with a quick round table. Please introduce yourselves and share 
your experiences with Dementia Care Mapping (DCM), highlighting what you 
perceive as its benefits. Following this, we'll dive into the presentation. 
Afterward, I'm particularly eager to explore other key questions that I believe 
are crucial for this focus group discussion. Looking forward to your valuable 
insights and contributions!  

�x I will be recording the session so that I can join in the discussion without 
having to take notes.   

�x I have prepared a quick presentation, and after that, I will ask a couple of 
questions to start us off. But please feel free to interrupt at any point.  

Presentation   

Questions   

�x In considering the data I've presented, could you share if there are specific 
areas that resonate with you or if there are any aspects that have surprised 
you?  

�x Based on these findings, what recommendations do you have for enhancing 
the efficiency and effectiveness of DCM in real-world care settings?  

o From your perspective, what key elements or considerations should be 
included in practical guidelines for implementing DCM and other person-
centred care interventions?  

o In your experience, how do you see DCM aligning with or complementing 
other person-centred care interventions in care settings?  
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�x As we aim to enhance person-centred care collectively, what additional 
resources or support systems do you believe would be beneficial for DCM 
trainers, mappers, and expert mappers in their roles?  

End of session   

(debriefing session at the end to address any lingering concerns and provide 
additional support if needed)  
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Appendix 15 Ethical approval for consultation  meetings  
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Appendix 1 6 Ethical approval for Constructivist Grounded Theory Study  
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Appendix 1 7 Invitation email for advisory group  
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Appendix 1 8 Example of Newsletter sent to the advisory group  
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Appendix 19 Examples of advisory group meeting minutes  

 
Minutes Advisory Group Meeting 4  
March 16th, 2022  
Present at the meeting:  
XXX 
XXX 
Notes:  
Agenda:  

�x Welcome  
�x Apologies  
�x Update on work so far  
�x Question  
�x Dates of next meetings  

Presentation regarding updates and work done so far during the PhD project  
o Feedback on the data that is coming out of the realist review �t and it is 
supported by insights from practice  
o Focus on the importance of leadership support to uptake PCC (Person 
Centred Care) interventions in practice  
o A lot of barriers focus on institutional setting stability and support  

�ƒ Managerial stability and managerial influence  
o Common shared experiences from studies that focused on DCM  

�ƒ Staff barriers  
�ƒ Choice of Mapper  
�ƒ Understanding of PCC practices and Implementation of interventions  

o Barriers were also found in the feedback sessions after cycle �t more support 
needed for mappers when it comes to the feedback sessions  

�ƒ The formal aspect of DCM  
o Lack of literature on DCM (Dementia Care Mapping) in practice �t interest in 
DCM seems to come in waves  
o Question to the Group  
Which specific factors can be identified as influencing DCM through a comparison 

of the implementation of DCM and the implementation of other PCC interventions  
What can happen in practice:  
1. Focus on staff and managers to understand what PCC means, what it entails  
2. Cycle of DCM  
3. Take the outcomes of the mapping and focus on a big hotspot and go from there to 
improve the overall culture and get people engaged  
4. Evidence-based practice that comes from DCM observations   
5. �d�Z�]�v�l�������}�µ�š���•���‰���Œ���š�����Á���Ç�•���š�}���^�•�o�}�š�_�������D�������š�����]�v�š�}���µ�•�µ���o���‰�Œ�����š�]�������]�v�•�š���������}�(�����Œ�����š�]�v�P��
new meetings �t in the slot between mapping and feedback �t existing mechanism and 
systems within the institution that staff and managers know about  

  
Actions  

�x Continuing the review process  
o Data extraction  
o PROSPERO registration form  
o Analyzing data and develop and refining the programme theory  
o Grey literature  

�ƒ Documents that can be useful please do share (if you can share)  
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