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Abstract

Background and Objectives: Person-centered care is a philosophy of care built around the needs of the individual and con-
tingent upon knowing the unique individual through an interpersonal relationship. This review article outlines the history,
components, and impact of person-centered care practices.

Research Design and Methods: Through literature review, published articles on person-centered measures and outcomes
were examined.

Results: The history of person-centered care was described, core principles of care for individuals with dementia outlined,
current tools to measure person-centered care approaches reviewed, and outcomes of interventions discussed.

Discussion and Implications: Evidence-based practice recommendations for person-centered care for individuals with
dementia are outlined. More research is needed to further assess the outcomes of person-centered care approaches and

models.

Keywords: Alzheimer’s disease, Dementia care, Individualized care, Recommendations

Person-centered care is essential to good dementia care and
the underlying philosophy of the 2018 Alzheimer’s Association
Dementia Care Practice Recommendations. Person-centered
care is a philosophy of care built around the needs of the indi-
vidual and contingent upon knowing the person through an
interpersonal relationship. It challenges the traditional medi-
cal model of care that tends to focus on processes, schedules,
and staff and organizational needs. It requires commitment
from everyone within the organization, especially leadership.
Whether referred to as “person-directed,” “resident-focused” or
something similar, the core principles are essentially the same.

This article will describe the history of person-cen-
tered care, outline the core principles of care for indi-
viduals with dementia, review current tools to measure
person-centered care approaches, and discuss outcomes
of interventions. Lastly, this article will outline practice
recommendations for person-centered care for individuals
with dementia.

Overview of Person-Centered Care for People
with Dementia

Origins of Person-Centered Care

The term person-centered care has its origins in the work of
Carl Rogers, which focused on individual personal experi-
ence as the basis and standard for living and therapeutic
effect. Tom Kitwood first used the term in 1988 to distin-
guish a certain type of care approach from more medical
and behavioral approaches to dementia. Kitwood used
the term to bring together ideas and ways of working that
emphasized communication and relationships. Kitwood
(1998) proposed that dementia could be best understood as
an interplay between neurological impairment and psycho-
social factors, namely, health, individual psychology, and the
environment, with particular emphasis on social context.
He believed that the environment has as much effect on the
brain as the brain has on a person’s abilities. Fundamental
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to Kitwood’s theory was a rejection of the standard medical
approach to dementia, which focused on rigidly treating a
disease. He believed that the basic assumption in the medi-
cal sciences of dementia carried far too negative and pre-
dictable implications for the nature of caregiving.

Kitwood and Bredin (1992) shared evidence from stud-
ies of different care practices, suggesting that dementia
does not universally progress in a linear fashion, and most
importantly, it varies from person to person. They con-
cluded that the person with dementia is in a state of relative
well-being or ill-being, and that indicators can be observed
through detailed observation. They found a need for high-
quality interpersonal care that affirms personhood; one
that implies recognition, respect, and trust. The approach
that Kitwood and Bredin developed to fill this need was
person-centered care. Philosophically, they looked at what
persons with dementia need and determined that the answer
began with love at the center surrounded by the following
five offshoots: comfort, attachment, inclusion, occupation,
and identity (Kitwood, 1997). Individuals need comfort or
warmth to “remain in one piece” when they may feel as
though they are falling apart. Individuals with dementia
need to feel attachment when they so often feel as though
they are in a strange place. Individuals need to be included
and involved both in care and in life, and more than sim-
ply being occupied; they need to be involved in past and
current interests and sources of fulfillment and satisfaction.
Finally, people with dementia need to have an identity and
their caregivers must help maintain this identity (Kitwood,
1997). As Kitwood (1997) stated, “To have an identity is
to know who one is, in cognition and in feeling. It means
having a sense of continuity with the past; and hence a ‘nar-
rative,” a story to present to others”(p43). Due to declining
cognition, persons with dementia need others to “hold their
story” and to respond to them as “thou, in the uniqueness
of their being” (Kitwood, 1997).

Kitwood (1997) developed a conceptual approach
to care that provides staff with a way of thinking about
what they do according to principles that guide care and
reinforce or support personhood and well-being through-
out the course of dementia. Rather than simply providing
care in accordance with routines organized for staff con-
venience, efficiency, or some other criteria, Kitwood (1997)
suggested that the focus should be on the person who is the
recipient of care. Kitwood’s framework encourages staff to
focus less on what is done and more on how it is done.
Kitwood’s principles assist those who provide care to critic-
ally evaluate how programs and communication strategies
can be adopted and implemented to support the multidi-
mensional person with dementia.

Selfhood and Person-Centered Care

At the core of person-centered care is the self—who we
are, our values and beliefs, etc. Selfhood is much more
than memory and should not be viewed only in terms of

cognitive abilities. Recognizing and maintaining selthood
is key to person-centered care. Researchers have found
intact manifestations of selfhood in spite of significant cog-
nitive impairments and that it is not intact autobiograph-
ical memory that constitutes self or personal identity (Sabat
& Harré, 1992; Sabat & Collins, 1999). Sabat and Harré
(1992) revealed through case studies that the self of per-
sonal identity persists far into the end stage of AD. Sabat
and Collins (1999) suggested that the multiple personae
presented in public and in relationships can be lost, partly
as a result of how others treat and view the person with
AD. Thus, losses in aspects of selfhood might be traced, in
part, to dysfunctional social interactions rather than solely
the neuropathology of Alzheimer’s disease. Based on find-
ings suggesting a connection between self and interactions
with healthy others, Sabat (2002) concluded that it is pos-
sible—through discourse, or language—to observe intact
selves in individuals with AD. He also suggested that a self
of social identity could be seen by the attributes or charac-
teristic that one possesses, and a self of personal identity by
pronouns used.

Building on Sabat’s research, Fazio and Mitchell (2009)
quantitatively evaluated the persistence of self in persons
with dementia through language use and visual self-recog-
nition. They found that although overall frequency of lan-
guage usage declined across impairment levels, there were
no significant differences in either rates or proportions of
pronoun and attribute usage. This suggests that it is not a
loss of self per se that is responsible for a lower frequency
of language usage, but more likely a decreased ability to
initiate conversation. In addition, when individuals were
asked to identify themselves in photographs, cognitively
impaired individuals—in spite of forgetting the photo-
graphic session only minutes earlier—exhibited unimpaired
self-recognition, consistent with a preserved self.

Others are an essential part of maintaining the self in
people with dementia. When a person is seen as diminished
due a decline in cognitive functioning, they can be treated
as if they were no longer a human being and in nonhuman
ways (Fazio, 2008). Kitwood and Bredin (1992) state that
some of the most disabling effects of brain disease are to
be found not in functional impairment but in the threats
to one’s self and personhood. They believe personhood
is dependent on other people. Recognizing that selfhood
persists, learning about the complete self, and finding ways
to maintaining selfhood though interactions and conversa-
tions are fundamental components of person-centered care
for people with dementia.

Relationships and Person-Centered Care

Maintaining selfhood is a key part of building and nur-
turing relationships. Kitwood and Bredin (1992) dis-
cussed how interdependence is a necessary condition of
being human. However, due to the Alzheimer’s disease,
a dependence on others is a necessity for persons with
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dementia. The care provider becomes an absolute neces-
sity, both physically and psychologically. This relation-
ship is critical. Kitwood and Bredin (1992) explained
that personhood can be ensured only within the context
of a mutually recognizing, respecting, and trusting rela-
tionship. In his earlier work, Kitwood (1990) described
10 processes and interactions that tend to depersonal-
ize a person with dementia, which include disempower-
ment, labeling, infantilism, and objectification. Words do
matter, as language leads to perceptions, and ultimately
approaches to care (Fazio, 1996). Labels depersonalize
individuals and can lead them to be treated in ways that
do not support their personhood.

Relationships with others do have a great impact on
personhood. Kitwood and Bredin (1992) believe that the
personhood of individuals with dementia needs to be con-
tinually replenished, their selthood continually evoked and
reassured. The other person, the caregiver, is needed to off-
set degeneration and fragmentation and sustain person-
hood. The further the dementia advances, the greater the
need for “person-work.” The caregiver is needed to hold
the pieces together to become the memory (Fazio, 2008).
Kitwood and Bredin (1992) believe that this may be under-
stood as the true agenda of dementia care. Care partners
need to be the support that maintains the self and structure
the environment and interactions within it to effectively do
so. Knowing the person is central to care that is based in
mutual trusting and caring relationship.

Key Components of Person-Centered
Dementia Care

Researchers have worked to find commonalities among
models and practices of person-centered dementia care.
Levy-Storms (2013) conducted a literature review and
found several commonalities among models and practices
including (a) supporting a sense of self and personhood
through relationship-based care and services, (b) providing
individualized activities and meaningful engagement, and
(c) offering guidance to those who care for them. Kogan,
Wilber, & Mosqueda (2016) conducted an extensive litera-
ture review for definitions of person-centered care. They
identified 15 definitions, addressing 17 principles or values.
They found that the six most prominent domains were (a)
holistic or person-centered care, (b) respect and value, (c)
choice, (d) dignity, (e) self-determination, and (f) purpose-
ful living. In all, it was clear that there is a shift in focus
away from the traditional biomedical model in favor of
embracing personal choice and autonomy.

Brooker (2004), a colleague of Tom Kitwood, has
outlined one of the most respected descriptions. Brooker
outlined that four key components are integral to a person-
centered care approach for people with dementia and can
result in a shift in practice and culture. These components
are: (a) valuing and respecting persons with dementia and
those who care for them; (b) treating people with dementia

as individuals with unique needs; (c) seeing the world from
the perspective of the person with dementia, so as to under-
stand the person’s behavior and what is being communi-
cated, and validating the subjective experience that is being
perceived as the reality of the individual; and (d) creating
a positive social environment in which the person with
dementia can experience relative well-being through care
that promotes the building of relationships.

In Person-Centered Dementia Care: Making Services
Better, Brooker (2006) expanded upon these components
and identified key indicators or practices for each of the
four components. Key indicators in valuing care provid-
ers include having a clear vision, developing practices that
value employees, creating systems to support staff devel-
opment, designing supportive and inclusive physical and
social environments, and ensuring quality improvement
mechanisms. Key indicators of individualized care include
developing and regularly reviewing care plans that reflect
strengths and needs, allowing use of personal possessions,
accommodating individual preferences and daily routines,
learning about individual life stories, and offering a var-
iety of activities. Key indicators in taking the perspec-
tive of the person with dementia include communicating
effectively, experiencing empathy, monitoring the physical
environment, assessing physical health, uncovering reasons
for behaviors, and being an advocate. Lastly, key indica-
tors for the social environment include treating individuals
with respect, creating an atmosphere of warmth, validating
feelings, providing appropriate support and assistance, and
fostering a sense of community. Indicators such as these
outlined by Brooker are important to consider as provid-
ers find ways to implement a person-centered philosophy
within every day practices (Table 1).

Evolution of Person-Centered Care Models

Elements of person-centered care can be seen in the Federal
1987 Nursing Home Reform Act (OBRA ‘87). OBRA ‘87
states that each person receives the necessary care and ser-
vices to attain or maintain the highest practicable physical,
mental, and psychosocial well-being, in accordance with the
comprehensive assessment and plan of care. Additionally
the culture change movement, consisting of models like
the Eden Alternative, Wellspring, and Greenhouse/Small
House, implemented various elements of what we now call
person-centered care. One of the best known of these mod-
els is The Eden Alternative, founded by Bill Thomas. Its cen-
tral mission is to eliminate the three “intolerable plagues”
of nursing home life—loneliness, helplessness, and bore-
dom—Dby following ten Eden principles, thereby improv-
ing elders’ quality of life (Thomas, 1996). One important
strategy in this approach is to transform the physical insti-
tutional environment to be more homelike. Plants, animals,
and intergenerational programs are included in the home-
like environment to enhance the elder’s social engagement.
The Green House or Small House model aims to provide
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Table 1. Examples of Person-Centered Care Approaches
Throughout the Progression of Alzheimer’s Disease or
Related Dementia

Person-centered care in practice

Below you will find examples of person-centered care approaches
throughout the progression of Alzheimer’s disease or related
dementia.

Early

Tom has always been a very independent man. Although he

was diagnosed with Alzheimer’s disease, he wants to remain as
independent as possible. He goes through his day as he always did,
although now his wife Joan is always there for support if needed.
Joan sometimes has to assist with a task, help with finding the right
word, or give a friendly reminder. She also continues to include
Tom in decisions, including treatments, future care and finances.
Middle

Frank was a professional musician and played at all of the local
and regional clubs. Since he played late night gigs, he was used to
staying up late each night as well as sleeping late each morning.
When Frank’s care needs became too much for his wife, she
looked for a memory care center that would support his lifelong
schedule. In his new home, Frank stays up late in his room,
oftentimes listening to old records. Staff let him wake on his own
each morning and include that information in his care plan. Since
there is a piano in the reception area, Frank often plays for other
residents and visitors.

Late

Emily was an avid gardener. Her yard was perfectly kept with many
varieties of plants, which she grew from seed. He loved fragrant
bushes, especially lavender. One side of her yard was filled with
beautiful bushes. Throughout the progression, she stayed involved
in gardening. In the later stage of the Alzheimer’s disease, care pro-
viders looked through seed catalogues with her, and talked about
different varieties. They kept fragrant cut flowers and plants in her
room, especially lavender when available. They kept a small satchel
of dried lavender under her pillow, and also used a nice lavender
lotion to moisturize her hands and feet.

a good quality of life for residents by transforming physi-
cal environments, radically revising staff configurations,
and emphasizing companionship under normal rather than
therapeutic circumstances (Li & Porock, 2014). Person-
centered care is also an important component of the 2016
Centers for Medicare and Medicaid Service (CMS) Quality
Strategy as noted in “Goal 2: Strengthen person and fam-
ily engagement as partners in their care.” The objectives of
Goal 2 are to ensure all care delivery incorporates person
and family preferences, improve experience of care for per-
sons and families and promote self-management.

Tools for Measuring Person-Centered Care
Practices

A variety of tools to assess person-centered care practices
currently can be found in the literature. Edvardsson and
Innes (2010) conducted a critical comparative review of

published tools measuring the person-centeredness of
care for older people and people with dementia. The tools
were compared in terms of conceptual influences, perspec-
tives studied and intended use, applicability, psychometric
properties, and credibility. Twelve tools eligible for review
were identified; eight tools for evaluating long-term care
for older adults, three for hospital-based care, and one for
home care. One tool, Dementia Care Mapping (DCM),
was dementia specific. Each tool explicitly aimed to meas-
ure forms of person-centered care as perceived by care
recipients, family members, or staff. Edvardsson and Innes
(2010) did recommend that their validity, reliability, and
applicability be further explored. A brief summary of each
tool included in their extensive review is provided below.
Although most of them have not been specifically designed
for individuals with dementia, their focus on knowing the
person, interpersonal relationships and individual auton-
omy makes them relevant for assessing person-centered
dementia care.

Specifically for long-term care settings, DCM (Brooker &
Surr, 20035, as cited by Edvardsson & Innes, 2010) is an
observational tool that uses four predetermined coding
frames that aim to make the observer view the world from
the point of view of the person with dementia. Coding
frames of DCMs are as follows: mood enhancers (6-item
scale), behavior categories (23 items), personal detractions
(PD, 17 items), and personal enhancers (PE, 17 items).
Items are rated on a 2-point scale ranging between “detract-
ing” and “highly detracting” for PD and “enhancing” and
“highly enhancing” for PE. DCM was developed through a
systematic process of item development.

Also for long-term care settings, the Person-Directed
Care Measure (Whiteetal.,2008,as cited by Edvardsson &
Innes, 2010) consists of 50 items covering eight domains
of person-centered care and is divided into two dimen-
sions: person-directed care and person-directed environ-
ment. Another tool, the Person-Centered Care Assessment
Tool (P-CAT) (Edvardsson et al., 2010, as cited by
Edvardsson & Innes, 2010) consists of 13 items in three
subscales: personalizing care, organizational support, and
environmental accessibility. In addition, the Measures of
Individualized Care (Chappell, Reid, & Gish, 2007, as
cited by Edvardsson & Innes, 2010) consists of three
tools to measure individualized care. The first tool opera-
tionalizes the domain “knowing the person” (13 items).
The second tool operationalizes “resident autonomy” (15
items), and the third tool measures “communication”
(18 items). Lastly, the Family Involvement in Care (Reid,
Chappell, & Gish, 2007, as cited by Edvardsson & Innes,
2010) consists of two measures of family involvement in
the care of a relative with dementia in a long-term care
setting. The first measure (20 items) measures to what
extent family members perceive they are involved in the
care of their relative. The second measure (18 items)
measures the importance attached to being involved in
the care of the relative living in long-term care.
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Designed for hospital settings, the Person-Centered
Climate Questionnaire (PCQ) (Edvardsson et al., 2009,
2010, as cited by Edvardsson & Innes, 2010) consists of
two tools (staff and patient versions) to measure to what
extent the psychosocial environment of health care set-
tings is perceived to be person centered. The staff tool (14
items) consists of four subscales: safety, everydayness, com-
munity, and comprehensibility. The patient tool (17 items)
consists of two subscales: safety and hospitality. Another
instrument, the Person-Centered Impatient Scale (Coyle &
Williams, 2001, as cited by Edvardsson & Innes, 2010),
measures recipient experiences of care and contains 20
items in five dimensions: personalization, empowerment,
information, approachability/availability, and respectful-
ness. Intended for home care settings, the Client-Centered
Care Questionnaire (DeWitte et al., 2006, as cited by
Edvardsson & Innes, 2010) is 15-item questionnaire that
was developed to measure to what extent older people
receiving home care experience the care as being client
centered.

A few additional tools were found that were devel-
oped after the 2010 review of Edvardsson and Innes.
Zimmerman et al. (2014) developed the Person-
Centered Practices in Assisted Living (PC-PAL) in col-
laboration with the Center for Excellence in Assisted
Living (CEAL) as part of a toolkit for person-centered
care in assisted living. The PC-PAL includes one ques-
tionnaire for completion by residents, and one for
completion by staff. They are research quality, evidence-
based questionnaires to help organizations measure
their person-centered practices and inform their quality
improvement efforts. The Resident PC-PAL (49 items)
includes four areas that reflect person- centeredness in
assisted living: (a) well-being and belonging (18 items),
(b) individualized care and services (12 items), (c) social
connectedness (10 items), and (d) atmosphere (9 items).
The Staff PC-PAL (62 items) includes five areas that
reflect person-centeredness in assisted living: (a) work-
place practices (23 items), (b) social connectedness (16
items), (c) individualized care and services (8 items), (d)
atmosphere (8 items), and (e) caregiver-resident rela-
tionships (7 items).

In addition, the Advancing Excellence in America’s
Nursing Home Campaign developed a Person-Centered
Care Tracking Tool consisting of seven steps to success.
The steps include (a) explore goal, (b) identify baseline,
(c) examine process, (d) create improvement, (e) engage,
(f) monitor and sustain, and (g) celebrate success. This
tool includes spreadsheets, forms, links to resources, etc.
to help gather data, make changes, and celebrate success.
Lastly, Burke, Stein-Parbury, Luscombe, & Chenoweth
(2016) developed the Person-Centered Environment and
Care Assessment Tool (PCECAT) to assess and improve
residential care standards using person-centered prin-
ciples, while also meeting Australian care guidelines

for older adults. The development included a review
of existing assessment instruments and their align-
ment with person-centered principles and Australian
dementia care quality standards—management systems,
staffing and organizational development, health and
personal care, resident lifestyle, physical environment,
and safe systems. The tool successfully moved from con-
cept to development and testing, proving to be valid and
reliable. The tool is specific to Australian care standards
but can be adapted for use in other countries. As shown,
a variety of tools are currently available to measure per-
son-centered care practices but more research and con-
sistency is needed. It is important that tools continue to
be developed and tested so we can consistently meas-
ure the outcomes associated with person-centered care
practices.

Benefits of Person-Centered Care Approaches

Early research in person-centered care demonstrated
measurable results. Epp (2003) highlighted several studies
that revealed positive results from implementing person-
centered care practices including improved quality of life,
decreased agitation, improved sleep patterns and mainten-
ance of self-esteem. More broadly, research in the appli-
cation of person-centered practices and culture-change
principles has shown how they can make life better for res-
idents and improve working conditions for staff (Koren,
2010). Relatively simple interventions have produced
measurable results—for example, keeping shower rooms
warm can make bathing a more pleasurable experience for
residents, reduce staff stress, and save time (Koren, 2010).
Koren (2010) also stated that several management studies
support the link between strategic human resource man-
agement and organizational performance, lending support
for the organizational redesign called for by culture-change
proponents.

Effects of Person-Centered Care Interventions on
Individuals

Li and Porock (2014) provided a comprehensive review
article that synthesized current evidence of the effects of
multiple person-centered care models on resident out-
comes. Systematic searches were conducted using various
databases, using multiple keywords. Searches were limited
to articles written in English and published from January
1990 to April 2013. In addition, a manual search of the
reference lists of selected relevant articles was conducted.
Twenty-four studies from three countries were reviewed
and compared in terms of person-centered interventions,
measurement, and resident outcomes. Fifteen culture change
studies for residents who were cognitively intact or with
minor cognitive impairment and nine studies for residents

220z 1snbny oz uo 1sanb Aq G£/918%/01S/L 1ddns/gg/alomuesiBojojuoiab/wod dno-ojwapese//:sdiy woly papeojumoq



The Gerontologist, 2018, Vol. 58, No. S1

S15

with dementia were reviewed. Across the studies, culture
change models had some beneficial effects on residents’
psychological wellbeing. Person-centered dementia care
had significant effects on decreasing behavioral symptoms
and psychotropic medication use in residents with demen-
tia in long-term care. The outcomes of these culture change
and person-centered care studies outlined by Li and Porock
(2014) are summarized in the paragraphs that follow.

Culture Change Studies
Most of the 15 culture change studies focused on residents
with intact cognition or with mild dementia and aimed to
test a single component of a culture change model. Nine
of the studies were guided by the Eden Alternative, two by
Green House/Small House model, one by Wellspring, one
by “resident-centered care,” one by “Social Care Model,”
and one was conducted by Pioneer Network to test PCC
principles. Across studies, there were challenges with weak
designs, threats to internal and external validity, simplistic
methods, and small biased sample sizes (Li & Porock, 2014).
Residents’ cognition, quality of life (QoL), psychological
wellbeing, physical wellbeing, and other care-related resident
outcomes were measured in these studies. The effectiveness
of culture change in terms of QoL, depression, loneliness,
helplessness, boredom, and activities of daily living (ADL)
was the major focus of all studies. Other outcomes examined
included restraint use, pressure ulcers, infections, medication
use, falls, and nutrition problems (Li & Porock, 2014).
Three of the five studies that examined the impacts of
culture change models on residents’ QoL found benefi-
cial effects, including dignity, security, individuality, and
autonomy (Li & Porock, 2014). Other studies illustrated
impact on depression as shown by a significant decrease in
the Global Depression Scale in both cognitively intact and
cognitively impaired residents over time, and by lower lev-
els of helplessness, boredom, and loneliness (Li & Porock,
2014). Activities of daily living were examined in four Eden
studies and two Green House studies, showing a lower per-
centage of residents who were dependent in eating and
lower incidence of decline in late-loss ADLs than residents
in comparison groups (Li & Porock, 2014). In addition,
physical restraint use was reported in five studies, with
less physical restraint use was found in three studies (Li &
Porock, 2014).

Person-Centered Dementia Care Studies

Li and Porock (2014) reported that eight of nine person-
centered dementia care studies were grounded by Kitwood’s
concepts. Seven of the nine person-centered dementia
care studies developed individualized interventions based
on understanding residents’ needs, histories, and wishes.
Dementia care mapping was used to develop the person-
centered dementia care interventions in two studies. Studies
applied a variety of validated instruments to measure resi-
dents’ cognitive impairment, QoL, behavioral symptoms,
affects, and other physical wellbeing (Li & Porock, 2014).

Behavioral disturbance was observed in eight studies. The
five studies that used aggression or agitation as primary out-
comes showed that interventions significantly decreased the
challenging behaviors expressed by residents with dementia
(Li & Porock, 2014). However, three studies that did not
primarily target such behaviors nevertheless did achieve sig-
nificant findings. Integrating results of these studies shows
that person-centered interventions seem to be effective in
decreasing agitated behaviors in residents with dementia (Li
& Porock, 2014). Emotional disturbance, such as depres-
sion and affect, was measured in five studies. Overall, these
studies showed that person-centered dementia care inter-
ventions helped to produce more positive affections but
did not reduce depression symptoms (Li & Porock, 2014).
Psychotropic drug use was evaluated in three studies, and a
reduction of neuroleptic or antipsychotic use by the inter-
vention groups was found in two of the three studies (Li &
Porock, 2014). Lastly, four validated QoL measurements for
people with dementia were used in two studies. However, the
effect of person-centered dementia care on QoL in residents
with dementia cannot be determined due to inconsistent
findings (Li & Porock, 2014).

In short, of all the culture change studies, the Eden
Alternative seemed to have some beneficial effects on resi-
dents’ psychological wellbeing, including depression, lone-
liness, helplessness, and boredom (Li & Porock, 2014).
Studies also showed positive outcomes for effectiveness
of culture change models in terms of QoL, ADL function,
restraint use, and other outcomes, however more research
is needed. In relation to person-centered dementia care
studies, interventions had significant effects on decreasing
behavioral symptoms, producing positive affect, and reduc-
ing psychotropic medication use in residents living with
dementia in long-term care (Li & Porock, 2014). However,
the effects of person-centered intervention on residents’
living with dementia QoL, depression, sleep, and other
physiological outcomes cannot be determined based on the
inconsistent results of the reviewed studies (Li & Porock,
2014).

Effects of Person-Centered Care Approaches
on Staff

Barbosa, Sousa, Nolan, & Figueiredo (2015) conducted
a review to assess the impact of person-centered care
approaches on stress, burnout, and job satisfaction of staff
caring for people with dementia in residential care commu-
nities. The review was limited to experimental and quasiex-
perimental studies, published in English and involving direct
care workers. Seven studies were included and addressed
different person-centered care approaches, including DCM;
stimulation-oriented approaches, such as recreational ther-
apy (storytelling) or multisensory stimulation (Snoezelen);
emotion-oriented; and behavioral-oriented approaches.
Of the seven studies, five assessed burnout, four measured
staff’s stress, and three measured job satisfaction.
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van Weert and colleagues, as cited by Barbosa et al.
(2015), investigated the effectiveness of integrated Snoezelen
on work-related outcomes of staff in nursing homes. Fritsch
and colleagues, as cited by Barbosa et al. (2015), evaluated
the impact of a group storytelling approach on people with
dementia and care assistants. Finnema and colleagues, as
cited by Barbosa et al. (2015), examined the effect of inte-
grated emotion-oriented care (validation in combination
with other interventions such as reminiscence and sensory
stimulation) on both nursing home residents living with
dementia and staff. Schrijnemaekers and colleagues, as
cited by Barbosa et al. (2015), studied the effect of emo-
tion-oriented care on staff through a pre-post randomized
controlled trial (RCT). Wells and colleagues, as cited by
Barbosa et al. (2015), implemented a behavioral approach
consisting of training staff through five educational ses-
sions to use an abilities-focused morning care routine with
residents. Jeon and colleagues, as cited by Barbosa et al.
(2015), implemented DCM through an RCT conducted
in 15 care communities assessed the efficacy of DCM and
person-centered care on staff stress and burnout.

Barbosa and colleagues (2015) stated that methodo-
logical weaknesses and heterogeneity among studies make
it difficult to draw firm conclusions. However, five of seven
studies reported benefits on dementia care workers, suggest-
ing a tendency toward the effectiveness of person-centered
care on staff. Each of the two RCTs that assessed emotion-
oriented approaches were successful in reducing direct care
workers’ stress, burnout, and job dissatisfaction (Barbosa
et al., 2015). However, emotion-oriented approaches were
comprised of multiple components (e.g., validation and
reminiscence), making it difficult to understand which one
was the most effective (Barbosa et al., 2015). An additional
RCT found that DCM positively affected direct care work-
ers’ stress and burnout, and a nonrandomized controlled
study based on multisensory stimulation showed immediate
significant positive impacts on the three outcomes of inter-
est (Barbosa et al., 20135). Finally, one of two behavioral-ori-
ented approaches, which adopted a nonrandomized design,
showed a reduced burnout in direct care workers (Barbosa
et al., 2015). The remaining two studies reported no effects
on staff’s psychological outcomes (Barbosa et al., 2015). As
a group, these studies provide some of the strongest evidence
available as the staff-related benefits of person-centered care
models. Additionally, reduction in stress, burnout and job
dissatisfaction may also lead to reduced staff turnover—a
significant challenge within long-term care.

Effects of Person-Centered Care Approaches on
Residents and Staff

Brownie and Nancarrow (2013) performed a systematic
literature review, resulting in nine articles (seven studies)
that met the inclusion criteria. There was one randomized,
controlled trial, while others were quasiexperimental
pre—post-test designs. The studies included in the review

incorporated a range of different outcome measures to
evaluate the impact of person-centered interventions on
residents and staff. Brownie and Nancarrow (2013) found
that person-centered culture change interventions were not
homogeneous or single-element interventions. Instead, they
incorporated several features including: environmental
enhancement; opportunities for social stimulation and ful-
filling relationships; continuity of resident care by assigning
residents to the same care staff; changes in management
and leadership approaches, with the introduction of
democratized approaches to decision making that involve
residents and staff; changes to staffing models focused on
staff empowerment; and individualized humanistic phil-
osophy of care (Brownie & Nancarrow, 2013). Brownie
and Nancarrow (2013) found that the Eden Alternative
was the only intervention identified in this review that
articulated a framework (incorporating all features) for
a person-centered approach to caring for older residents,
and improving staff working conditions. In contrast, other
types of person-centered interventions were community-
specific that focused on one or two features.

Three Eden Alternative studies met the inclusion criteria
for this review. Two studies reported improvements in resi-
dents’ psychological well-being as measured by the preva-
lence of feelings of boredom, loneliness, helplessness, and
depression in Eden Alternative communities (Brownie &
Nancarrow, 2013). These studies found statistically sig-
nificant reductions in these feelings (except loneliness)
for residents in Eden Alternative communities when using
validated psychological assessment tools (Brownie &
Nancarrow, 2013). Coleman and colleagues, as cited by
Brownie and Nancarrow (2013), found that environmen-
tal enhancement was actually associated with adverse
outcomes for residents in an Eden Alternative community,
compared with residents in a traditional (control) nursing
home. They found that residents in the Eden Alternative
community had a higher rate of falls (31% within a
30-day period) compared with controls (17%). In this
study, the residents in the Eden Alternative community
were on average younger than those in the control com-
munity (82.6 years of age vs 88 years of age), with fewer
impediments in relation to functional status (Brownie &
Nancarrow, 2013).

One Green House model study met the inclusion crite-
ria for this review. This 2-year study compared residents
in four 10-bed Green House homes with two comparison
sites (Brownie & Nancarrow, 2013). The aim of the study
was to determine the effects of the Green House model
on residents’ quality of life (via interviews) and quality of
care (via MDS data). After controlling for baseline char-
acteristics, there was a statistically significant improve-
ment in Green House residents’ perception of their quality
of life, compared with the control groups (Brownie &
Nancarrow, 2013).

Three community-specific person-centered care stud-
ies met the inclusion criteria for this review. Two of these
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community-specific approaches evaluated the impact of
person-centered interventions on organizational and work-
place characteristics in addition to residents’ well-being
(Brownie & Nancarrow, 2013). According to Brownie
and Nancarrow (2013), one study confirmed that person-
centered care positively impacted nurses’ job satisfaction
and work conditions, as well as improving their capacity
to meet the individual needs of residents with dignity and
respect. Furthermore, these person-centered approaches
improved the continuity of residents’ care because they
were more likely to be assigned to the same nursing staff
and also led to increased social interaction between resi-
dents (Brownie & Nancarrow, 2013).

Lastly, Brownie and Nancarrow (2013) described a large
Australian study that randomly assigned 289 residents
across 15 care communities to receive person-centered care,
dementia care mapping, or usual care. The communities
were selected because they used a task-focused, rather than a
person-centered, approach to care and were similar in terms
of management structures, staffing, standards, and size.
Agitation was significantly lower with both person-centered
and dementia care mapping than usual care. However, the
incidence of falls was higher in person-centered care than in
usual care (Brownie & Nancarrow, 2013).

Brownie and Nancarrow (2013) concluded that form-
ing accurate conclusions about the impact of person-
centered interventions on residents and staff is hampered
by the heterogeneity of the interventions and significant
methodological differences between studies. However,
person-centered interventions are associated with positive
influences on staff outcomes (satisfaction and capacity to
provide individualized care); improvement in the psycho-
logical status of residents (lower rates of boredom and
feelings of helplessness); and reduced levels of agitation
in residents living with dementia. However, it did appear
that some person-centered interventions might be associ-
ated with an increased risk of falls in aged-care residents
(Brownie & Nancarrow, 2013). While more research into
the cause of increased risk for falls is needed, it may be pos-
sible that residents are more at risk for falls when they are
ambulatory and active as opposed to being sedentary and
prone to sitting or laying down for much of the day.

Shifts in Organizational Culture

As noted, person-centered care exists within the larger
movement of culture change, a broad-based effort to trans-
form nursing homes from interpersonal health care institu-
tions into true person-centered homes offering long-term
care services (Koren, 2010). After much work in the early
1980s among various organizations and advocates, the
Pioneer Network took the lead in fostering the culture-
change movement within nursing homes. Koren (2010)
stated that culture change movement’s overarching goals
are to individualize care for residents, making communi-
ties more homelike and less “institutional.” “It promotes

person-centered care through reorientation of the com-
munity’s culture—its values, attitudes, and norms—along
with its supporting core systems (such as breaking down
departmental hierarchies, creating flexible job descriptions,
and giving front-line workers more control over work envi-
ronments)” (p2). In addition, it strives to honor residents’
individual rights, offering them quality of life and quality
of care in equal measure. Culture change also recognizes
the importance of all staff members’ contributions to the
pursuit of excellence (Koren, 2010).

The culture-change movement espouses a set of princi-
ples, instead of offering a prescriptive set of practices or dic-
tating conformance to a model. Early in the culture-change
movement, there was a lack of agreement as to precisely
how all of these changes would manifest themselves in a
nursing home transformed by culture change. A gathering
of stakeholders came together to develop a consensus that
the “ideal” community would feature the following com-
ponents: resident direction, homelike atmosphere, close
relationships, staff empowerment, collaborative decision
making, and quality-improvement processes (Koren, 2010).

Over the years, various models have been evaluated and
research has demonstrated results. However, there is still
much work to be done to identify outcomes and support
the overall business model. Koren (2010) stated that sev-
eral aspects of the nursing home field, including its work-
force, regulation, and reimbursement, limit the initiation of
culture-change practices. Culture change requires dedicated
leadership over a period of years, a stable workforce, the
buy-in of nursing, and funds for environmental improve-
ments (Koren, 2010).

Koren (2010) concluded that “With a policy environ-
ment conducive to innovation, and supportive of both ini-
tial and sustained adoption of new models, it is possible
that—before the baby-boom generation needs long-term
care—nursing homes will have become a better value prop-
osition” (p3). The culture-change movement has shown
that provision of high-quality nursing home care, individu-
alized to meet each resident’s needs in a setting that maxi-
mizes self-determination and well-being, can be a vision
made real—with person-centered care as the central focus.

In Closing: Making Recommendations for
Quality Care

What this literature review establishes is that there is noth-
ing clear-cut about demonstrating scientific evidence for
complicated, individualized, psychosocial interventions
such as person-centered care. Overall, the research has limi-
tations including sample sizes, varied interventions within
person-centered care models and finally, a paucity of fund-
ing and incentives for psychosocial research. Most cer-
tainly, more research is needed to continue to understand
how to effectively measure person-centered care, what
elements are required to make a difference and how does
all of this translate into everyday care delivery practices.
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However, when examining person centered care through
the combined aspects of available evidence (mostly in resi-
dential communities), current best practices, expert opin-
ion and common decency, it becomes clear that providing
care based on knowing the person within the context of an
interpersonal relationship in a way that supports individu-
alized choice and dignity is difficult to argue against. While
the evidence in support of person-centered care models and
interventions may not be wholly conclusive, there is suffi-
cient evidence to support the following recommendations.

Practice Recommendations for
Person-Centered Care

1. Know the person living with dementia.

The individual living with dementia is more than a
diagnosis. It is important to know the unique and com-
plete person, including his/her values, beliefs, interests,
abilities, likes and dislikes—both past and present.
This information should inform every interaction and
experience.

2. Recognize and accept the person’s reality.

It is important to see the world from the perspective
of the individual living with dementia. Doing so rec-
ognizes behavior as a form of communication, thereby
promoting effective and empathetic communication
that validates feelings and connects with the individual
in his/her reality.

3. Identify and support ongoing opportunities for mean-
ingful engagement.

Every experience and interaction can be seen as an
opportunity for engagement. Engagement should be
meaningful to, and purposeful for, the individual living
with dementia. It should support interests and prefer-
ences, allow for choice and success, and recognize that
even when the dementia is most severe, the person can
experience joy, comfort, and meaning in life.

4. Build and nurture authentic, caring relationships.

Persons living with dementia should be part of rela-
tionships that treat them with dignity and respect,
and where their individuality is always supported.
This type of caring relationship is about being pre-
sent and concentrating on the interaction, rather than
the task. It is about “doing with” rather than “doing
for,” as part of a supportive and mutually beneficial
relationship.

5. Create and maintain a supportive community for indi-
viduals, families, and staff.

A supportive community allows for comfort and creates
opportunities for success. It is a community that values

each person and respects individual differences, cel-
ebrates accomplishments and occasions, and provides
access to and opportunities for autonomy, engagement,
and shared experiences.

6. Evaluate care practices regularly and make appropriate
changes.

Several tools are available to assess person-centered
care practices for people living with dementia. It is
important to regularly evaluate practices and models,
share findings, and make changes to interactions, pro-
grams, and practices as needed.
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