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Background: There are 14,228 care homes in England with a population of approximately 372,035 residents, many of whom are
living with frailty or multiple and complex comorbidities. Policy and international literature advocate that care homes provide
high-quality person-centred care that meets each person’s specific needs. This study aims to provide an exploration of person-
centred care in care homes in the South West of England from the perspective of all those involved.

Methods: A qualitative multiple case study design was used across seven care homes in a region of South West England.
Semistructured interviews were conducted with 61 participants (residents, family and health and care professionals). Non-
participant observations were undertaken in communal areas to understand the practices and cultures of the care homes. All data
were analysed using reflexive thematic analysis.

Findings: The findings are presented as six themes, they are adjusting to the transition into a care home; people at the centre of
care; the place we call home with the people we call family; working across the boundaries of care; supporting, valuing and
empowering care home teams; and managing complex and challenging moments of care.

Conclusion: This study demonstrates a whole system understanding of person-centred care across seven care homes. The main
components of person-centred care appear to be relational. These relationships take place in cultures and systems that are complex
and challenging with care boundaries that need to be navigated. Navigating these care boundaries requires a people-centred care
approach built on partnerships and mutual respect.
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1. Introduction

There are 16,726 care homes in the United Kingdom and
14,228 in England [1]. There is a population of approxi-
mately 372,035 residents in care homes in England [2].
Compared to the rest of Europe, England has the highest
private (for-profit) care home provision and the largest over
80’s population living in care home settings [3]. Most res-
idents living in care homes are older people living with
dementia, frailty and end-of-life care needs [4]. These
conditions can be complex, with multimorbid presentations
and cognitive decline being common.

Supporting the needs of care home residents requires
care home professionals to act as advocates and facilitators
for those unable to access health services and treatments
independently [5]. Meeting the needs of this resident
population necessitates a move from reactive health and care
delivery, towards a proactive, collaborative and integrated
approach to care provision [6]. In England, the imple-
mentation of the Enhanced Health in Care Homes
Framework (EHCH framework) [7, 8] has been rolled out as
part of the National Health Service (NHS) long-term plan
[9]. The EHCH framework is a whole system approach to
delivering health and care in care homes. It identifies seven
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core elements and focuses on quality and person-centred
care as driving factors for change. Evaluations of the early
vanguard (trial) sites emphasised that the whole (rather than
individual elements) was essential to improved service de-
livery [10]. There have been repeated calls for context-
specific research, with residents’ involvement, to define
and measure what good care looks like [10-13].

International research that has explored quality
[14, 15] and person-centred care provision [16, 17] in care
homes has highlighted the importance of residents feeling
part of a community [14] that is familiar [15] and safe and
homely [16] whilst being supported by care staff who work
as a team [17]. Although Johs-Artisensi and colleagues
research [14] included multiple stakeholder perspectives
on the quality of care residents received, there has been
little other research that has considered the perspectives of
all stakeholders in care homes (residents, families and
friends and health and care professionals). There has also
been limited research exploring the perceptions of resi-
dents themselves [18]. This paper aims to provide a whole
system and multistakeholder understanding of person-
centred care across seven care homes in a region of South
West England.

2. Methods

2.1. Study Design. This study used a qualitative case study
design [19, 20]. The case studies included an ethnographic
approach to understand the care home cultures and the
social relationships that existed within them.

2.2. Settings. The study took place in seven care homes in the
South West of England, a region with a rapidly ageing
population and a large number of care homes [21]. Care
homes were invited to participate in the study through
regional care home collaboratives and their health and care
partners and networks. Seven agreed to participate; six
provided residential-only care, and one provided both
residential and nursing care. The care homes varied in ca-
pacity from 20 to 50 beds. All participating care homes
primarily provided long-stay (rather than respite) care. The
majority of long-stay residents were aged 75 or above and
had a dementia diagnosis (see Table 1).

2.3. Ethical Approval. Ethical approval for this study was
sought and obtained from the University of Plymouth’s
Health Faculty Research Ethics and Integrity Committee,
and the Health Research Authority through the Social
Care Research Ethics Committee (REC ref: 22/IEC08/
0009).

2.4. Sample. A purposive sampling method was applied to
each case study to provide a whole system and multi-
stakeholder understanding of person-centred care in care
homes. Potential interview participants were people who
had lived in the care home for at least 3 months plus their
family and friends, care professionals who had worked in
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care homes for more than 3 months and visiting health and
care professionals with more than 3 months care home
visiting experience. We did not include people who were in
very poor health, under 18 or unable to speak English (see
Table 2).

2.5. Recruitment. The initial research setup phase involved
face-to-face visits and presentations to care home man-
agers. Once participation was agreed, recruitment posters
and participant information sheets (PIS) were placed in
care home reception areas, staff rooms and communal
spaces at least 2 weeks before study commencement. In-
terview invite letters and PIS were also sent to family and
professional participants via email by the care home
managers and given directly to residents by the care home
manager if they met the inclusion criteria. The letters
invited people to contact the care home manager, who
would inform the researcher that they would like to
participate in the study. Two residents who wished to
participate were considered to lack mental capacity. A
personal consultee declaration [22] was obtained for both
residents from a family member as required by the Social
Care REC (ref: 22/TEC08/0009).

Everybody living in or visiting the care home had an
opportunity to opt out of being observed. This meant the
researcher would not be in the communal rooms at the same
time as them. An opt-in agreement was required by the
Social Care REC (ref: 22/TEC08/0009) for observations of
residents who were deemed to lack mental capacity by
personal or nominated consultees (a family member or the
care home manager) [22]. Two residents without mental
capacity were opted out by family members. Both residents
were being cared for in their own rooms and were in the last
days of life.

2.6. Data Collection. Data were collected between September
2022 and August 2023 by a researcher (GH) who was
a registered mental health nurse with previous experience of
working with older adults in both a clinical and a research
capacity. Interviews were semistructured and took place at
times that were convenient to participants using private and
confidential spaces within the care home. An online in-
terview option was also offered for family members and
visiting professionals. Interviews were audio-recorded and
then transcribed verbatim, anonymised and checked for
accuracy.

Nonparticipant observations took place in communal
lounges, dining rooms, activity spaces and gardens during
the spring and summer months. The researcher was not
directly involved in care but would join in activities, engage
in conversations and inform staff if a resident needed help.
No personal or clinical care environments were observed.
Field notes were recorded on the day-to-day activities of the
care home, interactions or contextual factors in a reflective
journal by the researcher during breaks and at the com-
pletion of daily observations. This allowed the researcher to
be present in the moment and not disrupt the daily routine
and rhythm of the care home. The researcher wore a badge
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TaBLE 1: Care home demographics.

Resident number

Care home Residential/nursing  Care home . Age range Dementia diagnosis
identifier care bed capacity at time Gender (male/female) (years) (long-stay residents)
(long-stay/respite)
. . Permanent = 39 M=19 o
CH1 Residential 45 Respite =6 F 26 69-102 29 (74%)
. . Permanent = 36 M=9 o
CH2 Residential 44 Respite = 3 F=30 77-99 25 (69%)
. . Permanent =20 M=5 o
CH3 Residential 22 Respite =2 Fe17 77-100 19 (95%)
Permanent =20 M=6
1 1 — 0y
CH4 Residential 21 Respite =0 F—14 74-98 20 (100%)
. . Permanent =19 M=4 o
CH5 Residential 23 Respite = 1 F=16 71-99 13 (68%)
. . Permanent =15 M=4 o
CH6 Residential 20 Respite = 1 F=12 79-102 10 (67%)
. . . Permanent =48 M=27 o
CH7 Nursing a residential 50 Respite = 0 Fo2] 56-98 38 (79%)
TaBLE 2: Interview exclusion criteria.
Exclusion criteria
< 3 months residency
Residents Too physically unwell
Non-English speaking
Relative resided in care home < 3 months
. . Not visited or contacted care home > 1 month
Family/friend

< 18years of age
Non-English speaking

Care professionals

Worked in care home < 3 months
Works < 2 days/week
< 18years of age
No involvement in any care capacity
Non-English speaking

Worked with or in care home < 3 months (stakeholders < 6 months EHCH

Visiting professionals/stakeholder

involvement)
< 18years of age
Non-English speaking

denoting they were a researcher and introduced themselves
and their role on the commencement of any observations.

2.7. Data Analysis. Data analysis followed Braun and
Clarke’s six steps of reflexive thematic analysis [23, 24]
presented in Table 3. Interview transcripts and reflective
journal entries were (re)read and inductively coded line-
by-line using NVivo version 12 Pro software. Each case
(care home) was coded individually using both de-
scriptive (semantic) and interpretative (latent) coding
[25] (GH, GP). These codes were then combined into
candidate themes within each case and then across
combined cases to generate final themes (GH, SP). The
themes presented in this paper are the combined (mul-
tiple case) thematic findings. Regular discussions and
debriefing took place with the research team during data
analysis. Saturation was not validated by sample size, or
when no further codes or themes could be generated from
the data. Instead, saturation was achieved when the

research team reached an interpretative judgement that
the goals of the analysis were complete [26] and a whole
system and multistakeholder understanding had been
achieved.

3. Results

Sixty-one participants took part in interviews. These in-
cluded care professionals (CP) (n=34), visiting pro-
fessionals and stakeholders (VP) (n=11), residents (R)
(n=5) and family and friends (F) (n=11). Interview par-
ticipant characteristics are presented in Table 4. The
breakdown of participants taking part from each case (care
home) is presented in Table 5. Visiting professionals are not
included in Table 5 as they worked across several care homes.

Fifty-seven interviews took place face to face, with four
online. Interview data were collected over a combined period
of 41.8h (average interview =41 min). Nonparticipant ob-
servations ranged between 46 and 68h per care home, to-
talling 401.5 h across the seven care homes.
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TaBLE 3: Reflexive thematic analysis six steps.

Analytical steps Description of process

Transcribe data (if required), repeatedly (re)read the data, search for meaning and
make notes of any initial ideas
Produce initial codes (labels) across the whole data set, highlight text/extracts
manually or with coding software and search for patterns
Revisit codes (labels) and arrange highlighted text/extracts into themes (patterns)
using tables/mind maps, etc., and look for relationships between codes and themes
Review candidate themes, collapse/combine/separate/discard/create new themes to
begin to generate/map a coherent pattern/meaning across the text/data extracts
Review thematic map/tables, refine/name/rename themes, ensure related text/
extracts offer a consistent account of theme, add accompanying narrative to support
theme, finalise the theme titles and identify the story
Set out the final themes and create an analytical narrative using data extracts to tell
the story

Step 1: become familiar with the data
Step 2: generate initial codes
Step 3: searching for themes

Step 4: reviewing themes
Step 5: defining and naming themes

Step 6: producing the report

TaBLE 4: Interview participant characteristics.

Time range

Number Gender Age (years) (mean)

Participants code Ethnicity

White British (n=24)
White other (n=26)
Asian (n=2)
Hispanic (n=1)
Not disclosed (n=1)

Working in care homes
Range = 8 months-36 years
Mean =16.7 years

M=3  Range 20-69

Care professionals (CP) n=>34 Fo31 Mean (48)

Working with care homes
White British (n=11) Range =3 months-35 years
Mean = 12 years

M=1  Range 29-64

C . . b _
Visiting professional/stakeholders (VP) n=11 F=10 Mean (48)

M=3 Range White British (n=9) Visiting care home
Family/friends (F) n=11 F-g 48-81 White other (n=1) Range = 6 months-4.5 years
Mean (66) Not disclosed (n=1) Mean = 2.2 years
M=1 Range Living in care home
Residents (R) n=>5 Fe4 78-99 White British (n=5)  Range =3 months-4.5 years
Mean (87) Mean = 1.8 years

*CP (manager (7), deputy manager (3), head of care (4), team leader/senior carer (8), activity coordinators (4), carer/care assistant (6), nurse (2)).
"VP (nurse (5), student nurse (1), GP (2), mental health practitioner (1), social worker (1), pharmacy technician (1)).

TaBLE 5: Interview participants/care home (case).

Case
number/care home (CH)

CHI (n=6), CH2 (n=6), CH3 (n=4), CH4 (n=5), CH5 (n=4), CH6 (n=4),

Participants code Number of participants

Care professionals (CP) n=34

CH7 (n=5)
e ~ CHI (n=1), CH2 (n=3), CH3 (n=1), CH4 (n=3), CH5 (n=2), CH6 (n=1),
Family/friends (F) n=11 CH7 (n=0)
. ~ CHI (n=1), CH2 (n=1), CH3 (n=0), CH4 (n=1), CH5 (n=0), CH6 (n=1),
Residents (R) n=>5 CH7 (n=1)

The reflexive thematic analysis process generated six
themes. They were, adjusting to the transition into a care
home; people at the centre of care; the place we call home
with the people we call family; working across the bound-
aries of care; supporting, valuing and empowering care
home teams; and managing complex and challenging mo-
ments of care.

3.1. Adjusting to the Transition Into a Care Home. The ad-
justment to moving into a care home was challenging for
many of the residents. This was particularly apparent for

some of the residents with dementia because of the chal-
lenges dementia brought in orientating to new environ-
ments, or recalling why they had needed to move:

‘It appeared to me that she had found herself in a care
home with no idea how long she was staying and no access
to home comforts, money, and therefore in many ways no
sense of self and identity’ (researcher reflective note).

Many residents had not personally made the decision to
move into a care home setting with acute illness, cognitive
decline, frailty or a breakdown in their care networks being
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the deciding factor. As one family member shared their
thoughts on how they reached this decision:

‘it’s the actual. . .that decision. Because you keep thinking,
no, no, it'll be alright. They have better days won’t they,
then you think, oh, no. I can’t cope with this’ (F6 CH4).

Care professionals shared the importance of supporting
new residents as they transition into a care home, especially
when they are unsure of why they were there:

‘Some feel dumped, don’t they? They don’t remember
they’ve been told and it’s, it’s trying to get it across to
them, no, you haven’t been dumped... Well, I was in
such-and-such. They've forgot they've come from
somewhere else, but they remember being at home and
suddenly being here and their families have had to go back
home’ (CP12 CH2).

Some residents shared their sense of uncertainty of what
the future might bring as they first moved into a care home.
One resident recalled

It felt quite sad. To be honest I didn’t think I'd be here
long. .. I didn’t think I would last very long. .. 'm sur-
prised 'm still here’ (R1 CH2).

Residents, and their family members, stressed the im-
portance of maintaining long-term and established social
and community relationships. Nevertheless, one family
member captured the difficulty in maintaining these
relationships:

‘When she became a full-time resident. . .I said, do you
like it here? and she said, yes. And I said, anything you
would like to be different? and she said, well, just as long as
I can see my friends. Do you know, not a single bloody
friend has been to see her’ (F2 CH2).

Many family members shared their own struggle to
adjust to their loved one’s move into the care home. Having
recently been a carer to their loved one, they were suddenly
a visitor and their role and relationship had changed. One
participant stressed the importance of remaining part of his
wife’s life and care:

‘I come in, yeah, four or five days depending on what my
daughters are doing. . .They’re (care professionals) look-
ing after her for the majority, but I want that. I still want
that bit to say I'm still doing something’ (F7 CH4).

3.2. People at the Centre of Care. Care professionals agreed
that person-centred care was essential to what they did and
what they wanted to provide to residents:

‘Person-centred care. . .It should be—from the start, from
day one—it should be purely about that individual
(CP29 CHBS6).

However, what person-centred care meant to care
professionals varied. Some highlighted the importance of
keeping residents clean and well-nourished, whereas others
cited their relationships with residents as central to person-
centredness. Many emphasised the importance of getting to
know residents as individuals:

‘[You need to] look at them as an individual. Not just
a resident in room 12...What can we do for that per-
son. . .people’s interests; people’s happiness; their re-
lationships with the staff, with the families. To me, that is
so important’ (CP21 CH3).

Others emphasised the importance of advocating on
behalf of residents, especially if they were unable to do so
themselves, or had no family to support them:

‘We are the ones fighting for these residents. You know,
nobody else on the side—vyes, the [visiting] professionals
help, you know. Social services come and help. It’s not the
same though. Because if you don’t stick up for those
residents, nobody else will’ (CP22 CHS).

Although their primary focus was on residents, care
professionals also talked about considering the needs of
family members. This included giving them time to talk and
keeping them informed of their loved one’s care:

‘Family. . .sometimes. . .things can be worse for them, I
think, than perhaps the person, you know. They can be
finding it hardest probably sometimes’ (CP7 CH2).

They were also aware of their work colleagues needs.
There was a strong sense of loyalty to one another in the
findings, as this care professional expressed:

‘I like to make a difference. Ilove the people I work with. I
just I love the fact that you can make a difference to
people’s lives. And—both sides. Staff and residents’
(CP10 CH2).

However, a combination of staff shortages and increased
resident acuity meant that what care professionals could do
for residents sometimes fell short of their aspirations:

‘We try our best...when it comes to personal care and
things like that but when it comes to activities and
spending that quality time with them, that’s where we fail,
I think. That’s where we fail a lot” (CP14 CH4).

Many care and visiting professionals believed that the
only way these challenges could be addressed was if everyone
worked together, with a common aim of providing the best
care possible:

‘T would just like to see the day when we [health and care
professionals] actually all work together for actually what
we’re here for. And that’s those people. Because I'm not
here for any other reason’ (CP5 CH1).

a5UB0 |1 SUOWILWIOD AAIIER.D 3|l |dde ay3 Aq peutenob ale sajonte YO ‘asn Jo 3Nl 4oy Aiq1TauluQ A3]IA UO (SUOIHPUOD-pUe-SWISII0D A3 1M Alelq 1jou 1 uo//:Ssdiy) SUORIPUOD pue SW 1 8yl 88S *[7202/0T/0E] uo Aiqiauluo A3]1M ‘8288886/7202/SSTT 0T/I0p/Wod A Im Ae.d1pul|uo//sdiy wouy papeojumoqd ‘T ‘720z ‘osy



3.3. The Place We Call Home With the People We Call Family.
There was a strong feeling amongst professionals and family
members that care homes should feel like a home to resi-
dents. This included providing a comfortable and homely
environment:

“This desire to turn what are in effect a communal and
complex institutions into homely environments is
approached in a variety of ways from decoration (envi-
ronment) to behaviours (family & relationship focused),
and everything in between. Some care homes are more
successful than others’ (researcher reflective note).

Care professionals shared their pride in how they wel-
comed residents and their families into their care homes:

‘I think we do a good job in making it person-centred and
person-friendly in the fact that this is their home; anybody
comes in here is a stranger but soon it’s their home’
(CP19 CH4).

This was also important to family and friends, as this
family participant shared:

‘I mean, they’re going to feel despair because they’re going
to feel like they’re letting that loved one down by sending
them into a home. Now, when you come to know the
home and realise it actually is a home, you know, in the
best sense of the word, that’s a lot better’ (F3 CH2).

The sense of being at home was less evident amongst
some of the residents. Even those who had accepted their
move to a care home did so with a sense of loss:

‘When people say where do you live, I say, I live here. It’s
my home now. I haven’t got anywhere else...” (R1 CH2).

Alongside feeling like a home, a sense of being a family
was also considered important. This extended beyond the
care professionals and residents’ relationships and reached
into the relationships between care professionals themselves
and family members:

T love this home that I work in. Love the people. The
residents are actually—I almost see them as like they’re
part of my family now” (CP25 CH5).

‘When I tell them (other family members) about my dad
and the care, I say—This place is like family to me’
(F5 CH4).

3.4. Working Across the Boundaries of Care. Providing the
right care, by the right service, in the right place [8] required
health and care professionals to cross the boundaries of care
that existed between them. Cultural and organisational
boundaries across health and care and across professions
were often demonstrated in the language used. Care pro-
fessionals referred to residents as living with them, whereas
most visiting professionals referred to residents as patients

Health & Social Care in the Community

who had been ‘admitted’ to care homes. Although these
language and cultural barriers may appear trivial, they
stymied working relationships and communication between
health and care professionals:

‘Sometimes doctors will talk to you in this very clinical
way, and you have to say, Hold on. I think that’s
something I’ve learnt. . . Before I'd write it down and then
research. . .now, I say, can you explain that?” (CP12 CH2).

Care professionals reported that their (social) caring role
was often considered secondary to the work done by health
professionals:

I feel sometimes, we’re still the—well, we’ve always been
the Cinderella. . .. .. I think if you're in the NHS you feel
that... I don’t know. I don’t want to say, “Special,” be-
cause that’s not quite what I mean. But they feel that they
are superior to us’ (CP10 CH2).

However, where health and care professionals had built
relationships based on trust and rapport they worked well as
a multidisciplinary team:

‘On the whole, all of the other professionals that are
involved are very supportive, and it feels like it’s proper
teamwork’ (CP30 CH?7).

Health professionals who had experienced this were
positive about it:

‘What I would also say is that it is the exception, not the
norm, for the care home staff to attend [Multi-
Disciplinary Team meetings] ...when they attend, it is
brilliant. As in, for me as a GP, their insights, knowledge
of the resident, knowledge of what is a realistic ask of
them, is invaluable’ (VP2).

For others, the challenges of trust and communication
between professionals were stark, as shared by this visiting
professional:

‘...you could ring the home one day, and one person
would say, oh, they’ve been fine. No issues. The next day
you’d ring, and you’d talk to somebody else, and it would
be, Oh, absolutely terrible. We can’t cope’ (VP7).

3.5. Supporting, Valuing and Empowering Care Home Teams.
As highlighted above, care professionals working in care
homes believed they were an undervalued workforce and at
times felt isolated from healthcare colleagues and their local
community. This perceived isolation, and the nature and
demands on them meant that staff needed supportive
managers and colleagues:

‘I think the staff need a bit more support. . .1 know some of
them do have like—are mentally drained at times and they
end up having like a bit of anxiety or just feel down cause
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they feel like they’re doing a rubbish job or. . .cause there’s
not much positivity’ (CP11 CH1).

It was important to the care home professionals that
their commitment to residents’ care was also recognised and
respected:

‘T do appreciate them; they’re not, just carers, in my
eyes. . .I always, you know praise them if they've. .. gone
above and beyond or just...I recognise what everybody’s
done’ (CP29 CHS6).

Care professionals reported that receiving praise about
what they brought to the care team was key to them feeling
part of that team:

I feel good when, when my manager says to me, it’s great
having you on the team. You bring lots of different
qualities to the team’ (CP31 CH?7).

As was being empowered and trusted:

‘T was empowered—The manager is empowering me. ..
because she trusts me. So, that’s how I trust my team. And
then that’s how you build the teamwork; build on trust’
(CP33 CH?7).

However, even when care home teams were supported,
valued and empowered, other factors such as poor pay, the
emotional and physical demands of the role or family care

commitments meant that keeping that team together was
difficult:

T think as long as it is draining, it is emotionally and
physically. .. just sometimes I'm exhausted because I do
feel. . .over the years, you're just giving and giving and
giving and giving to everybody, sometimes you get to
a point you’ve got nothing left to give to even your own
family’ (CP29 CHS6).

‘T've had girls come in and we’ve trained them up and they
go...the pay’s rubbish. We’re overworked, underpaid.
And that’s always been the care industry’ (CP24 CHS6).

3.6. Managing Complex and Challenging Moments of Care.
Having the time and space to facilitate person-centred care
was found to be particularly challenging during complex and
challenging moments of care. These tended to be when
residents were acutely unwell, had entered their last phase of
life or presented with behaviours that challenge in dementia.
The researcher’s field notes describe one of these moments:

‘T was sat with a group of residents when we heard a male
resident shouting—immediately two female residents got
up to see if everything was Ok...A little later the carers
came into the room. I could see that one carer’s knee was
cut and her trousers ripped—she said, “it’s not his fault,
it’s just what we do.” I guess she is right in many ways. ..’
(researcher reflective note).

These challenging moments impacted not only care
professionals but also residents:

‘T think we’ve got some people that are really bad, and
curse and. .. hit them (care professionals) and stuff like
that’ (R2 CH1).

Managing end-of-life care for residents was another
challenging time in the care homes, as this care home
manager reflected:

‘We recently had a meeting and when somebody’s nearing
their end of life, there’s some staff that said they can’t cope
with that. They don’t—they don’t know how to look after
someone and their family. And I thought that was quite
a big thing to admit, actually’ (CP12 CH2).

This was particularly evident for care professionals who
were new to working in care homes:

‘So, 'l hold my hands up. There was one gentleman. . .I've
never actually seen a deceased body. Never walked in on
one or anything. that really hit me. Like, I didn’t know
what to do. Like, all that training of what to do when
someone’s passed just blew away sort of thing. . .Everyone
was really nice about it and calmed me down. . .just put
a brave face on. Like, unfortunately we’re in that job where
it’s going to happen’ (CP9 CH1).

Care professionals reported that when they sought health
professionals’ advice during these complex and challenging
care moments, it was not always available:

‘For me, when you have a person that’s coming to the end
of their life and you can’t even get a doctor to come out
and see them face-to-face, there is something seriously
wrong with the system’ (CP5 CH1).

Generally, these challenges were intensified when
healthcare and emergency care services were stretched be-
yond capacity. There were several incidents observed and
discussed where there were significant delays for care home
residents to receive medical help. One professional said

‘We’ve just had a lady waited 60, six zero, hours. As she
has got a fractured hip and a fractured shoulder. And
we’ve had to care for her in her bed from Monday until
Wednesday night, because there’s no ambulance available
as an emergency to take her to hospital. That is not the
right care or the right place’ (CP2 CH2).

4. Discussion

This multiple case study explored person-centred care from
the perspective of those who live, work and visit care homes.
This provides a whole system understanding person-centred
care in care homes that is situated in policy, including the
principal aims of the EHCH framework [8]. The themes
identify the need for adjustment to take place during the
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transition into a care home; for care homes to be recognised
as places where home and family can be important; all
people are central to person-centred care, care boundaries
will need to be crossed, care home teams must be supported,
valued and empowered; and finally, complex and chal-
lenging moments of care place demands on already stretched
resources. These themes offer a UK regional perspective,
which build on international research that highlights the
importance of care homes providing safe, homely and
relationship-focused environments [14-17] where care
professionals act as advocates for residents [5] and are
supported by collaborative and integrated health and care
services [6].

The difficulties faced by residents and their families
during the transition into a care home support the findings
from other studies, which stress the importance of residents
having a choice around their move into a care home, time to
prepare and the support to maintain their identity during
this transition [27, 28]. However, evidence suggests that
these transitions tend to happen after an acute illness or
when carers reaching their breaking point [28]. Maintaining
family relationships during transition is key to the residents
maintaining their self-identity, not only within their family
but also within the care home and the local community
[28, 29]. In doing so, residents are more likely to have a sense
of belonging and feel more ‘at home’ [30]. This family-
centred ideology is fundamental to person-centred care and
is supported by the EHCH benchmarking, a planning and
resource guide that describes person-centred care as ‘putting
individuals and their families at the heart of all decisions’
[31]. However, this study also found that for many care
professionals, the concept of family stretches beyond their
relationships with the residents and extends into their re-
lationships with each other and residents’ family members.
The benefit of developing these extended ‘familial’ re-
lationships within the care home is that it supports the
delivery of person-centred care [32].

Although the principal aim of the EHCH framework [8]
is the delivery of high-quality personalised care in care
homes, it also highlights the importance of providing the
right care, by the right service, in the right place through the
effective use of available resources. This requires a multi-
disciplinary, collaborative and responsive approach to
person-centred care delivery [33]. This is particularly im-
portant when care professionals are seeking support from
healthcare providers to manage complex and challenging
moments of care. This study found that these moments
tended to be when residents became acutely unwell, entered
their last phase of life or presented with behaviours that
challenge in dementia. Recognising, responding and man-
aging these acute deteriorations in a resident’s physical and/
or mental health well-being is complex and multifactorial,
and yet protocols and procedures to manage these events are
inconsistent and  poorly evaluated across the
United Kingdom [34]. These complex and challenging
moments can place significant pressures on already
stretched health and care resources and in turn impact the
ability to provide high-quality, safe and effective person-
centred care [35].

Health & Social Care in the Community

The British Geriatrics Society [4] has highlighted
a number of areas to address some of the challenges
highlighted above. These include the roll out funded en-
hanced healthcare to all care homes, funding for care staff
development in complex care skills management, a stand-
ardised definition and provision of care home multidisci-
plinary teams (MDTs) and improved access to in situ care
that would otherwise be provided by hospital settings.
However, there is also some essential work required to
understand and value what care homes and the professionals
who work with in them do. Care professionals are often
working in settings where there are significant physical and
emotional demands placed on them, and at times, they do
not feel appreciated. A recent systematic review [36] found
that managers who appreciated and empowered their staff
were more likely to develop cultures where teamwork was
valued, and relationships and staff retention were positive.
Although these internal care home team relationships are
important, so are the external relationships with healthcare
professionals.

Health and care professionals shared the challenges
they sometimes faced when crossing care boundaries,
some of which could be wide. The Care Quality Com-
mission (CQC) document, ‘Beyond Barriers’ also found
these interprofessional and interprovider barriers,
reporting that some health and care performance mea-
sures and regulations had created competition rather than
collaboration [37]. To achieve effective and high-quality
person-centred care health and care services need to move
away from operating in silos, towards provision that is
integrated, collaborative and coordinated [38]. This re-
quires care environments that can build bridges across
these care provider boundaries, heal relational fractures
and focus on people rather than provision [37]. This will
allow reciprocal relationships to be built, which stretch
beyond the care home and reach into outside health and
care support networks [32].

A key finding of this study is that person-centred care
should encompass ‘all of the people’ in care homes.
Person-centredness should not only focus on the residents
but must also consider the needs of their families and the
professionals that work in and with care homes. A person-
centred culture is established through the formation of
healthy and productive relationships that form not only
between those receiving the service but also between those
providing it through a mutual respect and understanding
of one another [39]. This can be achieved by moving from
a model of person-centred care towards a culture and
philosophy of people-centred care (PCC). This will allow
care cultures to transcend beyond the needs of individuals
and pivot towards meeting the needs of the community.
However, PCC requires a shift from illness- and disease-
focused healthcare to a strategy that puts people and
communities at the centre of health systems [40]. PCC
empowers people (individuals, families and health and
care professionals) to lead and manage their own care
within coordinated and responsive health systems [41] in
care environments that operate as a partnership of
equals [40].
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4.1. Limitations. The study is limited by only taking place in
one region of South West England. However, seven settings
were included within this study to provide a cultural context
to person-centred care across multiple cases. Therefore, the
findings of this study are transferable to comparable pop-
ulations [42]. Recruitment of care home residents to the
study was relatively low; this was despite the presence of the
researcher in the setting to build trust and familiarity. A
recent scoping review [43] found that most barriers to re-
cruitment and inclusion of care home residents in research
were predominately outside the resident’s control. One
barrier is the legal and ethical challenges of recruiting res-
idents who lack mental capacity [44]. One of the challenges
faced in this study was the time, process and extensive
documentation required to include people without mental
capacity [43, 45, 46]. These innate challenges to including
people without mental capacity in research compounded by
a lack of knowledge of the legal requirements can erode
researchers’ confidence, leading to the exclusion of this
group from research, rather than inclusion [47]. However,
even considering these factors, the lack of resident voice in
this study is acknowledged as a limitation. Finally, some
participants reported to be reassured by the observer being
aregistered mental health nurse, with experience in working
with older people. However, it must also be acknowledged
that for some participants, this information may have also
affected their behaviour. Nevertheless, the researcher was
able to build trust and rapport with participants through
reflexive practice, which somewhat minimised the observer
effect.

4.2. Implications for Practice, Policy and Research. The study
findings suggest that a multidisciplinary, responsive and
collaborative approach to care is required to achieve high-
quality person-centred care in care homes. This could be
supported by health and care cultures that put people and
relationships at the centre of its care provision. Future care
home policy should aim to guide practices that can visualise
care which goes beyond meeting the needs of individuals and
aims to meet the needs of the whole care home community.
Further research is required to explore how a people-centred
care culture can be built and sustained in care homes, and
with the wider multidisciplinary team across all boundaries
care. It is important that research in this area includes all of
the voices of those receiving and delivering that care, es-
pecially residents. However, as this and other studies have
highlighted, challenges remain in recruiting care home
residents to research. This requires further exploration with
new and creative methods considered.

5. Conclusion

This paper presents six key themes that illustrate a whole
system understanding of person-centred care across seven
care homes in the South West of England. The main
components of person-centred care appear to be relational.
These relationships take place in cultures and systems that
are complex and challenging with care boundaries that need

to be navigated. Navigating these care boundaries requires
a different approach to care. An approach that is built on the
foundations of people, partnerships and mutual respect.
These foundations are the building blocks of care cultures
that are not only person-centred but also people-centred.

Data Availability Statement

The data that support the findings of this study cannot be
publicly shared due to ethical or privacy reasons.

Disclosure

The funders played no part in the design, execution, analysis
and interpretation of data or writing of the study. The views
expressed in this publication are those of the author(s) and
not necessarily those of the National Institute for Health
Research or the Department of Health and Social Care.

Conflicts of Interest

The authors declare no conflicts of interest.

Funding

This article is part of a research project funded by the Torbay
Medical Research Fund. The work was supported by the
NIHR ARC South West Peninsula (PenARC).

Acknowledgements

We would like to thank all of the participants and care
homes that took part in this study and acknowledge the
support of our study coapplicants: Ann Butts, Sam Ebden,
Natalie Herring, Pamela Prior and Robin Sutton. The time of
IL and RB was supported by the NIHR ARC South West
Peninsula (PenARC).

Supporting Information

Additional supporting information can be found online in the
Supporting Information section. (Supporting Information)
Supporting File 1: SPQR checKklist.

References

[1] V. Berg, “Care Home Stats: Number of Settings, Population &
Workforce,” (2023), https://www.carehome.co.uk/advice/care-
home-stats-number-of-settings-population-workforce.

[2] Office of National Statistics, “Care Homes and Estimating the Self-
Funding Population, England 2022 to 2023,” (2023), https://www.
ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/
socialcare/articles/carehomesandestimatingtheselffunding
populationengland/2022t02023#main-points.

[3] R. Rodrigues, M. Huber, and G. Lamura, “Facts and Figures

on Healthy Ageing and Long-Term Care,” (2012), https://

www.euro.centre.org/publications/detail/403.

British Geriatric Society, “Ambitions for Change: Improving

Healthcare in Care Homes: Position Statement,” (2021), https://

www.bgs.org.uk/resources/ambitions-for-change-improving-

healthcare-in-care-homes.

[4

95U017 SUOLULIOD SAIIE1D) 9 |aedldde a) Ag peuenob afe SaolLe YO ‘SN JO S3INJ 0} Akeiq1auluO A31IAA UO (SUORIPUOI-PUB-SWLBYWOD"AB 1M AJed]1]oul JUO//StL) SUORIPUOD PUe SIS 1 841 89S " [7202/0T/0E] Uo Aelqiauliuo A8|1M ‘8288886/7202/SSTT OT/I0p/W0d A8 |im Alelq iUl uoy//sdny wolj pepeojumod ‘T ‘¥20e ‘Y


https://doi.org/10.1155/2024/9888828
https://www.carehome.co.uk/advice/care-home-stats-number-of-settings-population-workforce
https://www.carehome.co.uk/advice/care-home-stats-number-of-settings-population-workforce
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/articles/carehomesandestimatingtheselffundingpopulationengland/2022to2023#main-points
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/articles/carehomesandestimatingtheselffundingpopulationengland/2022to2023#main-points
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/articles/carehomesandestimatingtheselffundingpopulationengland/2022to2023#main-points
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/socialcare/articles/carehomesandestimatingtheselffundingpopulationengland/2022to2023#main-points
https://www.euro.centre.org/publications/detail/403
https://www.euro.centre.org/publications/detail/403
https://www.bgs.org.uk/resources/ambitions-for-change-improving-healthcare-in-care-homes
https://www.bgs.org.uk/resources/ambitions-for-change-improving-healthcare-in-care-homes
https://www.bgs.org.uk/resources/ambitions-for-change-improving-healthcare-in-care-homes

10

[5] British Geriatric Society, “Effective Healthcare for Older

People Living in Care Homes: Guidance on Commissioning

and Providing Healthcare Services across the UK,” (2016),

https://www.bgs.org.uk/sites/default/files/content/resources/

files/2018-05-10/2016_bgs_commissioning_guidance.pdf.

Deloitte, “The Transition to Integrated Care Population Health

Management in England,” (2019), https://www2.deloitte.com/

content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-

public-sector-population-health-management.pdf.

[7] NHS England/NHS Improvement, “The Framework for En-
hanced Health in Care Homes,” (2016), https://www.england.
nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf.

[8] NHS England/NHS Improvement, “The Framework for En-
hanced Health in Care Homes: Version 2, 2020,” https://www.
england.nhs.uk/publication/enhanced-health-in-care-homes-
framework/.

[9] NHS England, “The NHS Long Term Plan,” (2019), https://
www.longtermplan.nhs.uk/.

[10] A.Baylis and S. Perks-Baker, “EHCH in Care Homes, Learning
from Experiences So Far,” (2017), https://www.kingsfund.org.
uk/insight-and-analysis/reports/enhanced-health-care-homes-
experiences.

[11] A. Gordon, M. Franking, L. Bradshaw, P. Logan, R. Elliott,
and J. R. F. Gladman, “Health Status of UK Care Home
Residents: a Cohort Study,” Age and Ageing 43 (2014): 97-103.

[12] C. Goodman, S. Davies, A. Gordon, et al,, “Optimal NHS
Service Delivery to Care Homes: a Realist Evaluation of the
Features and Mechanisms that Support Effective Working for
the Continuing Care of Older People in Residential Settings,”
Health Services and Delivery Research 5 (2017): 29.

[13] K. Spilsbury, R. Devi, A. Griffiths, et al., “SEeking AnsweRs for
Care Homes during the COVID-19 Pandemic (COVID
SEARCH),” Age and Ageing 50 (2020): 335-340.

[14] J. L. Johs-Artisensi, K. E. Hansen, and D. M. Olson, “Qual-
itative Analyses of Nursing Home Residents” Quality of Life
from Multiple Stakeholders’ Perspectives,” Quality of Life
Research 29 (2020): 1229-1238.

[15] A.S. Gilbert, S. M. Garratt, L. Kosowicz, J. Ostaszkiewicz, and

B. Dow, “Aged Care Residents’ Perspectives on Quality of

Care in Care Homes: A Systematic Review of Qualitative

Evidence,” Research on Aging 43 (2021): 294-310.

E. Kelly, M. Reidy, S. Denieffe, and C. Madden, “Older Adults’

Views on Their Person-Centred Care Needs in a Long-Term

Care Setting in Ireland,” British Journal of Nursing 28 (2019):

552-557.

[17] T.K. Vassbe, M. Kirkevold, D. Edvardsson, K. Sjogren, Q. Lood,
and A. Bergland, “The Meaning of Working in a Person-Centred
Way in Nursing Homes: A Phenomenological-Hermeneutical
Study,” BMC Nursing 18 (2019): 1.

[18] G. Hodge, I. Lang, R. Byng, and S. Pearce, “Older Peoples’
Lived Experiences of Personalised Care in Care Homes: A
Meta-Ethnography,” IJOPN 19 (2023): 19¢12585.

[19] R. E. Stake, The Art of Case Study Research (Thousand Oaks,
CA: Sage, 1995).

[20] R. K. Yin, Case Study Research: Design and Methods
(Thousand Oaks, CA: Sage, 2002).

[21] Public Sector Network, “UK Care Home Analysis,” (2024),
https://www.publicsector.co.uk/chart-carehomes.

[22] NHS Health Research Authority, “Mental Capacity Act,”
(2021),  https://www.hra.nhs.uk/planning-and-improving-
research/policies-standards-legislation/mental-capacity-act/.

—_
)

(16

Health & Social Care in the Community

[23] V. Braun and V. Clarke, “Using Thematic Analysis in Psy-
chology,” Qualitative Research in Psychology 3 (2006): 77-101.

[24] V. Braun and V. Clarke, Thematic Analysis: A Practical Guide
(Thousand Oaks, CA: SAGE, 2021).

[25] D. Byrne, “A Worked Example of Braun and Clarke’s Ap-
proach to Reflexive Thematic Analysis,” Quality and Quantity
56 (2022): 1391-1412.

[26] V. Braun and V. Clarke, “To Saturate or Not to Saturate?
Questioning Data Saturation as a Useful Concept for The-
matic Analysis and Sample-Size Rationales,” Qualitative Re-
search in Sport, Exercise and Health 13 (2019): 201-216.

[27] “My Home Life,” (2024), https://myhomelife.org.uk/wp-content/
uploads/2023/07/MHLC-RB4-Facilitating-transitions.pdf.

[28] A. McBride, “Maintaining Identity: My Home Life Research
Briefing No. 1,” (2016), https://myhomelife.org.uk/wp-content/
uploads/2023/07/MHLC-RB1-Maintaining-Identity.pdf.

[29] E. Heavy, K. Baxter, and Y. Birks, “Care Chronicles: Needing,
Seeking, and Getting Self-Funded Social Care as Biographical
Disruptions Among Older People and Their Families,” Ageing
and Society (2022): 1-23.

[30] M. O'Neill, A. Ryan, A. Tracey, and L. Laird, “The Primacy of
“Home: An Exploration of How Older Adults” Transition to
Life in a Care Home towards the End of the First Year,” Health
and Social Care in the Community 30 (2022): e478-e492.

[31] NHS England, “Enhanced Health in Care Homes (EHCH)
Benchmarking, Planning and Resource Guide,” (2017), https://
careprovideralliance.org.uk/assets/pdfs/EHCH-planning-and-
resource-guide.pdf.

[32] K. Spilsbury, A. Charlwood, C. Thompson, et al., “Relation-
ship between Staff and Quality of Care in Care Homes: StaRQ
Mixed Methods Study,” Health and Social Care Delivery
Research 12 (2024): 1-139.

[33] NHS England/NHS Improvement, “The Framework for
Enhanced Health in Care Homes: Version 3, 2023,” https://
www.england.nhs.uk/long-read/providing-proactive-care-
for-people-living-in-care-homes-enhanced-health-in-care-
homes-framework/.

[34] S. Y. Hodge, M. R. Ali, A. Hui, P. Logan, and A. L. Gordon,
“Recognising and Responding to Acute Deterioration in Care
Home Residents: a Scoping Review,” BMC Geriatrics 23
(2023): 399.

[35] Care Quality Commission, “The Health and Care Workforce,”
(2023), https://www.cqc.org.uk/publications/major-report/state-
care/2022-2023/workforce#:~:text=In%20NHS%20services%2C
%20rates%2001£,9%25%20in%20March%202021.

[36] C. Thwaites, J. P. McKercher, D. Fetherstonhaugh, et al.,
“Factors Impacting Retention of Aged Care Workers: A
Systematic Review,” Healthcare (Basel) 11 (2023): 3008.

[37] Care Quality Commission, “Beyond Barriers: How Older
People Move between Health and Social Care in England,”
(2018), https://www.cqc.org.uk/sites/default/files/20180702_
beyond_barriers.pdf.

[38] S. B. Rifkin, M. Fort, W. Patcharanarumol, and
V. Tangcharoensathien, “Primary Healthcare in the Time of
COVID-19: Breaking the Silos of Healthcare Provision,”
BM]J Global Health 6 (2021): e007721.

[39] B. McCormack, T. McCance, and J. Maben, “Outcome
Evaluation in the Development of Person-Centred Practice,”
in Practice Development in Nursing, 2nd edition, eds.
B. McCormack, K. Manley, and A. Titchen (Oxford: Wiley-
Blackwell, 2013), 190-211.

a5UB0 |1 SUOWILWIOD AAIIER.D 3|l |dde ay3 Aq peutenob ale sajonte YO ‘asn Jo 3Nl 4oy Aiq1TauluQ A3]IA UO (SUOIHPUOD-pUe-SWISII0D A3 1M Alelq 1jou 1 uo//:Ssdiy) SUORIPUOD pue SW 1 8yl 88S *[7202/0T/0E] uo Aiqiauluo A3]1M ‘8288886/7202/SSTT 0T/I0p/Wod A Im Ae.d1pul|uo//sdiy wouy papeojumoqd ‘T ‘720z ‘osy


https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-10/2016_bgs_commissioning_guidance.pdf
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-05-10/2016_bgs_commissioning_guidance.pdf
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-public-sector-population-health-management.pdf
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-public-sector-population-health-management.pdf
https://www2.deloitte.com/content/dam/Deloitte/uk/Documents/public-sector/deloitte-uk-public-sector-population-health-management.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf
https://www.england.nhs.uk/publication/enhanced-health-in-care-homes-framework/
https://www.england.nhs.uk/publication/enhanced-health-in-care-homes-framework/
https://www.england.nhs.uk/publication/enhanced-health-in-care-homes-framework/
https://www.longtermplan.nhs.uk/
https://www.longtermplan.nhs.uk/
https://www.kingsfund.org.uk/insight-and-analysis/reports/enhanced-health-care-homes-experiences
https://www.kingsfund.org.uk/insight-and-analysis/reports/enhanced-health-care-homes-experiences
https://www.kingsfund.org.uk/insight-and-analysis/reports/enhanced-health-care-homes-experiences
https://www.publicsector.co.uk/chart-carehomes
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/mental-capacity-act/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/mental-capacity-act/
https://myhomelife.org.uk/wp-content/uploads/2023/07/MHLC-RB4-Facilitating-transitions.pdf
https://myhomelife.org.uk/wp-content/uploads/2023/07/MHLC-RB4-Facilitating-transitions.pdf
https://myhomelife.org.uk/wp-content/uploads/2023/07/MHLC-RB1-Maintaining-Identity.pdf
https://myhomelife.org.uk/wp-content/uploads/2023/07/MHLC-RB1-Maintaining-Identity.pdf
https://careprovideralliance.org.uk/assets/pdfs/EHCH-planning-and-resource-guide.pdf
https://careprovideralliance.org.uk/assets/pdfs/EHCH-planning-and-resource-guide.pdf
https://careprovideralliance.org.uk/assets/pdfs/EHCH-planning-and-resource-guide.pdf
https://www.england.nhs.uk/long-read/providing-proactive-care-for-people-living-in-care-homes-enhanced-health-in-care-homes-framework/
https://www.england.nhs.uk/long-read/providing-proactive-care-for-people-living-in-care-homes-enhanced-health-in-care-homes-framework/
https://www.england.nhs.uk/long-read/providing-proactive-care-for-people-living-in-care-homes-enhanced-health-in-care-homes-framework/
https://www.england.nhs.uk/long-read/providing-proactive-care-for-people-living-in-care-homes-enhanced-health-in-care-homes-framework/
https://www.cqc.org.uk/publications/major-report/state-care/2022-2023/workforce#:~:text=In%20NHS%20services%2C%20rates%20of,9%25%20in%20March%202021
https://www.cqc.org.uk/publications/major-report/state-care/2022-2023/workforce#:~:text=In%20NHS%20services%2C%20rates%20of,9%25%20in%20March%202021
https://www.cqc.org.uk/publications/major-report/state-care/2022-2023/workforce#:~:text=In%20NHS%20services%2C%20rates%20of,9%25%20in%20March%202021
https://www.cqc.org.uk/sites/default/files/20180702_beyond_barriers.pdf
https://www.cqc.org.uk/sites/default/files/20180702_beyond_barriers.pdf

Health & Social Care in the Community

[40] World Health Organisation, “People-Centered Health Care: A
Policy Framework,” (2007), https://iris.who.int/bitstream/
handle/10665/206971/9789290613176_eng.pdf?sequence=1.

[41] World Health Organisation, “WHO Global Strategy on In-
tegrated People-Centred Health Services 2016-2026: Execu-
tive Summary,” (2015), https://interprofessional.global/wp-
content/uploads/2019/11/WHO-2015-Global-strategy-on-
integrated-people-centred-health-services-2016-2026.pdf.

[42] S. Crowe, K. Cresswell, A. Robertson, G. Huby, A. Avery, and
A. Sheikh, “The Case Study Approach,” BMC Medical Re-
search Methodology 11 (2011): 100.

[43] B. Nocivelli, V. Shepherd, K. Hood, C. Wallace, and F. Wood,
“Identifying Barriers and Facilitators to the Inclusion of Older
Adults Living in UK Care Homes in Research: A Scoping
Review,” BMC Geriatrics 23 (2023): 446.

[44] British Geriatric Society, “Recruiting People Living with Dementia
to Research Studies,” (2017), https://www.bgs.org.uk/resources/
recruiting-people-living-with-dementia-to-research-studies.

[45] L. A. Ritchie, A. L. Gordon, P. E. Penson, D. A. Lane, and
A. Akpan, “Stop and Go: Barriers and Facilitators to Care
Home Research,” Journal of Frailty & Aging 12 (2022): 63-66.

[46] E. Law and R. Ashworth, “Facilitators and Barriers to Re-
search Participation in Care Homes: Thematic Analysis of
Interviews With Researchers, Staff, Residents and Residents’
Families,” Journal of Long-Term Care 0 (2022): 49-60.

[47] V. Shepherd, F. Wood, R. Griffith, M. Sheehan, and K. Hood,
“Protection by Exclusion? the (Lack of) Inclusion of Adults
Who Lack Capacity to Consent to Research in Clinical Trials
in the UK,” Trials 20 (2019): 474.

11

a5UB0 |1 SUOWILWIOD AAIIER.D 3|l |dde ay3 Aq peutenob ale sajonte YO ‘asn Jo 3Nl 4oy Aiq1TauluQ A3]IA UO (SUOIHPUOD-pUe-SWISII0D A3 1M Alelq 1jou 1 uo//:Ssdiy) SUORIPUOD pue SW 1 8yl 88S *[7202/0T/0E] uo Aiqiauluo A3]1M ‘8288886/7202/SSTT 0T/I0p/Wod A Im Ae.d1pul|uo//sdiy wouy papeojumoqd ‘T ‘720z ‘osy


https://iris.who.int/bitstream/handle/10665/206971/9789290613176_eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/206971/9789290613176_eng.pdf?sequence=1
https://interprofessional.global/wp-content/uploads/2019/11/WHO-2015-Global-strategy-on-integrated-people-centred-health-services-2016-2026.pdf
https://interprofessional.global/wp-content/uploads/2019/11/WHO-2015-Global-strategy-on-integrated-people-centred-health-services-2016-2026.pdf
https://interprofessional.global/wp-content/uploads/2019/11/WHO-2015-Global-strategy-on-integrated-people-centred-health-services-2016-2026.pdf
https://www.bgs.org.uk/resources/recruiting-people-living-with-dementia-to-research-studies
https://www.bgs.org.uk/resources/recruiting-people-living-with-dementia-to-research-studies

	A Multiple Case Study Exploring Person-Centred Care in Care Homes
	1. Introduction
	2. Methods
	2.1. Study Design
	2.2. Settings
	2.3. Ethical Approval
	2.4. Sample
	2.5. Recruitment
	2.6. Data Collection
	2.7. Data Analysis

	3. Results
	3.1. Adjusting to the Transition Into a Care Home
	3.2. People at the Centre of Care
	3.3. The Place We Call Home With the People We Call Family
	3.4. Working Across the Boundaries of Care
	3.5. Supporting, Valuing and Empowering Care Home Teams
	3.6. Managing Complex and Challenging Moments of Care

	4. Discussion
	4.1. Limitations
	4.2. Implications for Practice, Policy and Research

	5. Conclusion
	Data Availability Statement
	Disclosure
	Conflicts of Interest
	Funding
	Acknowledgements
	Supporting Information
	References




