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i“Phelan and Lloyd have assembled a highly informative and readable text that focuses first on what the concept of equitable, person-centered care can actually mean and then on how to operationalise that in practice. They provide living examples from community action researchers in several countries and across the life course, but are particularly focused on the care of older people. I expect this to be a go-to publication that will be widely used by health professionals across many caring disciplines”.

Cecily Kelleher, Professor of Public Health Medicine & Epidemiology, School of Public Health, Physiotherapy and Sports Science, University College Dublin




“The authors offer a comprehensive and integrative overview of the diverse perspectives and contexts that together form a compelling vision of person-centered care as a collective endeavour. […] This is an invaluable contribution to the field, providing a nuanced understanding of ‘community’ as a dynamic network of shared identity, mutuality and evolving relationships, rather than a fixed geographical space”.

Axel Wolf, Professor, senior consultant anesthesia (CRNA) and affiliated researcher at the University of Gothenburg, Director, Centre for Person-Centred Care (GPCC).ii
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Community Centred Health and Well-being

This insightful volume examines how the principles and practice of person-centred care can be extended to operate at the level of community health and well-being.

Split into three parts, this book articulates the conditions under which community-centred health and well-being can be made possible, discussing issues such as capacity building, community participation, determinants of health (social, economic and cultural) and the political landscape around governmental and non-governmental organizations. The first part sets the context, highlighting the reorientation of care from a bio-medical model to a psychosocial one. The second part outlines a number of different approaches through which community-centred health and well-being can be fostered, while the final part features some of these approaches in action, from social prescribing and adult education to early childhood visiting and integrated care technology for older people.

Thought-provoking and cohesive, this important collection will interest students, scholars, policymakers and voluntary organizations working across public health, social care and community development.

Amanda Phelan is Full Professor in General Nursing, School of Nursing, Psychotherapy and Community Health, Dublin City University, Ireland.

Helen Lloyd is Full Professor in Applied Social and Cultural Psychology, School of Psychology, Faculty of Health, University of Plymouth, UK.iv
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Introduction

Many countries have moved to a health and social care model of primary care, targeting community-level supports. In this book, we take a wide perspective on the term “community”. Equally, we support a multidimensional understanding of health and social care, which proposes a social determinant of health foundation with the application of person-centered principles to the community. Accordingly, we commence with a brief consideration of what constitutes a community. The World Health Organization (2025:web) states that community is:


…a specific group of people who share a common culture, values and norms, identity, interest, action, place, practice, or circumstance, and are arranged in social connection according to relationships which have developed over a period of time and may be modified in the future.



Likewise, the United Nations (2020:1) observe that communities are often considered as a geographic entity; however, understandings transcend this narrow focus:


Often a geographical subset of society at the local level, a “community” can be defined by commonalities such as, but not limited to, norms, religion, shared interests, customs, values and needs of civilians. A community is not static or closed, but constantly evolving subject to internal and external construction and reconstruction.



Within this broader framework, “community” has multiple meanings, but it generally reflects a network of people where relationships can be emotional, structural 4or functional. While it can be perceived as an ambiguous term (Mannarini & Fedi, 2009), community suggests a network that is connected through some form of commonality or identity, which can be related to the place or environment people live or work in, ethnicity, the type of work or study people undertake or institution they are affiliated to, or illnesses shared. Community can also reflect the values or beliefs people identify with, such as religion or culture, nationality or people who share a common interest (i.e., a book club or sports club followers). In recent years, the meaning of community has expanded as social media and digital formats have evolved, for example, groups on Facebook, gaming sites or other online forums. Indeed, this has added a layer of complexity; many people now belong to multiple communities that can take various formats, such as in-person or virtual. Moreover, community can be manifested within a physical identity (neighborhood, church, school and club) or within a relational way of being (religion, culture and club). In working with communities, approaches may pivot on interacting with multiple system levels and focusing on structure (social, environment, organization, governance, educational and transport), demographics (population trends) and process (how things are done). A historical understanding is also important as issues such as expansion, changing populations, employment or politics may provide context to current community realities.

While belonging to a community is founded on mutuality and promotes social connectedness, it has also been used to marginalize people both historically and within contemporary times. For example, belonging to a particular community has been used to justify oppression based on aspects such as color, religion, ethnicity, gender, socio-economic group, age and disability (see David & Derthick, 2018; Brancho & Hayes, 2020; Liedauer, 2021). Additionally, individuals’ intersectionality with multiple communities can increase vulnerability (Siller & Aydin, 2022) while such marginalization erodes their decision-making and influence (Robert Wood Johnson Foundation, 2019). This is typified by segregating practices, which can be legitimized, where “othering” is common, and justifies inequality in how community members experience their daily lives through prejudicial perspectives (Rohlelder, 2014). Moreover, even when belonging to a community, if individuals no longer share the group’s values and beliefs, the community itself may resort to isolating members or worse. Not complying with such community norms can sometimes result in fatalities, for example, in the case of honor killings (Aksoy & Szekely, 2025). Recognizing these issues is important as they can define both inclusionary and exclusionary practices experienced by and within communities (Akbulut & Razum, 2022). Consequently, addressing community health often translates to systems change underpinned by a long-term commitment to collaboration and engagement.

This book is a result of many conversations about person-centered care (PCC) applied to the community. While developments within the space of PCC have expanded, its contextualization within the community level has lagged. Consequently, we aim to provide a framework to consider communities within the principles of 5PCC. In this way, we can work with communities to co-create “a society in which everyone has a fair and just opportunity to live the healthiest life possible” (Robert Wood Johnson Foundation, 2019:1). This demands a re-orientation in health to address inequities (Higginson et al., 2024). This book offers several chapters that explore the foundations of working in partnership with communities emphasizing the uniqueness of each one, while appreciating the rich diversity of people who live and work within the neighborhoods or entities constituting the community. Following the foundational chapters that present the principles and concepts of PCC and other useful frameworks as applied to communities, we provide further discussions enabling an exploration of how this works in multiple environments such as education, environmental, population groups and community engagement with underserved populations. Our perspective supports the WHO (2020:3) definition of community engagement as:

…a process of developing relationships that enable stakeholders to work together to address health-related issues and promote well-being to achieve positive health impact and outcomes.

Our approach also underpins person-centered principles reflected by the United Nations’ (2020) definition of community engagement as being strategic, with communities involved in all dimensions of decision-making and ownership through the establishment of sustained partnerships. This book presents 16 chapters divided into 3 sections. Part 1 focuses on laying the conceptual and operational foundations for person-centered approaches to facilitate community well-being. Part 2 provides examples of community engagement activities with various communities that demonstrate the principles of PCC. In Part 3, a number of research projects are presented that apply person-centered approaches in the context of working with communities to improve well-being.

Chapter 2 introduces the development of current understandings of PCC. Phelan observes PCC as reflecting the move from a biomedical, hierarchical relationship with people in care environments to a more humanistic, psychosocial orientation. Within many countries, the philosophical impetus of care pivots on a recognition of the uniqueness of human beings and their right to be involved in their care and decisions about their lives. Moreover, it encompasses the appreciation and validation of the lived experience of each individual in supporting people to have mastery over their own lives and, in this sense, having a deep and authentic drive to work in partnership to address what matters to them within their community. This chapter also provides an understanding of community health and how collaborations can be framed to address issues such as social deprivation. This chapter concludes by providing a lens to assess communities within Bronfenbrenner’s (1977; 1979; 1995), Bronfenbrenner and Morris’s (1998) ecological approach and Donabedian’s (1966; 2005) quality model, a theme which is continued in Chapter 4.

Working with communities requires competencies that are founded on mutual trust and authentic collaboration. Chapter 3 considers the building blocks of working with communities. Phelan commences by articulating how the concept 6of need can be constituted in relation to community-level collaborations. Following on from this, drawing on Bronfenbrenner (1977; 1979), Bronfenbrenner and Morris (1998) and Donabedian (1966; 2005), Chapter 3 presents practical aspects pertaining to engaging with communities and how building up relationships of trust requires meaningful involvement of people within the targeted geographical, social, ethnic or other configurations of community. Engaging authentically should not be under-estimated; it is a complex activity that takes time and skilled communication, and the ability to synthesize information and context from multiple perspectives. It is imbued with mutual respect and truly valuing communities, their diversity and their unique characteristics. As McCance and McCormack (2025) discuss in the context of PCC, being authentic involves being committed and competent, shared decision-making, transparency and creating and sustaining relationships which foster healthful, equitable cultures within communities. Working with communities to identify need (profiling) means collecting relevant information that emanates from community-level characteristics and generating multiple, inclusive and diverse insights into the realities of people’s lives. This differs from PCC in the sense that there is a need to authentically listen to multiple perspectives and represent all groups in order to frame their experiences, perspectives, beliefs and values. At all stages of working with communities, from preparing to engage to evaluating the collaborative activities, ensuring representation, voice and promoting equity requires careful negotiation and leadership skills, which are navigated in this chapter.

Communities are immersed in environments that impact health, opportunities, happiness and quality of life. A review of the community’s social determinants of health is key in terms of inequities in social and economic benefits people experience throughout life (CDC, 2024). In Chapter 4, Lloyd examines health inequalities through a comprehensive ecological framework, exploring both the problems and potential solutions. Key concepts of health, health inequalities and the social determinants of health are defined along with an exploration of the Social Gradient of Health. This is followed by a presentation of the evidence on global health inequities. By advocating for a systems approach using Bronfenbrenner’s ecological model (1977), this chapter outlines the value of stakeholder engagement, proportionate universalism and the importance of health creation through a framework of salutogenesis. Examples of promising community interventions are provided. This chapter concludes that successful interventions are those that are co-designed with communities, provide safe spaces for connection and meaning-making and address multiple social determinants simultaneously through a strengths-based, salutogenic approach.

In Chapter 5, Lloyd provides a depth overview of social capital and its relationship to community well-being. She begins by outlining the historical development of the concept of social capital, tracing its origins back to Karl Marx’s “gesellschaftliche”, through to contemporary and multidisciplinary definitions. Exploring the dimensional structure of social capital, this chapter also demonstrates how it impacts and relates to community well-being through interventions that often vary 7by context and population. Case studies are provided from the Southwest of England to illustrate the value of social capital for health promotion and community well-being. This chapter concludes by highlighting the complex nature of social capital and the context-dependent impact of interventions seeking to create it. The discussion emphasizes the importance of trust, reciprocity and shared understanding as essential mechanisms for social capital. Importantly, it is acknowledged that social capital can have both positive and negative effects, potentially reinforcing exclusion.

Asset-Based Community Development (ABCD) is discussed in Chapter 6 as a mechanism for transforming community health rather than traditional deficit-based approaches. Russell proposes that “generative communities” – neighborhoods where residents collaborate to cultivate growth and change – should become the primary actors in health creation, with external resources supplementing rather than replacing community capabilities. This chapter distinguishes between two operating systems: institutions that deliver services at scale through command-and-control mechanisms and associations that provide care and mutuality through trust-based relationships. Russell argues that many social problems arise from applying institutional solutions to issues better addressed through associational approaches – what the authors call “Maslow’s hammer”. Evidence supporting community-centered approaches in this chapter reveals that social connection reduces mortality risk by 50% and that neighborhood belonging and community control are key health determinants. The Milwaukee Blueprint for Peace is provided to exemplify this approach. This chapter concludes with the emphasis that ABCD cannot substitute for addressing structural inequalities or improving essential services, arguing, like many other chapters in this edition, that marginalized communities require ongoing equity investment, where community organizing combines with basic income support and comprehensive services to address environmental racism and institutional neglect. This chapter envisions a fundamental transformation where communities become the primary actors in well-being creation, with clinicians and services playing supplementary roles. This requires transferring authority and resources from acute healthcare systems to generative neighborhoods while maintaining proportionate universalism to ensure equity. The ultimate goal is creating societies where empowered communities co-create wellness, supported by enabling states with progressive policies that prioritize health as a common good.

Chapter 7 explores the evolution and current state of patient and public involvement (PPI) in health and social care systems. Ní Shé, Norton and Bedenik trace the historical development of PPI, providing an overview from the 1960s when patients were passive recipients of care, through Sherry Arnstein’s influential “ladder of participation” (1969), to today’s emphasis on co-design, co-production and co-creation approaches where patients become active partners in healthcare decisions and research. Key terms are defined, and current challenges are identified in creating barriers to effective PPI implementation. These include change fatigue following COVID-19, power imbalances between researchers and patients, tokenistic 8practices that limit meaningful participation, a lack of representation from diverse groups (men, ethnic minorities and socioeconomically disadvantaged) and resource constraints and training gaps. The key characteristics of effective leadership in PPI are discussed. This chapter concludes that while PPI is becoming increasingly complex and expected in healthcare, leaders must create the necessary conditions for it to flourish, with the overall emphasis on the critical message that effective PPI requires a fundamental shift from traditional hierarchical healthcare models to collaborative partnerships that value patients’ experiential expertise alongside professional knowledge.

In Chapter 8, Westlake and Tierney introduce social prescribing as a non- clinical method of addressing health inequalities and promoting people’s health in communities (HSE, 2021). The authors outline how social prescribing, the process of referring people to non-clinical, community-based activities rather than purely medical treatments in the English NHS, provides opportunities to enhance well-being. Social prescribing attempts to address the general practitioner visits in England, currently around 20%, which are a result of non-medical issues like loneliness, housing problems or financial difficulties. In the context of National Health Service policy, which positions social prescribing as serving both individual needs and community well-being, this chapter asks the question of whether this person-centered approach can also benefit communities beyond individual patients. The mechanism to enable this is through the expectation that social prescribers should spend up to one day per week on community development activities to strengthen community assets, in addition to providing personalized care. This chapter summarizes the evidence-based benefits of these activities at individual, community and primary care levels and describes the documented challenges to these schemes and notable resource constraints. Of particular note is the acknowledgment that these schemes operate less in deprived areas, with lower uptake among certain sectors of the community. The authors acknowledge the potential in these schemes to create community well-being but argue that without addressing important challenges, social prescribing risks reproducing existing inequalities rather than creating genuinely healthier, more resilient communities.

In Chapter 9, Curtis and Comiskey explore the potential for combining distributed leadership (DL) and community recovery models (CRM) to support the implementation of PCC in community mental health settings. The two primary aims of this chapter are to summarize the key tenets of PCC, DL and CRM and identify similarities between these concepts to suggest their combined use for implementing PCC in community settings. A practical research example is used to demonstrate how these constructs intersect in the Healthy Addiction Treatment (HAT) Recovery Model. The authors tentatively suggest that combining DL and CRM could effectively support PCC implementation, particularly given the WHO’s (2015) call for “distributed leadership that involves multiple actors working together collaboratively.” However, they emphasize that this suggestion is provisional and requires empirical research to establish compatibility and long-term utility. This chapter 9concludes that despite definitional and implementation challenges, these three approaches share fundamental strengths in promoting inclusivity, interaction and community-focused care – qualities deemed essential for addressing contemporary global healthcare challenges.

Chapter 10 articulates how an early childhood home visiting program applies a collaborative person-centered community approach. Byrne and Bleach detail the origins of Irish-based support programs, which are traced from the establishment of the Community Mothers’ initiative in 1983, followed by the Area-Based Childhood program and, more recently, the establishment of the Community Families program. The current program pivots on the development of partnerships with parents to create flourishing environments for early childhood. These programs were launched to address poor health outcomes and lack of access to health information in Dublin’s inner city. The programs described were designed to focus on maternal and child health, diet, sleep, attachment, parenting and infant development. They were built on three core principles: PCC, parents as first educators and wraparound interagency support. Parents are seen as key educators of their children and the program enables linkages to support systems if the child and family require additional support. The impact and success of the programs are described with demonstrable evidence of how community-based, relationship-focused home visiting can effectively support vulnerable families while adapting to local needs and changing circumstances.

In Chapter 11, Dempsey describes how a charitable organization evolved to meet a need for socialization for older people living in the community. Third Age, based in Summerhill, Co Meath, Ireland, developed from a local organization to provide a range of national supports both for older people (SeniorHelpline, AgeWell) and for communities (Fáilte Isteach) where language is a barrier to participation in Irish society. These programs are underpinned by person-centered principles of involvement, ownership and participation and were developed in partnership with communities to address gaps in quality of life issues and through empowerment strategies, to address real-life challenges in underserved communities.

Drawing on work with communities within third-level education institutions, Chapter 12 details the key role of universities in promoting civic engagement with communities. Ivers, Bowman and Foley detail the development and work within one Irish University, Trinity College Dublin (TCD), to initiate and sustain partnerships with diverse communities for research, community engagement, teaching and learning to address societal challenges. The authors emphasize that higher-level institutions have a responsibility to engage and collaborate with civil society to create mutually beneficial relationships that have a dual impact on addressing community needs and providing real-world learning for students, which has tangible impacts. Reflecting person-centered principles, this is underpinned by staff and students working with people in communities to focus on everyday realities, what matters to them and collaboratively consider how to create meaningful responses. In recognition of the need to be proactive, this chapter navigates TCD’s Civic 10Engagement for Societal Impact Action Plan (CESI) based on fostering meaningful community-based partnerships and initiatives and provides guidance for a blueprint for engaged research and activities.

In recent years, there have been calls to reimagine healthcare, particularly in the context of changing demographics and multi-morbidity, with calls for more focus on people’s involvement in care that meets their needs (Phelan et al., 2021; Higginson et al., 2024). Chapter 13 presents findings from the Australia Cares Project, which aimed to reimagine care policy through community-led approaches rather than traditional top-down policymaking. McCormack and Harrison-Brennan describe the necessity and value of this approach, driven by the recognition that healthcare has become overly medical, fragmented and target-driven, losing focus on fundamental caring relationships. An innovative methodology which combined care labs (online workshops using Theory U methodology with 38 diverse participants), People’s Assemblies (community deliberations in Westmead (South Asian families) and Stories of Care (personal narratives to complement other findings) is presented. Key findings are shared, identifying gaps in understanding, systemic problems and social and cultural barriers to care. The authors provide an outline of the principles of care upon which policy solutions were generated by the community. This chapter argues that current care systems, rooted in 1950s thinking, have fundamentally failed even by past standards and that community-led policy development offers a pathway to more effective, humane care systems.

Co-designing integrated care technology with older people and their support network in the community is the focus of Chapter 14. Acknowledging the changing needs of older people and the impetus to support aging in place, this chapter reflects on the Irish phase of a European project that aims to develop a person-centered, value-based digital health technology. Most importantly, Darley and Carroll note that working in partnership with older people translates to recognizing when plans need to be flexible and adapt to challenges in engagement and project scope. This underpins the autonomy of older people and promotes meaningful collaboration to enhance community living and quality of life. This chapter provides another dimension to how person-centered principles can be applied within communities.

Chapter 15 presents a thoughtful consideration of how both indoor and outdoor spaces can be facilitative or limiting for older people. van Hoof and colleagues note the growing demographic aging shift and the need to be innovative in creating places and spaces that support older people’s quality of life. Key to environmental and settings’ design is the collaboration of older people in what is important in planning, facilities and processes to co-create meaningful intergenerational spaces which foster inclusion and belonging. It is well recognized that the environment is a key feature that can enhance people’s lives (National Research Council, 2013; Collins et al., 2024) and promote intergenerational solidarity (Nelischer & Loukaitou-Sideris, 2022). To illustrate how person-centeredness was applied in developing age-friendly environments, the authors present three case studies based on working with older people. The first describes older people involement 11in the development of a geopotal design using photoproduction research in Poland, Romania and the Netherlands; the second explores a European Age-friendly Environments Activists project and a third study from Delft in the Netherlands which focused on assessment of age-friendliness of cities.

To conclude, Chapter 16 provides an overview of a European project that applied PCC and the 7S (McKinsey Company, 2008) framework to develop a Person-centered Curriculum Framework (PcCF). Supported by European funding, six countries worked together to identify how each of the 7Ss applies within a PcCF. This involved a collaborative approach with higher education institutions’ staff and students, healthcare professionals and regulators to distill components, thematic actions, mapping statements and activities which align with strategy, structure, systems, staff, style, skills and shared values. The project demonstrates an iterative process of working in partnership with stakeholders to represent core principles to support a PcCF to support healthcare professions’ education.



Conclusion

This book provides both a foundation for understanding the complexity and dynamics of translating PCC to the community context. Part 1 provides the conceptual basis for understanding community and person-centered frameworks and approaches to collaboration are considered. Part 2 allows readers the opportunity to reflect on how person-centered principles are practically applied to communities within specific settings, environments, populations or geographical areas. Within Part 3, various illustrations of community engagement are discussed, demonstrating collaborative foundations for well-being enhancement. As health care systems advance, the involvement and participation of communities is a core impetus in navigating what is important and what matters to their health and well-being. Communities are dynamic and multidimensional entities that have demonstrable complex internal systems of being. Thus, working authentically translates to ensuring the establishment of inclusive and diverse trusting relationships, meaningful collaboration, participation, co-decision-making and implementation and evaluation of plans. As a system with interconnecting networks, the key is ensuring equitable representation, which fosters individual voices and perspectives to generate positive directions in addressing inequities and to improve community well-being. Such work requires skilled and thoughtful, authentic engagement and leadership, negotiation and communication abilities to forge plans while equally supporting the psychological safety of community members.



References


	Akbulut, N., & Razum, O. (2022). Why othering should be considered in research on health in equalities: Theoretical perspectives and research needs. SSM – Population Health, 20, 101286. https://doi.org/10.1016/j.ssmph.2022.101286 Return to text.⏎

	12Aksoy, O., & Szekely, A. (2025). Making sense of honor killings. American Sociological Review, 90(3), 427–454. Return to text.⏎

	Bracho, C., & Hayes, C. (2020). Gay voices without intersectionality is White supremacy: Narratives of gay and lesbian teachers of color on teaching and learning. International Journal of Qualitative Studies in Education, 33, 1–10. https://doi.org/10.1080/09518398.2020.1751897.

	Bronfenbrenner, U. (1977). Toward an experimental ecology of human development. American Psychologist, 32(7), 513–531. https://doi.org/10.1037/0003-066X.32.7.513. Return to text.⏎

	Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and design. Harvard University Press, Massachusetts. Return to text.⏎

	Bronfenbrenner, U. (1995). Developmental ecology through space and time: A future perspective. In Examining lives in context: Perspectives on the ecology of human development (P. Moen, Elder, G.H. Jr., & Lüscher, K., eds). American Psychological Association, Washington, pp. 619–647. Return to text.⏎

	Bronfenbrenner, U., & Morris, P.A. (1998). The ecology of developmental processes. In Handbook of child psychology: Vol. 1. Theoretical models of human development (Damon, W. (Series Ed.) & Lerner R. M. (Vol. Ed.)), (5th ed.). Wiley, New York, pp. 993–1028. Return to text.⏎

	Centre for Disease Control (2024). Social Determinants of Health (SDOH). Retrieved from https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html#:~:text=The%20impact%20is%20pervasive%20and,higher%20risk%20of%20poor%20health. Return to text.⏎

	Collins, P.Y., Sinha, M., Concepcion, T., Patton, G., Way, T., McCay, L., Mensa-Kwao, A., Herrman, H., de Leeuw, E., Anand, N., Atwoli, L., Bardikoff, N., Booysen, C., Bustamante, I., Chen, Y., Davis, K., Dua, T., Foote, N., Hughsam, M., Juma, D., Khanal, S., Kumar, M., Lefkowitz, B., McDermott, P., Moitra, M., Ochieng, Y., Omigbodun, O., Queen, E., Unützer, J., Uribe-Restrepo, J.M., Wolpert, M., & Zeitz, L. (2024). Making cities mental health friendly for adolescents and young adults. Nature, 627(8002), 137–148. https://doi.org/10.1038/s41586-023-07005-4 Return to text.⏎

	David, E.J.R., & Derthick, A.O. (2018). The psychology of oppression. Springer Publishing Company, New York. Return to text.⏎

	Donabedian, A. (1966; 2005) Evaluating the quality of medical care. Milbank Memorial Fund Q, 44(3), (suppl), 166–206. (Reprinted in Milbank Quarterly, 83(4), 691–729. Return to text.⏎

	Health Service Executive (HSE) (2021). HSE Social prescribing framework. HSE, Dublin. Return to text.⏎

	Higginson, I.J., Shand, J., Robert, G., Boaz, A., French, C., Carvalho N’Djai, A., Malone, M., Wolfe, I., Normand, C., & Hotopf, M. (2024). Reimagining health and care to tackle the rising tide of inequity, multimorbidity, and complex conditions. NEJM Catalyst, 5(5), Article 5. https://doi.org/10.1056/CAT.24.0266 Return to text.⏎

	Liedauer, S. (2021). Dimensions and causes of systemic oppression. In Reduced inequalities. Encyclopedia of the UN sustainable development goals (Leal Filho, W., Azul, A.M., Brandli, L., Lange Salvia, A., Özuyar, P.G., & Wall, T., eds). Springer, Cham. https://doi.org/10.1007/978-3-319-71060-0_91-1 Return to text.⏎

	Mannarini, T., & Fedi, A. (2009). Multiple senses of community: The experience and meaning of community. Journal of Community Psychology, 37(2), 211–227. https://doi.org/10.1002/jcop.20289 Return to text.⏎

	McCance, T., & McCormack, B. (2025). The person-centred nursing framework: Amid-range theory for nursing practice. Journal of Research in Nursing: JRN, 17449871241281428. Advance online publication. https://doi.org/10.1177/17449871241281428 Return to text.⏎

	13McKinsey & Company (2008). Enduring ideas: The 7-S framework. Retrieved from https://www.mckinsey.com/capabilities/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework

	National Research Council (2013). Physical and social environmental factors. In U.S. health in international perspective: Shorter lives, poorer health. (Woolf, S.H. & Aron, L., eds). National Academies, Washington, D.C. Return to text.⏎

	Nelischer, C., & Loukaitou-Sideris, A. (2022). Intergenerational public space design and policy: A review of the literature. Journal of Planning Literature, 38(1),19–32. https://doi.org/10.1177/08854122221092175 Return to text.⏎

	Phelan, A., Rohde, D., Casey, M., Fealy, G., Felle, P., O’Kelly, G., Lloyd, H., & Carroll, A. (2021). Co-creating descriptors and a definition for person-centred coordinated health care: An action research study. International Journal of Integrated Care, 21(1), 11. https://doi.org/10.5334/ijic.5575 Return to text.⏎

	Robert Wood Johnson Foundation (2019). Culture of health, sentinel community insights: Health equity. Princeton, New Jersey. Return to text.⏎

	Rohleder, P. (2014). Othering. In Encyclopaedia of critical psychology (Teo, T. ed.). Springer, New York, pp 1306–1308.

	Siller, H., & Aydin, N. (2022). Using an intersectional lens on vulnerability and resilience in minority and/or marginalized groups during the COVID-19 pandemic: A narrative review. Frontiers in Psychology, 13, 894103. https://doi.org/10.3389/fpsyg.2022.894103 Return to text.⏎

	United Nations (2020). Community engagement guidelines on peacebuilding and sustaining peace. Retrieved from https://www.un.org/peacebuilding/sites/www.un.org.peacebuilding/files/documents/un_community-engagement_guidelines.august_2020.pdf Return to text.⏎

	World Health Organization (2015). WHO global strategy on people-centred and integrated health services: Interim report. WHO, Geneva. Return to text.⏎

	World Health Organisation (2020). Community engagement: A health promotion guide for universal health coverage in the hands of the people. WHO, Geneva. Return to text.⏎

	World Health Organization (2025). Considerations at the community level. Retrieved from https://qualityhealthservices.who.int/quality-toolkit/new-to-health-system-quality-thinking/quality-considerations-at-the-community-level Return to text.⏎








14
2 Translating Person-Centered Care to the Community

Amanda Phelan

DOI: 10.4324/9781032662657-3



Introduction

Person-centeredness has emerged in the 20th century as a philosophical and practice-based foundation for healthcare. In particular, person-centered care represents an increasing resistance to the standardized rigidity of healthcare within the context of biomedical principles which focus on a disease-oriented model. Such approaches construct power differentials in the relationship between the person receiving care support and the professional/institution (Sobolewska et al., 2020; Phelan et al., 2020). The transformation to a psychosocial foundation acknowledges the unique needs of individuals, specifically recognizing personhood, autonomy, partnership, collaboration and the rights of people within their care journeys. While the majority of academic and practice-based focus is healthcare (Phelan et al., 2020), work has been undertaken to use person-centered principles in other areas such as education (Gray & Woods, 2022; McCormack, 2024), workplace (Caesens et al, 2020; Blackmon et al., 2023), policy articulation (WHO, 2025; Ndu, 2022; Buchanan & Sharma, 2024) and housing (Brown, 2025). Concurrently, many health systems have adapted the triple aim (Berwick et al., 2008), which promotes better care for individuals, better health for populations and lower per capita costs. In 2022, this was expanded to a quadruple aim, which includes the well-being of the healthcare workforce and advancing health equity (Nundy et al., 2022). A population health agenda seeks to address health disparities by examining the multiple influences related to ill health (Thomas, 2021). Community-centered care represents a collaborative commitment and empowerment-based contribution to addressing health disparities through leveraging local assets (people, history, physical environment, resources, social competence, partnerships with external agents), thus impacting 15broader population health outcomes (Public Health England, 2018). While person-centered care has been applied at a community level (Public Health England & NHS, England, 2015; McCauley et al., 2021; Office for Health Improvement and Disparities, 2022), further application of its principles in this context is required. In this chapter, person-centered care’s development and principles are presented together with its application to the community context, which enables a foundation for subsequent chapters.



Person-Centered Care

Person-centered care can be defined as:


…an approach to practice established through the formation and fostering of healthful relationships between all care providers, service users and others significant to them in their lives. It is underpinned by values of respect for persons, individual right to self-determination, mutual respect and understanding. It is enabled by cultures of empowerment that foster continuous approaches to practice development.

(McCormack et al., 2013: 193)



The origins of person-centered care have been traced to the work of philosopher Martin Buber, whose book I and Thou (1923) provides key insights into human relationships and dialogue. Buber argues that individuals’ relationships in everyday life are framed as I-Thou and I-It. The I-Thou relationship is experienced with meaning, without judgment, and embraces deep engagement, intersubjectivity and genuine mutuality. I-It relationships represent reductionism; the “It” becomes an object. Buber (1923) does not deny the common role of I-it relationships, which are supported through the five senses, enabling us to categorize other people and the world. However, the I-Thou is the transformational experience of transcendence. Essentially, I-Thou is the connection that prizes personhood. White (2013) considers personhood as an essence of the human species with two key components. Firstly, personhood is existential, thus intrinsically bound to the status of human beings and, secondly, it is relational, that is, its value is inherently prescribed by others (individuals/society). Another proponent of the principles of person-centered care was Carl Rogers, a humanist psychologist who, from the 1940s, argued that client-centered care in psychotherapy demands that the therapist is non-directive and demonstrates unconditional positive regard, empathy, genuineness and congruence (Rogers, 1946). While there are criticisms of both proponents, Burber (neglect of the impact of oppression and tolerance of evil (Fackenheim, 1982; Saguy, 2018)) and Rogers (being vague or over-optimistic and unrealistic (May, 1990; Brodley & Bradburn, 2015)), each perspective provides key foundations of person-centered care.

16While the work of such authors resonates with our current understandings, Tom Kitwood, a psychologist, is generally attributed to developing the initial theory of person-centered care. Kitwood (1997) observed care of older adults living with dementia and argued that the standard medical model created an environment that supported malignant social psychology, which negatively impacted the individual being cared for. Kitwood pointed to the necessity of individualized care which supports relationships and personhood within a positive social environment. Supporting the arguments of Buber and Rogers, personhood is described as “a standing or status that is bestowed upon one human being, by others, it implies recognition, respect and trust” (Kitwood, 1997: 8). In dementia care, creating the conditions for person-centered care is supported by attending to individuals’ comfort, attachment, occupation, identity, supporting their inclusion and ensuring they experience feeling loved and valued (Kitwood, 1997). Building on the work of Kitwood (1997) and Brooker and Latham (2016) developed the Values, Individual Perspectives and Social (VIPS) framework to guide care environments’ delivery of person-centered care. The four domains are presented in Table 2.1, and each one contains up to seven sub-domains.


Table 2.1 The Values, Individual Perspectives and Social (VIPS) framework (Brooker & Latham, 2016) Return to text.⏎


	Values
	Individuals
	Perspectives
	Social





	V1: Vision
	I1: Individual support and care
	P1: Communication
	S1: Inclusion



	V2: Human resources
	I2: Recognizing and responding to change
	P2: Empathy and acceptable risk
	S2: Respect



	V3: Management ethos
	I3: Personal possessions
	P3: Physical environment
	S3: Warmth



	V4: Training and practice development
	I4: Individual preferences
	P4: Physical health needs
	S4: Validation



	V5: The service environment
	I5: Life histories
	P5: Challenging behavior as communication
	S5: Enabling



	V6: Quality assurance
	I6: Activity and occupation
	P6: Advocacy
	S6: Part of the community



	
	
	
	S7: Partners, families, friends and relatives





17Other frameworks have represented the inherent elements of person-centered care.


	Nolan et al. (2006) developed the Senses’ Framework, which encompasses six domains: (1) sense of security, (2) sense of belonging, (3) sense of continuity, (4) sense of purpose, (5) sense of achievement and (6) sense of significance.

	Another impactful approach to person-centered care has been developed by the University of Gothenburg (2020) with three domains: (1) partnership, (2) patient narrative/story and (3) documentation. Further work by Lloyd et al. (2019) has expanded to a fourth domain (4) an agreement to act in conjunction with the person and other professionals to coordinate care.

	Santana et al. (2017) developed a framework using Donabedian’s (1988) quality of care framework, which navigates care as: structure-healthcare systems/organizational level, process: healthcare provider levels and outcome: patient-healthcare provider-healthcare system/organizational level.

	McCormack and McCance’s (2017) framework places the person at the center of care and is comprised of five domains: (1) macro-context, (2) pre-requisites, (3) care environment, (4) person-centered processes and (5) person-centered outcomes.



Within recent reviews of person-centered care, particular core qualities have been identified. These include the development and fostering of partnerships, self-management, collaboration and shared decision-making, which support personhood (Harding et al., 2015; Sharma et al., 2015; Hennelly et al., 2018). Ekman et al. (2021) argue that person-centered care translates to routines which involve initiating the partnership, implementing the partnership and safeguarding the partnership. Supporting personhood requires an authentic motivation that supports an ethical orientation (Ekman, 2022) and a human rights-based approach supporting the person’s values and preferences (Safeguarding Ireland & HIQA, 2019). Accordingly, “doing the thing right” does not always equate to “doing the right thing”. For example, in a case within the English Courts of Protection, Lord Justice Munby notes that protocols may be followed to keep people safe (overplaying risk), but that the lack of intersubjectivity and absent voice of the person can mean the outcomes meet criteria but not the intrinsic happiness of the person:


The emphasis must be on sensible risk appraisal, not striving to avoid all risk, whatever the price, but instead seeking a proper balance and being willing to tolerate manageable or acceptable risks as the price appropriately to be paid, in order to achieve some other good-in particular to achieve the vital good of the elderly or vulnerable person’s happiness. What good is it making someone safer if it merely makes them miserable.

(Munby, 2007)



18Thus, person-centered care involves a humanistic approach of equitable connection and vindication of rights, regardless of physical or cognitive ability. As person-centered care has become a key priority in many countries, an assessment of the people’s subjective experience within healthcare has become increasingly valued within systems of care that recognize their accountability in quality service provision (Larson et al., 2019). Many institutions and healthcare regulators now include patient experience and patient satisfaction surveys as important measures of care quality (see the Irish Health Information and Quality Authority: https://www.hiqa.ie/areas-we-work/national-care-experience-programme). Equally, assessing person/patient-centeredness has resulted in several measurement scales (Jones et al., 2018), including various patient-reported outcomes measures and patient-reported experience measures, as well as gauging related key performance indicators (i.e. McCance et al., 2012).

Person-centered principles are important in community approaches. McCallum et al. (2024) illustrated how the community impacts health; in their study on multi-morbidity in a socially deprived community, the use of person-centered approaches was found to improve engagement and support responses. Furthermore, using a person-centered strengths approach when working with communities enables the visibility and leveraging of what communities can do rather than their deficits. This increases communities’ self-determination and control over what is important to improve their well-being (Office for Health Improvement & Disparities, 2022). However, as discussed in Chapter 4, engagement must balance ambition with scope to influence or change circumstances using an asset-based community approach (NICE, 2016).

Further work has been undertaken in person-centered coordinated care (P3C), which recognizes that people rarely experience health in one setting but have multiple encounters with various healthcare professionals and non-statutory organizations in various settings (home, community, acute care, residential care). Moreover, healthcare systems are often structured within siloed specializations as they can be delivered around single issues (i.e. cardiac, respiratory), which can neglect the intricacy of an individual’s health status, particularly related to chronic illness care (Lloyd et al., 2017a; Djukanovic et al., 2024). Consequently, navigating a complex health system has often resulted in fragmented and uncoordinated care which can lead to gaps in continuity of such care and adverse events (Akinyelure et al., 2022; WHO, 2023a). Person-centered coordinated care can be defined as:

“Care and support that is guided by and organized effectively around the needs and preferences of individuals” (Lloyd et al., 2019: 506).

Culture change is fundamental to transforming systems of care to reflect a joined-up coordinated health experience for people, yet this demands commitment from individual professionals, to organizations, to overall healthcare governance (Lloyd et al., 2017b). Moving to think, plan and transform services to P3C is underpinned by a trusting collaboration with key stakeholders to provide care that is both person-centered and coordinated within the complexity of the broader health 19system. Furthermore, Lloyd and colleagues (2019) propose P3C as encompassing five domains: (1) information and communication, (2) care planning, (3) transitions, (4) patient-defined goals or outcomes and (5) shared decision-making. Research on measuring these domains has demonstrated positive results with both patients and staff (Horrell et al., 2018; Lloyd et al., 2018, 2019; Sugavanam et al., 2018). Other examples of work undertaken to guide P3C are evident in separate patient narrative studies in the United Kingdom and Ireland, focusing on subjective “I” statements that reflect what people want from their healthcare system. In the United Kingdom, National Voices, a coalition of charities that advocates for person-centered care, developed six domains reflecting how care should be experienced related to my goals/outcomes; care planning; communication; information; decision-making (including budgets); and transitions, containing 38 narrative statements (Redding, 2013).
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