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Abstract 

The utilization of person centered care is highlighted as essential for health promotion, yet imple-

mentation has been inconsistent and multiple issues remain. There is a dearth of applied research 

exploring the facets of successful implementation. In this paper, a person centered wellbeing pro-

gram spanning various groups is discussed outlining the central principles that have allowed for 

successful outcomes. The main data emerges from 10 years of pragmatic pre-post service evalua-

tion. Measures of functional capacity and wellbeing were captured using validated measures. The 

method for this paper is a narrative exploration of the theory and practices that can explain the 

continual improvement the clinics have achieved over 10 years. Core principles relate to connecting 

with people, connecting through groups, and connecting with self. The operationalization and 

theoretical explanation of these principles is outlined alongside 10 years of data which shows sus-

tained improvement in a range of outcomes. The discussion of these principles posits essential 

factors to prioritize to advance the implementation of person centered care in health promotion for 

long term conditions. 

Keywords: keyword 1. Person centered care 2. health promotion 3. implementation 4. behavior 

change 5. primary care  

 

1. Introduction 

Long terms conditions represent the largest threat to global mortality and an un-

sustainable demand on health services worldwide [1]. By the age of 50 half the United 

Kingdom (UK) will have one long term condition. Worryingly, long term conditions 

demonstrate a progressive trend and there is now a high prevalence of people with three 

or more disorders. Multimorbid status leads to a decreased quality of life, increased risk 

of premature death alongside placing additional demand on health and social care [2]. 

The burden of long term conditions also leads to an expanding proportion of people who 

are less functionally capable, have lower health literacy, and respond poorly to usual care 

[3,4].  

Yet, much of the established burden of long term conditions could be mitigated 

through engagement in a cluster of health behaviors [5]. Patient, or person, centered care 

(PCC) is a fundamental practice to activate people in self-care and develop 
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self-management skills [6]. The characteristics of PCC is contested, yet there is an estab-

lished value associated with PCC. The inability to define PCC relates to its application in 

complex settings which rely on human interpretation, social meaning, volition, inter-

personal characteristics, and organizational context [7–11]. Furthermore, the theoretical 

underpinning of PCC is rarely articulated, and written guidelines increase reductionist 

practice that lacks relevance in real life settings [12,13]. For the most part PCC lacks an 

awareness of self and relies heavily on unconscious processes [14]. Therefore, data and 

reflections from successful theory led practice presents useful learning and generaliza-

bility [15]. 

Despite primary care being a central setting to operate person centered health 

promotion it is often met with multiple barriers [16–18]. The traditional medical model 

assumes a paternalistic prescription model that conflates the complexity of health pro-

motion and is inappropriate to support the adoption of PCC [19]. This culture is wide-

spread in health promotion delivery where services fail to acknowledge the social envi-

ronment, practitioners are impinged to respond to individuals’ values, and services try to 

operate PCC in a rigid manner that is not conducive to real life [20,21]. 

In the UK, there has been a proliferation of conservative approaches which are en-

visaged to support the operationalization of health promotion, yet these approaches have 

had negligible impact on patient outcomes [22–24]. Moreover, there is little evidence that 

these approaches mitigate the medical culture that can lead to detachment from service 

users and emotional suppression compromising the implementation of PCC [8]. 

Despite policy commitments to utilize preventive medicine, PCC, social and be-

havioral science, and holistic practices [25–27] the translation to practice has been poor. 

There have been recent calls to provide examples of behavioral science from applied 

practice outlining the successful factors of PCC adoption [28]. The Marjon Health and 

Wellbeing (MHW) approach is a UK person centered wellbeing intervention which is 

utilized across numerous long-term conditions. The aim of this paper is to present the 

pragmatic data of 10 years of practice, the broad clinic principles and assigned theoretical 

underpinnings of practice, and the operational tools that have been used routinely 

through the years. 

2. Materials and Methods 

The health programs started in 2009 and all services now adopt the same over-

arching principles and structure yet retain a degree of flexibility to tailor delivery to in-

dividual groups and commissioners. Typically, groups meet for two hours per week for a 

period of 4-6 weeks and engage with a multidisciplinary approach that encourages 

self-management of health issues.  During each program participants are introduced to 

physical activity, mindfulness, cognitive behavioral assumptions, sleep hygiene, and 

healthy eating with appropriate signposting (see [28]) for intervention overview & data 

procedures and processing). The evaluation of programs is a pragmatic pre-post design. 

Previous research has appraised discrete cohorts from an empirical stance [28, 29). The 

current paper proposes a model which explains the continual successful pattern of out-

comes. The entirety of the dataset is provided for visual support alone. The model was 

developed from engaging in reflective dialogue with program architects, service users 

and clinic leads, consulting the literature to best re-describe core principles in a theoreti-

cal sense and articulating routine practices that have endured across the ten years in ev-

idence-based terms.  
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Table 1. Demographics of the program participants  

Variable  Outcome 

Total people 1230 

Age 

Female 

Index of Multiple Deprivation 

52± 14.6 

61.7% 

12960 ± 8988 

 

3. Results & Discussion  

In line with the call to present examples of successful applied theory led practice the 

current paper outlines the core facets which have allowed for the implementation of PCC. 

It is argued that principles covering; connecting with people, connecting through groups, 

and connecting with self encapsulate the success of the programs. Practices typically fo-

cus on increasing autonomous motivation, practices of humanism and enhancing per-

ceptions of control, providing and facilitating social support and changes in group iden-

tity, and transformative learning many of which are known to enhance adherence to 

services in long term conditions [30].  

3.1 Dataset 

Since its initiation in 2009, 1230 people (Table 1) have attended the cancer and 

chronic pain programs. Due to the history of the programs (pilots, changes in funders, 

dynamic resource allocation) and evolving metrics over time the completeness of the 

dataset has been impacted and experimental designs have not been possible. Despite 

varying sample sizes across the variables measured significant improvements were 

identified in all performance measures including aerobic fitness (7%), handgrip (3%), and 

total weekly energy expenditure (59%). Disease specific outcomes also indicated positive 

changes in functional capacity. Individual aspects of a cancer quality of significantly al-

tered between timepoints for 11/15 of the survey components. Back pain disability 

showed a 16% reduction and back flexion and extension endurance increased by ap-

proximately 21% and 32% respectively. 

3.2 Connecting with people 

Underpinning theory 

The overarching culture is one of humanistic practice and operates to ensure the patient’s 

values and preferences guide care via an unconditional positive regard for them [31].  

The unconditional positive regard influences change through a natural actualizing theory 

in humans [32]. However, the MHW acknowledges that compassionate care is only one 

aspect of PCC. The organizational culture provides the epicenter for the approach as it 

does not have an enduring obligation to medical values and there is an intentional 

commitment to uphold the focus on the person holistically across multiple staff roles [33]. 

The adoption of practice based on mutual respect and person led discussions provides an 

increased contextualization of care and acceptability for individuals increasing 

self-determined motivation. The setting mitigates many of the medical cultural assump-

tions through a demedicalization of practice. The work operates to extinguish ex-

pert-patient assumptions about knowledge and encourages people to explore 

non-prescribed treatment options within a setting that decreases medical social control 

[35]. 
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Practices 

The spirit of Motivational Interviewing (MI) provides a tangible way to operationalize 

humanistic care [36]. Collaboration, compassion, and acceptance are implemented to in-

crease self-actualization and to shed a dysfunction centric approach. Introducing patients 

to a range of opportunities and tools, along with an ongoing information exchange and 

thorough group reflection, is the primary way evocation is operated. Practices to support 

intrinsic motivation include the provision of choice, providing rationale for advice and 

activities, exposing patients to new challenges and environments and setting homework, 

providing positive feedback, and developing social relationships and a group identity 

[37]. Groups are co-delivered by university students which is envisaged to demedicalize 

the programs by creating  equal partnerships and minimizing power relationships [38]. 

Support workers provide individuals with a contact point and safety net to try things, 

feel genuine devotion of care, understand the new environment, converse about their life 

and barriers, and gain basic skills in new environments [39]. Lastly, the setting provides 

an antidote to the medical model as it has a history of collaborative teaching and a culture 

that supports individual prosperity. These provisions address key mechanisms of suc-

cessful care including patients feeling believed, supported, encouraged, and in control 

during their educational experience [40]. 

3.3 Connecting through groups 

Underpinning theory 

The small group format draws on the principles of Social Identity Theory which 

propose that increasing social connectiveness shapes attitudes, cognitions, and behaviors 

and valued membership can increase wellbeing [41]. Group structural elements impact 

the internalization of social identity, and the creation of opportunities for reappraisal and 

interaction can modify the perceived norms for certain identities within specific contexts 

[42]. Additionally, the programs operate education through experiences, modelling, and 

group learning to target attitudes, self-efficacy, and norms as per the Social Cognitive 

Theory [43].  

Practices 

Connections and group belonging need facilitating and key features are implemented in 

the MHW. Groups sizes tend to be 4-10, occur in same condition cohorts, have planned 

and frequent breaks for interaction and sharing, and have personable and credible facil-

itators. Practices to activate social theoretical constructs crosses over with previous prac-

tices like MI and autonomous care.  In brief, the facilitator adopts techniques including 

checking understanding, encouraging contributions, outlining sessions,  paraphrasing, 

providing examples, discussing outcome expectations, motivation and confidence, 

prompting social learning, validation and comparisons [44]. These practices operation-

alize many well-known behaviors change techniques that are also imbedded in the pro-

grams (see table 1). For example, participants are taken into a gym environment and of-

fered a choice of what they would like to experiment with. Students demonstrate activi-

ties, persuade individuals about capability, and provide a reflective opportunity for 

people to experience exercise in a safe environment supporting biofeedback, reattribu-

tion of the cause of pain and discomfort, and information on the consequences of be-

haviours.  
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3.4 Connecting with self 

Theoretical underpinning 

The pedagogical approach mirrors Transformational Learning to build autonomous 

and liberated individuals. Transformative learning leads to a change in an individual’s 

embodied frames of reference [45]. The format provides open experiences for individu-

al’s to challenge their identity; as individual’s tend to reject ideas that do not correspond 

with their preconceptions [46,47]. In line with a previous facet of theory [35] there is not a 

paternalistic drive to make people confirm to medical assumptions, instead the approach 

looks to enhance human flourishing and perceived control on wellbeing. There is a focus 

on holism and activating the patient in their health via shifts in self-concept [48]. The 

outcome of the approach is to increase the learner’s capacity to critically evaluate expe-

riences and take action [47].   

Practices 

The MHW provides an avenue for individuals to reflect and challenge thoughts, 

acknowledge automatic thought processes, develop new ideas and experiment in a safe 

environment [49]. Additionally, the programs generate an environment where individu-

als are encouraged to be active members in the education provisions. The lead practi-

tioner pledges an explicit commitment to practice in ways that support the patient’s 

identity by addressing the needs for attachment, comfort, occupation, and inclusion in-

creasing the patient’s self-worth and a sense of feeling valued [50]. The programs involve 

multicomponent experiential learning where individuals are supported to experiment 

with a range of tools that they are encouraged to try and either adopt or reject based on 

their preference. The accumulation of knowledge, skills, and confidence is achieved 

through a broad lens of elements that may be useful for their health.    

4. Conclusion  

Despite the enthusiasm to transition healthcare to a preventive model, routine 

practice has not modified on a large scale. The discussion of the pragmatic, but essential, 

facets to operate PCC is underexplored. This discussion provides a noteworthy example 

on what should be prioritized for PCC implementation to support health promotion. The 

model outlines central factors that can mitigate the challenges in PCC. Firstly, an organ-

izational commitment to, and culture conducive of PCC, is needed which can enhance the 

operation of humanistic practices, and demedicalization care. Staff should plan practice 

to enhance self-determined motivation in participants. Socialization and small group 

work supports changes in wellbeing and identity and helps deconstruct typical medi-

cal/patient power relationships. The paper presents key design and facilitator approaches 

that have endured through the years which resonates with the literature [44,51]. Lastly, 

services should include Transformative Learning practices creating an established ped-

agogical template to empower patients to rehearse elements along with reflecting, and 

re-evaluating, aspects that may be important to their health. The model provides prag-

matic modifications that are needed to initiate an advantageous shift in PCC and behav-

ioral science implementation in the treatment of long term conditions 
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