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1. Introduction

Health and social care systems in the United Kingdom are currently experiencing sustained and complex pressures, driven by demographic change, rising prevalence of chronic illness, and significant workforce shortages. Population ageing has resulted in a higher proportion of individuals living with multiple long-term conditions, increasing demand for continuous and coordinated care (King’s Fund, 2023). Globally, the World Health Organisation  reports that over 70% of deaths are attributable to chronic conditions, reinforcing the need for integrated, long-term care strategies (WHO, 2020).

In response, policy and practice have increasingly prioritised person-centred care (PCC) and partnership working (PW) as core mechanisms for improving service delivery. PCC focuses on recognising individuals as active participants in their care, ensuring that services are tailored to their needs, preferences, and values. In parallel, PW emphasises collaboration between healthcare professionals, organisations, and service users to deliver coordinated and holistic care (Glasby and Dickinson, 2021).

The NHS England Long Term Plan (2019) explicitly promotes these approaches, highlighting integrated care systems (ICSs) as a key structural reform designed to improve outcomes and efficiency. However, despite strong policy endorsement, implementation remains inconsistent. Structural, cultural, and resource-related barriers continue to limit effectiveness.

This report critically evaluates PCC and PW by exploring definitions, theoretical foundations, ethical considerations, and real-world applications within the UK. It also analyses relevant policy frameworks and provides evidence-based recommendations for future development.

2. Person-Centred Care: Definition, Benefits and Limitations

Person-centred care is defined as an approach that places the individual at the centre of decision-making, ensuring care is responsive to their holistic needs and preferences (NICE, 2021). It represents a fundamental shift away from traditional biomedical models, which prioritise clinical expertise over patient experience, towards a more collaborative model of care (Mead and Bower, 2000).

Benefits of Person-Centred Care

A growing body of empirical evidence demonstrates the effectiveness of PCC. Ekman et al. (2021) argue that PCC improves clinical outcomes by enhancing patient engagement, which in turn increases adherence to treatment plans. This is particularly significant in managing chronic conditions, where long-term behavioural change is essential.

Furthermore, PCC contributes to improved patient satisfaction and psychological wellbeing. Santana et al. (2020) highlight that patients who feel heard and involved in their care are more likely to report positive healthcare experiences. This aligns with broader research indicating that emotional support and communication are central to quality care (Doyle et al., 2013).

From an economic perspective, PCC may also improve system efficiency. The Health Foundation (2022) reports that personalised care interventions can reduce hospital admissions by up to 20%, suggesting that PCC can alleviate pressure on overstretched services. This is particularly relevant within the NHS, where resource constraints are a persistent challenge.

Additionally, PCC supports patient autonomy and empowerment, aligning with legal frameworks such as the Care Act 2014. It enables individuals to take greater responsibility for their health, which is crucial in the context of self-management of long-term conditions (Coulter et al., 2015).

Limitations of Person-Centred Care

Despite these advantages, PCC is not without limitations. One of the most significant challenges is its resource-intensive nature. Delivering personalised care requires time, training, and adequate staffing levels. However, the NHS currently faces over 100,000 workforce vacancies (Charles et al., 2022), limiting the feasibility of widespread implementation.

Conceptual ambiguity also presents a challenge. Moore et al. (2021) argue that the lack of a universally agreed definition leads to inconsistency in practice. While some scholars view this flexibility as beneficial (Ekman et al., 2021), others suggest it undermines standardisation and evaluation.

Moreover, PCC may inadvertently exacerbate health inequalities. Ocloo et al. (2021) note that individuals with lower health literacy or socio-economic disadvantage may struggle to engage in shared decision-making processes. This raises concerns about whether PCC can be equitably implemented across diverse populations.


3. Theoretical Model Underpinning Person-Centred Care

The biopsychosocial model is widely regarded as a foundational framework underpinning PCC. Originally proposed by Engel, it emphasises the interaction between biological, psychological, and social factors in shaping health outcomes (Borrell-Carrió et al., 2020).

Critical Evaluation and Academic Debate

The biopsychosocial model represents a significant advancement over the biomedical model, which focuses narrowly on disease pathology. By incorporating psychological and social dimensions, it enables a more holistic understanding of patient needs.
However, the model has been criticised for its lack of operational clarity. Wade and Halligan (2020) argue that its broad scope makes it difficult to apply consistently in clinical practice. Without clear guidelines, practitioners may struggle to translate theory into action.

Conversely, Epstein and Street (2021) suggest that this flexibility is a strength rather than a weakness. They argue that the model allows for adaptability across different contexts and patient populations, making it highly relevant for PCC.

When compared to alternative frameworks such as relationship-centred care (Beach et al., 2020), the biopsychosocial model may appear less specific. However, its comprehensive nature makes it particularly valuable for addressing complex, multi-faceted health issues.

Ultimately, while the model provides a strong theoretical foundation, its effectiveness depends on organisational support, practitioner training, and integration into clinical workflows.



4. Ethical Fundamentals in Health and Social Care

Ethical principles play a central role in guiding PCC and PW. The four principles of autonomy, beneficence, non-maleficence, and justice remain widely accepted within healthcare ethics (Beauchamp and Childress, 2019).

Critical Analysis and Debate

Autonomy is a cornerstone of PCC, emphasising the right of individuals to make informed decisions about their care. However, tensions arise when patient choices conflict with professional judgement. Dawson (2021) argues that autonomy should not override the duty to prevent harm. In contrast, Entwistle et al. (2020) emphasise the importance of respecting patient agency, even when decisions may not align with clinical recommendations.

Beneficence and non-maleficence require healthcare professionals to act in the best interests of patients while avoiding harm. However, these principles can be difficult to balance in practice, particularly in complex cases involving risk.

Justice presents additional challenges, particularly in the context of resource allocation. Robertson et al. (2022) highlight persistent inequalities in access to care across the UK, raising concerns about fairness and equity. These disparities undermine the principles of PCC, which rely on equal access to personalised care.

Overall, ethical decision-making in healthcare is inherently complex. Rather than applying principles in isolation, practitioners must balance competing priorities within real-world constraints.


5. Evaluation of Partnership Working

Partnership working refers to collaborative approaches involving multiple stakeholders, including healthcare providers, social services, and service users, to deliver integrated care (Glasby and Dickinson, 2021). This approach is increasingly viewed as essential within complex health systems, where no single organisation can meet the diverse and interrelated needs of service users. By fostering collaboration across organisational boundaries, partnership working aims to create a more seamless and coordinated care experience.

Benefits of Partnership Working

PW offers several advantages, particularly in improving coordination and reducing fragmentation. The NHS England (2022) highlights that integrated care systems enhance communication between services, leading to improved patient outcomes. Improved coordination reduces the risk of duplicated services, delays in treatment, and gaps in care provision, which are common issues in fragmented systems. As a result, patients experience more continuous and efficient care pathways.

Additionally, PW enables a more holistic approach to care by addressing social determinants of health. Alderwick et al. (2021) argue that integrated services can reduce emergency admissions by focusing on prevention and early intervention. This is particularly important in addressing factors such as housing, employment, and social isolation, which significantly influence health outcomes but are often beyond the scope of traditional healthcare services. By working collaboratively, organisations can develop more comprehensive interventions that target both medical and social needs.

PW also facilitates knowledge sharing and innovation, enabling organisations to learn from one another and improve service delivery. Through collaboration, professionals from different disciplines can share expertise, leading to more informed decision-making and improved care planning. For example, multidisciplinary teams allow healthcare professionals to gain insights from social workers, mental health specialists, and community organisations, thereby enhancing the quality of care provided.

Furthermore, partnership working can strengthen accountability and collective responsibility among organisations. When stakeholders work together towards shared goals, there is greater transparency in decision-making processes and a clearer alignment of objectives. This can contribute to improved governance and more effective use of resources. In addition, shared responsibility can encourage organisations to adopt more proactive approaches to care, particularly in preventing health deterioration.

Another important benefit is the potential to enhance patient experience. When services are well-coordinated, individuals are less likely to experience confusion or frustration when navigating the healthcare system. This aligns closely with the principles of person-centred care, as partnership working enables services to be organised around the needs of the individual rather than institutional structures. Consequently, patients may feel more supported and engaged in their care.

Overall, while the benefits of partnership working are significant, their realisation depends on effective implementation. Strong communication, shared values, and clear leadership are essential to ensure that collaborative efforts translate into meaningful improvements in care delivery.

6. Application of Partnership Working: Greater Manchester ICS

The Greater Manchester Integrated Care System represents a leading example of PW in practice. This model integrates health and social care services across ten local authorities, aiming to improve coordination and outcomes.

Multidisciplinary teams (MDTs) play a central role in delivering care, particularly for individuals with complex needs. Alderwick et al. (2021) report a 7% reduction in emergency admissions, demonstrating the potential effectiveness of integrated approaches.
However, challenges remain. Data-sharing limitations, workforce pressures, and funding constraints continue to hinder implementation. Williams et al. (2022) argue that structural inequalities limit the effectiveness of ICS models.

This case highlights both the potential and limitations of PW, demonstrating that while integration can improve outcomes, systemic barriers must be addressed.




7. Policy and Legislation

Key UK policies supporting PCC and PW include the Care Act 2014, Health and Social Care Act 2012, Equality Act 2010, and the NHS Long Term Plan (2019).

These frameworks emphasise integration, personalisation, and equity. However, implementation remains inconsistent. Workforce shortages, funding limitations, and organisational resistance continue to impede progress (Charles et al., 2022).

There is ongoing debate regarding the effectiveness of these policies. While they provide a strong strategic direction, Ham et al. (2021) argue that structural reforms alone are insufficient without cultural change within organisations.

8. Integration of PCC and Partnership Working

PCC and PW are inherently interdependent. Effective partnership working enables the delivery of PCC by facilitating collaboration and information sharing.

However, integration is complex. Conflicting priorities, resource constraints, and organisational barriers can limit effectiveness. Successful implementation requires strong leadership, shared values, and a commitment to cultural change.

9. Recommendations 

To improve the implementation of person-centred care (PCC) and partnership working (PW), several evidence-based recommendations can be proposed.

Firstly, there should be increased investment in workforce capacity and training. Workforce shortages remain a significant barrier to delivering personalised and coordinated care, limiting the time available for meaningful patient engagement (Charles et al., 2022). Expanding staffing levels and providing targeted training in communication and collaborative practice would enhance both PCC and PW delivery.

Secondly, the expansion of digital infrastructure is essential to support effective data sharing across organisations. NHS England (2022) emphasises that integrated care relies on timely access to accurate patient information. Improved digital systems would reduce duplication, enhance coordination, and support more informed decision-making.

Thirdly, stronger leadership and governance frameworks are required to support partnership working. Effective collaboration depends on clear roles, shared accountability, and aligned organisational goals (Glasby and Dickinson, 2021). Leadership development programmes could help foster a culture of collaboration across sectors.

In addition, enhancing service user involvement is critical. Ocloo et al. (2021) argue that meaningful patient engagement improves both care quality and equity. Mechanisms such as co-production and shared decision-making should be embedded across services.

Addressing health inequalities must also be prioritised. Robertson et al. (2022) highlight persistent disparities in access to care, which undermine the principles of PCC. Targeted interventions focusing on disadvantaged populations are necessary to ensure equitable outcomes.

Finally, ongoing research and evaluation should be supported to assess the effectiveness of PCC and PW initiatives. Continuous evaluation enables organisations to identify best practices and adapt strategies accordingly (Alderwick et al., 2021).



10. Conclusion

Person-centred care and partnership working are central to the future of UK health and social care. Both approaches offer significant benefits, including improved outcomes, efficiency, and patient satisfaction.

However, their implementation remains challenging. Theoretical models and ethical principles provide a strong foundation, but systemic barriers—particularly workforce shortages and inequalities—limit effectiveness.
Policy frameworks support these approaches, yet gaps between policy and practice persist. Addressing these challenges will require sustained investment, strong leadership, and a commitment to integrated, person-centred care.
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