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[bookmark: _Toc234827662]Introduction
Over recent decades, the UK health and social care system has been shaped by rising demand, increasingly complex needs, and changing expectations from the public. Older paternalistic models,where professionals made decisions on behalf of passive patients,have gradually given way to approaches that emphasise dignity, autonomy and collaboration. Two ideas sit at the centre of this shift: person‑centred care (PCC) and partnership working (PW). Both are now embedded in major national frameworks such as the NHS Long Term Plan, the Care Act 2014, Integrated Care Systems (ICSs) and the Better Care Fund.
Although these concepts are widely promoted, putting them into practice is still challenging. Workforce shortages, digital inequalities, organisational silos and limited resources continue to affect how consistently PCC and PW are delivered. This report critically evaluates PCC and PW, explores relevant theory, considers ethical foundations, examines partnership working through a real UK case study, reviews policy and legislation, and offers recommendations for future development. The aim is to show how PCC and PW work together in practice and how they can be strengthened to support more equitable and effective care.
[bookmark: _Toc234827663]1. Defining Person‑Centred Care: Benefits and Limitations
Person‑centred care is an approach that recognises people as individuals with their own values, preferences, histories and goals. NHS England (2024a) describes PCC as care based on what matters to the person, delivered with dignity, compassion and respect.
Benefits of PCC
Research consistently shows that PCC can improve both experiences and outcomes. Some of the main benefits include:
Higher satisfaction and trust: People feel more respected and understood when care is personalised (Entwistle & Watt, 2024).Better engagement: Shared decision‑making encourages people to take an active role in their care.Improved self‑management: PCC supports individuals to manage long‑term conditions more confidently.Clinical improvements: Studies show fewer complications, better symptom control and reduced hospital admissions (Cornwell et al., 2025).Positive staff outcomes: PCC is linked to lower burnout and greater job satisfaction (Rogers et al., 2024).Reduced inequalities: Tailored care helps meet diverse cultural and social needs more effectively.
Limitations of PCC
Despite its strengths, PCC is not always easy to deliver:
Limited resources: Time pressures, staffing shortages and lack of training can reduce PCC to a tick‑box exercise (Lombard, 2025).Different preferences: not everyone wants to be involved in decision‑making, some may feel overwhelmed or lack confidence.Measurement difficulties: concepts like dignity or empowerment are subjective andhard to evaluate (Smith et al., 2025).Organisational culture: some settings still prioritise risk management or professional authority over collaboration.Digital barriers increase the use of digital tools risks excluding people without access or digital skills.
Additional Critical Insight
A further challenge is balancing personalisation with standardisation. Health services rely on standardised pathways to ensure safety and efficiency, yet PCC requires flexibility. Staff also carry the emotional labour of building relationships, which can be difficult without supportive supervision or manageable workloads. In addition, PCC can be influenced by wider social factors such as poverty, housing insecurity or language barriers, which complicate efforts to deliver fully personalised care.
[bookmark: _Toc234827664]2. Critical Examination of a PCC Theory: The Person‑Centred Nursing Framework
The McCormack & McCance (2025) Person‑Centred Nursing Framework is widely used in UK practice. It breaks PCC into four key components:
1. Prerequisites: Staff qualities such as competence, interpersonal skills, self‑awareness and commitment.
2. Care Environment: Leadership, teamwork, culture and systems that support PCC.
3. Person‑Centred Processes: Holistic assessment, shared decision‑making and meaningful engagement.
4. Outcomes: Improved wellbeing, satisfaction and involvement.
Strengths of the Framework
It offers a holistic structure, recognising that PCC depends on both individual staff and organisational systems.It emphasises relationships, reflecting humanistic psychology and recovery focused practice.It provides a clear framework for evaluating PCC and guiding staff development.
Limitations of the Framework
It is nursing focused, making it less directly applicable to social care or multi agency settings.It does not fully address digital transformation, which is now central to modern care.It assumes staff have enough time and organisational support to build relationships, which is often unrealistic.It does not explicitly include partnership working, even though integrated care is essential for complex needs.
Additional Critical Insight
The model also assumes a stable workforce. In reality, high turnover and reliance on agency staff can disrupt continuity and weaken relational practice. It also does not fully address power dynamics between professionals and service users, which can affect how genuinely shared decision making is carried out. These gaps suggest the need for updated PCC models that reflect digitalisation, integrated care and workforce pressures. Furthermore, the model does not consider the growing role of carers, families and community organisations, all of whom contribute significantly to person‑centred practice.
[bookmark: _Toc234827665]3. Ethical Fundamentals of Health and Social Care
Ethical practice in UK health and social care is grounded in four principles: autonomy, beneficence, non maleficence and justice (Beauchamp & Childress, 2025). PCC and PW both help put these principles into practice.
Autonomy
PCC supports autonomy by involving people in decisions about their care. However, tensions arise when individuals make choices that professionals consider unsafe.This highlights the need for careful communication, risk assessment and safeguarding. Autonomy also becomes complex when individuals have fluctuating capacity or when family members disagree with the person’s wishes.
Beneficence and Non Maleficence
Professionals must act in a person’s best interests while avoiding harm. In partnership settings, this requires coordinated risk management across agencies. Fragmented information systems can make this difficult. Ethical dilemmas often arise when professionals must balance respecting autonomy with preventing harm, especially in cases involving mental health, addiction or cognitive impairment.
Justice
Justice involves fairness and reducing inequalities. PCC supports justice by tailoring care to diverse needs, while PW enables coordinated responses to wider social factors such as housing, poverty and isolation. Justice also requires equitable access to digital tools, interpreters, culturally appropriate services and community support.
Additional Ethical Considerations
Ethical tensions also arise in:capacity assessments,confidentiality and data sharing,family involvement,resource allocation and digital consent and privacy.
The ethics of care (Tronto, 2024) emphasises empathy, attentiveness and responsibility, reminding practitioners that ethical practice is relational as well as procedural. This perspective highlights the importance of understanding people lived experiences, not just their clinical needs.
[bookmark: _Toc234827666]4. Evaluation of Partnership Working in Health and Social Care
Partnership working involves collaboration between health, social care, voluntary organisations, communities, service users and carers. It is essential for addressing complex needs that no single agency can meet alone.
Benefits of Partnership Working
Better continuity of care, especially during transitions such as hospital discharge,reduced duplication, improving efficiency,holistic support, addressing medical, social and emotional needs,innovative approaches, such as social prescribing and community based interventions,improved outcomes, including reduced readmissions and greater independence (Harrison et al., 2024).
Challenges of Partnership Working
Siloed organisations and incompatible IT systems (Checkland et al., 2025),workforce shortages, limiting capacity for collaboration,cultural differences and power imbalances between agencies,fragmented funding, complicating joint planning,data protection concerns, restricting information sharing,digital exclusion, affecting service user engagement.
Additional Critical Insight
Partnership working also requires shared accountability, which can be difficult when organisations have different governance structures. Professional identity conflicts can also arise, with staff feeling protective of their roles or expertise. Strong leadership and clear communication are essential to overcome these barriers. Additionally, partnership working depends heavily on trust, which takes time to build and can be easily damaged by miscommunication or inconsistent practice.
[bookmark: _Toc234827667]5. Application of Partnership Working: Sefton Hospital Discharge Service
Sefton’s integrated hospital discharge model is a strong example of PCC and PW in practice.
Strengths of the Sefton Model
Shared information systems support seamless communication, regular interdisciplinary meetings enable coordinated planning,co‑production ensures patients and carers are equal partners, holistic support reduces anxiety and builds confidence, reduced readmissions demonstrate measurable impact and staff morale improves through collaborative working.
Limitations of the Sefton Model
Digital exclusion affects older adults and those without devices, workforce shortages limit capacity voluntary sector involvement can be difficult to sustain, funding pressures threaten long‑term stability and local variation affects consistency.
Comparative Analysis
Similar models in Warwickshire and Greater Manchester show comparable benefits, including improved reablement and smoother transitions. However, they also face challenges such as digital literacy gaps, recruitment difficulties and maintaining voluntary sector engagement (Warwickshire Council, 2026). These comparisons highlight that integrated discharge services can be highly effective, but their success depends on sustained investment, digital inclusion and strong local leadership. They also show that partnership working must be adapted to local contexts, as different communities have different needs and resources.
[bookmark: _Toc234827668]6. Policy and Legislation Supporting PCC and PW
Several UK policies embed PCC and PW as statutory requirements:
Care Act 2014requires person‑centred assessment and involvement in care planning, emphasising wellbeing and independence.
Better Care Fund (2026–2027) promotes integrated care between NHS and local authorities, aiming to reduce admissions and improve discharge processes.
Integrated Care Systems (ICSs) formalise partnership working across health, social care and community organisations.
NHS England Policies (2024–2026) highlight personalised care, digital transformation and community involvement.
Regulatory Bodies (CQC, Ofsted) expect evidence of PCC and PW during inspections.
Additional Critical Insight
Although policy frameworks strongly support PCC and PW, implementation varies due to workforce shortages, digital gaps, funding pressures and organisational silos. Policies often set ambitious expectations without providing the resources needed to achieve them. Local factors such as rurality, deprivation and cultural diversity also influence how PCC and PW can be delivered. Furthermore, policy changes can create uncertainty, making it difficult for organisations to plan long‑term improvements.
[bookmark: _Toc234827669]7. Recommendations for Future Development
1. Develop clear local definitions of PCC and PW  help ensure consistent practice across organisations.
2. Invest in workforce development :training should focus on digital skills, relational practice, cultural competence and leadership.
3. Prioritise digital inclusion:provide devices, training and accessible platforms to reduce inequality.
4. Strengthen shared information systems:interoperable electronic records are essential for seamless communication.
5. Expand co‑production:service users and carers should be involved in commissioning, design and governance.
6. Align funding with person‑centred outcomes:integrated funding models support collaboration rather than competition.
7. Monitor equity impacts:data should be used to identify disparities and inform targeted interventions.
Limitations of Recommendations
Significant investment is required,digital inclusion may take time to achieve,workforce shortages may limit progress,cultural change is slow and co‑production requires sustained commitment.
[bookmark: _Toc234827670]8. Conclusion
Person‑centred care and partnership working are essential foundations of modern UK health and social care. They promote autonomy, dignity, collaboration and improved outcomes. Although policy frameworks strongly support these approaches, practical challenges remain. The Sefton case study shows what can be achieved when leadership, investment and co‑production are prioritised. To achieve consistent national progress, the UK must focus on digital inclusion, workforce development, shared information systems and meaningful involvement of people with lived experience. With sustained commitment, the vision of an integrated, equitable and person‑centred system can be achieved.
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