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Person-Centred Care and Partnership Working in UK Health and Social Care: A Report


Introduction

Person-centred care (PCC) and partnership working (PW) are central to modern health and social care practice, ensuring that individuals receive care that is personalised, holistic, and delivered collaboratively. These concepts have become increasingly important as services respond to rising demand, diverse patient needs, and the need for integrated care systems across the UK. PCC focuses on understanding people as individuals with unique values, preferences, and goals, while PW ensures that different professionals, agencies, and the service user work together to provide safe and effective support. This report critically examines PCC and PW within the context of a GP surgery, a key primary-care setting where multidisciplinary collaboration and personalised care are essential.

The report explores the definition, benefits, and limitations of PCC, followed by an analysis of Maslow’s Hierarchy of Needs as a theoretical model underpinning personalised care. Ethical fundamentals including autonomy, beneficence, non-maleficence, and justice are examined in relation to PCC and collaborative practice. The report then evaluates partnership working more broadly and applies it specifically to a GP surgery environment. Relevant legislation and policy, such as the Care Act 2014, Equality Act 2010, Health and Care Act 2022, and the NHS Long Term Plan (2019), are used to consider how PCC and PW are supported by national frameworks. The report concludes with recommendations for strengthening practice in primary care.


Person-Centred Care: Definition, Benefits and Limitations

PCC is an approach that places the person at the centre of all decisions about their care by recognising their values, preferences, life circumstances, and desired outcomes (Health Foundation, 2021). Instead of treating the condition alone, PCC considers the individual, including their physical, emotional, social, and cultural needs. Key features of PCC include shared decision-making, personalised assessments, collaborative care planning, empathy, dignity, respect, and accessible communication.

PCC offers a range of benefits within primary care. One major benefit is improved patient satisfaction. When individuals feel listened to and respected, they develop trusting relationships with practitioners, which increases confidence and adherence to treatment (Coulter & Oldham, 2016). PCC also supports better health outcomes. For example, patients with asthma receiving personalised advice on environmental triggers, medication routines, and lifestyle adjustments tend to have improved symptom control. PCC also enhances safety by reducing misunderstandings, supporting early intervention, and preventing avoidable hospital admissions.

Additionally, PCC promotes dignity and equality. For individuals with disabilities, language barriers, or limited health literacy, PCC ensures communication is adapted so they can understand and take part fully in their care. This aligns strongly with NHS values around fairness and inclusion.

However, PCC also has limitations. Time pressure is a major barrier in GP surgeries, where appointments are often limited to 10 minutes. This can make it difficult for staff to explore patients’ preferences in depth. Workforce shortages, administrative workload, and long waiting lists further limit PCC delivery. Some patients may also struggle with making decisions or prefer the clinician to take the lead, which can reduce the effectiveness of shared decision-making. Organisational barriers such as limited training or fragmented IT systems also make consistent PCC difficult. Therefore, although PCC is an essential approach, achieving it requires adequate resources, communication systems, and a supportive organisational culture.



Maslow’s Hierarchy of Needs as a Foundation for PCC

Maslow’s Hierarchy of Needs (1943) is a human motivation theory that explains how individuals have a series of needs that influence their behaviour, wellbeing, and engagement. Maslow suggested that people move through five levels of needs: physiological, safety, love and belonging, esteem, and self-actualisation. These needs must be acknowledged for individuals to achieve wellbeing, resilience, and growth.

Maslow’s theory strongly supports PCC because it emphasises the importance of understanding the whole person rather than focusing solely on clinical needs. In a GP surgery, physiological needs relate to managing symptoms, ensuring medication access, and providing practical treatment. Safety needs involve emotional security, safeguarding, clear explanations, and confidentiality. Love and belonging needs relate to relationships, communication, and support networks. Esteem needs link to independence, confidence, self-management, and feeling respected by professionals. Self-actualisation involves helping individuals reach their potential through health education, empowerment, and long-term wellbeing.

Using Maslow’s model encourages practitioners to look beyond clinical signs and explore how the person’s social environment, mental health, or sense of identity affects their health. For example, an asthma patient may struggle not because of their inhaler technique but due to stress, poor housing conditions, or lack of social support. Recognising these influences helps practitioners develop holistic care plans that address root causes rather than symptoms alone.

However, the model has limitations. Critics argue that human needs are not always hierarchical and that individuals may prioritise emotional or esteem needs even when physical needs are unmet. Others claim that the framework oversimplifies complex behaviours. Despite these criticisms, Maslow’s theory is still highly relevant in PCC because it supports holistic assessment, empathy, and personalised care planning, particularly in primary care environments where patients present with diverse needs.



Ethical Fundamentals Supporting PCC and Partnership Working

Ethics are central to safe and compassionate care. Four core ethical principles autonomy, beneficence, non-maleficence, and justice shape PCC and PW (Beauchamp & Childress, 2019).

Autonomy refers to the individual’s right to make informed choices. PCC promotes autonomy by involving patients in shared decision-making, offering accessible information, and respecting values. In a GP surgery, autonomy is proven when patients choose between treatment options or are supported to decline treatment safely.

Beneficence means acting in the person’s best interests. Practitioners prove beneficence by offering evidence-based interventions, providing health education, and advocating for the patient when added support is needed.

Non-maleficence means avoiding harm. PCC supports this principle by promoting clear communication, regular medication reviews, safety monitoring, and prevention strategies. For example, ensuring correct inhaler use reduces asthma attacks and hospital admissions.

Justice relates to fairness and equal access. GP surgeries must ensure services are accessible to all, including individuals with disabilities, cultural needs, or low health literacy. The Equality Act (2010) reinforces this principle by requiring non-discriminatory practice.

These ethical principles guide daily decisions, promote dignity, and protect individuals’ rights. In partnership working, ethics ensure that information-sharing is proper, decisions are transparent, and professionals collaborate responsibly.



Evaluation of Partnership Working

Partnership working involves professionals, agencies, and service users collaborating to achieve shared goals (SCIE, 2020). Effective PW improves outcomes, enhances safety, and reduces fragmentation in the health and social care system.

PW offers multiple benefits. It brings together different professional ability, enabling comprehensive care planning for individuals with complex needs. For example, someone with asthma may require input from GPs, nurses, pharmacists, respiratory specialists, and social prescribers. By working together, professionals ensure that clinical, emotional, and environmental needs are addressed. PW reduces duplication of assessments, improves communication, and ensures continuity between services. It also supports safeguarding and early intervention, which are crucial for vulnerable individuals.

However, PW has limitations. Challenges include communication breakdowns, incompatible IT systems, unclear professional roles, conflicting priorities, and workload pressures. Differences in organisational culture between NHS and social care services can also hinder collaboration. Additionally, time constraints and staff shortages reduce opportunities for regular multidisciplinary meetings. Despite these barriers, PW is essential for high-quality care and is strongly supported by UK legislation.



Partnership Working in a GP Surgery Setting

GP surgeries give a strong example of PW in practice because they function as a central point of coordination for many patients. Surgeries typically include GPs, practice nurses, healthcare assistants, mental health practitioners, pharmacists, physiotherapists, health visitors, and administrative staff. They also work closely with community services, hospitals, local authorities, and voluntary organisations.

In asthma management, PW may involve the GP prescribing medication, the nurse assessing inhaler technique, the pharmacist reviewing interactions, the respiratory specialist advising on complex cases, and the social prescriber addressing lifestyle issues. Digital platforms such as EMIS and System One support efficient information-sharing, reducing delays and duplication. Regular MDT meetings further strengthen collaboration.

Despite these strengths, barriers still exist. GP surgeries face increasing pressure from high demand, staff shortages, and long waiting times. Communication with hospitals can be slow, and workload pressures reduce opportunities for extended consultations. Nevertheless, Primary Care Networks (PCNs) introduced under the Health and Care Act (2022) aim to expand the primary-care workforce and enhance collaborative practice.


Policy and Legislation Supporting PCC and PW

National policy strongly supports PCC and PW. The Care Act 2014 emphasises wellbeing, independence, and personalised planning, requiring councils and services to collaborate. The Health and Social Care Act 2012 promote transparency, autonomy, and patient choice. The Health and Care Act 2022 introduced Integrated Care Systems (ICSs), which require NHS organisations, local authorities and voluntary services to work together to improve population health.

The NHS Long Term Plan (2019) strengthens PCC by focusing on self-management, personalised care planning, and expansion of MDTs. The Equality Act 2010 protects individuals from discrimination and ensures equal access to care. The Human Rights Act 1998 protects dignity, privacy, and autonomy—core aspects of PCC. The Data Protection Act 2018/GDPR ensures information-sharing in PW is lawful and transparent.

These frameworks collectively provide strong legal and ethical foundations for PCC and PW in GP surgeries.



Recommendations 

To strengthen PCC and PW in primary care, several improvements are recommended. Increasing appointment lengths for patients with complex needs would allow more meaningful conversations about preferences and lifestyle factors. Investment in digital integration between hospitals and GP surgeries would reduce delays and improve continuity. Expanding MDTs through PCNs particularly with mental health workers, pharmacists, and social prescribers would enhance holistic support. Staff training in communication, cultural competence, and PCC skills should be prioritised to ensure consistent practice. Improving accessibility through interpreters, easy-read materials, and flexible appointment systems would reduce health inequalities. Finally, increasing patient involvement through co-production and patient feedback groups would strengthen PCC and improve service design.

These changes would enhance personalisation, safety, and collaboration across the NHS.

In addition, strengthening digital literacy support for patients would help them use online services more confidently, allowing better self-management and more consistent communication with healthcare teams. Providing targeted training for staff on trauma-informed care, cultural awareness, and shared decision-making would help ensure PCC is delivered consistently across different settings. Improved integration between health, social care, and voluntary services would also support earlier intervention, reduce duplication, and create clearer care pathways.

Another recommendation is to increase government funding for community-based prevention programmes, particularly those supporting people with long-term conditions, mental health needs, and social vulnerabilities. Encouraging closer collaboration between PCNs, local councils, and voluntary organisations could help address wider determinants of health such as housing, employment, and social isolation.

Finally, continued evaluation and monitoring through audits, patient-satisfaction surveys, and quality-improvement projects would ensure that PCC and partnership working continue to evolve in response to patient needs, staff feedback, and emerging policy changes. Embedding these strategies within everyday practice would support a more resilient, inclusive, and proactive primary-care system.


Conclusion

This report has critically examined person-centred care and partnership working within the context of a GP surgery. PCC promotes autonomy, dignity, and personalised support, while PW enables comprehensive and coordinated care. Using Maslow’s Hierarchy of Needs proves how holistic understanding strengthens PCC. Although challenges exist including time pressures and workforce shortages policy and legislation strongly support both PCC and PW. Implementing the recommendations found will help ensure that UK primary-care services continue to deliver safe, inclusive and collaborative care.
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