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Introduction  
The principles of person-centred care (PCC) and partnership working (PW) have become defining features of contemporary health and social care delivery in the United Kingdom. Both concepts are rooted in a wider movement towards personalised, participatory, and ethically responsive services, reflecting a shift away from traditional paternalistic models towards approaches that emphasise autonomy, collaboration, and shared responsibility. PCC promotes an understanding of individuals not solely as patients or service users but as active participants whose personal histories, capabilities and preferences should shape decision-making and care planning (Ekman et al., 2011). This shift requires practitioners to adopt relational, holistic, and responsive methods of practice that recognise the individuality and lived experience of each person.
Alongside this, partnership working has gained prominence as a mechanism for improving integration across organisational boundaries, enhancing communication between professionals, and strengthening the involvement of service users and families in care processes (Willumsen, Ahgren & Ødegård, 2012). Effective partnerships are increasingly viewed as essential to addressing the complexities of modern health and social care, where multiple agencies must coordinate interventions within environments often characterised by limited resources, rising demand and diverse population needs (Hunter & Perkins, 2014).
The relationship between PCC and PW is both practical and conceptual. PCC cannot be fully achieved without collaborative practices that facilitate shared decision-making and ensure continuity of care across different services (Entwistle & Watt, 2013). Ethical principles such as dignity, respect, autonomy, and justice further underpin both areas, offering a moral framework that guides professional behaviour and safeguards individual rights within care environments (Herring, 2020). These ideas are reinforced by key UK policies and legislation including the Care Act 2014, the Health and Social Care Act 2012, and the NHS Constitution which collectively promote personalised, coordinated and rights-based approaches to care.
This report provides a critical examination of the theoretical, ethical and policy foundations underpinning PCC and PW in health and social care. It defines and evaluates person-centred approaches, reviews a relevant model of care, analyses core ethical considerations, and explores partnership working both conceptually and within a selected practice setting. The discussion also considers the implications of current legislation and concludes with recommendations for strengthening the integration and effectiveness of PCC and PW within UK practice. Through this analysis, the report aims to highlight both the opportunities and limitations associated with embedding person-centred and collaborative approaches in contemporary service delivery.  
Definition, Benefits and Limitations of Person-Centred Care  
Person-centred care (PCC) is broadly defined as an approach that positions individuals at the centre of decision-making, ensuring their values, preferences and lived experiences guide all aspects of assessment, planning and intervention (Ekman et al., 2011). Rather than viewing people as passive recipients of care, PCC promotes shared decision-making, relational engagement, and a more holistic understanding of the individual within their social and cultural context (McCormack & McCance, 2017). This conceptual shift supports the recognition of personal identity, autonomy, and dignity as core components of effective care.
A growing body of empirical research highlights the benefits of PCC. A comprehensive systematic review by Nkhoma et al. (2022) found that person-centred interventions for people with serious physical illness improved self-management, emotional well-being, and patient satisfaction, while in some cases reducing service utilisation and overall costs. Similarly, Feldthusen et al. (2022) identify consistent evidence across multiple reviews demonstrating that PCC enhances communication, supports therapeutic relationships, and improves quality-of-life outcomes. These findings reinforce arguments that PCC can lead to more responsive, coordinated, and empowering care experiences for individuals and families.
However, limitations persist when PCC is translated into practice. Implementing PCC requires time, skilled communication and organisational structures that support continuity, collaboration and flexibility conditions that are often undermined by staff shortages, workload pressures, and fragmented services (Coulter et al., 2015). Additionally, cultural, and organisational resistance can restrict practitioners’ ability to share power with service users, particularly in settings where risk management or medical authority dominates (Herring, 2020). PCC may also be difficult to deliver when individuals lack capacity or face complex social needs, requiring practitioners to balance autonomy with safeguarding responsibilities. Therefore, while PCC has strong theoretical and empirical support, its practical application is shaped by systemic, cultural, and ethical challenges that must be addressed to ensure its full effectiveness.
Models Informing Person-Centred Care  
One influential framework underpinning person-centred care is McCormack and McCance’s Person-Centred Nursing (PCN) Framework, which provides a structured model for understanding how person-centred practice can be operationalised within health and social care. The model emphasises four core components: prerequisites (staff attributes), the care environment, person-centred processes and expected outcomes (McCormack & McCance, 2017). This structure places equal value on the capabilities of professionals and the organisational context, recognising that PCC cannot be achieved through practitioner intention alone. Instead, it requires supportive leadership, effective teamwork and organisational cultures that empower both staff and service users.
Critically, the model advances the idea that relationships formed through empathy, shared decision-making and authentic engagement are fundamental to high-quality care. This aligns with broader PCC literature, which highlights relational practice as a key determinant of service user satisfaction and improved wellbeing (Feldthusen et al., 2022). However, critics argue that while the PCN framework offers conceptual clarity, its implementation can be challenging due to resource pressures, staffing shortages and the demands of task-driven organisational cultures (Brookfield, 2017). Furthermore, the model has been criticised for its limited attention to structural inequalities—such as socioeconomic disadvantage or cultural marginalisation—which can restrict individuals’ ability to participate fully in decision-making (Nkhoma et al., 2022).
Despite these limitations, the PCN framework remains a widely used and theoretically robust model. It provides a practical foundation for embedding person-centred values into health and social care practice, while acknowledging the organisational and relational conditions required for meaningful PCC. 
Ethical Fundamentals of Health and Social Care  
Ethical practice in health and social care is grounded in principles designed to protect individual rights, promote fair decision-making, and ensure that care is delivered with dignity and respect. Core principles include autonomy, beneficence, non-maleficence, and justice, which collectively guide practitioners to support informed choice, act in a person’s best interests and deliver care equitably (Herring, 2020). Autonomy is central to person-centred care, requiring practitioners to involve individuals in decisions and recognise their values and preferences, while beneficence and non-maleficence emphasise the need to balance positive outcomes with the avoidance of harm. Justice relates to fairness in access, resource allocation, and treatment, which is particularly relevant in services facing rising demand and limited capacity.
Ethical practice also involves addressing safeguarding responsibilities, confidentiality, and professional boundaries, all of which influence the extent to which partnership working can be genuinely collaborative. Tensions may arise when an individual’s choices conflict with professional judgement or organisational policies, placing practitioners in morally complex situations. Therefore, ethical decision-making requires reflective practice, transparent communication, and a commitment to balancing individual rights with wider responsibilities to public safety and professional standards (Herring, 2020).
Partnership Working in Health and Social Care 
Partnership working (PW) is widely recognised as essential to delivering coordinated, efficient, and person-centred health and social care. Effective PW enables organisations and professionals to combine expertise, share resources and reduce fragmentation, leading to more cohesive service pathways for individuals with complex needs (Willumsen, Ahgren & Ødegård, 2012). When collaboration functions well, it supports continuity of care, reduces duplication, and enhances the capacity of services to respond flexibly to changing needs. These benefits align strongly with the aims of person-centred care, as integrated working promotes shared decision-making and ensures that support is shaped around the individual rather than organisational boundaries (Entwistle & Watt, 2013).
However, partnership working also presents challenges. Differences in professional cultures, organisational priorities and communication styles can limit cooperation and lead to misunderstandings or conflict. Hunter and Perkins (2014) argue that tensions often arise when agencies must balance collective goals with their own service pressures and accountability structures. Power imbalances may also undermine collaboration, particularly when medical or statutory services dominate decision-making processes, restricting the equal involvement of service users and smaller partner organisations. Structural pressures—including funding constraints, workforce shortages and increasing demand—can further hinder effective PW by limiting time for shared planning or joint interventions.
Despite these barriers, PW remains a core expectation within UK policy frameworks such as the Care Act 2014 and Health and Social Care Act 2012, reflecting its significant role in improving outcomes and ensuring coordinated care. The effectiveness of PW therefore relies not only on professional commitment but also on organisational cultures that promote trust, shared responsibility, and open communication. When supported appropriately, partnership working provides an important foundation for delivering integrated, person-centred services across diverse health and social care contexts. 
Application of Partnership Working in Practice  
Partnership working (PW) is widely promoted as a means of improving coordination, communication and consistency across health and social care systems. Effective PW enables professionals, service users, and organisations to collaborate in a way that supports continuity and shared responsibility, which is especially important in settings where needs are complex or long-term. Research shows that when staff and service users work together in a genuinely collaborative way, decision-making becomes more transparent, and individuals experience greater involvement in shaping their care (Cartwright et al., 2024). This type of collaboration enhances trust, strengthens therapeutic relationships, and supports more personalised care planning.
Despite these advantages, practical challenges often limit the effectiveness of partnership approaches. Professional hierarchies, unequal power dynamics, and organisational pressures can undermine shared decision-making and restrict service user involvement (Rose, 2019). Differences in professional cultures—for example between health and social care teams—can also lead to inconsistent communication, unclear roles, and conflicting priorities. These barriers may result in fragmented services and frustration among both staff and service users. Nevertheless, evidence indicates that partnership working is more successful when organisations invest in joint training, shared documentation systems and structures that promote collaborative communication (Cartwright et al., 2024). This suggests that while partnership working can improve service quality, its success depends heavily on the wider organisational environment and the willingness of professionals to adopt inclusive ways of working.
Policy and Legislation Relevant to PCC and Partnership Working 
Policy and legislation in the UK strongly emphasise the integration of person-centred care (PCC) and partnership working (PW) across health and social care. The Care Act 2014 established wellbeing, choice, and personalised decision-making as statutory duties, requiring local authorities to involve individuals, families and carers in assessment and support planning (Department of Health, 2014). This legislative shift placed collaborative practice and individual autonomy at the forefront of adult social care. Similarly, the NHS Constitution and subsequent reforms promote service user involvement and shared decision-making as essential components of high-quality care (Timmins, 2018).
National guidance continues to reinforce these expectations. NICE’s Shared Decision-Making Guideline (NG197) requires practitioners to work in partnership with service users, ensuring decisions are informed, transparent and reflective of individual preferences (NICE, 2021). This aligns with PCC principles by promoting communication, accessible information, and meaningful involvement throughout the care process. Needham (2020) argues that such policies represent a wider transformation toward public services that recognise service users as co-creators rather than passive recipients of care.
Contemporary policy also highlights the importance of partnership approaches. Research indicates that collaborative decision-making improves trust, enhances service user engagement, and supports more tailored care planning (Cartwright et al., 2024). However, Rose (2019) notes that policy aspirations often exceed practical realities, as power imbalances and organisational pressures can limit the extent to which service users genuinely influence decisions. These critiques suggest that while legislation provides a strong framework for PCC and PW, successful implementation requires organisational cultures that promote equity, transparency, and shared responsibility.
Overall, current UK policy strongly endorses PCC and PW, embedding them within statutory duties and national guidance. Yet, achieving these aims in practice depends on addressing structural barriers, fostering collaborative environments, and ensuring that service users remain active partners in their own care. 
Recommendations and Conclusion 
Improving person-centred care (PCC) and partnership working (PW) requires sustained organisational commitment, structural reform, and investment in professional development. One recommendation is to expand interdisciplinary training focused on communication, shared decision-making, and relational practice, which research shows can strengthen collaborative cultures and reduce professional boundary tensions (O’Leary et al., 2012). Organisations should also adopt co-production approaches, involving service users directly in designing services, as evidence indicates that co-produced models enhance relevance, accessibility, and engagement (Batalden et al., 2016). Additionally, integrated digital systems could support more seamless information sharing, reducing fragmentation and improving continuity across health and social care providers (Greenhalgh et al., 2018). Policymakers should prioritise stable funding structures to enable long-term collaborative initiatives and ensure that PCC is achievable rather than aspirational.
In conclusion, PCC and PW remain central to delivering compassionate, coordinated, and effective care. While convincing evidence demonstrates their benefits, their implementation continues to be shaped by workforce pressures, organisational cultures, and disparities in power between professionals and service users. Embedding PCC and PW more firmly into practice requires valuing relational work, strengthening collaborative infrastructures and ensuring policy commitments are matched with practical resources. By addressing these systemic challenges, the health and social care sector can move closer to providing genuinely person-centred and integrated support. 
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