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Introduction 
This report will focus on the evaluation of person-centred care and partnership working. I will identify the main benefits and limitations of both practices. In my report, I will introduce relevant theory that fosters good practice in person-centred care and evaluate partnership working within the health and social care sector. I will also examine the relevant policies and legislation, including my own recommendations for further development of person-centred care and partnership working in the UK. 
Person-centred Care
Person-centred care begins with understanding the individual’s expressed and felt needs. Bradshaw distinguishes normative needs, felt and expressed needs. This is what people feel they need and request. In addition to comparative needs, benchmarking will often reveal gaps in a care plan. Subsequently, professionals can make adjustments to improve the outcome of an individual's care plan (Bradshaw, 1972). 
A person-centred approach prioritises expressed needs, ensuring care plans reflect what matters to the individual, not merely normative standards. Maslow’s hierarchy suggests that unmet physiological and safety needs undermine higher-level goals such as autonomy or esteem (Maslow, 1943). In practice, this means stabilising housing, pain, and food security to enable engagement in self-management and shared decision-making. Alderfer’s ERG theory refines this by allowing movement up and down between Existence, Relatedness, and Growth needs; frustration-regression explains why people may refocus on immediate basics when higher aims are blocked (Alderfer, 1969). 
Person-centred care acknowledges this fluidity by modifying its intensity and objectives in response to changing circumstances. In the UK, legal responsibilities concerning reasonable adjustments and collaborative care planning in community services put this approach into practice, leading to better satisfaction, compliance, and results (Department of Health & Social Care 2025).
Benefits and Limitations 
Benefits include enhanced patient experience and satisfaction as individuals feel listened to and respected in treatment and daily choices. Shared decision-making can boost adherence to care plans and self-management, which correlates with improved clinical outcomes in long-term conditions (Coulter & Oldham; NICE). Person-centred planning also improves safety by ensuring care aligns with what matters to the person, thereby reducing unnecessary interventions and communication-related errors (IHI). For staff and systems, it fosters greater engagement and lowers avoidable utilisation through better coordination and continuity (The Health Foundation). In social care, emphasising strengths and personal goals promotes independence, community involvement, and overall quality of life (SCIE).
Limitations include time and resource demands: meaningful conversations, care planning, and continuity require staffing, training, and flexible scheduling that many services lack (NICE). Documentation and measurement can drift towards checklists that miss genuine personalisation, creating “tick-box” person-centredness (The Health Foundation). Inequalities may persist if services do not address language, literacy, cultural differences, or digital access. People with fewer resources can be excluded from shared decision-making (WHO). Clinical complexity can challenge alignment between preferences and evidence, especially when risks are high or capacity fluctuates. Balancing autonomy with safeguarding and legal duties is difficult (GMC/NMC guidance). System incentives often prioritise input and targets over relational continuity, limiting sustained implementation (IHI; The Health Foundation).
Partnership Working 
Partnership collaboration ensures that the diverse needs identified from various perspectives are addressed cohesively. Both Maslow and Alderfer ERG emphasise that needs are multidimensional and cannot be fully met by a single professional. Multidisciplinary teams, Integrated Care Systems, and joint commissioning bring together NHS, local authorities, and voluntary sector organisations to address needs such as medication and housing. They also focus on related needs like family or carer support and community assets, as well as developmental needs like rehabilitation and employment. Bradshaw’s comparative need approach evaluates disparities across regions and groups, guiding resource allocation to areas with the greatest gaps (Bradshaw, 1972). Effective partnership work is characterised by clear roles, shared information, and coordination with individuals and families. This reduces duplication and facilitates smoother transitions, for example, from hospital to home.  and maintains continuity, all of which are indicators of quality within Donabedian’s process outcome framework (Medic Earth 2025).
Person-centred assessment identifies both felt and expressed needs alongside preferred outcomes. Partnership working involves coordinating the right agencies to simultaneously address existence, relatedness, and growth needs. Ethics helps manage trade-offs and ensures fairness. Incorporating these elements into frameworks such as co-produced pathways, carer involvement, and data-sharing agreements, and processes such as shared decision-making, MDT huddles, and ethical case reviews, with outcomes focused on experience, safety, and equity, enhances care quality across the UK. Crucially, applying need theories prevents a narrow biomedical focus: teams can tackle heat-or-eat dilemmas before pursuing more treatment, connect individuals with peer groups to meet relatedness needs that foster resilience, and foster growth through rehabilitation and vocational support. When care centres on whole-person needs, coordinated across partners, and guided by principled reasoning, it feels respectful, effective, and just.
Legislation and Policies 
Person-centred care and collaborative working in the UK health and social care sectors are grounded in a solid legal and policy framework. This framework, which covers the NHS, social care, and safeguarding laws, establishes responsibilities to involve individuals in decision-making, tailor support to their needs, uphold rights, ensure inter-service coordination, and safeguard those with limited capacity.
Health and Social Care Act 2012 and NHS Act 2006 (as amended). NHS bodies must secure services that promote the NHS Constitution’s commitments to dignity, compassion, and involvement; commissioners are under duties to involve patients and the public in planning and decisions about services (s.13Q, s.242) (NHS Act 2006; Health and Social Care Act 2012).
Health and Care Act 2022. Establishes Integrated Care Systems (ICSs) with legal duties on Integrated Care Boards and Partnerships to improve outcomes, tackle inequalities, and integrate services around people’s needs. The Act strengthens collaboration duties with local authorities and requires regard to the Triple Aim, embedding partnership working across health and care (Health and Care Act 2022).
The Care Act 2014 (England) is the fundamental social care legislation that emphasizes person-centered assessment tailored to the individual’s needs, outcomes, and wellbeing (s.1). It promotes co-production of care and support plans, considers prevention and individual strengths, and requires integration with the NHS and other partners (s.3). Additionally, it mandates duties to offer independent advocacy for those who find it difficult to engage (ss.67–68) (Care Act 2014).
Mental Capacity Act 2005 (MCA). Presumes capacity, requires all practicable support to enable decision‑making, and when capacity is lacking mandates best‑interest decisions that consider the person’s wishes, feelings, values, and those close to them. The MCA’s Deprivation of Liberty Safeguards are transitioning to Liberty Protection Safeguards (LPS) to streamline authorisations while keeping person‑centred safeguards (MCA 2005; DHSC 2022).
Equality Act 2010 and Human Rights Act 1998 mandate that services make reasonable adjustments and avoid discrimination to promote equal opportunities, which is fundamental to equitable, person-centred care. Human rights principles—such as respect for private life, liberty, and protection from degrading treatment—inform proportionate responses regarding risk, restraint, and safeguarding, thereby supporting personalised and minimally restrictive care (Equality Act 2010; HRA 1998). 
Benefits and Continuing Challenges
These policies and frameworks have advanced personalised care across the UK. They have increased the use of personalised care and support plans, personal budgets, and social prescribing, while strengthening legal support for co-production and clarifying responsibilities for integrated care. Despite this progress, several barriers continue to limit consistent implementation:
· Unequal access: Availability of personal health budgets, advocacy, decision-support tools, and culturally appropriate services differs considerably across regions and population groups. People with learning disabilities, serious mental health conditions, or limited English proficiency are particularly likely to experience barriers (NICE; CQC).
· Workforce pressures: Staff do not always have sufficient time, training, or continuity of relationships to deliver meaningful shared decision-making and personalised care planning (The Health Foundation).
· Fragmented information systems: Disconnected records and inconsistent approaches to consent make collaboration difficult across NHS services, social care, and voluntary-sector organisations (ICO; NHS Digital).
· Inconsistent application of the law: Practice under the Mental Capacity Act, including best-interests decisions and the use of least-restrictive options, varies between organisations. Risk-averse workplace cultures can also limit individual choice and control (CQC; DHSC).
· Misaligned incentives and measures: Funding and performance systems often prioritise service activity and throughput rather than outcomes that matter to individuals. Measures frequently focus on whether processes have been completed instead of evaluating their effect on people's lives (The Health Foundation).

Recommendations for Future Development in the UK
1. Establish personalised care as the standard funded approach
Funding and commissioning arrangements should require providers to implement the main elements of Universal Personalised Care. These include shared decision-making, personalised care and support planning, social prescribing, and personal budgets. Incentives should be linked to person-reported outcome and experience measures that assess progress towards each individual's priorities and goals (NHS England; The Health Foundation).
2. Improve legal implementation and protective safeguards
The future system for authorising restrictions on liberty should be clarified, properly funded, and supported by strong safeguards. This should include access to advocacy, meaningful involvement of families and carers, practical guidance for best-interests decisions, and regular auditing of least-restrictive practice (Mental Capacity Act 2005; DHSC).
Eligibility for independent advocacy should also be widened beyond existing statutory thresholds to ensure that more people can participate meaningfully in decisions about planning, treatment, and consent (Care Act 2014).
3. Strengthen workforce knowledge and provide protected time
Training in shared decision-making, personalised care planning, cultural humility, and trauma-informed practice should become a core requirement in both pre-registration education and continuing professional development. Service models should also give staff protected time to build relationships and support continuity of care within multidisciplinary teams (NICE; GMC; NMC; NHS England).
4. Address inequality through targeted action
Health and care services should be designed collaboratively with the communities they serve. Greater investment is needed in interpreting services, accessible communication, peer support, and community link workers. Public organisations should use the Public Sector Equality Duty to assess and openly report inequalities in access to personalised care and its outcomes (Equality Act 2010; NHS England).
5. Develop interoperable, person-controlled records
Shared care records should be made interoperable across NHS, social care, and voluntary-sector services. Person-held records should operate through clear consent and information-governance arrangements consistent with UK GDPR and the Caldicott Principles. Individuals and authorised carers should be able to read and contribute to records so that plans are developed collaboratively rather than written solely by professionals (ICO; National Data Guardian; NHS England).
6. Increase joint commissioning and pooled funding
Section 75 agreements and pooled-budget models should be expanded across priority areas such as frailty, complex disabilities, mental health, and end-of-life care. Funding should be linked to integrated, person-centred outcomes rather than the activity of individual organisations.
Integrated care systems and local authorities should jointly publish market-shaping plans developed with people who use services, carers, community representatives, and providers (Health and Care Act 2022; Care Act 2014).
7. Focus measurement on meaningful outcomes
Performance frameworks should place less emphasis on proxy indicators and process completion. Instead, they should use goal-attainment measures, personal-outcome tools, and narrative-based person-reported experience measures. Documentation should also be simplified to allow professionals to spend more time in meaningful conversations and less time completing repetitive forms (NICE; The Health Foundation).
8. Recognise and support carers as partners
Carers' legal rights to assessment and support should be implemented consistently. With the individual's consent, carers should be involved in care planning and receive appropriate access to relevant information and records. Integrated care strategies should include carers' outcomes and provide access to flexible breaks, training, and practical assistance (Care Act 2014; NHS England).


9. Define clear expectations for co-production
Statutory guidance should establish minimum requirements for co-production at individual, service, and system levels. Healthwatch should contribute to oversight, and CQC assessments should give greater importance to evidence of co-production and the achievement of personalised outcomes (DHSC; CQC).
10. Provide sustainable support for voluntary and community organisations
Voluntary, community, and social enterprise organisations should receive longer-term and proportionate commissioning arrangements for their roles in social prescribing, advocacy, peer support, and related services. Stable funding would preserve community resources, strengthen local partnerships, and embed these organisations more securely in personalised care pathways (NHS England).
Conclusion
UK legislation and policy increasingly make person‑centred care and partnership working a legal duty, not a discretionary ideal. The next phase should focus on consistent implementation: aligning incentives to personal outcomes, resourcing workforce capability and protected time, ensuring equitable access, and enabling interoperable, person‑held records. With these shifts, ICSs and local authorities can deliver on the statutes’ intent-care built around each person’s goals, coordinated across sectors, and measured by what matters to people and carers (NHS England; Care Act 2014; Health and Care Act 2022).
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