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Introduction 
This report focuses on person-centred care (PCC) and partnership working (PW) within community-based supported living services for adults with physical disabilities in England. These services support people in their homes and in integrated primary care and specialist services, local authority services and resources, supported housing and community services. Good practice needs respectful relationships and coordination across services and agencies.
This report describes PCC, its benefits and limitations, and examines the social and medical models of disability. It applies the four ethical principles of autonomy, beneficence, non-maleficence and justice to a case study. PW is examined as a concept in relation to its benefits, limitations, and the specific context of the case study. The last sections focus on the relevant policy and legal frameworks and provide practice-based recommendations. The main point of this report is that PCC and PW are both needed and are interrelated. Personal choice is of limited value in fragmented services. PW frameworks contribute to person-centred practice, but only if the professional workers do not pre-determine the frameworks on the behalf of the person.



















2. Person-Centred Care: Definition, Benefits and Limitations
[bookmark: bm_pcc_def]2.1 Definition and core features
[bookmark: bm_pcc_ben]Person Centred Care (PCC) focuses on the individual being cared for and not their diagnosis, the service they access, the routines of the service, or the professional’s preferences. As described by Santana et al. (2018), it is a systems level approach to care that is built on the foundation of respect and communication, and the coordination of care and partnership. In the description by Håkansson Eklund et al. (2019), the common characteristics of PCC are respect and sensitivity, engagement, and shared decision-making and holistic focus, amongst others. PCC aims to provide care by considering the individual’s relationships, strengths, culture, the care communication methods used, the routines of the individual and the goals of the individual, amongst others. In supported living, it may mean the individual is able to choose when, and at times, if, care is provided. It may mean the individual is able to choose who is allowed to enter their home, what their employment or education goals are, and how the risks to their health are decided to be managed. Care plans should be developed with the individual, easily understood, and able to be amended as the individual’s needs and/or desires change. As described by McCormack and McCance (2017), true person-centred care relies on an integrated care approach with the person at the centre, and an appropriate and supportive care environment, and is not the result of individual staff attitudes alone.
2.2 Benefits and limitations
Trust, satisfaction, and engagement will be improved by PCC because plans once viewed as a form of control will now be viewed positively, since people are more likely to engage with plans that incorporate their priorities. Since decisions made together increase understanding and decrease treatment administered in the absence of consent, NICE (2021) states that practitioners should discuss options and their respective benefits, risks, and possible outcomes in a manner that gives individuals the opportunity to describe their priorities. NHS England’s personalized care model (NHS England, 2019) associates’ choice and control with self-management along with support from the community and personal health budgets.
PCC should not be understood as providing individuals with complete autonomy in their choices. Constraints on options may be a result of inadequate funding, an insufficient number of staff, inadequate housing, or the rights of other individuals. Additionally, an individual may prefer the more hazardous option. According to Fix et al. (2018), staff typically perceive person-centred practice as a more generalized form of practice, but there are many organizational pressures that cause practice to become routine. High staff turnover in supported living situations is a barrier to relationship building and causes individuals to have to continuously provide the same information. It is possible that digital planning tools improve relationship building, but they may become overly focused on task completion and may violate privacy. The gap between the values of PCC and the culture and systems of the organizations that have employed PCC is the most significant concern.



3. Theory Underpinning Person-Centred Care
[bookmark: bm_social]3.1 Social model of disability and PCC
[bookmark: bm_medical]The social model of disability is especially helpful for developing PCC. It shows the difference between impairment and disability and states that barriers disable people. As stated by Retief and Letšosa (2018), with the medical model, the problem is explained mostly in the individual, while in the social model, the problem is in the inaccessible environments and the socially inequitable environments. The barriers faced by a wheelchair user are likely to be more due to a lack of barriers, such as steps and inaccessible transport, as well as inflexible appointment systems and staff who only interact with the user's relative. The social model supports PCC because it requests services to remove barriers, as opposed to the individual having to adapt to the existing system. It also works against the dominance of professional power. The existence of a diagnosis should not equate to a determined goal, a determined level of competence or a lifestyle. Care planning should begin with the goal of the individual and only then identify the barriers and supports. The model is thus linked to independent living, advocacy, reasonable adjustments and positive risk-taking. The social model of disability is especially helpful for developing PCC. It shows the difference between impairment and disability and states that barriers disable people. As stated by Retief and Letšosa (2018), with the medical model, the problem is explained mostly in the individual, while in the social model, the problem is in the inaccessible environments and the socially inequitable environments. 
The barriers faced by a wheelchair user are likely to be more due to a lack of barriers, such as steps and inaccessible transport, as well as inflexible appointment systems and staff who only interact with the user's relative. The social model supports PCC because it requests services to remove barriers, as opposed to the individual having to adapt to the existing system. It also works against the dominance of professional power. The existence of a diagnosis should not equate to a determined goal, a determined level of competence or a lifestyle. Care planning should begin with the goal of the individual and only then identify the barriers and supports. The model is this linked to independent living, advocacy, reasonable adjustments and positive risk-taking.


3.2 Critical comparison with the medical model
The social model is undeniably valuable; however, it is also limited. Some impairments include elements such as pain and fatigue, which social change cannot address. The medical model remains relevant to diagnosis and treatment as well as rehabilitation and control of symptoms. The medical model has more to offer when there is a danger of professionals only seeing the individual’s condition and using their clinical power to disregard the individual’s preferences. Lawson and Beckett (2021) explain that the social and human rights models need to be seen together, as in order to remove barriers, rights need to be demandable. 
An equally weighted scheme proves more beneficial. Clinical knowledge should be one form of evidence and the individual involved makes active choices. The occupational therapist evaluates the client’s ability to transfer safely. However, the plan should also incorporate the client’s right to privacy and respect their level of independent functioning and their tolerance of risk. The contrasts are summarized in Table 1. The most robust PCC practice does not negate the role of medicine; rather, it ensures the client’s medical needs never become the all-defining characteristic of their person.
Table 1. Medical and social models in person-centred practice

	Area
	Medical model
	Social model
	Implication for PCC

	Main focus
	Diagnosis and impairment
	Social and environmental barriers
	Combine clinical evidence with the person’s goals.

	Source of difficulty
	Located mainly in the individual
	Created by inaccessible systems and attitudes
	Change both support and the environment.

	Professional role
	Expert who treats or manages
	Partner who removes barriers
	Share power and support informed choice.

	Main risk
	The person is reduced to a condition
	Pain or clinical need may be understated
	Use a balanced, rights-based approach.






[bookmark: bm_ethics]4. Ethical Fundamentals
[bookmark: bm_four]4.1 Applying the four principles.
[bookmark: bm_dilemma]Beauchamp and Childress (2019) describe four principles of health care ethics: autonomy, beneficence, non-maleficence, and justice. Autonomy concerns informed and voluntary choice. Beneficence is positive action to assist. Non-maleficence is the avoidance of preventable harm. Justice describes the appropriate and even treatment, respect, and resource distribution. There may be conflicts between these principles.
In supported living, autonomy requires that people have the right to accessible information, be provided with the time and communication resources they need and be supported to make their own choices. It is not autonomy to leave the individual without assistance. We need to be mindful of the individual’s definition of beneficence. We may value their safety over their privacy and right to make their own choices. Non-maleficence is the avoidance of both physical harm and the harm that may be caused by an unnecessary burden. Justice applies the appropriate and even treatment, respect, and resource distribution. Ethical reasoning must be clear, applicable, and reviewable.
4.2 Ethical dilemma in supported living
[bookmark: bm_pw]Imagine an adult who wants to cook independently. Imagine also that this adult has a history of falls. Staff and relatives believe this adult should not be allowed to cook at all. Staff and relatives believe that a complete ban will keep this adult 'safe.' There are, of course, short-term benefits to an outright ban on cooking. Potentially, the adult's risk will be reduced. However, this outright ban will have a negative impact on the adult's self-autonomy, self-confidence, and will inevitably have a negative impact on the adult's home life. The Mental Capacity Act of 2005 put an emphasis on the adult's right to make a choice, even if that choice is 'unwise.' The NHS guidelines strengthen the Mental Capacity Act by stating that the patient should be able to retain control and that the patient should not be 'protected' at the cost of all of their rights (NHS, 2023). In reality, McWilliams et al. (2024) state that the practice of assessing someone's mental capacity is actually very difficult and is heavily influenced by the factors of time, knowledge, and the particular organization.

Taking a middle of the road approach would require a capacity discussion focused specifically on the task of cooking, an assessment of the safety of the kitchen, the installation and use of safety equipment, and the provision of support during the times of day when the adult is at the greatest risk of injury from cooking, and an evaluation of these measures. Consent should govern the extent of information shared. In the absence of decision-making capacity,



5. Evaluation of Partnership Working
[bookmark: bm_pw_ben]5.1 Benefits of partnership working
[bookmark: bm_pw_chal]PW is a collective effort of the person, their family or advocate, healthcare and social care staff, housing and community care providers, local authorities, and voluntary organizations. NHS England (2022) argues that regarding planning and decision-making practices, partnership with people and communities must go beyond solicitation of feedback on completed steps. In the context of supported living, one professional cannot serve care and support needs with respect to health, housing, equipment, work, and social participation.
PW helps avoid the need for assessment multiple times, supports the identification of issues at an earlier point, and leads to clearer accountability. For instance, a shared plan may include a person’s clinical needs in the context of their wishes to return to work or keep social contacts. For this plan to be realized, the occupational therapist needs to recommend the right equipment, the GP needs to be willing to offer an ongoing care plan, the social worker needs to determine the supports he or she is eligible for, and the housing provider needs to ensure that the dwelling is physically accessible. Integrated Care Systems were made law to encourage cooperation among NHS bodies, local authorities, and others (Local Government Association, 2022). The result is consistency.
5.2 Challenges and practical application
[bookmark: bm_policy]A formal partnership structure does not necessarily lead to improved collaboration. Different organizations have different eligibility requirements, budgeting frameworks, wording, and documentation. When multiple organizations are involved, accountability can be diluted. Staff can withhold information due to uncertainty with their organization's framework for confidentiality or can overly disclose information without obtaining proper informed consent. According to the King’s Fund (2024), integrated systems need enhanced workforce and relationship building to transition from formal structural changes to functional changes.
As stated in the chosen setting, a named person, whose identity is known to all members, is required, as is a single accessible outcome-based plan. Each action is to be assigned an owner and a time for the plan to be reviewed. The person, and their advocate if they request one, are to be present at the meeting. Professionals are to write down the disagreement that is occurring instead of generalizing the disagreement as a “multidisciplinary decision.” Digital correspondence promotes integrative planning; however, access must be controlled and clearly defined. Staff turnover is a significant issue. According to Skills for Care (2025), there are ongoing challenges surrounding the recruitment and retention of staff in adult social care, affecting services and their ability to provide time for integrated planning. As a result, PW needs dependable staff, aligned systems, and a culture that treats the service user as an integrative planning partner, not a passive subject of professional discourse.




6. Policy and Legislation
[bookmark: bm_care]6.1 Care, capacity and person-centred duties
[bookmark: bm_equal]Wellbeing, prevention, and involvement, as articulated in the Care Act (2014), extend to all levels of adult care and support. Current guidance advises councils to consider dignity, control, and participation, as well as the relationships and accommodation, when applying the wellbeing principle (Department of Health and Social Care, 2025). In supported living, this will endorse the development of strengths-based assessment, and care plans concentrating on the outcomes of supported living and care, rather than the performance of day-to-day activities. However, the deprivation of legal rights may still occur if there are slow assessments, funding shortages, or a lack of services in the locality.
PCC is advanced by the Mental Capacity Act (2005) through the presumption of capacity, a case-by-case approach to capacity, the support of the person to decide, and the respect of unwise decisions. Its application and value are in the least restrictive systems. Capacity should not rest on a person’s disability, the way in which they communicate, or a diagnosis. In the CQC’s consent framework, services must obtain valid consent and support person-centred decisions (Care Quality Commission, 2024a). The safeguarding of choice in decision-making is undermined when risk-averse services limit the exercise of capacity.
6.2 Equality, human rights and integrated care
[bookmark: bm_recs]The Equality Act 2010 mandates that services do not discriminate and make reasonable adjustments. Physical accessibility of buildings and the provision of accessible communication, flexible appointment systems and the provision of different/easier types of equipment may be reasonable adjustments. CQC (2024b) outlines that care plans must incorporate physical, mental, emotional and social needs, including those needs associated with protected characteristics. The goal of equality is to ensure that individuals with the same needs receive the same service. However, different support may be needed to achieve that goal.
The Human Rights Act 1998 concerns an individual’s rights to dignity, liberty, and privacy, as well as their rights to their home and family life. These have special significance to the provision of paid support within an individual’s home. CQC (2023) refers to the intersection of human rights and person-centred care in the context of the rights of an individual, as the provision of care support is necessarily concerned with the imposition of restrictions on an individual’s right to care. The Health and Care Act 2022 establishes multi-PW Integrated Care Boards and Integrated Care Partnerships. While it creates the basis and opportunity for interconnected planning, plurality of pathways, legislation in and of itself cannot address conflicting and inadequate workforce planning.
Policy is supportive of PCC and PW when legal obligations have been established in a practical, formal, and consistent manner.




7. Recommendations
[bookmark: bm_conc]First, supported living providers and commissioners should develop a single care and support plan that people can co-produce. The plan can be accessed, edited, and shared with consent. A person should be assigned the responsibility of tracking the actions across health, social care, and housing. This would solve the issues of unclear responsibility and the need for people to continually describe their situation. However, this would require funded developments of systems that are secure and compatible.
Second, there should be joint training delivered that includes supported decision making, positive risk taking, disability equality, and the provision of accessible communication. The training should include the supervision of staff in a reflective way and should include the review of real cases. This is in contrast to brief online training that staff are often required to complete. The consistent staffing of teams should support the provision of training. This should also include the provision of training opportunities and the creation of time to engage in partnership work.
Third, services should incorporate goals related to control, participation, relationships, and confidence of those using the service, in addition to the goals pertaining to the safety of service users. Services should routinely review if adjustments were made, and if the person attended the review. This set of recommendations would require funding and leadership and are likely to be less of a burden than the additional paperwork that does not improve PCC.














8. Conclusion
PCC and PW have a strong relationship in the field of supported living. PCC focuses on capturing the individual, identity, values, and goals in the decision-making process. PW works to bring together all the relevant entities to the goals of the individual. The social model works to diminish the disabling barriers and the use of professional power and, although clinical knowledge is required, it works well with the social model. The provision of ethical practice demands a more reasoned and less instinctive approach to the safety versus choice issue. UK policies have developed into a strong framework under the duties of well-being, capacity, equality, and human rights, along with integrated care, but fragmentation, workforce shortages, and risk-averse cultures have limited the scope of new policies. The most viable and credible means of moving forward is planning in co-production with named coordination, accessible communication, and dedicated, stable staff, with evaluation against meaningful outcomes for the individual.
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