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Introduction
It is easy to agree with ideas like person-centred care and partnership working in theory. They sound reasonable, almost obvious. Of course, care should revolve around the individual and professionals should work together. But the moment you step into an actual care environment, especially something like a nursing home, those ideas become more complicated and harder to hold onto consistently.
There is a gap, sometimes subtle, sometimes obvious, between what policy promises and what practice delivers. In the UK, frameworks such as the Care Act 2014 and the Health and Care Act 2022 place strong emphasis on individual wellbeing and integrated services. Yet everyday care is shaped by time pressures, staffing levels, and human judgment. So the question is not whether person-centred care (PCC) and partnership working (PW) are valuable. They clearly are. The real question is how they actually function together, and what gets lost along the way.
Person-Centred Care: Meaning, Benefits and Limitations
Person-centred care is often described as care that respects and responds to the individual’s preferences, needs and values, ensuring that this guide all decisions (Coulter, 2016). That definition sounds clear enough, but in practice, it requires a shift in how care is delivered. It means moving away from seeing someone as “a dementia patient in room 12” and towards recognising them as a person with a life that existed long before care services became involved.
Angela Coulter argues that PCC involves treating patients as “equal partners” in their care, rather than passive recipients (Coulter, 2016). That idea of partnership is interesting because it blurs the line between PCC and broader collaborative care. It suggests that PCC is not just about kindness or dignity, but about power. Who makes decisions, and whose voice matters.
The benefits of PCC are well documented. It is associated with improved well-being, stronger relationships between staff and service users, and even greater cost-effectiveness (Ekman et al., 2011). In dementia care, for instance, small adjustments based on personal history can significantly reduce distress (Edvardsson, Winblad and Sandman, 2008). A resident who becomes agitated in the morning may not be “difficult” at all. They may simply be reacting to a routine that conflicts with their lifelong habits.
Still, PCC is not without limitations. One issue is that it assumes time and flexibility, both of which are often in short supply. Care environments tend to operate on routines. Meals are served at set times. Medication rounds follow strict schedules. Trying to personalise everything can disrupt these systems.
There is also a deeper tension. PCC promotes autonomy, but care providers remain responsible for safety. These priorities do not always align. Allowing a resident to walk independently might respect their autonomy, but it also increases the risk of falls. Deciding where to draw the line is not straightforward. It requires judgement, and sometimes that judgement varies between staff.
Some researchers have described this as a “paradox” of person-centred care. While it aims to empower individuals, it operates within structured systems that can limit genuine choice (Lloyd et al., 2017). In other words, PCC can be both transformative and constrained at the same time.
Theoretical Foundations of Person-Centred Care
Maslow’s hierarchy of needs is often used to explain PCC, and for good reason. It reminds us that human beings need more than physical care. They need belonging, respect and a sense of identity (Maslow, 1943).
In a nursing home, it is easy to focus on the lower levels of the hierarchy. Ensuring residents are fed, clean and safe. These needs are essential, but they are not sufficient. A resident may be physically well cared for and still feel isolated or ignored. That gap matters.
At the same time, Maslow’s model has its limitations. It presents needs as a hierarchy, suggesting that basic needs must be met before higher ones become relevant. People often prioritise dignity or independence even when their physical needs are compromised. A resident might refuse assistance with personal care because they value privacy more than convenience. Maslow does not fully capture that complexity.
Another useful perspective comes from person-centred care frameworks that emphasise co-production and shared decision-making (Lloyd et al., 2017). These approaches suggest that care should be created collaboratively rather than delivered to a passive individual. This aligns with the idea that people are not simply recipients of care but active participants in shaping it.
This means, in practice, care planning must be informed by dialogue with residents, taking into consideration their preferences, life story, and personal values. These small actions can have a big impact on residents’ wellbeing. However, this may not be easy to achieve in practice because of the constraints of time. This further supports the need to foster a culture of individuality and relationship-based care.
Ethical Foundations of Health and Social Care
Ethics sits quietly beneath everything in health and social care. It is not always discussed openly, but it influences decisions constantly. The four principles outlined by Beauchamp and Childress (2019), autonomy, beneficence, non-maleficence and justice, provide a useful framework.
Autonomy is particularly relevant in PCC. It involves respecting the individual’s right to make decisions about their own life. However, autonomy is not absolute. It must be balanced with beneficence, acting in the person’s best interest, and non-maleficence, avoiding harm.
The Mental Capacity Act 2005 provides legal guidance on how to navigate these situations. It emphasises that capacity should be assumed unless proven otherwise and that decisions must be made in the least restrictive way possible. This sounds clear, but in practice, capacity can fluctuate, especially in conditions like dementia.
Justice, the principle of fairness, introduces another layer of complexity. Resources in health and social care are limited. Providing highly individualised care for one person may reduce the time available for others. Ethical practice, therefore, involves difficult trade-offs.
What becomes apparent is that ethical decision-making is rarely about finding the “right” answer. It is more about weighing competing priorities and making the most reasonable decision in each context.
Moreover, ethical dilemmas may be subject to the viewpoints and philosophies of both the professional and the service user. These may not necessarily be the same. For instance, the user may choose to live in a way that the professional deems to be risky. This may cause tension between the two. Additionally, the user may be from a cultural background that may affect the decision-making process. This would then add more complexity to the situation. Moreover, the multidisciplinary team may not agree about what would be the “best” course of action. This would then call for compromise. Therefore, reflective practice would be essential in such a situation. The professional would be able to evaluate the situation and think of alternative courses of action. Ultimately, ethical practice is an ongoing process.
Evaluating Partnership Working
Partnership working is often presented as a solution to fragmented care. The idea is simple. If professionals communicate and collaborate effectively, care becomes more coordinated and efficient.
The Health and Care Act 2022 formalise this approach through integrated care systems. These systems aim to bring together health services, social care and community organisations to improve outcomes (Department of Health and Social Care, 2022).
Research supports the value of collaboration. It can improve patient outcomes, reduce duplication and enhance continuity of care (Reeves et al., 2017; Glasby and Dickinson, 2014). However, the reality is less straightforward.
Partnership working depends heavily on communication, and communication is often where things break down. Different professionals may use different systems, terminology or priorities. A healthcare assistant might notice a subtle change in a resident’s behaviour, but if that observation is not communicated effectively, it may be overlooked.
There is also the issue of hierarchy. Some voices carry more weight than others. Doctors and nurses are often seen as decision-makers, while healthcare assistants may feel less confident contributing, despite having valuable insights.
Interestingly, research suggests that partnership is not only formal but also informal. Relationships, trust and everyday interactions play a significant role in how collaboration actually functions (Wolf et al., 2017). This means that partnership working cannot be fully achieved through policy alone. It depends on culture.
Partnership Working in Practice
In a nursing home setting, partnership working becomes visible in everyday situations. Consider a resident whose behaviour suddenly changes. They become withdrawn, eat less and seem generally low in mood.
A healthcare assistant might notice this first. That observation is passed to a nurse, who may arrange a GP review. Family members might then provide context, perhaps the resident recently experienced a loss or significant change.
Each person contributes a piece of understanding. Without that collaboration, the situation might be misinterpreted as a purely clinical issue. Instead, it becomes clear that emotional factors are involved.
This example highlights an important point. Partnership working is not just about professionals. It includes families and, where possible, the individuals themselves. Their input often changes the direction of care.
However, these processes rely on effective communication. If information is delayed or incomplete, decisions may not reflect the full picture. In that sense, partnership working is both essential and fragile.
Policy and Legislation
The UK has significant legislation in place in support of both PCC and partnership working. For instance, the Care Act 2014 has placed wellbeing at the heart of care delivery, and the Health and Care Act 2022 has encouraged integration in service delivery.
The Mental Capacity Act 2005 has ensured that there is consideration of ethical principles in decision-making processes, especially in cases involving capacity.
The above frameworks have provided a robust foundation for the delivery of care. Nevertheless, it is important to note that even with the presence of supportive legislation, its implementation in practice is still questionable. This has been evident in various settings where there has been a disconnect between the legislative framework and its application in real-life situations. For instance, there have been situations where staff have acknowledged the legislative framework in place but have found it hard to apply it in situations due to various pressures. For instance, there has been a lack of time for communication, which is significant in the delivery of person-centred care. 
In addition, there have been situations where partnership working has been impacted by poor information-sharing mechanisms and professional roles, leading to fragmented care for service users. As a result, there has been a disconnect in the quality of service being provided to service users. Therefore, it is essential for organizations to consider various ways of addressing the challenges facing the delivery of quality care. For instance, there is a need for continuous training, leadership, and a culture that values partnership working. In addition, it is crucial for organizations to consider monitoring and evaluating the application of the principles in the legislative framework to ensure they are not only understood but also applied in real-life situations.
Recommendations for Future Development
Improving PCC and partnership working requires more than policy adjustments. It requires practical changes.
Staffing is a key issue. Without sufficient staff, PCC becomes difficult to sustain. Time is needed for meaningful interaction, and that time must be protected.
Training should also focus more on communication and ethical reasoning. Technical skills are important, but they are not enough. Staff need confidence to engage in collaborative decision-making.
Digital systems could improve information sharing, although they must be designed carefully to avoid becoming another barrier.
Finally, the role of healthcare assistants should be recognised more fully. They often have the most direct contact with service users and can provide valuable insights. Strengthening their role within teams could improve both PCC and partnership working.
Conclusion
Person-centred care and partnership working are central to health and social care in the UK. They are supported by legislation, reinforced by policy and widely accepted in principle.
Yet their implementation is shaped by real-world constraints. Time, resources and organisational culture all influence how these principles are applied.
What becomes clear is that PCC and partnership working are not separate ideas. They depend on each other. Person-centred care requires collaboration, and partnership working is most effective when it focuses on the individual.
Neither approach is perfect. Both involve challenges and compromises. 
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