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Introduction   
Person-centred care has become a defining principle of contemporary health and social care within the United Kingdom. It reflects a paradigmatic shift away from paternalistic and professionally dominated traditions toward a model that emphasises autonomy, individuality, and shared decision-making. At its core, person-centred care recognises individuals as experts in their own lives, ensuring that care is shaped not only around clinical needs but also around personal values, lived experiences and aspirations (McCormack & McCance, 2017). This philosophical shift is reinforced by key national policy developments, including the No Decision About Me, Without Me agenda, which reframes service users as active partners rather than passive recipients of care.
In parallel, partnership working has become an essential mechanism for improving the coordination and quality of support delivered across diverse health and social care systems. The increasing complexity of service user needs, coupled with demographic pressures and the rise of long-term conditions, has highlighted the necessity of collaborative, multi-agency approaches. Partnership working aims to integrate expertise across organisational and professional boundaries to deliver holistic support that aligns with the principles of person-centred care (Glasby & Dickinson, 2014). 
Despite strong policy endorsement, both person-centred care and partnership working remain contested concepts in practice. Person-centred care is frequently criticised for being vaguely defined, operationally inconsistent, and difficult to measure in meaningful ways (Entwistle & Watt, 2013). Similarly, although partnership working is widely promoted in policy contexts, evidence suggests that the quality and depth of multi-agency collaboration vary significantly and may at times be superficial or symbolic rather than transformative (Crawford et al., 2002). These concerns highlight the need for critical evaluation to determine whether current approaches genuinely enhance care quality or whether they risk becoming rhetorical aspirations constrained by resource limitations and organisational fragmentation.
This report critically analyses the conceptual, ethical, and practical foundations of person-centred care and partnership working. It examines the theoretical models underpinning these approaches, evaluates their application within real-world health and social care settings, and explores their alignment with current UK policy and legislation. The report concludes with recommendations aimed at strengthening the future implementation of both person-centred care and partnership working in the UK. 
Person-Centred Practice Framework 
The McCormack and McCance Person-Centred Practice Framework (PCPF) is one of the most influential theoretical models underpinning person-centred care within UK health and social care settings. The framework conceptualises person-centred care as a complex interaction between individual practitioner attributes, care processes, and the wider organisational environment (McCormack & McCance, 2017). Unlike earlier models focused primarily on interpersonal communication, the PCPF emphasises that person-centred care is dependent on systemic conditions such as leadership, workplace culture, team relationships, and shared decision-making.
A key strength of the PCPF is its recognition that person-centred care cannot be delivered through practitioner skill alone. Preconditions such as professional competence, personhood, clarity of beliefs and values, and effective interprofessional relationships are central to its implementation (McCormack & McCance, 2017). This aligns with research showing that workplace culture significantly shapes the extent to which person-centred practices can be embedded. Manley et al. (2011) highlight that cultures characterised by shared values, open communication and supportive leadership are more likely to sustain person-centred practice, supporting the PCPF’s emphasis on organisational context.
The framework is also supported by empirical evidence demonstrating that person-centred care can improve outcomes for individuals and staff. Systematic reviews indicate positive impacts on wellbeing, satisfaction, and staff morale when person-centred practices are implemented effectively (Brownie & Nancarrow, 2013). Additionally, the framework’s focus on collaborative and respectful relationships aligns with broader literature on patient engagement, which argues that meaningful involvement enhances care quality and supports shared decision-making (Mead & Bower, 2000).
However, the PCPF has also been criticised for lacking practical specificity. The model outlines what person-centred care requires but gives limited guidance on how to operationalise these components within busy and resource-constrained environments. This concern is echoed by Luxford, Safran and Delbanco (2011), who found that organisational barriers such as poor leadership, fragmented systems and time pressures often obstruct attempts to embed person-centred approaches. Such findings highlight a gap between the theoretical aspirations of the PCPF and the realities of implementing it in overstretched services.
Additionally, some scholars argue that the framework assumes organisations have the capacity and stability to reform their cultures and processes. Yet chronic workforce shortages, high caseloads and financial pressures within UK health and social care systems often limit opportunities for the reflective practice and relational engagement required for person-centred care (Bridges et al., 2010). These constraints raise questions about the feasibility of fully implementing the PCPF without broader structural support and policy investment.
Ethical Fundamentals 
Ethical principles form the foundation of effective health and social care practice, shaping professional judgement, organisational behaviour, and the protection of service users’ rights. Central to ethical care are the four widely recognised principles of autonomy, beneficence, non-maleficence, and justice (Beauchamp & Childress, 2019). These principles inform both the philosophy and practice of person-centred care by emphasising respect for individual preferences, the promotion of wellbeing, the avoidance of harm, and equitable access to support.
Autonomy is especially significant within person-centred care, as it supports the individual’s right to make informed choices about their care. Contemporary UK policy, including shared decision-making initiatives, is closely aligned with this principle (Coulter, 2011). However, difficulties arise when individuals lack the capacity to make certain decisions. In such cases, practitioners must act in the person’s best interests under frameworks such as the Mental Capacity Act (2005). Yet research shows that “best interests” decisions can still reflect professional biases or risk-averse cultures rather than genuine person-centred values (Dunn, Clare & Holland, 2008).
Beneficence and non-maleficence further emphasise the need to act for the person’s good and avoid harm. While these principles appear straightforward, they become complex within resource-pressured services. Evidence indicates that heavy workloads, emotional strain, and organisational constraints often limit practitioners’ ability to deliver compassionate, person-centred support (Manley et al., 2011). Tadd et al. (2011) found that dignity an ethical cornerstone of person-centred care was sometimes compromised in acute NHS settings due to time pressures, competing priorities and systemic failings. Such findings highlight that ethical practice is heavily influenced by the organisational context, not simply individual behaviour.
Justice, the principle concerned with fairness and equality, is equally important. Ethical care requires that individuals receive equitable treatment regardless of disability, ethnicity, age, or socioeconomic background. However, persistent inequalities within UK health and social care suggest that this principle is not consistently upheld in practice (Braveman et al., 2011). Ethical decision-making therefore demands an awareness of structural disadvantage and the willingness to challenge discriminatory practices.
Beyond principles, virtue ethics also plays a significant role in health and social care. Gallagher (2013) argues that ethical practice depends on the character and moral virtues of practitioners such as compassion, honesty and integrity which shape how ethical principles are enacted in everyday interactions. This reinforces the idea that ethical, person-centred care requires not only policies and guidelines but also moral commitment and reflective practice.
Partnership Working 
Partnership working has become a central expectation within UK health and social care policy, driven by the increasing complexity of service user needs, the rise in long-term conditions and the demand for coordinated, integrated support. Partnership working refers to collaborative arrangements between professionals, agencies, sectors, and service users aimed at improving outcomes through shared responsibility, mutual respect, and joint decision-making (Glasby & Dickinson, 2014). While the concept is widely promoted in policy, its practical effectiveness is mixed, with benefits often accompanied by significant challenges.
A key strength of partnership working is its potential to deliver more holistic and person-centred care. When agencies collaborate effectively, individuals experience smoother transitions, reduced fragmentation and greater continuity in their care (Clarke et al., 2015). Research shows that interprofessional working can enhance communication, reduce duplication of services, and promote better health outcomes, particularly for individuals with complex or long-term needs (Atwal & Caldwell, 2006). These benefits align closely with the principles of person-centred care, as coordinated efforts enable practitioners to consider service users’ values and preferences across settings.
However, despite these strengths, achieving meaningful partnership working remains challenging. Evidence consistently highlights power imbalances between professions and organisations as a major barrier (Hudson, 2002). Medical dominance, hierarchical cultures and differing professional identities can hinder open communication and equitable decision-making within teams. Savage and Moore (2004) argue that interprofessional collaboration often fails when professions maintain rigid boundaries, resulting in conflict or resistance rather than cooperative practice.
Structural and organisational barriers further undermine effective partnership working. Fragmented commissioning, incompatible information systems, and variable resource levels between agencies can create tensions and limit shared working (Glasby & Dickinson, 2014). Atwal and Caldwell (2006) found that time pressures and unclear role definitions frequently impede teamwork, leading to confusion and reduced accountability. These issues can result in superficial forms of partnership working in which collaboration is promoted rhetorically but not consistently enacted in practice.
Cultural differences between organisations also contribute to inconsistent collaboration. Health services, social care, voluntary organisations, and private providers often operate with distinct philosophies, priorities, and performance expectations. Without shared goals and strong relational trust, partnership working risks becoming tokenistic, particularly when agencies are required to cooperate without adequate support or shared resources (Cameron et al., 2012).
Despite these challenges, partnership working remains essential to contemporary practice. Effective collaboration depends on shared values, clear communication, supportive leadership, and a willingness among professionals to negotiate boundaries. When organisations invest in relationship-building, joint training and integrated pathways, partnership working can significantly enhance both service quality and user experience. 
Policy and Legislation 
UK health and social care policy strongly endorses person-centred care and partnership working as core principles for modern practice. The Health and Social Care Act 2012 introduced major structural reforms designed to strengthen integration, patient choice, and multi-agency collaboration. Although the Act emphasised partnership working through Health and Wellbeing Boards and integrated commissioning, critics argue that increased marketisation and organisational fragmentation sometimes hindered joined-up care (Glasby & Dickinson, 2014).
The Care Act 2014 represents one of the clearest legislative commitments to person-centred care in adult social care. It places wellbeing, choice, prevention, and involvement at the centre of assessment and support planning, requiring local authorities to adopt a collaborative and outcomes-focused approach. Importantly, the Act mandates cooperation between health, social care, housing, and community agencies, providing a statutory foundation for partnership working. However, evidence suggests that financial pressures and workforce shortages have limited its consistent implementation (Wittenberg et al., 2019).
The Mental Capacity Act 2005 is also central to person-centred practice. It promotes autonomy through supported decision-making and the requirement to act in an individual’s best interests when capacity is impaired. The Act reinforces ethical principles of dignity and participation, although studies highlight variable understanding of the legislation and continued tensions around risk, safeguarding and empowerment (Dunn, Clare & Holland, 2008).
The Equality Act 2010 further underpins person-centred practice by prohibiting discrimination and requiring reasonable adjustments to ensure equitable care. This supports person-centred care by ensuring that services respond to diverse needs and protect vulnerable groups from disadvantage.
At policy level, the NHS Long Term Plan (2019) emphasises personalised care, integrated neighbourhood teams, and co-production, demonstrating a continued commitment to partnership working. NICE guidelines, such as NG97 on dementia and NG5 on personalised care, translate these aspirations into evidence-based practice standards, although their implementation is often constrained by local capacity and resourcing. Collectively, UK policy and legislation strongly endorse person-centred and collaborative care, yet persistent systemic pressures limit full realisation in practice.
Recommendations 
Future development of person-centred care and partnership working in the UK requires stronger integration, shared accountability, and sustained investment. First, clearer operational guidance is needed to support consistent implementation of person-centred principles. Evidence shows that without explicit frameworks, person-centred care risks becoming superficial or inconsistently applied (Kitson et al., 2013). Second, investment in the workforce is essential. Research highlights the importance of interprofessional training, reflective practice, and shared learning for effective collaboration (Reeves et al., 2017). Strengthening staff capacity can enhance both partnerships working and ethical, person-centred decision-making.
Third, digital integration must be prioritised to enable timely information sharing across health, social care, and voluntary sectors. Poor communication remains a major barrier to seamless partnership working (Cameron et al., 2012). Fourth, commissioning models should further embrace pooled budgets and shared outcomes, supporting more coordinated and less fragmented services. Integrated funding has been shown to improve continuity of care and reduce duplication (Glasby & Dickinson, 2014). Finally, co-production with service users and carers should be embedded throughout service planning. Studies indicate that meaningful involvement enhances service relevance, improves outcomes, and strengthens trust between organisations and communities (Ocloo & Matthews, 2016). These strategies collectively support a more equitable, person-centred, and collaborative health and social care system. 
Conclusion 
Person-centred care and partnership working remain central to UK health and social care policy, yet their success depends on overcoming organisational, cultural, and resource-related barriers. Evidence demonstrates that effective collaboration, strong leadership, and integrated systems are essential for embedding person-centred approaches in practice (Brooker & Latham, 2015). Achieving these goals requires sustained commitment to workforce development, co-production and structural reform to ensure genuinely holistic, coordinated and ethically grounded care. 
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