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1. Introduction

There is a fundamental difference between the principles of person-centred care (PCC) and partnership working (PW) in today's health and social care policy in the UK, but there is also disagreement about how these principles are interpreted in practice (NHS England, 2019). This report is a critical analysis of both concepts, their theoretical and ethical foundations, and implementation in ICMHS. In theory, PCC and PW are mutually reinforcing, however, structural, cultural and resource barriers limit their implementation, which is hidden behind policy language (Figure 1). The report sets out to define PCC, to consider Kitwood's personhood theory, and to examine how ethics are developing in work with PW, to explore policy and legislation, and to provide recommendations that are grounded in evidence and can be measured for change and that is more than just rhetoric (Soofi, 2021).
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Figure 1: Conceptual framework: how PCC and PW interact

Source: (Soofi, 2021)

2. Defining Person-Centred Care

PCC ensures that people are at the heart of the decisions regarding their care and that they are supported to have the greatest autonomy over such decisions possible. It advances the shift from a task-based, disease-driven model of care to a relational, preference-based, lived experience model of care (Lombard, 2024). Yet, it is not universally understood in the English care provision and the on-going lack of clarity poses challenges when it comes to implementation and evaluation.

The advantages have been well established – higher satisfaction, dignity and engagement, improved health outcomes. The person centred experiential counselling for depression for Long Covid was an NHS service evaluation that found an 83.87% recovery rate compared with a target of 48% set by NHS England and very large effect sizes for the reductions seen in depression and anxiety (Figure 2a). This implies that for PCC to be beneficial, which can be hoped for, it needs to be done with fidelity, but service evaluations can not be extrapolated to community mental health environments. PCC is also associated with lower inequalities, as service to individual needs is more likely to address the needs of diverse marginalised groups (NHS England, 2025a). 

The restrictions are as significant as the regulations. Relational practice is destroyed by time pressure and resource constraints, particularly when being able to complete a task is emphasized. Autonomy can be at odds with protection, if the person is not capable; cultural norms can be a barrier to expressing preference; and results are difficult to measure, leading to tokenism in which PCC language is used without altering practice (McArdle, 2024). This gap is captured nationally in the Care Quality Commission's 2025 Community Mental Health Survey (12,319 respondents): only 23% of participants were not part of (or had no knowledge of) a care plan and only 22% did not feel supported in making decisions about their care plan (Figure 2b). McArdle believes that without an organisational context that supports it, PCC is unable to survive, and if it fails to receive systemic support, then it could become merely a rhetorical tool and not a transformative practice (CQC, 2025).
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Figure 2: (a) Recovery rate in an NHS Long Covid counselling evaluation against the NHS England target. (b) Shortfalls in involvement in care

Source: (CQC Community Mental Health Survey 2025)  

3. Theoretical Foundations: Kitwood's Personhood Theory

Kitwood's personhood theory provides an important basis for the development of PCC. Rogerian ideals of true contact came through later on and he took to the notion that every human person from any age or disability was worthy of respect. His model is a relational model of personhood and 'personhood' is given through social relationships not just to the person (Terkelsen, Petersen and Kristensen, 2020). He described what he termed “malignant social psychology” as behaviours that de-personalise people, as a significant cause of suffering in dementia and made person work the therapeutic answer. It has ethical clarity and applications that are down to earth. It recognizes dignity as being at the core of care, has influenced and influenced international dementia care standards and training and has been rolled out beyond adult social care. It has several drawbacks, though. Some critics say that the Cartesian approach will serve to benefit critique, which may run the risk of undermining the functioning of the people Kitwood would like to free. There is also no empirical support for the theory, and it is challenging to apply the abstract concepts to measurable outcomes (Health and Care Act 2022). Further, its emphasis on the quality of the interpersonal relationships neglects institutional factors important in influencing the conditions of care, such as resource allocation and policy. Kitwood thus offers an absolutely necessary moral guidance system for the practice today that is only structured for use, however.

4. Ethical Fundamentals in Health and Social Care

Health and social care is underpinned by the four principles of biomedical ethics, which are highlighted in the codes of the NMC and HCPC, the principle of dignity, consent and duty of care. Overall, PCC's focus is on the person, not just a pathway to clinical outcomes: autonomy is central to shared decision-making, beneficence is the goal of promoting what's important to the person  (Beauchamp and Childress, 2019). The principles come into conflict in practice (Table 1). This kind of tensions can't be solved with the rules only, but with the use of contextual judgement, reflective practice, and strong ethical structures of organisations. Another risk is that focusing on individual preference increases inequalities if those who can best speak for their needs have access to more resources (Rahman and Appleby, 2024).

	Principle
	Meaning
	Tension in practice

	Autonomy
	Respecting the person's right to decide
	Conflicts with beneficence: Treatment which is recommended but not taken.

	Beneficence
	Acting for the person's good
	Avoids paternalism, professional and personal opinions of “good” differ. 

	Non-maleficence
	“First, do no harm”
	Information sharing may be at the expense of privacy amongst agencies.

	Justice
	Fair and equal treatment
	Population level cost effectiveness may be in conflict with individual requests.  


Table 1: Ethical principles and their tensions in PCC and PW

Source:  (Rahman and Appleby, 2024)

5. Evaluation of Partnership Working

PW refers to work amongst professionals, organisations and sectors (health, social care, voluntary and private) to co-ordinate and provide an integrated service. It is distinct from informal collaboration and from integration which is the structural amalgamation, by virtue of its self-sustaining, purposeful, co-operative activity for common goals.

On the theoretical side, PW draws on systems thinking, which acknowledges that health and social care issues are interdependent and can't be solved by any single agency, and on ecological approaches that focus on enabling the alignment between the individual, the organisation and the system (Morgan and Yaskey, 2023). Despite this, PW is still often believed to be beneficial, without strong supporting evidence.

These barriers are well known (Figure 1): poor professional boundaries; power differentials (with Parliamentary evidence from the NHS indicating that they are taking the lead in this partnership, and not social care); differing working cultures; lack of funding certainty (tending to drive competition rather than partnership); staff turnover; and IT and data governance concerns. Enablers are leadership, a shared vision, a shared governance system, a co-location system and strong information sharing protocols (UK Government, 2025). Local context influences implementation of policy which cannot be anticipated. Most crucially, PW is effective when based upon the presence of structural reorganisation with relational trust and mutual respect, not merely upon structural reorganisation alone.

6. Application of Partnership Working in Practice

PW as embodied in integrated community mental health services demonstrates the potential for, and the complexity of, PW. There is a multi-disciplinary team of mental health nurses, social workers, psychologists, psychiatrists, occupational therapists and voluntary organisations that can work together to support people with severe and enduring mental illness, whose needs are not just clinical but extend to social, housing, work and financial issues, all of which cannot be adequately addressed by one discipline alone (Morgan and Yaskey, 2023).

PW is done via a multidisciplinary meeting, shared care planning, joint assessment & co-location. Care Programme Approach (CPA) facilitates multi-agency working and integrated care systems (ICSs) under the Health and Care Act 2022 are set up as area based partnerships. In a qualitative enquiry into these reforms, there was a high level of commitment to reducing health inequalities but conceptual, cultural and capacity challenges were identified by leaders.

In PW, service users have a seamless pathway to move between the inpatient and community settings, service is not duplicated, and there is a coordinated response when in a crisis. Rather, they often find themselves retelling their story and unclear of the responsibility, too many times (CQC, 2025). There remains a power imbalance and the medical view is privileged over others, such as the social and psychological view of distress. In many services, service user involvement is more rhetorical than real, and achieving cultural and power shifts is difficult for coproducing services.

7. Policy and Legislative Framework

Policy and legislation are in place which incorporates PCC and PW but there is a gap between statutory duty and implementation reality. In addition to legislative and policy tools, continued investment in stewardship and organizational culture change is needed to create change (Health and Care Act 2022).

The Health and Care Act 2022 introduced 42 ICSs in England, which have duties to include the voices of patients in decision making about their care, to facilitate patient choice and to tackle inequalities in access and outcomes (Health and Care Act 2022). Whilst the Act outlines the framework for integration, it does not address some of the core funding pressures and the lack of workforce that hinder partnership working at the local level. The NHS Long Term Plan (2019) has made a commitment to personalised care becoming a ‘business as usual' with the Comprehensive Model of Personalised Care specifying six evidence-based components of personalised care and support planning, which include, shared decision-making, personalised care and support planning and social prescribing (NHS England, 2019). By 2023/24, Universal Personalised Care set itself the target of providing choice and control for 2.5 million people with regard to their mental and physical health (NHS England, 2019).

But the implementation of these pledges has not been consistent. The scale of the commitment made under the Universal Personalised Care plans in 2023/24 is outlined in Figure 3 but is a commitment, not a outcome, and the data from the CQC in Figure 2b indicates that there is a significant amount of work to be done to improve involvement (CQC, 2025). Time, training and organisational support is needed as personalised care is not something that many services have, (Rahman and Appleby, 2024).

Individual wellbeing is the keystone of the Care Act 2014, which also mandated the practice of Person Centred Approaches (PCAs) by local government (Care Act 2014). The MCA 2005 is the legislation that gives the law a framework for keeping decision making safe and allowing autonomy to operate in a protecting frame. (MCA 2005). However, resource scarcity, manpower shortage and cultural opposition remain a challenge in implementation. Importantly, evidence shows that legislative and policy mechanisms are not sufficient for change on their own, and will require ongoing and strong investment in skills and culture-building within the work force (McArdle, 2024).
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Figure 3: Universal Personalised Care: commitments for 2023/24

Source: (NHS England, 2019).  

8. Recommendations for Future Development

The following four evidence-based recommendations are presented:  

Recommendation 1: Include PCC and PW competency training in the professional programs. Integrate as essential skills that are systemised in practice based learning. Education interventions have been demonstrated and applied practice effect sizes are small (Terkelsen, Petersen and Kristensen, 2020). Limitations to barriers are the curriculum load and the lack of resources.

Recommendation 2: Set up integrated infrastructure for information sharing. ICSs need to consider investing in interoperable systems that adhere to data protection (Rahman and Appleby, 2024). One of the most common issues with operation is the lack of common systems. There are drawbacks such as privacy concerns and implementation time.

Recommendation 3: Create PCC outcome measures for general use. There should be validated standardised measures commissioned by NHS England (McArdle, 2024). To undermine accountability, current measurement challenges. There are aspects of person centredness that are not quantifiable.

Recommendation 4: Further increase the involvement of service users within the governance of ICS. Facilitate transition from consultation to real coproduction (Lombard, 2024). The study reveals that there are some capacity and commitment challenges (Rahman and Appleby, 2024). The process of coproduction can be time consuming.

8. Conclusion

This report has identified that PCC and PW are ethically critical and policy driven but limited by structural, cultural and resource issues that call for structural approaches. PCC is sensitive to dignity, but requires organizational support and effective outcome monitoring. While Kitwood provides me with an ethical basis, what is needed is to translate that into measurable practice, and then there are the tensions and the need for contextual judgement that Beauchamp and Childress (2019) have said that we need. Power imbalances, information silos, and financial uncertainty are barriers to PW implementation for complex needs. National survey data reveal the importance of this: 25% of people were not participating in care planning. Effective PW leads into PCC and PCC provides an ethical motivation for PW. This potential needs to be realised through a commitment to investment, cultural change and accountability which is not limited to talking.
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