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1. Introduction
Person-centred care (PCC) and partnership working (PW) are important parts of modern health and social care practice in the UK. Both approaches aim to improve the quality of care, achieve better outcomes for service users, and encourage professionals to work together in an ethical and supportive way. UK laws and policies, such as the Health and Social Care Act 2012 and the Care Act 2014, highlight the importance of dignity, empowerment, teamwork between different services, and integrated care (DHSC, 2014; HM Government, 2012).
This report will critically discuss person-centred care and partnership working. It will explore the theories behind these approaches, the ethical principles that guide them, the relevant policies and legislation, how they are applied in practice, and recommendations for improving health and social care services in the future.
2. Defining Person-Centred Care (PCC)
Person-centred care is an approach that puts the individual at the centre of their own care and support. It means listening to people, respecting their choices, and involving them in decisions about their treatment and care plans (Kitwood, 1997; NICE, 2021). Instead of focusing only on a person's illness or condition, person-centred care considers the whole person, including their physical, emotional, social and psychological needs.
The Care Act 2014 supports person-centred care by promoting wellbeing, dignity, independence and personal choice (DHSC, 2014). In the same way, the NHS Constitution encourages healthcare professionals to treat people with respect and compassion, and to involve them in decisions about their care (Department of Health, 2021).
Benefits of Person-centred care (PCC)
Research has shown that person-centred care has many benefits for both service users and healthcare professionals. One of the main advantages is that it improves patient satisfaction and helps build trust between patients and healthcare providers. When individuals feel listened to and involved in decisions about their care, they are more likely to feel respected and valued (Ekman et al., 2011). This positive relationship can improve communication and encourage patients to openly discuss their concerns and preferences.
Another important benefit of person-centred care is that it can improve adherence to treatment plans. Patients are more likely to follow medical advice and continue treatment when they understand their condition and have been involved in decision-making about their care (Coulter and Oldham, 2016). Shared decision-making allows individuals to choose treatments that fit their personal values and lifestyles, which can lead to better long-term health outcomes.
Evidence also suggests that person-centred care can reduce unnecessary hospital admissions and improve overall health outcomes. By encouraging patients to take an active role in managing their own health, healthcare professionals can help people develop the knowledge and confidence needed to manage long-term conditions more effectively (The Health Foundation, 2016). This approach can improve self-management and reduce the need for emergency care and repeated hospital visits.
In addition, person-centred care promotes empowerment and independence. Empowerment means giving people more control over decisions that affect their lives and supporting them to make informed choices about their care (McCormack and McCance, 2017). This is particularly important in health and social care settings because it respects an individual's rights, dignity and autonomy. Coulter (2017) argues that person-centred care improves both safety and quality because patients become active partners in their care rather than passive recipients of treatment. Therefore, person-centred care not only benefits individual patients but also contributes to more effective and responsive healthcare services.
Limitations Principles of Person-centred Care (PCC)
Despite its many benefits, implementing person-centred care (PCC) presents several challenges in healthcare practice. Common barriers include time pressures in clinical settings, staff shortages, increased workloads, limited training in communication skills, power imbalances between healthcare professionals and service users, and insufficient organisational resources (McCormack and McCance, 2017). These factors can hinder the development of meaningful partnerships and reduce opportunities for shared decision-making.
Research suggests that organisational culture significantly influences the successful implementation of PCC. Healthcare organisations that are highly bureaucratic and task-oriented may struggle to embed person-centred approaches into everyday practice (Edvardsson, Fetherstonhaugh and Nay, 2010). Furthermore, organisational structures and resistance to change can limit the effectiveness of PCC interventions and reduce patient involvement in care decisions (Edvardsson, Sandman and Borell, 2014).
Critics also argue that PCC can become tokenistic if healthcare systems remain predominantly medically driven rather than genuinely collaborative. In such situations, patients may be encouraged to express their preferences but have little actual influence over decision-making processes, undermining the fundamental principles of person-centred practice (Koren, 2010).

3.Theoretical Model Underpinning PCC: Carl Rogers’ Person-Centred Theory
[image: ]A foundational theory underpinning PCC is Carl Rogers’ humanistic approach. Rogers (1951) proposed that individuals have an inherent capacity for growth and self-actualisation. He identified three core conditions for therapeutic relationships:
1. Empathy 
2. Unconditional positive regard 
3. Congruence (genuineness)                                   
These principles directly influence modern PCC practice, particularly in mental health, nursing and social work. 
Critical Evaluation
Rogers’ theory supports autonomy and empowerment, aligning strongly with ethical healthcare values such as respect and dignity. It promotes equality in professional-service user relationships and challenges paternalistic care models.
However, critics argue that Rogers’ theory may underestimate structural barriers such as poverty, inequality and institutional power dynamics (Tew, 2011). Additionally, in acute medical settings, time constraints can limit deep therapeutic engagement.
Nonetheless, Rogers’ humanistic theory remains influential in shaping relational, compassionate care models.
4. Ethical Fundamentals in Health and Social Care
Health and social care practice is guided by ethical principles derived from biomedical ethics (Beauchamp and Childress, 2019):
· Autonomy – Respecting individuals’ right to make decisions 
· Beneficence – Acting in the person’s best interest 
· Non-maleficence – Avoiding harm 
· Justice – Fair distribution of resources 
PCC strongly aligns with the principles of autonomy and beneficence. The Mental Capacity Act 2005 reinforces autonomy by ensuring that individuals are supported in making decisions unless proven otherwise (HM Government, 2005).
Ethical tensions may arise between autonomy and beneficence, for example, when service users refuse treatment. In such cases, professionals must balance risk, safety and legal obligations.
Furthermore, justice becomes increasingly significant in a resource-constrained NHS system, where rationing may limit personalised care.

5. Evaluating Partnership Working (PW)
Partnership working refers to collaborative approaches between professionals, organisations, service users and carers to deliver coordinated care (Glasby and Dickinson, 2014).
The Health and Social Care Act 2012 introduced structural reforms promoting integration across services (HM Government, 2012). More recently, Integrated Care Systems (ICSs) aim to enhance collaboration between NHS bodies, local authorities and voluntary organisations (NHS England, 2022).
Benefits of Partnership Working (PW)
Partnership working (PW) in health and social care brings several important benefits, especially for people with long-term conditions or complex needs. One key benefit is improved continuity of care, meaning service users receive more consistent support across different services rather than experiencing gaps or repeated assessments. This helps build trust and improves overall care quality.
Another advantage is reduced duplication of services. When agencies work together effectively, they can share information and coordinate roles, so service users are not repeatedly assessed or given the same support twice. This also saves time and resources.
Enhanced communication between agencies is also a major benefit. Good information sharing among health professionals, social workers, and other service providers helps ensure that everyone involved understands the individual’s needs and care plan.
PW also supports a more holistic approach to care. This means professionals consider a person’s physical, emotional, and social needs together rather than focusing on just one area. This is especially important for individuals with complex needs.
Finally, partnership working improves safeguarding by ensuring that concerns about abuse or neglect are identified and acted on more quickly through coordinated responses.
Glasby and Dickinson (2014) argue that partnership working leads to better outcomes, particularly for individuals with chronic illness or complex social needs
Limitation of Partnership Working (PW)
Despite strong policy support for partnership working, several challenges can still affect how well services work together in practice.
One major issue is professional hierarchies. This happens when some professionals (for example doctors) are seen as more important than others, which can reduce teamwork and make it harder for all voices to be heard equally. As a result, decision-making may become unbalanced.
Communication breakdowns are also common. If information is not shared clearly or in a timely manner between services, it can lead to delays in care, misunderstandings, or even missed risks. This is closely linked to information-sharing barriers, where organisations may struggle to share data due to confidentiality concerns or incompatible IT systems.
Funding disputes between agencies can also create tension. Different organisations may compete for limited resources, which can slow down joint working or cause disagreement about who should pay for certain services.
Conflicting organisational priorities are another challenge. For example, one service may prioritise cost savings while another prioritises patient well-being, making it difficult to agree on shared goals.
The Francis Report (2013) highlighted that poor communication and weak coordination between services contributed to serious failures in patient care at Mid Staffordshire NHS Foundation Trust. This shows how breakdowns in partnership working can have serious consequences for patients.
6. Application of Partnership Working in Practice: Adult Safeguarding
Adult safeguarding under the Care Act 2014 is a good example of partnership working in practice. It involves different organisations working together to protect adults who may be at risk of abuse or neglect. These organisations include NHS services, local authorities, police, social workers, and voluntary groups. Each one has an important role. For example, health services can identify signs of harm, social workers assess care needs, and the police deal with criminal cases.
Safeguarding Adults Boards (SABs) help ensure that all agencies work together in a planned and organised way. They share information, coordinate actions, and improve safeguarding practice across services (DHSC, 2014).
Safeguarding also links to person-centred care because professionals must balance protecting people from harm while still respecting their choices and independence.
However, problems can still happen. Research shows that poor communication between agencies and unclear responsibilities can lead to delays or failures in protecting adults (Preston-Shoot, 2020).
7. Policy and Legislative Context
Several UK policies underpin PCC and PW:
· Care Act 2014 – Promotes wellbeing, safeguarding, partnership working 
· Health and Social Care Act 2012 – Introduced integrated care reforms 
· Mental Capacity Act 2005 – Protects decision-making rights 
· NHS Long Term Plan (2019) – Emphasises personalised care and integration 
· Equality Act 2010 – Promotes non-discrimination and equitable access 
These frameworks demonstrate government commitment to person-centred, integrated services. However, austerity measures and funding pressures have limited full implementation (Charles, 2022).
8. How Person-Centred Care (PCC) and Partnership Working (PW) Work Together
Person-centred care (PCC) and partnership working (PW) are closely linked because both aim to improve the quality of care and meet the individual needs of service users. PCC focuses on treating people with dignity and involving them in decisions about their care. However, to provide truly person-centred care, different professionals and organisations need to work together effectively (NHS England, 2024).
For example, a person living with dementia may need support from a GP, social worker, family members, and community services. By working together, these professionals can create a care plan that meets the person's physical, emotional, and social needs. This joined-up approach helps ensure that care is consistent and tailored to the individual.
Without partnership working, person-centred care can become fragmented because services may not communicate effectively. Similarly, without person-centred care, partnership working may focus only on procedures and policies rather than the needs and wishes of the individual (Glasby and Dickinson, 2014).
9. Recommendations for Future Development in the UK
Several changes are needed to improve person-centred care and partnership working in the UK. First, there should be increased funding for integrated services so that health and social care organisations have enough resources to work together effectively. Second, mandatory inter-professional education would help professionals understand each other's roles and improve teamwork.
Investment in digital information-sharing systems is also important because it allows services to share information safely and quickly, reducing delays in care. In addition, there should be stronger service-user co-production, meaning patients and families should be involved in designing policies and services that affect them.
The workforce also needs regular training in communication skills and cultural competence to ensure care meets the needs of people from diverse backgrounds. Finally, better evaluation frameworks are needed to measure whether integrated care systems are improving outcomes and delivering high-quality services (NHS England, 2022).
Although many policies support integrated care, future reforms must move beyond policy statements and focus on practical actions and measurable improvements in service delivery (Charles, 2022).
10. Conclusion
Person-centred care and partnership working are fundamental components of contemporary UK health and social care policy. Rooted in humanistic theory and ethical principles, PCC promotes dignity, autonomy and empowerment. Partnership working enhances coordination and holistic support.
However, implementation remains challenged by structural, financial and cultural barriers. While legislation such as the Care Act 2014 and Health and Social Care Act 2012 provide strong frameworks, ongoing investment and cultural transformation are required.
For PCC and PW to succeed fully, they must be embedded not only in policy but in everyday professional practice. 
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