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[bookmark: _Toc215250334]1.1.1 Historical Evolution and Theoretical Underpinnings

Person-centred care (PCC) represents a fundamental paradigm shift from the historical "biomedical model," which dominated healthcare for much of the 20th century. The biomedical model reduced the patient to a set of biological dysfunctions to be corrected by an expert practitioner (Forsgren et al., 2025). In contrast, PCC is rooted in the humanistic psychology of Carl Rogers, who, in the 1940s and 50s, challenged the prevailing psychoanalytic and behavioural traditions (Jain and Rubin, 2023).
Rogers posited that individuals possess an innate drive towards "self-actualization"—the realization of their full potential. He argued that for therapeutic growth to occur, three "core conditions" must be present: congruence (genuineness), unconditional positive regard (acceptance without judgment), and empathic understanding (Rogers, 1959; McLeod, 2023). In the context of modern UK health and social care, these conditions translate into a professional mandate to view the service user not as a passive recipient of care but as an expert on their own life, possessing the resources for their own recovery if provided with the right facilitative environment (Nursing and Midwifery Council, 2018).
While Rogers laid the psychological groundwork, the sociological and political dimensions of PCC have evolved significantly. The Picker Principles, developed through extensive research into patient experience, operationalize Rogers’ theory into eight tangible domains for healthcare delivery, including "involvement in decisions" and "support for self-care" (Picker Institute Europe, 2024). These principles recognize that high-quality care is defined not just by clinical efficacy but by the quality of the human interaction and the respect for individual preferences (Picker Institute Europe, 2024).



[bookmark: _Toc215250335]1.1.2 The Biopsychosocial Model and Maslow’s Hierarchy

To fully understand the necessity of PCC, one must engage with the biopsychosocial model, championed by George Engel. This model integrates biological factors with psychological states and social contexts, acknowledging that health outcomes are determined by a complex interplay of these domains (The Health Foundation, 2014).
Maslow’s Hierarchy of Needs provides a critical theoretical lens for applying this model in practice. Maslow argued that human motivation is hierarchical, with fundamental physiological needs (food, warmth, shelter) forming the base, followed by safety, belonging/love, esteem, and finally self-actualization (Maslow, 1943; HealthTeamWorks, 2025).
· Application in 2025: In the current UK context of the cost-of-living crisis, practitioners frequently encounter service users whose "higher-level" needs (such as engaging with preventative health advice) are eclipsed by "lower-level" deficits (such as fuel poverty or housing insecurity) (Jackson et al., 2021). A person-centred approach acknowledges that expecting a patient to focus on self-actualization (e.g., stopping smoking for long-term health) is futile if their safety needs (e.g., risk of eviction) are unmet.
· Critique: While valuable, Maslow’s model has faced criticism for its cultural specificity and rigidity. In many cultures, community and belonging may prioritize over individual esteem. Furthermore, in palliative care, individuals often prioritize spiritual self-actualization over physiological comfort, inverting the pyramid (McLeod, 2024). Thus, the astute practitioner uses Maslow as a guide, not a dogma, adapting it to the individual's unique value system (Sigma Medical, 2024).
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Despite its ubiquity in policy, PCC is not without its critics. Some argue that the concept is often reduced to a buzzword, with "surface-level" implementation that fails to address deep structural power imbalances (Forsgren et al., 2025). Additionally, the Rogerian emphasis on individual autonomy can be problematic in cultures that value collective decision-making or in situations of crisis (e.g., a pandemic or acute trauma) where paternalistic, expert-led intervention may be temporarily necessary to preserve life (McLeod, 2023). The challenge for the modern practitioner is to balance the ideal of PCC with the reality of resource constraints and clinical urgency (Forsgren et al., 2025).
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[bookmark: _Toc215250338]1.2.1 Defining Partnership in a Fragmented System

Partnership working is the strategic response to the fragmentation of services. In the UK, health (NHS) and social care (Local Authorities) have historically operated in "silos," with distinct funding streams, governance structures, and organizational cultures (Glasby et al., 2011). This fragmentation often leads to the "revolving door" phenomenon, where a patient is discharged from medical care only to deteriorate due to a lack of social support (NHS England, 2024).
Partnership is defined as a relationship where two or more parties share compatible goals, mutual respect, and a willingness to share risks and resources (Bridge Support, 2023). Theoretical models of partnership include:
· Networking: Loose information exchange.
· Coordination: Altering activities to achieve a common purpose.
· Collaboration: Enhancing the capacity of the other partner for mutual benefit.
· Integration: Merging structures and identities (Bridge Support, 2023).
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The theoretical justification for partnership is "collaborative advantage"—the idea that outcomes can be achieved together that no single agency could achieve alone (SCIE, 2023). This is particularly relevant for "wicked problems" like homelessness, substance misuse, or frail elderly care, which defy single-agency solutions. The Sefton Partnership provides empirical evidence of this, where collaboration between the NHS and the Voluntary, Community, Faith, and Social Enterprise (VCFSE) sector successfully reduced hospital readmissions by addressing non-clinical needs (NHS England, 2024).
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Despite the logic of collaboration, significant barriers persist in the UK landscape of 2024/25:
· Financial Competition: The "State of Integrated Care Systems 2024/25" report highlights that insufficient funding and the struggle to shift resources from acute to community settings remain dominant barriers (NHS Confederation, 2024).
· Cultural Dissonance: The medical model of the NHS often clashes with the social model of Local Authorities.
· Information Governance: Fear of breaching data protection laws often paralyses information sharing, despite the Caldicott Principles advocating that "the duty to share information can be as important as the duty to protect patient confidentiality" (Department for Education, 2023).
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The ethical landscape of UK health and social care is largely navigated using the framework of Principlism (Beauchamp and Childress). The four pillars provide a common language for analyzing dilemmas:
1. Autonomy: The right to self-determination. This principle has ascended to primacy in Western bioethics, underpinning the laws on consent and the rejection of paternalism (Sokol, 2008).
2. Beneficence: The duty to act in the patient’s best interest.
3. Non-maleficence: The duty to do no harm (primum non nocere) (Sokol, 2008).
4. Justice: The equitable distribution of benefits and burdens (distributive justice) and fair treatment (rights-based justice) (Sokol, 2008).
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The complexity of practice arises when these principles collide. A classic scenario involves a patient making an "unwise decision" (protected by Autonomy) that risks their health (challenging Beneficence/Non-maleficence). For example, a diabetic patient refusing amputation of a gangrenous limb (Wilkinson, 2017). Here, the practitioner must navigate the tension between preserving life (sanctity of life) and respecting the individual's values (quality of life).
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A critical addition to the ethical landscape in the wake of the Mid Staffordshire scandal is the Duty of Candour. Jointly guided by the NMC and GMC, this professional duty mandates openness and honesty when things go wrong (NMC and GMC, 2022). It requires an apology, an explanation, and support for the service user, fundamentally shifting the culture from "deny and defend" to "admit and learn" (Nursing and Midwifery Council, 2022). This aligns with the principle of Justice (the patient’s right to know) and is essential for maintaining public trust.
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The principles of PCC, partnership, and ethics are codified in a robust legislative framework that governs UK practice.
	Legislation
	Key Provisions & Impact on Principles

	The Care Act 2014
	Section 1 (Wellbeing Principle): Places a duty on local authorities to promote individual wellbeing, defined broadly (e.g., dignity, control). Explicitly states there is no hierarchy of needs and the individual is best placed to judge their wellbeing (Department of Health and Social Care, 2014; Lancashire County Council, 2024).

Section 42 (Safeguarding): Mandates enquiry when an adult with care needs is at risk of abuse/neglect (including self-neglect) (Hampshire Safeguarding Adults Board, 2022).

	Health and Care Act 2022
	Integration: Formally established Integrated Care Systems (ICSs), creating statutory Integrated Care Boards (ICBs) and Integrated Care Partnerships (ICPs) (Department of Health and Social Care, 2022).

Aim: To remove barriers to partnership, facilitate joint funding, and improve population health outcomes (The King's Fund, 2022).

	Mental Capacity Act 2005 (MCA)
	Autonomy & Protection: Provides the legal framework for decision-making. Key principles include the presumption of capacity and the right to make unwise decisions (SCIE, 2017).

Best Interests (Section 4): Requires decision-makers to consider the person’s past wishes and feelings, not just medical necessity (BMA, 2025).

	Data Protection Act 2018 / GDPR
	Information Sharing: while protecting privacy, it allows for sharing data for "direct care" and "safeguarding," supporting partnership working (Department for Education, 2023).
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[bookmark: _Toc215250347]2.1 Implementing Principles in Complex Scenarios

To demonstrate how these principles improve patient care and address challenges, we must examine real-world applications where theory meets the complexity of human life.

[bookmark: _Toc215250348]2.1.1 Case Study A: The Sefton Partnership (Successful Integration)

Context: Hospital discharge is a critical pressure point in the NHS, often delayed by non-clinical factors (e.g., lack of home support).
Action: The Sefton Partnership integrated the NHS, Local Authority, and the Voluntary Sector (Sefton CVS/Carers Centre) into a holistic discharge service (NHS England, 2024).
· Person-Centredness: The service focused on "what matters to the patient"—often practical concerns like "who will feed my cat?" or "is the heating on?" Addressing these anxieties (Maslow’s safety needs) facilitated faster, safer discharge (Nuffield Trust, 2011).
· Partnership: By leveraging the VCFSE sector, the partnership accessed resources (volunteers, community grants) unavailable to the NHS. The outcomes were significant: a readmission rate below 5% and over £250,000 in financial benefits secured for patients (NHS England, 2024).
· Impact: This example illustrates that partnership working acts as a force multiplier for person-centred care. The NHS treats the condition, but the partnership treats the life, resulting in improved flow (efficiency) and wellbeing (quality).

[bookmark: _Toc215250349]2.1.2 Case Study B: Safeguarding Adult Review - 'Nigel' (Failure of Integration)

Context: 'Nigel' (pseudonym from a West Berkshire SAR) lived in self-neglect with necrotic wounds and squalid conditions. He refused care and eventually died (Berkshire West Safeguarding Adults Board, 2021).
Analysis of Failure:
· Misapplication of Autonomy: Professionals accepted Nigel’s refusal of care as an expression of autonomy (MCA Principle 3) without sufficient "professional curiosity" to explore why he was refusing (e.g., trauma, executive dysfunction) (Berkshire West Safeguarding Adults Board, 2021).
· Silo Working: The review found that agencies worked in isolation. Housing saw the squalor; Health saw the wound. No one connected the dots to see the pattern of high-risk self-neglect. This represents a catastrophic failure of partnership working (Berkshire West Safeguarding Adults Board, 2021).
· Improving Practice: Future practice must utilize Multi-Agency Risk Management (MARM) meetings. When a patient refuses care that is critical for life (Beneficence), the ethical response is not to walk away but to engage in "negotiated autonomy"—building a relationship (PCC) to find acceptable compromises, sharing risk across the partnership rather than leaving it with the individual or a single professional (Hampshire Safeguarding Adults Board, 2022).
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Current policies provide tools to navigate these challenges. The NICE Guidelines on Shared Decision Making and the Personalised Care Institute frameworks emphasize:
· Teach-Back Method: To ensure information is understood (addressing communication barriers) (Health Policy Partnership, 2015).
· Care Planning: Moving from reactive care to proactive, anticipatory care plans (e.g., ReSPECT forms) that document patient wishes before a crisis (Resuscitation Council UK, 2022).
By embedding these tools, practitioners can operationalize the Picker Principles—specifically "involvement in decisions"—ensuring that even in complex systems, the individual remains the architect of their own care (Picker Institute Europe, 2024).
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Reflective practice is the engine of professional competence. It transforms raw experience into learning and wisdom. In the UK context, regulators like the NMC and HCPC mandate reflection as a condition of registration (Nursing and Midwifery Council, 2024).
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To structure this reflection, two models are paramount:
· Gibbs’ Reflective Cycle (1988): A structured, iterative process (Description, Feelings, Evaluation, Analysis, Conclusion, Action Plan) ideal for post-hoc analysis of specific events (University of Cumbria, 2020).
· Schön’s Reflection-in-Action (1983): The ability to "think on one's feet" during an interaction. This is the mark of the expert—modifying communication in real-time when noticing a patient’s confusion or distress (Coursebox, 2024).
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The following reflection utilizes Gibbs' cycle to analyze a common practice scenario involving the Mental Capacity Act.
Description: The practitioner was supporting 'Mark', a service user with a learning disability and Type 2 diabetes. Mark purchased a large quantity of sugary snacks for his birthday. The practitioner initially considered confiscating the items due to health risks but paused to reconsider.
Feelings: The practitioner experienced anxiety regarding the Duty of Care and fear of professional censure if Mark’s health deteriorated. This created an internal conflict between the desire to protect (paternalism) and the duty to respect choice (autonomy).
Evaluation: The positive aspect was the pause—preventing an immediate, authoritarian response. The negative aspect was the initial internal judgment, viewing Mark’s choice solely through a medical lens rather than a holistic one.
Analysis: This scenario highlights the tension between Safety (Maslow’s second tier) and Esteem/Belonging (Maslow’s third/fourth tier). For Mark, the social value of the birthday celebration outweighed the physiological risk (HealthTeamWorks, 2025). Legally, under the MCA 2005, Mark had the capacity to make this "unwise decision" (SCIE, 2017). The practitioner’s initial instinct was a legacy of the paternalistic model. A true person-centred approach involves supported decision-making—discussing the risks and perhaps negotiating a "middle way" (e.g., diet soda but regular cake) rather than enforcing a ban.
Conclusion: The practitioner learned that risk is subjective and that preserving the therapeutic relationship (PCC) is often more valuable for long-term health than winning a short-term battle over snacks.
Action Plan: In future, the practitioner will utilize Motivational Interviewing techniques to explore the patient's motivations and engage the wider multi-disciplinary team (Partnership) to develop consistent, non-punitive support plans.
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A critical self-assessment against the Skills for Health Core Skills Training Framework (CSTF) and the NMC Code reveals the following profile for the developing practitioner (Skills for Health, 2024).
Table 1: Comprehensive Skills Audit
	Skill Domain
	Current Competency Level
	Evidence of Strength
	Areas for Improvement
	Link to Principle

	Person-Centred Communication
	Competent
	consistently uses active listening; builds rapport effectively (Picker Principle 2) (Picker Institute Europe, 2024).
	Struggling with "Teach Back" techniques for complex medical information.
	PCC

	Partnership & Collaboration
	Developing
	Understands the roles of the MDT; attends huddles.
	Limited knowledge of VCFSE sector assets; rarely initiates referrals to non-statutory partners.
	Partnership

	Ethical Decision Making
	Developing
	Can identify basic ethical conflicts (Autonomy vs Beneficence).
	Lacks confidence in documenting formal Mental Capacity Assessments; hesitant in "Best Interests" meetings.
	Ethics / Law

	Safeguarding & Risk
	Competent
	Recognizes signs of abuse; knows the referral pathway.
	Needs to develop "professional curiosity" regarding self-neglect (as per 'Nigel' SAR learning) (Berkshire West Safeguarding Adults Board, 2021).
	Ethics / Safety

	Reflective Practice
	Competent
	Uses Gibbs cycle regularly for written assignments.
	Needs to develop Reflection-in-Action (Schön) to adapt during high-pressure moments (Schön, 1983).
	Professionalism
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To bridge the gap between current competency and expert practice, a SMART (Specific, Measurable, Achievable, Relevant, Time-bound) Personal Development Plan is proposed (SNHU, 2023; High Speed Training, 2024).
Table 2: Strategic Personal Development Plan (2025-2026)
	Goal
	Action Steps
	Resources Required
	Target Date
	Evaluation Method

	1. Master Mental Capacity Assessments
	1. Attend Level 2/3 MCA & DoLS training (Skills for Health, 2024).

2. Shadow a Best Interests Assessor (BIA) on 3 assessments.

3. Reflect on a complex case using the "two-stage test".
	Local Authority Training Hub; BIA Mentor.
	Oct 2025
	Successfully lead a capacity assessment under supervision; accurately document MCA forms 1 & 2.

	2. Enhance Integrated Working Capabilities
	1. Map the local VCFSE ecosystem (e.g., food banks, befriending services).

2. Spend a "spoke" day with a Social Prescribing Link Worker.

3. Present findings on "Community Assets" to the team.
	Local CVS Directory; ICS Partnership Board minutes.
	Dec 2025
	Increase in appropriate referrals to voluntary sector partners by 20%.

	3. Develop Advanced Communication Skills
	1. Complete "Advanced Communication Skills Training" (ACST).

2. Role-play "breaking bad news" and "challenging conversations".

3. Utilize the SBAR tool for all professional handovers.
	e-Learning for Health; Simulation Lab.
	Jan 2026
	Positive feedback from colleagues on clarity of handovers; increased confidence in advocacy.

	4. Deepen Understanding of Health Inequalities
	1. Analyze the local Joint Strategic Needs Assessment (JSNA).

2. Read the "State of Care" report 2024/25 (CQC, 2024).

3. Reflect on how social determinants impact my caseload.
	CQC Reports; Public Health England data.
	Ongoing
	Integration of socio-economic factors into all care plans (Biopsychosocial approach).
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As the UK health and social care sector evolves, the practitioner of the future must be agile, digitally literate, and system-aware. The move towards Integrated Care Systems requires professionals to look beyond their own organization and understand the wider "system of care" (NHS Confederation, 2024).
· Digital Ethics: With the rise of AI and remote monitoring, professionals must apply ethical principles to digital interactions—ensuring that technology enhances, rather than replaces, the human connection (PCC) (Puthenpurakal, 2024).
· Workforce Resilience: In a high-pressure environment, maintaining personal resilience is an ethical duty to oneself and one's patients. This requires a commitment to supervision and a rejection of the "hero narrative" in favor of sustainable, team-based working (Jackson et al., 2021).
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The principles of health and social care—Person-Centred Care, Partnership Working, and Ethics—are the DNA of high-quality practice. They are inextricably linked: one cannot be person-centred without being ethical; one cannot be ethical without working in partnership to secure the best outcomes.
· Person-Centred Care ensures that the system serves the individual, not the other way around, respecting dignity and diversity.
· Partnership Working ensures that the fragmented parts of the system cohere around the individual, providing safety and continuity.
· Ethics provides the moral courage to navigate the conflicts between these aims, ensuring that power is exercised with justice and compassion.
By internalizing these principles through rigorous reflective practice and continuous development, the health and social care professional transforms from a mere functionary of the state into a true agent of healing and support, capable of navigating the complexities of the 21st-century landscape with wisdom and humanity.
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