Student Name: Khair Un Nisa Sajid
Student ID :2432522
Course Title :Principles of health and social care practice(BMHP5016_BIRM)
Tutor Name : Rizwan Nadim



























Contents
Executive Summary	3
Introduction	4
Definition, Benefits, and Limitations of Person-Centred Care	5
Critical Examination of a Theory Underpinning PCC	6
Ethical Fundamentals of Health and Social Care	7
Evaluation of Partnership Working in Health and Social Care	8
Application of Partnership Working	9
Relevant Policy and Legislation	10
Recommendations for Future Development in the UK	11
Conclusion	12
References	13





















Written Assignment – Person Centred Care


[bookmark: _Toc235899231]Executive Summary
Person-centred care (PCC) and partnership working (PW) are foundational to high-quality, effective health and social care (HSC) in the UK.
Increasing demand arising from an ageing population, the existence of long-term conditions, workforce shortages and widening health inequalities has highlighted the need for integrated approaches that place individuals at the centre of care.
PCC places the individual at the heart of decision-making, respecting their values, preferences, and holistic needs (Picker Institute, n.d.). PW involves collaboration across professionals, agencies, sectors, and with service users to deliver coordinated support. (Care learning, 2025)
This report critically evaluates  the principles of PCC and PW within a UK health setting. It defines PCC, outlines its benefits and limitations, and critically examines Carl Rogers’ person-centred theory (adapted in dementia care by Tom Kitwood) as an underpinning model. 
The report will explore ethical fundamentals, evaluates PW, and explores its application in Integrated Care Systems (ICSs). Relevant policies like the Care Act 2014 and Health and Care Act 2022 are discussed. (Department of Health and Social Care, 2014,2022)
Finally recommendations are focused on strengthening integration, addressing barriers, and promoting co-production for sustainable future development.  
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Introduction
UK HSC faces significant challenges including an ageing population, multimorbidity, resource constraints, and health inequalities. People are living longer with multiple long-term conditions, requiring coordinated support from numerous HSC professionals.
Traditional models of care, which often operate in organisational silos, have been criticised for poor patient experience. As a result, government policy has increasingly promoted PCC and PW as tools for improving service quality, delivery and health outcomes.
PCC and PW address these by promoting individualised, collaborative approaches that improve outcomes, efficiency, and user experience. Rather than focusing solely on illness, this approach adopts a holistic perspective that considers psychological, emotional, cultural and social factors alongside physical health.
This report critically examines both concepts, evaluates their theoretical foundations, explores relevant legislation and analyses how they contribute to delivering high-quality health and social care within UK.  
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Person-centred care (PCC) is an approach that puts people at the heart of health and social services. 
Rather than viewing people as passive recipients of treatment, it recognises individuals as experts in their own lives, encourages active participation in care planning, and respects their needs, preferences, values, and contexts. 
The Picker Institute identifies several key elements including dignity, respect, personalised support, shared decision-making, and holistic focus (beyond medical needs to emotional, social, and cultural aspects). (Picker Institute, n.d.) 

The philosophy of PCC aligns with holistic healthcare. Healthcare professionals consider not only clinical symptoms but also wider determinants of health such as housing, employment, relationships, culture, spirituality and mental wellbeing. This holistic perspective enables interventions that address the individual rather than simply treating the disease. 
Research demonstrates the benefits of PCC, significant advantages such as improved health and wellbeing outcomes; greater self-esteem, autonomy, and quality of life; higher satisfaction and trust in services; better adherence to plans; reduced anxiety and hospital admissions; and enhanced staff morale through meaningful relationships. 
It supports prevention, independence, and cost-effectiveness by aligning care with what matters to the person. (Meranius, M.S. et al, 2020) 
However, despite these advantages, implementing PCC presents several challenges like,  potential increased costs and time (e.g., more personalised planning); challenges for those with limited decision-making capacity or complex needs (risk of dependency or exclusion); risk of staff compassion fatigue or burnout from deeper emotional engagement; and difficulties in scaling due to inconsistent terminology, resource demands, or cultural/organisational resistance. It may be less effective than structured approaches (e.g., CBT) for certain acute or severe conditions. (Meranius et al.,2020;Blom et al., cited in Meranius et al., 2020)
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The theoretical foundation most closely associated with PCC is Carl Rogers’ person-centred therapy (humanistic psychology, 1940s–1950s), emphasising three core conditions: unconditional positive regard (acceptance), congruence (genuineness), and empathic understanding. These foster a growth-promoting environment where individuals achieve self-actualisation. (Rogers, 1957) 
Rogers challenged traditional medical models by arguing that individuals possess an inherent capacity for personal growth, self-awareness and self-actualisation when supported within an appropriate therapeutic environment.
However, Rogers’ original theory was primarily developed within counselling and psychotherapy rather than healthcare systems managing complex physical illnesses, consequently, Tom Kitwood adapted this for dementia care, defining personhood as a status bestowed in relationships and social being. (Kitwood, 1997, p8)
His enriched model views dementia as influenced by neurological, psychological, and social factors (not purely biomedical). Key elements include positive person work (recognition, validation, facilitation) versus malignant social psychology (disempowerment, objectification). Dawn Brooker’s VIPS framework operationalises this: Valuing people, Individualised approach, Perspective of the person, Supportive social environment. (Brooker, 2007) 
The positives of this approach was that it empowers users, humanises care, and counters reductionist models. Evidence shows benefits for wellbeing, even in advanced dementia. It aligns with ethical autonomy and relational personhood.
However, some criticisms still exist such as, lacking structure for acute needs or severe cognitive impairment; resource-intensive; risks over-romanticising autonomy where capacity is limited. Implementation varies, and empirical measurement can be challenging. Nonetheless, it robustly underpins modern PCC by prioritising relationships and subjectivity.  
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Ethical Fundamentals of Health and Social Care
Ethical practice in HSC rests on principles proposed by Beachamp and Childress-autonomy (respecting choices and informed consent), beneficence (doing good), non-maleficence (avoiding harm), justice (fairness and equity), dignity, and respect. PCC embodies these by centring the person’s values, promoting shared decision-making (via Mental Capacity Act 2005), and ensuring care is compassionate and non-discriminatory (Equality Act 2010). (Beauchamp and Childress, cited in Meranius et al., 2020) 
Autonomy requires healthcare professionals to respect an individual’s right to make informed decisions regarding their own care. This aligns with closely with PCC where partnership working adds relational ethics—trust, collaboration, and accountability—while addressing power imbalances.
Beneficence refers to obligation to promote wellbeing of individuals and to act in their best interests. Within PCC, beneficence extends beyond treating illness to improving overall quality of life through holistic support.
Non-maleficence, which requires practitioners to avoid causing harm, requires the practitioner to deliver safe care involving, maintaining professional competence, adhering to evidence-based practice and recognising when interventions may contain unnecessary risk.
The principle of justice concerns fairness, equality, and equitable access to healthcare services. Within the NHS, justice requires services to be distributed according to need rather than socio-economic status, ethnicity or disability.
Ethical challenges include balancing individual autonomy (NHS England, n.d.) with resource limits or public health needs, managing confidentiality in multi-agency settings, and preventing exclusion of vulnerable groups. Codes like the NMC Code or professional standards reinforce these, requiring practitioners to prioritise people and act with integrity. 
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Evaluation of Partnership Working in Health and Social Care
Partnership working (PW) is collaboration between professionals, agencies, sectors (public, private, voluntary), service users, and communities to achieve shared goals, reduce duplication, and deliver seamless, holistic support. 
Rather than organisations operating independently, partnership working promotes multidisciplinary collaboration, interagency agreements, and co-production to improve outcomes. (Care Learning, 2025; Wildridge et al., 2004).
One of the greatest strengths of partnership working is its ability to address complex needs holistically. Many individuals require support from multiple services simultaneously, including primary care, hospitals, mental health services, housing providers and social care.
Collaborative working enables professionals to share expertise, reduce duplication of services and develop coordinated care plans that address the full range of an individual’s needs.
Effective PW requires clear shared purpose, defined roles, trust-building, and evaluation mechanisms.  
Overall, this leads to Improved coordination and outcomes; reduced hospital admissions; better resource use; holistic responses to complex needs; enhanced innovation and user empowerment; greater efficiency and staff satisfaction. (NHS England, n.d.; Local Government Association, 2018). 
Despite these advantages, PW presents several challenges. Organisational culture remains one of the most significant barriers. Different agencies often possess distinct priorities, governance structures, funding mechanisms and professional values, which can hinder effective collaboration. (Wildridge et al., 2004; Meranius et al., 2020).
Other limitations include, communication barriers; information-sharing issues (confidentiality vs. integration); power imbalances; and variable commitment. 
Evidence on health outcome improvements is sometimes mixed, though process and experience gains are clearer.  
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Application of Partnership Working
Integrated Care Systems (ICSs) ICSs, established under the Health and Care Act 2022, exemplify PW. They integrate NHS, local authorities, voluntary sectors, and communities to plan and deliver care around populations, emphasising neighbourhood-level collaboration. (NHS England, 2018) 
In practice, Integrated Neighbourhood Teams or multi-agency “huddles” bring GPs, social workers, community nurses, and VCSE partners together for proactive care of complex needs. 
For example, an older adult living with diabetes, heart failure and early dementia may require input from several professionals simultaneously. Rather than arranging separate appointments across different organisations, the multidisciplinary team shares information, agrees common goals and develops a single coordinated plan.
Benefits include reduced admissions (e.g., 14% in early Croydon data), faster discharges, and personalised plans. Challenges like data sharing are addressed via protocols and shared strategies. (Local Government Association, 2018). 
This setting demonstrates PCC + PW synergy: users co-produce plans within collaborative structures, aligning with triple aims (better health, quality, sustainability).
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Relevant Policy and Legislation

The development of PCC and PW has been supported by several important pieces of UK regulation and national policy
• Care Act 2014: Mandates person-centred assessment, care planning, prevention, and integration with health services. Emphasises wellbeing, individual involvement, and cooperation duties. (Care Act, 2014) 

• Health and Care Act 2022: Establishes ICSs and Integrated Care Partnerships for system-wide collaboration, placing partnership at the core and supporting public involvement. (NHS England n.d.). 

• CQC Regulation 9: Requires personalised, preference-based care.

• Other supports: Mental Capacity Act 2005, NHS Long Term Plan/10-Year Plan (personalised care, neighbourhood health), and personalised care agendas. (CQC n.d.) 
These policies shift from siloed to integrated, person-driven systems, though implementation varies due to funding and workforce pressures.
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Recommendations for Future Development in the UK
1. Strengthen Co-Production and Involvement: Mandate and resource meaningful user/carer involvement at all levels (design to delivery), building on Health and Care Act duties and VIPS principles. Expand lived-experience networks.  (Brooker, 2007; NHS England, n.d.)

2. Enhance Workforce and Training: Invest in joint training for PCC/PW skills (e.g., shared decision-making, cultural competence). Develop flexible, cross-sector roles and address pay/career disparities. (Skills for Care, n.d.)

3. Improve Integration Mechanisms: Reform commissioning (e.g., pooled budgets, Section 75 updates) for seamless neighbourhood teams. Prioritise data-sharing platforms while upholding GDPR/MCA. (Department of Health and Social Care, 2022)

4. Address Barriers and Inequalities: Targeted support for marginalised groups; robust evaluation of PW outcomes; mitigate corridor care and resource gaps through prevention focus. (Meranius et al., 2020) 

5. Sustainability and Measurement: Embed PCC/PW metrics (e.g., experience, personal outcomes) in CQC/ICS assessments. Scale successful models nationally with local flexibility. Aim for universal personalised plans and expanded personal health budgets. (NHS England, n.d.)

6. Policy Alignment: Update frameworks for emerging needs (e.g., multimorbidity, technology) while ensuring ethical safeguards.
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Conclusion
PCC and PW are interdependent: PCC provides the philosophical and ethical core, while PW supplies the structural means for delivery. Together, they drive better outcomes within UK policy. Realising full potential requires sustained investment, cultural shift, and adaptive leadership.
Although challenges including workforce shortages, resource limitations, organisational cultures and information-sharing barriers remain significant, current legislation and national policy continue to promote greater integration and collaboration.
The introduction of Integrated Care Systems represents an important step towards delivering seamless care that improves health outcomes while reducing inequalities.
Ultimately, achieving genuinely person centred and integrated care will require sustained investment in workforce development, digital innovation, collaborative leadership and meaningful co-production with service users and communities.
By prioritising relationships, co-production, and integration, the UK can build a more equitable, effective, and humane HSC system.
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