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Abstract:
This report provides a critical evaluation of the implementation of Person-Centred Care (PCC) and Partnership Working (PW) within the contemporary health and social care landscape of the United Kingdom. It explores the essential shift from the traditional medical model to a humanistic, social model of care, underpinned by theories such as Rogers’ humanistic approach and Kit wood’s concept of personhood. The analysis examines the ethical tensions inherent in balancing individual autonomy with safeguarding duties under the Mental Capacity Act 2005 and the Human Rights Act 1998. Furthermore, the report assesses the legislative evolution from the Care Act 2014 to the Health and Care Act 2022, highlighting the structural transition toward Integrated Care Systems (ICS).
Main findings indicate that while a robust legal framework for integration exists, systemic barriers, including professional silos, chronic underfunding, and technological fragmentation, continue to impede the delivery of truly person-led services. To address these challenges, the report recommends the mandatory implementation of unified digital health records, the expansion of pooled budgets through the Better Care Fund, and a commitment to inter-professional education to foster a collaborative culture across the multidisciplinary team
Introduction:
In the current UK climate, the demand for health and social care services is increasingly complex due to an aging population and a rise in multi-morbidities. Consequently, the shift toward Person-Centred Care (PCC) and Partnership Working (PW) is no longer a professional preference but a statutory mandate. This report explores the theoretical foundations of these concepts, evaluates the ethical dilemmas inherent in their application, and analyses the legislative frameworks that govern them. It aims to demonstrate that effective care is not merely the absence of disease, but the promotion of holistic well-being through collaborative, multi-agency practice.

Theoretical Frameworks: The Humanistic Paradigm Shift:

The underpinning of PCC is rooted in the transition from the "Medical Model" to the "Social Model" of care. Historically, the medical model prioritised diagnosis, clinical symptoms, and the "cure," often treating the patient as a passive recipient of expert intervention. In contrast, modern practice is founded on Carl Rogers’ (1951) Humanistic Theory. Rogers posited that for an individual to achieve self-actualisation and recovery, they require an environment characterised by unconditional positive regard, empathy, and congruence.

This theory is applied by recognising the service user as the "expert by experience." However, Rogers’ theory has been further refined for social care by Tom Kitwood (1997), particularly in the field of dementia care. Kitwood introduced the concept of "Personhood," arguing that institutional care often inflicts "malignant social psychology "a process where professionals unintentionally de-personalise the individual. To counteract this, PCC must prioritise the individual’s unique history, preferences, and social identity (Health Foundation, 2016).

Critical Analysis: While humanistic theories provide an ethical North Star, their application in high-pressure environments, such as acute hospital wards, is often challenged. The "medical model" remains dominant in emergency settings where rapid stabilisation is required. The challenge for the modern practitioner is "integrative practice" the ability to merge clinical expertise with a deep respect for the individual's personhood.

Ethical Fundamentals: The Tensions of Autonomy and Risk:

Ethical practice in health and social care is guided by the four pillars of bioethics: autonomy, beneficence, non-maleficence, and justice (Beauchamp and Childress, 2019). In a person-centred framework, these principles often exist in a state of tension.

Autonomy vs. Beneficence: PCC places the highest value on autonomy, the right of the individual to make their own choices. However, ethical dilemmas arise when a service user’s choice appears to conflict with their safety (beneficence). In such cases, the Mental Capacity Act (MCA) 2005 provides the legal framework for "Best Interest" decisions. Critically, capacity is "decision-specific"; a service user may lack the capacity to manage complex finances but retain the capacity to choose their daily care routine. Professionals must ensure that "Best Interest" assessments do not become a vehicle for "defensive practice" that unnecessarily restricts liberty (Human Rights Act, 1998).

The Dignity of Risk: PCC encourages "positive risk-taking." This concept acknowledges that over-protection can be as harmful as neglect, as it strips an individual of their independence. For example, allowing a service user with limited mobility to continue living at home (with support) involves a risk of falls (non-maleficence) but promotes their mental well-being and autonomy. Building on this, professionals must navigate the tension between the duty of care and the individual’s right to self-determination. To effectively implement the dignity of risk, practitioners must shift from a "safety-first" culture to one that weighs potential harms against the psychological cost of restricted freedom. When an individual is denied the right to make choices that involve risk, they often experience a loss of self-efficacy and a decline in quality of life, which can be viewed as a form of institutional harm.
Furthermore, supporting the dignity of risk requires robust Person-Centred Care (PCC) planning that documents the rationale behind specific risks. This ensures that the decision is not an act of negligence, but a deliberate, collaborative choice intended to enhance the user’s autonomy. For instance, in social work or healthcare, this might involve creating a "risk enablement" plan that identifies mitigation strategies, such as assistive technology for someone at risk of falls, without removing their right to live independently. By acknowledging that life is inherently risky, the dignity of risk framework protects the human rights of service users, ensuring they are treated as active participants in their own lives rather than passive recipients of protective services. This approach ultimately aligns with the Human Rights Act (1998) by upholding the right to liberty and private life.

Justice and Resource Allocation: While PCC advocates for tailored care, the principle of justice requires the fair distribution of finite resources. Glasby (2017) argues that the "personalisation agenda" is often compromised by local authority budget constraints, leading to a "postcode lottery" where person-centred outcomes are determined by geography and funding rather than clinical or social need.

Evaluation of Partnership Working (PW):
Person Centred Care and Partnership Working remain fundamental to the delivery of effective and ethical health and social care within the UK. While the Health and Care Act 2022 provide a strengthened framework for integration through Integrated Care Systems, significant structural and cultural barriers continue to limit its full realisation in practice. This report has clearly demonstrated that the central challenge is not the absence of policy, but the gap between legislative ambition and operational capacity. Moving forward, achieving genuinely person-led care will depend on sustained investment, workforce development, and a fundamental cultural shift towards shared accountability across organisational boundaries. Without these changes, the aspiration of truly holistic, integrated care will remain only partially fulfilled.
Partnership working is defined as the collaborative effort between professionals, agencies, and service users to achieve shared outcomes (Dickinson and Glasby, 2010). It is the operational vehicle through which PCC is delivered.

The Multidisciplinary Team (MDT): Effective PW requires a "flat hierarchy" where the input of the Social Worker, the Occupational Therapist (OT), and the Nurse carries equal weight. Historically, the "Medical Consultant" held the most power in care planning, but modern integrated care requires a move toward "Shared Decision-Making" (SDM).

Barriers to PW: Professional "silos" remain a significant hurdle. Cultural differences between the NHS (free at the point of use, medically led) and Social Care (means-tested, social-model led) often create friction. Furthermore, technological fragmentation prevents seamless information sharing. If a GP cannot access a Social Worker’s assessment regarding a patient's home safety, the "person-centred" picture remains incomplete, leading to fragmented and potentially unsafe care (NHS England, 2019).

Practical Application: Case Study of Hospital Discharge:

To evaluate the practical application of PW and PCC, consider the "Home First" discharge model for a service user ("Mrs. B") with early-stage dementia and a recent hip fracture.

In this scenario, PW is seen through the interaction of the MDT. The Acute Medical Team ensures clinical stability, while the OT and Physiotherapist assess the home environment for safety. Simultaneously, the Social Worker conducts an assessment under the Care Act 2014 to determine eligibility for a reablement package.

Critical Analysis of the Case: A person-centred approach ensures Mrs. B’s desire to return home is prioritized over the "safer" but more restrictive option of a residential care home. However, the partnership is tested when funding disputes arise. If the NHS and Local Authority cannot agree on who funds the long-term care (the "cost-shifting" problem), Mrs. B remains in a hospital bed—a phenomenon known as "delayed transfer of care." This demonstrates that without pooled budgets, partnership working remains a theoretical ideal rather than a practical reality.

The Legislative Landscape: From 2014 to 2022:

The legal mandate for PCC and PW has evolved significantly over the last decade.

The Care Act 2014: This Act revolutionised social care by introducing the "Well-being Principle," requiring local authorities to promote individual well-being in every decision. It legally mandated that the individual must be at the centre of their care planning. However, Scourfield (2015) notes that the Act’s success was limited by "Austerity" and significant funding cuts to local government. While the law demanded person-centredness, the lack of resources led to higher "eligibility thresholds," often excluding those with moderate needs.

The Health and Care Act 2022: This legislation marks a shift from competition to collaboration. It formally established Integrated Care Systems (ICS), legally requiring NHS bodies and Local Authorities to work together through Integrated Care Boards (ICBs). This Act addresses the "fragmentation" of previous reforms, mandating a "Duty to Collaborate." While this improves organisational structures, it does not solve the underlying "workforce crisis." Without sufficient staffing levels, the time required to sit down and truly engage in person-centred planning is often unavailable to frontline professionals (DHSC, 2021).

Recommendations for Future Development:

To ensure that PCC and PW transition from policy ideals to consistent frontline realities, the following is recommended: Unified Digital Health and Care Records, Mandatory Inter-Professional Education (IPE), Expansion of Pooled Budgets and Personal Health Budgets (PHBs).

For Unified Digital Health and Care Records, the DHSC must mandate a unified, real-time digital interface between the NHS and Social Care. This ensures that a service user’s preferences and care plans are accessible to all partners, preventing the "information gaps" that lead to fragmented care.

Another recommendation includes Mandatory Inter-Professional Education (IPE). This involved training for nurses, social workers, and doctors. It should include shared modules on PCC and PW. Fostering mutual professional respect at the undergraduate level can dismantle the "professional hierarchies" that hinder MDT effectiveness.

Expansion of Pooled Budgets is another recommendation for future development. The government should expand the Better Care Fund, mandating pooled budgets for all elderly care services. When the financial goal is shared, the focus can return to the ethical fundamental of beneficence; acting in the user's best interest, rather than protecting departmental budgets.

PHB’s should be expanded to allow more service users to commission their own care. This represents the ultimate application of PCC, shifting power from the institution to the individual (Think Local Act Personal, 2020). However, while Personal Health Budgets (PHBs) offer significant potential to enhance person-centred care, their implementation is not without challenges. One key limitation is the variability in service users’ ability to effectively manage their allocated budgets, particularly among individuals with complex needs or limited support networks. This raises concerns regarding equity, as those with higher levels of health literacy or informal support may derive greater benefit from PHBs than more vulnerable individuals.
Furthermore, there are safeguarding considerations associated with increased financial autonomy. Professionals must ensure that appropriate monitoring mechanisms are in place to prevent misuse or exploitation, particularly in cases where capacity may fluctuate. In this context, the principles outlined in the Mental Capacity Act 2005 remain essential in guiding decision-making and protecting service users’ best interests.
Despite these challenges, when implemented with adequate support, PHBs can significantly enhance choice, control, and satisfaction with care provision. Therefore, their expansion should be accompanied by robust guidance, professional oversight, and tailored support to ensure that all service users can benefit equally from this approach.
Conclusion:
Person-Centred Care and Partnership Working are the dual pillars of a modern, sustainable health and social care system. While the Health and Care Act 2022 provide a legal framework for integration, the practical delivery of care remains hampered by historical silos and financial constraints. Achieving high-quality, person-led outcomes requires a fundamental shift in professional culture, moving away from a "system-first" mentality to one that truly values the "lived experience" of the individual. Only through genuine collaboration and shared ethical responsibility can the UK’s care services meet the complex needs of the 21st century.
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