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Abstract. 
This review critically appraises person-centred care and alliance working in United Kingdom (UK) health and social care. A thematic analysis is applied to McCormack and McCance's theoretical framework. The ethical principles of autonomy, dignity, and justice are discussed in the context of partnership working and its effect on integrated service delivery as illustrated through community mental health services. Recommendations relate to workforce development, funding integration, co-production and the technological innovation in pursuit of collaborative, person-centred practice. 

Person Centred Care and Partnership Working in Health and Social Care
Introduction. 
Modern health and social care is characterised by a move away from paternalist provision-led models towards one that promotes patient choice and  decision-making together with coordinated service delivery. This article is a critical review of two complementary frameworks (person-centred care and partnership working) that have reconfigured professional practice in theoretical, ethical and practical terms across the United Kingdom. 

Person-Centred Care: Relevance and Limitations. 
Person-centred care is a philosophy and practice that puts the patient at the centre of their care, considering its planning and delivery from their unique perspective on values, preferences and lived experiences (Health Foundation, 2016). The model covers a number of key aspects: seeing and treating people in a dignified manner and with respect, organising care and support, providing personalised care based on what the person needs and wants, supporting individuals to be active partners in care (National Institute for Health and Care Excellence, 2021).
Person-centred approaches are well described and outlined throughout the literature regarding health care. It has been shown that accessing is associated to better health related outcomes, such as increased control of chronic diseases and profiles of individuals with higher post-rehab discharge rates (Santana et al., 2018). A move that service users say has led to increased satisfaction, confidence to self-manage health and better quality relationships with practitioners (McCormack & McCance, 2017). For health systems, PCC has been linked to fewer hospital admissions, more efficient resource use and cost savings by intervening preventatively (Coulter and Oldham, 2016).
But there are also major barriers to truly person-centred working. Implementation involves significant cultural transformation in organisations that have been traditionally based on professional hierarchies and predetermined guidelines (Eaton et al., 2015). The constraints of time in modern health care settings may not meet the demands for relationship required to person-centred engage with people (Kebbe et al., 2020). Unfortunately, such power differentials between experts and those who use their services can continue in spite of rhetorical support for partnership, especially in work with marginalised people (Collins, 2017). Resources, above all in social care sectors long subject to funding pressures, can present a material barrier to the provision of person-centred care (Glasby and Tew, 2015). 

Critical analysis to the person-centred nursing framework by McCormack and McCance
There is a well developed theoretical model in the Person Centred Nursing Framework (McCormack and McCance 2017) to underpin PCC delivery. It includes four components: prerequisites (provider attributes), the care environment (care setting), person-centred processes (activities in care) and an effect on expected outcomes (impact of person-centred care).
The power of the framework is that it acknowledges that person-centredness is not just at the individual level (e.g. specific practitioner to patient interactions), but extends to organisational culture, leadership and systemic factors such as policy (McCormack et al., 2015). By stating that professional knowledge and skills, moral clarity and a capacity for empathic interaction are prerequisites in the provision of PCC, the model recognizes that higher level of qualified PCC requires life-long orientation regarding reflection on one's self and engagement in continued development professionally. The care environment concept acknowledges the need for supporting organisational systems, right skill mix and power shared structures as fundamental enablers of person-centred practice.
But the model had faced critique for its complexity and where it may not be practically implementable in the real world, such as low-resource settings (Kebbe et al., 2020). While the model is theoretically sound, it requires significant organisational investment to implement that may not be feasible for services under-staffed and with acute financial constraints. Equally, the framework has been accused of not fully considering structural inequalities and of failing to consider how particular social determinants affect people's ability to be active partners in their care (Collins, 2017). Nevertheless, the framework continues to influence both the development of practice and educational curricula as well as quality improvement work in health and social care. 

Ethics for Health and Social Care Base
Person-centred care and partnership working are underpinned by biomedical ethics, specifically the concepts of autonomy, beneficence, non-maleficence and justice (Beauchamp and Childress 2019). The concept of autonomy, or having the right to make decisions about one's life, is core to the need for service users to be involved in decision-making and for their choices to be respected even when there is professional disapproval. This concept is in conflict with a more traditional paternalistic position where professionals would decide on 'best interests' without meaningful discussion.
The Mental Capacity Act 2005 enacts the moral concepts of autonomy and dignity through creating a presumption of capacity and in demanding that people are offered adequate help so as to enable them to make their own decisions wherever possible (Department of Health, 2005). This is the law in action – it shows how moral values can be given practical form to safeguard sensitive people, without compromising their power of choice.
A further underlying ethical ideal is that of dignity, which entails a "recognition" based approach where professionals must identify and acknowledge the intrinsic worth of all people-as-ends-and-not-means-be it in their own subjective life worlds (i.e. irrespective of one's actual mental state or social standing) (Nordenfelt and Edgar 2005). Whilst respecting humanity is a basic respect, dignity in person-centred practice includes being involved meaningfully, privacy and also acknowledging the unique identity and personhood of an individual.
Ethical dilemmas commonly emerge in the course of everyday practice concerning a balance between autonomy and the promotion and protection of the best interests. Duty of care may entail interventions that do not align with an individual's or family's desire, leading to dilemmas that will need to be managed (Banks, 2016). When working in partnership, the ethical temperature is further complicated by each agency having particular views about what constitutes risk, capacity and appropriate interventions; more rigorous frameworks for the ethics of decision-making are therefore required that do not deprioritise the individual while also maintaining their safety. 

Measuring Partnership Working in Health and Social Care
It is now widely accepted that partnership working has to be the cornerstone of modern health and social care delivery (Glasby and Dickinson, 2014) defined as 'the collaborative working relationships between professionals and agencies with service users – or with carers of service users — who together can achieve agreed aims' (Audit Scotland, 2007). Successful collaborative relationships operate at a range of levels: among service users and practitioners (micro level), between professional groups (meso level) and between institutions, organizations and sectors (macro level).
The case for partnership working is based on an understanding that complex health and social needs often do not sit neatly within single professional or organisational territories. There are high expectations of integrated working that it will enhance service co-ordination, reduce duplication, improve information sharing and provide "joined-up" support that meets the diversity of individual needs (Cameron et al., 2014). There is evidence to indicate that positive partnership working results in better outcomes, especially for people with more than one LTC or complex social care needs (Glasby and Tew, 2015).
But partnership working is massively challenging. Friction points of professional tribalism, conflicting organisational agendas, incompatible IT systems and divergent regulatory regimes impede true integration (Dickinson 2014). Tension around authority and resource distribution may be caused by varying professional cultures, training orientations, and structures of accountability. In particular, the division between NHS-financed health services and means-tested social care presents challenges for collaborative service provision (Humphries et al., 2016).
Power relations in partnerships need to be analysed critically. The rhetoric of partnership working can cover over enduring hierarchies between medicine and other professions, statutory and voluntary sectors or between professionals and service users (Collins, 2017). True partnership involves explicit consideration to share of power, allocation of resources and whose knowledge is respected in decision making. 

The Working in Partnership. (Integrated Community Mental Health Services)
An example of how partnership working is applied in practice is through integrated community mental health services, which bring together NHS mental health trusts, local authority social care, primary care, including housing and employment support with the voluntary sector (NHS England 2019). Such services acknowledge that recovery from mental health issues is not the sole responsibility of clinical services but also relies on a multi-agency approach for assistance with housing, socialising and occupation all leading to community integration.
In these environments, interdisciplinary team members comprise psychiatrists, community psychiatric nurses, social workers, occupational therapists and peer support workers with lived experience who have connections to housing and employment specialists. The service user is a co-equal partner in the process of care planning, and recovery-oriented strategies focus on an individual's goals, strengths and aspirations rather than deficit-based clinical goals (Slade 2009).
Resource shortages may restrict the extent to which integrated packages are comprehensive, such that there may be waiting lists for psychological treatments or social care assessments resulting in 'leaky' coherent provision. Despite this, findings indicate that such an integrated approach results in greater engagement, there are fewer crisis presentations and inpatient admissions and the recovery of service users is better than that achieved by disjointed services (Gilburt 2015). Critical success factors include leadership buy-in, co-location where possible, shared training opportunities and meaningful involvement of people with lived experience in the design and delivery of service. 

Policy and Legislation for PCC and Partnership Working
The Care Act 2014 is historic legislation which instils person-centred values in social care defines well being as the organising principle and provides for personalisation through individual budgets and direct payments ( Department of Health, 2014 ). The Act's focus on prevention, information sharing and strengths based emphasis is highly compatible with person centred principles.
The Health and Social Care Act 2012 encouraged 'integrated care' through local 'Health and Well-being Boards', which are based on combined strategic need assessment, shared with local authorities and clinical commissioning groups (Department of Health, 2012). The more recent Health and Care Act 2022 has enshrined Integrated Care Systems as statutory organisations tasked with the planning and provision of joined-up health and care services, representing the most significant structural reform aimed at supporting partnership working (Department of Health and Social Care, 2022).
The NHS Long Term Plan (2019) sets out personalised care as an approach that should be universal operating model, involving shared decision-making, personal health and care planning and social prescribing connecting people to community based support services (NHS England, 2019). These policy commitments signal the increasing recognition that good health care is part of more than clinical interventions and involves addressing social determinants of health though partnership working.
Yet, policy delivery is fraught with difficulties. Austerity since 2010 has seen dramatic cuts to local authority budgets that prevent powers provided in legislation being backed by resources needed to deliver personalised social care (Glasby and Tew, 2015). The rhetoric of co-operation and personalisation may well be ahead of the resource commitment required for meaningful effect. 

Recommendations for Future Development 
Several recommendations can be made to further develop person-centred care and partnership working. Workforce development should include relational skills in line with technical skill and permeate professional education with person-centred values, allocating protected time for relationship building within a practitioner's working week (Health Care England 2017). Person-centred cultures should be led and role-modelled at all levels of organisational leadership with performance frameworks measured against issues that are important to service users rather than process targets.
The integration of health and social care is more than just structural reorganisation, it requires the kind of radical reform to which few believe politicians have the courage to commit themselves. Funding streams should be seriously considered to prevent perverse incentives, where shortcuts in preventative investment and holistic support are encouraged (Humphries et al., 2016). Common information systems, governance structures and regulatory approaches might allow for true partnership working across organisational boundaries.
Involvement of service-users needs to go beyond consultation to mutually value driven co-production of services, professional education and policy (Batalden et al., 2016). This entails commitment to resource involvement properly, make participation more intrusive and offer mechanisms for engagement, as well as making sure different voices contribute to the development of services where possible- especially those from marginalised communities whose perspectives are frequently excluded.
Digital technologies present opportunities for personalisation through remote monitoring, service user access to digital health records and online peer support communities but need to be considered carefully in the deployment so as not to create new inequalities for those who have limited digital access and literacy (Greenhalgh et al., 2017). 

Conclusion
They are closely associated approaches which have driven a philosophy and practice shift in health and social care. Despite good evidence for service users, professionals and health systems many barriers remain to implementation. Policy agendas are increasingly envisaging person-centred and integrated methods however, there is an inability to deliver on these aspirations due to financial pressures and fragmented systems. To do so, we need a sustained focus on investment, culture change, real power sharing with people who use services and ongoing commitment to values of respect, collaboration and person-centred / personalised support that lie at the heart of both person-centred care and co-produced practice.   
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