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COMPONENT 2
Evaluation of Person-Centred Care and Partnership Working in UK Health and Social Care
Introduction
Person-centered care (PCC) and partnership working (PW) sit at the core of contemporary health and social care practice in the United Kingdom. As care needs grow increasingly complex, shaped by ageing populations, multimorbidity and widening health inequalities, the ability of services to respond in ways that are both individually tailored and collaboratively delivered has never been more important. 
Person-Centered Care: Definition, Benefits and Limitations
Person-centered care is an approach that places the individual at the center of all care planning and delivery, treating them as an active participant rather than a passive recipient. Person-centered care is divined as a care that is respectful of and responsive to individual preferences, needs and values, ensuring that those values guide all clinical and social decisions (Foundation (2016). Rather than focusing exclusively on diagnosis and treatment, PCC considers the whole person, their life circumstances, emotional state, cultural background and personal goals.
The benefits of PCC are well documented. Person-centered approaches improve patient satisfaction, increase treatment adherence and lead to better health outcomes (Coulter and Ellins, 2007). When individuals feel genuinely heard and involved in decisions about their care, they are more likely to engage positively with recommended interventions. PCC also supports dignity and autonomy, values that are central to the Care Act 2014.
However, PCC is not without limitations. Implementing it consistently within resource-constrained NHS settings is a persistent challenge. Time pressures, high caseloads and organizational cultures that remain task-oriented can undermine even the most well-intentioned practitioners (Edvardsson et al., 2008). There is also a risk that PCC can be interpreted superficially, reduced to a box-ticking exercise around patient preferences rather than representing a genuine shift in the power dynamic between professional and service user. Furthermore, for individuals with cognitive impairments or limited capacity, operationalizing PCC requires additional safeguards and careful navigation of legal frameworks such as the Mental Capacity Act 2005.
Theory Underpinning Person-Centered Care: McCormack and McCance's Person-Centered Practice Framework
Several theoretical models underpin PCC, but McCormack and McCance's (2010) Person-Centered Practice Framework is among the most widely applied in UK health and social care. Originally developed in the context of nursing, the framework has since been adopted across a range of care settings and professions.
The framework is structured around four interconnected components. The first concerns the prerequisites such as the attributes of the practitioner, including professional competence, interpersonal skills, commitment to the job and self-awareness. Person-centered practice cannot be delivered by a practitioner who lacks self-knowledge, because effective engagement with another person's values and beliefs requires an understanding of one's own (McCormack and McCance, 2010). The second component addresses the care environment, recognizing that organizational culture, skill mix, power dynamics and systems for decision-making all shape whether PCC can be genuinely enacted. The third component focuses on person-centered processes which is the actual practices through which care is delivered, including working with the person's beliefs and values, shared decision-making and engaging authentically rather than performing care tasks. The fourth component is the expected outcomes: a therapeutic culture, staff satisfaction and above all, the experience of care that is felt as good by the person receiving it.
What makes this framework particularly valuable is its honesty about context. Unlike approaches that treat PCC as purely a practitioner skill, McCormack and McCance (2010) acknowledge that the environment in which care is delivered either enables or obstructs person-centered practice. This systems-level thinking is important when evaluating why PCC remains inconsistently applied despite broad policy endorsement and it aligns with findings from Niessen (2011), who identified workplace culture as one of the most significant determinants of care quality.
Ethical Fundamentals of Health and Social Care
Ethics in health and social care is not a peripheral concern, it is foundational to every professional interaction, care decision and policy development. The most widely used ethical framework in health and social care remains the four principles approach which are autonomy, beneficence, non-maleficence and justice (Beauchamp and Childress, 1994).
Autonomy refers to the individual's right to make informed decisions about their own care. In practice, this means professionals must provide sufficient, accessible information, check understanding and respect decisions even when they differ from professional recommendations. Beneficence requires that practitioners act in the best interests of the individual, while non-maleficence demands that potential harm is always weighed carefully against anticipated benefit. Justice concerns the fair and equitable distribution of care resources and opportunities.
These principles do not operate in isolation and tensions between them are common. A person's autonomous decision to refuse treatment may conflict with the professional's duty of beneficence. Allocating limited palliative care resources raises questions of justice that no single principle can resolve alone. Navigating these tensions requires practitioners to develop genuine moral agency, a reflective, values-driven orientation toward ethical practice that goes beyond procedural compliance (Banks, 2020).
Professional codes of conduct reinforce these principles institutionally. The NMC (2018) Code and the HCPC (2016) Standards both set clear expectations around honesty, respect for dignity and the maintenance of professional boundaries. The Human Rights Act 1998 further embeds ethical obligations in a legal framework, protecting individuals' rights to life, dignity and private and family life within care settings.
Evaluation of Partnership Working in Health and Social Care
Partnership working refers to the collaborative practice of different agencies, professionals and service users working together toward shared goals. In health and social care, this typically involves cooperation between NHS trusts, local authorities, third-sector organizations, informal carers and the individuals receiving care themselves.
The case for partnership working is compelling. Complex care needs, which span health, social, housing and community domains cannot be adequately addressed by any single organization or profession acting alone. Integrated, collaborative approaches reduce duplication, improve care transitions and produce better outcomes for individuals with multiple and long-term conditions (Glasby and Dickinson, 2014). Areas where health and social care integration was most advanced demonstrated measurably lower rates of avoidable hospital admissions and better patient experience scores (Reed et al., 2016).
Nevertheless, partnership working faces significant structural and cultural barriers. Differences in organizational culture, professional language, information-sharing protocols and funding streams can all impede genuine collaboration (D'Amour et al., 2005). Boundary problem which is the tendency of professional groups to protect their areas of expertise and resist the blurring of roles that effective partnership demands (Hudson, 2002). Power imbalances between organizations, particularly between the NHS and local authorities, can further complicate efforts to build truly equitable partnerships.
Partnership Working in Practice: Palliative Care Settings
Palliative care offers one of the clearest and most instructive examples of partnership working in a practical health and social care setting. Individuals approaching the end of life typically have needs that are simultaneously medical, psychological, social and spiritual needs that no single discipline can address comprehensively.
In practice, effective palliative care involves multi-disciplinary teams (MDTs) comprising doctors, nurses, social workers, chaplains, physiotherapists, occupational therapists and community volunteers working in coordinated ways around the individual and their family. NICE (2019) guidance on end-of-life care explicitly recommends MDT working as best practice, emphasizing that care plans should be developed collaboratively and reviewed regularly as the person's condition evolves.
Third-sector organizations such as hospices and charities like Marie Curie play a critical partnership role, providing both direct care and community support that statutory services alone cannot deliver. Integrating these services requires clear communication channels, agreed referral pathways and shared care records elements that the NHS Long Term Plan (Alderwick and Dixon, 2019) committed to developing through integrated care systems. When partnership working functions well in palliative settings, individuals are more likely to die in their preferred place, families receive adequate support and the burden on acute hospital services is reduced (Gomes et al., 2013).
Critical Examination of Policy and Legislation in Relation to PCC and Partnership Working
The legislative and policy framework surrounding PCC and partnership working in the UK is, on paper, extensive and well-intentioned. However, a critical examination reveals a persistent and troubling gap between what legislation promises and what is consistently delivered in practice.
The Care Act 2014 represented a significant step forward, consolidating adult social care law and placing individual wellbeing at its statutory center. It introduced a duty on local authorities to promote integration with NHS services and established a clearer framework for assessment, eligibility and care planning. In theory, this created the conditions for genuine PCC and collaborative working. In practice, however, implementation has been heavily constrained by austerity-driven cuts to local authority budgets. Adult social care in England faced a funding gap of approximately £1.5 billion by 2023, making it increasingly difficult for local authorities to fulfil their Care Act duties in full (Health Foundation, 2020). Legislation without adequate resourcing risks becoming aspirational rather than operational, a framework that describes what good care should look like without creating the conditions in which it can reliably be delivered (Humphries, 2015).
The Mental Capacity Act 2005 similarly represents sound legislative intent. Its emphasis on supported decision-making, the presumption of capacity and best interest determinations directly underpins PCC. Yet implementation has been uneven. The House of Lords Select Committee (2014) conducted a post-legislative scrutiny of the Act and found that its principles were poorly understood and inconsistently applied across health and social care settings, with many practitioners defaulting to paternalistic decision-making rather than genuinely supporting individuals to exercise their autonomy. This finding is significant because it illustrates that legislative reform, however well-designed, does not automatically translate into changed professional practice without corresponding investment in training, supervision and organizational culture change.
The Health and Social Care Act 2012 introduced structural reforms intended to drive integration and patient involvement through clinical commissioning groups. However, the reforms were widely criticized for increasing fragmentation rather than reducing it. The marketisation elements of the Act created competitive dynamics between providers that actively undermined the collaborative relationships partnership working requires (Exworthy et al., 2016). The internal market logic embedded in the 2012 Act sat in fundamental tension with the integration agenda it simultaneously promoted, a contradiction that took a decade and further legislation to begin addressing.
The Health and Care Act 2022 attempted to correct this trajectory by establishing Integrated Care Systems (ICSs) as statutory bodies across England, bringing NHS organizations and local authorities into formal partnership structures with shared budgets and joint accountability. This is arguably the most significant structural step toward genuine health and social care integration in a generation. However, early evaluations have raised concerns. ICSs were launched against a backdrop of severe workforce shortages, pandemic recovery pressures and inadequate social care funding, conditions that make meaningful integration exceptionally difficult regardless of structural intent (Charles, 2022). The risk, as with previous reforms, is that a well-designed policy architecture is undermined by the realities of under-resourced implementation.
What emerges from this critical examination is a consistent pattern: UK health and social care legislation has progressively embedded PCC and partnership working as statutory expectations, but the translation of those expectations into sustained, equitable practice has repeatedly been compromised by funding constraints, workforce pressures, cultural resistance and structural contradictions within the policy landscape itself. Effective policy in this area must therefore address not only what services should do but also whether they are sufficiently resourced, culturally supported and structurally coherent enough to do it.
Recommendations for Future Development
Several concrete recommendations emerge from this evaluation.
First, investment in workforce development is essential. PCC and effective partnership working require practitioners who are not only clinically skilled but also trained in communication, ethical reasoning and interprofessional collaboration. NHS England (2017) has called for these competencies to be embedded more consistently in pre-registration training across all health and social care disciplines.
Second, digital infrastructure must be developed to support integrated care. Shared care records, accessible to all relevant professionals and to service users themselves, would significantly reduce the information-sharing barriers that currently fragment care. The NHS Long Term Plan (Alderwick and Dixon, 2019) identified this as a priority, but progress has been slower than required.
Third, service user involvement in the design and evaluation of care services needs to move beyond tokenism. Co-production, a genuine collaboration between professionals and those with lived experience has been shown to produce more effective and acceptable services (Bovaird, 2007) and should be embedded in commissioning frameworks.
Fourth, the chronic underfunding of social care must be addressed as a matter of urgency. No amount of legislative or structural reform will deliver person-centered, integrated care if social care services remain financially unsustainable. The Health and Care Act 2022 represents a step forward, but long-term, ring-fenced investment is needed to translate its ambitions into consistent reality.
Lastly, a national programme of cultural change within health and social care organizations is needed, one that moves beyond policy compliance toward embedding PCC and partnership values into professional identity, supervision frameworks and organizational leadership. Workplace culture is ultimately the medium through which all policy intentions must pass and without attending to culture, even the best-designed legislative frameworks will fall short (Niessen, 2011).
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