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Abstract 

This report critically examines person-centred care and partnership working within a UK hospital setting, where care is often delivered under pressure and complexity. PCC is defined as an approach that places the individual at the centre of decision-making, with recognised benefits such as improved experience and autonomy, alongside limitations including resource constraints. The report explores Rogers’ theoretical model, key ethical principles, and evaluates partnership working in practice, particularly within multidisciplinary hospital care. Relevant UK policy and legislation are examined before proposing realistic recommendations to strengthen PCC and PW within the NHS.
Key Abbreviations: 

PCC: Person-Centred Care
PW: Partnership Work
1. Introduction 

In UK health and social care, there is a growing expectation that services should not only be clinically effective, but also responsive to the lived experience of individuals. This shift has positioned person-centred care (PCC) and partnership working (PW) as central principles within both policy and practice (NHS England, 2019; CQC, 2022). While these concepts may appear straightforward, their application within hospital settings is often more complexe, particularly where professionals are working under time pressure, staffing shortages and high patient demand.

PCC refers to care that actively involves individuals in decisions concerning their treatment, recognising their values, preferences and personal circumstances (Coulter, 2016; NICE, 2021). In contrast, PW focuses on collaboration between professionals, services and patients to deliver coordinated and effective care (Glasby and Dickinson, 2014). Within hospitals, this is commonly seen through multidisciplinary teamwork and discharge planning, where communication and coordination are essential but not always consistent.

The aim of this report is to critically examine PCC and PW within a UK hospital setting. It will define PCC and explore its benefits and limitations, analyse a relevant theoretical model, and consider key ethical principles. It will also evaluate partnership working in practice, examine relevant policy and legislation, and provide recommendations for future development.

3. Person-Centred Care (PCC)

3.1 Definition

Person-centred care (PCC) is defined as an approach where individuals are actively involved in decisions about their care, with attention given to their values, preferences and wider life context (Coulter, 2016; NHS England, 2019). It reflects a shift away from a purely biomedical model towards a more holistic and relational understanding of care. Within UK healthcare, PCC is reinforced by policy and legislation such as the Care Act 2014 and the Health and Social Care Act 2012, which emphasise involvement, choice and coordination (Department of Health and Social Care, 2014; NHS England, 2019).

However, in hospital settings, where care is often delivered quickly and under pressure, PCC can be difficult to apply consistently. Patients may be informed about decisions, yet not always feel genuinely involved, highlighting a gap between policy expectations and real experience.

3.2 Advantages

One key advantage of PCC is the improvement in patient experience. When individuals feel listened to and respected, they are more likely to engage with treatment and report higher satisfaction (Coulter, 2016; NICE, 2021). In hospital environments, where patients may feel vulnerable, this sense of involvement can be particularly important.

PCC also promotes autonomy, supported by the Mental Capacity Act 2005, which requires professionals to involve individuals in decision-making wherever possible (Department of Health and Social Care, 2014). Shared decision-making, as highlighted by NICE (2021), allows care to be tailored more effectively to the individual.

In addition, improved communication within PCC can contribute to safer and more coordinated care, reducing misunderstandings and complaints (CQC, 2022; NHS England, 2019).

3.3 Limitations

Despite its benefits, PCC faces several limitations in practice. Time constraints, staffing pressures and increasing demand can limit opportunities for meaningful patient engagement (NHS England, 2019; CQC, 2022). As a result, care may become more task-focused, reducing the depth of interaction.

There is also a tension between autonomy and safety. Patients may make decisions that involve risk, requiring professionals to balance respect for choice with their duty of care, often guided by the Mental Capacity Act 2005 (Department of Health and Social Care, 2014).

Furthermore, PCC can become “tokenistic”, where involvement is encouraged in theory but not fully realised in practice (Glasby and Dickinson, 2014). This reflects organisational culture and system pressures. While PCC remains central to policy, its implementation within hospital settings continues to be shaped by practical and structural challenges.

4. Relevant Theories Underpinning Person-Centred Care

To fully understand person-centred care (PCC), it is important to consider the theoretical ideas that support it, as these shape how professionals approach communication, relationships and decision-making. Several models contribute to PCC, including Maslow’s hierarchy of needs, the biopsychosocial model and relationship-based care. However, one of the most influential remains the work of Carl Rogers (1951), whose person-centred theory provides a clear foundation for understanding care from a human perspective.

Maslow’s hierarchy of needs highlights that individuals require more than physical treatment, as psychological and social needs must also be addressed to support overall wellbeing. This is particularly relevant in hospital settings, where patients may experience anxiety, loss of control or uncertainty (Maslow, 1943; Coulter, 2016). Similarly, the biopsychosocial model reinforces the idea that health is influenced by a combination of biological, psychological and social factors, supporting a more holistic approach to care (Engel, 1977). Relationship-based care further emphasises the importance of interactions between patients and professionals, recognising that trust and communication are central to effective care delivery (Glasby and Dickinson, 2014).

Despite these contributions, Rogers’ theory remains central to PCC. He identified three core conditions: empathy, unconditional positive regard and congruence. These principles are highly relevant in healthcare, as they support respectful and meaningful interactions between professionals and patients. For example, empathy allows practitioners to understand not only the clinical condition but also the emotional experience of the individual, which can improve engagement and trust (Coulter, 2016; NICE, 2021). In hospital environments, where patients may feel vulnerable, this relational approach becomes particularly important.

However, while Rogers’ theory supports the values of PCC, it has limitations. It focuses mainly on individual interactions and does not fully consider organisational pressures such as time constraints and workload (NHS England, 2019). In modern healthcare, effective care also requires coordination between teams, which extends beyond the scope of this model (Glasby and Dickinson, 2014).

Therefore, although Rogers’ theory underpins PCC effectively, it must be understood alongside broader models that recognise the complexity of healthcare systems and patient needs.

5. Ethical Fundamentals in Health and Social Care
Ethical principles underpin both person-centred care (PCC) and partnership working (PW), guiding how decisions are made in complex and often uncertain situations. In hospital settings, these principles are not only theoretical but experienced daily, particularly when professionals must balance patient preferences with clinical judgement and limited resources.

The four key principles are autonomy, beneficence, non-maleficence and justice. Autonomy refers to the individual’s right to make decisions about their care, closely linked to PCC and supported by the Mental Capacity Act 2005 (Department of Health and Social Care, 2014). In practice, this involves shared decision-making and ensuring patients are informed and involved (NICE, 2021; Coulter, 2016). However, autonomy may conflict with beneficence and non-maleficence, where professionals aim to act in the patient’s best interests and prevent harm. For example, patients may refuse treatment, creating ethical tension.

Justice means fairness and equality, reinforced by the Equality Act 2010 and the Human Rights Act 1998 (CQC, 2022; NHS England, 2019). Yet, in the NHS, resource limitations can make equitable care difficult to achieve, resulting in distrust, bad publicity as well as many negative effects on the reputation on the NHS.
Generally, ethical practice requires balancing these principles carefully, recognising that real-world decisions are often complex and context-dependent.

6. Evaluation of Partnership Working (PW)

6.1 Definition

Partnership working (PW) refers to collaborative practice between professionals, organisations, patients and carers, with the aim of delivering coordinated and effective care (Glasby and Dickinson, 2014; NHS England, 2019). In the United Kingdom healthcare, this approach has been strengthened through Integrated Care Systems (ICS), which encourage services to work together rather than in isolation (UK Government, 2022). Within hospital settings, PW is most visible through multidisciplinary teams (MDTs) and discharge planning, where different professionals contribute to patient care.

6.2 Advantages

One of the main advantages of partnership working is improved coordination of care. Patients in hospitals often present with complex needs requiring input from multiple professionals. When collaboration is effective, care becomes more organised, reducing duplication and improving outcomes (NHS England, 2019; Glasby and Dickinson, 2014).

PW also enhances decision-making by combining clinical expertise with patient preferences, which supports person-centred care (Coulter, 2016; NICE, 2021). For example, involving different professionals alongside patients allows for more balanced care planning. In addition, partnership working supports continuity of care, particularly during discharge, helping to reduce gaps between hospital and community services (Glasby and Dickinson, 2014; NHS England, 2019).

6.3 Limitations and Critical Evaluation

Despite its benefits, partnership working faces several challenges. Communication remains a key issue, as information is not always shared effectively between professionals or across services, leading to delays and fragmented care (NHS England, 2019; UK Government, 2022).

Organisational differences also create barriers, with services operating under different priorities and resource constraints (Glasby and Dickinson, 2014). For example, hospitals may prioritise rapid discharge, while community services may lack capacity, resulting in delays.

Power imbalances within teams can further limit collaboration, reducing patient involvement and reinforcing hierarchical decision-making (Coulter, 2016). In addition, digital systems are not always compatible, restricting information sharing and affecting care continuity (UK Government, 2022).

Critically, although partnership working is strongly promoted in policy, it is not always fully realised in practice. Workforce pressures and system complexity often limit effective collaboration (NHS England, 2019). Therefore, while PW is essential for integrated care, its success depends on both organisational support and practical implementation within hospital environments.

7. Policy and Legislation 
Policy and legislation provide a structured framework for supporting both person-centred care (PCC) and partnership working (PW) within UK health and social care. The Health and Social Care Act 2012 promotes integration and patient involvement, aiming to improve coordination across services (Department of Health and Social Care, 2012; NHS England, 2019). This has been further developed through Integrated Care Systems (ICS), which encourage collaboration between organisations to deliver more joined-up care (UK Government, 2022).

Similarly, the Care Act 2014 places a duty on services to cooperate and promote individual wellbeing, particularly in relation to discharge planning and continuity of care (Department of Health and Social Care, 2014; Glasby and Dickinson, 2014). In hospital settings, this is essential for ensuring that care extends beyond admission and into the community.

Additional frameworks, including the Human Rights Act 1998 and the Equality Act 2010, reinforce dignity, fairness and non-discrimination, supporting both PCC and PW in practice (CQC, 2022; NHS England, 2019).

However, despite strong legislative support, implementation remains inconsistent due to resource constraints, communication challenges and organisational differences, meaning that policy expectations are not always fully realised in hospital practice (Glasby and Dickinson, 2014; NHS England, 2019).

8. Recommendations

To strengthen person-centred care (PCC) and partnership working (PW) in UK hospitals, practical and sustainable improvements are required. Firstly, communication skills training should be prioritised, particularly in relation to empathy and shared decision-making, as these are central to patient experience and engagement (Coulter, 2016; NICE, 2021). However, such training must be supported by adequate staffing and time to be effective (NHS England, 2019).

Secondly, improving digital systems and information sharing between services is essential to support coordination and continuity of care, especially during discharge planning (UK Government, 2022). In addition, organisations should promote a culture that values collaboration, supported by leadership and multidisciplinary teamwork (Glasby and Dickinson, 2014).

Lastly, increased investment in community services is necessary to reduce pressure on hospitals and improve care transitions (NHS England, 2019). While these recommendations are realistic, implementation may be constrained by financial and workforce limitations.

9. Conclusion

This report has critically examined person-centred care (PCC) and partnership working (PW) within a UK hospital setting, highlighting both their importance and the challenges of implementation. PCC supports improved patient experience, autonomy and communication, while PW enhances coordination and continuity of care (Coulter, 2016; NHS England, 2019). However, both approaches remain difficult to implement consistently due to time pressures, workforce constraints and organisational complexity (Glasby and Dickinson, 2014).

The discussion has shown that ethical principles and legislation, including the Care Act 2014 and the Health and Social Care Act 2012, provide a strong foundation for practice. Nevertheless, policy alone is not sufficient to ensure effective delivery. Overall, PCC and PW are essential to high-quality healthcare, but achieving them in practice requires adequate resources, effective communication and a supportive organisational culture. Without this, they risk remaining policy ideals rather than fully realised approaches within the NHS.
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