Evaluation of Person-Centred Care and Partnership Working in Health and Social Care

Introduction
Person-centred care (PCC) and partnership working (PW) are central to contemporary health and social care delivery in the United Kingdom. These approaches represent a significant shift from traditional paternalistic models towards more inclusive, collaborative, and holistic systems that prioritise individual needs, preferences, and shared decision-making (NHS England, 2019). This transformation has been driven by increasing demand, particularly due to ageing populations and the growing prevalence of long-term conditions.
Despite strong policy endorsement, the implementation of PCC and PW remains inconsistent across practice settings. Structural pressures, workforce shortages, and organisational constraints continue to limit their effectiveness. This report critically evaluates PCC and partnership working by examining their benefits, limitations, theoretical foundations, ethical principles, and practical application. It also explores relevant UK policy and legislation and provides recommendations for future development.

 Person-Centred Care: Definition, Benefits and Limitations
Person-centred care refers to an approach that ensures individuals are actively involved in decisions about their care, with respect for their values, preferences, and lived experiences (Health Foundation, 2016). It moves beyond a purely biomedical focus to consider psychological, social, and emotional aspects of wellbeing.
A key strength of PCC is its ability to improve both clinical outcomes and patient satisfaction. Evidence suggests that when individuals are involved in decision-making, they are more likely to adhere to treatment and experience better health outcomes (Doyle et al., 2013). Furthermore, PCC promotes dignity and autonomy, aligning closely with ethical principles in healthcare (McCormack and McCance, 2017). It also enhances communication between professionals and service users, leading to more accurate and personalised care.
However, the benefits of PCC are often difficult to realise fully in practice. One major limitation is time pressure within healthcare systems, which can restrict meaningful engagement between professionals and service users (Edvardsson et al., 2010). Additionally, some individuals may lack the capacity, confidence, or health literacy required to participate effectively in decision-making (Department of Health, 2005).
There is also a risk of tokenism, where individuals are consulted but not genuinely empowered to influence decisions. This highlights a gap between policy rhetoric and practice reality (Beresford et al., 2016). Cultural and communication barriers may further limit the effectiveness of PCC, particularly in diverse populations.

Theoretical Framework: Rogers’ Humanistic Theory
Carl Rogers’ Humanistic Theory provides a key theoretical foundation for PCC. It emphasises empathy, unconditional positive regard, and genuineness as essential components of effective relationships (Rogers, 1961).
This theory strongly supports PCC by promoting respect for individuals and recognising their capacity for self-determination. It underpins the development of therapeutic relationships, which are essential for building trust and improving communication (McCormack and McCance, 2017). By focusing on the individual’s subjective experience, Rogers’ approach aligns closely with the holistic nature of PCC.
However, the theory has limitations. It assumes that individuals have the ability to engage in self-directed growth, which may not be applicable in all health and social care contexts, particularly for individuals with cognitive impairments or severe mental health conditions (Brooker, 2007). Furthermore, Rogers’ theory does not adequately address external factors such as organisational constraints, resource limitations, and policy pressures, which significantly influence care delivery (Glasby and Dickinson, 2014).
Therefore, while Rogers’ theory provides a strong philosophical foundation, it must be considered alongside broader structural and systemic factors.
Ethical Fundamentals of Health and Social Care
Ethical principles underpin all aspects of health and social care practice. The four key principles; autonomy, beneficence, non-maleficence, and justice which provide a framework for ethical decision-making (Beauchamp and Childress, 2019).
Autonomy supports PCC by emphasising the individual’s right to make informed decisions about their care. Beneficence and non-maleficence require professionals to act in the best interests of individuals while avoiding harm. Justice focuses on fairness and equality in access to care.
However, these principles often conflict in practice. For example, respecting autonomy may conflict with beneficence when individuals make decisions that could negatively impact their health (Tingle and Cribb, 2014). Similarly, achieving justice can be challenging due to inequalities in healthcare access based on socioeconomic status, ethnicity, and geographic location (Beresford et al., 2016).
These tensions highlight the complexity of ethical decision-making and the need for professional judgement and critical reflection.
 Evaluation of Partnership Working
Partnership working involves collaboration between professionals, organisations, service users, and families to deliver coordinated and integrated care (Glasby and Dickinson, 2014). It is essential for addressing complex health and social care needs.

One of the main benefits of partnership working is improved service integration. By bringing together expertise from different disciplines, it enables a more holistic approach to care. It also enhances communication and reduces duplication of services, leading to greater efficiency (Reeves et al., 2017).

However, partnership working is not without challenges. Communication barriers between organisations can lead to misunderstandings and delays. Differences in professional cultures, values, and priorities may create conflict. Data-sharing and confidentiality issues also present significant obstacles (Beresford et al., 2016).

Additionally, role ambiguity within multidisciplinary teams can affect accountability and decision-making. These challenges suggest that effective partnership working requires strong leadership, clear communication, and shared goals.
Application in Practice: Multidisciplinary Teams in the NHS
A practical example of partnership working can be seen in multidisciplinary teams (MDTs) within NHS settings. MDTs typically include professionals such as doctors, nurses, social workers, physiotherapists, and occupational therapists working collaboratively to support individuals with complex needs.
This approach supports PCC by ensuring that care is tailored to the individual’s holistic needs. Each professional contributes their expertise, resulting in more comprehensive and coordinated care (Reeves et al., 2017).
However, the effectiveness of MDTs depends on several factors. Communication breakdowns, unclear role definitions, and power imbalances can limit collaboration. Without effective leadership and shared objectives, MDTs may become fragmented rather than integrated (Glasby and Dickinson, 2014).
 Policy and Legislation
Several UK policies and legislative frameworks support PCC and partnership working. The Care Act 2014 emphasises wellbeing, prevention, and person-centred approaches. The Health and Social Care Act 2012 promotes integration and collaboration between services. The NHS Long Term Plan highlights the importance of personalised care and coordinated service delivery. The Mental Capacity Act 2005 supports autonomy by ensuring individuals are involved in decision-making wherever possible.

Despite these frameworks, implementation remains inconsistent. Funding constraints, workforce shortages, and increasing demand continue to limit their effectiveness. This highlights the gap between policy intentions and practice realities.
Recommendations for Future Developments
To improve PCC and partnership working, several recommendations can be made. Firstly, increased investment in workforce training is essential to develop communication, cultural competence, and collaborative skills. Secondly, the use of integrated digital systems should be expanded to improve information sharing between organisations.
Thirdly, greater emphasis should be placed on co-production, ensuring that service users are actively involved in designing and delivering services. Strong leadership is also required to promote a culture of collaboration and innovation.
However, these recommendations may be limited by financial constraints and resistance to organisational change. Therefore, a strategic and phased approach is necessary.
Conclusion
Person-centred care and partnership working are essential components of modern health and social care practice. They promote holistic, ethical, and effective care by prioritising individual needs and collaborative approaches.
While both offer significant benefits, their implementation is challenged by systemic and organisational barriers. Theoretical models and policy frameworks provide strong support, but there remains a gap between theory and practice.
Addressing this gap requires investment, cultural change, and improved integration across services. Ultimately, the future of health and social care depends on the successful integration of person-centred and partnership-based approaches.
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