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[bookmark: _Toc222335998]Executive Summary
This report is a critical assessment of person-centred care (PCC) and partnership working (PW) within the contemporary health and social care systems in the United Kingdom. Whereas PCC enhances dignity, autonomy and individualised care, partnership working provides the structural process necessary to facilitate holistic and integrated service delivery. The report is based on humanistic theory, particularly the works of Carl Rogers, to examine the theoretical foundations of PCC and the operational constraints of the theory in regulated and resource-constrained environments. Ethical standards such as autonomy, beneficence, non-maleficence and justice are evaluated according to the statutory provisions of Mental Capacity Act 2005 and Equality Act 2010. The report also assesses partnership working based on legislative drivers such as Care Act 2014 and Health and social care act 2012. By applying PCC and PW to dementia care in the community, the report shows that albeit the two are conceptually aligned, their structural and ethical integration presents significant complexities. The strategic recommendations therefore proposed to strengthen relational practice, enhance interprofessional collaboration and improve systemic coherence.
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[bookmark: _Toc222335999]Introduction
Health and social care services in the United Kingdom operate within an increasingly complex environment characterised by demographic ageing, rising prevalence of long-term conditions, growing mental health needs, and sustained financial pressures. Such dynamics have exposed weaknesses in the service-based models of care delivery, thereby calling for better approaches that support integration, collaborative working and personalisation. Khatri et al. (2023) note that Person-centred care (PCC) and partnership working (PW) have emerged as interdependent approaches intended to transform service delivery. However, implementation remains challenging, given the legislative and challenges. This report provides a critical analysis of PCC and PW, including theoretical basis, ethical basis, legislative policies, and practice. It claims that sustainable integration does not only entail a statutory compliance, but broader cultural and systematic transformation.
[bookmark: _Toc222336000]Person-Centred Care: Theoretical Basics, Advantages and Disadvantages.
Person-centred care (PCC) is based on the premise that people should be allowed to be active participants in their own treatment, as opposed to being passive receivers of the professional authority. It represents a paradigm shift from biomedical paternalism to relational and participatory models of service delivery. Menear et al. (2022) posit that person-centred care involves shared decision-making, personalised care planning, and support for self-management. Empirical and policy literature consistently identifies several benefits associated with PCC. To begin with, Watson et al. (2024) established that PCC enhances patient satisfaction by fostering trust, transparency, and effective communication. The authors explain that, when people feel that their views are taken seriously, they are likely to adhere to the treatment, thereby enhancing the quality of care. Also, PCC enhances therapeutic alliances which are particularly significant in mental health services and long-term condition management, were relational continuity influences outcomes (Gurung & Chaudhury, 2025). 
In addition to the improving personal experiences, PCC fosters patient safety and creates room quality improvement through open communication (Carter et al., 2024). This aligns with the dignity and rights-based models incorporated in modern service reforms. On this front, PCC functions not only as a clinical practice but also an ethical commitment to appreciating the personal preferences within care systems.
Even though it is normative, PCC faces considerable structural limitations. Time constraints, skilled workforce shortages, standardised care pathways and performance metrics often limit the depth of engagement required for meaningful co-production (Wang et al., 2026). Similarly, organisational cultures shaped by audit and risk management may defensive documentation over relational engagement, which reduces the boundaries within which shared decisions can be made. In addition, PCC relies on the patient’s ability to explain their preferences and be involved in complicated decision-making (Siebinga et al., 2022). Unfortunately, in contexts involving cognitive impairment, acute crisis, severe mental illness, or language barrier, it might be difficult to implement PCC.
PCC thus exists in a continuous paradox. On one hand, it is an ideal ethical practice, focused on dignity and agency; and, on the other, it becomes an institutionalised, economically and socially constrained practice.
[bookmark: _Toc222336001]Theoretical Foundation
The philosophical underpinnings of person-centred care are closely associated with humanistic psychology, particularly the work of Carl Rogers. Originally developed within psychotherapy, Rogers’ person-centred theory is founded on the assumption that individuals possess an inherent tendency towards growth and self-actualisation when supported within a facilitative relational environment (Yao & Kabir, 2023). His framework identifies three core conditions necessary for such development: empathy, unconditional positive regard and congruence. These relational qualities were regarded as essential for fostering trust, autonomy and psychological growth. 
In the health and social care setting, Rogers’ model provides a compelling conceptual framework for PCC. While empathy aligns with compassionate communication and active listening, unconditional positive regard corresponds with anti-discriminatory and dignity-based practice (Davis, 2025). Also, the congruence dimension of the model promotes authenticity in professional relationships (Davis, 2025). The shift away from directive expertise towards collaborative dialogue reflects Rogers’ rejection of hierarchical, top-down authority in therapeutic encounters. In this sense, humanistic theory reframes the service user not as an object of intervention but as a partner in processes of meaning-making and shared decision-making.
Nevertheless, the application of Rogers’ theory to the modern health and social care systems requires critical scrutiny. His model was developed within one-to-one counselling relationships and does not directly address the structural complexities of modern service delivery, including multi-agency collaboration, regulatory governance and performance accountability (Yao & Kabir, 2023). Whereas Rogers emphasised relational depth, contemporary healthcare environments are shaped by bureaucratic procedures, risk management frameworks and resource constraints. The prioritisation of authenticity and personal growth may therefore conflict with institutional imperatives centred on efficiency, standardisation and measurable outcomes.
Moreover, Rogers’ model presupposes a certain degree of personal agency that may not adequately account for structural inequalities affecting service users, including poverty, discrimination and limited access to resources (Yao & Kabir, 2023). Unless social determinants of health are considered, the humanistic theory has the danger of individualising responsibility to wellbeing and underemphasising the effect of systems.
[bookmark: _Toc222336002]The Ethical Foundations of the Health and Social Care.
Both person-centred care and partnership working are grounded in established ethical principles that legitimise their development and implementation. Respect for autonomy requires recognition of informed choice and self-determination, operationalised in practice through the Mental Capacity Act 2005. This Act strengthens the presumption of capacity and restricts the least restrictive practice when supporting individuals who may lack decision-making capacity (Ruck Keene et al., 2023). Also, the principles of Beneficence and non-maleficence require professionals to act in the best interests of people and ensure that no harm is inflicted (Bifarin & Stonehouse, 2022). However, the “best interests” can only be determined through negotiation among the families, professionals, and service users. Ethics, therefore, operate not as abstract principles but as situated dilemmas requiring contextual judgement, reflexivity and proportionate decision-making.
[bookmark: _Toc222336003]Assessing Partnership Working in Health and Social Care.
Partnership working (PW) has become a central organising principle in the UK health and social care reform, reflecting recognition that complex and intersecting needs cannot be addressed effectively by isolated agencies (Glasby et al., 2011). It encompasses collaborative relationships between professionals, organisations, service users, carers and the voluntary sector, with the aim of delivering coordinated, holistic and efficient care. Thus, contrary to the traditional siloed models, partnership working focuses on shared responsibility, collective planning and combined decision-making. 
It is important to note that this approach has been formalised within the legislative frameworks. The Health and Social Care Act 2012 changed the commissioning processes to promote integration across services, while the Care Act 2014 gave rise to the statutory requirement of cooperation between the local authorities and partner agencies (Glover-Thomas, 2013). These frameworks are indicative of the fact that the person-centred outcomes rely on systemic coordination and has been acknowledged at the level of policy.
[bookmark: _Toc222336004]Partnership Working Advantages.
Considering the above, PW has significant benefits with the health and social care environment. To begin with, effective partnership working enhances continuity of care by reducing fragmentation and duplication. This is critical when dealing with individuals with complex needs such as those with physical, mental and social difficulties, and require coordinated interprofessional responses (Wilson & Mavhandu-Mudzusi, 2019). Also, a successful partnership working strengthen safeguarding mechanisms by facilitating timely information sharing and shared risk assessment. Moreover, through collaborative practice, the expertise pooling enhances the quality and comprehensiveness of assessments and interventions.
Partnership working therefore provides the structural conditions necessary for holistic, person-centred care. Lack of coordinated communication among professionals may lead to inconsistent or contradicting personalised care plans. Partnership working therefore can be viewed as the working structure through which PCC can be meaningfully operated.
[bookmark: _Toc222336005]Structural, Cultural and Ethical Problems.
Despite its conceptual appeal, partnership working remains operationally challenging. Professional hierarchies may generate power imbalances that marginalise certain voices, particularly those of social care practitioners or service users themselves. Power balance can also exist within the departments. For instance, while healthcare systems may prioritise clinical efficiency and measurable outcomes, social care models may prefer relational support and community engagement. These divergent organisational cultures and performance indicators can create competing priorities. 
There are also ethical issues in information sharing. Although transparency is essential in the protection process, confidentiality may limit the extent of permissible data sharing. The professional judgement needed to navigate these tensions should be carefully made and sound governance structures.
[bookmark: _Toc222336006]Practice: Dementia in the Community.
Community based dementia care is an example of PCC and PW interdependence. The patient with dementia often requires the coordinated response of general practitioners, community nurses, occupational therapists, social workers and family carers.
On one side, PCC may require the identification of the personal history, the cultural identity, and fluctuating cognitive capacity. As Hayhoe & Howe (2011) noted, advanced care planning using PCC considers autonomy while anticipating potential future decline, making it consistent with the Mental capacity Act of 2005. Therefore, to be successful in managing dementia decisions must balance respect for individual preferences with safeguarding responsibilities. On the other hand, partnership working creates room for smooth coordination of medication management, home adoptions, respite and protection. 
Nevertheless, conflict can arise when risk aversion limits personal decision, or when poor integrative communication slows down intervention. Also, the difference between the NHS and local authorities funding can lead gaps in service delivery thereby affecting the implantation of PCC and PW. 
[bookmark: _Toc222336007]Policy and Legislative Environment.
UK legislation firmly embeds both PCC and partnership working within statutory duties. For instance, the wellbeing principle in the Care Act 2014 focuses on control, dignity, and participation, alongside inter-agency collaboration. This closely aligns with the Health and Social Care Act 2012, the Mental Capacity Act 2005 and the Equality Act 2010 which brought in systems to enhance integration, ascertains right to make decisions, and deals with institutional discrimination respectively.
Regardless of this strong legislative framework, implementation of PCC and PW does not take place in the same way. Factors such as workforce shortages, financial constraints and organisational restructuring undermine consistency. To tie this down, (0 indicated that policy rhetoric often outpaces operational capacity, creating an implementation gap between aspiration and lived experience.
[bookmark: _Toc222336008]Future Development Recommendation.
In general, the relationship between PCC and PW is reciprocal. While the PCC provides the ethical orientation, partnership working provides the systemic mechanism. Therefore, for a sustainable future integration, there is need for the stakeholders to: 
· Integrate indicators of relational practices in quality assurance frameworks.
· Invest in digital infrastructures to enable secure information sharing.
· Enhance interprofessional education based on ethics and collaborative practice.
· Expand co-production models to ensure meaningful service user participation in service design.
· Support relational care capacity by prioritising workforce wellbeing.
· Provide fair funding between Integrated Care Systems.
Align relational values with structural investment in future reforms
[bookmark: _Toc222336009]Conclusion
The contemporary UK health and social care reform is based on the principles of person-centred care and partnership working. PCC promotes dignity, autonomy and holistic engagement, whereas partnership working offers the structural framework needed to bring about coordinated service delivery. The literature also highlights that these principles are institutionalised through legislations, such as the Care Act 2014 and Health and Social Care Act 2012.
Nevertheless, successful integration is still limited by organisational cultures, professional hierarchies, ethical tensions, and resources constraints. Systemic coherence, cultural change and extended investment are all essential to attain truly, person-centred and integrated care. It is only when this synthesis occurs that policy aspirations can be made into equitable and interpersonally based practice.
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