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1.
Abstract

This report critically examines person-centred care (PCC) and partnership working (PW) within UK community health and social care. PCC is explored as an approach that prioritises autonomy, dignity and meaningful involvement, rather than positioning individuals as passive recipients of care (Santana et al., 2018). Drawing on McCormack and McCance’s Person-Centred Practice Framework, the report highlights the importance of both practitioner values and organisational context. Partnership working is considered through Integrated Care Systems introduced by the Health and Care Act 2022, aiming to improve coordination. Despite strong policy support, implementation remains inconsistent due to resource pressures, fragmented systems and professional boundaries.

2.
INTRODUCTION 

Person-centred care (PCC) and partnership working (PW) have become almost unavoidable terms within UK health and social care discourse that they can sometimes feel more rhetorical than real. Yet, beneath the policy language, they reflect a genuine shift in how care is understood: away from systems organised around services, and towards systems organised around people. However, in community settings, this complexity is often shaped by long-term relationships, continuity of care and reliance on multiple services rather than single episodes of treatment.

Over the past two decades, legislation such as the Care Act 2014 has attempted to embed wellbeing, choice and individual involvement at the centre of care delivery. Alongside this, the Health and Care Act 2022 introduced Integrated Care Systems (ICSs), designed to reduce fragmentation by encouraging collaboration between the NHS, local authorities and voluntary organisations. The Mental Capacity Act 2005 further complicates and enriches this landscape by requiring practitioners to balance respect for autonomy with the duty to protect.

This component focuses specifically on community-based care, where these tensions are most visible. It will critically explore PCC, its theoretical foundations and ethical implications, before examining the realities of partnership working in integrated systems. In doing so, it does not simply describe policy, but questions how far these ideals are achievable within the constraints of everyday practice.

3.
PERSON-CENTRED CARE (PCC): DEFINITION, ADVANTAGES AND LIMITATIONS

Person-centred care (PCC) is widely understood as an approach that places the “individual, not the service” at the centre of care delivery, recognising their values, preferences and lived experiences as fundamental to decision-making (Santana et al., 2018). In contrast to more traditional biomedical models, which can reduce individuals to diagnoses or conditions, PCC emphasises relational care, communication and shared responsibility. This shift is reflected in UK policy, particularly within the NHS Long Term Plan, which promotes personalised care as a mechanism for improving both patient experience and clinical outcomes (NHS England, 2019). At its core, PCC is not simply about being “kind” or “respectful” although those matter but about rebalancing power within ongoing care relationships, allowing individuals to actively shape their own care journeys (Entwistle and Watt, 2013).

The advantages of PCC are well documented across both research and policy literature. Studies suggest that PCC contributes to improved patient satisfaction, greater adherence to treatment plans and, in some cases, better health outcomes (Ekman et al., 2011). In community settings, where individuals often manage long-term or complex conditions, PCC can support sustained independence and long-term self-management, reducing reliance on acute services. There is also a broader, almost philosophical advantage: PCC aligns care with human dignity, recognising individuals as more than their needs or risks (Freeth, 2017).

However, the reality of implementing PCC is considerably more complex. Time pressures, workforce shortages and organisational demands often limit the extent to which practitioners can engage in meaningful, person-centred interactions (Entwistle and Watt, 2013). In community care, this tension becomes particularly visible when individual preferences conflict with safeguarding responsibilities or risk management. For example, supporting autonomy may involve accepting a degree of risk, which can sit uneasily within systems increasingly focused on accountability and efficiency. Furthermore, while policies such as the Care Act 2014 promote wellbeing and participation, their application remains inconsistent due to local resource constraints. Consequently, PCC often exists in a tension between policy ideals and everyday practice realitiesvalued in principle, but uneven in practice.

4.
THEORETICAL FRAMEWORKS UNDERPINNING PCC 

Understanding person-centred care (PCC) requires more than a definition; it demands engagement with the theoretical ideas that give it structure and meaning. Among these, the Person-Centred Practice Framework (PCPF) developed by McCormack and McCance (2016) stands as the central model. The framework proposes that effective PCC emerges from the interaction between practitioner attributes, the care environment and relational processes, ultimately leading to improved outcomes. What is particularly useful here is the recognition that good care is not just about individual’s intentions, it is shaped and sometimes constrained by the systems within which practitioners operate (McCormack and McCance, 2016). In that sense, PCC is not a fixed checklist and more a condition that either flourishes or struggles depending on context. This contrasts with more individually focused models, as the framework places greater emphasis on organisational culture and system-level influences.

Beneath this framework sits a strong humanistic foundation, most notably influenced by Carl Rogers’ theory of person-centredness. Rogers emphasised empathy, authenticity and unconditional positive regard as essential to meaningful human relationships (Rogers, 1961). These ideas translate directly into care practice, where understanding the person’s subjective experience becomes as important as addressing their clinical needs. It is this shift from “treating illness” to “understanding the person living with illness” that gives PCC its ethical depth.

Closely related is the concept of personhood, particularly in the work of Kitwood (1997), who argued that individuals, especially those with conditions such as dementia, should be recognised in terms of identity, dignity and social relationships. This perspective challenges purely task-oriented care and reinforces the idea that care must preserve the individual’s sense of self, even in situations of vulnerability.

In addition, holistic care theory reflected in frameworks such as the Fundamentals of Care (Kitson et al., 2013) emphasises the integration of physical, emotional and relational needs in this debate. It suggests that care cannot be fragmented into isolated tasks without losing its meaning. Similarly, relationship-centred care highlights the importance of interactions between practitioners, patients and families, recognising that care is co-produced through these relationships rather than delivered in isolation.

Despite their value, these theories often assume conditions, time, continuity, and supportive environments that may not always exist in community settings. This creates a subtle but important tension: while theory provides clarity about what good care should look like, practice frequently reveals the limits of what is realistically achievable.

5.
ETHICAL FUNDAMENTALS 

Ethical principles form a guiding but often contested foundation to the delivery of person-centred care (PCC), particularly in community settings where decisions are often uncertain and context-dependent. The four principles of biomedical ethics, autonomy, beneficence, non-maleficence and justice, provide a widely accepted framework for guiding practice (Beauchamp and Childress, 2019). Among these, autonomy is often positioned at the heart of PCC, reflecting the commitment to respecting individuals’ rights to make decisions about their own care. However, in practice, autonomy is not absolute. The Mental Capacity Act 2005 introduces a structured approach to assessing decision-making capacity, requiring practitioners to support individuals where possible, while acting in their best interests when capacity is lacking (UK Government, 2005).

Tensions frequently arise when these principles intersect. For instance, respecting autonomy may mean accepting choices that involve risk, which can conflict with the principle of non-maleficence, the duty to avoid harm. As Freeth (2017) highlights, such dilemmas are particularly evident in mental health and community care, where refusal of care is not uncommon. Similarly, beneficence requires practitioners to act in ways that promote wellbeing, yet what constitutes “benefit” may differ between professionals and service users. Justice further complicates decision-making, especially in contexts of limited resources, where equitable access to care cannot always be guaranteed (Beauchamp and Childress, 2019).

6.
EVALUATION OF PARTNERSHIP WORKING

Partnership working (PW) refers to multi-agency collaborative arrangements between professionals, organisations and sectors aimed at delivering coordinated and effective care. Within UK health and social care, it has become a central policy objective, particularly with the shift towards integrated care systems. At its core, PW recognises that individuals’ needs, especially in community settings, rarely fall neatly within the boundaries of a single service. Health, housing, social support and voluntary sector input are often intertwined, requiring a more collective response (Goodwin, 2016). The Health and Care Act 2022 formalises this approach through Integrated Care Systems (ICSs), which are intended to reduce fragmentation and improve outcomes through shared responsibility (NHS England, 2022). This is particularly visible in community care, where individuals often depend on coordinated input from health, social care and voluntary services over extended periods.

The advantages of partnership working are widely acknowledged. Effective collaboration can lead to improved communication between services, reduced duplication of efforts and more holistic care delivery (Cameron et al., 2014). For individuals with complex or long-term needs, this can translate into smoother care pathways and better overall experiences. There is also a strategic benefit: by aligning resources and expertise, organisations can respond more efficiently to increasing demand within constrained budgets.

However, the practical realities of partnership working often fall short of these ambitions. As Dickinson and Glasby (2010) argue, PW is frequently promoted as a solution without sufficient attention to the challenges it entails. Differences in organisational culture, professional priorities and funding structures can create barriers to genuine collaboration. For example, health services and local authorities may operate under different accountability frameworks, making alignment difficult in practice. Communication issues and the lack of integrated digital systems further complicate information sharing (Cameron et al., 2014).

As a result, partnership working can sometimes become more conceptual rather than consistently operational, present in policy discourse but less visible in everyday practice. This suggests that while PW remains essential for integrated care, its success depends not only on structural reforms, but also on addressing deeper cultural and systemic barriers.

7.
POLICY AND LEGISLATION

UK policy and legislation provide a strong statutory and policy foundation for both person-centred care (PCC) and partnership working (PW), embedding these principles within statutory duties and national strategies. The Care Act 2014 is particularly significant, as it places a legal obligation on local authorities to promote individual wellbeing and involve people in decisions about their care (UK Government, 2014). This marks a clear shift towards recognising individuals as active participants rather than passive recipients. Similarly, the Health and Care Act 2022 reinforces the importance of collaboration through the establishment of Integrated Care Systems, aiming to improve coordination across health and social care services (UK Government, 2022).

Additional frameworks further support these principles. The Mental Capacity Act 2005 provides guidance on decision-making where capacity may be impaired, ensuring that autonomy is respected while safeguarding individuals (UK Government, 2005). Meanwhile, the Human Rights Act 1998 and Equality Act 2010 emphasise dignity, non-discrimination and fairness, reinforcing the ethical foundations of care (UK Government, 1998; UK Government, 2010).

Despite this comprehensive framework, implementation remains uneven. Resource limitations, local variations in service provision and organisational constraints often prevent policies from being fully realised in practice. As such, legislation establishes expectations, but cannot alone ensure consistent delivery. However, in community contexts, variation in local authority provision can significantly influence how these policies are experienced.

8.
RECOMMENDATIONS 

Advancing person-centred care (PCC) and partnership working (PW) requires more than policy commitment; it demands practical and sustained changes within organisations. First, greater investment in workforce development is essential. Training should go beyond technical skills to include communication, ethical decision-making and the practical application of person-centred approaches (Beresford, 2019). Without this, PCC risks remaining an abstract ideal rather than a lived practice.

Second, developing digital integration across services could significantly reinforce partnership working. Shared information systems would reduce fragmentation and enable more coordinated care, particularly in community settings where multiple agencies are involved (Cameron et al., 2014).

Finally, there should be a stronger emphasis on co-production, actively involving service users in the design and evaluation of services. This not only aligns with PCC principles but also ensures that services reflect real needs rather than organisational assumptions. However, these recommendations require adequate funding and organisational commitment to be effective particularly within community-based services.

9.
CONCLUSION

This piece critically explored person-centred care (PCC) and partnership working (PW) within the UK health and social care system, with a particular focus on community-based practice. While both approaches are strongly embedded in policy and supported by theoretical and ethical frameworks, their implementation remains inconsistent. The analysis has shown that PCC is often constrained by time pressures, resource limitations and competing priorities, while partnership working is challenged by organisational and structural barriers.

A recurring theme throughout this discussion is the persistent mismatch between policy expectations and practical delivery. Policies such as the Care Act 2014 and Health and Care Act 2022 set clear expectations, yet their translation into everyday practice is shaped by local contexts and systemic pressures. Ultimately, achieving meaningful improvements in care requires not only legislative support, but also cultural change, investment and a willingness to engage with the complexities of real-world practice, especially within community settings where care is shaped by long-term engagement rather than short-term intervention.
References:

Beresford, P. (2019) ‘Public participation in health and social care: Exploring the co-production of knowledge’, Frontiers in Sociology, 3, p. 41. 

Beauchamp, T.L. and Childress, J.F. (2019) Principles of biomedical ethics. 8th edn. Oxford: Oxford University Press.

Cameron, A., Lart, R., Bostock, L. and Coomber, C. (2014) ‘Factors that promote and hinder joint and integrated working between health and social care services: A review of research literature’, Health & Social Care in the Community, 22(3), pp. 225–233. 

Dickinson, H. and Glasby, J. (2010) ‘Why partnership working doesn’t work: Pitfalls, problems and possibilities in English health and social care’, Public Management Review, 12(6), pp. 811–828. 

Ekman, I. et al. (2011) ‘Person-centered care - Ready for prime time’, European Journal of Cardiovascular Nursing, 10(4), pp. 248–251. 

Entwistle, V.A. and Watt, I.S. (2013) ‘Treating patients as persons: A capabilities approach to support delivery of person-centered care’, BMJ, 347, f726. 

Freeth, R. (2017) Humanising psychiatry and mental health care: The challenge of the person-centred approach. Boca Raton: CRC Press.

Goodwin, N. (2016) ‘Understanding integrated care’, International Journal of Integrated Care, 16(4), pp. 1–4. 

Kitson, A., Conroy, T., Wengstrom, Y., Profetto-McGrath, J. and Robertson-Malt, S. (2013) ‘Defining the fundamentals of care’, Journal of Clinical Nursing, 22(15–16), pp. 2212–2226. 

McCormack, B. and McCance, T. (2016) Person-centred practice in nursing and health care: Theory and practice. 2nd edn. Chichester: Wiley-Blackwell.

NHS England (2019) The NHS Long Term Plan. Available at: https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/ (Accessed: 24 March 2026).

NHS England (2022) Integrated care systems: Design framework. Available at: https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/ (Accessed: 23 March 2026).

Santana, M.J., Manalili, K., Jolley, R.J., Zelinsky, S., Quan, H. and Lu, M. (2018) ‘How to practice person-centred care: A conceptual framework’, Health Expectations, 21(2), pp. 429–440. 

UK Government (1998) Human Rights Act 1998. Available at: https://www.legislation.gov.uk/ukpga/1998/42/contents (Accessed: 12 March 2026).

UK Government (2005) Mental Capacity Act 2005. Available at: https://www.legislation.gov.uk/ukpga/2005/9/contents (Accessed: 13 March 2026).

UK Government (2010) Equality Act 2010. Available at: https://www.legislation.gov.uk/ukpga/2010/15/contents (Accessed: 14 March 2026).

UK Government (2014) Care Act 2014. Available at: https://www.legislation.gov.uk/ukpga/2014/23/contents (Accessed: 25 March 2026).

UK Government (2022) Health and Care Act 2022. Available at: https://www.legislation.gov.uk/ukpga/2022/31/contents (Accessed: 26 March 2026).

