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 ABSTRACT
This report evaluates person- centred care (PCC) and partnership working (PW)within UK integrated care system, focusing on discharge of frail older adults from acute hospitals to community services is defined to the comprehensive model for personalized care, emphasizing shared decision making, personalized planning and social prescribing. The person-centred nursing framework (PCNF)provides theoretical grounding, linking prerequisites care environment processes, and outcomes. Partnership working operates through joint governance, care transfer hubs, and multidisciplinary teams under health and care Act 2022 duties. Key recommendations include adopting NICE decision aids, implementing single share care plans, establishing legal data-sharing frameworks, and monitoring discharge-ready metrics. Effective integration requires community capacity investment, workforce training, and disciplined outcome measurement to translate policy into safer, person-centred transition.













Introduction
This report evaluates person-centered care (PCC) and partnership working (PW) and how they operate together in UK health and social care. The focus is discharge of frail older adults from an acute NHS trust to community services within an Integrated Care System. The choice reflects high need and policy relevance. Sections define PCC, test benefits and limits, apply theory, and ethics.
The setting is an English Integrated Care System in which an acute hospital, adult social care, general practice, community providers and the voluntary sector coordinate discharge-to-assess pathways. ICSs formalize joint planning and collective accountability across organisations to improve outcomes and reduce inequalities, which makes PCC and PW visible in discharge decisions across the pathway (The King’s Fund, 2022; DHSC, 2024).
Person-Centered Care: definition, benefits, limits
PCC implies putting care in place based on what is important to the individual, rather than service. It secures dignity and choice, employs shared decisions, and creates a personalized plan of care and support which coordinates input across organisations. The Comprehensive Model for Personalized Care establishes six elements of principle-to-practice translation in England: shared decision making, personalized care and support planning, legal rights to choice, social prescribing and community support, supported self-management, and personal health budgets to eligible people across the country (NHS England, 2025).
The utility of benefits becomes most evident in situations where the decision to discharge is preference sensitive and complicated. NICE demands shared decision making and risk communication and decision aids, which enhances cognition and harmonization of choices to values in standard care (NICE, 2021). The knowledge, skills and confidence developed through supported self-management and the resulting potential to eliminate unplanned care can be achieved through coaching, education and peer support with follow-up measurement (NHS England, 2021). Social prescribing connects individuals to non-clinical care, which deals with isolation, mobility or accommodation; synthesised evidence demonstrates a scale-up potential, cost-effectiveness, and access to the deprived population (National Academy for Social Prescribing, 2024). Collectively, they have the potential to enhance experience, compliance and safety in the process of handover, and assist systems to prevent unjustifiable bed-days by stabilizing recovery in the community to the setting and season without risk (DHSC, 2024).
Delivery is uneven. Workforce pressure limits time for dialogue. Digital exclusion restricts access to decision aids and planning. Fragmented records and weak interoperability undermine continuity, and coroners link deaths to missing information at handover, showing safety costs of poor data-sharing (The Guardian, 2024). Equity gaps persist when services fail to tailor support to language, culture, or deprivation (Health Foundation, 2025).
Theory that underpins PCC
Person-Centered Nursing Framework (PCNF): core constructions
Based on the operational model in section 3, Person-Centered Nursing Framework (PCNF) theories the production of person-centered outcomes by teams. It has four domains. Prerequisites relate to personnel expertise, principles and reflective abilities. Care environment encompasses culture, leadership, decision latitude and resources. Some of the care processes include sincere engagement, work with beliefs and values, joint decision making, whole person assessment, and empathetic presence. Person-centered outcomes explain participation, contentment, health, and a feeling of safety. PCNF is an intermediate theory bridging context, process, and outcome, which has also been revised to reflect the modern, data-intensive practice in the UK and practice applied internationally (McCormack and McCance, 2019).
How PCNF operationalizes PCC in the chosen setting
Translating PCNF to discharge clarifies mechanisms. Prerequisites mean clinicians skilled in coaching, frailty, and medicines reconciliation. The care environment requires equipment, rapid transport, and a care transfer hub that joins hospital, community, and social care. Care processes are shared decisions, co-produced plans, and clear contingency instructions on deterioration and contacts. Outcomes are readiness, confidence, and fewer avoidable readmissions. This mapping aligns with statutory discharge to assess guidance that priorities multidisciplinary planning with the person and unpaid carers throughout (DHSC, 2024). 

Ethical fundamentals in health and social care
The four-principles lens tests discharge decisions, associated with linking theory with ethics. The autonomy requires realistic choices, risk communication, and time to make a decision on the place of recovery. There should be proportionate plans in beneficence and non-maleficence in terms of balancing independence with safety (falls risks and medication changes). Fair access to rehabilitation, equipment, transport is needed, and deprivation and frailty should be considered in terms of justice. GMC consent guidance incorporates shared decision making as an essential professional responsibility, since ineffective communication negatively affects safety and trust during handover and elevates risks of complaints and litigation to organisations and staff (GMC, 2020).
Capacity and consent are essential to frail elderly individuals. Mental Capacity Act establishes five principles such as the presumption of capacity, facilitating decision making and acting in the best interest where there is no capacity. In acute care, decision-specific and time-specific assessment are used. The staff is supposed to employ communication support, manage delirium and pain, and engage families and advocates. The best-interests’ decisions should consider the value of the person and attempt to provide the least restrictive choice. NHS England establishes feasible measures to demonstrate legal process at the discharge (NHS England, 2025).
Partnership working at discharge is developed by confidentiality and transparency. The Caldicott Principles mandate reasonable, required, and commeasure sharing, and anticipate individuals to be aware of how their data are used (National Data Guardian, 2020). The regulatory Duty of Candour necessitates the candid reporting and notice-giving following reportable safety events, which informs the truthful multi-agency reaction (CQC, 2025). When properly deployed, direct-care information flows will be timely and safe without undermining trust and legal standards.
Partnership working critical evaluation
What partnership working means in UK health and social care
PW is coordinated action across NHS trusts, primary care, local authorities, and the voluntary sector to plan, fund, and deliver joined-up care for shared populations, not for single organisations, because complex need crosses institutional lines (The King’s Fund, 2022). In England the Health and Care Act 2022 formalizes this through Integrated Care Systems with legal duties on Integrated Care Boards to arrange services and work with partners, which turns collaboration from discretion into obligation (Legislation.gov.uk, 2022).  
Collaboration mechanisms and models
The mechanisms that would be important during discharge include joint governance, shared planning, and operational hubs. ICS joint committees establish common objectives and place providers together in the dock, centering incentives at the intersection of hospital and community services (NHS Providers, 2024). Care transfer hubs also daily coordinated decisions and logistics, minimized duplication, and established one stream of information, thereby lowering the risk associated with handover and shortening waits where capacity is available downstream (DHSC, 2024). Bronstein model explains five behaviours that indicate successful work interdisciplinary, namely interdependence, new activities achieved, flexibility, shared ownership of goals, and reflection on the process, and it is a simplistic diagnostic of MDTs (CSWE, 2018). The recent synthesis demonstrates that the strengthening of the communication, roles, and digital tools can enhance the coordination, yet the effects are different depending on the context and leadership, and thus, systems need to be adjustable instead of imported templates (Simons et a,2021)
Risks, barriers, and enablers
PW carries costs. Role ambiguity and extra meetings raise transaction costs and can slow action when accountability is not clear (Aunger et al., 2023). Data-sharing friction is common, yet the ICO code confirms that UK GDPR and the DPA 2018 allow proportionate sharing for direct care when lawful basis and safeguards are in place, so governance is an enabler rather than a blocker when applied well (ICO, 2021). Capacity is a binding constraint: delayed discharges cluster where community health and social care capacity is weakest, so PW without downstream capacity cannot deliver flow or safety (Nuffield Trust, 2025). Evidence across systems identifies shared goals, digital infrastructure, proximity, and leadership as consistent antecedents of successful inter-organisational work, which explains why clear ICS objectives and interoperable records change outcomes rather than rhetoric (JHOM, 2024). 
Applying partnership working in practice: acute-to-community discharge pathway
The ward MDT and discharge coordinators are in charge of decision-making and also the liaison with the care transfer hub; community nursing and therapy plan home recovery; the GP and Primary Care Network manage medicines and deterioration; adult social care arranges rabblement or ongoing support; the voluntary sector provides social prescribing and practical support; a named case manager tracks the actions across settings, which is endorsed in national action cards (DHSC, 2024). 
Safe discharge means shared decision making with an application of risk communication and decision aids recommended by NICE guidelines, as preference-sensitive decisions must be based on the values of the person, rather than service pressure (NICE, 2021). the ICS statutory guidance also describes the shared decision making as a legal obligation to be involved, and not an act of courtesy (NHS England, 2022). Information flows must be based on a documented legal foundation of direct care with Article 9 condition which is recorded in DPIAs where necessary and therefore data flow in a lawful and timely way between ward, GP, community and social care (NHS Innovation Service, 2025). The discharge-to-assess pathways and care transfer hubs are the framework of operationally necessary so-called home first plans and rapid community response that minimizes the risk of deconditioning and bed-day loss when implemented at capacity (DHSC, 2024). 
Policy and legislation: how PCC and PW are embedded and evaluated
The Health and Care Act 2022 create ICBs and ICPs with duties to arrange services and work with partners, which mandates system-level collaboration and invites CQC system assessments as an external check on performance (Legislation.gov.uk, 2022; CQC, 2023). The Care Act 2014 wellbeing duty requires local authorities to promote dignity, control, and independent living, which justifies investment in rabblement during discharge (GOV.UK, 2023). The Equality Act 2010 Public Sector Equality Duty requires due regard to advancing equality, so discharge pathways must track and narrow gaps by deprivation, ethnicity, disability, and language (GOV.UK, 2023). UK GDPR and the DPA 2018 require lawful, necessary, and proportionate data use; the ICO Data Sharing Code gives practical routes to share for direct care without delay (ICO, 2021). The Statutory Duty of Candor requires open communication after notifiable safety incidents, which strengthens trust during multi-agency reviews of discharge harm (CQC, 2025). 
NICE NG197 implements shared decision making throughout the services, and it means that it requires training, decision aids, and consent documentation audits as quality assurance (NICE, 2021). The principles and methods of involvement introduced in the NHS England “Working in partnership with people and communities” presuppose ICS-wide involvement plans and measures of the quality of involvement (NHS England, 2022). The Hospital Discharge and Community Support Guidance identify discharge-to-assess pathways and care transfer hubs, meaning that a description of roles is clear, daily escalation is implied, and shared operating procedures across organizations (DHSC, 2024). Urgent and Emergency Care Recovery Plan proposes a discharge-ready measure and biannual NHS-local government management, which means that the system is reviewed monthly, and weak links are actively supported (NHS England, 2024). 
Recommendations for future development in the UK
Adopt NG197 decision aids for high-risk discharges and train ward and community staff, because better risk communication reduces regret and unsafe returns; risk is time cost on pressured wards; mitigation is micro-learning and in-workflow prompts (NICE, 2021). Make the personalized care and support plan the single shared record visible to all partners and carers, because one plan cuts duplication; risk is interoperability gaps; mitigation is phased integration using existing national interoperability paths (NHS England, 2022). 
In addition, make daily MDT huddles against Bronstein elements to explain interdependence and ownership, as role clarity eliminates handover failure; risk is meeting inflation; mitigation is time-boxed huddles and single action log (CSWE, 2018). Introduce legal data-sharing playbook with default Article 6/9 bases, direct care templates, and DPIA templates since the uncertainty and delay are frequently not caused by the law but rather by risk-aversion: control through executive signature and Caldicott leadership (ICO, 2021). Monthly learning cycles should be prompted using the discharge-ready metric and 30-day readmissions and first-contact time, as PW works best when information drives joint action; risk is when data is gameable; mitigation is when data is published to the ICS level (NHS England, 202324). 
Implementation risks and mitigations
Community capacity may be the binding constraint; target investment at rabblement and home care where delays cluster, because evidence links capacity with discharge flow; risk is cost pressure; mitigation is pooled budgets at place level (Nuffield Trust, 2025). Workforce time for SDM is scarce; embed decision support into EPR workflows to cut administrative load; risk is staff adoption; mitigation is audit and feedback using NG197 process measures (NICE, 2021). 
Conclusion
PCC sets the goal, and PW supplies the means. In frail-older-adult discharge, ICS duties, care transfer hubs, lawful data-sharing, and co-production convert values into safer handovers and faster flow when backed by community capacity and shared metrics. What remains hard is aligning accountability and capacity across many actors while protecting autonomy under real pressure. The highest-value changes are routine SDM with decision aids, a single shared care plan across sectors, and disciplined monthly learning on discharge-ready time and readmissions, because these align mechanisms with outcome at acceptable cost.
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