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                                  Understanding Person-Centred Care 
Person-centred care places the individual at the centre of decisions about their health and wellbeing, emphasising personal values, lived experience and aspirations (Santana et al., 2018). Rather than relying solely on professional assumptions, it prioritises shared decision-making, autonomy and relationships grounded in mutual trust. A key feature is the focus on what matters to the person, rather than simply addressing their condition (Richards, Coulter & Wicks, 2015).
Person-centred care is associated with improved satisfaction, better self-management, and stronger therapeutic relationships. Research shows that involvement in care planning can enhance engagement, adherence, and emotional wellbeing (Håkansson Eklund et al., 2019). It also reinforces ethical commitments to dignity and respect, supporting holistic and compassionate practice. Furthermore, person-centred approaches have been linked to improved health literacy, enhanced communication and increased confidence for people managing long-term conditions (Coulter et al., 2015).
Despite these benefits, implementation remains inconsistent. A lack of shared definitions across services creates variation in practice, while high workloads, limited time and staffing pressures reduce opportunities for meaningful dialogue (Entwistle & Cribb, 2013). Organisational cultures that prioritise efficiency and risk management over relationship-building can further undermine person-centred values. Larkin, Boden, and Newton (2015) argue that professionals may feel pressured to prioritise organisational demands over individual preferences, leading to a gap between policy rhetoric and everyday practice. Additionally, structural inequalities such as socioeconomic disadvantage or barriers experienced by minority groups can restrict people’s ability to participate fully in decision-making, challenging assumptions that all individuals can easily exercise autonomy (Marmot, 2020).
These challenges indicate that while person-centred care is widely endorsed, its consistent delivery relies on supportive organisational cultures, adequate staffing, and a commitment to addressing wider social determinants of health. 
                                          Nolan’s Senses Framework 
Nolan et al.’s (2004) Senses Framework is a key UK model supporting person-centred and relationship-centred care. It proposes that high-quality care occurs when service users, families and staff experience six “senses”: security, belonging, continuity, purpose, achievement, and significance. This relational emphasis differentiates it from clinical, task-focused models, aligning closely with UK policy promoting compassionate, holistic, and dignified care (Department of Health, 2012). The framework argues that person-centred practice is not simply a set of actions, but a culture created through meaningful and emotionally attuned relationships.
The framework highlights the emotional and relational dimensions of care, with evidence showing improvements in communication, autonomy, and wellbeing when these senses are present (Dewar & Pullin, 2010). Importantly, it recognises that staff must also experience these senses to deliver relational care effectively. This mirrors wider research demonstrating that supportive organisational cultures, dedicated team cohesion, and positive staff morale are crucial for safe and compassionate practice (West et al., 2017). When staff feel valued and secure, they are more able to form therapeutic relationships and engage collaboratively with service users and families.
Despite its strengths, the Senses Framework can be challenging to operationalise in pressured environments. Staff shortages, fragmented care pathways, and target-driven cultures often leave little time for reflection or relationship-building, making the senses difficult to embed consistently. Dewar and Nolan (2013) argue that without leadership committed to relational practice, the framework risks becoming aspirational rather than enacted. Additionally, critics note that the model requires organisational investment in supervision, training and supportive infrastructure elements that are not always prioritised in overstretched health and social care settings.
Nevertheless, the Senses Framework remains a valuable UK-rooted model because it bridges person-centred care and partnership working. By emphasising emotional connection, shared meaning, and mutual respect, it highlights the relational foundations required for effective collaboration across disciplines, agencies, and family networks.
                           Partnership Working in Health and Social Care   
Partnership working has been positioned as essential to modern service delivery, yet its success depends heavily on the quality of interprofessional relationships. Research suggests that trust, shared purpose, and clarity of roles are central to effective collaboration, but these qualities can be difficult to maintain in highly pressured environments (Glasby & Dickinson, 2014). Differences in professional identity also contribute to tension. For example, medical and social care practitioners may approach the same situation with different priorities clinical stabilisation versus long-term independence leading to disagreements that hinder joint working.
Another challenge relates to power imbalances. Studies show that health professionals often dominate decision-making, which can result in the marginalisation of social care and voluntary sector contributions (Willumsen et al., 2012). This hierarchy can undermine the shared responsibility necessary for partnership working and contribute to defensive rather than collaborative practice.
Despite these barriers, partnership working offers substantial benefits. Integrated approaches can reduce hospital admissions, improve safeguarding responses, and support continuity, especially for people with multiple or long-term needs. Baxter et al. (2018) found that integrated care models are most successful when there are strong leadership, shared accountability and adequate time for relationship-building demonstrating that partnership quality is strongly influenced by organisational culture and resource availability.
              Partnership Working in Hospital Discharge Planning  
Discharge planning remains a key testing ground for the strengths and weaknesses of interagency collaboration. Research by Jones et al. (2021) shows that effective discharge relies on early planning, shared documentation and involvement of service users and carers. When these processes are coordinated well, service users report greater confidence returning home, and community teams are better prepared to deliver ongoing support.
However, discharge planning is often affected by wider systemic pressures. Hospitals facing bed shortages may feel compelled to discharge individuals quickly, while community and social care services may struggle to respond promptly due to staffing gaps or waiting lists. These conflicting pressures highlight the fragility of partnership working and the need for more balanced resource distribution across sectors.
Communication remains a central challenge. Even small inconsistencies such as incorrect medication lists or unshared risk assessments can have significant consequences. Studies emphasise that shared digital platforms and consistent multidisciplinary reviews can improve discharge outcomes (Coleman, 2014). This demonstrates how technological and organisational infrastructure underpin the quality of partnership working.
                                           Policy and Legislation 
UK policy and legislation provide the overarching framework for person-centred care and partnership working, shaping expectations for practice, accountability, and resource allocation. The Care Act 2014 remains the most influential piece of adult social care legislation, placing duties on local authorities to promote personalisation, wellbeing, and prevention. It explicitly requires practitioners to involve individuals in all decision-making processes, reflecting long-standing commitments to autonomy and rights-based practice (Department of Health, 2014). However, despite this strong legislative mandate, research indicates that local authorities have struggled to deliver the Act’s ambitions due to prolonged austerity and reduced funding. Hastings et al. (2017) show that budget cuts have significantly weakened councils’ capacity to offer preventative and personalised services, leading to increased thresholds and reduced availability of community-based support.
The Mental Capacity Act 2005 (MCA) further supports person-centred care by requiring professionals to presume capacity, maximise decision-making ability and act in accordance with an individual’s values when capacity is lacking. Yet evidence suggests persistent challenges in applying the Act consistently. Jackson (2018) highlights that practitioners often interpret “best interests” narrowly, sometimes prioritising organisational risk management over individual preferences, resulting in restrictions on autonomy. This demonstrates how practice cultures can undermine legislative intent when staff lack sufficient training, confidence, or organisational support.
The Health and Social Care Act 2012 aimed to strengthen clinically led commissioning and increase collaboration between sectors. However, studies indicate that the reforms instead created fragmentation by distributing commissioning responsibilities across multiple bodies, reducing clarity, and slowing decision-making (Gadsby et al., 2017). This fragmentation complicated partnership working, particularly for individuals with complex needs requiring coordinated multi-agency responses.
More recent policy developments, especially the NHS Long Term Plan (2019) and the formal establishment of Integrated Care Systems (ICSs) under the Health and Care Act 2022, seek to overcome earlier structural divisions. ICSs aim to pool budgets, align priorities, and strengthen collaboration between health, social care, and voluntary organisations. Baxter et al. (2018) found that integrated care models can enhance continuity, reduce duplication and improve user experience, though progress varies significantly across regions. Local disparities reflect variability in workforce capacity, financial stability, and organisational culture, demonstrating that integration policy is only effective when supported by adequate resources.
NICE guidelines reinforce these commitments by offering evidence-informed expectations for practice. NICE NG197 emphasises shared decision-making as essential to person-centred care, while NICE NG108 outlines best practice for safe, coordinated transitions from hospital to community settings. SCIE (2018) similarly promotes co-production as a core component of personalised and collaborative care. However, consistent implementation of guidance remains challenging in overstretched environments with limited digital infrastructure and high turnover (West et al., 2017).
Overall, while UK legislation and policy strongly promote person-centred and collaborative practice, systemic pressures such as funding cuts, workforce shortages and organisational fragmentation continue to limit real-world implementation. Without sustained investment and stronger leadership, the ambitions of the Care Act, MCA and ICS reforms risk remaining only partially realised.
                                                Recommendations  
To strengthen person-centred care and partnership working across UK health and social care, several strategic improvements are necessary. First, sustained investment in the workforce is essential. Evidence shows that staff training in shared decision-making, communication and interprofessional collaboration significantly improves care quality and reduces fragmentation (Reeves et al., 2017). Services should embed mandatory interprofessional education across health and social care teams to develop a shared language, mutual respect, and role clarity.
Secondly, improving digital interoperability must be prioritised. NHS England (2020) highlights that delayed discharges and communication failures are often linked to incompatible systems, so investment in shared electronic records is crucial for timely information exchange.
Third, co-production should be embedded throughout service design and evaluation. SCIE (2018) demonstrates that involving people with lived experience leads to more meaningful and effective models of care, ensuring that services reflect individual needs rather than organisational pressures.
Additionally, long-term financial stability is needed to enable local authorities and Integrated Care Systems to uphold their duties under the Care Act 2014, particularly given the impact of cuts on service capacity (Hastings et al., 2017).
Finally, compassionate, and inclusive leadership is vital for embedding cultures that support collaboration, reflective practice, and person-centred values (West et al., 2017). 
                                             Conclusion  
Person-centred care and partnership working continue to be recognised as essential pillars of high-quality, equitable and ethical health and social care. Research demonstrates that person-centred approaches can strengthen communication, enhance self-management and improve overall wellbeing by ensuring that care aligns with individual values and lived experience (Håkansson Eklund et al., 2019). Likewise, partnership working has been shown to improve continuity, reduce fragmentation and support safer transitions across services—particularly for individuals with complex or long-term needs (Glasby & Dickinson, 2014).
However, despite strong legislative support through the Care Act 2014 and the Mental Capacity Act 2005, the realities of practice reveal ongoing challenges. Structural pressures such as austerity, workforce shortages and rising demand continue to limit the extent to which person-centred and collaborative models can be implemented consistently (Hastings et al., 2017). Integrated Care Systems and national guidance have attempted to address fragmentation, yet evaluative evidence shows that progress remains uneven and heavily influenced by local capacity and organisational culture (Baxter et al., 2018).
Ethical tensions also persist when risk-averse environments restrict autonomy or when limited resources hinder practitioners from building the relationships central to person-centred care (Jackson, 2018). Moving forward, meaningful progress will require sustained investment, improved digital interoperability and compassionate leadership committed to co-production and shared purpose (West et al., 2017). Without these system-level changes, policy ambitions will remain difficult to realise fully in everyday practice.  
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