Person-Centered Care and Partnership Working in Health and Social Care: Policy, Practice, Ethics and Future Development

Name: Diana Mihaela Briceag
Student Number: 2408209
Lecturer: Junaid Shaikh	
Module Code: BMHP5016
Module: Principles of Health and Social Care Practice

















Introduction
Contemporary health and social care in the United Kingdom is being transformed by renewed focus on person-centered care and partnership working as foundational pillars contributing to improved practice, efficiency and patient experience. The person-centered approach moves beyond simply treating medical symptoms placing emphasis on recognising and affirming a patient’s personal history, aspirations, needs and voice in decision-making. This challenges traditional clinician-led models and encourages services to adapt flexibly, supporting better alignment between what services deliver and what individuals value. (Coulter, 2016; Glasby, 2011)
Partnership working complements this shift and is steadily gaining prominence as a strategic response to growing complexity in population health needs. By uniting the efforts of multidisciplinary teams, statutory organisations, voluntary groups and service users and communities themselves, partnership working breaks down previous boundaries. As a result, services can now offer more holistic, coordinated responses to health and social challenges (Glasby, 2011; Williams & Boyle, 2019).
Despite broad consensus on these approaches at the policy level, implementing them in everyday care remains challenging. Many organisations face significant workforce shortages, financial constraints, information silos and inconsistent leadership, all of which complicate the move from policy rhetoric to practical reality (Coulter, 2016; Håkansson Eklund et al., 2022). Against this backdrop, this report critically examines person-centered care, including its proven benefits, key barriers and areas requiring cultural change. It also explores Alderfer’s ERG theory as a lens for understanding staff motivation, reviews the ethical underpinnings of modern health and social care, provides a practical case study of Primary Care Networks (PCNs), assesses the policy landscape and presents forward-thinking recommendations for enduring improvement.

Person-Centered Care: Definition, Benefits and Limitations
Person-centered care is a paradigm shift in care philosophy, inviting individuals to participate as partners in their treatment and daily support (Grover, 2022; Skills for Health, 2025). It means truly integrating a person’s identity, values and preferences into decision-making, resulting in service responses that are flexible, responsive and meaningful (Coulter, 2016). Rather than seeing care as something “done to” an individual, person-centered care is a collaborative process “done with” and “for” the person, creating shared responsibility for outcomes.
The impact is compelling. Reviews and real-world evidence show improvements in patient health and wellbeing, increased confidence and self-efficacy and demonstrable reductions in unnecessary hospital admissions or duplicative activity (BMJ Open, 2021; Health Innovation Network, 2022). Staff working within person-centered frameworks also report more rewarding professional experiences and stronger relationships with both colleagues and service users (Bezgin,  2023).
However, embedding person-centered care is not without obstacles. Chronic understaffing and workload pressures severely limit time available for meaningful dialogue and co-production. Staff may struggle to support complex decision-making without appropriate training or protected time (Lloyd, 2018). Environmental factors such as outdated physical spaces or inaccessible services, exacerbate these issues. In addition, disagreements between clinicians and individuals over “what matters most” can generate tension, particularly when statutory or risk management concerns dominate. These issues are compounded by systemic constraints such as organizational targets, rigid care pathways, or digital exclusion collectively limiting the vision of person-centered care in daily practice (Satellite Healthcare, 2025).
A critical takeaway is that the mere acknowledgment of person-centered care’s value is not enough. Lasting progress depends on organisations prioritising time, training and resources evolving cultures to regard individuals as genuine partners and leveraging data for improvement while protecting dignity and rights.

Alderfer’s ERG Theory of Motivation
Staff motivation is a key driver of quality and safety in any health or social care environment. Alderfer’s ERG theory enhances understanding by articulating three intertwined categories of need existence, relatedness and growth (EBSCO, 2019). Existence needs focus on tangible basics such as fair pay, working conditions and physical safety. Relatedness needs center on collaboration, respect and recognition. Growth needs reflect personal ambition, learning and the desire for professional fulfilment. (Koutalas, 2024).
A distinctive strength of ERG theory is its recognition that staff may simultaneously pursue different needs in an environment as dynamic as healthcare (Barikani, 2012). For example, a nurse who values strong team cohesion (relatedness) may, in the same context, be focused on leadership development (growth) and fair remuneration (existence). When staff are unable to fulfill high-level aspirations due to organisational barriers, ERG theory explains the tendency to regress to more basic concerns potentially leading to dissatisfaction or attrition.
While insightful, ERG’s categories can be difficult to separate in practical settings. Recognition from peers (relatedness) often accompanies achievement (growth), blurring boundaries and complicating measurement (Caulton, 2012). Another limitation is the relatively limited empirical validation when compared to more established frameworks, meaning ERG theory should be used as a guide for leadership, not a rigid formula.
Ultimately, organisations intent on driving quality should ensure that reward and recognition, supportive relationships and opportunities for skill development are all viewed as core priorities. Neglecting any one of these can disrupt the balance required for sustainable staff engagement and high-quality, adaptive care.

Ethical Fundamentals and Partnership Working
Ethical practice is inseparable from quality in health and social care. The four key principles autonomy, beneficence, non-maleficence and justice are tangible, actionable and frequently tested in real settings (Varkey, 2020; CDC, 2025). Autonomy means supporting individuals’ rights to make choices about their life and care, even where these run counter to professional or familial advice. Beneficence and non-maleficence together reinforce a proactive responsibility to do good and avoid harm, requiring intervention only when it genuinely benefits the individual and always with the least possible risk. Justice underpins equity and the fair allocation of resources, central in an environment of persistent scarcity.
These ethical principles animate the promise of person-centered care by framing patients as experts in their own needs and recognising the inherently relational nature of care delivery (Ekman, 2022; Tomaselli, 2020). Embedding these values within organisations requires continuous investment in ethics education, open dialogue around dilemmas and supportive supervision ensuring that ethical considerations are prioritised alongside clinical or organisational goals.
Partnership working is the practical outworking of these values. Effective partnerships depend on explicit communication, mutual respect and a consistent focus on collective goals (NHS England, 2024; Glasby & Peck, 2018). Pooling expertise enables more comprehensive assessments and targeted support whether aiming to reduce hospital admissions, improve mental health or address social deprivation. Examples include shared care planning for complex cases, integrated teams managing hospital discharge and community support and alliances with voluntary groups providing social prescribing or peer support.
However, real-world integration is complex. Professional identities, data protection laws, organisational targets and resource disparities all conspire to limit seamless working. Transformational leadership, delegate authority and persistent patient and community involvement are required for meaningful partnership rather than surface collaboration.

Practical Application: Primary Care Networks
Primary Care Networks (PCNs) illustrate modern partnership and person-centered care in action. By linking GP practices, community health teams, pharmacies, mental health services, social care and local voluntary organisations, PCNs address the full spectrum of local need for tens of thousands of people (NHS England, 2024).
PCNs function through multidisciplinary teamwork and shared leadership, investing in systems such as digital health record sharing and routine multi-agency planning meetings. This infrastructure enables continuous care for those with long-term conditions, proactive support for at-risk groups and rapid response in crises. By orienting around holistic health and social priorities, rather than just clinical measures, PCNs better reflect what matters to their communities (NHSEI, 2021).
PCNs have already contributed to shorter hospital stays, fewer emergency admissions and more effective transitions between acute and community care settings (Royal College of General Practitioners, 2023). Staff benefit from reduced professional isolation, collective insight and new career pathways. Yet, achieving deep collaboration takes time requiring the building of trust, mutual respect and a willingness to adapt. Gaps in digital infrastructure, inconsistent engagement and ongoing recruitment challenges remain obstacles, compounded by funding models that may not always match local health challenges (Nuffield Trust, 2022).
Looking forward, PCNs may provide a template for further integration with more emphasis on using digital innovations, real-time data sharing and co-production with citizens at every level.

Policy, Legislation and Recommendations
Changes in law and national policy have fundamentally reshaped the health and social care landscape in recent years. The Care Act 2014, for example, prioritises individual wellbeing, participatory assessment and statutory partnerships between services mandating not just consultation, but the active involvement of service users and carers every step of the way (Department of Health & Social Care, 2014). The NHS Constitution and CQC regulatory standards further raise expectations for dignity, fairness and quality, holding organisations accountable for personalisation and continuous improvement (NHS, 2021; Care Quality Commission, 2022).
Policy itself is not a solution. Systemic challenges in resource allocation, disparate local leadership, entrenched silos and cultural resistance can slow transformation (Nuffield Trust, 2022). Policymakers must balance the benefits of national consistency with the innovation possible when services are trusted to lead change in line with community priorities.
Moving towards effective, equitable person-centered and partnership-based care requires concerted action on several fronts. Building shared values among a diverse workforce is crucial and this may include team-based and interprofessional learning programmes, mentoring and recruitment targeted at underrepresented communities. Secure, predictable funding will empower organisations to plan and invest in preventative approaches that reduce long-term pressures across the system. Leaders such as clinicians, managers or service users themselves should model responsibility, transparency and inclusion, championing the voice of those historically excluded from decision-making. The use of meaningful measurement tools will help to track progress, not just in activity but in impact and user satisfaction with local flexibility underpinned by common national standards.

Extending Person-Centered Care and Partnership Working: Future Implications
As the UK embarks on further reform, understanding the intersection of health with broader social determinants is becoming ever more important (Glasby & Peck, 2018). Holistic care, supported by Integrated Care Systems (ICSs) and place-based partnerships, enables collaboration that goes beyond medical treatment addressing housing, education, employment and community participation as key levers of wellbeing. The active involvement of citizens and communities in co-producing services is critical to delivering lasting improvement.
Digital innovation is also changing the landscape. Investment in accessible digital tools, care planning platforms and remote consultations is supporting more responsive, coordinated care, but efforts must remain focused on inclusivity avoiding the risks of digital exclusion and ensuring that all have access to these advantages.
Finally, efforts to improve person-centered and partnership working must remain sharply focused on addressing health inequalities with policies and measurement frameworks designed to shine a light on outcomes for the most vulnerable.

Conclusion
The ambition to embed person-centered care and partnership working in UK health and social care systems is clearly established in law, policy and evolving practice. Achieving this vision requires moving from rhetoric to reality through sustained investment, empowered staff and communities, strong leadership at every level and a steadfast commitment to ongoing evaluation and continuous improvement. The most effective systems will be those that remain flexible and open, unafraid to learn and adapt from both failures and successes, and capable of evolving to meet changing needs and challenges. Ultimately, a persistent and genuine focus on what matters most to people, including autonomy, dignity, meaningful connection and real opportunity, will form the foundation of a truly responsive, equitable and sustainable future for health and care, bringing lasting benefits to individuals, families and wider society.
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