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Abstract
This report evaluates person -centred care (PCC)and partnership working (PW)in hospital -to-home dementia pathways within UK integrated care system. PCC prioritizes individual needs ,shared decision-making, and dignity, measured through experience safety and equity indicators. The McCormack and McCance person -cantered practice framework links staff prerequisites , care environment processes and outcomes.Parnership working coordinators NHS  trusts primary care social care and voluntary sectors through joint governance and shared records under Health and Social Care Act 2022.Ethical principle address autonomy ,capacity assessment and proportionate data sharing .Recommendations include standardizing what matters conversations Implementing role based shared record- access funding join training, and aligning commission to outcomes. Success depends on community capacity, workforce capability and disciplined measurement of readmissions, carer burden and involvement. 

















[bookmark: _Toc213360976]Introduction
This report evaluates person-centered care (PCC) and partnership working (PW) and how they interact in UK health and social care. The chosen practice setting is the hospital-to-home dementia pathway within an Integrated Care System (ICS). The audience is practitioners and policy stakeholders. The evaluation uses five criteria: quality, safety, equity, efficiency, and experience. PCC is read through current NHS guidance and inspection standards, while PW is framed by the Health and Care Act 2022 and ICS duties. The structure is: definition; theory; ethics; PW; applied case; policy and legislation; conclusion (NHS England, 2023; DHSC, 2025; CQC, 2025). 
[bookmark: _Toc213360977]Person-Centered Care: definition, benefits, limits
[bookmark: _Toc213360978]Definition and core principles
PCC refers to care with the needs, preferences, and values of a person centered where the decisions are made mutually, dignity is considered, and focus is made on the entire context of life, rather than the symptoms (NHS England, 2025). It is contrasted with patient-led care since it considers evidence-based choices and safety responsibilities balanced with what is important to the individual, but does not leave decision-making without assistance (NICE, 2021). It is also not provider-led care as it priorities individual objectives and rights, rather than organisational practices (CQC, 2025). Experience measures, safety outcomes, clinical markers, and equity indicators ought to be incorporated into measurement to measure whether people are informed, safe, and fairly treated across groups (NICE, 2021; CQC, 2025).
[bookmark: _Toc213360979]Benefits of PCC
Clinical: Shared decision-making improves knowledge, realistic risk perception, and treatment adherence; some decision aids reduce invasive procedures, which can improve safety and efficiency when choices better match preferences (NICE, 2021). 
Experience: More people report feeling involved in decisions when teams use PCC routines, yet only 61% of GP patients in 2024 felt “definitely” involved, showing progress still needed (Nuffield Trust, 2024). 
System: Where PCC is tied to proactive community support, avoidable hospital use falls; in Sefton’s care-home pathway, a multi-disciplinary, person-centred model reduced 999 calls by 15% and conveyances by 19% over four years, easing pressure on urgent care and improving continuity around the person (Giebel et al., 2020). A UK discharge-to-assess approach also links personalised planning at home with shorter stays and lower readmissions when community services are aligned (NHS Confederation, 2023).
[bookmark: _Toc213360980]Limitations and implementation challenges
Services may be forced to go back to task-based routines, which pressurize time, staffing, and documentation, leaving no room for dialogue and joint planning (House of Commons Library, 2025).  The reluctance of sharing data among organisations is a setback to coordination, despite the evident legal paths available to direct-care sharing in the UK GDPR with the right lawful basis and safeguards (ICO, 2025). PW may help curb these constraints through shared protocols, pooled data arrangements, as well as cross-agency teams, which safeguard rights without increasing repetitions or delays (NHS England, 2023).
[bookmark: _Toc213360981]Theory or model underpinning PCC
Chosen model: McCormack & McCance Person-Centred Practice Framework (PCPF)
[bookmark: _Toc213360982]Brief overview of PCPF
PCPF links four layers: staff prerequisites (values, competence, self-awareness), the care environment (culture, leadership, resources), person-centred processes (working with beliefs and values, engagement, shared decisions), and person-centred outcomes (involvement, well-being, satisfaction) (McCormack & McCance, 2021). The model argues that outcomes depend on the interaction between people and context, so organisations must shape environments that enable staff to deliver authentic, person-centred processes at the point of care (Salmond & Echevarria, 2020). 
[bookmark: _Toc213360983]Critical fit to the chosen setting
The requirements in the hospital-to-home dementia pathway include dementia-capable skills and reflective practice; here, any gaps result in risk-minimizing choices and increased stay times. ICS culture, discharge capacity, and access to digital forms the care environment; a weak interoperability prevents person-led planning and timely planning (NHS England, 2023). Strength of clinical leadership and community resources enablers; weaknesses of vacancies and unstable carer support (House of Commons Library, 2025). The framework is applicable due to its exposure of context to being visible and testable. Impact must be demonstrated using measures of experience (carer-reported involvement), measures of safety (post-discharge falls and medication errors), and measures of utilisation (length of stay, 30-day readmission) associated with individualised care and support plans documented in settings (NICE, 2021).
[bookmark: _Toc213360984]Ethical fundamentals in health and social care
[bookmark: _Toc213360985]Core principles
Practice depends on autonomy, beneficence, non-maleficence, and justice applied through professional codes and law. Autonomy means informed, shared decisions that reflect the person’s values, documented in accessible plans (NICE, 2021). Beneficence and non-maleficence require teams to weigh clinical benefit against risks, including harms from unnecessary admissions. Confidentiality and data protection are ethical in practice, not just legal duties, and require a lawful basis and clear safeguards when agencies share information for direct care (ICO, 2025). 
[bookmark: _Toc213360986]Ethical tensions in PCC and PW
The issue of shared decisions may conflict with the risk management when an individual wants to be discharged early despite falls risk; the appropriate response to this is capacity assessment, carer input, and home-first plan with mitigation strategies like the rapid equipment request and the same-day community follow-up (NHS Confederation, 2023). The best-interests processes are applicable when there is an absence of capacity, although the wishes of the past of the individual and knowledge of the carers should guide the plan (NICE, 2021). Direct care requires data to be shared across hospital, GP and social care subject to the conditions of public-task and special-category but should remain minimal, documented and audible to safeguard trust and rights (NHS Digital/ICO, 2025).
[bookmark: _Toc213360987]Partnership working (PW): evaluation
[bookmark: _Toc213360988]What PW means in practice
Partnership working in England means NHS bodies, local authorities and the voluntary, community and social enterprise sector planning and delivering joined-up support around local need, under statutory Integrated Care Systems with duties to collaborate (NHS England, 2023; Health and Care Act, 2022). Interprofessional collaboration joins different clinical roles within one provider to coordinate decisions on the ward; inter-organisational collaboration binds separate organisations to common goals, pooled risks and shared information across places and neighbourhoods (The King’s Fund, 2024). 
[bookmark: _Toc213360989]Benefits and risks
Done well, PW improves continuity and safety because decisions draw on the full picture of need, not a single service’s view; this reduces duplication, enables “home first” discharge, and supports complex needs at the right time and place (DHSC, 2023). A focused example is the dementia discharge improvement work reported by local government: an audited cohort of 320 people with dementia supported by an Admiral Nurse pathway reported zero avoidable readmissions, showing how shared goals and carer-inclusive planning can cut harm and costs when care moves home (Local Government Association, 2024). Yet claims of large system-wide savings are often over-stated; independent reviews find only modest average reductions in hospital use and warn that culture, evaluation design and unmet social care capacity blunt results, so leaders should set realistic targets and invest in community capacity (Nuffield Trust, 2023; Nolte et al., 2020).
[bookmark: _Toc213360990]Conditions for success (≈70 words)
Clear accountable leadership aligns incentives and makes trade-offs explicit; well-led providers are expected to collaborate to deliver person-centred, safe and equitable care (CQC, 2024). Shared care records and lawful, role-based access reduce handover errors and speed decisions at the front line (NHS England, 2025). Co-production with people and carers, joint training across agencies, and protected multi-agency time convert policy intent into reliable practice under everyday staffing and demand pressure (NHS England, 2023). 
[bookmark: _Toc213360991]Applied setting: hospital-to-home for older adults with dementia within an ICS
[bookmark: _Toc213360992]Context and stakeholders
The route will lead out of an acute ward to a discharge hub and over to community nursing, primary care, social care, carers support and voluntary dementia services, pharmacy support of medicines reconciliation and falls prevention. When there is uncertainty or delay in plan execution, the risks that can be considered as baseline are repeat admissions in 30 days, adverse drug events, and strain on carers. The evidence of change must be based on Hospital Episode Statistics of readmissions and length of stay, attendance rates of emergencies, and outpatient follow-ups, which should be accompanied by the carer-reported experience and involvement measures (NHS England, 2025; Nuffield Trust, 2024). The information exchanged between and inside locations ought to be based on the local Shared Care Record and the National Care Records Service to direct-care summaries, and authorisation and access procedures must be documented by role (NHS England Digital, 2025). 
[bookmark: _Toc213360993]Applying PCC using PCPF
The PCPF focuses first on staff prerequisites; here the need is dementia-capable assessment, carer engagement skills and reflective supervision, because weak skills push risk-averse decisions and delays. The care environment must support visible senior leadership for discharge, adequate therapy time on the ward, and simple access to equipment at home, since these remove hidden friction that blocks “what matters” goals. Person-centred processes should include same-day “what matters” conversations recorded in the plan, teach-back for medicines and falls plans, and documented reasonable adjustments for sensory or cognitive impairment. Outcomes should include a carer-reported involvement measure and a safety indicator such as post-discharge medication errors, tied to early supported discharge standards (NICE, 2018). 
[bookmark: _Toc213360994]Applying PW: workflow and evaluation
A joint discharge meeting should occur within 24 hours of being medically fit, with a named coordinator, a single shared plan, and clear escalation if community slots are scarce; this reduces delay costs and clarifies who does what, where and when (DHSC, 2023). Information sharing for direct care should use public-task and health-care lawful bases with implied consent under the common law duty of confidentiality, recorded in the plan to protect trust (NHS England Digital, 2024). Monitor 30-day readmissions, emergency attendances, call-backs within 72 hours, carer-reported burden, and a cost proxy from delayed discharge days. A mini-case would track one person from ward to home with same-day equipment and a 48-hour community visit to confirm risk mitigations (NHS England, 2025). 
[bookmark: _Toc213360995]Policy, legislation, and standards
[bookmark: _Toc213360996]Core UK legislation
The Care Act 2014 establishes the wellbeing responsibility, the rights and responsibilities of carers in discharge with care and support; this forms the basis of joint discharge planning and carer assessment prior to and after hospital (DHSC, 2024). Mental Capacity Act 2005 Mental capacity Mental capacity assessment and best-interests decisions should be made with carer involvement when the person has impaired capacity; record keeping requirements on all discharge decisions must include the name of the decision-maker, alternatives regarded, and alternatives that are less restrictive (MoJ, 2020). The UK GDPR and Data Protection Act 2018 stipulate that the reasons to share across partners in direct care must be documented and minimized as a lawful basis; decisions and sharing records allow audit and defend rights (NHS England Digital, 2024). 
[bookmark: _Toc213360997]Key UK policy and regulatory frameworks
The NHS Long Term Plan commits to universal personalised care and shared decision-making; compliance in this pathway means recording “what matters” goals and using decision aids where appropriate (NHS England, 2019). The Health and Care Act 2022 makes ICS collaboration a duty, so an ICS should evidence a place-based dementia discharge model with agreed governance and risk-share (Legislation.gov.uk, 2022). The CQC Single Assessment Framework expects leadership, safe staffing, shared direction and culture, and person-centred delivery; providers should map evidence to “we statements” and show how data and learning reduce inequality in access and outcomes (CQC, 2024). 
[bookmark: _Toc213360998]Recommendations for UK practice and system
[bookmark: _Toc213360999]Frontline practice
Standardise “what matters” conversations at admission and discharge and store the plan in the Shared Care Record; use teach-back for medicines and falls plans; identify and record the main carer and offer support; track adoption by the proportion of discharges with a documented shared plan and by carer-reported involvement, because these markers predict safer transitions and fewer complaints (NICE, 2024). 
[bookmark: _Toc213361000]Organisational and system level
Ensure role-based access to shared records and publish an information-sharing protocol; fund joint training and reflective learning forward, community and social care teams; schedule protected multi-agency discharge huddles; and align commissioning to outcomes such as readmissions and carer burden, since incentives drive behaviour across organisations (NHS England, 2025; NHS England Digital, 2025). 
[bookmark: _Toc213361001]Conclusion
Person-centred practice and partnership working reinforce each other when applied to dementia discharge: PCC defines goals and rights; PW aligns organisations, data and accountability to deliver them at the right time and place. The most material benefit is safer, faster “home first” transitions that protect independence and reduce avoidable costs, as shown by targeted dementia discharge models. The most material risk is assuming structural integration alone will deliver results without investment in skills, community capacity and evaluation. The pathway is feasible now if teams standardise plans, secure lawful data flows, and track outcomes and equity; audit should follow NICE transition standards and report to the ICS board quarterly. 
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