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Abstract
This report has examined how PCC and PW will enhance future health and social care, and it has also set out PCC’s key principles, benefits and challenges, such as how it should engage patients in decisions about them and support their wider well-being. It has also provided details on how PW will support collaboration between professionals and services to deliver improved, joined-up care. Key theories, moral codes and policies have been examined to illustrate how they will direct practice. Finally, the report has provided recommendations for improved person-centred, coordinated care in the hospital.
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[bookmark: _Toc213954227]Introduction
The report will describe Patient-Centred Care (PCC) and Partnership Working (PW) as crucial concepts which will inform the future of health and social care. The first will seek to demystify how PCC will concentrate on the perception of patients as people in their whole, whereas PW will drive connectedness between professionals, services and patients. They will be organised around the pros, cons, theories, ethics, policy and openings for future revision concerning PCC as well as PW. The report uses a hospital focus throughout, and both methods will be used to facilitate coordinated personalised care for patients.
[bookmark: _Toc213954228]Definition of PCC
Patient-centred care, or PCC, is a healthcare approach where patients are actively involved in their own treatment, and its focus is on intuitively knowing the person as a whole, and valuing choices based on their values, preferences and personality. Instead of going by the book, PCC means listening to patients, taking personal-care approaches and tailoring treatment according to what’s most important to them (Wiley Online Library, 2025). In practice, it is where medical professionals interact with patients and their families, taking into account patient needs and wishes, incorporating sometimes the preferences of relatives while conforming to the lifestyle wishes of both.
[bookmark: _Toc213954229]Benefits of PCC
PCC has several key benefits, and some of them are:
Better patient satisfaction: When patients are part of the decision-making process around their care, they feel respected and valued, resulting in a better experience.
Improved health outcomes: There is evidence to suggest that patients who are more involved in their care will experience better health outcomes, such as a faster recovery and fewer complications (Shiver and Cantiello, 2024).
Improved continuity of care: PCC supports seamless transfers between care environments, which results in effective coordination of care and a reduction in the readmission rate.
Holistic health: Addressing patients’ emotional, social and cultural needs in PCC contributes to a more holistic perspective on health, including general well-being.
In a hospital setting, for example, this could mean concentrating on a patient’s wish to get home as soon as possible and modifying care plans accordingly to allow early discharge and asking the family for help at home post-care (Lewandowski, 2025).
[bookmark: _Toc213954230]Limitations of PCC
However, PCC has its limitations, and some of them are given below:
Resource limitations: Implementation of PCC is time-and labour-intensive, which can be challenging in the context of staffing shortages or high patient volumes.
Resistance to change: Healthcare systems are commonly driven by providers, and there may be resistance among staff to move to a more medical team-based approach (Levi, 2024).
Institutional barriers: Restraints in organisation, such as emphasis on efficiency, rather make constraints to realise the PCC completely.
Outcomes measure: That the effects of PCC, for example, patient satisfaction or quality of life improvement, are less tangible than traditional health indicators explains why it is both difficult to promote and unmask.
In a busy hospital environment, constrained resources and high patient throughput may make it difficult for care to be genuinely person-centred (Lariviere, 2022).
[bookmark: _Toc213954231]Relevant Theories
Some of the theories that support PCC are given below:
Self-Determination Theory: Autonomy, competence, and relatedness are important factors for motivation according to Self-Determination Theory (SDT), and PCC is consistent with SDT in that it advocates for patient autonomy and supports a sense of competence and relatedness within healthcare.
The Person-Centred Nursing theory: The Person-Centred Nursing theory centres on the delivery of care specific to the patient’s personal needs and values. The current theory reinforces the case for PCC through individualised care and the relationship between patient and professional (Kavaler and Spiegel, 2023).
Theory of Human Caring: The theory of Human Caring focuses on being connected and having a sincere caring attitude. The relevance and rationale of PCC are consistent with the emphasis of something more than physical health, but also some aspects of emotional or psychological well-being for PCC generalist staff.
Shared Decision Making (SDM): Shared Decision Making (SDM) includes providers and patients in decision making, taking into account patient preferences and values when deciding on care (Groves, 2021).
[bookmark: _Toc213954232]Synthesis and Critical Analysis
These models reinforce the tenets of PCC by promoting patient involvement in care decisions, knowledge about the unique perspective of each individual patient. Self-Determination Theory and Person-Centred Nursing focus on self-autonomy and person-centred care, whereas Human Caring emphasises the emotional dimension of healing. SDM offers a feasible approach for involving patients in decision-making (Ghebrehiwet, 2021).
Hence, despite the theoretical backing here also, a PCC implementation is fraught with difficulties, and organisational barriers like time constraints and lack of resources may limit optimal use of PCC. PCC can be made sustainable only if resources, training and leadership are aligned in healthcare systems. For example, in a fast-paced hospital setting, staff members might be uncomfortable when cheerleading their team’s success stories if it means working against the clock to engage patients in longer interactions about their care (Finset, 2021). Finally, PCC can deliver large benefits in health gains for patients, but poor availability and financial support can hinder its implementation, and the theoretical backup is solid, but it will take holistic shifts in policy for the ideas to play out in real life.
[bookmark: _Toc213954233]Ethical fundamentals in health and social care
 For healthcare, ethics is the means of preserving the rights and dignity of patients, and the ethical principles within health and social care are autonomy, beneficence, non-maleficence and justice. The cluster ‘PW and PCC responsibilities’ reflects a focus on respect for patients’ rights, values and whole self, which are shared tenets of PW and PCC (Drazen and Metzger, 2020). Autonomy is really giving a patient space to communicate what they want regarding their healthcare, and that model is PCC, treating people as integral to their own care. In particular, if a patient with a chronic illness declines the offer of a treatment, this refusal should be respected, provided that it is properly informed and competent. 
Beneficence is the idea of doing good for the patient, and in PCC, that means caregivers not only address the patient’s disease but also its emotional and psychological needs, as well as social factors (Coddington, Moore and Fischer, 2021). For example, when a nurse calms down a patient who is nervous about an upcoming surgery, it has implications for the patient’s overall health, and this holistic approach contributes to the overall wellness of patients, both physically and psychologically. Nonmaleficence, or the principle of ‘do no harm’, means health professionals do not cause avoidable harm, and this may also be true for the treatment-related risk in PCC and PW (Cloninger, 2022). Accordingly, if a healthcare risk profile of a patient shows that the risk for complications would be unacceptably high for treatment of the condition in question by surgery, then it is preferable to opt for an alternative, less risky form of treatment. Non-maleficence Patient safety drives all care decisions (Chapman, 2022).
Justice is the fairness in healthcare; resources and care must be fairly allocated among all patients, and this also holds true for PCC and PW because it is essential to have care of the same quality available to all, independent of social and economic situation. This is just a further reductio; in practice, health workers are owed justice for treating everyone alike: they do so if they treat people from less good backgrounds (sociodemographic) when it is demanded of them as much as all others (Brown, 2022). Ethical dilemmas emerge when these values are not aligned, and for instance, if a patient refuses life-saving treatment for reasons of personal belief, the provider is torn between respecting the autonomy of the PC and doing no harm. It requires clear communication and ensuring that the patient is aware of the risk they are taking in rejecting treatment, but still respects their autonomy (American Association of Colleges of Nursing, 2023).
[bookmark: _Toc213954234]Evaluation of Partnership Working
PW is a team-based model enabling multiple healthcare professionals, service providers and patients to collaborate in the provision of INT care, and one model of these is Integrated Care Systems (ICS), constituted to integrate health and social care services in order to provide people with complex healthcare needs with a more comprehensive, coordinated care. It is also significant because it encourages the medical treatment of all facets of a patient to address the whole body (Finset, 2021). For example, a hospital patient with physical and mental illness would have a care plan that was developed in concert among doctors, nurses when social workers and mental health providers. This collaborative approach reduces coverage gaps, resulting in better outcomes when the entire team is involved. This is a prime example of coproduction. One quite powerful PW is extension service delivery leading, and professionals can partner in what type of information and resources are available, and ensure care is evidence-based, tailored to the patient (Kavaler and Spiegel, 2023). A hospital, for example, might collaborate with a community health team to ensure that a person who is discharged after surgery receives the appropriate follow-up care and assistance at home. This well-organised model helps prevent cases from getting out of hand and speeds up caring for patients (Lewandowski, 2025).
However, PW faces challenges, and one problem is that there's no organisation to the professionals, organisations and groups of all purposes. Barriers to communication can contribute to delays, confusion and uneven care. For example, in a hospital, a nurse might have a different sense of how sick a patient is than that organisation’s doctor does, an imbalance that can impede treatment (Wiley Online Library, 2025). Poor communication across organisations in integrated care systems can lead to patients not receiving the right follow-up care at the right time. Different priorities from healthcare workers are a further issue, and while doctors may focus on clinical outcomes, social workers and other providers may emphasise the social and emotional elements of patient care. They can act as irritants or barriers to cooperation, and logistical constraints, including lack of resources, time pressure and administrative issues, may also hinder the implementation of PW (American Association of Colleges of Nursing, 2023). Despite these obstacles, PW is practical and cost-effective in transformative terms for health and social care, and Integrated Care Systems aim to reduce fragmented care and enable individuals to access services more easily in an integrated way. By analysing real-world cases in a hospital setting, PW supports better post-treatment care for patients and the decrease of their readmission, by allowing assistance during treatment and after-treatment (Chapman, 2022).
[bookmark: _Toc213954235]Policy and legislation
The impact of relevant policies and legislation on Patient-Centred Care (PCC) and Partnership Working (PW), and key policies like The Health and Care Act 2022, The Health and Social Care Act 2012, The Care Act 2014, The Human Rights Act 1998, and The Equality Act 2010, all have an impact. The Care Act 2014 places the person at the centre of their care and promotes dignified and individualised care (Coddington, Moore and Fischer, 2021). The Health and Social Care Act 2012 encourages integration and joint working, benefiting PW through the introduction of greater service collaboration with social services. Through the Equality Act 2010, patients are supported to receive fair treatment with both PCC and PW by reducing discrimination and ensuring equitable care. But there are also laws that could act as obstacles to PCC and PW, and for instance, policy-related budget restrictions may reduce available resources for collaboration or not enable full realisation of person-centred care in practice (Ghebrehiwet, 2021). Furthermore, the difficulty of implementing some policies may pose challenges to frontline workers at busy hospitals. In a hospital, the Care Act 2014 should support PW by promoting care coordination and actively working together in order to meet patients' needs between settings. But there may be barriers to this integration, such as resource constraints and organisational silos (Kavaler and Spiegel, 2023).
[bookmark: _Toc213954236]Recommendations
PCC and PW are fully implemented to a certain extent, with gaps particularly in training, communication and resources, and the need to strengthen curricula dealing with PCC principles for the training of HCPs and improving working relations between the health and social care sectors is promoted. Technology can make communication among teams more efficient, and further evidence-based on the effectiveness of integrated care programs and ongoing policy development, can support addressing these challenges (Shiver and Cantiello, 2024). Yet, obstacles, including insufficient funding and a lack of staff, may prevent these recommendations from being properly realised.
[bookmark: _Toc213954237]Conclusion
PCC and PW are vital components in enhancing patient care delivery and outcomes. There are good policies and laws, but resource constraints and communication issue hinders implementation there. Recommendations centre around improved training, technological support and policy to attempt to rectify these challenges and provide more integrated, person-centred care in the future.
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