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Introduction
Person-centred care (PCC) represents a fundamental shift in healthcare delivery, moving the focus from treating disease to understanding and supporting the individual as a whole. By forming collaborative partnerships between patients and healthcare professionals, PCC aims to align care with each person’s unique values, needs, and preferences. In hospital settings, this approach is supported by ethical principles, theoretical frameworks such as Bradshaw’s taxonomy, and policy initiatives that promote integrated and coordinated care. However, while PCC offers clear benefits for patient outcomes and service efficiency, its implementation remains complex, requiring cultural, organisational, and practical changes within healthcare systems.
Definition of PCC
Person-centred care (PCC) is a philosophy of care that shifts the focus from the disease to the person. It involves forming a partnership between healthcare providers and patients to co-create a care plan based on the patient’s unique values, preferences, and goals (Byrne, Baldwin and Harvey, 2020). This means seeing the person, not just the patient. The Gothenburg University Centre for Person-Centred Care model structures this approach through three core routines: initiating the partnership by listening to the patient’s narrative, working the partnership through shared decision-making, and safeguarding the partnership by documenting the agreed plan (Fridberg, Wallin and Tistad, 2022). In a hospital, this moves care beyond standardised medical tasks to a tailored experience for each individual.
The benefits of PCC are measurable and significant. One major benefit is improved patient health outcomes. A large survey of over 5,000 inpatients found that higher levels of PCC were strongly associated with better self-reported physical health (Odds Ratio = 4.154) and mental health (Odds Ratio = 5.642) (Yu et al., 2023). PCC also strengthens the patient-clinician relationship. By involving patients in their care, PCC builds trust and empowers patients to be active partners (Svab and Cerovecki, 2024). This partnership directly enhances patient satisfaction and can lead to more efficient care. The same study showed PCC reduces wasteful or unnecessary medical interventions, such as duplicate tests (Odds Ratio = 0.320) and requests for patients to buy medicines outside the hospital (Odds Ratio = 0.415) (Yu et al., 2023). For a hospital, this means delivering higher quality care while also using resources more effectively.
Despite its benefits, implementing PCC in a hospital faces real-world limitations. A primary limitation is the tension between the philosophy of PCC and the practical reality of task-oriented nursing. Nurses often view person-centred activities as "extra" work, prioritising clinical tasks and documentation over engaging with patients (Byrne, Baldwin and Harvey, 2020). This creates a theory-practice gap where the ideal of PCC is not consistently operationalised on the hospital ward.
However, the evidence suggests that when hospitals provide structured support, the implementation of PCC is feasible. The GPCC model, for example, demonstrates that by defining clear routines for initiating, working, and documenting the partnership, hospitals can integrate PCC into daily workflows without sacrificing efficiency (Fridberg, Wallin and Tistad, 2022). The challenge is not that PCC is impossible in a hospital, but that it requires a deliberate strategy to embed it within existing systems and a commitment to support staff in making this cultural shift. Without this support, PCC risks remaining a rhetorical concept rather than a lived reality for patients.
Relevant Theories
Bradshaw’s Taxonomy of Social Needs provides a structured way to understand the different dimensions of need, moving beyond a single definition.  Bradshaw’s taxonomy directly supports the core principles of Patient-Centred Care. PCC requires respecting patients’ values and preferences. The distinction between normative and felt needs is central to this. A professional may identify a normative need, such as the need for medication management (Bierhals et al., 2017). However, the patient may have a different felt need, such as a desire for more information about the side effects (Akuoko et al., 2022). A PCC approach uses the taxonomy to bridge this gap. It validates the patient’s felt needs while also ensuring normative needs are met, fostering a collaborative partnership. For instance, a study on advanced breast cancer used this taxonomy to understand that while professionals saw a normative need for treatment, patients expressed a deep felt need for spiritual guidance (Akuoko et al., 2022). True PCC requires addressing both.
In a hospital, nurses can use this taxonomy to conduct a holistic needs assessment. Bradshaw’s Taxonomy can be used to uncover unmet needs that might otherwise be missed in a busy hospital ward. A standard admission assessment often focuses on the patient’s medical diagnosis, which is a normative need defined by the medical team. This can overlook the patient’s own felt needs. Consider a patient with type 2 diabetes admitted for an infection. The nurse’s normative assessment focuses on blood glucose monitoring and insulin administration (Bierhals et al., 2017). However, during a conversation, the patient expresses a felt need: they are worried about managing their insulin at home because they live alone and have poor eyesight. Using the taxonomy, the nurse identifies a gap. The normative need (medical management) is being met in the hospital, but the patient’s felt need (safe self-management post-discharge) is not. This patient’s felt need, if unaddressed, could become an expressed need only after a crisis. By identifying this, the nurse can apply the principle of PCC by creating a discharge plan that addresses the patient’s specific worry, such as arranging for a home care visit or providing a larger-print insulin pen. This ensures the care is truly centred on the patient’s lived reality, not just the clinical diagnosis (Rose et al., 2010).
Ethical Fundamentals
Respect for autonomy means respecting a patient’s right to make their own decisions. In PCC, this shifts the patient from a passive recipient to an active partner in their care (Ulin et al. 2016). Partnership working operationalises this by requiring shared decision-making. In a hospital, a patient refusing a necessary wound vacuum-assisted closure (VAC) change presents an ethical dilemma. A clinician respecting only the patient’s decision might accept the refusal quickly (Humbyrd 2019). However, true respect for autonomy in PCC requires a deeper engagement. The clinician returns to the bedside, explores the patient’s reasons, and explains the risks of infection and sepsis. This builds a partnership where the patient, understanding the consequences, can make a truly informed choice.
Beneficence (doing good) and non-maleficence (avoiding harm) are also central. The goal of PCC is to produce net benefit (Gillon 1994). In the hospital, the beneficent act is to heal the wound. Yet a paternalistic approach ignores the patient’s values. A structured PCC model, like the Gothenburg Person-Centred Care (gPCC) approach, addresses this by creating a health plan based on the patient’s narrative and goals. This process identifies needs early and leads to better discharge outcomes (Ulin et al. 2016). Evidence suggests PCC initiatives can reduce falls and medication errors in hospital settings, thus enhancing safety and beneficence (Rossiter, Levett-Jones and Pich 2020).
Justice demands fair distribution of care (Gillon 1994). A conflict arises when shared decision-making may lead to overuse of resources, such as antibiotics. This can harm others through resistance (Hansson and Froding 2021). Another justice issue is professional egalitarianism. If a clinician forms a closer personal relationship with one patient, they might unconsciously favour them, creating inequality (Hansson and Froding 2021). In a hospital, this means ensuring that all patients, regardless of their likeability, receive the same standard of care. The resolution is to maintain professional boundaries and ensure decisions are based on medical need, not personal feelings (Humbyrd 2019).
Evaluation of Partnership working
Partnership working (PW) is the collaboration between organisations to achieve a shared goal. In health and social care, it means health services, local authorities, and the voluntary sector working together (Glasby and Dickinson, 2014). The aim is to break down the traditional divide between health and social care, which often leaves people with complex needs in a “no man’s land” between services (Glasby et al., 2011, p. 3). A current example is England’s Integrated Care Systems (ICSs). These are partnerships between the NHS, local government, and others, given the formal objective to reduce health inequalities (Alderwick et al., 2024). PW offers clear benefits, particularly in a hospital setting. It can enhance service delivery and improve patient outcomes. For example, specialist hospital discharge schemes for homeless people use multidisciplinary teams to coordinate care. This integrated approach has been shown to reduce hospital readmission rates (Cornes et al., 2018). By working together, services can provide a seamless transition from hospital to the community, preventing the fragmentation that often leads to poor outcomes.
Despite its promise, PW faces significant challenges. A qualitative study of new ICSs found that cultural differences between the NHS and other sectors are a major barrier. The NHS has a top-down, hierarchical culture that can clash with local government’s way of working (Alderwick et al., 2024). Leaders reported that short-term pressures, like long ambulance waits, “crowded out” the work on health inequalities (Alderwick et al., 2024). This meant that despite a strong commitment to collaborate, the reality was often a struggle to move from rhetoric to concrete action.
Policy and Legislation
The Health and Care Act 2022 marks a formal shift from market competition to collaboration as the primary mode of coordination in the English National Health Service (Sanderson et al. 2023). This legislation established Integrated Care Systems (ICSs) as statutory bodies with responsibility for commissioning the majority of health services for local populations (Sanderson et al. 2023). For hospitals, this means moving away from competitive tendering and the Payment by Results tariff. Block contracts now allow for system-wide planning (Sanderson et al. 2023). This structure supports partnership working by creating formal governance arrangements that include local authorities. However, challenges remain in balancing organisational sovereignty with collective system goals (Sanderson et al. 2023).
The Care Act 2014 promotes person-centred care (PCC) through a statutory duty to promote individual well-being (Barnes et al. 2017). The Act mandates assessments based on specified outcomes like maintaining personal hygiene and managing family relationships (Barnes et al. 2017). For hospital practice, this requires staff to view patients as partners in care. Personal budgets give individuals control over their support (Barnes et al. 2017). A national survey found over three-quarters of personal budget holders reported a positive impact on their lives (Barnes et al. 2017). This legislation directly supports PCC by requiring care plans to reflect patient goals rather than service availability.
The Health and Social Care Act 2012 previously introduced competition and top-down managerialism into the NHS (Cox 2015). This created a moral vacuum between commissioners and providers (Cox 2015). The focus on financial targets eroded relationship-based caring (Cox 2015). The Mid-Staffordshire NHS Foundation Trust scandal exemplified this failure. The Francis report called for a cultural change to place the patient first (Cox 2015). This earlier legislation hindered PCC by prioritising market mechanisms over compassionate care.
These policies have direct implications for hospital care. The 2022 Act requires hospitals to collaborate with local authorities on discharge planning and capacity management (Sanderson et al. 2023). The 2014 Act requires hospitals to document patient narratives and co-create care plans (Tomaselli et al. 2020). When hospital staff listen to patient history and integrate social context, they practice relational ethics (Tomaselli et al. 2020). The shift from patient-centred to person-centred care requires hospitals to recognise patients as active partners with capabilities, not passive recipients (Tomaselli et al. 2020).
Current person-centred care (PCC) often remains too passive. Patients and carers are condemned to subservient roles, preserving a power imbalance that favours systems and professionals (Goodwin et al. 2022). In hospitals, this manifests as fragmented involvement where programmes remain clinically-led with little ongoing user participation (Goodwin et al. 2022).
Recommendations
Move from co-design to co-delivery. Implement a cyclic co-delivery framework where service users who have been involved in designing a service then help deliver it to others (Conquer et al. 2024). Hospitals should recruit peer supporters with lived experience to work alongside clinical teams on wards. Co-delivery with peer support embeds service user involvement at a higher level on the ladder of co-production. Studies show it increases ownership of transformations and acceptance of changes (Conquer et al. 2024). Staff may struggle to work in partnership and feel threatened by active patient involvement (Conquer et al. 2024).
Deploy artificial intelligence tools to manage noisy patient data. AI can sift through vast electronic records and present summaries to clinicians, acting as a clinical nudge rather than a replacement (Greenhalgh et al. 2025). Hospital clinicians face time pressure and overwhelming data volumes. AI can identify pertinent information to facilitate earlier diagnosis and improve patient outcomes (Greenhalgh et al. 2025). Clinicians worry about deskilling and data quality. Governance around liability and cybersecurity must be robust (Greenhalgh et al. 2025).
Conclusion
In conclusion, person-centred care and partnership working have the potential to significantly improve patient experiences, outcomes, and system efficiency within hospitals. The integration of ethical principles, theoretical models, and supportive legislation highlights the importance of treating patients as active partners in their care. Nevertheless, ongoing challenges such as organisational barriers, workforce pressures, and gaps between theory and practice limit consistent implementation. To address this, hospitals must adopt structured strategies, invest in evaluation, and actively involve patients in both the design and delivery of services. Without sustained commitment, PCC risks remaining an ideal rather than becoming embedded in everyday clinical practice.
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