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[bookmark: _Toc224334634]Introduction
Person‑centred care (PCC) and partnership working (PW) are widely recognised as essential components of high‑quality health and social care practice in the United Kingdom. PCC emphasises treating individuals with dignity, respect, and compassion, while ensuring that their preferences, values, and lived experiences shape the planning and delivery of care. This approach is particularly significant in mental health services, where individuals often experience fluctuating needs, stigma, and complex psychosocial challenges. Partnership working, meanwhile, refers to the collaborative efforts of professionals, organisations, service users, and carers to deliver coordinated, holistic, and effective support. In the context of Adult Community Mental Health Teams (CMHTs), PW is indispensable due to the multidisciplinary nature of mental health care and the need for integrated responses to issues such as housing, employment, physical health, and social inclusion.
CMHTs typically support adults with severe and enduring mental health conditions, including schizophrenia, bipolar disorder, major depression, and personality disorders. These conditions often require long‑term, multi‑agency involvement, making PCC and PW central to effective practice. This report critically evaluates PCC and PW, explores their theoretical and ethical foundations, and examines how they operate within CMHTs. It also analyses relevant policy and legislation that shape practice and concludes with recommendations for strengthening PCC and PW in the UK. By focusing on CMHTs, the report highlights the practical realities, challenges, and opportunities associated with delivering person‑centred, collaborative mental health care in contemporary practice.
[bookmark: _Toc224334635]2. Definition of Person‑Centred Care and Its Benefits and Limitations
Person‑centred care is an approach that places the individual at the centre of their care experience, ensuring that treatment aligns with their values, needs, and preferences (Health Foundation, 2016). The Care Quality Commission (2021) describes PCC as care that is compassionate, respectful, and responsive to what matters most to the person. McCormack and McCance’s (2017) Person‑Centred Practice Framework emphasises shared decision‑making, empowerment, therapeutic relationships, and meaningful engagement. In mental health settings, PCC is closely aligned with recovery‑oriented practice, which focuses on hope, autonomy, and the belief that individuals can live meaningful lives despite mental illness.

[bookmark: _Toc224334636]Benefits of PCC in CMHTs 
PCC offers numerous benefits within CMHTs. First, it strengthens therapeutic relationships by fostering trust, empathy, and mutual respect. Strong therapeutic alliances are associated with improved engagement, reduced relapse rates, and better long‑term outcomes (Slade, 2017). Second, PCC enhances recovery by encouraging individuals to take an active role in their care, promoting self‑management and resilience. This is particularly important in mental health, where empowerment and agency are key components of recovery.
Third, PCC improves service‑user satisfaction by ensuring that care is tailored to individual needs rather than delivered through a one‑size‑fits‑all model (Coulter & Oldham, 2016). Fourth, PCC can lead to better adherence to treatment plans, as individuals are more likely to follow interventions they have helped design. Finally, PCC contributes to reduced hospital admissions by enabling early intervention and proactive crisis planning (NHS England, 2022). In CMHTs, where service users often experience fluctuating mental states, personalised crisis plans and collaborative risk assessments are vital tools for preventing deterioration.
[bookmark: _Toc224334637]Limitations of PCC in CMHTs 
Despite its benefits, PCC faces several limitations in CMHTs. Resource constraints, including staff shortages, high caseloads, and limited appointment times, can make it difficult for practitioners to deliver truly personalised care (Kings Fund, 2020). Mental health practitioners often face competing demands, such as administrative tasks, safeguarding responsibilities, and crisis management, which reduce the time available for relationship‑building.
Fluctuating mental states can also limit the effectiveness of PCC. During periods of acute distress, psychosis, or severe depression, individuals may struggle to articulate their preferences or participate in decision‑making. This raises ethical and practical challenges, particularly when compulsory treatment is required under the Mental Health Act (1983, amended 2007).
Risk management pressures may also conflict with PCC principles. Practitioners may prioritise safety over autonomy, especially when there is a risk of self‑harm or harm to others. Organisational culture can further hinder PCC, as some practitioners may resist change or lack training in person‑centred approaches (Brooker & Latham, 2016). Finally, capacity issues may arise, requiring legal frameworks such as the Mental Capacity Act (2005) to guide decision‑making. These limitations highlight the need for systemic improvements to support PCC in CMHTs.
[bookmark: _Toc224334638]3. Theory Underpinning PCC: Carl Rogers’ Person‑Centred Theory
Carl Rogers’ Person‑Centred Theory provides a strong theoretical foundation for PCC. Rogers (1951) argued that individuals have an innate tendency toward growth, self‑actualisation, and psychological wellbeing. This natural tendency can be supported through three core therapeutic conditions: empathy, unconditional positive regard, and congruence. These conditions underpin therapeutic relationships in mental health care and align closely with PCC principles.
[bookmark: _Toc224334639]Application to CMHT Practice 
Rogers’ theory is highly relevant to CMHT practice. Empathy enables practitioners to understand the individual’s lived experience, which is essential for developing personalised care plans. Unconditional positive regard promotes acceptance and reduces stigma, helping individuals feel valued and respected. Congruence, or authenticity, fosters trust and transparency in therapeutic relationships.
Rogers’ principles inform recovery‑focused interventions, collaborative care planning, strength‑based assessments, and trauma‑informed approaches. For example, motivational interviewing, widely used in CMHTs to support behaviour change, is grounded in person‑centred principles. Practitioners use these techniques to empower individuals, promote autonomy, and support long‑term recovery.
[bookmark: _Toc224334640]Critical Evaluation 
While influential, Rogers’ theory has limitations. Critics argue that it may oversimplify complex clinical presentations, particularly in cases of severe mental illness where structured interventions, medication, or crisis management may be required (Pilgrim, 2019). The theory assumes that individuals can articulate their needs and engage in reflective dialogue, which may not be possible during acute episodes of psychosis or severe mood disorders.
Additionally, Rogers’ non‑directive approach may not provide sufficient guidance for individuals who require more structured support. Despite these limitations, Rogers’ model remains central to PCC and continues to shape contemporary mental health practice, particularly in CMHTs where therapeutic relationships are foundational.
[bookmark: _Toc224334641]4. Ethical Fundamentals in Health and Social Care
Ethical practice is essential to PCC and PW. Four key ethical principles underpin health and social care: autonomy, beneficence, non‑maleficence, and justice (Beauchamp & Childress, 2019). These principles guide decision‑making, safeguard service‑user rights, and ensure that care is delivered ethically and responsibly.
Autonomy 
Autonomy refers to respecting an individual’s right to make informed decisions about their care. In CMHTs, autonomy is promoted through shared decision‑making, personalised care planning, and collaborative risk assessments. However, autonomy may be limited during crises or when capacity is impaired. Practitioners must balance respect for autonomy with the need to protect individuals from harm, particularly when there is a risk of self‑harm or deterioration.
Beneficence 
Beneficence involves acting in the person’s best interests. CMHT practitioners aim to promote recovery, wellbeing, and social inclusion by providing holistic support that addresses mental, physical, and social needs. Beneficence underpins interventions such as medication management, psychological therapies, and social support.
Non‑Maleficence 
Non‑maleficence requires practitioners to avoid causing harm. This principle guides risk assessments, safeguarding procedures, and crisis intervention. Balancing autonomy with safety is a common ethical dilemma in CMHTs, particularly when individuals refuse treatment or disengage from services.
Justice 
Justice relates to fairness, equality, and access to services. The Equality Act (2010) protects individuals from discrimination, while CMHTs aim to provide equitable access to mental health support. Justice also involves ensuring that resources are allocated fairly, which can be challenging in the context of limited funding and high demand.
Ethical Dilemmas in CMHTs 
Common dilemmas include respecting autonomy vs. preventing harm, confidentiality vs. safeguarding, and least restrictive practice vs. risk management. The Mental Capacity Act (2005) provides a legal framework for resolving such dilemmas, ensuring that decisions are made in the individual’s best interests.
[bookmark: _Toc224334642]5. Evaluation of Partnership Working
Partnership working involves collaboration between professionals, organisations, service users, and carers to deliver coordinated care (Glasby & Dickinson, 2014). PW is essential in CMHTs due to the complex needs of service users, who often require support from multiple agencies.
Benefits of PW in CMHTs 
PW improves communication, reduces duplication, and ensures that care is holistic and coordinated. It enables practitioners to share expertise, leading to more comprehensive assessments and interventions. PW also enhances crisis management by ensuring timely responses from crisis teams, police, and emergency services. Additionally, PW supports continuity of care, which is crucial for individuals with long‑term mental health conditions.
Challenges of PW 
Despite its benefits, PW faces challenges such as conflicting organisational priorities, communication barriers, and information‑sharing difficulties. High caseloads and limited resources can hinder collaboration, while differences in professional cultures may lead to misunderstandings or disagreements (Cameron et al., 2014). These challenges highlight the need for strong leadership and clear communication strategies.
Impact of Integrated Care Systems (ICSs) 
The Health and Care Act (2022) introduced ICSs to strengthen collaboration across sectors. ICSs support joint commissioning, shared accountability, and population‑based planning. In CMHTs, ICSs aim to improve integration between mental health services, primary care, social care, and voluntary organisations.
[bookmark: _Toc224334643]6. Application of Partnership Working in Adult Community Mental Health Teams
CMHTs provide multidisciplinary support to adults with severe and enduring mental health conditions. PW is central to their operation, enabling practitioners to deliver holistic, coordinated, and recovery‑focused care.
Examples of PW in CMHTs 
The Care Programme Approach (CPA) ensures coordinated care planning involving service users, carers, and professionals (Department of Health, 2008). Multi‑Disciplinary Team (MDT) meetings bring together psychiatrists, nurses, social workers, psychologists, and occupational therapists to discuss care plans and share expertise. Crisis intervention involves collaboration with crisis teams, police, and emergency services to ensure timely and safe responses. Housing and social support require joint working with housing associations and voluntary organisations, while physical health monitoring involves collaboration with GPs and primary care services.
Benefits in Practice 
PW improves continuity of care, crisis prevention, and recovery outcomes (Mind, 2021). It also enhances service‑user engagement by ensuring that care is coordinated and responsive to individual needs.
Limitations in Practice 
Limitations include inconsistent communication, differing eligibility thresholds, limited resources, and fragmentation between services. These challenges can lead to gaps in care, delays in intervention, and frustration for service users and practitioners.
[bookmark: _Toc224334644]7. Policy and Legislation Relevant to PCC and PW
Several key policies shape PCC and PW in mental health services. The Health and Care Act (2022) introduced ICSs to promote collaboration across health and social care. The Care Act (2014) places wellbeing, choice, and control at the centre of social care, aligning closely with PCC principles. The Health and Social Care Act (2012) promotes patient involvement and transparency.
The Mental Capacity Act (2005) supports decision‑making and protects individuals lacking capacity, while the Mental Health Act (1983, amended 2007) provides legal powers for compulsory treatment, balancing autonomy and safety. The Human Rights Act (1998) ensures dignity, respect, and autonomy, and the Equality Act (2010) protects individuals from discrimination.
Policy Impact 
These policies collectively support PCC and PW, but challenges remain due to workforce shortages, funding pressures, and organisational fragmentation (Kings Fund, 2020). Effective implementation requires investment, training, and strong leadership.
[bookmark: _Toc224334645]8. Recommendations for Future Development
To strengthen PCC and PW in CMHTs, the following recommendations are proposed:
· Increase investment in workforce training on PCC, trauma‑informed care, and collaborative practice.
· Expand digital technologies such as shared electronic records to improve information‑sharing.
· Strengthen service‑user involvement in service design and evaluation.
· Enhance multi‑agency collaboration through joint training and shared outcome measures.
· Increase funding for community‑based mental health services.
· Promote research into effective PCC and PW models in mental health.
· Address barriers such as staff shortages, cultural resistance, and inconsistent policy implementation.
· Improve integration between mental health, primary care, and social services through ICSs.
· Develop clearer protocols for information‑sharing to support PW.
[bookmark: _Toc224334646]9. Conclusion
PCC and PW are essential to delivering high‑quality, ethical, and effective mental health care. PCC promotes dignity, autonomy, and personalised support, while PW ensures coordinated and holistic service delivery. Theories such as Rogers’ person‑centred approach provide a strong foundation for PCC, and ethical principles guide safe and respectful practice. In CMHTs, PW is vital for addressing complex needs and supporting recovery. Policies such as the Care Act (2014) and Health and Care Act (2022) reinforce the importance of PCC and PW, although practical challenges remain. By implementing targeted recommendations, the UK can strengthen its commitment to person‑centred, collaborative mental health care and improve outcomes for individuals with severe and enduring mental health conditions.
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