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Introduction
Person-Centered Care and Partnership Working may be regarded as two of the essential concepts related to the policy agenda, whose main aim is to ensure high quality of the health and social care services provided in the UK. Person-Centered Care implies that the provision of services should take into consideration the person's values, preferences and goals. Partnership working presupposes collaboration of experts within various professions and organizations. Such cooperation is very important when dealing with patients with serious mental illnesses who require the provision of services going beyond primary care, specialist mental health, social care and voluntary sector services (Thorburn et al., 2025).
Nevertheless, despite the widespread promotion of the concepts of person-centered care and partnership working, there is no efficient implementation of the concepts due to the existence of power imbalance, diagnostic dominance, risk management cultures and limited resources (McDonough, 2025; Grattidge et al., 2026). Many practices used by various services include person-centered care rhetoric along with the desire to achieve throughput, risk scores and interests of professionals. This report provides the critical review of the concept of person-centered care, theoretical model analysis, discussion of ethical base and the analysis of partnership working. The implementation of these concepts will be discussed in relation to integrated mental health services in primary care. Policy will be analyzed and recommendations for further development will be offered.
Person-Centered Care: Definition, Advantages and Disadvantages
The concept of person-centered care involves the inclusion of person's preferences, values and beliefs into the decision-making process, and it implies that a person is treated as a partner but not as a passive recipient (Grover et al., 2022). In the case of mental health the concept of person-centered care may be defined as a recovery-oriented approach focusing on such factors as hope, identity, empowerment and personal agency but not symptom reduction (Grattidge et al., 2026). The key features of PCC include: elicitation of person's story, shared decision-making, continuity of the relationship, social and existential aspects of distress. These concepts create a challenge to professional expertise and hierarchy.
Several advantages can be outlined. Firstly, person-centred approaches have shown higher engagement, more satisfaction, improved self-management and sometimes lower hospital admissions rates (Gyllensten et al., 2025). Secondly, it was found out that collaboration on co-design of mental health services between mental health service users and primary care practitioners was not only possible but led to service improvement where power imbalances were taken into account (Thorburn et al., 2025). Thirdly, integrated approaches where mental health expertise was embedded in primary care practice showed better outcomes for children and adolescents (Asarnow et al., 2026). Positive results could be observed especially where relational continuity was assured and the service users participated in decision-making.
Several limitations exist. First of all, conceptual ambiguity prevents the implementation and evaluation of PCC (Grover et al., 2022). Secondly, mental health service conflicts are caused by the contradictions between person-centred care and risk management, diagnostic needs and other priorities (McDonough, 2025). Finally, lack of resources and hierarchy in teams can prevent collaboration, while PCC language might mask power differences and create an impression of tokenism instead of partnership (Thorburn et al., 2025).


Theoretical Foundations of Person-Centred Care
One of the most popular models of PCC is the Gothenburg model of PCC which was proposed on the basis of the research performed at the University of Gothenburg Centre for Person-Centred Care. The theoretical foundation of the model is the philosophical perspective of Paul Ricoeur, and it operates with three basic routines of partnership: its initiation by elicitation of narrative from the person; its development through shared decision making and goal setting; and its maintenance through documenting of the narrative and agreed upon plan traveling with the person across different locations (Gyllensten et al., 2025; Britten et al., 2020).
This model explicitly shifts the locus of care away from the biomedical paradigm to the patient's perspective of illness, resources and aims. Partnership is conceptualised as a relational process that reduces hierarchical distance between practitioner and client. Narrative documentation is to ensure continuity and accountability of services in relation to the person's priorities. The research that was done on this model has revealed its benefits such as shorter hospital stay, enhanced self-efficacy and satisfaction of the patients with different diseases (Gyllensten et al., 2025).
However, critical analysis reveals that there are positive aspects as well as limitations of the model. First of all, it is strength in its strong ethical foundations and routine. This makes the model quite easily applicable because of its transferability. Yet, the conditions for its successful application presuppose the readiness of the organisation to implement it, sufficient time spent on working with narratives and relational practice culture. The latter criteria cannot be met in the case of mental health organisations that have risk protocols and high turnover rates of personnel. It should also be stressed that the emphasis of the model on individual narratives must be complemented by the understanding of structural power inequalities and power-sharing at the group level (McDonough, 2025).
Ethical Fundamentals of Health and Social Care
In most cases ethical healthcare practice is based on principles of autonomy, beneficence, non-maleficence and justice. In the context of person-centred models, the relational autonomy concept includes not only the decision making but also support for enacting it (Daly and Cascio, 2024). The latter is especially vital in the case of mental health care taking into account such experiences as coercion, loss of freedom and diagnostic labeling.
The principles of beneficence and non-maleficence imply that care is supposed to contribute to well-being of people and not cause any harm to them. Person-centred approach interprets these ethical principles through partnership in which practitioners utilise their knowledge in cooperation with clients' expertise in their lives (Gyllensten et al., 2025). Principle of justice implies equal access to care and consideration of social factors influencing the outcomes of mental well-being of patients. Relational approaches emphasize mutual respect and social inclusion of the person into her environment (Daly and Cascio, 2024).
There appears moral tension when the number of possible choices is limited either by resource limitations or by risk management considerations. Practitioners might be upset because of their inability to engage into partnerships due to organisational pressures. It is therefore important to keep on reflecting on the way whether organisational structures hinder or promote person-centred ethics so that it would become an ethical commitment rather than rhetoric.


Evaluating Partnership Working
Partnership working means collaborative relations within the fields of health, social care and communities aimed at achieving a certain coordination and adopting person-centred approach to care delivery. While from the point of theory it is quite attractive, empirical evidence of effectiveness of collaboration in health care improvement is not very consistent. Factors that support collaboration include common goals, trust, resources availability and efficient governance. Typical barriers are conflicts of interest, power inequality and lack of investment in relationships building (Ruud et al., 2025).
Models of collaborative care that imply engagement of psychologists and psychiatrists into primary care have proved to be helpful in terms of psychological care accessibility increase and have been appreciated by GPs. However, these projects turned out to be unsustainable because of funding and policy issues (Ruud et al., 2025). Approaches of co-design and co-production that imply collaboration between service users and primary care professionals in the process of design seem promising but require close attention to power issues to be truly effective (Thorburn et al., 2025). It appears that greater involvement in decision making leads to better results at service level compared to consultations that do not change hierarchical order.
Collaboration and PCC go well together. Collaboration driven by organisational or professional concerns is unlikely to produce person-centred results. On the other hand, person-centred approach that remains restricted to individual interactions will not solve the problem of continuity. Effective collaboration therefore requires both relational practice and structural collaboration.


Application in Integrated Primary Care Mental Health Services
Integrated primary care mental health services might serve as an example of application of both person-centred approach and collaboration together. These services provide early and holistic assistance to people suffering from serious mental diseases in primary care setting in a multi-disciplinary way, involving mental health workers, GPs and voluntary sector (Baker et al., 2024).
Based on qualitative evaluation, it seems that such models could help improve access, foster community engagement and facilitate cross-collaboration (Baker et al., 2024). Service users and providers have appreciated strength-based initiatives which included identifying barriers to access and working together with different system partners. Feasibility and innovations were found among the results of the collaborative design projects involving mental health consumers and primary care practitioners despite the challenges related to equitable involvement (Thorburn et al., 2025).
However, the process of implementation has been far from even. Service provision and risk management agendas as well as diagnostics-driven approach may ignore the importance of the perspective of lived experience even in the context of services based on the notion of person-centred care (McDonough, 2025; Grattidge et al., 2026). Continuity of relationships, collaborative decision-making and formulation has been named as important requirements which are not fulfilled in practice. Multi-disciplinary teams could be the opportunity to adopt a holistic approach only if the culture and governance of these teams appreciate relational and recovery-related activities. Otherwise, the integrated models could perpetuate the issues they are designed to address.
Policy and Legislation
The British policy becomes increasingly oriented towards personalisation and collaboration. According to the Care Act 2014, the wellbeing of a person should become the core principle of social care and the local authorities are responsible for offering choice and control to the individuals. The Health and Care Act 2022 establishes statutory Integrated Care Boards and Partnerships to shift the culture from competition to collaboration. The policy on mental health, including the NHS Long Term Plan, encourages community services, personalisation and involvement of people with lived experience.
The Fundamental Standards set out in Regulation 9 of CQC also mandate care and treatment to be individually tailored and based on needs and preferences. The additional guidance on partnership work with people and communities reinforces these expectations. However, despite the existence of an enabing framework for partnership and person-centredness in terms of policy, the transition of policy intent to practice is incomplete due to work pressure, funding limitations and organisational cultures that continue to privilege metrics over relational outcomes. Policy can create necessary conditions, but culture and resourcing changes will have to occur for those conditions to lead to consistent person-centred and partnership practices.
Recommendations for Future Development
There are several ways in which the development of PCC and partnership working in the UK could be strengthened. First, workforce training and organisational cultures should privilege relational skills and reflexive approach to partnership including time for narrative and joint decision making (Gyllensten et al., 2025). Training is necessary but not sufficient without changes in work load, supervision and valuing of relational practice within performance management.
Second, integrated models of care for mental health in primary care should incorporate co-production and co-design in their models as default and not optional components paying attention to the issue of power dynamics and equitability in participation (Thorburn et al., 2025). Third, there should be measurement of outcomes and accountability which includes not only clinical and process indicators but also experience-based and recovery-focused ones to value relational work. Finally, structural changes in cross-sectoral collaborations including funding for voluntary sector partners and ways to level the playing field are necessary in order for partnerships to become truly person-centred (Ruud et al., 2025).
Conclusion
PCC and partnership are two inter-related aspects of high-quality health and social care provision especially concerning individuals living with serious mental illness. The Gothenburg model is a practical and ethical framework which privileges the importance of narrative, joint decision-making and continuity of the partnership. Ethical principles such as autonomy, beneficence, non-maleficence and justice guide the practitioner towards relational practice. Meanwhile, policy increasingly demands collaborative and personalised approaches in healthcare and social care provision. Integrated models of primary care for mental health provide evidence of potential for partnership as well as challenges related to power dynamics and resource limitations.
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