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[bookmark: _Toc242964619]Introduction 
The approach of person-centered care (PCC) and partnership working (PW) has now become the core concepts of modern health and social care practice in the United Kingdom. The approach of PCC puts the individual in the center of care planning and provision by recognizing his or her unique values, preferences, and life circumstances (Forsgren et al., 2025). The concept of PW expands the application of the former to professionals, organizations and sectors to coordinate actions in dealing with complex needs of the clients. These approaches together are expected to improve the outcome and experiences of the client. Nevertheless, despite widespread support for these concepts, both remain underdeveloped due to some theoretical gaps, organizational culture that prioritizes efficiency over relations, work force issues, and persistence of power issues (Byrne, Baldwin and Cassar, 2020; Feo and Kitson, 2026). This report will critically evaluate the theories and practices of person-centered care, contribution of partnership working and interaction of these concepts in professional health and social care. In particular, the report will focus on care homes for older people as a setting where the interplay of PCC and PW becomes especially apparent. Relevant ethical principles, policies and legislation will be analyzed and evidence-informed recommendations for further development of the two concepts in the UK will be offered.
[bookmark: _Toc242964620]Definition of Person-Centered Care: Benefits and Limitations
Person-centered care is considered as an approach to health care that integrates the preferences, values and beliefs of individuals into the process of decision making while positioning the service user as a partner but not a recipient of the care (Giusti et al., 2020). This approach emphasizes respect for the personhood, decision making in cooperation with the client, continuity of care and consideration of physical, psychological, social and existential needs of the client. There are three key themes in terms of which Byrne, Baldwin and Cassar (2020) define the understanding and implementation of the PCC. These are people, practice, and power.
There have been demonstrated several advantages empirically. According to systematic reviews, increased patient engagement, adherence to treatment, better disease management, lessened anxiety and quality of life have been identified (Nkhoma et al., 2022). Most economic evaluations reveal the cost-effectiveness or cost-savings of PCC compared to usual care with some additional benefits concerning job satisfaction (Nkhoma et al., 2022). Communication in line with context and health literacy in primary care has been associated with increased satisfaction on the part of patients and practitioners (Ahmed et al., 2022). For patients with severe diseases, approaches related to family networks, continuity of self-identity and services structuring for continuity have been associated with more positive experiences (Giusti et al., 2020).
However, several limitations are present. No agreed definition of PCC exists at present, and its implementation and measurement have therefore been hindered (Byrne et al., 2020; Forsgren et al., 2025). Organizational cultures that are still task-driven and siloed neglect the relational side of care (Feo and Kitson, 2026). Moreover, due to limited resources, staff shortage and hierarchical structures, the opportunity for choice and control on the part of patients is restricted especially in case of best interests’ decisions under the Mental Capacity Act with lack of funds or time (Birchley and Finnerty, 2026). Without any shifts in leadership, workforce development and resource allocation, aspirations about PCC may stay only rhetorical and not transformational.
[bookmark: _Toc242964621]Theoretical Underpinning of Person-Centered Care
One of the most widely used mid-range theories behind PCC is the Person-centered Nursing Framework (PCNF) proposed by McCance and McCormack (2025). This framework consists of five interconnected domains: the metaparadigm of nursing (person, nursing, environment and health), prerequisites of the care provider, practice environment, person-centered processes (collaboration with the person’s beliefs and values, engagement, shared decision-making and sympathetic presence) and outcomes.
One of the key strengths of the PCNF lies in the fact that it considers not only individual practitioner characteristics but also those organizational cultures and systems that are able to support the process of achieving person-centered outcomes. The development of the concept of the person in care has been further described by McCormack (2026) who traces the influence of such factors as humanistic psychology and relational ethics on the concept. The PCNF opposes all reductionist views by claiming that care is necessarily a relational activity and maintaining personhood implies having an environment where individuals feel their value and are supported in preserving their continuity of self. The systems approach is particularly important for health and social care where the structure is often fragmented and hinders the continuity and relationship-centered care provision.
Critical assessment allows identifying the strengths and limitations of the PCNF. It is useful in terms of providing a common language that would be helpful in educating professionals, developing their practice, and conducting research. At the same time, implementing the PCNF in practice may prove to be difficult. According to the findings of implementation studies, the process requires leadership, workforce development and system redesign (Forsgren et al., 2025; Feo and Kitson, 2026). Otherwise, the adoption of the PCNF at the rhetoric level may occur, and the fundamental structures will remain the same. Nevertheless, being a mid-range theory, it provides a good connection between philosophical commitment to personhood and the conditions needed for the process to develop.
[bookmark: _Toc242964622]Ethical Fundamentals of Health and Social Care
The main principles which are considered when providing the health and social care are autonomy, beneficence, non-maleficence and justice. Person-centered care is an approach that is based on the priority of the right of an individual to self-determination and active involvement in decision-making concerning his or her life (Ekman, 2022). Autonomy as decisional and executional capacity underlies the idea of respecting individual choices and preferences (Bassul et al., 2025).
Beneficence and non-maleficence refer to the well-being and protection of individuals against the harm done to them. In terms of person-centered ethics, the benefit and non-harm are interpreted as caring through discussion (Ekman, 2022). The term justice can be defined as equal access to quality care by taking all inequalities into account. According to Tomaselli et al. (2020), in case the person-centeredness is discussed in the context of relational ethics, a person is a partner whose competences, resources and relations enable him/her to provide care.
The tensions associated with limited choices in the person-centered best interest decision making can be explained by limitations in resources (time and financial) that reduce the number of alternatives during the decision-making process. Birchley and Finnerty (2026) argue that the person-centered decision making in accordance with the Mental Capacity Act is quite difficult to implement in cases of limited resources.
[bookmark: _Toc242964623]5. Evaluation of Partnership Working in Health and Social Care
Collaboration involves interaction between various organizations that include healthcare and social care organizations as well as voluntary sector to deliver the coordinated person-centered care. Based on the evaluation of cross-sectoral collaborations carried out based on systematic review of scientific literature, the impact of collaborations on the population health status is ambivalent; however, there are some factors that determine success of such collaborations (Alderwick et al., 2021). These factors include shared motivation and purposes, trustful relationships, resources and competencies, governance and leadership, and policy environment.
Interprofessional collaboration in health care is crucial; however, it does not often take place because of uncertainty about roles and responsibilities of parties, inequality of power, and lack of respect among the participants (Itua et al., 2025). Qualitative evaluation of cross-sectoral collaboration within the framework of Integrated Care Systems in England reveals that there is highly developed motivation to reduce health inequalities and several barriers to collaboration (Dunn et al., 2024). Collaboration requires much effort in managing relationships, learning and power equalization.
It is important to mention that collaboration and PCC are mutually exclusive and complementary concepts. Organizational collaborations based on organizational and professional interests cannot be person-centered and vice versa. Collaboration is necessary for person-centered practice and person-centered practice is necessary for collaboration.
[bookmark: _Toc242964624]Partnership Working in Care Homes
Care homes for older people serve as an extremely significant field where the intersection of person-centered care and partnership can take place. The patients usually have multimorbidity’s and need to be under the care of the primary care practitioners to manage their health and connect them to specialists if needed. Enhanced Health in Care Homes is a model that should ensure that multidisciplinary care, nomination of the general practitioner, patient's regular medication review, and personalized care planning become common practice (Warmoth, Aylward and Goodman, 2025).
According to the qualitative research conducted using multi-methods, there are four basic elements that should be present in a good partnership between care homes and primary care services: role clarity, communication, learning, and respect (Warmoth et al., 2025). When the same health care practitioner visits the patients in care homes regularly, there are established positive relationships between the patients and the care home staff members, increased confidence of the latter and better continuity of care (Owen, Kennedy and Nieman, 2023). The large practices and those with a lot of patients in care homes are more likely to apply the structured approach to partnership working, which is associated with the higher quality of the care (Hanratty et al., 2025).
Nevertheless, there is some variation in this aspect. It is the trustful relationships and motivation and resourcefulness of the workforce that matter more than any organisational form (Hanratty et al., 2025). Naturally, time, staff and funding remain to be crucial factors. It is impossible to build partnerships without the required time to establish relationships. Additionally, there is the issue of private ownership of many care homes and fragmented commissioning arrangements. In this case, the person-centered care does not rely on the skills of the practitioners, but also on the conditions of the collaboration between the health care providers and social care providers.
[bookmark: _Toc242964625]Policy and Legislation Background
The legislative and policy context of England concerning person-centered care and partnership working focuses on both these concepts. The Care Act 2014 brought the Wellbeing Principle, and local authorities were obliged to promote individual choice and control (Hanratty et al., 2025). The Health and Care Act 2022 introduced the concept of statutory Integrated Care Boards and Partnerships that has transformed the English health and social care system from the competitive one into the collaborative with the triple aim duty to consider the interests of the whole system for all NHS organizations.
Regulation 9 of CQC regulation highlights that care, and treatment should be appropriate, meet needs and consider individual preferences thus making person-centered care an absolute norm. This is reinforced by NHS Long Term Plan as well as the new model of personalized care which focuses on the principles of shared decision-making, personal health budgets and co-production of care plans with individuals and their families. Together, all the above-mentioned instruments build an enabling environment. However, putting the above into practice consistently remains challenging due to issues of workforce, funding and organizational culture which continues to prioritize organizational over person-centered interests (Dunn et al., 2024). Not only policies but implementation, culture and funding need attention.
[bookmark: _Toc242964626]Recommendations for future development
First, there is a need for continuous investment in relationship-based workforce development. Staff should receive training which will enable them to develop communication, ethical reasoning and interprofessional skills for partnership building. At the same time, organizational cultures should value and protect the process of developing relationships (McCance and McCormack, 2025; Feo and Kitson, 2026).
Second, care-home-primary care partnerships should be developed by establishing named clinicians, conducting regular multidisciplinary reviews and learning events. Such approach has proven benefits for continuity, staff confidence and experience of residents (Warmoth et al., 2025; Owen et al., 2023). Of course, sufficient and stable funding should precede these practices.
Third, there is a need not just for policy development but for its implementation which would consider power imbalances and resource constraints that currently hinder person-centered decision-making (Birchley and Finnerty, 2026). Co-production of services with people using services, their families and frontline staff is needed at the stage of designing, delivering and evaluating them (Itua et al., 2025).
[bookmark: _Toc242964627]Conclusion
The person-centered approach and partnership working are interrelated foundations of successful health and social care work. The Person-Centered Nursing Framework provides an integrated theoretical framework that highlights the moral, relational and contextual issues necessary for person-centered approach. Issues related to autonomy, beneficence, non-maleficence and justice in terms of ethical considerations lead healthcare professionals to collaboration with individuals, whereas policy and laws require more collaboration and person-centered approaches from professionals. Studies carried out in care homes have demonstrated that trust-based partnerships together with appropriate resource provision enable continuity and positive experience but there are lots of difficulties related to definitions, culture, resource provision and power relations. Future development of partnership working and person-centered approach in the UK will depend on continued efforts of relationship building, capability of the workforce, equal resources and co-production.
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