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Abstract Summary
This report examines person-centred care (PCC) and partnership working in health and social care in England, using hospital discharge planning as its practical setting. It explores the principles of PCC, the Person-Centred Practice Framework and the ethical considerations involved in decisions about individual care. Particular attention is given to autonomy, beneficence, non-maleficence and justice, including situations in which a person's preferences may conflict with professional concerns about safety. The report also evaluates the benefits and limitations of partnership working between hospital teams, local authorities and community services. Relevant legislation, including the Care Act 2014, Mental Capacity Act 2005 and Equality Act 2010, is considered in relation to person-centred decision-making and coordinated support. The discussion identifies challenges such as staffing shortages, communication failures and limitations in community resources. It argues that effective care requires more than professional cooperation: individuals must have meaningful opportunities to influence decisions affecting their lives. The report recommends strengthening staff development, service-user involvement, interprofessional communication and the evaluation of discharge outcomes to improve the quality and consistency of health and social care.
1. Introduction
Person-centred care (PCC) and partnership working are important in health and social care because they promote individual choice and coordinated support. However, their implementation can be affected by communication difficulties, staff shortages and limited resources.
This report focuses on hospital discharge planning in an acute hospital in England. It examines PCC, relevant theoretical frameworks, ethical principles, partnership working and legislation before recommending improvements to discharge practice.
2. Person-Centred Care: Definition, Benefits and Limitations
Person-centred care is an approach in which care and support are planned around an individual’s needs, preferences, values, circumstances and desired outcomes. Rather than assuming that professionals know what is best, it recognises the individual as an active participant in decisions about their life. NHS England (n.d.) describes personalised care as an approach that gives people greater choice and control over how their care is planned and delivered. This approach recognises the importance of treating people as individuals and involving them in decisions about their care (The Health Foundation, 2014).
PCC supports autonomy by involving individuals in decisions and respecting their preferences. It also considers physical, emotional, psychological and social needs together, helping professionals plan support that reflects the whole person (The Health Foundation, 2014). However, there are limitations. Personalised care can require additional time for assessments, discussions and reviews. Under pressure from staffing shortages and heavy workloads, professionals may struggle to give individuals sufficient opportunities to express their preferences. Limited funding may also restrict the choices available, meaning that people are offered only the services their local area can afford.
A further limitation concerns conflicting preferences and professional responsibilities. An individual may choose an option that professionals consider risky, creating tension between autonomy and the duty to protect them from harm.
In hospital discharge planning, these benefits and limitations can be seen when an individual wishes to return home despite concerns about mobility or the risk of falling. A person-centred approach requires professionals to explore why returning home is important to the individual and consider whether equipment, rehabilitation or community support could make this preference achievable. However, the available options may be restricted by local service capacity. 
3. Critical Examination of a Model Underpinning Person-Centred Care
3.1 The Person-Centred Practice Framework
The Person-Centred Practice Framework developed by McCormack and McCance provides a useful model for understanding how PCC can be implemented in health and social care. It emphasises the relationship between the care environment, effective professional practice, person-centred processes and the outcomes experienced by individuals (McCormack and McCance, 2017).
The framework suggests that person-centred care requires more than professionals being polite or showing kindness. Staff need appropriate knowledge and skills, self-awareness, effective communication and an understanding of the individual’s values. The working environment must also support staff to provide care that responds to individual needs. 
A strength of the framework is its recognition that organisational culture influences care. Staff may struggle to provide personalised support when staffing is inadequate or task completion takes priority over meaningful interaction. This demonstrates that PCC requires both professional commitment and organisational support (McCormack and McCance, 2017). Nevertheless, the framework has limitations. Its principles can be difficult to measure because concepts such as feeling valued, having a meaningful relationship and experiencing a sense of wellbeing are partly subjective. 
A limitation is that person-centred practice can become a checklist rather than meaningful involvement. Completing a care plan does not prove that a person has influenced decisions. The framework can also be difficult to apply when staffing and community resources are limited. For example, an older person may wish to return home but have few support options available. Services should therefore assess not only whether care plans are completed, but also whether people feel heard and achieve meaningful outcomes.
3.2 A complementary person-centred perspective
Kitwood's work on person-centred dementia care offers a complementary perspective by emphasising the importance of recognising the person beyond their condition and responding to their individual identity and experiences (Kitwood, 1997). This perspective can help professionals reflect on how communication, dignity and relationships influence the experience of care. In hospital discharge planning, for example, an older adult should not be defined solely by their fall or reduced mobility. Their personal routines, relationships and wishes about living at home should also inform discussions about support.
However, recognising an individual's identity and preferences does not, by itself, resolve practical difficulties such as insufficient community care provision or disagreements between professionals. Kitwood's perspective and the Person-Centred Practice Framework therefore offer complementary insights: one highlights the person's identity and experience, while the other helps explain the professional and organisational conditions needed to support person-centred practice. Their application depends on professionals translating these principles into meaningful involvement and realistic care arrangements.
4. Ethical Fundamentals of Health and Social Care
Ethics provides a foundation for making decisions about what is right, fair and appropriate in professional care. Four widely recognised principles are autonomy, beneficence, non-maleficence and justice (Beauchamp and Childress, 2019).
Autonomy means respecting people's right to make informed decisions about their care and obtaining valid consent.
Beneficence means acting to promote wellbeing, while recognising that professionals should not assume their priorities are the same as the individual's.
Non-maleficence means preventing or minimising harm. However, avoiding every risk may unnecessarily restrict independence.
Justice means treating people fairly and distributing services according to need, without discrimination. 
Confidentiality and professional accountability are also essential. Professionals may need to share information to coordinate care, but information should be shared lawfully, securely and only when justified. 
Ethical principles can sometimes conflict. For example, an adult with capacity may wish to return home after hospital treatment despite concerns about falls. The individual may prioritise independence, while family members and professionals may focus on safety. These viewpoints should be discussed respectfully. Professionals should explain risks, explore safeguards and follow the Mental Capacity Act 2005 where capacity is in question. The aim is to respect the person's rights while planning appropriate support.
5. Evaluation of Partnership Working in Health and Social Care
Partnership working refers to different professionals, organisations and individuals working together to achieve shared outcomes. These partnerships may involve NHS staff, local authorities, social workers, care providers.
Partnership working brings together professional expertise and can improve continuity of care.
Effective integration requires organisations to coordinate their responsibilities and overcome differences in priorities and working practices (Glasby and Dickinson, 2014). A relationship-centred approach also recognises that the quality of care depends on relationships between service users, carers and professionals (Nolan et al., 2006).
However, partnership working is not always straightforward. Different organisations may have separate budgets, eligibility criteria, priorities and procedures. For instance, an NHS team may consider someone ready for discharge, while social care services may be unable to arrange the necessary support immediately. This can result in delays, frustration and disagreements over responsibility.
Communication is another potential weakness. Incomplete records, unclear referral procedures and delays in sharing information can place individuals at risk. Effective partnership working therefore requires clear responsibilities, mutual respect, agreed objectives and lawful information-sharing arrangements.
Partnership working can become professionally led rather than person-led if individuals are excluded from multidisciplinary discussions. Integrated Care Systems support collaboration between NHS organisations and local authorities. In discharge planning, this can help coordinate rehabilitation, personal care and home adaptations. However, organisational integration does not guarantee that individuals are meaningfully involved or that services have sufficient resources.
6. Application of Partnership Working: Hospital Discharge Planning
Consider an illustrative case involving an older adult who has been admitted to hospital following a fall. The person wishes to return home but has reduced mobility and lives alone. A safe discharge requires more than medical treatment because the individual may also need rehabilitation, equipment and assistance with everyday activities.
Hospital doctors and nurses assess medical stability, medication and personal care needs. Physiotherapists and occupational therapists consider mobility, rehabilitation and equipment, while social workers and community care providers help arrange ongoing support.
The individual should be involved throughout this process. Professionals need to discuss their wishes, explain available options and consider their concerns about independence and safety. 
Department of Health and Social Care and NHS England (2024) guidance recommends early discharge planning involving relevant professionals, the individual and, where appropriate, unpaid carers. Discharge-to-assess approaches allow longer-term needs to be reviewed after initial recovery.
Nevertheless, practical difficulties may arise. A shortage of community care staff or rehabilitation places could delay discharge or limit available options. Professionals must explain these constraints honestly and explore appropriate alternatives rather than promising services that cannot be provided.
Effective discharge planning requires a written plan, clear responsibilities, accurate medication information, completed referrals and a named contact. Follow-up should check whether the agreed support has been provided and whether the individual is managing safely. For example, missing equipment or delayed care referrals could undermine an otherwise appropriate discharge plan. Reviewing the person's experience can help identify gaps in coordination and improve future practice.
7. Relevant Policy and Legislation
7.1 Care Act 2014
The Care Act 2014 establishes the wellbeing principle for adult social care and places duties on local authorities relating to assessment, prevention, information and support for carers. Section 6 also establishes cooperation duties between local authorities and relevant partners (Care Act 2014).
7.2 Mental Capacity Act 2005
The Mental Capacity Act 2005 protects people who may lack capacity to make a specific decision. It requires professionals to presume capacity, support decision-making, recognise that an unwise decision does not prove incapacity, act in the person’s best interests when necessary and choose the least restrictive option (Mental Capacity Act 2005, s.1).
7.3 Equality Act 2010
The Equality Act 2010 protects people against discrimination relating to protected characteristics, including disability, age, race, religion or belief, sex and sexual orientation. It also establishes duties concerning reasonable adjustments for disabled people in relevant circumstances.
7.4 Health and Care Act 2022
The Health and Care Act 2022 introduced important changes to the organisation of health and care in England, including the establishment of integrated care boards and integrated care partnerships. These arrangements support strategic collaboration between NHS organisations and local authorities (Health and Care Act 2022).
7.5 Regulation 9 and National Guidance
Regulation 9 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 requires regulated providers to deliver care and treatment that meets people’s needs and reflects their preferences. This supports personalised assessments, care planning and review. 
NICE guideline NG197 supports shared decision-making, while national discharge guidance emphasises coordination between health and social care services (NICE, 2021; Department of Health and Social Care and NHS England, 2024). Together, these provisions support personalised and coordinated discharge planning. However, legislation and guidance cannot guarantee that community services are available or that communication is effective. Professionals must apply these requirements to individual circumstances and address barriers that could prevent agreed support from being delivered. 
8. Recommendations for Future Development in the UK
Hospitals should provide staff development in communication, consent, equality and shared decision-making. Training should help professionals involve individuals meaningfully in discharge decisions, in line with NICE (2021). Supervision and reflection are also needed so that staff can apply this learning despite workload pressures.
Service-user involvement should be strengthened throughout discharge planning. Individuals should receive accessible information, discuss their priorities and understand the options available. Unpaid carers should be involved where appropriate, with respect for consent and confidentiality. Feedback after discharge should identify whether people felt listened to and received the agreed support.
Hospitals, local authorities and community providers should improve referral procedures, clarify responsibilities and review outcomes collaboratively. Secure information-sharing and clear follow-up arrangements can improve continuity of care. Evidence from Gonçalves-Bradley et al. (2022) found that personalised discharge planning can slightly reduce hospital stays and readmissions, supporting the need for clear referrals, coordinated community support and follow-up after discharge.
9. Conclusion
Person-centred care and partnership working support individual choice, coordinated services and effective health and social care. Hospital discharge planning demonstrates the importance of involving individuals while coordinating medical treatment, social care and community support. However, staff shortages, communication failures and limited resources can prevent these approaches from being fully implemented. Staff development, meaningful service-user involvement, clearer communication and regular evaluation of discharge outcomes are therefore recommended to improve care quality and continuity.
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