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Evaluation of Person-Centered Care and Partnership Working in Health and Social Care
Abstract
Person-centred care (PCC) and partnership working (PW) are key approaches in UK health and social care, promoting autonomy, collaboration, and integrated service delivery. This report explores their theoretical foundations, policy context, benefits, and limitations. It highlights ongoing challenges such as workforce pressures and inequalities, and considers future developments needed to strengthen effective, person-focused care.
Introduction
Person-centred care (PCC) and partnership working (PW) are central to modern UK health and social care. Practice has shifted from paternalistic models to approaches that emphasise autonomy, collaboration, and holistic wellbeing (Coulter et al., 2022). This reflects growing recognition of individuals as active participants in their care (National Voices and Think Local Act Personal, 2021), alongside rising demand linked to ageing populations and long-term conditions.
PCC focuses on tailoring care to individual needs and values, while partnership working promotes collaboration between professionals, organisations, and service users to improve coordination (Goodwin, 2020). Together, they aim to enhance continuity and reduce fragmentation.
However, challenges such as workforce shortages, financial pressures, and inequalities can limit implementation. This report critically examines the theoretical, ethical, and practical dimensions of PCC and partnership working in the UK context.

Defining Person-Centered Care: Benefits and Limitations
Person-centered care can be defined as an approach to planning and delivering care that respects and responds to individual preferences, needs and values, ensuring that the person guides all clinical decisions (Morgan and Yoder, 2022). It emphasises dignity, respect, shared decision-making, and empowerment (National Voices and Think Local Act Personal, 2021). PCC recognises individuals as experts in their own lives and encourages professionals to work collaboratively rather than authoritatively.
Benefits of Person-Centered Care
One significant benefit of PCC is improved health outcomes. When individuals are involved in decision-making, they are more likely to adhere to treatment plans and engage in self-management behaviors, particularly in long-term conditions (Dwamena et al., 2023). Active participation strengthens motivation and accountability.
PCC also enhances satisfaction and trust. Service users who feel heard and respected report more positive experiences and greater confidence in professionals (Coulter et al., 2022). Strong therapeutic relationships contribute to better communication and reduced complaints.
Empowerment is another core benefit. By supporting individuals to articulate their goals and preferences, PCC promotes autonomy and independence (Morgan and Yoder, 2022). This aligns with human rights principles embedded in UK care legislation.
Additionally, Edvardsson, Watt, and Pearce (2019) states that PCC encourages holistic assessment, considering psychological, social, and cultural dimensions of wellbeing rather than focusing solely on biomedical symptoms. This reduces fragmentation and improves continuity of care.
Limitations of Person-Centered Care
Despite its advantages, PCC faces implementation challenges. Workforce shortages and time pressures limit opportunities for meaningful dialogue and shared planning (Rivas et al., 2025). In overstretched services, personalised care may be reduced to procedural tasks rather than genuine engagement.
Organisational culture can also hinder PCC. Traditional hierarchical systems may priorities efficiency and risk management over relational care (Brownie and Nancarrow, 2024). Without structural support, PCC risks becoming tokenistic.
Ethical tensions may arise when respecting autonomy conflicts with safeguarding responsibilities. Balancing individual choice with professional duty of care can create dilemmas, particularly in situations involving risk (Thompson and Heron, 2021).
Finally, inequalities may affect delivery. Individuals from marginalised communities may experience barriers to fully participating in care decisions due to language, cultural or socio-economic factors (Rivas et al., 2025). Therefore, equitable implementation requires cultural competence and inclusive practice.
Theoretical Model Underpinning Person-Centered Care
The humanistic psychology of Carl Rogers provides a key theoretical foundation for PCC (Rogers, 1951). Rogers argued that individuals have an inherent capacity for growth when supported by three core conditions: empathy, unconditional positive regard, and congruence. These principles underpin relational approaches in nursing and social work practice (Moore et al., 2023).
Empathy involves understanding experiences from the service user’s perspective. Unconditional positive regard reflects non-judgmental acceptance. Congruence requires authenticity and honesty within professional relationships. These elements align directly with person-centered practice, where professionals aim to collaborate, listen actively and respect personal narratives.
However, Rogers’ model has limitations. While it emphasises interpersonal dynamics, it does not sufficiently address systemic factors such as funding constraints, organisational governance, or structural inequalities (Goodwin, 2020). Modern health systems are shaped by policy targets and accountability frameworks that may restrict flexibility.
Furthermore, the emphasis on individual autonomy may reflect Western cultural norms and may require adaptation in collectivist contexts (Minkman, 2020). Despite these critiques, Rogers’ theory remains foundational in shaping the relational and ethical dimensions of PCC.
The humanistic psychology of Carl Rogers focuses on empathy, unconditional positive regard, and seeing the person as a whole, which underpins person-centred care (Rogers, 1951). However, on its own, it can sometimes lack structure for assessing practical needs or managing complex care situations.
One theory that can work alongside this is Abraham Maslow’s Hierarchy of Needs, which provides a structured framework for identifying and prioritising human needs, from basic physiological requirements to self-actualisation (Maslow, 1943).
When combined, these theories complement each other. Rogers’ approach ensures care is empathetic and centred on the individual’s lived experience (Rogers, 1951), while Maslow’s theory helps practitioners systematically assess and meet different levels of need (Maslow, 1943). Together, they help close the gap between emotional understanding and practical care delivery.
Ethical Fundamentals of Health and Social Care
Ethical practice in health and social care is commonly guided by four core principles: autonomy, beneficence, non-maleficence and justice (Beauchamp and Childress, 2019).
Autonomy requires respecting individuals’ rights to make informed choices about their care. PCC strongly supports this principle through shared decision-making. Beneficence and non-maleficence require professionals to act in the best interests of service users while avoiding harm. Justice demands fairness and equitable access to services.
Ethical tensions frequently arise in practice. For example, a service user may choose to decline treatment that professionals believe is beneficial. In such cases, practitioners must assess decision-making capacity and balance respect for autonomy with duty of care (Thompson and Heron, 2021).
Confidentiality, accountability, and safeguarding are also key ethical considerations. Ethical frameworks and reflective supervision support practitioners in navigating complex decisions. PCC enhances ethical integrity by foregrounding dignity and participation but must operate within legal and professional boundaries.
Evaluation of Partnership Working in Health and Social Care
Partnership involves collaborative relationships between professionals, agencies, service users, and carers to improve coordination and outcomes (Goodwin, 2020). Goodwin (2020) also stated that partnership working functions at micro (individual), meso (team) and macro (system) levels.
Benefits of Partnership Working
Partnership working improves service coordination, particularly for individuals with complex needs requiring input from multiple services (Thomson and Chatterjee, 2023). Multidisciplinary teams reduce duplication and promote continuity.
Collaboration supports holistic care, integrating health, social care, and voluntary sector services (Minkman, 2020). Shared expertise enhances assessment and planning, resulting in more comprehensive interventions.
Partnerships in health and social care improve efficiency by enabling organisations to share resources, knowledge, and responsibilities, reducing duplication of services (Goodwin, 2020). Collaborative working between professionals such as GPs, nurses, and social workers allows for coordinated care planning and better communication. This helps identify patient needs earlier and provides timely interventions, preventing conditions from worsening. As a result, unnecessary hospital admissions can be reduced. Partnerships also support smoother hospital discharges and ongoing community care, lowering readmission rates. Overall, integrated working creates a more efficient system while improving patient outcomes and continuity of care (Goodwin, 2020).
Challenges of Partnership Working
However, partnership-working presents challenges. Professional boundaries and differing organisational cultures may create conflict (Goodwin, 2020). Separate funding streams and accountability systems can impede integration.
Communication barriers, including incompatible IT systems, limit information sharing (Thomson and Chatterjee, 2023). Power imbalances may also marginalise smaller organisations or service user voices.
Successful partnership therefore requires trust, shared goals, strong leadership and clear governance structures.
Application in Practice: Integrated Care for Older Adults
Integrated care for older adults illustrates how PCC and PW operate together. Older individuals often experience multimorbidity and social vulnerability requiring coordinated intervention.
Multidisciplinary teams collaborate to conduct holistic assessments and develop shared care plans (Rivas et al., 2025). Person-centered principles ensure that older adults’ preferences such as remaining at home are prioritised.
Evidence indicates that integrated, relational approaches improve satisfaction and continuity (Morgan and Yoder, 2022). However, barriers including workforce shortages and service fragmentation remain (Thomson and Chatterjee, 2023).
Integrated care demonstrates that PCC provides the philosophical foundation, while partnership working provides the structural mechanism for delivering coordinated support.

Policy and Legislation Relating to PCC and PW
UK legislation strongly embeds PCC and partnership work. The Care Act 2014 places wellbeing and personalisation at the center of adult social care. The Health and Social Care Act 2012 emphasised integration and patient choice. The Mental Capacity Act 2005 provides a framework for supporting decision-making while safeguarding individuals who lack capacity. 
The Equality Act 2010 promotes equitable access to services by protecting individuals from discrimination based on characteristics such as age, disability, gender, and race (Equality Act, 2010). It requires service providers to make reasonable adjustments, ensuring fair, inclusive, and accessible care for all individuals (Equality Act, 2010).

Policy frameworks such as the NHS Long Term Plan prioritise personalised care and integrated systems (National Voices and Think Local Act Personal, 2021). Despite supportive legislation, implementation varies due to financial and workforce pressures (Minkman, 2020).
Recommendations for Future Development
Recommendations for Person-Centred Care (PCC)
To strengthen person-centred care, workforce investment is essential to ensure adequate staffing levels that enable meaningful engagement with individuals. In addition, co-production, where service users are actively involved in the design and evaluation of care, enhances relevance and improves outcomes (National Voices and Think Local Act Personal, 2021). Addressing inequalities is also crucial, and this can be achieved through culturally competent practice that supports equitable delivery of PCC (Rivas et al., 2025).
Recommendations for Partnership Working
To enhance partnership working, interprofessional education is important in developing communication and collaboration skills among professionals, supporting integrated care (Moore et al., 2023). Digital integration also plays a key role, as interoperable systems improve information sharing across services. Furthermore, sustainable funding is necessary to ensure the long-term success and stability of integrated care systems.
Barriers to Implementing Person-Centered Care and Partnership Working
Although person-centered care (PCC) and partnership working are widely recognised as best practice within UK health and social care, several structural and organisational barriers continue to limit their consistent implementation. One of the most significant challenges relates to workforce pressures. Health and social care systems frequently experience staffing shortages, high workloads, and time constraints, which can reduce opportunities for meaningful communication between professionals and service users. Effective PCC requires time to build relationships, understand individual preferences, and engage in shared decision-making; however, in overstretched services these interactions may be shortened or prioritised around clinical tasks (Rivas et al., 2025). As a result, person-centered approaches risk becoming procedural rather than genuinely relational.
Organisational culture also plays a critical role in determining whether PCC and partnership working are successfully embedded. Traditional hierarchical structures within healthcare organisations may prioritise efficiency, risk management and performance targets over collaborative and relational care practices (Brownie and Nancarrow, 2024). In such environments, professionals may feel constrained by organisational expectations, limiting their ability to fully involve service users in decision-making processes. Similarly, partnership working between agencies can be hindered when organisations operate with different priorities, governance structures, or funding arrangements. These differences may lead to fragmented service delivery and difficulties in coordinating care across sectors (Goodwin, 2020).
Communication and information sharing challenges represent another important barrier. Effective partnership relies on clear communication between multidisciplinary teams and organisations. However, incompatible digital systems and data protection concerns can restrict the sharing of information between services, particularly between health and social care providers (Thomson and Chatterjee, 2023). Limited access to shared records may result in duplicated assessments, delayed interventions, and gaps in care coordination.
In addition to organisational barriers, wider social inequalities can affect the ability of individuals to participate fully in person-centered care. Factors such as language barriers, cultural differences, low health literacy and socio-economic disadvantage may reduce individuals’ confidence or ability to engage in decision-making about their care (Rivas et al., 2025). Without culturally competent and inclusive practice, PCC may unintentionally favor individuals who are already more able to articulate their preferences and navigate complex service systems.
Addressing these barriers requires systemic change rather than solely focusing on individual professional behavior. Investment in workforce development, improved digital integration, stronger leadership, and greater involvement of service users in service design are all essential for strengthening the implementation of PCC and partnership working. By tackling these structural challenges, health and social care systems can move closer to achieving genuinely integrated and person-focused services.
Conclusion
Person-centered care (PCC) and partnership working are central to UK health and social care, promoting dignity, autonomy, and coordinated support. Together, they shift practice from fragmented systems to integrated, collaborative approaches. However, challenges such as workforce pressures, poor communication, and systemic inequalities can limit effective implementation. Ethical tensions around autonomy and safeguarding also require careful decision-making. Strengthening these approaches requires investment in staffing, training, and digital systems, alongside improved collaboration across services. Meaningful co-production with service users is also essential to ensure care remains responsive, equitable, and sustainable in meeting growing demands within the UK healthcare system.
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