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[bookmark: _Toc235955206]Abstract
This report offers a critical evaluation of person-centred care (PCC) and partnership working (PW) as they operate within UK maternity services, examining the ways these two principles intersect across professional practice and health and social care policy. Maternity services are used throughout as the practical setting for this evaluation, reflecting the multi-agency nature of care surrounding pregnancy and birth. The report defines PCC and examines its benefits and limitations for pregnant women and their families, drawing on Bronfenbrenner's ecological systems theory to explain how care is shaped by the nested relationships and systems surrounding a woman. Ethical principles of autonomy, beneficence, non-maleficence and justice are applied to maternity decision-making, alongside an evaluation of PW between midwives, obstetricians, health visitors and social care. The report finds that, while policy and legislation increasingly mandate personalised and collaborative maternity care, workforce shortages and inconsistent communication between services continue to undermine consistent delivery of both PCC and PW in practice. Evidence-based recommendations are made for strengthening continuity of carer, interprofessional communication and equitable access, while acknowledging the resourcing barriers that limit their implementation.
[bookmark: _Toc235955207]Introduction
Person-centred care (PCC) and partnership working (PW) form the focus of this critical evaluation, which considers how the two concepts function together within professional health and social care policy and practice. It begins by defining PCC before turning to a relevant theoretical model, the ethical fundamentals underpinning care, and an evaluation of PW, before considering the wider policy and legislative context; the report then closes with recommendations for future development and a concluding summary. Maternity services have been selected as the practical setting referred to throughout, reflecting a field in which PCC and PW are both central to safe, effective care and are subject to ongoing scrutiny following high-profile service failures (Kirkup, 2015; Ockenden, 2022). Maternity care involves multiple professionals and agencies coordinating around a woman and her family across pregnancy, birth and the postnatal period, making it a productive lens through which to explore both concepts.
[bookmark: _Toc235955208]Definition of Person-Centred Care
Person-centred care can be defined as an approach that positions the individual, rather than the condition or service, at the centre of decision-making, respecting their values, preferences and circumstances (The Health Foundation, 2016). McCormack and McCance (2010) similarly frame PCC as care that upholds personhood through mutual respect, shared decision-making and a therapeutic relationship between practitioner and patient. In maternity services, this translates into women being supported to make informed choices about place of birth, pain relief and infant feeding, rather than being subject to routine, standardised pathways (National Maternity Review, 2016). This is reflected internationally in commitments to respectful, individualised maternity care as central to a positive childbirth experience (WHO, 2018).
The benefits of PCC are well evidenced. Woman-centred maternity models, such as midwife-led continuity of carer, are associated with reduced intervention rates, better health outcomes and improved satisfaction (Sandall et al., 2016). More broadly, PCC has been linked to improved patient satisfaction, better adherence to care plans and stronger therapeutic relationships (The Health Foundation, 2016).
However, PCC also carries limitations. Resource constraints, including understaffing and time pressure, can prevent practitioners from offering the individualised attention PCC requires (Renfrew et al., 2014). Organisational cultures oriented towards efficiency and risk management can also generate resistance to change, particularly where personalised choices are perceived to increase clinical or litigation risk (Kirkup, 2015). Within maternity services specifically, women with complex social circumstances, language barriers or disabilities may find PCC harder to access in practice, despite policy commitments to it, highlighting a gap between the principle and its consistent delivery (National Maternity Review, 2016).
[bookmark: _Toc235955209]Bronfenbrenner's Ecological Systems Theory
Bronfenbrenner's (1996) ecological systems theory offers a useful, if non-clinical, lens through which to understand PCC. Although developed within developmental psychology rather than health and social care, its central premise, that an individual cannot be understood in isolation from the nested systems that surround them, aligns closely with the holistic ethos underpinning PCC (Bronfenbrenner, 1994). The model identifies five interacting layers: the microsystem (immediate relationships, such as a woman, her partner and her midwife), the mesosystem (interactions between these immediate systems, such as communication between a GP and a midwife), the exosystem (settings that affect the woman indirectly, such as a partner's employment conditions), the macrosystem (the broader cultural, political and legislative context) and the chronosystem (change over time, including life transitions and policy reform).
Applied to maternity care, the model supports the principle that a woman's experience of pregnancy cannot be fully understood through clinical assessment alone; her family relationships, community resources and the wider policy environment all shape her care needs and choices (Bronfenbrenner, 1994). This directly supports PCC's emphasis on treating the whole person: a midwife practising in a person-centred way is attending to microsystem and mesosystem factors, while policy-level change (macrosystem) determines whether such practice is resourced and sustained. The model also strengthens the rationale for PW, since coordinated communication between services is essentially mesosystem-level activity. However, Tudge et al. (2009) caution that the theory is frequently applied selectively and outside its original developmental purpose, without the full model or its later emphasis on process, person, context and time being properly considered. This is a relevant limitation here, since the theory is being applied to a health and social care context rather than the child development research it was designed for, meaning it is best used alongside, rather than instead of, maternity-specific frameworks.
[bookmark: _Toc235955210]Ethical Fundamentals
Four core principles are widely applied to ethical decision-making in health and social care: autonomy, beneficence, non-maleficence and justice (Beauchamp and Childress, 2009). Autonomy, the right of an individual to make informed decisions about their own care, is central to PCC and is explicitly protected in maternity care through informed consent around birth choices, such as place of birth or mode of delivery (NMC, 2018). Beneficence and non-maleficence, acting in the woman's best interests while avoiding harm, can create tension with autonomy where a declined intervention is perceived by clinicians as carrying risk. Such dilemmas are typically resolved not by overriding the woman's decision but through supported decision-making conversations, with the midwife documenting an informed refusal and escalating only where immediate safety is at risk (Kirkup, 2015). These principles also underpin PW, since resolving such dilemmas well depends on the whole care team communicating consistently so that a woman's wishes are respected and acted on, rather than one professional's judgement overriding another's.
Justice requires the fair and equitable distribution of care and resources. In maternity services, this is challenged by well-documented inequalities in outcomes for women from Black and minority ethnic backgrounds and those in areas of deprivation (National Maternity Review, 2016). Applying an ethical lens alongside PCC and PW therefore requires practitioners to consider structural fairness across the population they serve, not only individual decision-making. Differing viewpoints exist here: some argue that prioritising individual autonomy can inadvertently widen inequality if support to exercise it is not equally distributed, underscoring the interdependence of ethics, PCC and PW in maternity practice.
[bookmark: _Toc235955211]Evaluation of Partnership Working
Partnership working can be understood as the collaborative, goal-directed relationships that professionals, agencies and, within health and social care, service users themselves build together (NHS England, 2019). In maternity services, PW is essential given the number of professionals involved in a woman's care, including midwives, obstetricians, GPs, health visitors, and, where safeguarding needs arise, social workers. The introduction of Integrated Care Systems (ICSs) under the Health and Care Act 2022 formalised this approach, creating a legal duty for closer partnership working between NHS bodies and local authorities (Health and Care Act 2022).
The benefits of PW are considerable. Coordinated care between midwives and health visitors supports continuity from antenatal to postnatal services, reducing lost information between agencies and leading to enhanced service delivery (Renfrew et al., 2014). Effective PW is also associated with improved safeguarding identification and improved patient outcomes for women with complex social needs (National Maternity Review, 2016).
However, PW is not without challenges. Communication barriers between services using different record systems, inconsistent information-sharing and professional hierarchies can all undermine coordination (Kirkup, 2015). The Ockenden review (2022) identified poor multidisciplinary communication and a lack of shared safety culture as recurring factors in avoidable harm, illustrating the real consequences of weak PW.
Taken together, PW has a substantial impact on the safety and quality of maternity services rather than being a background process: where it functions well, as in continuity of carer models, it is linked to improved outcomes and satisfaction (Sandall et al., 2016); where it functions poorly, it is linked to missed warning signs and avoidable harm (Ockenden, 2022). This is most visible in continuity of carer models, where a small team of midwives works with obstetric and social care colleagues throughout a woman's pregnancy, though national implementation remains inconsistent due to workforce shortages (Sandall et al., 2016).
[bookmark: _Toc235955212]Policy and Legislation
Several pieces of legislation and policy shape how PCC and PW are delivered in maternity services. The Health and Social Care Act 2012 established the framework for integrating health and social care commissioning, later extended by the Health and Care Act 2022, which placed ICSs on a statutory footing and created a legal duty for closer partnership working between NHS bodies and local authorities (Health and Care Act 2022). In practice, a woman with both midwifery and social care needs should have her care jointly planned across NHS and local authority teams, rather than referred between disconnected services. The Care Act 2014, while primarily concerned with adult social care, reinforces the principle of person-centred, outcome-focused support; however, its eligibility thresholds are designed around adult social care needs rather than maternity, so pregnant women whose needs fall short of a Care Act threshold can receive less coordinated support than the Act's PCC ethos suggests.
At a maternity-specific level, Better Births (National Maternity Review, 2016) set out a vision for personalised, safe and equitable maternity care, recommending continuity of carer as a means of embedding PCC, a commitment reaffirmed in the NHS Long Term Plan (NHS England, 2019). The Human Rights Act 1998 underpins women's right to bodily autonomy and informed consent, reflected in practice through the requirement that a declined intervention, such as continuous foetal monitoring, be respected and documented rather than overridden. The Equality Act 2010 places a duty on services to make reasonable adjustments, such as interpreters or accessible appointment formats; this duty is not always matched by funding, meaning the legislation can create an expectation of equitable PCC that services are not always resourced to meet.
These policies broadly support PCC and PW in principle, but implementation depends on adequate workforce and funding, and the legislation itself can add administrative burden. The Ockenden review (2022) noted that policy ambitions for safe, personalised maternity care have not always been matched by the staffing levels required to deliver them, illustrating a gap between legislative intent and practice reality that recurs throughout this report.
[bookmark: _Toc235955213]Recommendations
This report has identified recurring gaps in the delivery of PCC and PW within maternity services: inconsistent access to continuity of carer, communication breakdowns caused by disconnected record systems, unresolved inequalities for minority ethnic and deprived women, and a mismatch between policy ambition and workforce capacity. Addressing these, continuity of carer models should be expanded and adequately resourced, since evidence shows they improve PCC delivery and outcomes, though this requires sustained investment in midwifery recruitment to be viable at scale (Sandall et al., 2016). Shared digital care records across maternity, health visiting and social care would strengthen PW by reducing the communication gaps linked to avoidable harm (Ockenden, 2022); however, achieving interoperability between NHS and local authority IT systems remains a significant barrier. Enhanced training in cultural competence and unconscious bias would support the justice principle by addressing outcome inequalities, although training alone cannot resolve inequalities rooted in wider social determinants of health. Embedding regular multidisciplinary case discussions would support the mesosystem-level coordination the evidence on maternity safety suggests is necessary, though this requires protected time understaffed services may struggle to guarantee. Further UK-specific research is also needed into the scalability of continuity of carer models, and this should directly inform future policy development, ensuring commitments such as Better Births and the NHS Long Term Plan are revised in line with realistic workforce capacity (National Maternity Review, 2016; NHS England, 2019); the risk is that research and policy revision take time, during which the existing gap persists. Collectively, these recommendations depend on adequate long-term investment; without it, national maternity policy risks remaining aspirational rather than consistently delivered.
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This report has evaluated person-centred care and partnership working within UK maternity services, demonstrating that the two concepts are closely interdependent. PCC was defined and shown to offer clear benefits for satisfaction and outcomes, while also facing limitations rooted in resource constraints and inconsistent implementation. Bronfenbrenner's ecological systems theory provided a useful framework for understanding how care is shaped by nested relationships and systems, reinforcing the rationale for both PCC and PW. Ethical analysis highlighted ongoing tensions between autonomy, beneficence and justice, particularly in relation to maternal inequalities. The evaluation of PW showed that, while policy increasingly mandates collaborative working, communication barriers and workforce pressures continue to undermine its delivery. This report has recommended expanding continuity of carer models, introducing shared digital records, strengthening staff training, and pursuing further research to inform policy development. Together, these point towards a maternity system in which personalised, well-coordinated care is a resourced and consistently delivered reality, not simply a policy aspiration.
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