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1. Introduction

Person-centred care is a core principle in modern health and social care in the United Kingdom. It focuses on understanding each service user as a unique individual and supporting their personal values, preferences and goals. The Humanistic Person-Centred Theory developed by Carl Rogers provides one of the strongest foundations for this approach. Rogers argued that people have an inherent tendency for growth and self-development when they experience empathy, unconditional positive regard and congruence in their relationships with professionals (Rogers, 1951; Rogers, 1959). His work influenced not only counselling practice, but also wider approaches to communication, assessment and support in health and social care settings.
The influence of Rogers’ theory can be seen clearly in UK policy. Documents such as the NHS Constitution emphasise dignity, respect, compassion and partnership with service users (Department of Health and Social Care, 2021). The Care Act 2014 also reflects humanistic principles by placing the individual’s wellbeing, autonomy and involvement at the centre of all decisions. These policy frameworks show that person-centred care is not only a clinical preference, but an ethical and legal expectation in the UK.
This essay will explore the origins and development of the Humanistic Person-Centred Theory, together with key academic critiques. It will then examine how Rogers’ ideas are applied within contemporary health and social care practice in the UK, and what challenges professionals face in delivering truly person-centred care. Finally, the essay will present recommendations for improving policy and practice to ensure more effective support for individuals.

2. Origins and Development of the Humanistic Person-Centred Theory

The Humanistic Person-Centred Theory developed by Carl Rogers began in the 1940s and 1950s during an important period in the history of psychology. At that time, the two dominant approaches were psychoanalysis, which focused on unconscious conflicts, and behaviourism, which focused on conditioning and observable behaviour. Rogers believed that both approaches were too limited, because they did not consider the person as a whole, or recognise the emotional and relational aspects of human experience (Rogers, 1951). This belief helped form the foundation of humanistic psychology, a movement that aimed to understand people through their feelings, values, choices and lived experiences.
Humanistic psychology was strongly influenced by ideas about human potential and personal growth. One of the key figures alongside Rogers was Abraham Maslow, who developed the hierarchy of needs. Maslow argued that people are naturally driven to grow and reach their full potential when their basic needs are met (Maslow, 1954). Rogers built on this idea by proposing that every person has an “actualising tendency”, an inner drive to develop their abilities, make meaningful choices, and move towards psychological wellbeing. This inner potential can be supported or blocked depending on a person’s environment and relationships.
Rogers first presented his approach in Client-Centered Therapy (1951). At this stage, he focused mainly on the therapeutic relationship between counsellor and client. He argued that change happens when the professional provides a safe, accepting and understanding relationship rather than giving advice or controlling the process. Later, Rogers expanded his theory beyond therapy and used the term “person-centred”, because he believed his ideas applied to many different settings, including education, health care, social care and community services (Rogers, 1959).
One of Rogers’ most important contributions was his description of the three core conditions for effective helping relationships: empathy, unconditional positive regard, and congruence.
· Empathy means understanding the person’s feelings from their point of view.
· Unconditional positive regard means accepting the person without judgment.
· Congruence means being genuine and transparent as a professional.
Rogers believed that when these conditions are present, individuals feel safe enough to explore their emotions, develop self-awareness and make positive changes in their lives.
Another key part of Rogers’ development was his focus on the “self-concept”, which refers to how people see themselves, their abilities and their identity. He argued that psychological difficulties often come from a gap between the real self and the ideal self. Person-centred support helps reduce this gap by creating a space where people can express themselves honestly and build a more positive self-image.
During the 1960s and 1970s, Rogers’ ideas spread widely beyond therapy. His work influenced nursing, social work and education by introducing the idea that people should be treated with dignity, respect and autonomy. His later work in community development and conflict resolution showed that person-centred principles could support communication and collaboration not only between professionals and clients, but also within groups and organisations.
Over time, the theory continued to evolve as researchers explored how empathy and supportive relationships contribute to wellbeing. The development of holistic and strengths-based approaches in health and social care also reflects Rogers’ influence. These approaches consider the whole person, including their emotional, social and personal needs, rather than focusing only on symptoms or problems (McCormack et al., 2011). Many modern ideas, such as shared decision-making, involvement in care planning, and valuing personal experience, developed directly from Rogers’ early work.
Today, the Humanistic Person-Centred Theory is recognised as one of the main foundations of person-centred care. Its development from a therapeutic model to a broader philosophy shows how powerful the focus on relationships, empathy and personal growth can be. The theory continues to shape contemporary practice and forms the basis of many UK health and social care policies and professional standards.

3. Critical Perspectives and Responses to Critiques

Although the Humanistic Person-Centred Theory has strongly influenced modern care, it has also received several important critiques. These critiques focus on the theory’s idealism, its emphasis on the individual, the challenge of applying it to complex services, and difficulties maintaining its principles in high-risk situations. Understanding these criticisms, as well as the responses from supporters, helps explain both the strengths and limitations of Rogers’ ideas.
One common critique is that Rogers’ approach is too idealistic. The theory assumes that people naturally move towards growth when provided with empathy, acceptance and positive relationships (Sanders, 2012). Critics argue that this may overlook the complexity of serious mental illness, trauma or unstable environments. Many individuals face long-term social disadvantage or abuse, and supportive relationships alone may not be enough to create change. In such cases, additional structured interventions or safeguarding measures are necessary.
Another critique is that person-centred theory focuses too much on individual experience, without fully recognising social, cultural and economic factors (Tudor & Worrall, 2006). This means that the theory can unintentionally place responsibility on the person to “change themselves”, even when many barriers come from structural inequality. In diverse communities, professionals must therefore combine person-centred values with an understanding of discrimination, poverty and cultural identity.
A further concern relates to lack of structure. Rogers did not provide clear techniques or step-by-step procedures. Critics argue that this can make the approach difficult to apply within large organisations such as the NHS, where staff work under time pressure and must demonstrate measurable outcomes (Cain, 2010). Without structured guidance, person-centred care can seem vague or inconsistent, especially in busy or high-risk environments.
There is also criticism around unconditional positive regard. While this principle aims to support dignity and acceptance, some argue it may be hard to maintain when service users display aggressive or unsafe behaviour. Professionals often need to balance empathy with safeguarding responsibilities, especially when a person may harm themselves or others (Kim & Park, 2017). In these cases, person-centred care must be adapted to include boundaries and risk management.
Supporters of Rogers respond that many criticisms come from misunderstandings. They argue that person-centred care does not ignore risk; instead, it encourages professionals to understand a person’s situation before making decisions. Empathy does not mean agreement—it means trying to see the individual’s perspective. Supporters also highlight that person-centred principles can be combined with structured approaches, such as strengths-based practice, trauma-informed care and motivational interviewing. These models show that empathy and professional judgement can work together.
Finally, advocates emphasise that focusing on individual experience does not exclude social context. On the contrary, understanding someone’s lived experience is essential for recognising inequality and avoiding stereotypes (McCormack et al., 2011). When used correctly, person-centred care supports anti-discriminatory practice and encourages professionals to value diversity.
While the Humanistic Person-Centred Theory faces critiques about idealism, individualism and lack of structure, many of these issues can be addressed by integrating the approach with other methods and applying it with professional judgement. The theory still provides a strong ethical and relational foundation that remains relevant in today’s health and social care services.

4. Application of the Theory in Health and Social Care Policy and Practice 

The Humanistic Person-Centred Theory developed by Carl Rogers strongly influences the way health and social care services in the United Kingdom deliver support. Many national policies, professional standards and care frameworks reflect Rogers’ ideas of dignity, empathy, autonomy and partnership. These principles guide everyday practice across the NHS and social care settings.
A key example is the NHS Constitution, which states that every person should be treated with respect, compassion and dignity, and should be involved in decisions about their care (Department of Health and Social Care, 2021). These values closely align with Rogers’ concepts of empathy and unconditional positive regard. In practice, this means that professionals are expected to listen actively to service users, recognise their individual preferences and prioritise shared decision-making. For example, in GP practices or mental health services, staff are encouraged to explore what matters most to the person, rather than focusing only on symptoms or medical tasks.
The Care Act 2014 also incorporates person-centred principles by placing individual wellbeing at the centre of all decisions in adult social care. The Act requires local authorities to support personal choice, independence, relationships and meaningful daily activities. These requirements reflect Rogers’ belief that people function best when their emotional and personal needs are understood and valued. As a result, social workers and support workers use holistic assessments to consider not only physical needs but also emotional and social factors.
Regulatory standards further demonstrate the application of person-centred theory. The Care Quality Commission (CQC) requires all providers to deliver care that is tailored to individual needs, based on effective communication and mutual respect. These standards highlight the importance of involving people in planning their support and ensuring that they feel heard. This mirrors Rogers’ emphasis on congruence and empathy in professional relationships.
In clinical practice, person-centred approaches are used in many services, including community mental health teams, CAMHS, and primary care. For example, shared care planning allows service users to express their goals, concerns and preferences. NICE guidelines for mental health also promote collaborative work, encouraging professionals to provide information in a way that supports autonomy and understanding.
However, applying Rogers’ principles in practice requires time, communication skills and supportive organisational cultures. Staff must balance person-centred values with workloads, risk management and legal duties. Despite these challenges, the widespread integration of person-centred principles into UK policy demonstrates the ongoing relevance of Rogers’ theory.

5. Challenges and Limitations in Applying Person-Centred Approaches

Even though person-centred care is widely promoted in the United Kingdom, there are several challenges in applying the Humanistic Person-Centred Theory in daily health and social care practice. One of the main difficulties is time pressure. Services such as GP practices, community mental health teams and CAMHS often work with high caseloads and limited appointment times. Person-centred care requires active listening, empathy and collaborative planning, but these elements can be difficult to deliver when staff have only a short time with each service user (Health Foundation, 2016).
Another limitation is the need to balance person-centred values with risk management and safeguarding duties. Professionals must protect individuals who may be at risk of self-harm, abuse or neglect. In some situations, staff need to make decisions that restrict autonomy in order to ensure safety. This can feel contradictory to Rogers’ emphasis on freedom, self-direction and unconditional positive regard (Kim & Park, 2017). Safeguarding responsibilities may limit the degree to which person-centred principles can be fully applied.
There are also organisational barriers. Some services follow rigid procedures or performance targets, which may leave little space for flexible, relational work. Staff may feel pressure to complete paperwork or meet deadlines, reducing opportunities for meaningful conversations. Training gaps can also be a challenge, because person-centred practice requires strong communication skills, emotional awareness and the ability to reflect on one’s own attitudes (McCormack et al., 2011).
Applying person-centred care can be more complex in culturally diverse communities, where professionals must navigate different communication styles, values and expectations. This requires cultural sensitivity and adaptation.
Despite these challenges, person-centred care remains a core expectation in UK practice, and addressing these limitations is essential for improving service quality.

6. Recommendations for Improving Policy and Practice

To strengthen person-centred care in the UK, several improvements can be made at policy and practice levels. First, organisations should provide more training in empathy, active listening and shared decision-making, as these skills are central to Rogers’ theory and improve communication with service users (Health Foundation, 2016). Second, services need more protected time for meaningful conversations, especially in mental health settings, where understanding the person’s experiences is crucial.
Policies should also encourage a balanced approach to risk management, ensuring that safeguarding actions do not override autonomy unless absolutely necessary. This can be supported through clearer guidance and reflective supervision. Additionally, services should develop culturally sensitive practices to meet the needs of diverse communities.
Finally, organisations should reduce unnecessary bureaucracy and focus on flexible, relational care models that align more closely with the principles of dignity, respect and collaboration found in the NHS Constitution.


7. Conclusion

The Humanistic Person-Centred Theory developed by Carl Rogers continues to play an important role in modern health and social care. Its focus on empathy, dignity, respect and individual autonomy has strongly influenced UK policies such as the NHS Constitution, the Care Act 2014 and CQC standards. The theory provides a clear ethical foundation for building supportive relationships and involving people in decisions about their care.
At the same time, applying person-centred care in practice can be challenging due to time pressure, organisational demands, safeguarding responsibilities and the complexity of people’s lives. These challenges show that person-centred care requires more than positive intentions; it needs appropriate training, resources and supportive environments.
Overall, Rogers’ theory remains highly relevant. When combined with professional judgement and organisational support, it helps create care that is compassionate, collaborative and centred on the needs and experiences of each individual.
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