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Introduction:
Person-centred care (PCC) has become central to contemporary health and social care practice, promoting treatment and support that recognize each person’s unique needs, values and life context. In person-centred care, health and social care professionals work collaboratively with people who use services. For Adolescents (age13-19), PCC must be adapted to developmental changes, evolving autonomy, and complex family, school and peer networks, Partnership working (PW)- coordinated collaboration between health, education, social care and family and lived experience to deliver coherent, age-appropriate care. This report evaluates PCC and PW for adolescents in UK practice, focusing on defining PCC for the 13-19 age group, analyzing Carl Rogers’ Humanistic model as the theoretical underpinning, exploring ethical considerations (including consent and confidentiality), assessing models of multi-agency partnerships working, and applying these concepts to a practical example. The report concludes with policy links and realistic recommendations to strengthen PCC and PW for Adolescents in Uk settings.
2: Definition of Person-Centred Limitations: Benefits & Care for Adolescents
Definition
Person-Centred Care is an approach that places the Adolescent at the Centre of assessment, Planning and delivery of services. For ages 13-19, PCC recognizes developmental needs-identity formation, education and emerging decision-making capacity. Key elements include: active listening respect for the young person’s views, shared decision-making appropriate to development level, tailoring interventions to individual preferences, and involving family or advocates as required.
Benefits of PCC in Adolescent Care:
PCC for Adolescents offers multiple benefits. During adolescence your child being to observe, measure and manage their emotions. That means they’ll begin to become more aware of their own feelings and feelings for others. First, it promotes engagement: when young people feel heard and respected, they are likelier to attend appointments, adhere to treatment, and engage in therapeutic work. Second, PCC supports autonomy and identity development by enabling adolescents to make choices about their care, thereby fostering self-efficacy. Third tailoring interventions to personal interests (for example, using digital tools or school-based support), increases relevance and effectiveness. Fourth, PCC improves mental health outcomes by addressing relational and contextual factors (peer, family, educational pressures) rather than only focusing on symptoms. Finally, PCC typically results in better family satisfaction and reduced conflict when families and young people collaborate in care planning.
Limitations and Challenges:
Patient-centered care (PCC) is frequently recommended to improve healthcare outcomes in the United Kingdom. Despite its purported benefits, little research explores how and to what extent providers implement this model in their care.
Delivering PCC to adolescents is not without challenges. Adolescence is a developmental period of fluctuating capacity and risk-taking; distinguishing between informed distinguishing between informed decision-making and impulsiveness can be difficult. Confidentiality issues (what to tell parents and when) create ethical dilemmas. Time pressures, high caseloads, and lack of adolescent-focused training among professionals limit consistent PCC delivery. Cultural and socio-economic factors can further complicate attempts to personalize care. Finally, fragmented services (health, education, social care) may prevent coherent, person-centered plans unless partnership working is robust.
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3: Theoretical underpinning- Carl Rogers’ Humanistic (Person-Centred) Theory:
Carl rogers’ Humanistic theory, often called person-centred theory, provides a natural theoretical basis for PCC in adolescent services. Rogers emphasized the inherent worth of the individual, the importance of empathic, non-judgmental relationships, and the role of unconditional positive regard in facilitating growth and self-actualization. Core Rogerson principles that translate well to adolescent care include: genuine, congruent communication from professionals; empathic understanding of the young person’s subjective world; and unconditional positive regard that accepts the adolescent’s experiences without moral judgement. The six core conditions for therapeutic change, according to Carl Rogers, are:
1. Psychological contact
2. Client incongruence
3. Therapist congruence
4. Unconditional positive regard
5. Empathic Understanding 
6. Client perception
Application to adolescents (13-19)
Adolescents are forming identity and autonomy; Rogers’ approach supports these developmental tasks by validating feeling and encouraging self-directed growth. In practice, practitioners use empathic listening, reflect feelings, avoid directive or punitive responses, and support adolescents to set their own goals. This reduces resistance and enhances therapeutic alliance in contexts such as mental health, sexual health, substance use or chronic medical conditions.
Critical evaluation
Critical evaluation is the process of analyzing something, such as research, a text, or an idea, to judge its quality by examining its strengths, weaknesses relevance, and validity. Rogers’ model has strengthened. It fosters strong therapeutic relationships, respects adolescence’s perspective, and promotes resilience by building self-efficacy. However, it has limits. Adolescents sometimes require direct interventions (for immediate safety or where decisional capacity is compromised). The model presumes a level of reflective ability that younger adolescents may not yet possess. Additionally, Rogers, non- directive stancestance, can conflict with safeguarding duties when a young person is at risk thus, PCC informed by Rogers must be balanced with statutory responsibilities and risk management, Overall, Rogers’ theory provides a strong humanistic framework for PCC in adolescence but should be integrated with pragmatic clinical and safeguarding approaches.

4. Ethical Fundamentals of Health and Social Care Adolescent PPC (Consent, confidentiality, Safeguarding)

Ethical principles guide safe and respectful practice in health and social care, especially when supporting young people aged 13–19. Autonomy involves supporting young people to express views and make decisions appropriate to their level of maturity. The ages range clinicians must assess capacity and be aware of UK guidelines on consent (e.ge.g.; principles of Gillick competence for under-16s and how 16-17 year olds16–17-year-olds    are treated regarding consent).
Consent and decision-making
Adolescents’ capacity to consent should be assessed individually-it is decision-specific and can change. The Mental Capacity Act (2005) provides guidance on assessing capacity and ensuring decisions are made in the young person’s best interest if they cannot decide independently. Beneficence and non‑maleficence require professionals to act in ways that promote wellbeing and avoid harm.
Justice requires fair, non‑discriminatory access to services, supported by the Equality Act (2010). This decision should be respected even if parents disagree, except where safeguarding concerns require disclosure.
Confidentiality Safeguarding and Duty of care
Confidentiality encourages adolescents to seek help.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
Confidentiality is guided by the Caldicott Principles; however, safeguarding duties (Children Act 1989/2004) mean confidentiality can be overridden if a young person is at risk of harm. Ethical tensions often arise when young people want privacy, yet professionals must ensure safety. Ethical practice therefore requires communication, transparency, and respect for young people’s rights and developmental needs.
Equity and diversity
PCC must be culturally sensitive and equitable. Adolescents from minority backgrounds, LGBTQ+ youth, or those with disabilities may face barrier to person- centred care adjustments and anti-discriminatory practice are essential.
5. Evaluation of Partnership Working (PW)- multi- agency collaboration for ages 13-19

Partnership working (PW) involves collaboration between professionals, services, families, and the young person. For young people aged 13–19, PW typically includes social workers, school or college staff, youth workers, mental health practitioners (CAMHS), GPs, nurses, and sometimes voluntary organisations. Effective PW supports holistic assessment, early intervention, and coordinated care.

Strengths of PW include improved communication, reduced duplication of work, and more consistent support for complex needs. PW allows different professionals to contribute specialist knowledge, ensuring that emotional, social, educational, and health needs are met. However, PW can be limited by poor communication, confidentiality barriers, inconsistent involvement of agencies, and delays in referrals. High caseloads and resource pressures may also hinder regular multi‑agency meetings. These challenges highlight the need for structured, clearly defined partnership arrangements.

6. Application of Partnership Working in Practice case example

A practical example involves a 15‑year‑old experiencing low mood, school non‑attendance, and family stress. A multi‑agency meeting is arranged including a school pastoral team member, CAMHS practitioner, social worker, GP, and the family. Each professional contributes insights: the school shares attendance patterns, CAMHS assesses emotional needs, the GP reviews physical health, and the social worker addresses family support.

Together, a person‑centred plan is created, including counselling, a reduced school timetable, family support sessions, and regular monitoring. This shows how partnership working supports person‑centred care by recognising the young person’s voice, strengths, preferences, and goals. Coordinated working improves outcomes by reducing risk, promoting engagement, and ensuring every aspect of wellbeing is addressed.

7. Policy and Legislation Relevant to PCC and PW

Several UK policies shape PCC and PW for young people aged 13–19. The Children Act 1989 and 2004 emphasise safeguarding, welfare, and multi‑agency collaboration. The Care Act 2014 promotes wellbeing, choice, and person‑centred planning for those transitioning to adult services. The Health and Social Care Act 2012 encourage integration between services.

The Mental Capacity Act 2005 guides decision‑making for young people aged 16–17, while the Equality Act 2010 ensures fair, non‑discriminatory access to services. The SEND Code of Practice (2015) outlines collaborative duties between education, health, and social care. The NHS Long Term Plan (2019) prioritises personalised care and early intervention. These frameworks support safe, rights‑based PCC and effective partnership working.

8. Recommendations for Future Development

To strengthen PCC and PW for young people aged 13–19, increased investment in youth‑focused training is needed to ensure professionals understand adolescent development and communication. Stronger multi‑agency coordination, including regular structured meetings and clear pathways, would reduce delays in support. Digital care systems could improve communication and information‑sharing.

Greater youth participation in care planning would enhance autonomy, ensuring young people’s voices guide decisions. Additional investment in mental health services, early intervention programmes, and community support would improve outcomes and reduce service pressures. These recommendations support more responsive, person‑centred, and collaborative care.
9. Conclusion
Person-centred care (PCC) and partnership working (PW) are essential to supporting young people aged 13–19 in health and social care. PCC places the young person at the centre of all decisions, recognising their preferences, strengths, identity, and growing autonomy. PW strengthens PCC by ensuring collaboration between professionals, families, schools, and community services, enabling a holistic approach to wellbeing.
Adolescence is a period of significant physical, emotional, and social development, meaning the quality of support provided has long‑term consequences. Ethical principles such as autonomy, beneficence, non‑maleficence, justice, and confidentiality guide safe and respectful practice. Legislation including the Children Act (1989, 2004), Mental Capacity Act (2005), Equality Act (2010), and SEND Code of Practice (2015) provides a strong legal foundation that protects young people’s rights and promotes coordinated multi‑agency working.
Despite challenges such as communication barriers, service pressures, and differing agency priorities, PCC and PW remain vital to achieving positive, meaningful outcomes. Improving multi‑agency communication, strengthening training in adolescent development, increasing youth participation in decision‑making, and enhancing early‑intervention pathways will ensure more effective support.
Overall, PCC and PW together create a framework that empowers young people, promotes wellbeing, and supports a confident transition into adulthood. 
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