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[bookmark: _Toc211198484]Introduction 
This report outlines how safe and effective care in the United Kingdom is guided by three fundamental principles, namely person-centered care, partnership working, and ethical conduct. Based on this, the report follows the assignment tasks, where Tasks 1 and 2 are fulfilled in third person, whereas Task 3 is done in a first-person position (Doucet et al., 2022).
[bookmark: _Toc211198485]Task 1: Importance of principles of health and social care
Person-centered care requires that assessment, planning, delivery and review be consistent with the values and priorities of the individual and, where relevant, his or her unpaid carer. Goals are presented in simple words and included in a custom care and support plan. The plan outlines the outcomes of the individual values, the reasonable modifications that will be necessary, express actions, set review dates, and a brief crisis plan (Shi et al., 2025). Partnership working requires the professionals and sectors to engage in the activities with the person and the carer which is determined by the sharing of information, clearly defined roles, and consistent handovers to make the care feel unified. Ethics concerns autonomy, beneficence, non-maleficence, and justice; the practical aspect of this is seen in valid consent, confidentiality, fair access and protection. In the event of doubt over the decision-making capacity of an individual, the Mental Capacity Act procedure is applied to determine the capacity and where a decision is deemed necessary; a best-interest decision is reached (Grace Van Houte, 2024).
These values enhance the standards of treatment of people. Shared decision-making allows individuals to understand alternatives and choose treatments that are consistent with their habits and ideologies. Assisted self-management improves effective medication and equipment use. Access to care is obviated by reasonable adjustments like having accessible formats or an interpreter. Plans of crisis and safety-netting advice reduce preventable damage by educating people on how to behave when symptoms vary (Shi et al., 2025). The principles also enhance delivery of service. Planning teams is one of the ways through which duplication is minimized and time wastage is minimized. Working across disciplines can develop an agreed course of action and timeline; a designated organizer will help avoid gaps, and medicines' reconciliation will reduce the risk of error when handing over care. Collaboration with voluntary and communal groups offers viable assistance that the statutory services might fail to offer in good time (Leishman et al., 2025).
These responsibilities are formalized in UK frameworks. The Care Act places well-being, prevention and strength-based practice at the very center of adult social care (Carers UK, 2023). The Health and Care Act facilitate integration between health and social care to allow the local systems to jointly plan. The Mental Capacity Act has five principles of decision-making and best-interest decisions (Department of Health, 2005). The Equality Act implies non-discrimination and reasonable amendments. The sharing of confidential information and lawful information is regulated by the data-protection regulations and the Caldicott principles (Shi et al., 2025). Codes of professional practice in different fields establish standards of difference, candor, competence, confidentiality and proper record-keeping. The mentioned frameworks are consistent with the principles described above and help services to convert the values into daily action (Leishman et al., 2025).
Theory gives the practice structure. The hierarchy by Maslow makes the teams think about safety, belonging, esteem, and purpose in addition to the clinical tasks (Proquest.com, 2025). Safe handovers are supported through a communication tool like SBAR because it generates short, organized, and clear messages (British Journal of Nursing, n.d.). A shared decision model helps staff to explore preferences, benefits, risks, and uncertainties in an equal manner (Patel and Metersky, 2021).
[bookmark: _Toc211198486]Task 2: Practical example of concepts in practice context
A chronic, physically challenged and anxious young adult in England was being transferred to adult services. The goal of the individual was to finish a college course, gain self-assurance to travel alone, and start working half-time. Even though family support was still strong, the care giver strain increased due to the frequent appointment and lack of clarity regarding access to adult services (Lloyd et al., 2023).
[bookmark: _Toc211198488]Person centered assessment and personalized plan
It was a group discussion about priorities of the greatest interest to the person. These four outcomes were established: successfully completing the current academic module, reducing fatigue effects during study sessions, safe travel when going to tertiary education and community work placement, and lessening anxiety in crowded settings. These goals were summarized in a personalized care and support plan in the form of SMART targets, clearly defined actions, leads, and at six and twelve weeks to be reviewed. A crisis management outline was included with the list of the indicators of immediate warning, the processes of self-care, and a single phone number to access rapid advice (Lutsenko and Луценко, 2022).
A decision was made to distribute a personal health budget for the purchase of specific support. These aids included a trained personal assistant who used rehearsals on twice-a-week travel activities, short therapeutic meetings based on graded exposure to crowd-based situations, and simple equipment to conserve energy and study (www.proquest.com,n.d.). The teacher's understanding of the plan was checked using the teach-back method, and all the materials were provided in readable formats. The involved individual gave consent, and the family members were invited to participate in the planning discussions, because of which the person gave consent, and the caregivers were referred to support services (McHale and Noszlopy, 2025).
[bookmark: _Toc211198489]Partnership working
A coordinator was named and helped in connecting the general practitioner, adult community team, occupational therapist, therapist, college support service, social worker, and a voluntary youth group. A multidisciplinary meeting at the beginning of the treatment clearly assigned roles, a common channel of information, and an escalation process of deteriorations or missed milestones. The college provided sensible accommodation, among them a silent study room, flexible deadline on the day of flare ups and permission to record lectures to watch later. To create confidence, the voluntary group provided a peer mentor, who attended the initial two journeys. A pharmacist considered drugs that could affect the body in terms of fatigue or concentration and made the dosing schedules easier (McHale and Noszlopy, 2025).
[bookmark: _Toc211198490]Ethics in routine use 
The ability to make important decisions was considered and documented. An agreement on the disclosure of certain information to the college and the voluntary sector was documented, and only the essential information was shared. Travel practice was introduced to risk enablement. These safety precautions were agreed to, which included route planning, checking in messages, and using a tracking application which is under the control of the person. The needs of equality were met by providing accessible forms and culturally competent communication (Nanang Kosim and Saimi Saimi, 2025).
[bookmark: _Toc211198491]Outcomes and learning
By the 12-week assessment time, the participant stated self-directed traveling on two different routes, improved attendance at scheduled appointments, and decreased anxiety score measures. There were no unplanned service contacts. The perceived strain was reduced by family members. The multidisciplinary team decided to maintain quarterly performance evaluations, maintain the personal health budget on interventions that had been shown to have tangible returns, and to put a stronger emphasis on job-interview preparation strategies. This case is a good example of how individual goals can be operationalized into measurable gains in individual autonomy and social participation through person-centered planning, coordinated partnerships and systematized ethical scrutiny (Nanang Kosim and Saimi Saimi, 2025).
[bookmark: _Toc211198492]Task 3: Self-reflection and development plan
The Rolfe reflective model frames my teaching practice, challenging it with the help of three main questions: What occurred? What does it signify? What will be the successive developments? (Rolfe et al., 2001). My clinical interest lies in young adults who have enduring conditions and who are transferred between the paediatric and the adult services; the population constantly needs person-centered care, collaborative working association, and strict ethical governance (Nanang Kosim and Saimi Saimi, 2025).
At my present workplace, I perform needs assessments, co-formulate care plans with the individual, and coordinate collaboration connections among healthcare teams, educational centers, and community support systems. Independence is the desire of many young adults, and they must live with symptoms like fatigue and anxiety. I have realized that progress starts when I first clarify what is most important to a specific person, then explain things in a simple language, and use teach back methods to ensure that I understand. This will increase trust in the practice of traveling, personal activities, and service use. I write brief and formal reports to others to make everything clear and recorded. Before sharing information, I will always request informed consent and carefully document issues of capacity in multi-layered decision-making situations. These practices support the three-part principles of the model: the plan echoes the goals of the individual, partners receive definite assignments, and rights, and safety are ensured with the help of consent, confidentiality, and proportional risk management.
In my reflective analysis, some gaps are found. I need more confidence to undertake extensive capacity testing in making decisions of high complexity and to facilitate a best interests debate in the absence of capacity. Some care plans work intensively and do not outline the exact outcomes, review dates, and crisis measures. Unpaid carers are not always involved at the earliest or monitored in terms of their needs and restrictions. I am also not well versed in personal health budgets and community-based resources that target youths, which could limit the choice. My additional objectives include enhancing cultural competence, which implies that I establish a consistent use of interpreters, available formats to neuro-diverse learners, and responsiveness to educational stressors related to examinations. Making information available to colleges and voluntary organizations can be slow where channels are unclear and sometimes, I am willing to bear delays instead of indicating escalation.
To deal with these gaps, I will take specific measures. Six weeks later, I will have done Mental Capacity Act training, attended a best-interests meeting, and come up with a brief reflective report to report to. In eight weeks, I will complete shared decision-making and goal-setting training, and hand in two anonymized care plans to receive supervisory feedback about goal quality and processes involved in reviewing them. In ten weeks, I will also discuss the information governance led to ensure that there are secure information-sharing paths to educational and voluntary partners and consent to standard wording in those areas. The twelve-week period will involve mapping local youth services and personal health budget pathways, where I would test one assisted referral.
To measure progress, two supervisory signed off observed meetings and two structured handovers will be used, monthly audits of two care plans to achieve goal attainment, consent documentation, capacity notes, carer input and safety net guidance and a short post-follow up questionnaire to the patients or carers on their clarity and participation. To manage the problem, I will keep track of two indicators, including the number of delayed responses after meetings of the multidisciplinary team, as well as the rate of spontaneous contacts with patients on my caseload in thirty days. The barriers that are expected are time issues which can reduce review quality. To counter this, I will ensure I get specific review slots and use short templates. The divergent priorities amongst partner agencies will be solved by foregrounding the goals of the individual and summing up risks and benefits and documenting agreed actions with the assigned owners and deadline. Low service capacity could extend treatment or social assistance; I will access resources available in communities where it is necessary, and record risks related to waiting time. To the extent that I have noted that some young adults feel anxious about change, I will take my time in exposure tasks, celebrate small steps to success, and keep the communication patterns predictable, using rehearsed and explicit risk-enablement language to ensure that families feel that they are heard and their individual choices are not disrespected.
[bookmark: _Toc211198493]Conclusion
The report demonstrated the interactions between person-centered care, partnership working, and ethical principles that help to create quality in the United Kingdom. The example given of the practice had quantifiable changes in the metrics of independence and safety, which proved measurable improvements. The development plan contains clear steps, measures, and protection that guarantee that the follow-up actions are in line with the priorities of the individual.
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