Reflection on Demonstrating person-centred practice
The following reflection will demonstrate how I ensured person centred practice when carrying out an initial assessment with a new patient.  For this reflection I will used the Gibbs reflective cycle, developed by Graham Gibbs in 1988.  This model is organised into six stages which enables the individual to explore their experiences and emotions whilst identifying both the positives and challenging aspects of clinical practice. (The University of Edinburgh, 2024).


Description
I carried out a home visit to an older lady referred to our Community Therapy Team as a high-priority case.  The referral highlighted poor mobility, low energy, and exacerbated back pain due to unsuitable seating.  Equipment requests included chair raisers, a shower chair, and a wheeled Zimmer frame (WZF).  The patient had declined hospital admission and initially a hospital bed at home and was under investigation for stomach cancer but refused further examination.
Her daughter was present with consent.  I introduced myself, explained the purpose of the visit, and asked the patient “What matters to them right now?” adopting a person-centred approach Social Care Wales (2025).  The patient was largely nonresponsive, closing her eyes and giving minimal answers.  With her consent, I asked the daughter to show me the bathroom setup.  When alone, I asked about the patient’s mental capacity as she was nonresponsive, which the daughter confirmed patient did have capacity and this is how she had always reacted when she wanted to avoid a discussion.
Despite limited engagement, I continued the assessment in the patient’s best interests Mental Capacity Act (2005).  I reviewed transfers and mobility, issued a WZF, and recommended strip washes using the glide about commode to reduce fatigue.  I identified risks with the shower cubicle step and suggested a bed lever to aid transfers.  Her chair was replaced with a higher winged back chair with higher armrests, enabling her to complete safer sit-to-stand transfers independently.
 Feelings
When the patient’s daughter explained the patient’s ignorance tactics of not wanting to engage, I did initially think how rude of her and why am I bothering to continue with this assessment.  I then I put myself in her daughter’s shoes, as it was evident she truly cared about her mother and was at the end of her tether, so to speak with not knowing what to do for the best.
 As the patient was reluctant to engage verbally but did not resist when I continued to review her transfers and mobility, I had mixed emotions.  I wanted to respect her wishes as she had originally declined a hospital bed as not wanting any equipment aids, but I also wanted to ensure her safety and the safety of her carers by avoiding possible injury, should she have fallen.  I felt as a healthcare professional I was required to act in her best interest, particularly as she had refused hospital admission. 
 Evaluation
Positives:
· Using a person-centred approach by asking what mattered to her.
· Asking the patient for consent to involve her daughter, due to lack of engagement from the patient.
· Identifying equipment needs to improve safety and independence.
· Built rapport with the patient through humour
Challenges:
· The patient’s disengagement, which limited her involvement in decision-making.
· Balancing patient’s wishes and preference with safeguarding concerns of self- neglect.
Analysis
This case highlighted the importance of the Mental Capacity Act (2005), which requires presuming capacity unless proven otherwise and making decisions in the individual’s best interests when necessary.  Although the patient had capacity, her disengagement required sensitive handling.  By continuing the assessment, I acted in the best interest of the patient by promoting her wellbeing.
The Code of Conduct for Healthcare Support Workers and Adult Social Care Workers (Skills for Care 2011) guided me to promote dignity, independence, and collaboration.  I ensured her daughter’s involvement was appropriate and consent was gained.
This reflection highlighted the importance of person-centred care, which places the individual’s values and preferences at the heart of decision-making, even when capacity or engagement is limited Skills for health (2025).
 Conclusion
I learned that person-centred practice requires flexibility when patients disengage and respecting their wishes does not mean ignoring the risks but balancing it with their best interest.  Clear communication and family involvement can have a positive effect when consent is gained from the patient and legislation is adherence to.

 Action Plan
In future, I will Continue involving family members appropriately while ensuring the patient’s voice remains central and reflect further on ways to support patients who decline care.
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