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Reflection on the Importance of Principles of Health and Social Care
Introduction
This report now looks at person-centred care, partnership working and ethical practice in UK health and social care. It explains how these ideas support safe care. It also considers how Maslow’s hierarchy helps professionals understand wider needs. The report applies these ideas to a placement involving a child with complex respiratory needs and uses Gibbs’ Reflective Cycle to review the experience.
Person-Centred Care
Person-centred care means putting the individual at the centre of treatment and support. Professionals should listen, respect choices and involve the person in assessment, planning and review. NHS England states that personalised care should give people choice and control by focusing on what matters to them (NHS England, n.d.).
For example, an older person receiving home care may want to wash, dress or prepare meals independently. Staff may complete these tasks faster, but doing everything could lower confidence and increase dependence. Supporting safe participation protects dignity and independence. Regulation 9 states that care should meet assessed needs and consider personal preferences (CQC, 2025a).
Maslow’s hierarchy helps explain why care should consider the whole person. Maslow identified physiological needs, safety, love and belonging, esteem and self-actualisation (Maslow, 1943). Professionals must consider food, fluids, warmth, sleep and safety. Care should also support relationships, confidence, identity and development.
A care-home resident may receive food, medication and shelter but still feel lonely or have little control. Staff should support family contact, social activities, meaningful routines and personal choices. Maslow’s model shows that wellbeing involves more than physical care. However, needs do not always follow a fixed order, so planning should follow the person’s priorities.

Partnership Working
Partnership working is important because one person may receive care from several professionals, relatives and services. They should communicate clearly, share relevant information and agree care goals. NICE describes shared decision-making as the person and professional working together while considering evidence, risks, benefits and preferences (NICE, 2021).
Rogers’ person-centred theory supports partnership between individuals and professionals. Rogers believed that positive relationships should involve empathy, honesty and unconditional positive regard (Rogers, 1951). This means listening without judgement, respecting the person’s experience and not assuming that professionals always know best. The individual should be treated as an active partner who understands their needs and goals.
For example, a person recovering from a stroke may care more about preparing meals independently than reaching a clinical target. Professionals can explain the options and agree practical goals with the person. This may improve trust and involvement. However, Rogers’ theory mainly focuses on the individual-professional relationship and does not fully explain how services work together.
Bronstein’s Model of Interdisciplinary Collaboration is also useful. It focuses on shared goals, flexibility, shared responsibility and reviewing how the team works (Bronstein, 2003). Professionals should combine their knowledge rather than working separately. The Care Act 2014 also supports wellbeing, cooperation between services and involvement in care planning (Great Britain, 2014).
Good partnership working can reduce mistakes, mixed advice and gaps in care. However, time pressure, unclear roles, poor records and disagreements can weaken it. Information should only be shared when lawful and necessary. Partnership also requires confidentiality, clear communication, agreed responsibilities, consent and regular review.



Ethical Practice
Ethics helps professionals make decisions when different needs, risks or values must be considered. Beauchamp and Childress identify autonomy, beneficence, non-maleficence and justice as four main principles (Beauchamp and Childress, 2019). Autonomy means respecting informed choices. Beneficence means supporting wellbeing. Non-maleficence means avoiding unnecessary harm, while justice means treating people fairly.
These principles can conflict. A person may choose to remain at home despite a high risk of falling. Respecting autonomy means recognising their right to decide. However, professionals should also reduce harm. They could discuss the risks and agree less restrictive support, such as grab rails, mobility equipment or extra visits.
Ethics of care theory focuses on relationships, responsibilities and the person’s situation. Tronto explains that good care requires attentiveness, responsibility, competence and responsiveness (Tronto, 1993). Professionals should notice needs, take responsibility, provide safe care and listen to the person. Care should not become controlling, and safety concerns should not be used to ignore choices or restrict independence unnecessarily.
The Mental Capacity Act 2005 guides decisions when capacity is questioned. Adults should be assumed to have capacity and supported to make choices. An unwise decision does not mean that capacity is missing. If someone lacks capacity for a specific decision, professionals must act in their best interests, consider their wishes, consult relevant people and choose the least restrictive option (Great Britain, 2005). The Equality Act 2010 protects people from discrimination and supports reasonable adjustments (Great Britain, 2010).
Together, these theories support dignity, independence, shared decisions and coordinated care.





Task 2: Practical Examples of Concepts in Practice
During a placement in a complex care setting, a child with respiratory needs required PEG feeding, suctioning, nebulised medication and regular monitoring. The child became anxious before some procedures. Instead of only completing tasks, the multidisciplinary team worked with the child and parents to understand routines, communication and preferences. Staff adapted procedures to reduce distress.
Maslow’s hierarchy can be linked to this example. Physiological needs were met through PEG feeding, hydration, airway care and medication. Safety needs were supported through infection control, monitoring, safeguarding and correct equipment use. The Children Act 1989 and Working Together to Safeguard Children require services to protect children through coordinated working (Great Britain, 1989; Department for Education, 2026). Parental involvement supported love and belonging. Praise and simple choices supported esteem, while play and communication supported development.
Partnership working was essential. Staff and parents shared information, reviewed the care plan and responded to changes in breathing, feeding and behaviour. This helped everyone follow the same plan and notice changes in health. NICE recommends involving children and carers in decisions and giving information they can understand (NICE, 2021). Before suctioning, the child could choose a toy, watch a video or receive a simple explanation.
Ethical principles were also used. Beneficence was shown by acting in the child’s interests. Non-maleficence meant reducing distress and avoiding unnecessary harm. Justice meant providing the same standard of care despite complex needs. Autonomy was supported by listening to the child according to age and understanding. Parents remained involved, but staff had to ensure that family wishes did not replace the child’s best interests.
Coulter, Roberts and Dixon found that partnership working can improve relationships, confidence and self-management (Coulter, Roberts and Dixon, 2013). The NHS Constitution also supports dignity, compassion and involvement in decisions (Department of Health and Social Care, 2023). This helps the child and family feel included.
Challenges included staff shortages, rushed communication and different views. Clear care plans, accurate records, team discussions and understandable communication could reduce these problems. Overall, person-centred care, partnership working, ethical practice and Maslow’s theory improved safety, reduced distress and supported the family.
Task 3: Self-Reflection as a Health and Social Care Professional
Introduction
Reflection helps me think about what I did well and what I need to improve. I will use Gibbs’ Reflective Cycle, which includes description, feelings, evaluation, analysis, conclusion and an action plan (Gibbs, 1988).
This reflection is based on supporting Child A, who had respiratory needs and required PEG feeding, suctioning, nebulised medication and regular monitoring. I will consider how person-centred care, partnership working and ethics shaped the care provided.
Description
At the beginning of my placement, I mainly focused on making sure procedures were completed safely. However, I noticed that Child A became anxious before suctioning and other treatments.
The nurses explained that Child A felt calmer when familiar routines were followed and the parents were involved. The parents knew how the child showed discomfort and which activities helped the child feel safe.
Before procedures, staff used simple explanations and gave Child A time to prepare. They used toys or videos as a distraction, while the parents offered reassurance. After these changes, Child A appeared calmer and willing to accept treatment.
Feelings
At first, I felt nervous because Child A had complex needs. I was worried that I might make a mistake or fail to notice a change.
I also felt unsure when speaking with the parents because they knew more about their child than I did. However, I understood that listening to them was part of safe care. They could explain what was normal and which signs could mean something was wrong.
I became more confident as staff explained procedures and allowed questions. Seeing Child A become calmer showed me that emotional support is as important as completing a clinical task.
Evaluation
One thing that went well was that staff treated Child A as an individual. They considered the child’s emotions, routines, communication needs and relationship with the parents, rather than only the medical condition.
Toys, simple explanations and distraction reduced anxiety. NICE guidance supports preparing children for procedures and using play or distraction to reduce distress (NICE, 2021).
Partnership working also went well. Nurses, healthcare assistants, therapists and parents shared information about breathing, feeding, behaviour and comfort. This helped everyone follow a similar care plan.
However, handovers were sometimes rushed. I often listened to senior staff instead of sharing my observations. I should also have learned more about Child A’s routines earlier, as this may have helped me build trust sooner.
Analysis
This experience showed me that safe care is not only about completing procedures correctly. Staff also need to understand how the child feels and what can reduce distress. For Child A, familiar routines, parental support and distraction helped make treatment calmer. This links to CQC Regulation 9 because care should meet individual needs and preferences (CQC, 2025a).
Maslow’s hierarchy also helped me understand the child’s wider needs. PEG feeding, medication and airway care met physical needs, while monitoring and infection control supported safety. Parental involvement provided comfort, and praise and simple choices supported confidence (Maslow, 1943).
Ethical principles were also important. Staff promoted wellbeing, reduced avoidable harm and treated Child A fairly (Beauchamp and Childress, 2019). Although the child was young, staff still listened to reactions and offered simple choices. I learned that parents and professionals should work together while keeping the child’s best interests central. I also learned to report safeguarding concerns and share observations clearly with the team.


Action Plan
One area I need to improve is my confidence. During the placement, I sometimes stayed quiet during handovers because I was worried about saying something wrong. In future, I will try to share at least one useful observation during each handover. Before the handover starts, I can write down any changes I noticed in the person’s breathing, behaviour, feeding or comfort. This should help me feel more prepared and make it easier to speak.
I also need to improve my communication skills. I will practise speaking clearly with individuals, families and other professionals. I will listen carefully and give people enough time to explain their concerns. If I do not understand something, I will ask questions instead of pretending that I understand. I will also check that the information I have given is clear.
Another area I need to develop is my clinical knowledge. I want to learn more about consent, safeguarding, infection control, risk assessments and the safe use of specialist equipment. I will do this by completing training, reading workplace policies and asking experienced staff to explain anything I am unsure about.
I understand that I should only carry out tasks that I have been trained to complete. If I am unsure about a procedure, I will stop and ask a senior member of staff for help. CQC Regulation 12 states that care must be provided safely by staff who have the correct skills and competence (CQC, 2025b).
I also need to improve my record keeping. I will try to complete records soon after care has been provided so that I do not forget important details. My notes should be clear, factual, dated and signed. I will avoid adding personal opinions and will report any important changes straight away.
To check my progress, I will ask my supervisor for feedback. I will also reflect on my practice after each shift. My main goals are to speak more during handovers, complete relevant training, improve my knowledge of specialist equipment and keep accurate records.




Conclusion
This experience taught me that safe care is not only about completing procedures correctly. The child and family must feel listened to, respected and included.
Partnership working helped staff share information and follow the same care plan. Ethical practice helped the team balance safety, choices and the child’s best interests.
The reflection helped me recognise my strengths and areas for improvement. I need to become more confident, improve communication, develop clinical knowledge and complete accurate records.
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