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Introduction
[bookmark: _Int_exg7SsIK]Health and social care is an integrated system of values that ensure delivery of high-quality, ethical and safe services to support emotional, physical and well-being of individuals. It prioritises principles such as person-centred care, partnership working, diversity, confidentiality, effective communication, ethics and equality that shape policy development and professional standards to meet the needs of users. 
Person-centred care represents a core shift in healthcare and social services as an approach that identifies, integrates and respects individual needs, preferences and values rather than making it ‘one-size-fits-all’ approach (Coulter and Oldham, 2016). Hence, this approach makes individuals active partners in their health and well-being, thus promoting a collaborative relationship with care providers which is expressed as partnership working. Integration of ethical principles further ensure fairness, accountability and respect for individual rights and guide practitioners and care providers in ensuring informed consent, offering equitable care, prioritizing patient’s well-being and maintaining trust while managing complex decisions (Varkey, 2021). 
This report critically examines the significance of three key principles, namely, person-centred care, partnership working and ethics, within the UK practice. These principles are further evaluating with real-world example of integrated hospital discharge planning along with a reflection on the implications of these principles in my future professional development within health and social care. 
Task-1: Importance of Principles
Person-centred Care
Person-centred care is explained as an approach which focuses on shaping care planning and delivery around preferences, values, needs and capabilities of individuals. In the words of Coulter and Oldham (2016), effective person-centred care practice emphasizes personalised care planning, shared decision-making, and support for self-management. Research by Marzban et al. (2022) indicates that active involvement of patients in their care results in better adherence to treatment, improved satisfaction and likely reduced hospital admissions. 
This principle is in line with Maslow’s Hierarchy of Needs, specifically in terms of psychological and esteem level, since autonomy and recognition play a critical role in well-being (Maslow, 1943). In addition to this, the Bronfenbrenner’s ecological systems theory stresses on the relevance of community, family and wider socio-political factors in impacting health outcomes apart from individual factors (Bronfenbrenner, 1979; Rahman, 2025). Hence, both individual and contextual impacts should be addressed by person-centred care.
However, according to The Health Foundation (2016), the implementation of these principles is not consistent despite policy commitment. Time constraints, organisational pressures and shortage of workforce tend to restrict its effective implementation. Hence, a gap exists between operational reality and policy aspiration which demands a structural reform along with professional commitment. 
Partnership Working
The term partnership working includes collaboration between health and social care with voluntary sector organizations to provide coordinated care to patients. Integrated Care System (ICS), which is formalised under the Health and Care Act 2022, promotes resource allocation and shared planning to reduce fragmentation (legislation.gov.uk, 2022).
As per the King’s Fund report by Goodwin, et al. (2012), integrated care aims to improve continuity, especially for patients dealing with long-term conditions. The report also stresses the importance of coordinated systems in terms of addressing multimorbidity and ageing populations. However, Leutz (1999) cites partnership working as a complex principle. The author argue that integrated care demands cultural alignment, trust and shared governance and in the absence of clear accountability, partnership arrangements may present as bureaucratic instead of becoming transformative. So, it needs strong integration of shared information systems, strong leadership and interprofessional communication to remain effective while improving holistic care. 
Ethics in Practice
Inclusion of ethical considerations ensure delivery of justified and safe healthcare services. The professional conduct is mainly guided by four key principles which includes beneficence, justice, autonomy and non-maleficence. According to the Mental Capacity Act 2005, in cases when an individual’s capacity is impaired, the principle of autonomy is reinforced to ensure that decisions are made in individual’s best interests (legislation.gov.uk, 2005).
However, ethical dilemmas tend to occur while managing safety with independence. For instance, respecting a patient’s willingness to go home although collaborative discussion and careful risk assessment is required for the associated risks. So, it can be said that ethical practice is not confined only to adherence of rigid protocols, but it also demands reflective reasoning. 
Task 2: Practical Example in UK Practice
The effective integration of these three principles, person-centred care, partnership working and ethical practice can be shown through a practical example of structured hospital discharge planning within an Integrated Care System (ICS) in England. According to National Institute for Health and Care Excellence (NICE NG27, 2015; NICE CG138, 2021), discharge planning is a critical stage of healthcare to safeguard patient well-being while ensuring continuity of care. It is essential for ensuring safe transitions of patients from hospital to community settings. Shepperd et al. (2013) mention that structured discharge planning is related with lower rates of readmissions and reduced length of stay at hospitals, depicting measurable outcomes of coordinated care. 
Considering this example, discharge planning started at admission for an older adult having long-term conditions who wished to return home. Hence, joint assessments of medication management, mobility and home safety were performed by the multidisciplinary team (MDT), comprising of doctors, hospital clinicians, occupational therapist, a social worker and community nursing staff. Person-centred care was exercised through shared decision-making discussions with the patient where his preference for home-based recovery and independence was prioritised and respected. As argued by Coulter and Oldham (2016), person-centred care works effectively through active partnership and not from passive information sharing. By including the stated preferences of the individual into the discharge plan, the team ensured that care was planned according to what the patient valued. This reflects the principle of person-centred care which prefer support and coordinated care for self-management instead of any professionally imposed decisions. 
Partnership working was implemented through the ICS structure formalised under the Health and Care Act 2022, which fosters collaboration between local authorities and NHS organisations (legislation.gov.uk, 2022). In the above scenario of discharge, this structural framework helped to ensure that community-based professionals and hospital clinicians were jointly able to plan for safe return of the patient to his home. According to Goodwin et al. (2012), integrated care approaches improve continuity of care for individuals having complex needs, but, on the other hand, Leutz (1999) argues that effective integration is not only based on structural change, but it requires shared accountability and trust. This was evident in this example, where shared electronic records and early meetings by MDT members ensured coordinated planning and reduced duplication. Moreover, the local authority performed a statutory needs assessment under the Care Act 2014 to determine eligibility for domiciliary care (legislation.gov.uk, 2014). This ensured that provision for social care formed a legally grounded and formal component of the discharge plan. Therefore, the collaboration between health and social care professionals was legally supported, making it formally recognised, accountable and structured embedded within UK policy.
Furthermore, ethical considerations were key focus throughout the discharge process. Respect for autonomy meant that the patient’s willingness to return home was seriously considered by the healthcare professionals while safeguarding obligations demanded proportionate risk assessment. The Mental Capacity Act 2005 offered a legal framework for evaluation in situations where concerns regarding decision-making capacity arose (legislation.gov.uk, 2005). Hence, ethical practices in this example included negotiating independence and risk through reflective judgement instead of any imposed adherence to strict protocols (The Health Policy Partnership, 2015).
The impact of integrating these principles was evident in this case. For professionals, structured planning clarified accountability and reduced duplication while for the individual (older adult), coordinated planning promoted confidence and reduced anxiety for returning home. However, variable community resources and workforce shortages tend to act as systemic barriers. As put forward by system-level analyses, funding constraints, workforce shortages and fragmented accountability can make a well-designed and structured integrated care frameworks less effective (Goodwin, et al., 2012). In this case, adherence to national guidance and proactive coordination within the ICS framework helped in managing these challenges.  
Hence, this example highlights that person-centred care, partnership working and ethical practice are interdependent principles. They together improve professional effectiveness and patient outcomes when supported by organisational capacity and implemented collaboratively.
Task-3: Self-Reflection as a Health and Social Care Professional
Using Gibbs’ Reflective Cycle (1998), this reflection evaluates my experience as a health and Social Care professional observing an MDT meeting for discharge planning to understand how principles of person-centred care, partnership working and ethical practice were implemented (Praveena et al., 2025). This reflection also helps in identifying my strengths and improvement areas for growth in the field of health and social care professional in future.
Description
I attended a multidisciplinary discharge planning meeting during my observational placement within a community health setting. This meeting included a nurse, social worker and occupational therapist (Gibbs, 1998). The discussion was completely professional, and the older adult was not directly present in the meeting. It was focused on supporting an older adult patient having long-term conditions who was willing to return home following hospitalisation. The team examined medical management, safeguarding considerations, mobility assessments, and community support options following the Care Act 2014 framework (legislation.gov.uk, 2014). 
Feelings
In the beginning of the meeting, I was nervous and hesitant as senior professionals were leading the discussion. Being a student observer, I asked them if it was appropriate for me to participate in their discussion. During the discussion, I noticed something very important which made me uncomfortable. The patient was not directly involved in the meeting, and his perspective was presented indirectly. This was contrary to what I studied about preferring person-centred values and respecting professional hierarchy (Praveena et al., 2025). This incident made me realize that being a good professional is not only about following hierarchy, but it is also about confidently supporting the patient’s voice, when required.
Evaluation
The meeting showed strong partnership working. Every MDT professional was clear about their role and ensured effective communication, demonstrating principles contributing towards integrated care as mentioned by Goodwin et al. (2012). The occupational therapist focused on environmental risks; the nurse focused on clinical stability and the social worker addressed domiciliary care eligibility. 
Although the professionals were acting in the best interest of the patient, I felt restricted involvement of the patient in decision-making. As argued by Coulter and Oldham (2016), effective person-centred care is not based on imposed professional decisions rather it demands shared decision-making. The team intended to safeguard the patient, but I genuinely felt that increased involvement of the patient in decision-making would have improved empowerment and autonomy.
Analysis
This experience helped me to improve my understanding on transition of theoretical principles into practice. According to Maslow’s hierarchy, psychological security and autonomy are essential components for wellbeing (Maslow, 1943). If patients are not involved in decision-making regarding their care, they may feel less motivated and having less sense of control. Ethically, I understood the complexity that exists while balancing risk management with autonomy. Observing the meeting, I realised that instead of strict adherence to any rule, ethical practice required reflective judgement (Gibbs, 1998). My hesitation to contribute in the meeting made me realise that I need to develop assertiveness skills to support patient’s voices in future multidisciplinary settings.  
Conclusion
This experience made my appreciation for partnership working and ethical practice stronger, but it also reflected areas for growth. Although there was effective collaboration among professionals in the meeting, I realized that integrating person-centred care needs intentional action to directly involve the service user in decision-making. 
Action Plan
To improve my professional practice, I plan to:
· Actively involve me in multidisciplinary meetings during future meetings and prepare questions in advance.
· Get mentorship from an experienced professional to develop assertive communication skills
· Actively participate in CPD activities focusing on shared decision-making.
By implementing these actions, I aim to effectively integrate principles of persona-centred care, partnership working and ethical practice into my professional identity, thus adhering to professional practice while responding to individual needs.
Conclusion
The principles of person-centred care, partnership working and ethical practice form the basis of effective health and social care delivery within the UK. Although frameworks like the Health and Care Act 2022 and the Care Act 2014 promote individual empowerment and integration, the practical implementation is not consistent and sometimes, affected by systemic and organisational constraints. The example of structured discharge planning shows the impact of collaborative approaches in improving continuity of care when they are supported by adequate infrastructure and communication. The reflective analysis indicates that professional growth needs ethical awareness, continuous learning and active engagement in partnership process. Integrating these key principles into professional practice can help in ensuring that care is coordinated, respectful and catering to individual needs.
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