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Reflection on the Principles of Health and Social Care  
Introduction
In my role as a care home manager, I recognise that delivering high-quality care relies on three interdependent principles: person-centred care, partnership working, and ethics. These values underpin the UK’s contemporary health and social care framework, supported by legislation such as the Care Act (2014), the Health and Care Act (2022), and the Mental Capacity Act (2005). Collectively, they define what safe, equitable, and compassionate care should look like.
Person-centred care focuses on seeing each resident as an individual with distinct values, life histories, and preferences, rather than a diagnosis or set of needs (Brooker, 2007; McCormack and McCance, 2017). Partnership working promotes collaboration between professionals, organisations, residents, and families to achieve holistic outcomes (Glasby and Dickinson, 2014). Ethics, meanwhile, provide the moral and professional framework guiding practice decisions (Beauchamp and Childress, 2019).
In this reflection, I critically examine the significance of these principles and explore how they shape effective care delivery within a UK context. I draw on theory, policy, and my own experience as a manager in a residential dementia service, before evaluating my personal application and professional development needs. 

Task 1: Reflection on the Importance of Principles of Health and Social Care
Person centred care
Person-centred care (PCC) has become a defining concept in UK policy and regulation. The Care Quality Commission (CQC, 2023) explicitly requires that every service user’s care be tailored to their individual needs under Regulation 9 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. PCC also aligns with the NHS Constitution (2021), which emphasises respect, dignity, and compassion.
From a theoretical standpoint, PCC is rooted in humanistic psychology. Maslow’s (1954) Hierarchy of Needs proposes that individuals strive for self-actualisation once physiological and safety needs are met. Translating this into care practice means recognising emotional and social needs as equally vital as physical health. Ekman et al. (2011) argue that when patients and residents are genuinely involved in decisions, outcomes improve through enhanced motivation and adherence.
However, critical analysis reveals that PCC can be challenging to implement consistently. Institutional routines, staff shortages, and task-oriented cultures often restrict time for meaningful engagement (Nolan et al., 2006). In care homes, residents with dementia may have limited verbal communication, which demands creative, relational approaches to understand their preferences (Brooker, 2007). The Care Act (2014) promotes wellbeing and individual choice, but achieving this requires adequate staffing, reflective leadership, and ongoing training.
As a manager, I view PCC not only as an ethical ideal but as an operational requirement linked to quality assurance. McCormack and McCance (2017) describe it as a framework integrating professional competence, values, and compassionate relationships. It reminds me that person-centredness is sustained through everyday actions listening, empowering residents, and adapting systems around their lived experiences.

Partnership working
Partnership working is equally vital in contemporary health and social care. Glasby and Dickinson (2014) define it as collaboration across professional and organisational boundaries to improve efficiency and outcomes. In my experience, partnership manifests through multidisciplinary team meetings, joint assessments, and information-sharing between our care home, local GPs, community nurses, and social-care commissioners.
[bookmark: _Int_fhAUoyih]Legislation reinforces this collaborative imperative. The Health and Care Act (2022) established Integrated Care Systems (ICSs) to formalise joint planning across NHS and local-authority boundaries. Such partnerships enable pooled expertise and reduce duplication, supporting seamless care for people with complex needs (NHS England, 2023).
Critically, partnership working can also expose tensions in power, culture, and communication. Hudson (2002) argues that successful collaboration requires more than structural integration—it demands shared vision, trust, and mutual respect. When agencies prioritise their own performance targets or protect budgets, the resident’s needs risk becoming secondary. From my managerial perspective, the challenge is to mediate these competing priorities through clear communication and shared ethical commitment.
Partnership also extends to families and residents themselves. The NICE (2018) quality standard on patient experience highlights that people should be involved in decisions about their care to the extent they choose. In dementia care, family carers often hold crucial knowledge about the person’s history and preferences; including them in planning ensures continuity and authenticity of care. This relational form of partnership aligns closely with Tronto’s (2013) concept of a “caring democracy”, where everyone affected by care has a voice in how it is delivered.

Ethical practice
Ethical principles underpin both PCC and partnership working. Beauchamp and Childress (2019) identify four enduring principles autonomy, beneficence, non-maleficence, and justice that guide health-care decision-making. These are reflected in the Health and Care Professions Council (HCPC) Standards of Conduct, Performance and Ethics (2024), which expect professionals to respect confidentiality obtain informed consent, and act with integrity.
In my role, ethical tensions are common for example, balancing a resident’s right to independence with the duty to protect them from harm. The Mental Capacity Act (2005) provides a legal framework for navigating such situations, requiring that decisions made on behalf of someone lacking capacity must be in their best interests and least restrictive (Tomaselli et al., 2020). argue that relational ethics adds further nuance by viewing ethics as emerging through empathy, dialogue, and relationships rather than fixed rules.
Critically, ethical reflection is not confined to individual dilemmas; it also involves systemic questions about fairness and resource allocation. Tronto (2013) highlights the moral dimension of how societies value care work itself underfunding or staff burnout can become ethical issues when they compromise dignity and compassion. Recognising this reminds me that maintaining ethical care requires organisational advocacy, not just personal virtue.

Synthesis
Critically reflecting across these three principles reveals that they are deeply interconnected. Person-centred care enacts ethical respect for autonomy and dignity. Partnership working operationalises justice and beneficence through shared responsibility. Ethical reflection, in turn, safeguards both principles by grounding them in moral reasoning rather than mere policy compliance.   
[bookmark: _Int_1CcbzkQs]In the UK context, this triad forms the backbone of quality regulation and professional accountability. Yet, true integration depends on reflective leadership—creating cultures where values are lived daily rather than simply documented. As a care-home manager, I see these principles as guiding not only how I deliver care but also how I support staff to internalise compassion, collaboration, and ethics as everyday practice.  

Task 2: Practical Example of Principles in Practice
A clear example of person-centred care, partnership working, and ethics in action occurred in my care home’s dementia unit during the development of an end-of-life care plan for one resident (name anonymised). The resident, who had advanced Alzheimer’s disease, had previously expressed through an advance statement that she wished to remain in familiar surroundings and avoid hospitalisation.
Implementing this preference required both ethical sensitivity and collaborative planning. Working alongside the GP, community palliative-care nurse, social worker, and the resident’s family, I led a multidisciplinary meeting to ensure her wishes were honoured. This approach reflects the Care Act (2014) duty to promote wellbeing and the Mental Capacity Act (2005) requirement to make best-interest decisions through consultation.
Person-centred care was demonstrated by focusing on what mattered most to the individual: comfort, familiarity, and dignity. Brooker’s (2007) VIPS framework emphasises the importance of recognising each person’s values, treating them as an Individual, understanding their Perspective, and fostering a supportive social environment. These principles guided staff in creating a calm space with familiar music and family photos.
Partnership working was essential to coordinate anticipatory medication, symptom monitoring, and family support. Following NHS England’s (2023) statutory guidance on working with people and communities, all stakeholders shared information through an integrated digital record. Regular reviews ensured that medical, emotional, and spiritual needs were addressed holistically.
Ethically, the situation required balancing autonomy, beneficence, and non-maleficence (Beauchamp and Childress, 2019). Respecting the resident’s autonomy meant honouring her prior choices; beneficence and non-maleficence required ensuring comfort and preventing unnecessary interventions. Staff also confronted moral distress when symptoms worsened, prompting reflective supervision to explore feelings and reaffirm ethical reasoning. Pollard et al. (2019) suggest that such relational ethics discussions build moral resilience and compassion in teams.
Critically, this case exposed challenges in sustaining true partnership. Initial disagreements arose between clinical staff advocating hospital admission and family members prioritising comfort at home. Applying principles from Glasby and Dickinson (2014), I facilitated open dialogue that reframed the conflict around shared goals. This process demonstrated how leadership grounded in person-centred and ethical values can reconcile competing perspectives.
The outcome was positive: the resident remained in the care home surrounded by familiar people, and family feedback reflected high satisfaction and gratitude. This example illustrates how the triad of person-centred care, partnership working, and ethics produces compassionate, coordinated, and legally compliant care yet demands skilled leadership and reflection to navigate emotional and systemic barriers.

Task 3: Self-Reflection as a Care-Home Manager
Applying the principles in my role
As a care-home manager, I see person-centred care as both an ethical obligation and a leadership practice. My role involves shaping a culture where every staff member understands residents as individuals with rights, preferences, and aspirations. McCormack and McCance (2017) emphasise that person-centred practice arises from the interaction between professional competence, interpersonal skills, and supportive systems. I reinforce this through care-planning audits and reflective supervision, ensuring that residents’ voices remain central.
Partnership working defines the collaborative nature of my daily management. I coordinate with external agencies—district-nursing teams, occupational therapists, social-care commissioners, and voluntary organisations—to deliver seamless care. Effective communication is crucial: regular multidisciplinary meetings and shared documentation prevent duplication and promote accountability. Hudson (2002) notes that genuine collaboration requires mutual trust and respect rather than mere structural integration; therefore, I invest time in relationship-building across agencies.
Ethical decision-making permeates my practice. I frequently face dilemmas involving autonomy versus protection for instance, when a resident at risk of falls insists on walking unaided. Using the Mental Capacity Act (2005) principles, I assess capacity, explore alternatives, and implement the least restrictive option. Reflecting through Gibbs’s (1988) cycle enables me to analyse my emotions and learning, transforming experience into professional growth.

Critical analysis: strengths and areas for improvement
I identify several strengths in my current practice: empathy, communication, and a commitment to reflective leadership. These attributes foster trust and underpin ethical, person-centred cultures (Kwame and Petrucka, 2021). Staff surveys in my home indicate high morale and a sense of shared purpose, suggesting that partnership values are embedded.
However, critical self-evaluation reveals areas for improvement. First, operational pressures sometimes push me toward task-focused management, limiting time for direct resident engagement. Nolan et al. (2006) argue that emotional presence is central to quality of life for older people; therefore, I must balance administrative duties with relational leadership. Second, while I uphold ethical standards, I occasionally default to policy compliance rather than deeper moral reflection. Tronto (2013) reminds us that care ethics requires attentiveness and responsibility, not merely adherence to codes. Third, I recognise a need to strengthen cultural competence. As our resident population becomes more diverse, understanding varied health beliefs and communication styles is essential (RCN, 2021).

Development plan
To enhance my effectiveness, I have developed a structured professional-development plan aligned with the NHS People Plan (2020) and Skills for Care (2023) guidance:
1. Ethical leadership training: I will undertake a CPD module on applied ethics in long-term care to strengthen moral reasoning and confidence in complex decision-making.
2. Inter-agency collaboration workshops: Participating in local Integrated Care System partnership forums will enhance understanding of cross-sector priorities (NHS England, 2023).
3. Cultural-competence development: I will complete equality, diversity, and inclusion training and mentor staff on culturally sensitive care.
4. Reflective practice enhancement: I will implement structured monthly reflection sessions using Gibbs’s (1988) model for all senior carers to promote learning and resilience.
5. Evidence-based leadership: I will engage with current research through journals such as BMJ Quality & Safety and NICE (2018) guidance to inform quality improvement.
These actions will support my professional growth and ensure that our service continues to deliver person-centred, ethical, and collaborative care.

Future aspirations
Looking forward, I aim to progress toward a regional-management or quality-improvement role where I can influence organisational culture beyond one setting. My goal is to champion compassionate leadership that embeds person-centred values within governance and policy frameworks. By modelling transparency, empathy, and ethical reflection, I hope to inspire others to integrate these principles across all levels of care delivery.

Conclusion
Through this critical reflection, I have deepened my understanding of how person-centred care, partnership working, and ethics interconnect to shape quality practice within UK health and social care. Drawing on theory and legislation—from Maslow’s (1954) hierarchy of needs to the Care Act (2014) and Health and Care Act (2022)—I recognise that effective care depends on aligning moral intent with structural support.
My practical example in dementia care demonstrated that ethical and collaborative leadership transforms values into lived experience for residents and staff alike. As a care-home manager, embracing these principles requires continuous reflection, professional development, and advocacy within wider systems. Ultimately, integrating person-centred care, partnership, and ethics is not a static achievement but an ongoing moral and organisational commitment to dignity, justice, and compassion.
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