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1. Introduction
Values are more than aspirational statements; they are signposts that guide judgment and decision-making in everyday practice. Person-centred care, partnership working, and ethics anchor modern approaches to service delivery in UK health and social care and are enshrined in legislation and policy. For example, the Care Act 2014 and Health and Care Act 2022 promote ideals of wellbeing, integration, and working together. Whilst such statements are clearly well-intentioned, upholding these principles in routine care can present professional challenges. Pressures of demand, scarce resources and complex needs can pull against our efforts to work ethically or ensure person-centred approaches are consistent. Safeguarding issues or unplanned health crises may require making clinical or welfare decisions that contravene an individual’s rights or preferences. Even when services run smoothly, remaining proactive, reflective and mindful of key values requires ongoing effort. Increasing our practical knowledge of core values; what they mean and why they matter;can support professionalism in these moments, and this report explores how these principles apply in practice and professional development.

2. Task 1: PPC, Partnership Work and Ethics 
2.a. Person-Centred Care (PCC)
Person-centred care is an approach that values individuals’ experience, priorities, and involvement throughout the decision-making process (McCormack and McCance, 2016). It involves working with people rather than doing things for them, and legislation such as the Care Act 2014 places wellbeing, choice and control at the centre of care. Person-centred practice underpines dignity, autonomy, and engagement, and Beresford (2019) highlights that meaningful involvement strengthens outcomes and trust. When patients participate in decisions about their own care, they are more likely to recognise their needs and take ownership of support plans. 
Maslow’s (1943) hierarchy of needs explains why this involvement is essential, as without physiological stability and safety, progression towards belonging and esteem becomes unlikely. When supporting individuals with complex needs, overlooking foundational needs may lead to lack of engagement or ethical tension because survival concerns take priorite over participation.
Practioner reflecting on biases  may have highlights how assumptions about readiness or capacity may overlook the impact of instability or uncertainty. Therefore, person-centred practice requires attentiveness, emotional intelligence and critical self examination. While closely aligned with ethics through respect for autonomy and similarly connected to partnership working through collaboration, its primary focus still is the lived experience of the individual rather than structural coordination or legal reasoning (Davy, 2019).

2.b. Partnership Working
Partnership working involves collaborating with professionals, agencies, families or advocates to deliver coordinated and safe care. Integrated care legislation through the Health and Care Act 2022 seeks to reduce fragmentation, while the Care Act 2014 reinforces duties of cooperation across services. Sharing information and clarifying roles improves coordinated responses and reduces duplication, and Goodwin et al. (2025) conclude that collaboration strengthens responses to social determinants of health. 
Similarly to person-centred care, Maslow’s (1943) hierarchy demonstrates why partnership woking is necessary, because no single service can address physiological, safety, belonging and esteem needs simultaneously. Together, housing services may support safety, health services may promote stability, and mental health services may enhance belonging and recovery, thereby enabling progression across levels of need.
For instance, in mental health settings, debt and unsafe housing are frequently linked to deteriorating wellbeing, and collaboration with GPs, housing officers and social services ensures comprehensive oversight (Goodwin et al., 2025). However, rigid interpretation of information governance may delay proportionate sharing, and although confidentiality remains essential, defensive application of policy can undermine coordinated care (Nursing and Midwifery Council, 2018). Partnership working therefore shares collaborative principles with person-centred care, yet differs by prioritising system integration rather than individual voice, while ethical judgement determines lawful and proportionate exchange Beresford, 2019).

2.c. Ethics
Ethics involves the application of moral principles to professional decision-making and is embedded within professional codes (Nursing and Midwifery Council, 2018) as well as legislation including the Mental Capacity Act 2005 and the Care Act 2014.
Balancing respect for autonomy with the duty to ensure safety is complex and often time consuming, particularly where safeguarding concerns arise. In contrast to person-centred care, which emphasises relational engagement, and partnership working, which emphasises coordination, ethics provides the analytical foundation that justifies action. Maslow’s (1943) hierarchy goes far to illustrates this tension, because when safety needs are compromised beneficence may appear to conflict with autonomy, yet unnecessary restriction may undermine esteem and dignity. The Mental Capacity Act 2005 protects the presumption of capacity and least restrictive practice, while the Care Act 2014 reinforces wellbeing and safeguarding responsibilities, and together they establish proportionality between autonomy and protection.
Using ethical reasoning as a reflective tool strengthens defensibility and transparency, ensuring that decision-making aligns with professional standards and statutory obligations while connecting person-centred values with partnership responsibilities through regulatory and balanced practice.




Task 2: Practical Examples of Concepts in Practice (Arlette Kanga’s experience).
3. a. Feeling
There have been multiple occasions where person-centred care, partnership working, and ethics have converged to create ethical dilemmas. Drawing from Robyn’s story (NHS England, 2019), similar themes are evident where personalised care planning required balancing autonomy, safeguarding and multi-agency coordination to improve outcomes. I once worked with an individual accessing community mental health services who presented with significant anxiety and had recently been made homeless. They were avoiding engagement despite identifiable safeguarding concerns. My feelings were mixed. I understood their fears about the shelter but knew I had a duty of care to ensure safety. Attempts to address concerns were met with resistance, and as the individual was legally consenting, intervention options were limited. Adding to this was frustration about lack of control, as partnership with housing and primary care was critical but delayed. Confidentiality is important; however, administrative approaches to information sharing can impede coordinated care. The Care Act 2014 (UK Government, 2014) reinforces duties around wellbeing and safeguarding, yet translating this into practice can be complex.
Maslow’s (1943) hierarchy of needs provides context, as without physiological stability and safety, engagement in care planning becomes secondary to survival. 
3. b. Evaluation
There were positive elements in the response. I invited the individual to meetings and ensured they had guidance before decisions were made. Explaining my role and checking their priorities reflects person-centred practice (McCormack and McCance, 2016) and aligns with personalised care principles demonstrated in Robyn’s story (NHS England, 2019), where shared decision-making strengthened outcomes. Partnering with other professionals reflected integrated care principles (Goodwin et al., 2025), ensuring holistiq consideration of need.
However, a strong focus on risk may have reduced space for the individual to express priorities. NHS England (2019) advocates shared decision-making, yet under pressure it can becomes easy to revert to protective rather than collaborative approaches. This illustrates the tension between autonomy and safeguarding within everyday practice. 
3. c. Analysis
The central ethical issue involved balancing autonomy with beneficence. The Mental Capacity Act 2005 (UK Government, 2005) provides guidance on capacity and least restrictive practice, while the Care Act 2014 (UK Government, 2014) reinforces safeguarding and wellbeing duties. In practice, reality does not always fit into legislative criteria. 
Maslow’s (1943) framework clarifies this tension, as compromised safety needs may necessitate protective intervention, yet unnecessary restriction risks undermining esteem and dignity. Therefore, ethics operates at the intersection of person-centred care and partnership working, ensuring decisions remain proportionate and defensible. Partnership theory suggests integration is essential for individuals with complex needs (Goodwin et al., 2025), as illustrated in Robyn’s story (NHS England, 2019), where coordinated support improved stability. However, partnership working extends beyond legislative reform such as the Health and Care Act 2022 (UK Government, 2022); trust and professional confidence remain crucial. Kälvemark et al. (2004) highlight that unresolved ethical uncertainty may result in moral distress, reinforcing the need for structured thinking. 
3. d. Action Plan
This experience highlights areas for professional development. A more structured ethical decision-making framework will strengthen justification in autonomy versus risk situations, explicitly aligning decisions with the Mental Capacity Act 2005 and Care Act 2014. Greater emphasis will be placed on co-production in line with personalised care guidance (NHS England, 2019), ensuring individuals define priorities before risk management takes over discussion. Supervision will be used analytically to explore ethically cases with ambiguity, reducing moral distress (Kälvemark et al., 2004).
Finally, confidence in multi-agency advocacy will be strengthened to support proportionate information sharing and effective partnership working (Goodwin et al., 2025). Balancing person-centred, collaborative and ethical principles remains challenging; however, integrating theory, legislation and reflective practice supports more accountable and integrated care.
To ensure measurable development, a structured plan with defined objectives, milestones and evaluation methods has been established for over a six-month period to support continuous professional growth.
Below i have attached a table to illustrate the plan.
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Task 3: Self-Reflection as a Health and Social Care Professional
Working as a health and social care professional within a UK community mental health setting has demonstrated how person-centred care, partnership working and ethics are not theoretical concepts but daily practical responsibilities. These principles shape decision-making, influence communication and determine how care is experienced by service users. Over time, it become clear that effective practice requires integrating legislation, professional standards and theory into routine interactions rather than applying them retrospectively. 
Person-centred care influences day-to-day practice by ensuring that individuals remain central to assessment, planning and review processes. McCormack and McCance (2016) describe person-centred practice as relational, emphasising shared decision-making and respect for lived experience. In practical terms, this means beginning meetings by clarifying what matters most to the individual rather than immediately focusing on organisational targets or risk documentation. The Care Act 2014 (UK Government, 2014) reinforces this approach by placing wellbeing, dignity and control at the centre of statutory responsibilities.
Maslow’s (1943) hierarchy of needs further shapes understanding of engagement in practice. When individuals present with housing instability, financial hardship or safeguarding concerns, it becomes evident that physiological and safety needs must be addressed before higher-level goals such as therapeutic engagement or recovery planning can be realistically pursued. Recognising this hierarchy has strengthened assessment processes by ensuring foundational needs are explored systematically. Without this awareness, there is a risk of misinterpreting disengagement as resistance rather than a response to unmet basic needs. 
Partnership working is equally influential in everyday activities. Mental health presentations are rarely isolated from social determinants such as housing, employment or physical health. Goodwin et al. (2025) argue that integrated care is essential for individuals with complex needs, and this aligns closely with community mental health practice. Coordinating with housing services, primary care and voluntary organisations ensures that interventions are not fragmented. The Health and Care Act 2022 (UK Government, 2022) promotes system integration, yet practical effectiveness depends on communication skills, clarity of roles and professional confidence.
However, partnership working also presents challenges, particularly around information governance and measured judgements. Ethical judgement becomes necessary when balancing confidentiality with safeguarding responsibilities. The Nursing and Midwifery Council (2018) Code requires professionals to prioritise people, practise effectively and preserve safety, and this can create tension where autonomy appears to conflict with perceived risk.
Ethics is central for both person-centred care and partnership working by providing the analytical framework through which decisions are justified. The Mental Capacity Act 2005 (UK Government, 2005) establishes the presumption of capacity and the principle of least restrictive practice, reinforcing respect for autonomy. At the same time, the Care Act 2014 (UK Government, 2014) have tanguble elements of safeguarding duties. Daily practice frequently involves navigating this intersection, particularly when individuals decline support despite observable vulnerability. Ethical reflection supports proportional decision-making and reduces reactive or defensive practice.
In terms of strengths, effective communication is a consistent asset. O’Hagan et al. (2014) emphasise that clarity, empathy and responsiveness improve patient outcomes, and these qualities support trust-building and engagement. Maintaining a calm and non-judgemental stance encourages openness and allows space for individuals to express fears or uncertainty. Additionally, a strong commitment to reflective practice aligns with Gibbs’ (1988) reflective cycle, enabling structured evaluation of complex encounters.
Another strength lies in valuing collaboration. Recognising that no single professional can meet all levels of Maslow’s hierarchy has reinforced commitment to partnership working. This perspective reduces siloed thinking and promotes holistic care planning.
Nevertheless, areas for improvement remain evident. Confidence in challenging multi-agency decisions requires further development, particularly when information sharing is delayed due to cautious interpretation of policy. Although legislation provides lawful frameworks, hesitation may stem from fear of making incorrect judgements. Banks (2020) argues that ethical competence requires moral courage as well as knowledge, suggesting that confidence must be developed through experience and supervision. Additionally, there is a tendency to prioritise risk management under organisational pressure, which may inadvertently narrow space for genuine co-production. Beresford (2019) highlights the importance of shared expertise and co-production in health and social care, yet achieving this without failue requires deliberate practice. Strengthening facilitation skills and embedding structured shared decision-making models would enhance person-centred implementation.
Future development will therefore focus on three key areas. First, deeper knowledge of legislation and its practical application will strengthen confidence in proportional decision-making, particularly regarding the Mental Capacity Act 2005 and safeguarding duties under the Care Act 2014. Second, structured ethical reflection models such as those described by Kälvemark et al. (2004) will be used more consistently in supervision to reduce moral distress and enhance analytical depth. Third, advanced training in multi-agency leadership and negotiation will support more assertive partnership engagement.
Professional growth will also involve ongoing engagement with policy developments, including NHS England (2019) personalised care guidance, which emphasices shared decision-making and strengths-based approaches. Aligning daily practice with these frameworks ensures that theoretical principles translate into measurable improvements in service user experience.
Ultimately, person-centred care, partnership working and ethics are interdependent rather than isolated competencies. Person-centred care ensures that dignity and autonomy remain central. Partnership working ensures that complex needs are addressed comprehensively. Ethics ensures that decisions are defensible, proportionate and aligned with both professional standards and legislation. Maslow’s hierarchy provides theoretical coherence, illustrating that foundational needs underpin meaningful recovery and engagement.
Through critical reflection, it becomes clear that professional growth requires ongoing alignment between values, theory and statutory duties. By strengthening confidence, enhancing collaborative skills and deepening ethical reasoning, practice can evolve toward more integrated, accountable and compassionate care.



Conclusion
Person-centred care, partnership working and ethics are interwoven aspects of competence in health and social care. Policies like the Care Act 2014, Mental Capacity Act 2005 and Health and Care Act 2022 mandate technical standards. But becoming and remaining a mindful practitioner means looking beyond what we have to do to considering why we do it. The challenges we face today; ethical dilemmas, audit trails, meeting quotas. Are the reasons many of us question our ability to practice compassionately. I would argue it is not having passion or integrity that leads to burnout, but failing to own our emotions and thoughts. By reflecting on my personal qualities and core competencies, I have uncovered why actively pursuing ethical, collaborative and person-centred care are non-negotiables in my professional journey. Greater intentionality through structured reflection, collaboration and continuously checking my biases helps me work toward integrated, accountable care for service users.




Reference
Banks, S. (2020) Ethics and values in social work. London: Bloomsbury Publishing.
Beresford, P. (2019) ‘Public participation in health and social care: exploring the co-production of knowledge’, Frontiers in Sociology, 3, p. 41.
Davy, L. (2019) ‘Between an ethic of care and an ethic of autonomy: negotiating relational autonomy, disability, and dependency’, Angelaki, 24(3), pp. 101–114.
Gibbs, G. (1988) Learning by doing: a guide to teaching and learning methods. Oxford: Further Education Unit.
Goodwin, N., Stein, V. and Amelung, V. (2025) ‘What is integrated care?’, in Handbook of integrated care. Cham: Springer Nature Switzerland, pp. 1–23.
Kälvemark, S., Höglund, A.T., Hansson, M.G., Westerholm, P. and Arnetz, B. (2004) ‘Living with conflicts—ethical dilemmas and moral distress in the health care system’, Social Science & Medicine, 58(6), pp. 1075–1084.
Maslow, A.H. (1943) ‘A theory of human motivation’, Psychological Review, 50(4), pp. 370–396.
McCormack, B. and McCance, T. (eds.) (2016) Person-centred practice in nursing and health care: theory and practice. Chichester: John Wiley & Sons.
NHS England (2019a) The NHS Long Term Plan. Available at: https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/ (Accessed: 5 February 2026).
NHS England (2019b) Robyn’s story. Available at: https://www.england.nhs.uk/personalisedcare/comprehensive-model/case-studies/robyns-story/ (Accessed: 6 February 2026).
Nursing and Midwifery Council (2018) The Code: Professional standards of practice and behaviour for nurses, midwives and nursing associates. Available at: https://www.nmc.org.uk/standards/code/ (Accessed: 4 February 2026).
O’Hagan, S., Manias, E., Elder, C., Pill, J., Woodward-Kron, R., McNamara, T., Webb, G. and McColl, G. (2014) ‘What counts as effective communication in nursing? Evidence from nurse educators’ and clinicians’ feedback on nurse interactions with simulated patients’, Journal of Advanced Nursing, 70(6), pp. 1344–1355.
UK Government (2005) Mental Capacity Act 2005. London: The Stationery Office. Available at: https://www.legislation.gov.uk/ukpga/2005/9/contents (Accessed: 4 February 2026).
UK Government (2014) Care Act 2014. London: The Stationery Office. Available at: https://www.legislation.gov.uk/ukpga/2014/23/contents (Accessed: 4 February 2026).
UK Government (2022) Health and Care Act 2022. London: The Stationery Office. Available at: https://www.legislation.gov.uk/ukpga/2022/31/contents (Accessed: 6 February 2026).


	
	
	



image.png
Development Strategic Key Strategies Duration | Evaluation Method
Priority Objective
Advanced Ethical | Strengthen Apply ethical framework | Month 1: Template for ethical | 6 months | Supervisor review +
Reasoning explicitly in documentation created audit of case notes
documentation - Present Month 3: Minimum 6
2 cases per month in documented reflective
supervision - Map rationales completed
decisions to legislation Month 6: Supervisor
(MCA 2005, Care Act feedback evidencing
2014) improved analytical depth
Co-Production & Embed shared Begin each meeting with Month 2: 80% of care 6 months Documentation audit +
Person- agenda-sefting | service-user reviews evidence shared reflective journal
Centred Practice | in all care priority mappin - Use agenda
planning reflective questioning Month 4: Service-user
meetings techniques - feedback collected
Record co-produced informally
goals Month 6: Review
engagement levels
Multi-Agency Increase Clarify lawful basis for Month 3: Deliver firstMDT | 6 months | Peer/manager
Advocacy & assertive and information sharing - lead discussion feedback + self-
[T proportionate Lead at least 2 Month evaluation
Confidence collaboration ‘multidisciplinary 5: Demonstrate confident
meetings - Develop challenge
concise case summaries | where appropriate
for partner agencies. Month 6: Peer feedback
collected
Reflective Transition from | Prepare structured case | Month 1: Introduce 6months | Supervision records +
Supervision as reactive analysis prior to structured supervision reflective review
Leadership supervision to supervision - template
Development analytical Identify value conflicts Month 4: Evidence reduced
supervision explicilly - Request critical | ethical uncertainty

feedback rather than

reassurance

Month 6: Supervisor
confirms growth in

‘autonomous judgement





