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[bookmark: _Toc215153003]Introduction
The foundation of quality health and social care in the United Kingdom depends heavily on three important principles: person-centred care, partnership working, and ethics. These principles are not separate ideas but are connected together to create a framework that guides professionals in delivering safe, effective, and compassionate care. This report reflects on three central principles of contemporary health and social care practice in the UK: person-centred care, partnership working and ethics. The aim is to show why these principles matter for quality and safety, to give a real-world example of how they are applied, and to consider my own development as a developing health and social care professional.
In this reflection, I will explore why these principles matter so much in UK health and social care practice, using relevant theories and professional guidelines to support my understanding. As a student entering this field, understanding these principles is essential for developing good professional practice and ensuring that service users receive the best possible care.
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[bookmark: _Toc215153004]Reflecting on Key Principles
[bookmark: _Toc215153005]Defining the three principles
Person-centred care places the individual at the heart of planning and delivery. It emphasises respect for each person’s values, preferences and needs, and aims to involve people as active partners in decisions about their care (McCormack & McCance, 2010). In practical terms this means listening, tailoring care to each person and supporting choice.
Partnership working means different staff, agencies, families and service users working together to deliver coordinated care. It stresses clear communication, shared goals and mutual respect between professionals and with the people they serve (Glasby & Dickinson, 2014). Partnership is required across organisational boundaries: for example, between primary care, social services and third-sector organisations.
Ethics in health and social care relates to moral principles that guide decisions and behaviour. Common ethical principles are autonomy (respecting the person’s choices), beneficence (doing good), non-maleficence (avoiding harm) and justice (fairness). Codes of professional conduct and legal frameworks translate these principles into practice (Beauchamp & Childress, 2013).
[bookmark: _Toc215153006]How these principles support quality of care
Person-centred care improves outcomes because it aligns services to individual needs and encourages engagement. When someone feels heard and involved they are more likely to follow plans and to report better satisfaction (McCormack & McCance, 2010). Partnership working reduces gaps and duplication in care; coordinated plans are safer and more efficient, especially when a person has complex needs that cross health and social care boundaries (Glasby & Dickinson, 2014). Ethics underpins trust and legitimacy: patients and service users need confidence that professionals act in their best interests and respect rights such as privacy and informed consent (NMC, 2018).
[bookmark: _Toc215153007]The theoretical foundations
Maslow’s Hierarchy of Needs (Maslow, 1943) helps explain person-centred care. The model reminds us that basic physical needs must be satisfied before higher needs like dignity, belonging and self-actualisation are addressed. Practically, this means meeting nutrition, pain control and safety needs first, then supporting emotional and social needs that contribute to well-being.
Ethical frameworks such as Beauchamp and Childress’s four principles give a clear structure for ethical decision-making: autonomy, beneficence, non-maleficence and justice (Beauchamp & Childress, 2013). Applying these helps staff balance competing demands — for example, when a person’s choice may involve risk.
Teamwork and communication theories (for example Tuckman’s stages of team development or principles of interprofessional collaboration) show how effective teams form, share information and make joint decisions (Tuckman, 1965; Reeves et al., 2017). Good communication techniques — active listening, closed-loop communication, clear handovers — are central to partnership working.
[bookmark: _Toc215153008]Interconnection between the principles
These principles are not separate silos. Person-centred care relies on partnership working: to meet an individual’s needs often requires information and coordinated action from nurses, doctors, social workers and carers. Ethics is woven through both: ethical practice requires respect for autonomy when planning person-centred care, and it requires fairness and transparency in partnerships so that decisions are just and accountable.
For instance, a care plan that honours a person’s wish to remain at home (person-centred) will need coordinated input from community nursing, social care and family carers (partnership working) and must consider safety and consent (ethics). Conversely, partnership without a person-centred focus risks becoming a professionally-led plan that neglects the individual’s preferences.
[bookmark: _Toc215153009]Why these principles are essential
Together these principles support professionalism, equality and safety. They ensure that care is respectful and responsive, that services are coordinated and that decisions are defensible and rights-based. The regulatory landscape in the UK reflects this: standards from the Nursing and Midwifery Council (NMC), the Care Quality Commission (CQC) and statutory acts emphasise dignity, partnership, and ethical conduct (NMC, 2018; CQC, 2016; Department of Health and Social Care, 2014). Maintaining these principles helps to prevent harm, reduce inequalities and maintain public trust.
Summary: Person-centred care, partnership working and ethics are mutually reinforcing. Used together, they create safer, more respectful and effective health and social care practice.
[bookmark: _Toc215153010]Context and setting
The following example is drawn from a clinical placement in a community nursing team working with older adults. The case involves an 82-year-old person (here called “the service user”) who lives alone with early dementia and recurrent urinary tract infections. This setting required coordination between the community nursing service, the GP, social services and family members.
[bookmark: _Toc215153011]
How person-centred care was applied
The team began by listening to the service user’s priorities. Although cognitive impairment was present, the person expressed a clear wish to remain at home rather than move into residential care. Staff used simple language and pictures to check understanding and involved a close family member as an advocate, while ensuring the service user’s voice remained central. Care plans were written in the person’s own words where possible, and daily routines were adapted to respect lifelong habits such as preferred meal times.
Maslow’s model was useful here: the team ensured safety (falls risk assessment, medication review) and physiological needs (hydration and nutrition) before addressing emotional needs (social contact, meaningful activities). Person-centred adjustments led to a reduction in agitation and greater cooperation with care tasks.
[bookmark: _Toc215153012]How partnership working was applied
Partnership working was central. The community nurse coordinated a multi-disciplinary meeting with the GP, a social worker, the district physiotherapist and the family. Each professional contributed specific knowledge: the GP reviewed antibiotics and co-morbidities; the physiotherapist assessed mobility and suggested simple exercises; social services assessed eligibility for a reablement package; the family offered daily support and observations.
Communication tools supported the partnership: a shared electronic care plan and regular phone updates ensured everyone had the same information. The team agreed clear roles, a single point of contact for the family and a schedule for review. This reduced fragmentation and made responses faster when the service user’s condition changed.
[bookmark: _Toc215153013]Ethical considerations
Several ethical issues arose. First, the person’s capacity fluctuated; the team used the Mental Capacity Act 2005 principles to assess decision-making and document best interests when needed (HM Government, 2005). Second, confidentiality was carefully managed: information was shared only with those directly involved in care and with the person’s consent where possible. Third, respect for autonomy was prioritised: attempts were made to present options and explain consequences, rather than simply imposing decisions.
Balancing risk and autonomy was particularly important. The team recognised the person could choose to remain at home with some increased risk. A best interests meeting clarified how to support this choice while mitigating harm (e.g., a new home sensor and increased visiting support).
[bookmark: _Toc215153014]Legal and policy links
Practice aligned with the Care Act 2014, which emphasises wellbeing, prevention and personalisation of care (Department of Health and Social Care, 2014). The Mental Capacity Act 2005 provided a legal framework for capacity assessment and surrogate decisions (HM Government, 2005). Professional guidance such as the NMC Code emphasised dignity, consent and effective partnership with families (NMC, 2018).
[bookmark: _Toc215153015]Impact and evaluation
Applying these principles improved outcomes. The service user experienced fewer hospital admissions, reported feeling heard, and maintained independence for longer. Family members reported clearer communication and less stress. Professionally, the team observed better morale and fewer duplicated visits.
However, challenges included limited resources (shortage of domiciliary care hours), occasional delays in information sharing when IT systems were incompatible, and the emotional strain on family carers. The team identified areas for improvement: a clearer escalation plan for acute deterioration, more training on capacity assessments, and improved IT interoperability.
[bookmark: _Toc215153016]Lessons learned
This example shows how person-centred care, partnership working and ethics combine to support safe, dignified care. Person-centred approaches kept the service user’s preferences central. Partnership working brought complementary skills together. Ethical frameworks and legal standards guided difficult decisions about risk and capacity. The main lesson is that these principles are practical and essential, but they need organisational support — time, IT and resources — to be fully realised.

[bookmark: _Toc215153017]Personal Reflection as a Developing Professional 
I am a student on placement within a community nursing team. My work includes visits to older people, supporting wound care and medication reviews, and participating in multi-disciplinary meetings. As someone still learning, I aim to develop practical skills and professional judgement guided by person-centred care, partnership working and ethical practice.
[bookmark: _Toc215153018]Using a reflective model: Gibbs’ Cycle
I will use Gibbs’ Reflective Cycle (1988) to structure this reflection: description, feelings, evaluation, analysis, conclusion and action plan.
[bookmark: _Toc215153019]Description
On placement I cared for the service user described above. My tasks included observing hydration, helping with wound dressing under supervision and communicating changes to the community nurse. I also participated in the multi-disciplinary meeting.
[bookmark: _Toc215153020]Feelings
Initially I felt anxious about communicating with a person with dementia and worried about saying the wrong thing. I was concerned about respecting their wishes while ensuring safety. After the team meeting I felt more confident because roles were clear and I had a mentor to debrief with.
[bookmark: _Toc215153021]Evaluation — what went well and less well
What went well:
· I practised person-centred communication skills, using simple language and checking understanding.
· I observed effective partnership working, which helped me understand different professional roles.
· Ethical practice was modelled by senior staff, especially around capacity assessment.
What went less well:
· I sometimes struggled to document observations concisely in the electronic record.
· I felt unsure about how to lead a family conversation about risks; I tended to defer to senior staff.
· Time pressures made some visits feel rushed, limiting opportunities for reflective discussion with the team.
[bookmark: _Toc215153022]Analysis — learning from theory and standards
My experience confirms that Maslow’s ideas are helpful: basic needs (hydration, safety) must be met for higher-order wellbeing (dignity, social engagement). I saw how ethical principles are not abstract: they guide concrete choices about consent and confidentiality (Beauchamp & Childress, 2013).
The NMC Code and CQC expectations provided standards to measure the care against; their presence gave me confidence that there is an external framework supporting good practice (NMC, 2018; CQC, 2016). The Mental Capacity Act also showed me that assessment and documentation are crucial to justify decisions that limit autonomy (HM Government, 2005).
From teamwork theory I appreciated that clear roles and communication tools (shared care plans, scheduled calls) reduced confusion and improved safety (Reeves et al., 2017). This reinforced my belief that partnership working is a skill to develop, not just an organisational arrangement.
[bookmark: _Toc215153023]Conclusion — what I learned
I learned that:
· Person-centred care requires active listening and small practical adjustments that respect the person’s routines.
· Partnership working needs deliberate coordination and shared documentation; it is crucial for complex cases.
· Ethical practice is part of everyday decisions, not only major dilemmas; careful documentation and use of frameworks (MCA, NMC Code) protect both service users and professionals.
I also recognised personal gaps: I need to improve confidence in family conversations, skill in capacity assessment and clarity in record keeping.
Action plan — steps to develop (linked to standards and CPD)
1. Training on capacity and consent.
I will attend a formal workshop on the Mental Capacity Act within six months, focusing on assessment tools and best interests documentation. This is aligned with HCPC and NMC expectations for competence in ethical and legal duties (HCPC, 2017; NMC, 2018).
2. Communication skills development.
I will complete at least two CPD modules on difficult conversations and motivational interviewing to improve shared decision-making. I will practise role-plays with peers and ask for observed feedback from my mentor.
3. Record-keeping practice.
I will set a personal learning goal to improve concise, accurate electronic notes by using a template for structured observations (e.g., SBAR — Situation, Background, Assessment, Recommendation). I will request feedback on my notes weekly from my supervisor for two months.
4. Supervision and reflective practice.
I will seek regular supervision and arrange a bi-weekly reflective session with a mentor to discuss cases and emotional responses. This aligns with professional expectations to engage in reflective practice (NMC, 2018).
5. Interprofessional learning.
I will attend at least one interprofessional meeting per month and volunteer to prepare a short update on a case to develop coordination and presentation skills. This supports partnership working and understanding of other roles.
6. Risk management and escalation.
I will study local escalation protocols and practice applying them in simulated scenarios to build confidence in recognising and responding to deterioration.
Timescale and measures of success: Within six months I aim to independently lead one family meeting with supervision, demonstrate accurate capacity notes in three consecutive records, and receive positive feedback on communication from my mentor.
Relating development to professional standards
These actions link to the NMC Code (professional competence, communication and record keeping), HCPC standards (proficiency and continuing professional development) and CQC KLOEs (safe, effective, caring, responsive, well-led). Demonstrating improved skills will show alignment with regulatory expectations and will support career progression.
Reflection on ethical growth and professional identity
Through practice I have come to see ethics not just as rules but as habits: asking for consent, protecting confidentiality, and being honest about limits. These habits build trust and shape how I want to be seen as a professional — someone who respects autonomy, communicates clearly and works collaboratively.
I now appreciate that being person-centred sometimes requires advocating for a person’s wishes within systems that favour efficiency. Partnership working is not just logistical; it is a professional attitude of mutual respect and shared responsibility. Maintaining this attitude will be an ongoing part of my identity as a health or social care worker.
Final summary of Task 3
In short, the three principles — person-centred care, partnership working and ethics — are central to my daily practice and to my professional development. I have identified clear areas for improvement and an action plan. By following this plan and using reflective practice, I expect to become more confident, effective and ethically grounded in my future work.
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Conclusion 
This report has shown why person-centred care, partnership working and ethics are essential in UK health and social care. Theory and legislation provide clear frameworks, but practice requires time, communication and resources. The real-world example demonstrated positive outcomes from combining these principles, while my personal reflection identified steps to grow as a practitioner. Sustained attention to these principles will improve care quality and shape a professional identity that respects dignity, coordinates support and acts ethically.
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