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Demonstrating Understanding of Key Principles

Person-centred care, integrated network team working, and ethical practice are like the three legs of a table holding up the whole idea of modern health and social care in the UK. They’re written into laws, codes, and all those organisational policies that try to make sure care is done properly, respectfully, and in a way that actually fits the person, not just the system. But even though they sound clear on paper, in real life, it’s messy, it’s layered, and sometimes people don’t even agree on what “person-centred” really means. Implementation isn’t just ticking boxes; it’s more like constant negotiation that needs a lot of critical thinking and patience.

Person-centred care basically means putting the person first, not the process. It’s about what matters to them—their values, their choices, their stories. The Care Act 2014 tries to make that real by talking about wellbeing, dignity, independence, and choice, which sounds simple but isn’t. It’s supposed to move away from that old “we know best” attitude, but that shift doesn’t always land right. Staff are rushed, paperwork piles up, and sometimes there’s barely time to look someone in the eye. So care becomes a checklist instead of a conversation, and that’s not what it’s meant to be, not really.

Maslow’s hierarchy of needs helps explain the idea, kind of. It says people have layers of needs, from basic survival to feeling fulfilled (Maslow, 1943). But critics like Tay and Diener (2011) say it’s too rigid, too Western, maybe, because real life doesn’t follow a pyramid. People’s needs overlap, they loop back, and they contradict each other. So person-centred care can’t just follow a model—it has to bend, to adapt, to listen differently each time. Theory helps, but it doesn’t always fit the person sitting in front of you.

Partnership working is another big piece. It’s about professionals, families, organisations, everyone linking up to make care smoother and less fragmented. The Health and Care Act 2022 pushes this through Integrated Care Systems, which are supposed to make communication better and stop people from falling through the cracks. When it works, it feels joined-up, like everyone’s rowing in the same direction.

But it doesn’t always work. Different job roles, clashing communication styles, and even tiny cultural habits can mess up collaboration (Glasby and Dickinson, 2014). And power—there’s always that. Service users might be “included” but not really listened to. So what’s needed is honest talk, respect, and shared responsibility, though that’s easier said than done.

Ethical practice ties it all together. Those principles—autonomy, beneficence, non-maleficence, justice (Beauchamp and Childress, 2019)—sound tidy but collide in real life. Supporting someone’s choice might mean letting them take a risk, and that can weigh heavily on professionals who also have a duty to protect. It’s a balancing act, sometimes a moral tug-of-war. In the end, these three—person-centred care, partnership working, and ethics—aren’t separate boxes. They overlap, they depend on each other, and they only really work when people apply them with thought, flexibility, and a bit of humanity in the middle of all the chaos.
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A practical illustration of person-centred care,  INT working, and ethical practice can be seen in a mental health support case of an adult living with moderate depression and anxiety. The person was already getting community help like counselling and medicine reviews, but still felt alone, unmotivated, and struggled to keep up with daily things like cooking or even showering sometimes. Their sense of what it meant to feel “normal” kept changing; sometimes they said they felt fine, other times not at all, which kind of shows how recovery in mental health isn’t a straight line but more like a wave that keeps folding back on itself (Slade, 2009).

Person-centred care came through in how the person helped shape their own care plan, not just being told what to do. Instead of a one-size-fits-all method, the professionals kept talking with them, trying to actually hear what they wanted and what they could manage. One main goal was to go back to part-time work, to feel useful again, or maybe just to see people. So the plan added small steps—like setting a daily rhythm, joining light social things, even short walks. This fits the idea of person-centred care that values autonomy, dignity, and empowerment (Rogers, 1951; NHS England, 2019). But moods kept shifting, motivation dipped, and sometimes they didn’t show up, which made it clear that person-centred care isn’t a checklist, it’s more like a living thing that needs to bend and adjust all the time (McCormack and McCance, 2017).

Integrated network team working was also a big part of it, maybe even the backbone. A team of people—mental health nurses, GPs, counsellors, and social workers—all tried to pull together to meet the person’s mental, physical, and social needs. Family helped too, giving emotional backup when things got rough. That kind of teamwork mirrors what the Health and Care Act 2022 talks about, the idea of joined-up care instead of everyone working in their own corner. Still, there were bumps, like professionals not always agreeing or missing each other’s updates, which messed with the flow. These things, as Foronda et al. (2016) mention, can really block proper teamwork and break continuity.

Ethical practice stayed at the centre, circling autonomy, beneficence, non-maleficence, and confidentiality. The person made their own choices, even when professionals disagreed, showing respect for autonomy (Beauchamp and Childress, 2019). Yet the team still had to protect well-being and avoid harm, which sometimes clashed. Keeping things private was crucial, in line with the Nursing and Midwifery Council (2018) standards. Family wanted more say, though, so balancing privacy with their support became tricky.

In the end, the case shows how messy and layered mental health care can be. The core ideas—person-centredness, teamwork, ethics—sound simple, but in real life they twist around each other. So good practice means staying flexible, thinking critically, and constantly juggling what the person wants with what professionals think is right.
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Description

This reflection is based on a scenario involving an adult experiencing moderate depression and anxiety who was receiving community-based mental health support. The individual faced ongoing challenges, like low motivation and social isolation, and even simple daily routines felt heavy, almost insurmountable at times. Their idea of what it meant to feel “normal” didn’t stay the same—it moved around, changed shape, like something that couldn’t be pinned down. Recovery, I realised, isn’t a straight road but more like a circle that sometimes folds back on itself (Slade, 2009).

A multidisciplinary team—mental health nurses, a GP, a counsellor, and a social worker—was all part of the support web. The care was meant to be person-centred, and the individual did take part in shaping their care plan, especially around their wish to go back to part-time work. But their motivation kept rising and falling, and when that happened, the whole plan seemed to wobble too, like the structure couldn’t quite hold steady.

Partnership working showed up in the way professionals and family members tried to coordinate, though sometimes messages got tangled, and things didn’t line up. There were also ethical knots, especially when the person refused certain help. It was tricky—how do you respect someone’s right to choose while also worrying they might slip further into harm (Beauchamp and Childress, 2019)? It felt like walking a line that kept moving. Altogether, the situation made clear how tangled it can get when you try to hold person-centred care, teamwork, and ethics all at once inside the same mental health space.
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Feelings

Initially, I thought helping this person would be fairly simple since there was already a plan and a team. However, as things went on, I started to feel unsure, even uneasy, about how to respond when their engagement kept shifting, sometimes high, sometimes almost gone. I felt a kind of inner tug-of-war when they pulled away from support, but still said they wanted to get better. One part of me wanted to respect their independence, their right to decide. Another part worried that stepping back too much might let things get worse, that I’d somehow be failing to protect their well-being. It was like being stuck between two rights that didn’t agree.

These moments made me see that mental health work isn’t just about following procedures. It’s emotional, messy, and full of grey areas. Decision-making doesn’t always feel logical—it’s more like balancing on uncertainty, trying to do the right thing while not always knowing what that is.

[bookmark: _Toc225721507]Evaluation

There were strengths in how the care unfolded. The focus on person-centred practice meant the person’s own goals and preferences were given weight, which supported dignity and a sense of control (Rogers, 1951; McCormack and McCance, 2017). That approach built some trust, even if the engagement came and went. The integrated network team helped, too. Having different professionals involved gave a fuller picture of what the person needed. Family support added another layer of encouragement, though sometimes it also complicated things when opinions clashed.
Still, there were problems. Communication gaps between professionals can sometimes confuse, and that could easily slow progress. The limits of time and service capacity meant some conversations were rushed or skipped altogether. These are not rare problems—they echo what happens in many healthcare teams (Foronda et al., 2016). It’s strange how something meant to be “joined-up” can still feel so divided. So, while the main principles were there in theory, in practice, they didn’t always fit together neatly.

[bookmark: _Toc225721508]Analysis

Looking at this through theory and policy gives more shape to what happened. Rogers (1951) talked about understanding people from their own point of view, and that really fits here. The person’s idea of “normal” kept changing, which showed how care has to bend and move with them, not the other way around.

Maslow’s hierarchy of needs says safety comes before independence (Maslow, 1943), but this case didn’t quite fit that ladder. The person valued autonomy even when it made them less safe, which supports the idea that needs don’t always follow a strict order—they shift depending on context (Tay and Diener, 2011). Sometimes freedom feels like the first need, not the last. Policy-wise, the Health and Care Act 2022 encourages joined-up working across services, and that was visible here in the multidisciplinary approach. Yet the reality didn’t always match the policy’s neat diagrams—communication still broke down, and the “integration” felt partial.

Ethically, the situation was a balancing act between autonomy, beneficence, and non-maleficence (Beauchamp and Childress, 2019). Respecting choice mattered, but so did preventing harm. There’s no formula for that balance—it’s more like a judgment call that shifts with every conversation. Sometimes it felt like whichever way you turned, something important was being compromised.
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Conclusion

This reflection deepened my sense of how complicated it is to apply person-centred care, teamwork, and ethics all at once in mental health practice. It showed me these ideas don’t always sit comfortably together—they overlap, sometimes clash, and need constant adjustment.
I’ve learned that good care isn’t about following a fixed plan but about staying flexible, thinking critically, and being okay with uncertainty. It also depends on recognising how wider systems—policies, resources, team pressures—shape what’s possible in individual care. Sometimes the system itself feels like another patient that needs attention. Ultimately, this experience reminded me why reflection matters: it’s the only way to keep learning how to care better, even when the answers aren’t clear.
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Action Plan

To improve my practice, I plan to work on how I communicate, especially with people whose mental health makes engagement unpredictable. This means really listening, not just hearing, and adjusting how I speak depending on what the person can manage that day. I also want to get stronger in ethical decision-making by revisiting frameworks and thinking through difficult cases. That should help me when autonomy and safety pull in opposite directions, which they often do.
[bookmark: _Toc225721511]Another focus will be on teamwork—getting better at sharing information, asking questions when I’m unsure, and not assuming others already know what I know. Sometimes the smallest clarification can prevent a big misunderstanding. I’ll keep updating myself on policies and professional standards, like those from the Nursing and Midwifery Council (2018) and the Health and Care Professions Council, so I stay aligned with what’s expected in practice, or at least close enough. Finally, I’ll keep reflecting, learning, and developing—because growth in this field never really stops, it just changes shape like the people we care for.


Conclusion 

Health and social care practice isn’t something still or simple; it keeps bending around the messy edges of real life. Ideas like person-centred care or partnership working, they don’t stay in neat boxes; they kind of mix and bump into each other, and sometimes you just have to decide what feels right in that moment, not just what the rulebook whispers. It’s not always clear; sometimes it’s confusing, actually, but that’s how it really works in practice.
This reflection sort of shows that good care isn’t about being flawless, it’s about walking 
through the fog with some sense of duty and a moral compass that sometimes shakes. These
 ideas, or principles, don’t lock you in—they move with you, they bend when things get strange 
and still remind you to stay kind, to think, to act like a human even when the situation feels too 
heavy or too unpredictable.
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