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While defining person-centred care, Coulter and Oldham (2016) claimed that it refers to treating patients as individuals and equal partners in the act of healing through coordinated and personalised means. On this note, the philosophy of person-centred care emphasises individuals and their abilities, rather than their conditions or weaknesses. This care approach strongly aligns with Maslow’s hierarchy of needs theory that prioritises meeting basic needs, like physiological or safety-related requirements, first before focusing on higher psychological demands (Poirier and Devraj, 2019). In this sense, the healthcare practitioners need to address lower health needs and later must consider supporting a sense of belonging and empowerment to satisfy the esteem and self-actualisation needs of patients. The relevance can be more effectively understood through the legislative implementation of the Care Act 2014, which operates with the well-being principle that outlines a statutory duty for local authorities to promote a holistic care plan by maximising the involvement of individuals in the assessment and delivery of care (GOV.UK, 2016). This act by prioritising the strength-based approach also underpins valuing the abilities, feelings, and aspirations, and not merely their deficits. This indicates the significance of a person-centred care approach in planning and delivering high-quality health and social care by meeting legislative requirements.   
In the UK care context, partnership working refers to the deliberate coordination between professionals and agencies to deliver a more planned person-centred support. As claimed by Glasby (2017), conceptually, partnership working strongly considers developing a ‘joined up’ response among different health and social care experts and organisations to facilitate a more prompt and efficient holistic care delivery. The Health and Care Act 2022 is a foundational legal context to understand this concept. This act stresses establishing Integrated Care Boards (ICBs) and Partnerships (ICPs) that push NHS, local councils and voluntary groups to work collaboratively to improve the discharge and community support facilities (Legislation.gov.uk, n.d.). This multilevel cooperation strongly reflects the ‘mesosystem’ concept under Bronfenbrenner’s ecological systems theory by highlighting how two microsystems, for instance, a patient’s family and their GP, interact constantly. As Kern et al. (2024) claimed, when services are planned jointly, the issues, like gaps or duplication, are reduced. Therefore, this approach ensures better care and safety.   
Ethics offer a stronger moral framework to guide person-centred and collaborative care in the UK health and social care context. Here, four ethical principles, known as beneficence, non-maleficence, autonomy, and justice, are widely recognised as guiding factors in allied care practices (McLean, 2021). Autonomy refers to respecting the individual choices of patients, and beneficence and non-maleficence require healthcare practitioners to work collaboratively in line with the best interests of patients. Justice demands the facilitation of non-discriminatory and fair practices in care delivery, which is also codified through relevant codes of conduct, such as HCPC or even legislation, like the Equality Act 2010. Ethical practices also demand the protection of patients’ dignity and confidentiality through all means (Shelat, 2025). These ethical requirements, thus, altogether ensure the delivered care is effective and, at the same time, is right-based and just.
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A practical example of person-centred care, ethical practice, and partnership working can be mentioned through one of my real personal experiences in a UK-based health and social care setting. As a voluntary community worker, there, I was involved in supporting the care and discharge planning of an older individual whom I admitted to the hospital after a fall that reduced his mobility. The individual also lived alone and had the symptoms of mild cognitive impairment. I also noticed that the patient had a close family member who offered him informal support. For confidentiality purposes, here no names of the patients or other people have been mentioned. To deliver effective care, at the very beginning, a multidisciplinary (MDT) team was formed at the hospital. I witnessed how nurses, occupational therapists, doctors, and a physiotherapist included me as well as the patient in the whole care planning. In line with the views of Riste et al. (2018), I understood that the adopted strategy was in line with the principles of the person-centred approach. Instead of merely focusing on the medical conditions of the patients, the professionals as a team went on investigating the personal preferences, home environment, and even the daily routines and future goals of the patients. It had also been explored during the discussion that the patient strongly wished to go back to his home and did not want to be relocated to any residential care. I think, in line with the philosophy of person-centred care, such an approach to prioritise the feelings and wishes of the patient strongly contributed to his overall well-being. 
Furthermore, I practically witnessed how partnership working contributed to an effective discharge process. The MDT held regular meetings to share relevant information about the patient’s care, or even they jointly assessed the risks after his discharge. The occupational therapist, for instance, assessed the home environment and recommended relevant adaptations, and the physiotherapist identified several rehabilitation strategies to improve his mobility. I had been involved in the whole process of informing all the information to the close family member of the patient. There, I witnessed how integrated work practices between professionals improve communication while planning and delivering care, which, as per Pradelli et al. (2025), helps reduce misunderstandings or duplications to deliver high-quality services on time. This situation also reflected several ethical considerations, as I identified. The MDT repeatedly identified the potential risks for the patient after returning home, where he stayed alone. However, the patient had the mental capacity to make decisions related to his future care. If seen from the Mental Capacity Act, 2005, it requires practitioners to support individuals to make decisions unless their incapabilities are proven (NHS, n.d.). I observed how the team, instead of discarding the wishes of the patient, discussed the possible risks and developed a risk management plan by outlining the necessary support mechanisms to promote utmost safety for the patient even after his discharge. This ethical approach also ensured the maintenance of the independence of the patient while the practitioners disclosed all information regarding the patient only to associated people into the care planning. This again ensured the maintenance of the ethical principles related to the patient’s dignity and confidentiality to meet all legal and ethical responsibilities.       
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Considering the experience of mine, a critical reflective analysis has been done here to assess the contribution of the identified principles in shaping my professional growth. I have used the Gibbs reflective model here, which, according to Ocampo et al. (2025), allows a systematic reflection through six stages and outlines scope for future actions for necessary improvements.
Description: As the personal example mentioned, I participated in the event as a voluntary community worker. I was actively involved in the hospital discharge plan for an elderly patient with multiple needs who was admitted to the hospital after a fall and faced mobility issues. The patient also had mild dementia. The discharge planning, as I mentioned in the earlier section, included an MDT setup and together we created a home support plan as he wished not to be relocated to any residential care. After admitting the patient to the hospital by contacting his close relative, we went through regular discussions. During discharge, again, we had to conduct a joint risk assessment by prioritising the patient’s wish to return to his own home. The hospital staff outlined the nursing needs, and the physiotherapist decided on the short-term orthopaedic care post-discharge. As a community worker, I went through a detailed discussion with the occupational therapist regarding the home adaptation and the daily activities of the patient, such as grocery deliveries. The discussion also included the close relative of the patient to explain alternative options, and he also agreed to the patient's preferences.  
Feelings: At the initial level, I had mixed feelings of being empathetic as well as optimistic. When I noticed the patient was anxious to return to his home, I requested the MDT team to respect his wish. After seeing how the team prioritised the patient’s preference and valued my words by taking swift actions, I felt highly confident. However, when I noticed multiple practitioners were involved in the care and discharge planning, I felt a bit confused regarding how far the autonomy of the patient as well as his confidentiality, could be ensured. With time, I received professional satisfaction after seeing the level of active communication and coordination among the practitioners involved. 
Evaluation: We strongly adhered to a person-centred care approach by actively engaging the patient in care planning. As Santana et al. (2018) claimed, a person-centred care approach must recognise the strengths and preferences of a patient, and it must be facilitated through coordinated support by maintaining the dignity and respect of the patient. In a similar strain, we regularly asked about the food preferences, daily routines, or hobbies of the patient, even which chair he liked the most. This aligned with the principle of the Care Act 2014 that requires planning around the person (Pearson and Ridley, 2017). The MDT meetings also exemplified partnership working where the voices of every member were heard, which I believe significantly helped reduce the gaps in the care delivery. In terms of ethical requirements, obtaining informed consent from the patient and respecting his preference, along with informing his family member about post-discharge risks, were in line with the principles of confidentiality, autonomy, and non-maleficence. However, I feel that the coordination had some limitations. For instance, in one meeting, the occupational therapist was late, which postponed the entire schedule, and regarding the use of some informal communication channels, like WhatsApp. From the ethical perspective, I also wondered how far the mental capacity of the patient was accurately assessed. The dementia level was determined based on the family report without a formal assessment, which could have been done as per the Mental Capacity Act 2005 to ensure legal documentation. 
Analysis: This experience can be better analysed through Maslow’s hierarchy of needs theory. For the patient, we addressed his basic physiological and safety needs, say for instance, arranging meals or mobility aids, and installing grab bars etc., and started to address his social needs by connecting him to his close relative and other neighbours. After securing his immediate needs, we focused on fulfilling his personal goals, which he mentioned, such as his desire to spend time with his grandchildren. In the MDT meeting, the relative also appreciated us for making the patient ‘to do for himself’ rather than developing a feeling of being helpless. I, therefore, feel we were able to reach the self-esteem level, as had we not offered those supports, the patient might have experienced anxiety or depression that could delay his recovery. Also, from the perspective of the code of conduct, we strictly followed to the HCPC guideline of taking informed consent and allowing the patient to make informed decisions. The execution of post-discharge risk assessment and the inclusion of the patient’s wishes in the care plan further enabled us to meet the ethical principles of maleficence and autonomy. So, in respect to this experience, while analysing my strengths, I found myself to be an empathetic individual with moderate communicative competence. However, I need to improve my legal and ethical skills, such as conducting effective capacity assessment, which is extremely crucial for modern health and social care professionals. 
From this experience, I have learnt that the embodiment of person-centred care, partnership, and ethics is highly required to deliver high-quality and safe care, although it depends on both good intention as well as deliberate actions. This experience significantly informed me how to listen to and respect patients’ voices within a care setting and the need to effectively coordinate and communicate with associated professionals. I still feel that I need to be more vigilant in the application of legal practices to establish myself as an ethical practitioner. 
Action plan: To reach the improvements, an action plan has been developed below. 
	Development area
	Actions
	Resources required
	Timeline

	Developing legal and ethical skills 
	· Attend a workshop on the Mental Capacity Act and advocacy practices 
· Improve my understanding of Care Act duties on consent and rights. 
	· GMC/NMC eLearning on MCA
· Good Practice Flowcharts 
	Aug 2026 - November 2026



2

	Improving my communication and person-centred skills
	· Complete CPD module on shared decision-making and accessible communication (e.g. using “EasyRead” materials for dementia). 
	· Online courses
	Within Oct 2026

	Enhancing my partnership practice abilities
	· Participating in an internship in a care setting
· Shadow a senior multi-disciplinary discharge coordinator for one week to learn coordination and information-sharing strategies 
	· Human support 
· Supervisor feedback 
	By Feb 2027


Table 1: Action plan
(Source: Self-made)
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In conclusion, I have learnt how person-centred care, partnership working and ethics stand as a foundational triad to deliver high-quality care in the UK context. The reflective analysis also enabled me to explore how theoretical principles, legal guidelines, and professional codes shape care practices by ensuring better collaboration among professionals. Based on this reflection, I have also outlined my current limitations, which I believe I can overcome through the action plan developed.  
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