2


The ethics of care as a concept underpinning person-centred care.



Student’s Name : Huma zafar 

Student Id : 2324433

Lecturer Name : DR Itse Olaoye

























Table of Contents
Introduction	2
Ethics of Care to Critiques and Responses	2
Health and Social Care Policy and Practice, Including Problems	5
Policy and Practice Recommendations.	8
Conclusion	8
References	9
























[bookmark: _Toc216095644]Introduction
Person-centered care involves making values, relationships and context of the individual the central component of health and social care delivery. The ethics of care offers its moral basis by focusing on the elements of interdependence, attention, responsibility, ability, responsiveness and solidarity. This relational model has criticized the supremacy of individualistic and market-based approaches. The essay is a critical evaluation of the ethics of care, its primary criticisms and counterarguments, its use in modern health and social care policy and practice and related issues, as well as providing evidence-based suggestions.
[bookmark: _Toc216095645]Ethics of Care to Critiques and Responses 
The ethics of care was developed as the feminist theory of morality in the first half of 1980s and it has become one of the most important theories of person-based health and social care. The theory was first stated by Gilligan (1982) who criticised Kohlberg on his stages of moral development based on justice by stating that women usually use a different voice which focuses on relationships, sensitivity to situations and responsibility to others instead of general rules and rights. The realization displaced the moral philosophy of abstract impartiality in favor of the moral reasoning of situations. Adding on the contributions of Gilligan, Noddings (1984) defined caring as an ethical relationship that is immersive and where the carer is receptively responsive to the needs of the cared one and acts out of a motivation of genuine concern rather than of an obligation on its own. Noddings emphasized that genuine care needs both emotional and practical competency, and she first defined the obligatory care in terms of intimate or chosen relations.
A turning point was reached when Tronto (Tronto 1993) politicised the theory by creating four phases of care with four interrelated steps; caring about (noticing need), taking care of (assuming responsibility), care-giving (direct work), and care-receiving (assessing whether needs were met). Later she incorporated a fifth stage care-with or solidarity to stress that it is collective democratic responsibility (Tronto, 2013). This growth changed care ethics into a feminine and personal virtue, into a political ethic able to criticize unfair institutions. Held (2006) continued the globalisation of the theory demonstrating the working of the care practices and values at the personal, societal and international levels and contending that care should be viewed as an essential social value alongside liberty and equality. The foundations of these contributions identified the main principles that continue to characterize the field, namely relational ontology (humans are interdependent), contextual moral reasoning, the moral salience of emotions, and prioritizing responding to vulnerability.
The theory has also been expanded by the current scholarship in order to address the issues of the twenty first century. O'Connell et al. (2021) combine care ethics and ecological thinking and define care as a response-ability in relation to other human and non-human beings in the face of climate crisis and biodiversity loss. Care ethics have now been used to criticize the medical model in disability studies and contributes to calls made in the demanding of supported decision-making and inclusive community living. In the health care field, Selvakumar and Kenny (2023) demonstrate that the theory is used to support moral resilience programmes which enable clinicians to remain relationally upright during moral distress. Digital and AI-assisted care has also raised new concerns regarding the possibility of maintaining attentiveness and responsiveness in a relationship in case of algorithms mediation (Bruynseels et al., 2018).
Nevertheless, ethics of care has come under continuous criticism in a number of fronts despite its influence. A well-known criticism is that of parochialism: care ethics can overlook far-flung strangers and international duties of justice by prioritizing those who are locally near and nigh (Engster, 2015). The second significant issue is paternalism; excessive dependence on the opinion of the carer about the need may suppress the autonomy of the cared-for and the expressed desire (Gastmans, 2017). Critics also mention the perpetuation of gender essentialism and the danger of strengthening the position of women, celebrating traditional feminine qualities and not focusing on structural power (Collins, 2015). Lastly, the contextualism of the theory and the absence of universal rules is reported to bring ambivalence to practice, placing practitioners in resource-constrained or high-stakes environments without clear direction and, therefore, heightening moral distress and burnout (Morley et al., 2019).
Reactions to these criticisms have been advanced and mostly effective to reinforce the theory. The predominance of hybrid care-justice models is now in place; care theorists declare their rights, fairness and universal concepts to make sure that the concerns of relations are not so bought to the forefront that they overshadow justice (Engster, 2015). The idea of relational autonomy has taken the center stage: autonomy is perceived to be socially encircled and reinforced in lieu of being isolated, such emission and autonomy can mutually support each other (Gastmans, 2017). Political care ethics opposes parochialism by requesting changes in institutional and policies that would provide care to the marginalised and remote groups (Tronto, 2013). Gender essentialism is dealt with through reconceptualising care as a gender-neutral practice that every person can and ought to do coupled with economic and social delivery of care work (Collins, 2015). Lastly, there is reduced ambiguity and moral distress because of being educated in moral resiliency, reflective supervision, and bringing practical tools like relational impact assessment and care phase checklists (Selvakumar and Kenny, 2023). These reactions prove that care ethics is not an inflexible tradition but a living tradition, able to correct and evolve itself.
[bookmark: _Toc216095646]Health and Social Care Policy and Practice, Including Problems 
The policy of health and social care amidst the modern era has been greatly influenced by ethics of care, whereby of concern is found on both the relationship networks and the systemic vulnerabilities, as opposed to the individual transactions. In the United Kingdom, the framework is a direct informant to the NHS Integrated Care Systems that were launched in 2022 and mandate local collaboration focusing on what matters to you conversations and building relational continuity rather than a fragmented, procedural-based service (Barnes, 2020). The social prescribing programmes now integrated into primary care in England clearly build on the Tronto phases of attentiveness and responsibility by connecting patients with resources available in the community by non-clinical link workers who develop long-term trusting relationships. At global level, the World Health Organization (2020) integrated elements of care ethics in its COVID-19 resource-allocation recommendation, and argued that judgments should be informed by the lived conditions of the marginalised population and not just based on utilitarian algorithms. Care-justice hybrids that acknowledge the system of care that acknowledges unpaid family carers have been reflected in the caregiver-support provisions of the Affordable Care Act and the subsequent BUILD Act that fund respite and training programmes in the United States (Engster, 2015). These policy trends describe the shift of care ethics to legislative and commissioning systems, beyond academia.
The influence is equally apparent in common clinical and social care practice. The five stages of person-centred dementia care in nursing now also have a practice centered on Tronto, where the five stages of nursing interventions are implemented: to care about the development of subtle behavioural indicators, to take care of the emergent necessities using advance care planning, effective care-giving, systematically seeking care-receiving responses through the relatives and person themselves when feasible (De Poli et al., 2023). Relational safety is a key premise of trauma-informed mental health services that has been introduced with the deliberate slowing of interventions to give time to build trust and then tackle symptoms (Visse et al., 2018). Co-production in participatory health research is increasingly obligatory, and care ethics help to establish mutual accountability and emotional sensitivity between the communities and the researchers (Visse et al., 2018). The same report is obtained by midwifery and palliative care teams, which report that the specific mentioning of attentiveness and responsiveness leads to high scores on patient satisfaction and minimizes complaints.
Although these have been successful, there have been immense issues where care ethics have been faced with structural limitations and conflicting ethical imperatives. The neoliberal austerity measures since 2010 have dismantled care chains through outsourcing to their private providers who deliver their services under short-term, low-price contracts; this directly contradicts Tronto, who needs continuity and competence, and delivers what has been described as careless care (Morley et al., 2019). The front-line workers are emotionally distraught under moral pressure when relational ideals conceptualize against unattainable caseloads and bureaucratic goals. In under-resourced environments, burnout among nurses and social workers and care assistants are often above 40-50 per cent, and emotional exhaustion is closely linked to the demands of a sustained attention mode without any response on the organisational level (Selvakumar and Kenny, 2023). The relational focus would also make paternalism possible: when clinicians or family members can disregard expressed wishes to serve the interest of the patient, especially where time constraints do not allow a real conversation (Gastmans, 2017).
There are additional tensions brought about by digital health technology. Remote monitoring systems and algorithmic decision-support systems are thought to provide efficiency but tend to replace any morosiveness and responsiveness with quantifiable risk rates (Bruynseels et al., 2018). ICU triage regimes that justified the ethics of care with the ethics of justice left many staff members morally injured forever (Petrisor et al., 2025), with their main focus on the likelihood of survival during the COVID-19 pandemic rather than on established relationships with patients. The sphere of care is very gendered and underrated economically: the professions occupied by women still receive lower wages and status, which supports oppression as one of the main issues that early theorists of care attempted to address (England and Folbre, 2018). Lastly, contextual flexibility can be viewed as the strength of the theory philosophically; however, in very regulated settings in which managers insist on standardised, auditable process; practitioners report putting in more hours documenting relational work than working (Morley et al., 2019).
Intersectional inequalities are a complication to these issues. The phenomenon of care deficit is common among migrants, disabled individuals, and ethnic minorities whose needs are culturally reflected uniquely or when their language prevents an actual response due to a language barrier. Zero hour arrangement avoids workers developing long-term relationships, as care ethics dictates in residential and domiciliary work settings. It remains true that resource distribution at the governmental level privileges acute and high-technology interventions over relational support in the community implying a set of priorities according to which preventive or social care is marginalized.
In conclusion, the ethics of care has unfortunately been able to re-focus a great deal of health and social care policy and practice onto relational values but the application of this approach is still imbalanced and susceptible to market hypocrisy, technological reductionism and long-term under-investment. The difference between the desired relational principles of idealism and the day to day reality creates ethical distress, burnout, and deep inequities as examples that ethical theory is not able to thrive on its own unless accompanied by political and economic change.
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A number of practice-based interventions can reinforce the use of care ethics. The five stages of care of Tronto, along with solidarity, should be integrated in the national strategies on health and relational impact assessment of all innovated policies should be made mandatory (Tronto, 2013). To decrease gender inequity and avoid burnout, governments need to finance universal paid carer leave and extensive professional development programmes (Engster, 2015). All registered health and social care staff members should be introduced to mandatory practice in relational autonomy and moral strength via inter-professional training (Selvakumar and Kenny, 2023).
Ethical control is also necessary to digital transformation. The implementation of digital health governance frameworks and AI should focus more on attentiveness and responsiveness than on efficiency (Bruynseels et al., 2018). Relational outcome measures that should be reported by patients should be regarded as a regular item on the service evaluation list, along with regular relational audits (De Poli et al., 2023). The concerted efforts would be used to make care ethics transform into a sustainable and fair practice. 
[bookmark: _Toc216095648]Conclusion
The ethics of care still provides an effective moral ground to the person-centred practice. Focusing on relationships and context, it offers the much-needed anti-methodological response to the individualist and market logic approaches to health and social care. Despite the well-founded critiques related to parochialism, ambiguity and exploitation, the recent hybrid models, political extensions and resilience-based interventions have enhanced the theory to a great extent. It now needs sustained policy investment, well developed professional education and evaluation to reach its full potential. The ethics of care can be used to create genuinely humane, just and sustainable care systems when it is appropriately supported.
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