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Introduction
In the UK, safe and effective health and social care relies on three interlinked principles: treating people as individuals, working across professional boundaries, and grounding decisions in ethics. Legislation, national policy and professional guidance all reinforce these expectations. Drawing on theory and literature, this report critically evaluates why these principles matter, applies them to Robyn's personal health budget case study published by NHS England, and reflects on how this module will shape my future practice as I work towards a career in midwifery
Reflecting on the Core Principles of Health and Social Care Practice
Rather than focusing on a diagnosis, person-centred care puts the individual and their preferences at the heart of every decision made about them. NHS England (2019) describes this as enabling people to have a stronger voice in shaping the support they receive, based on their own priorities. This is not just best practice but a legal duty: Regulation 9 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 requires providers to deliver care that is appropriate, meets individual needs and reflects personal preference (Care Quality Commission, 2025). Maslow's (1943) hierarchy of needs offers a helpful theoretical lens here: physiological and safety needs must be met before belonging, esteem and self-actualisation can be addressed, explaining why care focused solely on physical treatment can fall short of true person-centredness. Coulter and Oldham (2016) found that person-centred approaches improve patient satisfaction and self-management by encouraging active participation. However, workforce pressure, rising demand and limited resources mean these intentions can become little more than a formality in practice, reduced to a checklist rather than genuine dialogue
Partnership working addresses the reality that complex needs cannot be met by a single professional or organisation. Under the Health and Care Act 2022, Integrated Care Systems became a legal requirement rather than a voluntary arrangement, formally requiring NHS organisations, councils and voluntary sector partners to plan care together rather than separately. Miller, Glasby and Dickinson (2021) note that integration makes most progress when it focuses on tangible, shared issues, but caution that policy layering and chronic underfunding of social care have historically limited impact. The King's Fund (2021) similarly argues that differences in funding and culture between health and social care remain a genuine barrier to equal partnership. Partnership working therefore depends as much on relationship-building as on structural reform. 
Ethically, the case highlights the centrality of autonomy to wellbeing. Choosing her own PAs and managing her own employment gave Robyn what she describes as being "back in control" of her life (NHS England, 2021), aligning with the NHS Comprehensive Model, which positions shared decision-making and personal health budgets as tools for enabling autonomy (NHS England, 2019). This also reflects Maslow's (1943) hierarchy of needs: Robyn's earlier care met her basic physiological and safety needs, but it was only once she gained genuine control that her higher-level needs for belonging, esteem and self-actualisation, reflected in her later independence and her own business, could be addressed. Yet the eighteen-month delay points to a shortfall in beneficence, and Robyn's own observation that speaking to other PHB holders would have helped her suggests that partnership working, as currently structured, gives too little attention to informal, experiential support that service users themselves value. 
Practical Examples of Concepts in Practice - Robyn's Case Study
Robyn's story, published by NHS England (2021), illustrates both the value and limitations of these principles in practice. Robyn sustained a spinal cord injury in a car accident in 2006, aged 21, leaving her tetraplegic and reliant on 24-hour care. Her care was initially delivered by an agency jointly funded by NHS Continuing Healthcare and the local authority, which struggled to recruit and retain staff as it grew; by 2014, Robyn had been supported by 36 different personal assistants (PAs) in a single year. This lack of continuity breaches the spirit of Regulation 9: care that changes hands constantly cannot reliably reflect an individual's preferences.
The introduction of a Personal Health Budget (PHB) in November 2015 marked a shift towards genuine personalisation, allowing Robyn to employ her own PAs directly. However, the process took eighteen months, during which she describes long periods with no contact or information about progress (NHS England, 2021). This illustrates a recurring weakness in partnership working agencies were nominally working together, but communication with Robyn herself was inconsistent. Her original care plan, though sufficient to get the PHB running, did not reflect her as a person; she later rewrote it herself once her confidence grew, suggesting that authentic co-production only happened once she took ownership, raising the question of why professionals did not facilitate this from the outset.
Ethically, the case highlights the centrality of autonomy to wellbeing. Choosing her own PAs and managing her own employment gave Robyn what she describes as being “back in control” of her life (NHS England, 2021), aligning with the NHS Comprehensive Model, which positions shared decision-making and personal health budgets as tools for enabling autonomy (NHS England, 2019). Yet the eighteen-month delay points to a shortfall in beneficence, and Robyn's own observation that speaking to other PHB holders would have helped her suggests that partnership working, as currently structured, gives too little attention to informal, experiential support that service users themselves value.
Robyn's case therefore shows that these principles can transform outcomes, but only when implementation matches the ambition of the policy. Her eventual independence, running her own business and choosing her own PAs, shows what is achievable; the years under an inconsistent agency model, and the drawn-out transition that followed, show that the gap between policy and lived delivery is where real harm is most likely to occur.
Self-Reflection as a Health and Social Care Professional
Before beginning this module, I understood that healthcare professionals should be compassionate, but I viewed care mainly through the lens of treating illness and meeting physical needs. Studying person-centred care, partnership working and ethics has challenged this. Using Schön's (1983) distinction between reflection-in-action, thinking on our feet in the moment, and reflection-on-action, the considered analysis that happens afterwards, I can see that much of my previous understanding was shaped by the former: quick, instinctive judgements about what compassionate care looked like, without the deeper, structured reflection this module has required. I now recognise that effective care depends on people remaining active participants in decisions about their own health and wellbeing, rather than passive recipients of treatment decided on their behalf.
This became very real for me in September 2025, when my nan needed surgery for a drop foot. She did not want to go ahead with it, but I encouraged her to have it done, and I was there for her appointments and helped care for her afterwards. At the time, I felt I was acting in her best interests but reflecting on it now through Beauchamp and Childress's (2019) framework, I can see the tension between beneficence and autonomy in what I did: I was confident the surgery would improve her mobility and safety, but it was still her body and her decision, and my advice, however well-intentioned, pushed against what she initially wanted. Reflecting on this in hindsight, rather than in the moment, has shown me how easily good intentions can slip into a paternalistic approach, and it has made me more conscious of the difference between supporting someone's decision and steering it.
As someone working towards a career in midwifery, I believe these principles will be central to my future practice. The NMC Code (Nursing and Midwifery Council, 2018) requires nurses and midwives to prioritise people, listening to and responding to their preferences, and NHS England's (2021) guidance on personalised care and support planning in maternity services makes clear this extends specifically to decisions around pregnancy and birth. I want women in my future care to feel listened to, respected and genuinely involved in decisions about their care, and given clear, evidence-based information that supports informed choice. Robyn's case study, discussed in Task 2, reinforced this for me: the point at which Robyn felt she regained control of her life was not when her physical needs were met, but when she was genuinely able to shape decisions about her.
Studying partnership working has reinforced that no professional works in isolation. In midwifery, this means working closely with obstetricians, health visitors and social workers, particularly for women with additional vulnerabilities such as safeguarding concerns. Miller, Glasby and Dickinson's (2021) observation that successful integration depends on sustained relationship-building rather than structural change alone feels directly relevant. Robyn's case similarly showed that multiple agencies being formally involved did not guarantee good communication; her eighteen-month gap in contact happened despite, not because of, a lack of partners. I cannot assume a multidisciplinary team will communicate well simply because it exists on paper; I will need to actively contribute to that communication myself, particularly around handovers and shared care.
This module has also deepened my understanding of ethical practice. Beauchamp and Childress's (2019) four principles give me a clearer vocabulary for situations where a woman's autonomous choice, for example around place of birth, pain relief, or declining a recommended intervention, may sit in tension with a professional's assessment of risk. I recognise that the Mental Capacity Act 2005 provides a legal framework for the small minority of cases where capacity is genuinely in question, but most day-to-day ethical practice depends on skilled, respectful conversation rather than formal assessment. Reflecting on Robyn's case again, her autonomy was ultimately respected, but this took far longer, and required more of her own initiative, than it arguably should have. I want to be a professional who supports autonomy proactively, rather than one who simply avoids obstructing it.
One of my clear strengths is empathy, particularly with people who feel vulnerable, anxious or unsure of what to expect. As a lash artist and educator running my own beauty training business, I work closely with clients in a close, personal setting, explaining procedures, checking for contraindications and adjusting my approach to each person's comfort and preference. This has also sharpened my communication skills: I have had to learn to explain technical information clearly and reassuringly to clients with no prior knowledge, and to mentor students in a way that builds their confidence rather than simply correcting them. I believe both skills, empathy and clear, adaptable communication, transfer directly into health and social care, where explaining procedures, listening to concerns and adjusting communication to the individual sit at the heart of person-centred practice.
Alongside these strengths, I recognise clear areas for development. My knowledge of health and social care legislation is still developing, and I want to build a more detailed, working knowledge of frameworks such as the Mental Capacity Act 2005, the Care Act 2014 and the Health and Care Act 2022, so I can apply them confidently in specific situations rather than relying on general awareness. I also want to develop greater confidence navigating ethical conflict in practice, particularly the tension between autonomy and beneficence discussed above, where professional judgement, informed by reflection, matters as much as the framework itself. To address this, I plan to engage in continuing professional development through further study, keeping a regular reflective practice log using Schön's (1983) model, and, where possible, shadowing midwives and other professionals to see how these principles are negotiated in real settings rather than only in theory.
Overall, this module has changed how I think about health and social care, moving me away from a narrow, treatment-focused view towards one that recognises person-centred care, partnership working and ethics as interconnected and essential. Robyn's story has shown me that these principles are not abstract policy goals; they have a direct, measurable impact on someone's quality of life, and the gap between the ambition of a policy and its lived delivery is where the real professional responsibility lies. This gives me a strong foundation to build on throughout my studies and into my future career in midwifery.
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