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Introduction
Health and social care are based on treating people with respect, dignity, choice, safety and thinking about each person’s needs. Person-centered care focuses on the person and respects their preferences, relationships, emotions, social situation and goals. Working in partnerships means cooperating with the individual, family, informal carers, professional careers and community services. Ethical practice means to make fair and safe decisions.
This report applies these principles to Mrs. C, a widow living alone with severe breathing problems (chronic obstructive pulmonary disease or COPD) and with lung cancer that has spread to other parts of her body. She requires greater care and support when her condition gets worse,. Her case shows how personalized care can improve her quality of life, independence and make her own decisions. The report explains these principles, applies them to Mrs. C and reflects my future practice. The analysis uses the NHS England Comprehensive Model of Personalized Care, which includes decisions, planning care around the person’s needs, choice, community support, supported self-management and personal health budgets (NHS England, 2019a).

Task 1: Importance of Health and Social Care Principles
Person-centered care
Person-centered care puts the individual first during assessment, care planning, treatment and review. t recognizes that everyone has different values, beliefs, choices, abilities and feelings about their wellbeing. Instead of thinking that hospital treatment or more treatment is always best, professionals should find out what is most important to the person. Mrs. C’s healthcare team needs to understand her breathing problems, pain, anxiety, feelings of loneliness, family relationships and relying on others.
People should be treated with dignity and respect and they should be free to make their own choices Mrs. C should have clear information that she can easily understand about her cancer treatment. She should also understand her COPD treatment and comfort care choices so she can make her own decisions. Patients should be given an opportunity to voice their opinion prior to making treatment decisions.
It involves regular discussions where professionals explain the choices, benefits, risks and possible results and the person talks about their preferences and what matters to them most (NHS England, 2019b). Professionals can use Maslow’s hierarchy of needs to better understand what Mrs. C needs. Mrs. C needs support with her breathing, pain, nutrition, sleep and tiredness. Her safety requirements include a proper medication, an emergency plan and protection. Her social needs include contact with family, neighbours and community groups. However, people do not always meet their needs in the order shown in Maslow’s model (Maslow, 1943).
Partnership working
Partnership work involves different professionals and organizations working together to provide suitable care and support. Different healthcare workers and services may support Mrs. C, such as her GP, community nurse, respiratory team, oncologist, palliative care team, social worker, carers, pharmacist and ambulance services. Her children and neighbours also support her, but this should happen with Mrs. C’s permission. Natural simple version. But only if the information has to be disclosed so that she can remain safe from severe damage.
A good teamwork involves clear communication, to understand everyone’s role, share information when needed and work towards the same goals. Her care plan should include her treatment choices, how her symptoms should be managed, emergency contacts, preferred place of care and future wishes. To share important information will helps the professionals to avoid repetition and provide care as per her choices.
Working in partnership entails leveraging support from the local community social prescribing can help Mrs C to connect to community support, e.g. walking groups, lunch clubs, volunteers and activities to help with digital services. This can help support her with her social and emotional needs as well as not just her illness (NHS England, 2023).
Ethical practice
Ethical practice means respecting people’s choices, helping them in the best way, avoiding harm and treating everyone fairly. Mrs. C should have the ability to make her own choices about her body and what will happen going forward. Professionals should help Mrs. C maintain her health and independence while making sure she receives the treatment, social care and support she needs.
Mrs. C may face difficult choices about palliative treatment, hospital care, recovery and the use of antibiotics. Professionals should not pressure her. Her ability to make decisions should be accepted unless there is a reason to believe she may not have capacity. Professionals should check capacity for the specific decision when the decision needs to be made (NICE, 2018). If Mrs C cannot decide the Mental Capacity Act 2005 says professionals should involve her as much as possible and decide in her best interests. They should also choose the option that limits her rights and freedom as little as possible (UK Government, 2005).
The Care Act 2014 also matters because social care should help people to maintain their wellbeing and dignity, have control over daily life, maintain relationships and stay safe from neglect. This is important for Mrs. C as she lives alone and may require additional support as her health becomes more challenging to manage (UK Government, 2014a).

Task 2: Application to Mrs. C’s Story
Mrs. C’s situation shows the six parts of the NHS England personalized care model. First, shared decision making can be used when discussing palliative cancer treatment and the level of interference what she would want if her COPD got worse again. This respects her wishes and allowed her to decide whether hospital care is suitable for her. These discussions might become emotionally charged at times, later they need to be treated seriously and conducted repeatedly.
Second, Mrs. C gets care and support that is planned around her individual needs. A full assessment looks at Mrs. C’s physical, mental, emotional, social and spiritual needs. This is important because her breathing problems are linked to her anxiety, loneliness and fear. The plan should be checked again after she leaves the hospital, if her condition gets worse, or if she changes her mind.
Mrs. C may benefit from advance care planning because she has severe COPD and metastatic cancer. NICE says that care planning should include discussions about future health problems, treatment preferences, managing symptoms and the person’s preferred place of care (NICE, 2019). These discussions should be updated when her health changes or she has different preferences.
Third, Mrs. C is given the freedom to make her own choices. She is unhappy with her current personal carers and does not want a daily agency carer. Her personal budget allows her to employ a trusted neighbor. This shows that good care is not only about the service being offered but also about whether it fits the person’s life and preferences (NHS England, 2017). The arrangement should be checked for safety, with clear rules, limits and responsibilities for keeping her safe. There should have another option if the neighbor cannot provide help or the current arrangement does not work. 
Fourth, social prescribing can help Mrs. C with her social and sensitive needs. Going on a weekly health walk can help Mrs. C become more active and spend time with others, whereas the lunch club can help her feel less alone. Shopping can make daily tasks easier for her. Learning to use an iPad and Skype can help her keep in contact with her children and grandchildren. These activities do not directly treat cancer or COPD but support confidence, mood and quality of life (NHS England, 2023).
Fifth, Mrs. C can learn to manage her health through health coaching. Mrs. C’s Patient Activation Measure initially showed limited confidence in managing her condition. Health coaching helped her manage breathlessness, pain, anxiety and her Activation level increased after three months. This shows why support should match the person’s confidence and skills.
Finally, the personal health budget helps Mrs. C stay independent. She can wash and dress herself because she knows her neighbor is available if needed. This protects her dignity and gives her more control. Her care plan should be reviewed as her condition gets worse so she can get more support without losing her independence unnecessarily. COPD care should include checking symptoms, the risk of flare-ups, medicines, support needs and self-management, while making sure treatment matches the person’s goals (NICE, 2024).




Task 3: Self-Reflection as a Health and Social Care Professional
Applying person-centered care
When I work in the future, I will listen carefully to each person and avoid making assumptions about what they need. With a person like Mrs. C, I would ask open questions such as, “What is most important to you at the moment?” and “What would you like to be able to continue doing?” I would give her time to explain concerns about breathlessness, loneliness and future care.
I would communicate with her in a way that suits her and check that she understands. I would keep conversations short, allow regular pauses and use suitable communication aids because breathlessness may make long discussions difficult. I would ask Mrs C if she is happy with her family or neighbors to be involved in and protect her private information.
One of my strengths is to understand how others feel. I know that good care is not only about physical needs. I want to build trust by show patience and respect. I also need to feel more confident when having conversations about end-of-life care, advance decisions and resuscitation. These subjects may feel uncomfortable but not discussing them could result in a quick decision that does not follow what the person wants. I will build my confidence by taking palliative care training, observing experienced staff and talking about difficult cases in supervision.
Partnership and communication
I would keep track of changes in her breathlessness, pain, mobility, mood and self-care, and report any problems as soon as possible. I would take part in team meetings and make sure Mrs. C’s choices and wishes are included. I would use the communication method, such as SBAR when reporting urgent concerns. SBAR means situation, background, assessment and recommendation. If Mrs. C became very breathless, I would report her symptoms, medical history, recent changes, observations and what action is needed. I would also make sure her emergency plan, and treatment choices are available to the relevant services.
Different professionals may recommend different ways to manage their care. My role would be to help professionals communicate with each other and keep Mrs. C’s wishes at the center of decisions. Partnership working allows professionals to have different views. These differences should be discussed respectfully, and decisions should consider evidence, clear communication and what the person has chosen after being properly informed.
I will improve my communication with other professionals by getting feedback from supervisors, attending multidisciplinary meetings and making my documentation clearer. I will also learn about local referral pathways.
Ethics, safety and professional responsibility
Ethical practice would guide me when helping Mrs. C make decisions. I would avoid it if Mrs. C needed hospital admission, intravenous antibiotics or cancer treatment. I would explain her the treatment choices clearly and allow her to ask any questions. If she can make her own decision, I would respect her decision to refuse treatment. If she lacks capacity, I will follow the Mental Capacity Act 2005 involve her as far as possible and make sure any decision was in her best interests and was the least restrictive option (UK Government, 2005).
Giving Mrs. C control over her decisions does not mean that safety should be ignored. If she was unable to understand, retain, weigh or communicate a decision, I would report the concern and follow the correct assessment process (NICE, 2018). Any concerns about neglect, coercion, financial abuse or unsafe care would be dealt with through safeguarding procedures under the Care Act 2014 (UK Government, 2014a). I would also make sure her arrangement with the neighbor is safe.
The NMC Code focuses on putting people first, working effectively, keeping them safe and maintaining professionalism and trust where relevant to the practitioner’s role (NMC, 2018). These principles support dignity, clear communication, responsibility and practice.
I must be aware of what I can and cannot do in my role. I should not give specialist advice without the training and permission. If I worry, I will report them to the registered nurse, GP or specialist team so Mrs. C can be kept safe.
Personal development plan
My development plan would focus on improving my knowledge and skills in palliative and end-of-life care, COPD, recognizing symptoms and advance-care planning. I would practice difficult conversations and learn how to support people when make a decisions about their care. I would also revise the Mental Capacity Act, Care Act, safeguarding and confidentiality and improve how I record information and hand over care. I would regularly ask for feedback and supervision and learn about social prescribing, personal health budgets and local support services. I would use Gibb’s reflective cycle to reflect on my work and identical areas for further development.

Conclusion
Mrs C’s case demonstrates that good health and social care is about more than just treatment. Person-cantered care can help her to have control over important aspects of her life. Working in partnership can cover professionals, family and community support, whilst ethical practice protects the independence, dignity, safety and wellbeing. Her personal health budget, social prescribing, health coaching and personalized care plan are examples of how care can be shaped to fit her needs and preferences.
Future health and social care professional I will listen carefully, communicate clearly, respect confidentiality, recognize risks and work within the limits of my skills. I will focus on developing my knowledge of palliative care, ethical decision making, safeguarding and communication with other professionals. The main lesson from Mrs C’s situation is that care should not only focus on her illness. It should also look at her values, her relationships, her choices, and the things that matter to her in her life.
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