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1. Introduction
This reflective report consists of three tasks which will consider person-centred care, partnership working and ethics in health and social care system within the United Kingdom. Task one will provide definitions of each term, briefly summarize why these concepts are key features of excellent practice in health and social care and discuss their similarities and differences. Additionally, this task integrates Maslow’s hierarchy of needs to model to develop theoretical understanding. Task 2 will apply key concepts to Joan’s case – Joan is a female patient who presented with COPD and Crohn’s disease and was labelled “not engaging” with pulmonary rehabilitation and self-management support. Task 2 draws on literature from task one to understand how person-centred, collaborative and ethical working improved activation and use of services for Joan. Finally, task 3 uses Learning by Doing: A Guide to Teaching and Learning Methods as a practical framework for reflection. Reflections will consider how this learning activity will influence future practice.

2. Task 1 – Reflection on the Importance of Principles of Health and Social Care
2.1 Person-centered care (PCC) is an approach in which healthcare professionals work collaboratively with service users to ensure that care is coordinated, personalised, and grounded in dignity and respect (The Health Foundation, 2016; Santana et al., 2018). Rather than organising healthcare around diseases or professional priorities, PCC places the person’s values, preferences, and life circumstances at the Centre of decision-making (Coulter et al., 2016). Its importance lies in improving engagement, activation, and self-management, particularly for individuals living with long-term conditions (Hibbard and Greene, 2013; Nkhoma et al., 2022). In the UK context, PCC supports quality by strengthening autonomy and tailoring care to individual needs, which is central to NHS policy (NHS England, 2019).
The theoretical underpinning of PCC can be understood through Abraham Maslow’s hierarchy of needs. Maslow (1943) proposed that physiological and safety needs must be met before individuals can progress towards belonging, esteem, and self-actualization. Within health and social care, this theory demonstrates that individuals are unlikely to engage in behaviour change or rehabilitation if foundational needs remain unmet (Tay and Diener, 2011). Therefore, PCC supports quality of care by recognising interconnected physical, emotional, and social factors that influence wellbeing.
2.2 Partnership working
Alongside individualised care, partnership working emphasises collaboration between professionals, organisations, service users, and communities in the planning and delivery of care (Glasby and Dickinson, 2014). In England, integrated care systems and multidisciplinary teams aim to reduce fragmentation and improve continuity across services (NHS England, 2019; NHS England, 2023). The importance of partnership working lies in its ability to address complex needs that extend beyond single professional roles. Evidence suggests that effective interprofessional collaboration improves outcomes and service efficiency (Reeves et al., 2018; Glasby and Dickinson, 2014). Without collaboration, care risks becoming disjointed, leading to duplication, gaps in support, and reduced patient experience.
2.3 Ethic
Ethical principles underpin both person-centred care and partnership working. The principles of autonomy, beneficence, non-maleficence, and justice provide a moral framework for decision-making within health and social care (Beauchamp and Childress, 2019). These principles are embedded within UK legislation and professional standards, including the Mental Capacity Act 2005 and the Equality Act 2010. Ethics ensures that care promotes equality, protects vulnerable individuals, and balances professional responsibility with individual rights. Ethical decision-making is particularly important when managing risk, capacity, and resource allocation.
There are clear similarities between these principles. All three prioritise respect for individuals and aim to improve outcomes and experiences of care (The Health Foundation, 2016; Reeves et al., 2018). They are interconnected, as person-centred care relies on ethical principles to uphold autonomy and justice, while partnership working supports coordinated delivery of individualised care. However, there are also differences. Person-centred care focuses primarily on the individual’s lived experience and preferences (Coulter et al., 2016), partnership working concentrates on collaboration across systems (Glasby and Dickinson, 2014), and ethics provides the moral foundation guiding professional conduct (Beauchamp and Childress, 2019).
To sum this up, the principles of person-centred care, partnership working, and ethics collectively support quality within UK health and social care. Maslow’s theory reinforces the importance of addressing foundational needs before expecting engagement or self-management. Together, these principles ensure that care is individualised, collaborative, and ethically justified, thereby promoting safe, equitable, and effective services.





3. Task 2 – Practical application to Joan’s case
Joan’s case highlights how person-centred care (PCC), partnership working and ethical practice can work synergistically to promote activation and improve outcomes for an individual with multiple LTCs. Joan was diagnosed with severe COPD and presented with low activation scores, poor attendance at Pulmonary Rehabilitation (PR) and repeated admissions to A&E. Research tells us that individuals with higher activation are more likely to demonstrate self-management skills, report a better quality of life and utilise less healthcare services (Barker et al., 2018). Pulmonary rehabilitation has also been found to improve exercise capacity, confidence and activation in people with COPD (Rochester et al., 2015). Joan’s repeated non-attendance therefore highlighted that additional barriers needed to be addressed to enable her engagement.
3.1 In terms of PCC, the professional approach needed to change. Instead of solely focusing on PR attendance, home visits were implemented to allow time for holistic conversation around Joan’s experiences, concerns and priorities. Asking open questions allowed the therapist to understand there were other factors contributing to Joan’s health outside of her respiratory condition (Santana et al., 2018). Joan had uncontrolled Crohn’s disease which caused her anxiety around needing the toilet urgently and “not wanting to bother people”. Due to her physical symptoms causing embarrassment she was avoiding PR because she was frightened to attend in case she needed to leave suddenly, causing her signficant psychological distress and embarrassment, and this is recognised as a barrier to engagement among individuals with inflammatory bowel disease (Balestrieri et al., 2023).  Maslow’s hierarchy of needs (Maslow, 1943) can be used to understand Joan’s experience. Joan had basic physiological needs that were not met due to her uncontrolled bowel symptoms. Her safety needs were also not met because she was worried about leaving her home and not being able to access the toilet. Expecting Joan to attend PR and become activated without addressing these foundational needs would have been futile. The professional recognised this and acted in a person-centred way. Activation and confidence to manage her health cannot improve when someone feels unsafe (Tay and Diener, 2011; Nkhoma et al., 2022). Finding a goal that was important to Joan (Christmas shopping with her daughter) promoted her belonging and esteem needs, which improved her activation.
3.2 Partnership working supported Joan’s care through collaboration between therapy teams, primary care, and family members. The Patient Activation Measure (PAM) was used to monitor confidence and progress (Hibbard and Greene, 2013). Joan’s GP reviewed treatment to improve Crohn’s disease control, addressing physiological barriers affecting engagement. Community-based pulmonary rehabilitation closer to her home was also offered in line with integrated care principles (NHS England, 2019; NHS England, 2023). Following these adjustments, Joan’s attendance improved, activation scores increased, and emergency admissions decreased. This aligns with evidence that personalised self-management interventions reduce healthcare utilisation among COPD populations (Puhan et al., 2016).
3.3 Ethics was key throughout this process. Joan’s autonomy was respected by offering choice about where she could receive PR and involving her in shared goal setting (Beauchamp and Childress, 2019). The principles of beneficence and non-maleficence were demonstrated by identifying barriers to engagement and addressing root causes. Joan was not honest about her reasons for not attending PR because she felt embarrassed. Justice was applied by adapting how she could access PR. Joan had low activation at the beginning of engagement with PR; however, she was still offered alternative services so that she could benefit from the programme. Professional guidance from the Health and Care Professions Council and equality legislation supports such inclusive practice (HCPC, 2012; Equality Act 2010).




4. Task 3 – Self-reflection using Gibbs’ reflective cycle
This reflection is guided by Learning by Doing: A Guide to Teaching and Learning Methods by Graham Gibbs (1988). Gibbs’ reflective cycle provides a structured framework consisting of six stages: description, feelings, evaluation, analysis, conclusion, and action plan. By progressing systematically through each stage, it is possible to move beyond simple description and develop deeper critical insight into practice. Consistent with Tasks 1 and 2, this reflection considers person-centred care (PCC), partnership working, ethical principles, and Abraham Maslow’s hierarchy of needs.
4.1 Description
During the third year of university placement, work was undertaken with an older adult referred to here as “Mr Kihani” to preserve confidentiality. He had been diagnosed with COPD and type 2 diabetes and was referred to the community pulmonary rehabilitation (PR) team following multiple hospital admissions for COPD exacerbations. However, he was not attending PR appointments and was described as “not engaging.” At that time, part of the role involved conducting telephone follow-ups after each missed session to encourage attendance, in addition to accompanying a senior physiotherapist on home visits. Despite repeated reminders, attendance did not improve. Consequently, a home visit was arranged to explore potential barriers in greater depth.
During the visit, a noticeably different approach was adopted. Rather than focusing on missed appointments, the physiotherapist used open-ended questions to explore Mr Kihani’s daily routine, responsibilities, and concerns. As a result, he disclosed feelings of embarrassment about becoming breathless in public. In addition, he expressed fear of experiencing hypoglycaemic episodes away from home. Furthermore, he explained that he was the primary carer for his wife, which significantly limited his flexibility. Taken together, these factors were identified as key barriers to rehabilitation attendance.
Following this discussion, a multidisciplinary meeting was conducted. Subsequently, a revised and more personalised care plan was developed. His GP was contacted to optimise diabetes management, and a community PR class closer to his home was arranged to reduce travel-related anxiety and improve accessibility (NHS England, 2019; The Health Foundation, 2016).
4.2 Feelings
Initially, feelings of frustration emerged when repeated appointments were missed. It was assumed that non-attendance reflected low motivation and that providing clearer information about session locations would resolve the issue.
However, after attending the home visit and hearing Mr Kihani’s concerns directly, this perception shifted. Empathy replaced frustration, and it became clear that earlier assumptions had been premature. Feelings of guilt followed, particularly in recognising that he had been unconsciously labelled as unmotivated without a full understanding of his circumstances. This stage of reflection highlighted how initial judgements can influence professional attitudes before sufficient assessment has taken place.
4.3 Evaluation
Several positive aspects emerged from this experience. Most notably, the home visit facilitated a holistic understanding of Mr Kihani’s physical, psychological, and social circumstances. Instead of concentrating solely on attendance outcomes, the underlying causes of non-engagement were identified and addressed. Consequently, person-centred care principles were more effectively implemented by demonstrating dignity, respect, coordinated working, and personalised planning (The Health Foundation, 2016).
Furthermore, partnership working was evident in the collaboration between the physiotherapy team, primary care, and community services. This collective approach enabled barriers to be addressed from multiple perspectives rather than in isolation.
Ethical principles were also upheld. Autonomy was supported by involving Mr Kihani in care planning decisions. Beneficence and non-maleficence were demonstrated by addressing the risks associated with hypoglycemia and psychological distress. Justice was promoted by ensuring equitable access to PR despite initial engagement difficulties. These actions align with the ethical framework outlined by Tom Beauchamp and James Childress (2019) and professional standards set by the HCPC (2012).
Nevertheless, there were also limitations. Referring to Mr Kihani as a “non-engager” reflected task-oriented thinking and unintentionally reinforced bias. Moreover, alternative models of rehabilitation could have been explored earlier. Earlier holistic assessment may have prevented repeated missed appointments.
4.4 Analysis
On deeper analysis, this experience demonstrated that perceived person-centred practice does not always equate to genuine person-centred care. Weekly reminder calls were intended to support engagement; however, they prioritised service targets over individual understanding. In retrospect, this approach aligned more closely with organisational outcomes than with the individual’s lived experience.
Person-centred care requires consideration of interconnected physical, psychological, and social needs (Coulter et al., 2016). By labelling Mr Kihani before comprehensive assessment, an opportunity to identify modifiable barriers was initially missed.
Maslow’s hierarchy of needs further clarifies this situation. Fear of hypoglycaemic episodes represented a safety need, while embarrassment associated with breathlessness related to belonging and esteem needs. According to Maslow (1943), progression towards higher-level functioning is unlikely when foundational needs remain unmet. Similarly, activation—defined as the knowledge, skills, and confidence required to manage health (Hibbard and Greene, 2013)—is unlikely to improve if individuals feel unsafe or socially vulnerable. Therefore, expecting consistent PR attendance without addressing these needs was unrealistic.
In addition, this experience highlights the importance of timely partnership working. Although collaboration ultimately improved outcomes, it occurred only after multiple missed appointments. Earlier interdisciplinary discussion may have reduced delays. Ethically, labelling the patient as intentionally non-compliant risked undermining principles of justice and beneficence. Using Gibbs’ model facilitated recognition of these tensions and supported deeper critical awareness of practice.
4.5 Action Plan
In future practice, earlier holistic assessment will be prioritised when individuals miss appointments. Rather than assuming lack of motivation, open-ended questioning will be used to explore potential physical, psychological, and social barriers. Language such as “non-engaging” will be avoided, as it may reinforce bias.
Furthermore, regular feedback will be sought from supervisors regarding communication style and assumptions in clinical reasoning. HCPC (2012) standards will be revisited periodically to ensure ongoing adherence to principles of consent, equality, and partnership working.
Finally, Gibbs’ reflective cycle will continue to be used following significant clinical experiences. Through structured reflection, theoretical frameworks such as person-centred care, ethical principles, and Maslow’s hierarchy can be more effectively integrated into future practice, thereby promoting continuous professional development.



5. Conclusion 
My key takeaway from this experience is missed appointments should be a sign to professionals that a person has unmet needs. Working in a person-centred, ethical way and with other partners requires critical reflection on our context, language and assumptions. Maslow’s hierarchy of needs made me realise that physiological wellbeing, safety and belongingness are essential before someone can focus on rehabilitating and managing their health. Without addressing these foundational needs the person’s activation will not improve no matter how hard professionals try.
Reflecting using Gibbs framework allowed me to recognise how judgment can become formed without face-to-face conversation. Ethical practice is about continuous reflection and challenging our beliefs. By using theories of PCC, partnership working and ethics allows me to provide equitable care to my patients. Promoting person-centred care by working in partnership with others and upholding ethics will enable meaningful engagement from individuals with complex needs.
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