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Introduction

The UK’s healthcare system is based on the ethical and practical tenets of health and social care, which guarantee that services are provided with equality, dignity, and respect. The shift from a paternalistic medical model, in which the practitioner makes all decisions, to a Person-Centred Care (PCC) approach, which acknowledges the service users as equal partners in their own health journey, is at the core of these principles (The Health Foundation, 2023). The Care Act of 2014 and the Health and Social Care Act of 2022, which require the promotion of individual wellbeing and integration of services to provide seamless assistance, legally support this change, making it more than just a matter of best practices.







Task 1: Reflection on the Importance of Principles of Health and Social care
The foundational elements of health and social care in the UK include person-centred care, partnership functioning, and ethical practice. Together, they influence the way services are provided, guaranteeing that the treatment is morally sound, cooperative, and respectful. These values are essential to preserving high-quality results for people and communities, and they are ingrained in UK policy and professional standards
[bookmark: _Int_9KGVn02o]Decision-making in person-centred care focuses on every individual. Rather than concentrating only on sickness or the effectiveness of services, this method considers the individua’s values, preferences, and life experiences. NHS England advocates for individualised care as a way to enhance patient happiness and health outcomes. Carl Rogers humanistic approach, which promotes empathy, unconditional positive regard, and respect for autonomy, serves as the theoretical foundation for person-centred care. Rogers maintained that when people are encouraged in a non-judgemental environment, they can use their right to self-determination (Rogers, 1961). In the real world, this entails assisting with informed consent, integrating service users in care planning, and customising services to meet social and cultural needs. Care providers improve trust, engagement, and recovery by anticipating autonomy and providing individualised care.
[bookmark: _Int_O4UDu6Kf]Quality care is also based on the crucial idea of partnership functioning. Because health and social care requirements are frequently complicated, numerous specialists and agencies must coordinate their efforts. Service fragmentation and duplication are decreased when nurses, social workers, allied health professionals, families, and volunteer organisations work well together. In order to preserve vulnerable persons and promote wellness, the Care Act 2014 places a strong focus on collaboration between local authorities and other partners. Systems theory, which sees care delivery as an interconnected network where each component effects the entire, supports interprofessional collaboration (Bronfenbrenner, 1979). People benefit from easier service transitions, increased safety, and comprehensive support when communication and common objectives are prioritised. On the other hand, inadequate collaboration can result in gaps in care, higher risk, and worse results.
Health and social care practices are morally based on ethics. End-of-life decisions, resource allocation, confidentiality, and protection are all common dilemmas for professionals. Fairness and respect are ensured by using ethical frameworks to assist guide these judgements. Beauchamp and Childress four principles of biological ethics-autonomy, maleficence, and justice- offer a methodical framework for ethical reasoning (Beauchamp, 2019). Professional standards established by organisations like the Health and Care Professions Council, which mandate that practitioners operate in the best interests of service users while upholding their integrity as professionals, represents these values. Deontological and utilitarian ideas are linked to ethical decision-making, which balances obligations and consequences in difficult circumstances. By following ethical guidelines and engaging in reflective practice, professionals uphold responsibility, equality, and dignity.
By promoting safety, efficacy, and respect, the tenets of health and social care work together to support quality. Accountability, patient choice, and integration within the NHS framework were strengthened by the Health and Social Care Act 2012. Ethical frameworks protect rights and justice, person-centred care practices increase engagement and satisfaction, and partnership functioning increases continuity and efficiency. The broader quality domains of safety, effectiveness, compassion, responsiveness, and leadership are all in line with these components taken together.
Finally, high-quality health and social care in the UK depends on person-centred care, collaborative practice, and ethical behaviour. These principles guarantee that care is not only clinically successful but also compassionate and ethically responsible. They are based on humanistic and ethical theory and are backed by laws and regulations.

Task 2: Provide practical examples from personal or professional experience, published case studies.

Practical Case Study: The case study of “A”

“A” and elderly individual who, after a fall and hospitalised, expressed a firm preference for rehabilitation at home rather than remaining in a clinical setting. Traditionally, medical models prioritised clinical safety over individual preference; however, applying person-Centred Care (PCC) shifted the focus toward A’s psychological wellbeing and autonomy (The Health Foundation, 2023).
This approach is best supported by Maslow’s Hierarchy of Needs. While a hospital provides physiological stability, it often fails to meet the higher-level needs of “Safety” and “Belonging.” For “A,” the home environment was not just a location, but a source of emotional security essential for physical recovery (Maslow, 1943). By recognising that “wellbeing” is holistic, practitioners can better align clinical goals with the user’s lived reality (NHS England, 2024).
[bookmark: _Int_ywJatozJ]The success of “A’s” transition relied on Partnership Working across a multidisciplinary team, including social workers therapists, and housing officers. This collaborative “Team Around the Person” reflects the GIRFE (Getting It Right For Everyone) framework and the Health and Social care Act 2022, which aims to eliminate service fragmentation (Scottish Government, 2025; NHS England, 2024). Under the Care Act 2014, practitioners have a statutory duty to promote individual choice and control (Gov. UK., 2014). In practice, this means moving away from “off-the-shelf” services toward bespoke care plans. For “A,” this involved coordinating a “Hospital at Home” service that integrated medical rehabilitation with community-based social support, directly addressing the risks of isolation and institutionalisation (PHS, 2024).
Facilitating “A’s” return home introduced the ethical challenge of Positive Risk-Taking. While clinical staff may view a hospital as “safer,” professional standards such as the SSSC Codes of Practice and the NMC Code dictate that we must respect a user’s right to self-determination (SSSC, 2025; Skills for the Care, 2024).
Upholding these ethics required the team to balance their “duty of care” with “A’s” right to autonomy. By conducting a collaborative risk assessment, the team ensured that “A” was an active partner in their recovery, rather than a passive recipient of care. This demonstrates that ethical [practice in the UK is about empowering the individual’s voice within the system (Skills for Care, 2024).
On this case highlights that the primary challenge in modern practice is “bed-blocking” caused by a lack of integrated community support. To address this, I will adopt the Social Model of Disability in my future career, viewing mobility issues as environmental challenges to be solved through home adaptations rather than just clinical deficits (Scottish Government, 2025).
The principles of care ensured that every assessment begins with a “what matters to you” conversation. By treating service users as experts in their own lives and utilising community assets, we can improve patient outcomes and build a more resilient, person-centred healthcare system (The Health Foundation, 2023; PHS, 2024).









Task 3: Using the example or case study used in task 2, you need to write a critical reflection 

Reflection on the Care of Patient “A”

WHAT?
The situation involved “A,” an elderly individual who was admitted to the hospital following a fall at home. Upon initial assessment, it was clear that “A” had not only sustained physical bruising but was also experiencing significant distress and a loss of confidence. As noted, by (PHE, 2020), falls are the leading cause of emergency admissions for people aged 65 and over, often acting as a catalyst for an interaction with “A,” I focused on their immediate safety and clinical stability. However, the care Act 2014 mandates that we look beyond the immediate injury. According to (SCIE, 2020), the Act requires local authorities and healthcare providers to promote “well-being” whenever they contribute to a care or support function. In “A”s case, this meant identifying that their “well-being” was compromised by a fear of returning to a home that now felt unsafe.

SO?  WHAT?
	The significance of this event lies in the shift from a purely medical model of care to a person-centred approach. If we only treated “A”s physical injuries without addressing the underlying causes and the psychological impact, the risk of readmission would remain high. (Age UK, 2023) emphasises that the “fear of falling can lead to self-imposed activity restriction, which ironically increases the risk of future falls due to muscle atrophy.
	Furthermore, the Care Act 2014 introduces the “No decision about me without me” principle. This legal framework insists on “A” being an active participant in their discharge planning. (NICE, 2017) guidelines support this by stating that multifactorial assessments are essential for elderly fallers. By applying the Care Act ‘s “prevention” duty, I recognised that providing “A” with a home assessment or mobility aids is not just a courtesy but statutory requirement to prevent further deterioration (Legislation. Gov.uk, 2014). The implications of failing to provide this “holistic care would be breach of “A”s rights to dignity and personalised support.

NOW WHAT?
	Moving forward, my practice will be more strictly aligned with the advocacy requirements of the Care Act 2014. I will ensure that for patients like “A,” and Occupational Therapy (OT) referral is triggered immediately to assess the home environment for hazards. As suggested by (NHS England, 2023), integrated care systems are vital in bridging the gap between hospital treatment and community safety. In future cases, I will also utilise the Falls Efficiency Scale to quantify a patient’s fear of falling, allowing for a more evidence-based psychological intervention. By focusing on the “well-being principle” early in the admission, I can ensure that the patient’s voice remains central to the care plan, I will also make it priority to provide information on local community strength and balance classes, as (Gov.uk, 2022) identifies these as high-impact interventions for maintaining independence in the elderly. This reflective process has reinforced that “A” is not just a clinical case of a fall, but an individual with legal right to a care plan that supports their entire quality of life.


Conclusion

	To conclude, the integration of person-centred care with the statutory requirements of the care act 2014 represents a fundamental shift towards holistic, dignity-based practice. by aligning the well-being principle of the 2014 legislation with Maslow’s Hierarchy of needs, social workers can ensure that an individual’s recovery is not merely clinical, but deeply personal. While the hospital might address “A’s” physiological and safety needs the foundational tiers of Maslow’s pyramid the care act mandates that we also facilitate higher-level outcomes, such as social connection and self-actualisation.
According to (SCIE , 2020). The Care Act 2014 (Legislation.gov.uk, 2014) legally enforces the “No Decision About Me Without me” ethos, ensuring that “A” remains the lead architect of their care plan. This rights-based approach, supported by ( NICE 2017) guidelines, prevents the “institutionalisation” of the elderly by focusing on “what matters” to the person rather than just “what is the matter” with them. Ultimately, by merging these psychological frameworks with legislative duties, practitioners can move beyond a “deficit-based” model. As highlighted by (Age UK,  2023) and (NHS England 2023), this synergy ensures that “A” is empowered to regain independence, fostering a sense of belonging and esteem that is essential for a high quality of life post-discharge.
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