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Task 1: Reflection on the Importance of Principles of Health and Social Care
Person-centred care, partnership working and ethical practice are three principles that sit at the heart of good health and social care in the UK. They are not just policy ideals  they shape the day-to-day experience of people who use services and the professionals who deliver them. Reflecting on why these principles matter helps to explain not just what good care looks like, but why it makes such a difference to outcomes.
Person-centred care means putting the individual at the centre of decisions about their own care and support, rather than fitting them into a one size fits all service. The Care Act 2014 places a legal duty on local authorities in England to promote wellbeing and to involve people in decisions about their care, which reflects how deeply embedded this principle now is in UK policy (Care Act 2014). Theoretically, this links well to Maslow’s Hierarchy of Needs (1943), which suggests that human beings have a range of needs from basic physical needs like warmth and food, through to higher-level needs like belonging, self-esteem and personal fulfilment. Person-centred care recognises that services must address the whole person across all these levels, not just the immediate presenting need.
Partnership working is equally important. In health and social care, no single professional or organisation can meet all a person’s needs on their own. Effective collaboration between different services  for example between social care, NHS services, housing and the voluntary sector is essential to provide joined-up support. The Health and Care Act 2022 introduced Integrated Care Systems across England specifically to improve this kind of coordination and reduce the fragmentation that can otherwise leave people falling through the gaps between services (Health and Care Act 2022).
Ethics underpins everything in health and social care. The four key ethical principles widely used in practice are autonomy, which means respecting people’s right to make their own decisions, beneficence, which means acting in someone’s best interests, non-maleficence, which means avoiding harm, and justice, which means treating people fairly (Beauchamp and Childress, 2019). These principles guide professionals when they face difficult decisions, particularly in situations where someone’s wishes might conflict with what a professional thinks is safe, or where resources are limited.
Together, these three principles create a framework for care that is both effective and humane. Research consistently shows that when people feel listened to, when services work together around them, and when decisions are made ethically, health outcomes improve and people’s experiences of care are more positive (The King’s Fund, 2023). They are not optional extras – they are what makes the difference between care that merely keeps people safe and care that genuinely supports people to live well.
Task 2: Practical Examples of Concepts in Practice  Case Study 7: Robert
This section draws on Case Study 7, which focuses on Robert, a 30-year-old man with moderate developmental delays who requires assistance with daily activities and experiences difficulties with communication. Robert’s situation raises important questions about how person-centred care, partnership working and ethical practice can be applied when supporting someone with additional communication and cognitive needs.
Person-Centred Care
Applying person-centred care to Robert requires a genuine commitment to understanding his preferences, wishes and routines, even where communication is more complex. It would be wrong to assume that because Robert has developmental delays, he is unable to express what matters to him – people communicate in many different ways, and a person-centred approach means taking the time to understand Robert’s individual communication style, whether that is through speech, gesture, visual aids or behaviour (NHS England, 2024). The Care Act 2014 is clear that wellbeing and involvement in decisions about care applies to everyone, including people with learning disabilities, and Robert’s support plan should reflect his own goals and preferences, not just what others think is best for him.
In practice, this might mean working with Robert to develop a care plan that uses easy-read formats or pictures, building consistent routines that give him a sense of security and control, and ensuring that any changes to his care are introduced gradually and with his understanding. Maslow’s Hierarchy of Needs (1943) is a useful frame here – Robert’s basic needs around safety, personal care and nutrition must be reliably met, but a truly person-centred service would also support his needs for belonging, dignity and the opportunity to engage in activities that are meaningful to him.
Partnership Working
Robert’s needs are likely to span several different services and agencies. Effective partnership working would involve his care team coordinating closely with his GP, any specialist learning disability services, speech and language therapy if communication support is needed, and potentially housing services depending on his living situation. If Robert has a formal Education, Health and Care plan or is transitioning between services, multi-agency meetings and shared care planning would be particularly important (Health and Care Act 2022).
Family members or advocates who know Robert well are also a key part of the partnership. Where Robert finds it difficult to communicate his views directly, those who know him best can provide valuable insight  though it is important that this does not replace attempts to hear from Robert himself. The risk in cases like Robert’s is that professional’s default to communicating only with family or carers rather than making the effort to involve Robert directly, which undermines the person-centred principle.
Ethical Practice
Robert’s situation raises significant ethical considerations, particularly around autonomy and capacity. The Mental Capacity Act 2005 establishes that every adult must be assumed to have capacity to make decisions unless there is specific evidence to the contrary, and that capacity must be assessed for each individual decision rather than assumed to be absent because of a diagnosis (Mental Capacity Act 2005). This means that even though Robert has moderate developmental delays, he may well have the capacity to make many decisions about his own life, and any decisions made on his behalf must follow a formal best interest’s process involving those who know him well.
There is also an ethical duty to ensure that Robert is protected from potential harm or exploitation while still being supported to live as independently and fulfilling a life as possible. Balancing protection with autonomy is one of the core ethical challenges in supporting people with learning disabilities, and professionals working with Robert must be careful not to be so focused on risk management that they inadvertently restrict his freedoms or fail to support his development. The code of practice for social care workers makes clear that dignity, respect and the promotion of independence are non-negotiable principles regardless of a person’s level of need (Social Care Wales, 2022).
Overall, Robert’s case illustrates that applying these three principles to people with developmental delays requires extra thought, creativity and commitment but the principles themselves remain just as relevant and just as important as in any other care situation.
Task 3: Self-Reflection as a Health and Social Care Professional
As a manager working in domiciliary care, I have direct experience of trying to apply these principles in a fast-paced, community-based setting. Reflecting on my practice honestly is something I find both valuable and challenging it requires me to look at not just what I do well, but where there is still room to grow.
Person-Centred Care in My Role
In my day-to-day work as a domiciliary care manager, person-centred care shapes almost every decision I make. When I am putting together or reviewing a care plan, my starting point is always the individual – what matters to them, what their routines are, what their preferences are around how and when care is delivered. I have seen firsthand how much difference this makes. When people feel that their care is built around them rather than around the convenience of the rota, they are more engaged, more cooperative and generally happier with the service.
Maslow’s Hierarchy of Needs (1943) is a framework I find genuinely useful in practice, even if I do not always refer to it by name at the time. When I am managing a situation where a service user’s basic physical needs nutrition, warmth, personal hygiene are not being met, I know that addressing those must come first. But I also know that once those needs are stable, the people we support often have much wider needs around connection, dignity and a sense of control over their own lives, and good person-centred care must address those too.
One area where I know I could do better is in formally documenting person-centred goals and reviewing them regularly. In a busy service, care plans can sometimes become static documents that do not reflect how a person’s needs or wishes have changed over time. I am currently working on improving how my team conducts reviews so that the service user’s voice is genuinely at the centre of every update, rather than reviews becoming a tick-box exercise.
Partnership Working in My Role
Partnership working is something I engage with regularly, but it is also the area I find most complex. My role involves coordinating with district nurses, GPs, social workers, occupational therapists and family members on a regular basis. When it works well, it is incredibly effective information is shared, risks are managed, and the person being supported gets a much more coherent package of care. The Health and Care Act 2022 has reinforced the importance of this kind of integrated working at a national level, and I can see the ambition behind it.
In practice though, communication between agencies does not always flow as smoothly as it should. I have experienced situations where important clinical information has not been passed on to my team in time, or where a hospital discharge has happened without adequate notice, leaving us scrambling to put support in place quickly. This is not a criticism of individual professionals – everyone is under pressure, but it does highlight a system-level gap that the move towards Integrated Care Systems is trying to address (Health and Care Act 2022).
A strength I have developed in this area is building and maintaining good working relationships with the professionals and agencies I work with most regularly. I make a point of being proactive in communicating with social workers and healthcare staff rather than waiting for information to come to me. However, I recognise that I could do more to advocate for my team in multiagency meetings and to ensure that the domiciliary care perspective is properly represented in wider planning discussions. This is something I want to develop further, and I have identified attending more integrated care network meetings as a concrete step I can take.
Ethics in My Role
Ethics comes up constantly in domiciliary care management, often in situations that do not have straightforward answers. Managing safeguarding concerns, supporting people who make decisions that others consider unwise, balancing a family’s anxiety with a service user’s right to take risks – these are real, everyday ethical challenges. My Level 4 qualification in Health and Social Care gave me a much stronger theoretical grounding in ethical frameworks, and I have found Beauchamp and Childress’s (2019) four principles of autonomy, beneficence, non-maleficence and justice a useful lens for thinking through difficult situations.
One specific area where I have had to develop my ethical thinking is around risk. There is sometimes a tension in domiciliary care between a service user’s right to take risks in their own home – which is their legal right as a competent adult and the understandable concerns of family members or the organisation about liability. I have had to learn to have honest conversations with families about this, explaining that our role is to support people to live as independently as possible, not to eliminate all risk from their lives. The Care Act 2014 is helpful here because it explicitly places wellbeing, including the person’s own views about their wellbeing, at the centre of care and support decisions.
In terms of areas for improvement, I am aware that ethical decision-making under pressure can sometimes default to risk-aversion rather than genuine person-centredness. When something goes wrong or nearly goes wrong, the instinct can be to add more restrictions or oversight rather than to ask whether the person’s own wishes and rights are still being upheld. I want to be more consistent in returning to ethical principles when I am managing difficult situations rather than defaulting to what feels safest from an organisational perspective.
My Development Plan
Looking ahead, I have identified three specific actions to develop my practice. First, I plan to complete further training in the Mental Capacity Act 2005 and best interests’ decision-making, as this underpins so much of the ethical work in domiciliary care and is something Robert’s case study has highlighted for me as an area requiring careful attention. Second, I want to strengthen my team’s approach to person centred care planning by introducing more structured review processes that genuinely involve service users in shaping their own plans, including exploring the use of accessible formats for people with communication needs. Third, I intend to take a more active role in integrated care and partnership working at a local level, including attending relevant network meetings and building stronger links with health colleagues.
Reflecting on my practice through the lens of these three principles has reinforced for me that being a good manager in health and social care is not just about running an efficient service it is about constantly asking whether the people we support are truly at the centre of what we do, whether we are working effectively with others to meet their needs, and whether we are making decisions in a way that is ethical and defensible. I find that a genuinely motivating standard to work towards.
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