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Introduction
Three fundamental principles have been identified as key drivers of high-quality care throughout the UK's Health & Social Care System: Person-Centred Care; Partnership Working; and Ethical Practice. All of these principles are key to supporting an individual's Dignity; Autonomy and Equality while receiving services. As Glasby (2020) explains, all three principles also represent a conscious shift in policy direction away from paternalism towards a collaborative approach to Healthcare and Rights-Based Care with an emphasis on Shared Decision Making. The Care Act 2014 provides a legislative duty to enable Local Authorities and Providers to work collaboratively to facilitate an individual's participation in decision making regarding their own wellbeing. A similar legislative duty exists in relation to the establishment of Integrated Care Systems (ICSs) through the Health & Care Act 2022 with an aim to improve outcomes for service users through improved inter-organisational collaboration. In addition to providing a framework for decision making, ethical principles such as those proposed by Beauchamp & Childress (2019) provide guidance when faced with difficult decisions and assist in ensuring that fair practices are followed at all times.
This report will critically evaluate the significance of these principles in determining contemporary Health & Social Care Services. The report will subsequently illustrate how they can be applied using Robyn’s Story from NHS England further examining the principles' effectiveness. Finally, the report will provide a reflective account of a professional experience gained while providing Communication Support in a Dementia Care setting and use Gibbs (1988) Reflective Cycle to highlight areas of Learning and Future Development Needs.

Task 1: Critical Importance of Principles
Patient-centered care
Patient-centered care is based on the premise that patients will participate in their care in a collaborative and not just passively receive it. In addition to focusing on the patients' personal identity, patients lived experiences, cultural needs and personal goals (Santana et al., 2021) it emphasizes that the goal of care is to improve the patients' quality of life. As stated within the Care Act 2014, providing people with the ability to control their own lives, to be involved in their care and to enable them to have a good quality of life is an obligatory duty for both providers and commissioners; it is not optional. Implementing this approach to care has been shown to improve patient satisfaction and to improve the overall health of the patient in addition to increasing the trust that patients have in the service.
However, despite the potential benefits, there are still many barriers to implementing patient-centred care. For example, research has indicated that patient-centred care is often implemented superficially; for example, staff record that they provided personalized care to a particular patient; however, in reality the patient received the same level of care as every other patient (Ocloo & Matthews, 2016). A number of factors including workforce shortages, lack of time and institutional routines can cause barriers to listening to patients, adapting to patients' preferences and responding to patients' needs (Wolf, 2022). Therefore, implementing effective patient-centred care requires more than just a culture shift. It also requires additional education and training for staff to develop the necessary communication and relationship-building skills to engage with patients and to create the environment and resources necessary to allow staff to develop an understanding of each patient's individual needs.

Collaboration and partnerships
Individuals who have complex needs use a variety of services delivered by a range of organizations including public sector agencies, voluntary sector organizations and private sector agencies. Collaboration between these organizations is intended to address the fragmentation that occurs when each agency delivers its services independently (The King’s Fund, 2023). As a result of the Health and Care Act 2022, Integrated Care Systems (ICSs) are required to collaborate with each other in order to share responsibility for the health of the population and to work together to address health inequalities (Health and Care Act, 2022).
When successful, collaboration can lead to increased continuity of care, faster decision-making and improved protection for vulnerable adults due to the sharing of information and expertise (Hughes et al., 2022). However, achieving greater levels of collaboration is not always possible and, in some cases, may be difficult. Barriers to collaboration include differences in funding mechanisms, professional cultures and communication systems (Kuluski et al., 2022). Additionally, digital systems used by different agencies may be incompatible, leading to delays in the exchange of information, which contradicts one of the main objectives of collaboration (Kuluski et al., 2022). Another barrier to collaboration includes power imbalances between organizations that can affect whose views are heard and considered in planning discussions. Therefore, while collaboration and partnerships are important for delivering effective care, they must be supported by the necessary practical resources, clear leadership and a shared vision and values.

Ethics in Practice
Involvement of ethics in practice is a necessity due to the fact that professionals in the field of care are often faced with making decisions regarding conflicting rights, risks and needs of individuals. Ethics provides a framework for examining decisions using four key principles: autonomy, beneficence, non-maleficence and justice (Beauchamp & Childress, 2019). The Mental Capacity Act 2005 supports autonomy by allowing practitioners to presume that individuals have the capacity to make decisions unless it can be demonstrated otherwise. The Act also requires that, when making decisions on behalf of another, the least restrictive alternative be used (Scales et al., 2022). The Human Rights Act 1998 protects dignity and prevents discrimination against individuals (Scales et al., 2022).
While ethics provide a structured way of making decisions, applying ethics is not always a simple process. Professionals are often faced with balancing the need to protect individuals with the need to give individuals independence, which can create conflict particularly in disability and dementia care where autonomy and risk are closely related (Tadd et al., 2024). If professionals do not have the skills and confidence to reason ethically, they may limit the options available to the individual in order to minimize risk, which can ultimately impact on the well-being of the individual (Tadd et al., 2024). Therefore, developing ethical competence is a critical element to supporting rights-based and person-centred care practices.
Therefore, the three elements of care; person-centred care, partnership working and ethical practice should not be seen as independent of one another. The combination of the three will result in empowering, safe and equitable support being offered to individuals. Conversely, failure to implement any of the three elements will result in fragmented, disempowering or potentially damaging support for individuals. These three elements therefore form the basis of high-quality contemporary practice across UK health and social care settings (Ham, 2021).

Task 2: Application to Practice: Robyn’s Case Study
Robyn the subject of the case study is a young adult, with an autism condition, which caused significant anxiety during the transition from children to adult services. This transition represents a "cliff edge" for most young people with autism. Robyn experienced anxiety related to this transition; however, she was supported to engage in goal setting and identification of her personal goals, which included engagement in social activities and receipt of communication strategies tailored to her sensory needs.
Co-productive approaches were used to improve Robyn's confidence and participation in planning and goal achievement. As noted by Cottini et al. (2021), supportive approaches has been observed to help reduce the reliance on stereotypical views of autism and promote identity-based planning. In addition, co-productive approaches enable participants to develop plans that reflect their unique experiences and needs. As stated by Heslop et al. (2020) and Ocloo and Matthews (2016), these types of approaches are important in order to provide equitable and inclusive support to individuals with disabilities.
It is essential that there is effective coordination and collaboration among all relevant and other professionals. A key worker may facilitate continuity throughout the planning process. However, as stated by Hughes et al. (2022) and The King's Fund (2023), while there are clear benefits of support approaches to planning and delivery of services, barriers remain evident due to funding constraints and differences in service provision across local authorities.
Robyn's autonomy was enhanced by using supportive communication techniques and by providing her with choices regarding her decisions. Kapp (2020) suggest that in develop and implementing care plan, a strengths-based approach, should be adopted to ensure fair and equitable access to opportunities. This is to both prevent discrimination and ensure the application of the equality legislation. Finally, as noted by Hughes et al. (2022), this study demonstrates the moral imperative of viewing disability as diversity rather than deficit.

Task 3: Reflective Practice: Using Gibbs’ Reflective Cycle (1988)
Supporting a person who lived with dementia during mealtimes provided me with valuable learning opportunities enabling me to put to practice all the key lessons, I have learnt as a health and social care professional. This reflective activity took place at a residential care setting. This subject to who experienced anxiety and agitation during meals because she found it difficult to follow instructions and process information quickly. Therefore, I decided to take a different approach in providing support for her communication experience and support her autonomy.
From a personal perspective, I approached the situation with empathy and respect for the person, but I also struggled with uncertainty about whether others would view my alternative approach as inefficient and/or problematic in a fast-paced environment where time seems to be paramount. I was concerned that others would view me as taking too much time to accomplish a task and/or creating unnecessary obstacles in the completion of routine tasks. However, seeing the person's response to respectful communication, and watching her regain a sense of calmness while eating and her regaining some control over her meal, I felt more confident in supporting people in this way.
Analysing the impact of the experience, the positive impacts were numerous. The resident was less agitated, made eye contact, and consumed more of her meal than usual. Furthermore, the method used promoted both nutritional and emotional wellbeing. This aligns with research that states that using dignity enhancing communication decreases distress and promotes independence in dementia care (Lee et al., 2022). The intervention also supported the residents' legal rights as outlined in the Care Act 2014. The Act mandates healthcare professionals to promote wellbeing and maximize the choices available to the person. There were also several challenges. A number of the staff expressed frustration and suggested that assisting the resident quickly would be safer and easier to accomplish. The pressure to complete meals in a timely fashion and the structured nature of the mealtime schedule impacted how staff viewed adapting care to meet the needs of individuals. This illustrates a cultural issue. Healthcare organizations promote person-centered care in policy, but in many cases, the implementation of this type of care is inconsistent due to the workload of staff (Scales et al., 2022).
Using theory and policy to analyse the experience, there are a few key points that were important to consider. As dementia progresses, it has an impact on memory, language, and perception. Therefore, communication must be adjusted to accommodate the resident's level of understanding (Scales et al., 2022). The approach I used was based on the principles of person-centered care, which includes providing the resident with autonomy, offering them choices, and recognizing the person beyond their diagnosis (Santana et al., 2021). The four ethical principles were also integral to decision making. Autonomy was incorporated into the resident's care through the involvement of the resident; beneficence was motivating for the purpose of promoting the resident's wellbeing; non-maleficence guided my supervision of the resident's care to minimize risk; and justice was incorporated into the resident's care as it was imperative to treat the resident equally, and not exclude her from participating in decision making due to her cognitive impairment (Beauchamp & Childress, 2019). The Mental Capacity Act 2005 further emphasized my responsibility to assume that the resident was able to participate in decision making when appropriate support was given, and to implement the least restrictive alternative.
Based upon my reflection of the experience, I concluded that there is a significant relationship between communication, dignity and independence. I also identified that even minimal changes to practice can significantly affect a resident's wellbeing. However, true person-centered care requires assertiveness and confidence to effectively challenge traditional, routine-based practices. The experience also illustrated potential avenues for future growth, particularly regarding inter-professional communication. If I had communicated the rationale behind my communication strategy prior to its implementation, I believe that my colleagues may have provided greater support. Therefore, I recognize that simply knowing what is correct is insufficient; rather, I must also convey the evidence that supports the implementation of each practice decision.
My development plan for continued education and professional development will focus on formal education, teamwork, and ethical competencies. I intend to obtain recognized dementia communication training within the next six months to develop my skills and build my confidence in adapting communication strategies for individuals with dementia. Additionally, I intend to incorporate communication techniques in handover and/or team meetings, to inform my colleagues of the benefits of implementing a dignified-based approach to care and to develop a consistent, team-based approach to care. To continue developing my ethical reasoning, I intend to engage in regular reflection using recognized models and ensure that all decisions I make are founded in legislation and evidence.
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