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1. Introduction
However, effective health and social care require not only technical competence but also whether care is delivered in a person-centred, coordinated, and ethically justified manner (Bouton et al., 2023). In this report, the concept of person-centered care, collaboration and partnership, and ethical practice in the health and social care services sector in the UK will be critically analysed. In particular, this report will discuss three important principles, their application to the case of Robyn, and reflect on the experience of a domiciliary Healthcare Assistant where a client refused personal care, using Gibbs' reflective cycle. The key argument put forth in this paper is that good care is not only about following procedures but sharing power, continuity, choice, proportionate risk management, and collaboration (Ho et al., 2023).

[bookmark: _Toc241510130]2. Task 1: Reflection on the Importance of Principles of Health and Social Care
[bookmark: _Toc241510131]2.1 Person-centred care
Person-centred care considers the individual as an active participant whose values, abilities, and life goals influence care decisions in contrast to a passive receiver of activities (Fridberg, Wallin, & Tistad, 2022). The relevance of person-centred care is reflected in such dimensions as dignity, autonomy, partnership, and continuity. According to the research performed in six healthcare units, the process of implementation of person-centred care was based on the initiation, engagement in, and safeguarding of partnerships, although the practice differed significantly depending on circumstances, which proves that the concept is not about the same set of procedures (Fridberg, Wallin, & Tistad, 2022). Being flexible, the practice allows for individualising patients, but sometimes inconsistency may occur when the team does not share its conceptual meaning. In the structural-equation study, the strong relationships were found between staff prerequisites and care environment (β =.826, p < .001) as well as between care environment and person-centred processes (β=.785, p <.001). It means that compassionate attitudes are supported by the system (Balqis-Ali et al., 2022).
[bookmark: _Toc241510132]2.2 Partnership working
Partnership working brings together the skills of service users, carers, healthcare professionals, social care workers and organisations such that disparate needs can be addressed effectively. In England, there have been reforms aimed at integrating care, which resulted in the creation of 42 Integrated Care Systems; however, interviews of 32 senior managers from three systems revealed that confusion in concepts, reorganisations, culture differences, and scarcity of resources hinder collaboration despite willingness to engage in joint work (Alderwick, Hutchings and Mays, 2024). Structural integration does not ensure relational integration. Successful partnerships involve common goals, information, roles, respect, and active involvement of the service users. UK focus group study, involving 90 individuals from ten partnerships, generated 185 sub-themes and 12 themes; stable relationships helped in collaboration, while short-term funding and stretched services hindered collaboration (Thomson, Waterson and Chatterjee, 2024). Partnership avoids duplication and enhances professional understanding only if power and accountability are shared.
[bookmark: _Toc241510133]2.3 Ethical practice
Ethics provides the foundation for determining the right thing to do when competing interests collide. Respect for autonomous wishes is part of respecting autonomy, beneficence involves promoting welfare, and non-maleficence aims to minimise avoidable risks; justice entails fair dealing. However, principles can clash. Too much risk aversion could promote physical security at the cost of independence and social interaction. In interviews with 15 older patients from three home-care settings, self-determination has been understood more as joint decision-making and collaboration than as absolute freedom, demonstrating relational autonomy (Bölenius, Lämås and Edvardsson, 2023). Also, care in the UK needs to assume mental capacity and help with decision-making prior to concluding incapacity (Mental Capacity Act 2005). Proportionate ethical reasoning is thus needed. Risks need to be identified, their consequences assessed, less restrictive alternatives explored, and decision-making documented. The goal is not to have zero risk but to provide care that is justified and proportional in response to the risks (Reeves and Jones, 2022).
[bookmark: _Toc242371394]Table 1: Critical synthesis of the three core principles
	Principle
	Primary contribution
	Key implementation risk
	Critical implication

	Person-centred care
	Choice, dignity, individual goals
	Tokenism; inconsistent delivery
	Systems must turn preferences into decisions.

	Partnership working
	Coordination; shared expertise
	Role ambiguity; poor communication
	The person must remain an active partner.

	Ethical practice
	Rights-based decisions
	Over-protection; uncritical choice
	Balance autonomy and risk proportionately.



[bookmark: _Toc241510134]3. Task 2: Practical Example in Practice - Robyn’s Story
[bookmark: _Toc241510135]3.1 Case context and person-centred care
Robyn suffered spinal damage at 21, becoming a tetraplegic requiring full-time assistance. Her package was funded using both continuing healthcare and local authority funding. In 2014 alone, she had 36 different personal assistants as agency staff quality declined. Her basic needs were met; however, the service failed to meet the demands of the life she wanted to lead. The personal health budget allowed Robyn to hire her own assistants, set up shift patterns, and tailor support to be employment and socially active, including competitive carriage driving (NHS England, n.d.). The case differentiates the completion of tasks from person-centered outcomes. Quality was not only about whether Robyn was transferred, fed, and protected but about whether her support facilitated control, identity, and participation (Jones et al., 2016). This distinction is supported by longitudinal home-care research involving 14 interviews with 5 older people where interpersonal, informational, and management continuity influenced care quality and time-pressure task orientation limited relations (Hellzén et al., 2024).
[bookmark: _Toc241510136]3.2 Partnership working and implementation limitations
But Robyn’s final package was determined by cooperation between Robyn, Continuing Healthcare, local authority, the personal health budget nurse, budget support service and direct paid assistants. Yet the process was not a consistent form of co-production; it took around 18 months and experienced periods when Robyn lacked information, and initially resulted in care plan that was not sufficiently individualised in Robyn’s opinion. Thus, formal multi-agency participation coexisted with poor communication and asymmetric control. The same pattern could be seen in the research on autonomy supportive care, where power sharing was emphasised in policy documents, while the process of collaboration was not paid much attention to, showing the gap between organisational aspirations and actual autonomy (van Loon et al., 2023). Partnership became more powerful for Robyn when the system switched from allocation of available workers to allowing her to choose workers that would suit her needs. Thus, the success of collaboration is determined by sharing information and authority, not by number of organisations participating.
[bookmark: _Toc241510137]3.3 Ethical practice and impact
The main ethical dilemma in Robyn's situation was that between safety and autonomy. While the agency could have argued that a worker was there and all basic needs met, staffing shortages made autonomy difficult. Non-maleficence is often defined narrowly and only takes physical safety into consideration; a more comprehensive understanding must consider harm resulting from loneliness, lack of control and exclusion from engaging activities. Health budget gave Robyn greater freedom, but it also put the burden of employment on her, which demonstrated that freedom can also be challenging when one lacks sufficient help. In addition to well-being, control of daily routines and participation are among the factors listed in the Care Act of 2014 as central to care ethics. It follows that ethical person-centred approach should involve risk-taking, while any restrictions should be proportionate (Duggan, Walsh and Waldron, 2025). Continuity helped to improve both autonomy and beneficence because the help provided became more consistent and aligned with Robyn's preferences.
[bookmark: _Toc242371395]Table 2: Critical application of the principles to Robyn’s case
	Case evidence
	Principle
	Critical interpretation
	Practice lesson

	36 different PAs in one year
	Person-centred care
	Basic coverage did not equal continuity or meaningful participation.
	Measure quality through outcomes that matter to the person.

	CHC, local authority, PHB nurse and support service
	Partnership working
	Multiple agencies were involved, but communication delays reduced co-production.
	Shared structures require timely information and clear accountability.

	Direct employment of compatible PAs
	Ethics/autonomy
	Greater control improved independence but created new responsibilities.
	Choice should be supported, informed and practically achievable.



4. Task 3: Self-Reflection as a Health and Social Care Professional
4.1 Description and feelings
Reflecting on a domiciliary-care shift using Gibbs’ reflective cycle where the service user, an adult, refused to have personal care at the stipulated time but wanted help after the set time, my immediate thoughts were that it might cause more problems since I could make the service user uncomfortable as well as interfere with other future appointments. However, I came to understand that pushing for the schedule would mean putting the service above the person. I made sure that I communicated the preference, ensured the service user understood the potential consequences, agreed on a new and safer time, documented this and communicated the same to the relevant colleague.
4.2 Evaluation and critical analysis
Whereas the best feature of my response is that I did not present the refusal as non-compliance. The patient was taken as someone who could express their preferences and the negotiation of care was carried out, rather than imposition. Nevertheless, autonomy can be hindered subtly in case of hurried staff members. According to a 2024 study involving 167 nurses, teamwork, empathy, and work environment were significantly related to person-centred care, with regression model explaining 78.7% of variance, demonstrating that individual attitudes function under certain organisational conditions (Lee, Jang and Sun, 2024). Task-oriented time schedules in domiciliary care setting can thus put pressure on patients despite the intention of staff members to respect autonomy.
This was because the process was not done in silos. I conveyed the information regarding the new arrangement and made sure the care record noted down the preference and risk discussion. Although the Health and Care Act 2022 further reinforced the path for integrated working, the actual frontline work will depend on proper handovers and accountability. A study from the UK through four Royal Colleges indicated that while person-centered care practices were inconsistent in their practice, patient participation in the quality assessment process was also limited. It indicates that while systems could foster the use of person-centered language, they did not necessarily involve the service user’s perspective (Moore et al., 2023). I realized that partnership required communication of the reasoning of the individual rather than just the outcome.
From an ethical perspective, the situation entailed making a difficult balance between the principles of autonomy, beneficence and non-maleficence. Although in my initial view the good quality of care meant adherence to the schedule, this was a case of potential paternalism. My duty to respect the wish could not absolve me of the duty to reflect on whether harm is foreseen and whether any assessment is needed based on cognitive function, distress, or clinical risks. Ethical value of the decision lay in using the least restrictive means – delaying care rather than forcing it or giving up. Findings from interviews with nine older people living alone and receiving homecare revealed that care delivery is influenced by the time aspect and that paying attention to the temporal experience of the service users may enhance person-centredness (Voie et al., 2024). This was relevant as the conflict I experienced arose due to organisational time and not clinical needs.

4.3 Strengths, limitations and professional development
Reflection revealed the following strengths: respectful communication, acknowledging individual autonomy, timely documentation, and readiness to engage colleagues. It was also clear that there were three areas of development required. Firstly, there is a need for increased confidence in making a distinction between the refusal which should be a cause for the capacity issues versus the refusal which can be accepted routinely. Secondly, there is a need for increased knowledge about escalation procedures in cases of preference against risk. Finally, there is a need for increased structure of the reflective discussion after an ethically difficult event.
[bookmark: _Toc242371396]Table 3: Personal development action plan
	Development need
	Specific action
	Evidence of progress
	Timescale

	Capacity, consent and autonomy
	Review the Mental Capacity Act principles and organisational consent policy; complete relevant CPD.
	Improved ability to explain when capacity assessment or escalation is appropriate.
	Within 8 weeks

	Risk communication and escalation
	Use supervision to review two autonomy-versus-risk cases and seek feedback on handovers.
	Supervisor feedback and clearer documented rationales.
	Within 12 weeks

	Partnership working
	Use structured handover language that records preference, risk, agreed action and responsibility.
	Audit of care notes/feedback showing consistent person-focused handover.
	Ongoing for 3 months



5. Conclusion
The principles of person-centred care, partnership working and ethics are interdependent requirements within a profession. Person-centred care focuses on what is important to the individual. Partnership working brings together all the individuals and services required to respond to the priorities raised by person-centred care. Ethics questions whether there will be respect for rights balanced against an acceptance of harm. The case of Robyn highlighted that safety and accessibility of service were insufficient indicators of high quality in situations where continuity, identity and engagement were not assured. In the reflective case, the standard domiciliary service schedule came into conflict with personal choice.
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