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Reflective Report on Person-Centred Care, Partnership Working and Ethical Practice in UK Health and Social Care
[bookmark: _Toc1330327401][bookmark: _Toc1648504746]Introduction
Health and social care professionals must protect dignity, promote wellbeing and support independence. Person-centred care, partnership working and ethical practice help professionals provide safe, compassionate and effective support. Chronic obstructive pulmonary disease (COPD) is a significant health concern in the United Kingdom. Asthma + Lung UK estimates that approximately 1.7 million people live with COPD, while around 600,000 remain undiagnosed. This report examines the three principles through Mrs C’s case study, using relevant theories, legislation and professional guidance. It also explores the 6 Cs of Care and reflects on my experience supporting a woman living with dementia using Gibbs’ Reflective Cycle. The report identifies learning that can improve my future practice and help me provide respectful, individualised care (Asthma + Lung UK, n.d.; Gibbs, 1988).


Task 1: Reflection on Importance of Principles
Person centred care, partnership working and ethics

Person centred care
Person-centred care means treating each person as an individual and planning support around their needs, preferences, values and goals rather than making decisions for them. Mrs C is a widow who lives alone and has worsening COPD as well as lung cancer that has spread to her bones and liver. Her care should therefore consider breathlessness, pain, emotional wellbeing, relationships, independence and what matters to her at the end of life. Staff should listen to her priorities, explain options in a way she understands and record her preferences in an individual care plan. Regulation 9 requires care to reflect people’s needs and preferences, while personalised care guidance supports shared decisions and choice (Care Quality Commission, n.d.; NHS England, n.d.).

Partnership working 
Partnership working involves professionals, the person receiving care and, where the person wishes, family members or other trusted people sharing information and coordinating support. Mrs C’s care may involve her GP, community nurses, hospital teams, palliative care specialists, carers and emergency services. A clear care summary should explain her condition, medicines, preferred symptom management and the circumstances in which she would want hospital assessment. With Mrs C’s consent, relevant information can be shared with her children and trusted neighbour. Good communication reduces the risk of contradictory advice and helps services respond consistently, especially when her condition changes (NICE, 2021; Health and Care Act 2022).

Ethical Practice
[bookmark: _Int_FEdNiXxU][bookmark: _Int_gMlTbeLq]Ethical practice requires respect for autonomy, beneficence, non-maleficence and justice. Autonomy means supporting Mrs C to make informed choices, including decisions about palliative treatment, future hospital admissions and resuscitation discussions. Beneficence means acting to benefit her, while non-maleficence means avoiding unnecessary harm, distress or burdensome interventions. Justice means ensuring she can access appropriate care without unfair discrimination because of age, disability or serious illness. Staff must communicate honestly, respect confidentiality and avoid assuming that family or professionals know best. The Mental Capacity Act 2005 requires capacity to be presumed unless established otherwise and decisions to be assessed for the particular decision and time (Beauchamp and Childress, 2019; Mental Capacity Act 2005).
The 6 Cs and professional responsibilities
The 6 Cs are care, compassion, competence, communication, courage and commitment. They apply directly to Mrs C: care means meeting her physical and emotional needs; compassion means recognising her fears and distress; competence means understanding COPD, cancer symptoms and safe medicines practice; communication means listening and explaining options clearly; courage means raising concerns if her wishes are not being followed; and commitment means maintaining respectful support as her needs change. The Care Act 2014 places duties on local authorities to promote wellbeing, while the Health and Care Act 2022 supports cooperation across health and care services in England. These duties should be reflected in coordinated, safe and respectful practice (NHS England, 2012; Care Act 2014; Health and Care Act 2022).
Maslow's hierarchy of Needs
Maslow's hierarchy of needs also helps explain why these principles matter.  Maslow (1943) proposed that people have needs including physiological needs, safety, love and belonging, esteem and self-actualisation.  For Mrs C, managing breathlessness and pain relates to physical needs, while feeling safe at home and knowing whom to contact during a COPD exacerbation relate to safety.  Maintaining contact with her children and choosing a trusted neighbour may support belonging, dignity and independence.  the model reminds professional to consider the whole person rather than focusing only on diagnosis.  However, needs do not always follow a fixed order, and Mrs C should still be asked what matters most to her instead of staff assuming her priorities (Maslow, 1943; Care Act 2014; NHS England, n.d.).

Task 2: Practical Example in Practice
Shared decision-making and future planning
Mrs C should be supported to discuss the benefits and burdens of available treatment with clinicians, including palliative care and what to do if her COPD becomes worse. Professionals should explain likely outcomes and uncertainties in plain language, check what she understands and give her time to ask questions. Her wishes about future care, including preferences concerning CPR, antibiotics and hospital admission, should be explored sensitively and documented using the appropriate clinical process. A decision about CPR should not be treated as a general decision about all treatment. Her plan should be reviewed when her condition or wishes change, and information should be available to relevant services when needed (NICE, 2021; NHS England, n.d.).
Personalised support and personal health budgets
The case study describes Mrs C being dissatisfied with agency carers and having the option of a personal health budget to arrange support in a way that better suits her. If eligible and properly assessed, a personal health budget can give a person greater control over how agreed health needs are met. Mrs C may prefer a trusted neighbour to help with morning support, provided the arrangement is safe, agreed, properly managed and reviewed. The care plan should make clear what the neighbour can do, what requires a trained worker, how concerns will be reported and what happens if the neighbour is unavailable. Choice should be balanced with safeguarding, quality and continuity of care (NHS England, n.d.; Care Quality Commission, n.d.).
Social connection and holistic wellbeing
Mrs C’s needs are not only medical. Living alone after bereavement and having children who live far away may contribute to loneliness, anxiety or reduced confidence. Social prescribing could connect her with a health walk, a lunch club, volunteer shopping or support to use an iPad to speak with family. These activities should be offered rather than imposed, because her energy and breathlessness may vary. Staff should ask what she enjoys and adapt activities to her comfort, fatigue and mobility. This approach recognises her strengths and relationships while supporting independence and emotional wellbeing alongside symptom management (NHS England, n.d.; Care Act 2014).
Coordination, review and safety
Mrs C’s plan should identify who to contact if breathlessness, pain or other symptoms worsen and distinguish between situations that can be managed at home and those needing urgent clinical assessment. Her GP, community nursing team and palliative care service should coordinate medicines and review symptoms, while carers should record changes and escalate concerns promptly. Information should be shared lawfully, proportionately and with respect for confidentiality. Her preferences should be revisited as her illness progresses, and family involvement should follow her wishes. This combination of clear communication, professional accountability and regular review makes person-centred care practical rather than simply an aspiration (NICE, 2018; NICE, 2021; Data Protection Act 2018).

Task 3: Self-reflection using Gibbs’ Reflective Cycle
Figure 1: Gibbs’ Reflective Cycle. Source: theCompleteMedic (n.d.), based on Gibbs (1988).
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I will use Gibbs’ Reflective Cycle to consider an experience in my care work.  The model has six stages: description, feelings, evaluation, analysis, conclusion and action plan.  The cycle helps me examine what happened, what I learned and how I can improve my practice (Gibbs, 1988).
1. Description
I supported a woman living with dementia who sometimes refused personal care, medication and food. Her husband was present in her life, but care workers were responsible for supporting her with daily care and medication. When she refused personal care, we did not insist immediately. We gave her time and space, attended to another client and then returned to approach her again calmly. This was important when she needed her continence pad changed after soiling, because leaving her wet or soiled for too long could cause discomfort and moisture-related skin damage. We also needed to respond safely to medication refusal and recognise that her husband found it difficult to manage when she would not accept support (Alzheimer’s Society, n.d.; NICE, 2014; NICE, 2018).
2. Feelings
At the time, I felt concerned about the woman’s comfort, dignity and health, particularly when she refused a pad change or medication. I also understood that repeated approaches could make her feel pressured or frightened, so I tried to remain patient rather than take her refusal personally. I was aware that her husband needed support too, but my responsibility was to respect the woman and follow her care plan. Looking back, I recognise that staying calm and giving her space helped me respond with compassion, even when I was worried about the consequences of delaying care (NHS England, 2012; Alzheimer’s Society, n.d.).
3. Evaluation
A positive part of the experience was that we did not force personal care when she was distressed. Returning later gave her another opportunity to accept support in a calmer situation and helped protect her dignity. Moving on to another client also allowed us to manage our workload while planning to return, rather than abandoning her needs. However, there were risks if care was delayed for too long, especially if she remained soiled or missed important medication. I learned that patience must be combined with clear communication, accurate recording and escalation when refusal creates a risk to health or safety (NICE, 2014; NICE, 2018).
4. Analysis
Dementia can affect memory, understanding, communication and a person’s response to unfamiliar or intimate tasks. A refusal may communicate fear, pain, embarrassment, tiredness or a need for control, rather than simply being difficult behaviour. In future, I should consider these possible reasons, explain each step gently, offer simple choices and ask whether a different time or approach would help. The Mental Capacity Act 2005 states that capacity must be presumed and assessed for the specific decision; a diagnosis of dementia does not automatically mean a person lacks capacity. If the person lacks capacity for a particular decision, staff must act in their best interests and use the least restrictive option. Medication must never be forced or given covertly without the required assessment and authorisation, and repeated refusal should be recorded and reported according to policy (Mental Capacity Act 2005; Department for Constitutional Affairs, 2007; NICE, 2018).
5. Conclusion
This experience taught me that person-centred care requires patience, dignity and an effort to understand what a person’s behaviour may be communicating. Giving the woman space and returning later was a respectful approach, but I also need to judge when a delay could create a risk and seek advice. I should not assume that I know why someone is refusing care. I need to listen, observe, document and work with colleagues and relevant professionals so that the person’s wishes and safety are both considered (Care Quality Commission, n.d.; NHS England, 2012).
6. Action plan
In future, I will check the care plan before providing personal care or medication and use calm, respectful language, simple explanations and choices. If the person refuses, I will explore possible reasons, offer privacy and time where safe, and return according to the care plan. I will record the refusal and the action taken, report repeated or high-risk refusals to the senior carer
or appropriate clinician and follow medication policies rather than trying to persuade or force the person. I will also consider skin integrity and continence needs, seek advice when I am unsure about capacity or best interests, and communicate concerns to the team. These actions will help me demonstrate the 6 Cs through compassionate, competent and accountable care (NICE, 2014; NICE, 2018; Mental Capacity Act 2005; NHS England, 2012).

Overall Conclusion
This report has shown that person-centred care, partnership working and ethical practice are closely connected. In Mrs C’s case, care should reflect her preferences, symptoms, relationships and future wishes, with professionals communicating clearly and reviewing her plan as her condition changes. My reflection on dementia care has reinforced the importance of patience, dignity, safe practice and understanding the reasons behind refusal. By applying the 6 Cs, following legislation and guidance, and reflecting on my actions, I can continue to develop care that is respectful, individualised and safe (Care Quality Commission, n.d.; NHS England, 2012; Gibbs, 1988).
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