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[bookmark: _Toc235703710]Part 1: Abstract

This report dives into the significance of person-centred care, as well as partnership collaborations in aiding older adults with long-term conditions who are receiving community-based care in UK (NICE, 2021; Department of Health and Social Care, 2022). It looks at the core principles, advantages, as well as challenges of person-centred care, along with the ethical guidelines that shape professional decision-making (Beauchamp and Childress, 2019). Additionally, the report assesses how effective partnership working can enhance care outcomes and examines the impact of UK legislation and policies. Ultimately offering evidence-based recommendations to bolster collaborative, high-quality community care.
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Delivering effective health and social care means recognizing that each person is unique while also ensuring that services come together to address their needs (Department of Health and Social Care, 2022). Person-centred care (PCC) encourages practitioners to involve individuals when choosing the care and support they receive, making sure care reflects what is important to them instead of just focusing on their medical issues (NICE, 2021). Collaborative efforts among health professionals, social care workers, family members, caregivers, and voluntary organizations are essential for providing coordinated and responsive care (Department of Health and Social Care, 2022). 
This report delves into how person-centred care and teamwork enhance life standards and social wellbeing for older adults who are receiving ongoing community-based support (Department of Health and Social Care, 2022). It looks at the core principles, strengths, and challenges of individualised care (NICE, 2021), reviews the ethical guidelines and legislation that shape professional practice, assesses the significance of partnership working, and offers evidence-based recommendations to bolster collaborative, person-centred community care across the United Kingdom (Department of Health and Social Care, 2022).
Person-Centred Care: Definition, Benefits and Limitations
Person-centred care (PCC) is an approach that views people as active partners in their own care rather than passive recipients of services. In community care for older adults with long-term conditions, it encourages practitioners to understand each person's preferences, values, beliefs and life experiences when planning and delivering care (NICE, 2021; McCormack and McCance, 2021). 
Care is tailored to meet individuals' physical, emotional, psychological, social and cultural needs, with service users, families and carers working together to develop care plans that promote independence and helps older adults stay independent while continuing to live at home (NICE, 2021; Department of Health and Social Care, 2022).
Person-centred care provides many benefits within community settings. Older adults, actively involved in planning and reviewing their care are often more confident in managing long-term conditions, follow agreed care plans and achieve better health outcomes (NHS England, 2024; NICE, 2021). It also improves communication, strengthens relationships between practitioners, service users and carers, and promotes trust, respect and coordinated multidisciplinary working (McCormack and McCance, 2021). 
These benefits can improve quality of life, maintain independence and help reduce avoidable hospital admissions among older adults living in the community (NHS England, 2024; Care Quality Commission, 2024).
Delivering person-centred care in community settings can be quite a challenge. With staff shortages, rising demand, and limited resources, there's often not enough time for personalized care and shared decision-making (The King's Fund, 2023; Care Quality Commission, 2024). On top of that, communication barriers like language differences, low health literacy, and cognitive impairments, along with organizational pressures and heavy workloads, can make it even tougher to address individual needs (Care Quality Commission, 2024). 
Yet, despite these hurdles, strong leadership, continuous professional development, and nice collaborative work between health and social care providers can empower practitioners to deliver respectful, responsive, and tailored care that truly enhances the lives of older adults in the community (Department of Health and Social Care, 2022; Care Quality Commission, 2024).
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One compelling theory that backs person-centred care for older adults with ongoing health needs in community settings is Bronfenbrenner's Ecological Model of Human Development. According to Bronfenbrenner (1979), personal development, health, and wellbeing are shaped by their interactions with various environments, such as family, healthcare services, the local community, and the broader society.
 This theory prompts practitioners to look beyond just the medical aspects of an individual's condition and to consider the social, emotional, and environmental factors that infulence their health and everyday life (Bronfenbrenner, 1979; National Institute for Health and Care Excellence, 2021). By acknowledging each person's unique situation and involving them in their care decisions, this model champions person-centred care and holistic care planning (National Institute for Health and Care Excellence, 2021; NHS England, 2024). 
Bronfenbrenner's model is made up of five linked systems: the microsystem, mesosystem, exosystem, macrosystem, and chronosystem (Bronfenbrenner, 1979). In community care, the microsystem encompasses family members, caregivers, and healthcare practitioners who provide direct support. The mesosystem emphasizes the importance of effective communication and collaboration among these groups. The exosystem includes organizations like local authorities and voluntary services, while the macrosystem reflects broader legislation, such as the Health and Care Act 2022, which advocates for integrated care (Department of Health and Social Care, 2022). Lastly, the chronosystem acknowledges that care needs evolve over time, highlighting the necessity for regular reviews of care plans (Bronfenbrenner, 1979; National Institute for Health and Care Excellence, 2021).
A key strength of the model is that it promotes a holistic understanding of health by recognising the influence of family support, housing and community resources on wellbeing (NHS England, 2024; Care Quality Commission, 2024). This helps practitioners develop personalised care plans that promote independence and self-management. However, workforce shortages, increasing demand and limited resources can make collaborative, person-centred care difficult to deliver consistently (The King's Fund, 2023; Care Quality Commission, 2024). Despite these challenges, Bronfenbrenner's Ecological Model remains a valuable framework for supporting coordinated, person-centred care and improving outcomes for people residing in the community.
Ethical Fundamentals of Health and Social Care
Ethics play a crucial role in health and social care, serving as a compass for practitioners to make decisions that are respectful, fair, and centred on the wellbeing of those they support. When it comes to community care for older adults living with ongoing health condition, these ethical principles help professionals strike a balance between honouring individual rights and fulfilling their professional duties, all while ensuring that care is safe, high-quality, and tailored to each person (Beauchamp and Childress, 2019; Health and Care Professions Council, 2024). 
They also foster collaboration and shared decision-making among practitioners, service users, families, and care givers (Department of Health and Social Care, 2022). Four fundamental ethical principles are: autonomy, beneficence, non-maleficence, and justice (Beauchamp and Childress, 2019).
 Autonomy emphasizes people should be given access to information and support they needed to make their own decisions about care they receive, provided they have the mental capacity to do so. In community settings, it's essential for practitioners to engage older adults in discussions about their treatment and care planning, ensuring that the information shared is clear and aligns with their values, preferences, and cultural beliefs (National Institute for Health and Care Excellence, 2021).
 However, practitioners also need to find a balance between respecting personal choices and their duty to protect individuals who might be at risk of harm (Health and Care Professions Council, 2024).
 Beneficence means doing what is best for the person while supporting their wellbeing, while non-maleficence emphasizes the importance of steering clear of unnecessary harm (Beauchamp and Childress, 2019). 
In the realm of community care, we see these principles come to life through evidence-based practices, regular reviews of care, thorough risk assessments, and a well-coordinated approach from various professionals. This teamwork is essential to help older adults manage ongoing health conditions safely at home. (Department of Health and Social Care, 2022; Glasby and Dickinson, 2021; NHS England, 2024).
 Justice, conversely, is all about ensuring that everyone can receive health and social care services without being disadvantaged because of age or disability, ethnicity, gender, or socioeconomic status, as highlighted by the Equality Act 2010 (Equality Act 2010). 
Yet, workforce shortages and limited resources can complicate the fair distribution of community services (Care Quality Commission, 2024; The King's Fund, 2023). By applying these ethical principles, we can foster person-centred care, encourage collaborative efforts, and ensure high-quality support, all of which help older adults maintain their dignity, independence, and overall wellbeing while living in the community (Health and Care Professions Council, 2024; NHS England, 2024).
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Partnership working is all about health and social care practitioners teaming up to provide seamless and effective support for individuals. When it comes to community support for older adults living with ongoing health challenges, this approach unites health professionals, social care practitioners, service users, families, carers, and voluntary organizations. Together, they share insights, exchange information, and make collaborative decisions that lead to better care outcomes (Department of Health and Social Care, 2022; Glasby and Dickinson, 2021).
 The strength of this approach is that it tailors care around the individual’s needs, rather than relying on disjointed or separate services. By joining forces, practitioners can offer more holistic and ongoing support that adapts to the evolving needs of older adults living in the community. One of the standout advantages of partnership working is that it allows professionals from various fields to pool their knowledge, skills, and experiences when planning and delivering care. With effective communication and the right information sharing, they can gain a well-rounded understanding of an individual’s physical, psychological, and social needs, leading to more coordinated and consistent care (Glasby and Dickinson, 2021; NHS England, 2024).
 In community settings, GPs, community nurses, social workers, occupational therapists, pharmacists, and voluntary organizations can collaborate to help older adults manage long-term conditions, cut down on unnecessary hospital visits, and maintain their independence at home (NHS England, 2024). This coordinated approach not only minimizes service duplication but also enhances continuity of care.
Partnership working supports, reinforces the principles of person-centred care by actively engaging older adults and their families in the decision-making process regarding assessments, care planning, and ongoing reviews. This approach ensures that care is tailored to reflect everyone’s preferences, values, and personal goals, while also encouraging them to be actively involved in handling their health and wellbeing (National Institute for Health and Care Excellence, 2021).
 When supporting older adults dealing with ongoing health needs, involving family members and caregivers in these decisions can lead to better adherence to treatment plans, enhance emotional support, and allow for care that adapts to their evolving needs. The development of Integrated Care Systems (ICSs) through the Health and Care Act 2022 has further bolstered collaboration among NHS organizations, local councils and community-based services, fostering integrated care and working to reduce health inequalities (Department of Health and Social Care, 2022; NHS England, 2023).
 However, despite its numerous advantages, partnership working can face challenges in community care. Variations in organizational priorities, communication hurdles, workforce shortages, limited funding, and the rising demand for services can all impact collaboration and diminish opportunities for joint care planning (Care Quality Commission, 2024; The King's Fund, 2023). 
Additionally, information governance requirements can complicate information sharing when multiple organizations are involved. Nevertheless, by enhancing interprofessional communication, investing in workforce development, and promoting collaborative practices, we can improve partnership working and support more integrated, personalised care (Health and Care Professions Council, 2024). 
When practitioners work effectively across organizational boundaries, they can significantly improve health outcomes, promote independence, and improve older adults’ life quality in the community while managing chronic health challenges (Department of Health and Social Care, 2022; NHS England, 2024).
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To enhance person-centred care and foster collaboration in community care for older adults living with ongoing health challenges, health and social care organizations need to keep pouring resources into workforce development (Department of Health and Social Care, 2022). Regular training and ongoing professional development can really boost practitioners' communication skills, cultural awareness, and their ability to provide personalized care, all while promoting effective teamwork across different disciplines (Health and Care Professions Council, 2024; McCormack and McCance, 2021). 
Additionally, organizations should focus on strengthening secure digital systems to enhance communication and information sharing among community health, social care, and voluntary services, which is essential for achieving integrated care (Department of Health and Social Care, 2022; NHS England, 2023).
 Moreover, encouraging closer working between the NHS organizations, local authorities, and voluntary groups can lead to better access to coordinated support, minimize service duplication, and help older adults maintain their independence at home, contributing to better health and enjoyable life qualities (Glasby and Dickinson, 2021; NHS England, 2024; Care Quality Commission, 2024).
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This report has shown that individualised care and collaborative working are essential for delivering effective community health and social care for older adults requiring ongoing healthcare support. Person-centred care promotes dignity, independence and involvement in decision-making, while partnership working enables coordinated support through collaboration among healthcare and social care providers (NICE, 2021; Department of Health and Social Care, 2022).
 Despite ongoing challenges such as workforce shortages and limited resources, investing in practitioner development, stronger integrated working and effective digital technologies can enhance the quality of services and achieve better outcomes for people receiving community-based care (Department of Health and Social Care, 2022; Health and Care Professions Council, 2024)
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