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Living with a chronic life-long illness and the importance of partnership working with varying health care professionals. 
This essay talks about the effects of demographic changes, how there are more people living for longer, an ageing population and how many older people are living with chronic illnesses , which need more care services and varying professionals to meet the individuals care needs, needing the different organisations and agency professionals to work together in partnership to provide better care services. 
Included in this essay are the changes within the healthcare system, from providing care for acute conditions to providing care for lifelong chronic illnesses. What a chronic illness is and what care services would be needed for those who need them, the link between having a lifelong chronic illness and mental health problem, the importance of self -care management and involvement of the individuals care. 
The importance of empowerment, education, knowledge and understanding of a chronic condition, to ensure better health care services are provided, to enable a better quality of life, the importance of partnership working and integrated care. 
Demographic changes over the years, have resulted in greater numbers of people living longer and older people living with more disabilities and often two or more lifelong chronic conditions. (George) 
There are more people living longer, older people are an increasing burden on national economics throughout the world. Busse et al, (2010). 
In the current year, 2020, twenty percent of the population, in England and Wales will be aged over sixty-five years old. Older people tend to report higher levels of higher of chronic and longstanding illnesses. In 2003, sixty-five percent of people aged sixty-five to seventy-four and sixty- four percent of people aged seventy-five or over are reported to having experienced long-standing illnesses. ONS, (2003). 
By the year 2030, the number of older people with care needs, such as help with washing and dressing is predicted to rise from 2.5 million in the year, 2010 to 4.1 million, which is an increase of sixty-one percent. Kings Fund. 
In the year, 1997, there was an increase of elderly people in the population, this being would inevitably lead to more health services being needed to ensure the care of an ageing population. DOH, (1989). 
There are fifteen million people in England who are living with a long-term health condition. ONS, (2003).
 It is reported that Wales has the highest rate of people living with chronic illnesses in the United Kingdom. NHS. 
The growth of the public sector since Victorian times is a history of separate development of different professional and occupational groups, service provision was initially organised by separate professions and agencies, but in the late part of the twentieth century, an increasing awareness emerged that the need to link services and integrate methods of the delivery of the health care services. Miller, (2004)
 Health and social care services exist to provide services to people who need them. Interprofessional working is about providing better services to people. 
Within health and social care, there are many theories that are applied to care in practice. Abraham Maslow’s hierarchy, pyramid of human needs, has been applied throughout health and social care, so that people’s basic needs are met, these needs are to be safe, secure, to feel loved and have a sense of belonging, self-worth and self-esteem, to have a home, to be warm and to have food and drink. This relates to the values and principles of care. Miller, (2019). 
Health and Social care often work with people who have complex and crosscutting needs, which require a joined-up response, from a range of different agencies, partnership working. Glasby, (2012). One definition of partnership working requires at least more than two agencies to work together, who have common interests and requires a relationship between them that has a degree of trust and equality. Glendinning et al, (2002).
Partnership working involves negotiation from different agencies who are committed to working together in the long term. The delivery of added value that cannot be provided by a single agency working alone. Sullivan and Skelcher, (2002). 
The purposes for partnership working are to bring together skills of the healthcare professionals to achieve continuity of care, to ensure accountability and responsibility. Co-ordination in the planning resources, the delivery of the resources and with sharing of information. 
Partnership working is to benefit the service users, to put them at the very core of their care. Payne, (2000). Designing and delivering more joined -up and patient centred services offers hope of improving the service users’ experiences, safety, quality, values and outcomes, however it does not deliver the care that people need or desire. There are often big gaps between services, medical care and between health and social care. Goodwin et al, (2011). 
Integrated care is essential to transform the way care is provided to people with long term health illnesses and conditions. To meet the needs of an ever-ageing population and to enable people with complex needs to live healthy, independent and fulfilled lives. Integrated care does not need any further structural upheaval or legislative changes, so it can be delivered now, improving integrated care should be a must do priority, as to get the attention it needs. Goodwin et al, (2011). 
The need to improve the management and treatment of long-term conditions is the most important challenge facing the NHS. Kings fund. Care for people with long-term conditions must involve a move away from disease-focused, fragmented model of care, towards a more holistic, proactive and preventative one, in which people living with chronic conditions are encouraged to play the centre part in managing their own care. Coulter. (2013). 
Holistic care considers a person as a whole and respects their spiritual, social, physical and mental health needs, rather than focusing on some or one aspect. Miller, (2019). 
People with complex needs require holistic care from a broad range of health and social care professionals, but most of the time, they are responsible for meeting their own needs, and to have considerable expertise in their condition and therefore should be considered as an equal partner in care. Coulter et al (2013). 
Integration is the most appropriate way of providing care to people who have complex needs. Henwood and Hudson, (2009). 
It is widely recognised that care and support needed for people living with a chronic illness requires dramatic redesign of services, allowing individuals to drive their own care planning process. Coulter, Roberts and Dixon, (2013). 
The National Health Service future forum, (2012) suggests that the focus should be on integrated care, where services integrate around the patients, it is not about the organisations, the structures or its pathways, but about better outcomes for patients. Putting people at the forefront of their care. They also suggest that the entire health and social care should embrace this definition that integration care puts people first at the core of their care. 
The department of health promotes the involvement of service users and public decisions about the planning, design, development and the delivery of the local services. This promises to lead to improved services and better outcomes for people, service users see themselves as experts in their experiences and chronic illness. Tilmouth, Ward and Williams. (2011). 
Service users are being encouraged to exercise greater control over their own health care and to be more involved in the department of health services. DOH, (1989). 
There has been a shift of power and control, over the years as according to Arnsteins, (1969) ladder of participation. From where people had no control or power over their care decisions or the care that they received, to having full, involvement, choice and control about the health care services they receive and from whom. 
The reasons for this change are the health and social care systems are under pressure, demographic changes, people living longer, old age does not come alone, more older people are living with chronic illnesses. Wellard, (2010). Goodwin et al, (2014). Oliver et al (2014)., (2011).  
A chronic condition cannot be cured, only controlled, they are life-long and can limit the quality of a person’s life. NHS. 
Chronic illnesses are diabetes, cancer, dementia, arthritis, asthma, cystic fibrosis, epilepsy and heart disease. 
Out of the 15 million people living with a chronic condition, it is reported that 2.6 million people are living are diagnosed with diabetes. 
This has increased from 1.4 million in 1996. Diabetes UK, (2010). Over 500,000 people are unaware that they have it. It is predicted that by the year 2025 over four million people will have diabetes and the majority of those having type two diabetes. Lloyd, (2010) states people with diabetes are twice as likely to have depression as to those who don’t have diabetes. This has a detrimental effect on self -management of diabetes and an overall quality of life. 
Nearly two million people in the UK are currently living with sight loss and is predicted to double by the year 2050, to four million, this is being driven by the ageing population, 20 percent of people aged seventy-five or over and fifty percent of people aged ninety have sight loss, this could be linked to diabetes and obesity. Kings Fund. 
It is linked that people living with life-long conditions will experience mental health problems, two to three times more likely than the general population. Fifteen million people in England have a long-term condition, they also have a mental health illness. Naylor, (2014). 
Mental health problems can complicate people’s health conditions, resulting in them experiencing poorer clinical outcomes with lower quality of life and they may have to spend more time in hospital. 
All of these would require more intensive support from services. Kings fund. It is important to recognise the effects of mental health to be able to provide effective care for people with chronic conditions. Kings Fund. 
Collin Thome’ (2010) states delivering improvements for people with long-term conditions is not about treating the illness, it is about delivering personalised holistic and responsive care, in the full context of how people live their lives. Nuffield.
The strategy of empowering and educating the person needing care and support is thought to be the most useful. Peile, (2004). Empowerment and education are very important concept in patient management, it has been widely used in a huge range of clinical issues. Kelly, (2002). Understanding is a vital ingredient of compliance. Marinker, (1997). 
Self -management is seen as an integral central part of the care system provided to people living with long-term health conditions and can be instigated by the implantation of expert patient programmes. Davidhizar (1998). 
Kozier and Berman (2008) explain that supported self-care management refers to the individual’s ability to accept, manage their symptoms, treatment, lifestyle changes inherent in living with a chronic illness and to also manage psychological and physical consequences of living with the condition. 
Poor management of diabetes can lead to further health problems, like having a stroke, which can affect a person’s speech and mobility. Diabetes UK.
Living with diabetes can be hard, a person can struggle with the emotional effects of having diabetes. 
Diabetes is a very complicated condition and can cause all sorts of problems, from having a hypotension when your blood sugars are too low to long lasting damage to your eyesight. Diabetes UK. 
Diabetes can do serious harm; a person can prevent or delay these problems by keeping blood sugar, blood pressure and blood fats under control, will help to reduce the risk of complications occurring, to do this an individual will need to know how to manage their diabetes and knowing how to look after themselves. 
There are chronic and acute complications of diabetes. NHS. 
People who have attended a structured education course, improved their knowledge, ability and confidence to manage their condition better, giving a better understanding of the condition and what is needed to ensure a good quality of life whilst living with diabetes. CQC. 
When a person has a chronic condition, such as diabetes, the person will need various care services and health care professionals to meet the needs of the illness. NICE.

An individual with diabetes will need to see a district nurse, a dietitian, a podiatrist and a nutritionist, diabetes specialist, an ophthalmologist (eye doctor) GP, Pharmacist, psychologist. A person with diabetes may also have to receive care from a domiciliary staff. NICE. A multi-agency group of healthcare professionals.
The positives of multi-agency working is that there is more support for the individual person, where they are supported to overcome their fears, difficulties, to gain confidence, independence, self-esteem, self- value and a sense of self -worth, to be able to lead a fulfilled life with minimal care and support, in which they are capable of. Sussex, Herne and Scourfield, (2008). 
Another positive aim of multi-agency working together, is for the individual person, to have the control and power to make decisions as to the care and treatment they receive challenge, accept and adapt to any improvements and changes in their life and for them to move forward, whilst living with a life-long illness or condition. Miller, (2019). 
Also for the individual person in need of the care and support, to have informed choices, which enables them to make the best decisions or the best decision agreed and made on behalf of the care service user, using their input, choices and views to determine the appropriate measure and method to gain the best outcome and decision for that individual. If the individual is unable to make a definitive choice themselves. Miller, (2019). 
The importance of partnership working with people living with diabetes is to gain better outcomes, better quality of life, to self-care and manage the condition effectively, to reduce the hospital admissions, long hospital stays and prevent any further chronic conditions or complications developing. Miller, (2019). 
Someone is diagnosed with diabetes every two minutes. Diabetes UK. Integrated care pathways are management plans for all multiagency professionals working with people with diabetes, that aim for the best outcomes for the individual with diabetes, to ensure delivery of all components of the diabetes care pathway. 
To conclude this essay talks about the ageing population, people living longer and more older people living with chronic conditions. The changes in healthcare systems. The shift in empowerment and participation with people needing care. 
what are chronic conditions and the effects of a chronic condition on an individual’s life. How people are living longer with chronic illnesses are increasing the demand on healthcare services. The importance and need of education and empowerment for individuals, with a chronic illness.
The many and varied healthcare professionals that are needed to work together in partnership working, which is to enable the needs of a complex, chronic condition being met and to ensure better outcomes and services for people who need the health care services. The aim is for service users to be an equal partner in their care provisions, to have full involvement in the design, the planning and the delivery of their care, that they need. 
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