




The National Health Service (NHS) was established in 1948 and went through many structural and reform changes over the following few decades to improve its efficiency and competitiveness while reducing costs (NHS 2024). According to The Health Foundation (2020) The NHS Long Term Plan outlined an objective to provide most people with digital first primary care by 2023–2024, when patients utilise online technologies to access primary care services remotely. According to the most recent GP contract, every patient must be able to access video consultations by 2021 and internet consultations by April 2020. Yet, there has been resistance to putting remote consultations into practice due to worries about their possible effects, especially on patients' safety and privacy, healthcare disparities, and general practitioners' workloads. This essay will examine the current agenda for change, assesses why was change needed and it is benefits and limitation of key changes made to health and social care during and after the pandemic, Changing role of GPs and Community services 
and discussed about the rapid change made to health and social care during and after Covid 19. Also, discussed the importance of person-centred community care.

According to Welsh Government (2021) to ensure NHS Wales’s ability to provide healthcare for next generations, change was required. To help people, live longer and better lives, the NHS has continued to develop, implementing new treatments and technological advancements as healthcare has progressed. NHS (2024) argue that the UK is facing a labour scarcity because of an ageing population that is forcing more people out of the labour market than into it.  Moreover, there will be a growing demand for labour as the population ages and requires more health and care services.


Prudent Healthcare

The Bevan Commission came up with the concept of "prudent healthcare" in 2013 to address the problem of how to provide better healthcare in lean times.  Since then, the Welsh Government has made it a key component of its health strategy (Bevan Commission 2024). Buss, et. al. (2022) states that Healthcare that is "conceived, managed, and delivered in a cautious and wise way, characterised by forethought, vigilance, and careful budgeting which achieves tangible benefits and quality outcomes for patients" is referred to as prudent healthcare. Holland-Hart, et.al. (2019) suggest that to improve health and wellbeing, prudent healthcare requires co-production at the individual and population levels, in which patients and the NHS each contribute. NHS (2024)) states that four fundamental principles serve as the foundation for prudent healthcare, which states that every organisation or person offering services in Wales should adhere to them: Using co-production to treat the general public, patients, and professionals as equal partners can help to achieve health and wellness; Give the needs of those with the greatest health problems top priority, making the best use of all available resources and skills, avoid inflicting any harm and do not do more or less than is required, and  Reduce unwarranted variance by continuously and openly using evidence-based methods. Addis, et.al. (2019) says that the four guiding principles of Prudent Healthcare were created in response to issues with the way healthcare is currently provided. Holland-Hart, et.al. (2019) explain that Co-production of care leads to higher patient satisfaction, improved health outcomes, improved service innovation, and cost savings. Furthermore, 10% of all healthcare treatments are thought to do some harm, whilst 20% of the work done by the health sector is seen to have no effect on outcomes.  Furthermore, regardless of the level of need, the way health services are commissioned pushes patients into pre-existing paths, which leads to overtreatment or ineffective care. By emphasising demand management, encouraging citizen engagement and co-production, boosting treatment efficacy, and making sure fewer unnecessary interventions are utilised, Prudent Healthcare seeks to solve these issues. According to NHS (2024) a prudent approach to health aims to promote health and well-being by actively preventing inefficient or redundant care that is not in the best interests of the patient or equitable, and by offering care, when necessary, that matches to the individual's requirements and circumstances. Addis, et.al. (2019) suggest that People are at the core of decisions regarding their own health when they get prudent healthcare. A key component of co-production is that treatment choices are shared by the practitioner and the patient rather than only being made by the professionals. Buss, et. al. (2022) explain that based on prudent healthcare principles, an NHS seeks to represent the contribution that individuals and communities may make to their own health and welfare by ensuring that patients receive the best possible care or treatments to accomplish mutually agreed goals.


Rapid changes made to health and social care services

The UK healthcare system had to quickly alter in response to the COVID-19 pandemic to stop the spread of the virus and free up resources for COVID-19 patient management (Fersia, et. al. 2020). Murphy, et. al. (2020) states that Changes to the structure and delivery of care were implemented in both NHS acute and community services. These included the release of medically fit patients into the community, the redistribution of staff to "priority" areas, and the prioritising of "essential" treatment. According to Greenhalgh, et. al. (2020) A significant shift was the quick adoption of video and phone-based remote consultations, which reduced in-person interactions between healthcare providers and patients even though there was already a clear policy requiring the use of digital technology in social and health care. Plamer, et. al. (2022) suggest that the COVID-19 pandemic has presented health and social care providers with challenges never seen before. Concerns from patients, the provider's and their family's health, a reduction in the number of healthcare personnel, and the restructuring of roles and locations are a few of these. Fersia, et. al. (2020) advised that the lack of system capacity forced the cancellation of all non-COVID care, including various cancer therapies, except for the most critical care. The patients' physical and mental health were likely negatively impacted by this, since there was an increasing backlog that made following waves of treatment more stressful. According to British Medical Association (2024) the severe chronic labour shortages that already existed were exacerbated by a sharp drop in hiring from outside and an increase in employee absences due to infections and self-isolation. To be able to sustain a minimum standard of urgent and emergency care delivery, personnel must be reallocated to high-need services due to a staffing shortage. Murphy, et. al. (2020) observed that the capacity was further reduced by an increase in staff absences, endangering services from operating at dangerously low staffing levels and impacting patient care.


Benefits and limitation of key changes made to health and social care during and after the pandemic

The coronavirus outbreak has had a significant impact on the National Health Service (NHS). Patients with the illness are putting an unprecedented amount of demand on acute care, particularly intensive care units (ICUs). This has led to an endeavour to greatly increase the resources available to NHS hospitals in treating these patients, as well as a drive to recruit recently retired and newly graduating personnel to tackle the epidemic. Reorganising hospital facilities and reassigning present employees have been part of this. Not only have these changes in supply and demand impacted coronavirus patients, but they have also had a significant impact on care provided to the general population (Propper, et. al. 2020). 
According to Smith, et. al. (2022) the coronavirus disease 2019 pandemic (COVID-19) has caused significant alterations to the way healthcare is provided. A shift towards remote consultations was made to reduce the possibility of contracting a virus and postponing medical attention. Future National Health Service (NHS) operations will heavily rely on remote consultations. Khanji, et. al. (2023) explains that due to the necessity of reducing the possibility of virus infection and social alienation, remote consultations have become increasingly popular, with conventional in-person sessions almost decreasing in several specialties. The National Health Service (NHS) long term plan, which was released in January 2019 in advance of the pandemic, aimed to create a more digitally enabled outpatient service and reduce in-person consultations by a third in five years. Majeed, et. al. (2020) Observed that to facilitate real-time interactions between patients and physicians at different locations, remote clinics employ video conferencing or phone conferences that run on internet or mobile applications. Propper, et. al. (2020) states that beyond the core safety goal that resulted from COVID-19, remote consultations provide several potential benefits to patients. These include increased accessibility to services, less time away from work, lower costs, and less travel—all of which may be especially important for those who live in rural areas, have physical limitations, or must provide care for others. Rush, et. al. (2018) argues that increased cost and time efficiency, reduced wait times on waiting lists, and more flexibility in service delivery models—something that individual physician would also appreciate—are some potential advantages for the healthcare system. Hewitt, et. al. (2010) states that the telephone is a common and generally accessible means of communication; almost all patients have access to a cell phone or landline. phone consultations are typically more concentrated than in-person meetings. This helps to boost efficiency. However, Swaminathan, et. al.  (2022) says that effective telephone consultations can be significantly hampered by language barriers. For instance, more than four million people in England said that English was not their native language in the 2011 UK Census. It can be challenging to get an accurate history, provide information at the right level, and assess understanding over the phone, even with the use of interpretation services or help from friends or relatives. 
Rush, et. al. (2018) explains that the ability for the patient and the physician to see one another during a video consultation is an additional advantage over a phone consultation. This makes it easier to communicate nonverbally and permits visual inspection. However, Swaminathan, et. al.  (2022) says that in terms of device availability, setup, and connectivity, video consultations require more advanced technology than telephone consultations for both the patient and the therapist. The elderly, those with cognitive or sensory impairments, and people from low-income backgrounds are more likely to be affected by the digital exclusion of patients who lack the access, confidence, or abilities to utilise the service, which results in uneven healthcare prospects.

According to British Medical Association (2024) there was a significant patient backlog in healthcare systems across the United Kingdom prior to the outbreak of the pandemic. Waiting periods for diagnostic testing and elective care were lengthening, but access to emergency care was becoming less common. In the health industry, more and more criteria were being overlooked. After years of declining bed stock, hospitals had very few beds when the pandemic struck, particularly critical care beds. Hospitals had high occupancy rates prior to COVID-19, which restricted their flexibility and made it more difficult for them to manage demand surges, like those that accompany a pandemic. Welsh Government (2021) says that communities in Wales that are Black, Asian, and Minority Ethnic have been disproportionately affected by COVID-19. There are inequalities in other communities and groupings as well. In addition to ethnicity, COVID-19 has shown a more severe effect on those who are obese or have various medical issues. For COVID-19, having many illnesses or conditions is linked to worse results. Haider, et. al. (2020) states that COVID-19 has influenced both mental and physical health. Many people have experienced anxiety, depression, and other mental health issues because of the lockdown, which was implemented to protect the public from the virus. This has also led to new mental health issues. Individuals who already have mental health issues have found life challenging, and other people—especially those who live alone—have felt loneliness and isolation for the first time after spending extended amounts of time apart from friends and relatives. Khan, A. and Khan, M. (2023) notes that Healthcare professionals are learning new skills on how to combat the pandemic in their community, and it is believed that this experience would assist prevent or minimise major negative effects of future pandemics internationally. Armitage, R. (2021) observes that the use of telemedicine initiatives in family medicine consultations has grown quickly, and it is still thought to be a reasonable way to consult patients, particularly those with high-risk medical conditions, where primary care settings may be able to incorporate remote patient monitoring. 


Changing role of GPs and Community services 

According to NHS Providers (2020) community health services, like their counterparts in the health and care sector, had considerable challenges when they first became involved in the COVID-19 epidemic. Due in large part to the ageing and expanding population as well as the rise in the number of individuals living longer and having complicated health requirements, the demand for care in the community has outpaced supply. Financial limitations on the part of the NHS and local governments, as well as strains on the workforce due to shortages in several critical professions, made this worse. Mughal, et. al. (2021) adds that the community sector is more susceptible than other parts of the NHS to the disruption caused by frequent re-tendering of services, even though it is the cornerstone of efficient, preventive, and rehabilitative care and key to the vision outlined in the NHS Long Term Plan.

In April 2014, Wales established 64 "primary care clusters" to serve 30,000–50,000 people, with the goal of enhancing the quality and efficiency of primary care services in Wales. The goal of each cluster is to create local health care planning for the patient community they serve by bringing together many adjacent general practices (National Assembly for Wales 2017). NHS Wales (2015) reports that within the operational boundaries of the local health boards, groups of general practitioner practices were organised into clusters. The cluster approach attempts to lower health inequities by collaborative engagement with local communities and networks, better care coordination, and the integration of health and social care. National Assembly for Wales (2017) notes that The Welsh Government's national plan for primary care in Wales in 2014 outlined five core principles that served as the foundation for these changes to the primary care system in Wales. These principles included prevention, early intervention, and improving health rather than just treating illness; coordinated care, in which general practitioners collaborate closely with other health professionals and the community at large to prevent illness, lessen dependency, and effectively treat it;  public, patient, and carer participation in choices regarding their care and well-being;  organising services for a community of 25,000–100,000 individuals;  prudent guidelines for healthcare.
 Mughal, et. al. (2021) says that due to need the way primary care is provided keeps changing. Supporting healthcare workers, such as physiotherapists, occupational therapists, pharmacists, and nurse practitioners, are now frequently included in the growing, multidisciplinary primary care. These experts contribute their specialised knowledge to enhance the team and ease the workload on general practitioners. Murphy, et. al. (2021) notes that Primary care has several obstacles that need to be overcome to preserve its quality and potential advantages. Physician shortages, inconsistent quality, reactive vs proactive decision-making, and lack of options are only a few of these difficulties. Khan, A. and Khan, M. (2023) states that Primary care is essential for maximising a country's response to a pandemic such as COVID-19. By detecting and triaging people for possible COVID-19 cases, primary care significantly enhanced gatekeeping and clinical responses. This led to an early diagnosis, decreased hospital care demand, and relieved vulnerable people of their anxiety. Huston, et. al. (2020) observes that Healthcare professionals tried to ensure that individuals who needed treatment for long-term health concerns had appropriate access to medical services prior to the COVID-19 pandemic. However, because to measures taken to limit in-person interactions and contain the virus during the pandemic, patients' access to healthcare professionals was restricted, and they frequently experienced months without making physical contact. Grant, et. al. (2022) explains that due to the pandemic restriction, people with chronic health issues had to wait longer for reviews and care. In the early stages of the epidemic, patients with long-term health issues including cancer, heart disease, and mental health noticed a significant decrease in their ability to receive care from their Primary Care physicians. Mughal, et. al. (2021) found that the importance of primary care has risen because of stringent control measures, including as non-pharmaceutical treatments and hospital closures during times of elevated transmission. It has been shown that primary care is a more economical course of action. Huston, et. al. (2020) observes that the pandemic response has been led by primary care physicians, and COVID-19 has significantly impacted primary care delivery due to the increased workload.  Primary care has been impacted by the epidemic in positive as well as negative ways. Budd, et. al. (2020) adds that positive effects included the quick adoption of digital consultation tools and the involvement of allied health workers in creative positions supporting medical personnel to maintain staffing levels. Furthermore, to facilitate the efficient provision of Primary Care to patients, a re-evaluation and restructuring of primary healthcare were carried out, and in certain instances, patient participation in care decision-making was improved. However, Rawaf, et. al. (2020) notes that the pandemic's negative consequences on primary care have also been shown, including how it affects staffing numbers in the field and how patients' chronic care is managed, resulting in severe shortages and exhaustion among the workforces. Murphy, et. al. (2021) found that Early in the pandemic, a multi-professional team in the UK quickly adopted remote primary care consultation (GP, chemist, nurse, physiotherapist). Although this was accompanied by a decrease in GP appointments throughout the summer of 2020 compared to 2019. For most patients, telephone consultation was appropriate; video consultations were utilised less frequently. Fascinatingly, during this time, text messages sent to patients' cell phones grew three times. Tan, et. al. (2020) notes that the well-being of primary care teams and staff is impacted by COVID-19.  Most healthcare professionals, including those in primary care, were discovered to be at risk of burnout. Those with borderline anxiety and depression scores, those who worked more than eight hours a day, and those who were redeployed were also more likely to experience burnout. Weir, et. al.  (2022) emphasizes that Healthcare professionals' decision-making experienced significant change, especially when it comes to allocating resources in this difficult clinical situation and during uncertain times. The physical and mental health needs of healthcare workers have surely been impacted by concerns about virus transmission to family members and a shortage of personal protective equipment, which has led to a reduction in the workforce.

The voluntary, community, and social enterprise (VCSE) sector contributes significantly to the improvement of health, well-being, and care outcomes and is a valuable partner for statutory health and social care institutions (Foster, et. al. 2020). According to NHS (2024) organisations in the third sector (or individuals) can extend their support to NHS, patients, and families in several ways, such as by organising fundraisers, accepting contributions, or assigning staff members or volunteers to regularly give services and assistance. Foster, et. al. (2020) states that the volunteer community and social enterprise (VCSE) sector has consistently supported the NHS in several ways, such as by assisting in the delivery of services, assisting in the hearing of community voices, and collaborating on strategy formulation. According to Jones, C. (2021) nearly all charities in Wales and England have been negatively impacted by COVID-19. Service delivery, budget, and staffing problems, as well as dissatisfaction and uncertainty, have all been among the many and frequently serious consequences. Corvo, et. al. (2022) emphasizes that charity services and delivery, as well as their financial status, staffing, and governance, have all been largely affected by COVID-19. Jones, C. (2021) found that numerous charities have seen a loss of income from fundraising, trading, and other sources, and projects or events have been postponed or cancelled.


Person centred care

Person-centred care is defined as seeing users of social and health services as equal participants in the planning, development, and monitoring of their care, with the goal of better meeting their needs (Coulter, et. al. 2016). Person-centred care focused more on the unique person with a disease or disability and less on the medical problems (Eklund, et. al. 2019). According to The Health Foundation (2016) Person-centred care is delivered by health and social care professionals working in tandem with service consumers. Person-centred care assists patients in acquiring the knowledge, skills, and confidence required to manage and make decisions about their own health and medical care more effectively. It is designed and tailored to suit the requirements of every individual. Above all, it ensures that people are treated with dignity, respect, and compassion on a constant basis. Byrne, et. al. (2020) states that Person-centred care is crucial because it provides patients with the resources they require to attend to their emotional, social, and practical requirements. They feel more confident in the services they are receiving consequently, and their life has improved. The trust that grows strengthens the bond between the patient and the provider. NHS (2024) suggest that Person-centred care takes the needs and preferences of the person into account while fostering relationships with family members. It recognises the need for a patient's social, practical, emotional, spiritual, and physical needs to be considered in a holistic treatment plan. Moore. et. al. (2021) states that Person-centred care is a more optimistic approach to healthcare that guarantees the delivery of efficient, compassionate care while boosting team morale. Additionally, it guarantees a more economical and time-efficient utilisation of resources. According to The Health Foundation (2016) the Health Foundation has determined four person-centred care principles. These include treating individuals with dignity, respect, and compassion, coordinating their care, individualising it, and helping them recognise and build on their own talents and abilities to live autonomous and fulfilling lives. Ohta, et.al. (2021) states that during the pandemic, patient-centred care is essential for resolving several issues at medical facilities. To effectively care for individuals with COVID-19, it is imperative that healthcare professionals, patients, and families find common ground to manage such a difficult condition. According to (The Health Foundation 2016) adopting person-centred care makes sense for several very practical reasons. A growing number of research indicates that person-centred care strategies like shared decision making, and self-management support can enhance several crucial aspects of patient care, such as the patient's experience, the quality of the care they receive, and their health outcomes. Some instances are as follows: supporting individuals with chronic illnesses to take charge of their health and care can improve clinical outcomes. Those who take a more cooperative approach to managing their health and care are less likely to require emergency hospital treatment. They are also more likely to follow their treatment regimens and take their medications as directed.  Kuipers, et. al.  (2019) states that Person-centred care may also be advantageous to healthcare professionals. When patients are involved, staff morale and performance both increases. Since person-centred care makes sure that services are created with the requirements and preferences of the people using them in mind rather than merely the convenience of the providers, it should also be less expensive. Ahmed, et. al. (2022) suggests that strategies including collaborative care, support planning, and self-management support can assist services better meet the needs of the growing number of people living with long-term diseases, and person-centred care.


Conclusion

The Welsh Government developed the prudent healthcare plan in response to the difficulty of enhancing healthcare in lean times and when demands and requirements are increasing. The four guiding principles of Prudent Healthcare are to decrease unnecessary variation, care for individuals with the highest health needs first, promote health and wellbeing through coproduction, and accomplish just what is necessary. Health practitioners must put these ideas into practice if Prudent Healthcare is to be adopted in Wales. Remote consultations proved to be a trustworthy and effective method of maintaining a high standard of care during the COVID-19 pandemic. Fostering positive relationships between carers and patients as well as considering patients as distinct individuals are all part of person-centred care. It leads to improved health outcomes, more economical use of resources, and elevated status for medical facilities.  Person-centred care gives patients the knowledge, skills, and confidence they need to take a more active role in managing their own health and medical care. Giving patients the freedom and support to choose less invasive and costly treatments in conjunction with healthcare professionals increases the likelihood that they will be pleased with their care, make treatment decisions based on their values and preferences rather than those of their clinician, and be satisfied with their care overall.
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