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[bookmark: _Toc162493110]Introduction:
Welsh health care, like many others worldwide, is undergoing major changes. This essay will analyse and critique Wales NHS and Health and Social Care plans (Connor et.al 2007). It will examine how the Bevan Commission Paper, "Simply Prudent Healthcare achieving better care and value for money in Wales," is being implemented and its impacts. Its main goal is to support a health and social care plan based on person-centered community care and taking a holistic view that respects and meets each patient's unique needs (Ciemins et.al 2007).
Person-centered treatment respects patients' values, preferences, and wants. It characterises connections between people, groups, and organisations (NICE,2023). This article argues that person-centered community care and seamless integration of health and social care are innovative ideas and required for Wales' health sector's long-term success. This strategy may assist mend faulty care systems that generate inefficiency and lower patient satisfaction.
The COVID-19 pandemic has shaped the time and place of these alterations. The virus has caused change and exposed the healthcare system's weaknesses. COVID-19 required rapid healthcare changes to stop the virus (Connor et.al 2007). Telemedicine increased swiftly, forcing in-person care reorganisation. Initial adjustments were undertaken in reaction to a new global health calamity (Bruera et.al 2000). They have made individuals reconsider health and social care offerings. The pandemic showed how crucial a strong, flexible, and unified health care system is to satisfy population health requirements and promote community-based care (NICE,2007).
The COVID-19 pandemic has shown how crucial person-centered treatment is for health emergencies. It has proven how crucial it is for healthcare systems to adapt to the requirements of people, especially the weakest or most complicated. This allows care to be coordinated and tailored to each client. Because of this, the benefits of merging health and social care services are evident, making discussion necessary (NHS,2023). Because established treatment paths have halted in many regions.
This article will summarise the current NHS and Health and Social Care reform strategy in Wales, focusing on person-centered care and service integration. The post-pandemic period offers a fantastic opportunity to transform Welsh healthcare. It will advocate for a more flexible, fair, and inclusive system (Goyder, J., 1999).
Plan for Change Now 
The Bevan Commission, an independent think tank that advises and guides the NHS and Health and Social Care sector in Wales, released the crucial report "Simply Prudent Healthcare—achieving better care and value for money in Wales". This report explains the projected Welsh healthcare system improvements (Balboni et.al 2007). It proposes a Prudent Healthcare-based, long-term, effective, and patient-centered healthcare system. Four basic ideas define Prudent Healthcare:
1.Do no harm means prioritising patient safety and eliminating unnecessary medical treatments.
2. Do nothing more than necessary. Make sure people get the care they need without offering too few or too many services.
3. Reduce unnecessary discrepancies with evidence-based methods. This will standardise best practices and ensure that care is always based on the best evidence (Greer,2016).
4. Person- and people-centered: This approach prioritises patients' interests, needs, and beliefs and tailors care to them (Greer, S.L., 2004).
The Bevan Commission document states that if the Welsh NHS follows these criteria, it can improve patient care and maintain financial stability. Prudent Healthcare seeks to maximise value for individuals and the system while reducing costs. In addition to price, value is judged by how well something works and how well it helps people's health (NHS,2023).
Understanding the Bevan Commission Paper:
• Sustainability and Value: The report emphasises the need for the healthcare system to be sustainable and focus on prevention rather than treatment. People believe this preventative strategy is the best way to save money because it reduces long-term healthcare needs (Greer, S.L., 2016).
Giving People Power: Making patients and the public more involved in their health and healthcare is a priority. This involves encouraging individuals to take care of themselves when it makes sense and giving them the knowledge and support, they need to make the greatest care decisions (Imison,2011).
Integration of Services: The report recommends integrating health and social care services to make care more organised and easier, especially for those with long-term diseases or multiple requirements. This strategy aims to improve patient experience and service delivery (Imison,2011).
Creativity and adaptation typically involve trying new things and leveraging technology to improve care. Digital health technologies aid remote tracking, telehealth, and provider information sharing (NICE,2023).
Better care and value:
The Bevan Commission document outlines several steps to achieve Prudent Healthcare. These include developing community-based, patient-centered care paradigms. These methods aim to better serve people, especially for long-term illness and home care. A flexible, well-trained, and cross-disciplinary workforce is also recommended in the paper to improve interdisciplinary care (Ham, C., 2006).
The Bevan Commission proposed radical transformation. The healthcare system must shift from authoritarian to collaborative and co-produced treatment with patients. People believe this reform is needed to help the Welsh NHS deal with changing populations, increased healthcare costs, and more chronic disease patients (Ham et.al 2013).
In summary, the Bevan Commission's "Simply Prudent Healthcare" document offers many healthcare reform ideas for Wales. The goal is to construct a sustainable, high-quality, patient-centered, and cost-effective system using Prudent Healthcare principles. The change strategy emphasises innovative ideas, service integration, and preventive and early intervention (Ham, C., Henman, D., Longley, M., & Steel, D.R., 2013).
COVID-19's impact on health and social care: 
The COVID-19 virus has produced unprecedented issues and rapid changes in health and social care worldwide. The pandemic has put Wales and others under pressure and spurred change. It has made individuals reassess service provision, care delivery, and health system strength. These changes have and will have major impacts on NHS treatment and services (Hunter, D.J. et al., 2016).
Rapid changes in service delivery
Telehealth and remote consults may be the most visible change in digital health services. This improvement allows patients to seek care while reducing infection spread. This shows how technology can improve service accessibility and effectiveness.
personnel Reassignment and Reskilling: Due to the pandemic, personnel had to be promptly relocated to intensive care units and learn new skills. This experience has proved how flexible and adaptable the workforce is, enabling new workforce planning and growth strategies (Imison, C., 2011).
Care Priorities: 
To increase COVID-19 patient resources, care priorities required to be reorganised. For instance, elective operations and regular appointments were delayed. This worsened patient backlogs and made diligent care prioritisation even more crucial (NICE,2023).
The pandemic made community-based care increasingly more crucial by helping vulnerable people, including those living alone. Volunteer groups and the third sector have contributed, indicating that community health and social care networks are connecting (Jones,2015).
How this will affect NHS treatment and services
Sustainability and Resilience of Health Systems: 
The pandemic showed that health systems must be strong and adaptable. Future health planning will focus on establishing systems that can quickly adapt to sudden health issues. Adaptability ensures long-term success (Jones, L., 2015).
Digital Health Integration into routine Services: 
Since digital health solutions worked successfully during the epidemic, they will be employed again and added to routine health services. Digital knowledge, access, and the digital gap must be addressed to ensure equal treatment during this transition (Ham,2006).
Rethinking care delivery has led to new models that focus on preventative care, chronic illness management, and care route integration. These models must balance digital health's time savings with the value of face-to-face relationships that cannot be substituted in some care scenarios (Jones, L., 2018).
1. The pandemic has delayed planned procedures and regular treatment, making it difficult to clear the backlog and define priorities. We must focus treatment and employ resources more efficiently to reduce this backlog without compromising care or injuring patients (Goyder,1999).
Greater Community and Third Sector Role: The outbreak showed how community groups and the third sector might collaborate to improve care. Strengthening these connections improves social and preventative care (Jones, L., & Exworthy, M., 2015).
Health and well-being: The epidemic has affected public and healthcare worker mental health. Mental health support networks are crucial, as proven. Future mental health treatment must be better integrated into social and health care (Hunter et.al 2016).
Workforce Development and Support: The pandemic stressed health and social care workers, highlighting the need for continuous programming to teach them new skills and improve their health. Investing in staff will help the system tackle future health issues (Hunter et.al 2016).
In conclusion, the COVID-19 pandemic has transformed Welsh health and social care. These adjustments were necessary to create a stronger, more connected, and more inclusive NHS care and services vision. This time's lessons will shape health policy and practice for years to come, focusing on long-term sustainability, fairness, and patient and healthcare professional health (Lindbom, A., 2014).
Person-centered community care 
Person-centered community care transforms healthcare. Instead of a one-size-fits-all approach, it emphasises tailoring care to each patient's needs, tastes, and values. This paradigm of care believes that patients should participate in treatment and care decisions in a collaborative healthcare system. It comprises community services to aid people in their homes and other locations outside of healthcare facilities (Lloyd, A., 2014).
Meaning of Person-Centered Community Care?
A few key concepts define person-centered community care:
Respect for the Individual: Respecting and respecting patients' wishes, needs, and values and including them in care planning and decision-making (Greer,2016).
• Holistic approach: including physical, emotional, social, and spiritual health requirements.
• Care Coordination and Integration: Ensuring that care services are well-coordinated and integrated across providers and locations so patients can easily transition between health and social care levels (Longley, M., Llewellyn, M., Beddow, T., & Evans, R., 2014).
With social and health care workers' aid, empowerment and self-care empower people to manage their health and well-being.
Patients, families, and carers should participate in care planning and decision-making. Call it collaboration and shared decision-making (NICE,2023).
Important in Health and Social Care Now
Dealing with Complex requirements: As the population ages and more individuals develop chronic conditions, many people have complex health and social care requirements that must be treated holistically. client-centered community care meets these demands by tailoring care to each client (Madden, M., & Speed, E., 2017).
Health Outcomes and Patient Happiness: Person-centered treatment improves health, patient happiness, and quality of life. Patients who have a say in their care are more likely to follow their treatment programmes and fare well (Jones,2015).
Person-centered community care emphasises preventive care, self-management, and service integration to save costs and increase efficiency. This can prevent costly hospital stays. This method will benefit patients and prolong the health and social care system (MK,2010).
Supporting Mental Health and Well-Being: individual-centered treatment approaches the full individual, making mental and emotional health crucial to overall health. This strategy can detect and treat mental health issues early, providing community support and reducing guilt about seeking treatment (Marsh, D., & McConnell, A., 2010).
Adjusting to life after COVID-19: The pandemic showed how vital flexible and strong healthcare systems are. After the pandemic, person-centered community care can address people's evolving needs by providing local, integrated care. It supports the shift towards digital health solutions and home-based care, ensuring that people receive individualised, well-coordinated care even in challenging times (Madden and Speed,2017).
Empowering Vulnerable Groups: Older individuals, disabled persons, and marginalised populations need person-centered care. Person-centered community care can improve health outcomes and ensure everyone receives treatment by addressing these groups' particular needs (Martin, G., & Carter, P., 2017).
In conclusion, person-centered community care is a feasible and vital solution to health and social care issues now and in the future. The organisation aims to enhance health outcomes, customer satisfaction, and resource efficiency. After the COVID-19 pandemic, person-centered community care models will help healthcare systems become more integrated, flexible, and long-lasting (Mays, N., & Pope, C., 2000).


Evaluation of Current Practices: 
To assess how successfully present health and social care services follow person-centered care, you must understand both its goals and its implementation. The push for person-cantered care models is not always implemented uniformly across services and locations. This review will examine how well healthcare services fulfil each person's requirements, involve patients, and enable self-management (NICE,2023).
Combining Care
Person-centered care emphasises integrating healthcare services. Wales and other countries have projects to improve primary, secondary, and community care collaboration. True unity remains difficult. Different organisational cultures, information silos across services, and uneven resource allocation might hinder patient information flow and care coordination. Some integrated care models work, but they are rare. This shows that person-centered care is not implemented as intended (McCrone, P., & Becker, T., 2000).
Patient participation and decision-making
People-centered care involves them in their own care, including decision-making with their doctor. More regulations and frameworks require patient involvement, but it is unclear how much is done (March and McConnel,2010). Limited consultation time, healthcare providers lacking the proper tools or training, and patients' reluctance to participate in care decisions make shared decisions difficult. Some good concepts and test programmes involve people more, but the health sector is not adopting them consistently (McMordie, A., 2015).
Help with self-care.
Person-centered care helps people manage their health, especially with long-term conditions. Self-management tools and initiatives have improved this. Getting these supports may depend on where the patient lives, how many skilled professionals are available, and their socioeconomic status. Patients do not always get what they need, and many initiatives are not flexible enough to fulfil their needs (NHS England, 2013).
Understanding everyone's needs.
Person-centered care emphasises tailoring care to each person's needs, values, and preferences. Healthcare systems aspire to provide this level of customised care, but limited resources, standardised treatment routes, and a lack of person-centered training can make it difficult. Systemic issues including health inequities and barriers to admission make it hard to provide person-centered services to everyone (NHS Wales, 2011).
Well-being and mental health
A growing person-centered care concept is integrating mental health and well-being into general health care. Compared to physical health services, mental health treatments are isolated and underfunded. This discrepancy hinders person-centered care's whole-person approach since mental health services are not often adequately coordinated with other social and health care services (OECD, 2016).
Person-centered care is gaining acceptance in health and social care policy and practice. However, service delivery still differs from ideal. Merging, patient participation, self-management assistance, and service individualization are issues. These issues demonstrate that person-centered care requires more work. Changes in these areas are needed to comply with person-centered principles and improve health and social care services. Healthcare professionals at all levels must collaborate and innovate to overcome these issues (Peters, B.G., 2000).
Changes in Healthcare Provider Jobs 
GPs and community services including pharmacists, dentists, and eye physicians are affected by a major healthcare reform. These reforms are part of a greater shift towards unified, patient-centered care to make healthcare more accessible, efficient, and effective (NICE,2023).
GPs, general practitioners,
Patients' first contacts with the healthcare system are GPs, who are crucial to their care. In integrated health and social care, their role changes significantly:
For patients with long-term diseases or complex care needs, GPs are increasingly acting as care coordinators. This includes providing medical care and coordinating health and social services to ensure people receive all the aid they need (Pettigrew, A., McKee, L., & Ferlie, E., 1988).
General practice emphasises preventive care, and doctors strive harder to identify and treat health issues before they worsen. Better data analytics and health information systems allow doctors to monitor patients' health and act swiftly if something goes wrong, making this transformation easier.
Integration with Other Services: GPs now collaborate more with community, mental health, and expert care. Integrating care records and communication systems simplifies collaboration and coordination (Pierson, P., 1996).
Digital health technology including telehealth consultations, eHealth services, and remote tracking are transforming how general practitioners’ work. These technologies allow GPs to offer care faster and in non-practice settings.
Community services (dentists, pharmacy, eye doctors)
Community services are more involved in-patient care and public health as healthcare evolves.
Pharmaceutical companies: They are doing more than giving out drugs in basic care. Many now offer health checkups, immunisations, and advice on minor ailments. Pharmacies can become community health hubs with this expansion. This will enable GPs and emergency services see more patients (Powell, M., 2016).
Dentists: 
Based on how mouth health affects general health, dentists are becoming more important in the healthcare system. Many dentist offices are participating in public health programmes and referring patients to other doctors when needed (Marsch and McConnell,2010).
• Workforce training and development: Healthcare staff must be appropriately taught and supported to take on larger duties. This includes learning to use new tools, collaborate with other professionals, and deliver patient-centred care (Lloyd,2014).
To take on more tasks, GPs and community groups require enough money and resources. Infrastructure, technology, and staff are needed to support these new jobs (ReserchGate,2023).
We need flexible and helpful regulatory and policy frameworks to respond to a changing healthcare landscape. This comprises rules that facilitate service collaboration, promote digital health instruments, and ensure service quality and safety (Ritchie, J., & Lewis, J., 2003).
GPs and community services are transforming the face of healthcare. These modifications should make patient care faster, easier, and more complete. However, personnel development, resource allocation, and regulator assistance must be addressed to reach this potential. Because healthcare is continually changing, these professionals' jobs will grow and become more flexible, improving patient care (Schang, L., & Morton, A., 2017).
Staff shortage: 
From patients to healthcare personnel and organisations, workforce shortages in the healthcare system affect everyone. These gaps alter care quality, availability, and efficacy.
Impacts on Health Care and Key Players
Healthcare users (Patients): Staff cuts affect patients most directly. When staffing levels drop, patients may wait longer for appointments and treatments, and nurses may be too busy to offer each patient the care they require. This could degrade care quality and harm patients. Lack of staff might also make it tougher to access care, especially for specialist services or remote residents. This may increase health inequities.
Healthcare professionals: 
When staffing is low, workers must work longer, stay late, and feel more anxious. This harms their mental and physical health, work enjoyment, and confidence. Burnout from these situations worsens the healthcare worker shortage as staff quit or curtail hours. Overworked professionals may spend less time with patients, which can lead to blunders or missed opportunities (Schön, D.A., & Rein, M., 1994).
Healthcare organisations: 
Without enough workers, daily operations might be difficult. They may have to close wards or limit services and pay more for temporary personnel or extra pay. Healthcare organisations may struggle to accomplish operational goals and provide high-quality care due to these issues.
How to Manage Staff Shortage
Plans to fill workforce shortfalls frequently start with improving recruiting and retention. This might entail equal salary, benefits, and job advancement. Providing a supportive workplace that prioritises healthcare workers' health and job happiness will help you retain staff (NICE,2023).
Education and Training: Growing and speeding up healthcare worker education can solve shortages. Scholarships, lower entry hurdles, and fast-track programmes for essential roles are ways to do this. Supporting and supporting professional growth helps healthcare personnel adapt to new needs (Goyder, J., 1999).
Technology: Telehealth, AI, and automation can help with staff shortages by streamlining operations and letting healthcare experts focus on their specialties. AI can help diagnose issues, and video can enable more people obtain medical care, especially in underserved areas (Madden and Speed,2017).
Rethinking how healthcare professionals are assigned duties might assist ensure that highly trained staff focus on treatment that requires their talents. This may need nurse practitioners, physician assistants, and chemists to perform more doctor-like responsibilities and support workers to perform more non-clinical tasks (NICE,2023).
Strengthening Community and Public Health: Community and public health programmes prevent illness and make long-term issues easier to manage. This can reduce stress from personnel shortages (Greer, S.L., 2004).
In conclusion
Lack of healthcare professionals is a complex issue that impacts patients, workers, and organisations. We must do more than hire and retain more people to remedy these shortfalls. We must also employ technology and change healthcare team roles. Healthcare systems can improve treatment, safeguard worker health, and stay open by implementing focused solutions to mitigate staff shortages (Greer, S.L., 2016).
Impact on Healthcare and Support Staff
Healthcare professionals and support staff are most affected by workload and burnout, which is often exacerbated by workforce shortages. Long-term concern causes physical, emotional, and mental tiredness, and this added work might worsen it. Burnout decreases patient care and staff well-being (Ham, C., 2006).
Interdisciplinary Collaboration: As the healthcare system evolves, especially towards integrated care, healthcare workers and support staff will need to collaborate more. This interdisciplinary approach can enhance patient outcomes and care coordination, but it requires effective communication and teamwork skills, which some companies struggle to teach and apply (Ham, C., Henman, D., Longley, M., & Steel, D.R., 2013).
Emotional Effects: Direct-care healthcare staff are stressed. Dealing with patient anguish, harsh decisions, and more patient fatalities, especially during crises like the COVID-19 pandemic, might affect mental health.
Change and response in healthcare organisations.
Staff Well-Being: Healthcare firms are investing more in employee wellness programmes since they realise how stressful and burned-out staff can be. These programmes may offer mental health services, stress management techniques, and work-life balance advice. These programmes are important, but they can be difficult to implement across a business (Hunter, D.J. et al., 2016).
Healthcare businesses are expanding their education and training initiatives because people need to keep learning. This includes using new medical instruments, providing cross-disciplinary care, and improving leadership. This type of training can be difficult to schedule and fund, especially in low-staffing areas (Mays and Pope,2000).
Strategic Hire and Keep: Healthcare companies are having problems recruiting enough people; therefore, they are focusing on strategic hire and keep. The organisation offers competitive salary, professional progression, and a healthy work environment as part of these initiatives. Keeping a trained and steady workforce depends on these techniques' effectiveness (Imison, C., 2011).
Technology to Save Time: Healthcare businesses are increasingly using technology to assist personnel and streamline processes. Healthcare personnel can benefit from electronic health records, telehealth, and AI-powered diagnostic tools. Training people and ensuring protection are initial challenges when using these technology (Longley et.al 2014).
• Collaboration with public sector bodies: Many third-sector groups provide joint care services with the NHS and local governments. These relationships aid with mental health, well-being, older adults, and specific health issues (Lindborm,2014).
Third-sector groups have led innovation by developing new service models that better fulfil people and communities' needs. This includes creating long-term disease support networks, health programmes, and measures to combat loneliness and social isolation (ReserchGate,2023).
• Fighting for Patient-Centered Care: When health and social care are merged, the third sector advocates for patients to keep services focused on them. These groups advocate for patient input on care planning and delivery to satisfy community needs (NICE,2023).
Community Care Contributions
Community care relies on third-sector entities to address gaps in state services and improve vulnerable populations' health. Some of their jobs:
Many third-sector entities provide direct support services for public health and social care. Home care for the elderly, mental health support groups, and rehabilitation services for the sick are examples (Madden and Speed,2017).
• Promoting Self-Care and Independence: These programmes provide training and support to help people manage their health. This promotes independence and self-care. This is crucial for long-term patients and reducing their reliance on official healthcare.
• Volunteering: The third sector is great at recruiting volunteers to assist out and offer care, which expands health and social care services. Volunteers are vital because they provide services, company, and real aid (NHS England,2013).
Problems Arose
Third-sector organisations are vital but have many issues:
• Funding uncertainty: Many third-sector groups rely on government subsidies or donations from generous people, which can be unpredictable. Long-term funding remains scarce, making service planning and execution difficult.
Health and social care can create complex bureaucratic processes that make it challenging for third-sector organisations to navigate financing lines, cooperation agreements, and government laws (May et.al 2016).
• Meeting More Demand: Limited public sector resources sometimes increase third-sector demand. This strains these groups to satisfy community requirements without compromising care.
Third-sector organisations are vital to Wales' health and social care system, especially as integration efforts continue. Their flexibility, innovation, and patient focus improve healthcare and benefit communities. To continue contributing to combined health and social care, they must tackle their financial and systemic issues (NHS England,2013).
Several factors need additional research or action to improve health and social care in Wales and provide person-centered care. These recommendations address existing issues and maximise opportunities to improve service delivery, policymaking, and practice:
Workforce Development and Planning: Future strategies should focus on establishing a trained, varied workforce that can adapt to a collaborative health and social care system. This includes expanding training courses and emphasising cross-disciplinary collaboration, technology use, and person-centered care. Researching new hiring and retention methods can assist fill staff vacancies.
Digital Health Innovation: Invest in digital health products that simplify integrated care. Telehealth, remote monitoring, and digital tools help care professionals communicate and exchange information. Testing how well these technologies improve patient outcomes and service efficiency is crucial (Pettigrew et.al 1988).
 Evaluating Integrated Care Models: Assess current integrated care models to identify best practices and areas for improvement. Research should measure patient satisfaction, performance, and cost. The healthcare system may expand and standardise good models using its knowledge.
 Patient and Community Engagement: Develop and implement plans to involve patients and the community in health and social care planning and decision-making. Finding ways to involve people can help design and provide services that fulfil community needs and wants (OECD,2016).
Mental Health Service Integration: Because mental health is so vital to general health, future efforts should improve mental health service integration within the health and social care system. Investigate what is preventing integration and create models that make mental health care accessible to everybody (ReserchGate,2023).
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