[bookmark: _GoBack]Community care can be defined as care provided for by professional health workers in an individual’s home or community that in turn improves the dignity and independence and that reduces the negative impact currently being observed in hospital services (Baldwin, 2017).
In March 2001, the then chancellor of the exchequer Gordon Brown requested Derek Wanless a former chief executive of NatWest bank to review the long-term direction of the National Health Service (NHS). In 2002, a paper published by Derek Wanless highlighted the problems faced by the NHS in the United Kingdom (UK) and suggested areas to be considered to improve the fragility of our health service. Within the report, Wanless documented the need to secure a long-term solution that helps to promote a healthier nation, with cost-effective public health strategies, regular assessment and evaluation of treatments being offered and provided (Wanless, 2002). This report could be considered as the original document to note an urgent need for reform in the NHS. However, the report was met by some criticism as it did not discuss the efficiency of current NHS resources despite recognising that it was a considerable aspect. It also failed to address the implication for consumer demand for free choice of who provides our care and where it is to be delivered, whilst it may seem insignificant in theory it is comparable when considering the labour required to deliver our healthcare (Ham, 2007 and Moore, 2002). Nonetheless, Wanless successfully acknowledged the parameters of the uncertainty of our future, the urgency to act and the understanding of continuity and administration of quality care is more cost-effective long term (Klein, 2001). Furthermore, due to the topic of the paper, and lack of desire to be drawn into a political state, Wanless triggered a crucial debate that demanded discussion and attention (Harrison and McDonald, 2007). It took another 11 years until a paper published by the Bevan commission on prudent healthcare documented similar findings and agreed that there will be inevitable increasing demand on the NHS due to population growth and asserted the imperative need to meet the health needs of people in Wales, one that "prevents ill health and preserves and supports all aspects of wellbeing, in which everyone has a responsibility" (Aylward, Phillips and Howson, 2013). Prudent healthcare can be defined as a healthcare system that is personal to the patient that promotes a healthier lifestyle and wellbeing and one that avoids waste and harm (Rix and Marrin, 2015). 
[bookmark: _Hlk30179372]The NHS is mainly funded through general taxation, National Insurance contributions and patient charges such as for prescriptions and dental treatment, however, in a recent report published by UK Government (2019), of the 54 million adults living in the UK, 43 per cent do not earn enough to pay income tax. Emphasising further challenges to funding when relying on the taxpayer’s money and implying that increasing the amount of public money into the system is widely accepted as not reliant enough to restore performance whilst transforming services to deliver better care. Prudent healthcare is often criticised for being about saving money (Puyol, 2018) however, whilst adopting prudent healthcare principles should provide value for money, the principles are based on creating a better experience for patients, one where patients can make informed decisions about the care they receive, the promotion of healthier lifestyles takes priority, and responsibility is accountable (Crane and Noon, 2019). When these principles are accepted and fully implemented prudent healthcare will promote a sustainable service long term. Current figures, according to a report published by Click on Wales (2019), more than 19 million individuals connect with primary care services in the NHS Wales each year that are provided by GP's. The new approach to providing care has been documented as being a result of the feedback received and the changes that have been implemented are a result that has been requested by patients to allied primary care professionals, specifically the desire to have easier access to specialist care providers (Haas et al, 2016 and Knapp et al, 2018). This implies that patients are requesting more time and cost-effective way of being treated not only for the NHS but also cost-effective for patients, what is meant by this is reducing the time needed to take from working patients to attend appointments. When hearing about changes within the NHS it is common to hear the term streamlining and streamlining of services, it is one method that is being proactive in approaching the challenges of a growing and ageing population, the collaboration of various organisations to unite could be interpreted as a natural way forward. Streamlining services can be defined as simplifying techniques by eliminating avoidable actions to maximise outcomes and can be observed in the changes in GP surgeries (Glorney et al, 2010). Alongside the simplifying of techniques, general practices have also been forced to rethink new approaches in a bid to meet public demand and the changing criteria of its patients to promote effective services and cost-effective practices in primary care sectors Graby, Smallwood, Stark and MacConnell (2019) who continue, referrals to access counsellors, physiotherapists, pharmacies and offering appointments to see a prescribing nurse will aim to reduce the workload of GP’s and on hospitals, but more positively provide the appropriate care for those patients a view supported by Gulland (2017). Having discussed some of the reasons for the change in the NHS, the next part of this paper aims to examine one of the factored changes and the introduction of GP clusters. GP clusters are a grouping of between five and eight general practices working alongside other health and care professionals that aim to plan and provide a more person-centred service that will span a geographic area between 30 and 50 thousand patients (Adekanmbi et al, 2018). To explore GP clusters in more detail, an action plan in Hywel Dda's second-largest GP cluster located in Llanelli feature how change is being applied and the outcomes. There are numerous action points within the report, this paper will discuss two aspects of those documented. The first action point required understanding the local health needs as priorities can be agreed as an essential first step. This meant reviewing prominent areas needing additional support, it was identified that in Llanelli there is a high prevalence of smoking and the action agreed was to employ a health style advocate in each practice who could provide continued guidance and support to specific issues such as smoking with patients to help them reduce or quit smoking and also reduce the duplicated GP appointments required as a result (NHS Wales, 2016). Smoking is the most preventable cause of disease and death in the UK, Hunt et al (2018); Song, Elwell-Sutton and Naughton (2019). White, Skirrow, George and Memon (2018) agree and further that preventative interventions are cost-effective with favourable results being observed since the Stop Smoking Service began in 2001. Statistics from the Institute of Economic Affairs (2017) state that regardless of the cost of treating smoking-related illness and disease to be £3.6 billion a year, the government recover four times that in tax revenue, suggesting that smoking inadvertently creates much-needed funds towards the financially struggling health service. Ironically, a later review of the action plan observed a further investment in funds to employ further lifestyle advocates in each surgery suggesting positive results. The second action plan this paper will discuss after the Auditor General for Wales (2015) discovered that 38% of people struggle to arrange an appointment at a convenient time. Reasons given for this included, appointments not being available on the day required, difficulty getting through to make an appointment and long waiting times for appointments. Considering this, communication and review were discussed as a required action by the group, and partnering organisations were invited to future meetings to discuss pathways going forward. Despite discussion being opened, actions and results have yet to be published but were due in September 2019. Baker (2018) and O'Dowd (2016) both agree the NHS is experiencing the worst performance against waiting times since targets were set and note along with limited appointment availability in GP surgeries, a majority of patients are waiting for more than four hours in A&E departments, also a significantly high amount of patients are waiting over 18 weeks for essential non-urgent treatment since 2008. Findings within their reports imply more people are experiencing longer delays securing appointments as a result of more people requiring treatment than the NHS can provide. However, Dayan, Ward, Gardner and Kelly (2018) argue that whilst waiting times for appointments and treatment are an issue that requires addressing, they have similar conditions in other countries, supporting population growth and an increase in demand as a general consequence. Nonetheless, even though the joining of multiple GP practices within a set geographic area not intending to solve NHS funding problems but create opportunities and potential to support practices collectively, reviews documented thus far do not observe the improvements promised. Additionally, the system identifies drawbacks as further reading of the action plan reveals when a consensus cannot be attained resolutions can be difficult to find, in this instance the report identifies a desire to combine workloads when attempting to improve access to services in nursing and residential care settings that would reduce the duplication of numerous GP’s visiting the same settings, however, due to a failed agreement the action had to be been withdrawn with no further comment at that time, resulting in continued poor efficiency of man-power and adding to the already stressed staff levels. Kellner, Townsend and Wilkinson (2017) state; these effects can be a consequence that individuals within organisations experience when surrounded by competitive and high-performance work systems, that can negate the values-based approach that many healthcare professionals are passionate about. However, collaborative partnerships overall aim to retain high-quality care, sharing expertise and support caseload management. Allowing for a period of adjustment should be accepted considering the relatively short period of time the clusters have been active with extra consideration given to all individuals affected within it, including the patients that are also adjusting to the changes and will have an impact on the speed and efficacy of which the organisation establishes itself. The patients of these clusters need to understand the reasons changes are being made as part of the long-term strategy that involves a focus on creating a healthier environment, for which more emphasis needs to be placed in education. Identifying the need for a patient’s participation in the efficiency of any healthcare setting, it could be considered an ideal time to discuss patient activation and its important role when exploring changes in the NHS. "Patient activation" can be described as a patient's willingness and ability to seek information that will instil confidence to manage one's own health and healthcare (Hibbard, 2017). It is becoming more widely accepted that positive patient outcomes are most effective when managing their health and healthcare needs, therefore, more effort is required in encouraging patients to be present and active in the process, Green and Hibbard (2012).  Green et al (2015), further, the importance of activated patients to be paramount, as they regulate the need for care and the results of care received. Of the studies conducted, whilst limitations have been identified; for example, the targeting of an individual to increase self-awareness may not provide sustainable results and sample sizes of studies conducted are often small, in general, the outcome of patient activation has shown long term improved health, outlook and lifestyle choices that are cost-effective and sustainable (Reistroffer et al., 2017 and Hibbard, 2017) furthermore an activated patient is regarded together with lower health care costs (Davis, 2019). To discover whether patient activation is proving to be cost-effective, one needs to consider the characteristics of patients. Hibbard et al, (2017) suggest one way to improve efficacy is to identify the likelihood of patient participation and not only concentrate on the risk factor a patient may present. To maximise cost-effectiveness the ability to identify patients most inclined to respond to the intervention will increase outcomes. However, this could create a bias toward proactive clients and create a divide. Hibbard, Green and Overton (2013) discuss patients that are characterised as less activated to be accepted as having poor confidence levels that can be associated with mental health issues or as an effect of living with a pre-existing long term medical condition such as diabetes that affect their ability to manage tasks and are more likely to feel overwhelmed with any task requiring behavioural changes. Considering this factor when treating a less activated patient should help health care providers limit the amount of information being given at any one time and to provide extra support encouraging smaller steps towards the desired changes required, a view supported by Shively et al., (2013) and Wolever et al., (2010). It has been difficult to find data supporting the exact figures for the effectiveness of patient activation, however as already discussed the studies conducted have all been positive in its outcomes for the process and would suggest further investment in education as necessary. This being said, funding is means-tested and whilst favourable results may be observed, without the relevant supporting data within any given time frame, funding is at risk of being withdrawn (Blake and Lloyd, 2019), nevertheless to make the changes needed, providing health education should receive further attention, changing public perception will take time even though at some point definitive actions by medical professional will need to be taken to reinforce public health guidelines. To continue, next this paper will examine responsibility within the NHS. An aspect of prudent health care has been to place responsibility back into the patient’s control. This means that, if a patient is experiencing a debilitating condition exacerbated by lifestyle choices but that can be reversed; support and education to change those lifestyle choices should be the first course of action before considering to treat a condition that is likely to never be rectified if the root issue is not being dealt with at the source. To explore one aspect of this further, according to mind.org (2013), depression is a deeply complex health concern affecting 1 in 4 people in the UK (Ons.gov.uk, 2020). There have been links made between mental wellbeing and overall health affected by lifestyle choices and it is important to distinguish these factors to appropriately support a patient to ensure further complications through adverse side effects for prescription medication that is not required in the first place. Malhi, Lingford-Hughes and Young (2016), discuss this difficulty in their paper explaining the prescribing of antidepressants to a larger community of patients experiencing less severe depressive symptoms than those intended for some antidepressant use, has in some trials led to participants being more receptive to placebo treatment, meaning that the treatment is ineffective and thus the need for better, effective and person-centred treatments are required. Since the introduction of prudent healthcare, changes have been introduced. Whereas historically, in place of the family doctor familiar with its patients and their circumstances, the primary treatment for depression was a course of antidepressants after an initial and brief consultation. Doctors are now required to ask more lifestyle questions to understand possible causes for the depressive symptoms, moving toward a person-centred approach. Along with suggesting lifestyle changes, referrals to mental health support agencies such as counsellors and lifestyle advocates to combat these issues are being made. Mental health is arguably the largest cause of disability in the UK, contributing to 22.8% of the total compared to 16.2% for cardiovascular-related diseases and 15.9% for Cancer-related illnesses, Alun et al, (2017) who continue to state in the report that in Wales alone, mental health illness costs £7.2 billion per annum that also takes into consideration the cost of loss of productivity and the use of NHS services. Additionally, Evans et al (2019) state approximately 350 people die from suicide each year. To put into perspective that is three times the number killed in traffic accidents. When considering the impact a person-centred approach and the correct signposting to third sector organisations could have on reducing the numbers of suicide and improve overall experiences of mental health conditions, could be described as an action that will provide much-needed relief in various areas. What this means is, the improved handling of patients and swift referral times will instil confidence in patients. Appropriate and adequate diagnosis and treatment of mental health conditions will improve, as well as reduce the impact on repeated GP visits, understanding unhealthy lifestyle impacts and individual triggers can avoid illness and promote wellbeing and recovery times that will change individuals, their families and societal productivity that will also have an indirect effect on NHS budgets. Continuing to explore and understand the impact of lifestyle choices, this paper will now examine if the new methods have been meeting targets set out by the Welsh Government. In 2015 the Welsh Government published The Wellbeing of Future Generations Act, supporting the prominence need for lifestyles changes if an improvement in overall mental and physical wellbeing if it is to make a positive impact. The act states everyone must unite working towards a common goal, and in a ground-breaking move, legally bound organisations within Wales to adhere to the policy. With the act being it its infancy stages it can be acknowledged to experience some problems along the way, however, lessons can be learned and as part of that process, it is vital to review progress and observe how public bodies are responding. Next, this paper will discuss one of the implemented changes. According to a report by Holzinger (2016), Torfaen’s answer to the Act was to introduce social prescribing in its GP surgery. Kimberlee (2015) describe social prescribing as referring patients to access support in the community from what is also known as the third sector. In this approach, a patient can explore themselves in a holistic capacity where opportunities to understand aspects of their well-being that had not previously been accessed but can improve quality of life. The third sector is defined as a range of non-profit organisations that neither belong to the private or public sector but include voluntary and community groups (Salamon and Sokolowski, 2016). In the report, Holzinger (2016) states social prescribing was set up within the GP surgeries of Torfaen to encourage alternative options than a medical intervention that aims to discover the underlying causes of ill health. Being prominent in its location was consciously decided to promote a trusting relationship with patients and reduce possible restrictions and create ease of access to third sector provisions. The referral process has been simplified, with anyone who is experiencing a negative impact on their mental and physical well-being and is an existing patient of the primary care setting can gain access to the services. So far those observed utilising the services are considered vulnerable with complex situations, nevertheless, the services accessed are proving beneficial. Thomson, Camic and Chatterjee (2015), discuss the additional relief that can be provided when exploring multiple factors and treating a person holistically, explaining when patients have presented with physical complaints but have additionally received psychological therapy an improvement of the physical symptom is so prominent that the savings on NHS physical care outweigh the cost of the psychological therapy and must not be overlooked, a view supported by Radhakrishnan et al, (2013). Social prescribing in the Llanelli area is utilising a time credits scheme where patients can have access to the gym and swimming facilities. Members of Links, a voluntary mental health charity has seen its members utilise the facilities and have positive results when used regularly, however, whilst encouraging patients to use the facilities made available to them, there has been no documentation on how this is maintained or supported within the Llanelli Cluster. Interestingly, Holzinger (2016) discusses the emphasis to be not on results, but in engaging and embracing the mindset whilst being proactive in its approach to meet the criteria of the Act. Furthermore, when acknowledging the pioneering method that Wales is taking, a period of adjustment has been widely accepted. Moreover, in a stance of commitment to the Act, commissioners continue to review and reflect how the changes are being accepted and implemented by organisations as a way of refining the system, additionally, it continuously encourages communication between organisations as a reminder of the Acts aims to unite everyone working towards a common goal. Turning now to explore the effects of utilising third sectors as the extent to which they must validate the work they do. To gain access to public funds, third sector organisations are subject to extensive scrutiny to justify their position within the community, illustrating value for money and community requirements. Third sector organisations are efficient in business management and deliver quality services. Often within, staff are passionate about the service they provide and are willing to work toward a common goal, that is now identified as a prominent objective in The Well-being of Future Generations Act. Third sector service users are also a dominant figure, without them the services would not exist and therefore it creates an appreciation for the service whilst collecting vital data for the government. Third sectors organisations are all individual, with individual aims, goals, sets of values and approaches but they all share similar characteristics that appear to be adopted by areas within the NHS that can be witnessed as a positive action (Seymore, 2019 and Gray and Jenkins 2017). These actions are identifying sector aims, goals, encouraging staff to be passionate about working towards its shared goal and producing incentives, for example, student nurses assured positions within the NHS Wales upon qualification as a return on revenues and gaining value for money, Genders, (2017).
Having explored several changes within NHS Wales, overall, even with the negative coverage depicted by the media that has not been discussed, this paper has observed several positive outcomes. Accepting change will inevitably trigger a period of difficulty and will take time to resolve, however, NHS Wales is pioneering the way forward in creating policy and promoting a healthier nation in difficult conditions. Whilst the NHS is under unrelenting pressure it could be perceived as a by-product of the success of the organisation that has made previously fatal conditions survivable (Charlesworth and Bloor, 2018). 
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