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[bookmark: _GoBack]As part of the drive to improve the cost effectiveness of the National Health Service (NHS) Wales, Government and The Welsh assembly have been working towards a more seamless NHS by incorporating community services Public Health and the Third Sector into Primary Care. The Welsh Assembly and Parliament see this as the way forward in addressing chronic Physical and Mental Health conditions which are currently the biggest drain on NHS resources. 
It is clear that the NHS has undergone intense transformation over the past seventy years and establishing a blueprint for success has been problematic. Changes in Government and Government policy, socio-economic advancement, economic recession, population increase, and aging have all impacted negatively on the development of a viable framework for positive growth. 
Comparing, contrasting and evaluating the historical milestones within today’s NHS, we consider how today’s general practice, primary care clusters, prudent healthcare, patient activation measures, person-centred care, co-production and the third sector have an important role to play in establishing a new more sustainable NHS. We also recognise how historic divisions between health boards and local authorities are now being repaired under a new working principle; to provide a community centred approach to health and well-being.
The National Health Service (NHS) was founded by the Minister for Health, Aneurin Bevan in 1949.  Bevan was a visionary, whose plan was to provide a health service for all, regardless of wealth or status. In 1946, Bevan proposed to the Government that all hospitals would fall under public ownership and provide services for the prevention, diagnosis and treatment of illness. This proposal was later codified in the NHS Act, 1946 ultimately establishing the NHS (Thomas-Symonds 2018). 
Concentration on prevention of illness was one of the major factors in the long-term vision for the health and wellbeing of the Nation and the formation of the NHS (Campbell 2016). Bevan outlined the original doctrine by which new policies are created and old policies are updated and reformed. 
In the 21st century, Bevan’s vision still endures amongst a backdrop of new challenges; mental illness, socio-economic pressures, environment, education, poor diet contributing to chronic illness, and an aging population still high on the agenda for health and wellbeing. This holistic assessment, which determines how new policies are created and implemented, may prove the key to un-locking solutions to on-going systemic problems within the Welsh National Health Service.  
Throughout the history of the NHS, General Practitioners have remained self-employed; arguing a contract ‘for’ service rather than ‘of’ service. In March 1950, Nuffield Trust Commissioned research by Dr JS Collings; General Practice in England today ‘A Reconnaissance’; this was a damning Report describing general practice as ineffective and deteriorating in quality. This Report led to the foundation of the College of General Practitioners (1952) and, over time, more Government action was taken to support the development of general practice (Bower 2018).
A few years later, the 1957 Commissions Report on Mental Illness and Mental Deficiency, in a response to widespread concern about the care of people with mental illness, published the ‘first steps’ to community care. It called for the integration of mental health in the general administration of the NHS (Grounds 2001). Mental health problems would go on to comprise the biggest spend within the NHS (Nuffield Trust 2019). The mental Health Act 1971 Saw the closure of psychiatric hospitals in favour of community-based services.
The 1958 Porritt Report suggests the transferring of responsibilities for services to Area Health Boards (BMJ 1962). Eleven years later in 1969 the Seebohm Committee advocated the amalgamation of children, the elderly and mental welfare services into the family services department. This represented a divide between Health and Social Services (Donnison 1969). A division which is now being reversed in favour of a more seamless canon of care. This includes the emergence of new initiatives such as ‘A Healthier Wales’, ‘The 1000 Lives Campaign’, ‘Primary Care Clusters’ and ‘Prudent Healthcare’, all of which drive a holistic, person-centred approach to healthcare.
When the United Kingdom Department of Health and Social Security published the Black Report in 1980, evidence was provided to highlight a widening gap in health inequalities. Whereas significant changes had been made within the NHS to close the inequality gap; income, education, housing, diet, employment and conditions of work were now proving detrimental to the Nation’s health. The Black Report is seen as an important document worthy of wide recognition, however the recommendations within the Report were effectively disregarded by the then secretary of state for social services, and minimal copies of the Report where printed (DOHSS1980).
Professor Mark Drakeford, Minister of Health and Social Services (2014) proposed applying new principles within the (NHS) so that
‘Health care fits the needs and circumstances of patients and actively avoids wasteful care that is not to the patients benefit.’
The Department of Health (DOH) (2004), establishes the long-term vision for health progression and funding expectations up to (2022). Building on assumptions of how the health service would utilise resources such as staffing, buildings and technology along with how future generations would view and engage in their own healthcare. On writing this report, Derek Wanless identified that many gains were to be made by focusing on prevention of illness. Lifestyle changes such as smoking cessation, healthy diet and exercise would have a huge positive impact on health resources. His suggested investment in information systems, buildings and a skilled workforce would see the continuing growth of a prudent system within healthcare (H M Treasury 2003).
Further to the Wanless Report, The Bevan Commission (2014) explains how prudent healthcare can strengthen the NHS by minimising in-effective care or waste and by tailoring a healthcare plan to an individual’s circumstances and needs. The objectives of prudent healthcare have been clarified by the Bevan Commission who see the long-term structure as “supporting the specific circumstances of the individual, promoting care that is tailored to avoid waste and designed to avert harm”. Treatments that are costly or not beneficial should be terminated and evidence-based medicine should be introduced at scale and pace. The Commission described the health-care system as falling short of these simple principles and states that these issues are not unique to Wales (Bevan Commission 2014).
Public Health Wales (2014) addresses imprudent healthcare and advised desisting non evidence-based practice, investing only in actual growth, examining unreliable evidence while improving on quality and clinical outcomes. The five areas of focus are on person centred care, patient safety, efficiency, effectiveness and timeliness. The Institute perceives the role of supporting patients to self-manage a chronic illness as an essential element of care. A review by the Kings fund found that giving the patient the relevant information regarding their condition and supporting them in their choices by offering alternative treatment saw a ten to forty percent fall in invasive treatments for example, operating or chemotherapy (Ham. Dixon and Brooke 2012). 
Hibbard and Gilbert (2014), provide evidence of this supporting role, explained within the concept of the Patient Activation Measure or (PAM) which was developed in the USA. The Patient Activation Measure has been extensively tested across a range of cultures and people with differing health conditions and has been found to be a robust measuring tool that produces consistently accurate results validating the changes of the (PAM) over time. Hibbard (2014) found that this method of measuring the health outcomes of people overrides the socio-economic, age and ethnicity related studies that have previously measured the balance of well-being across populations. It has identified that accurate measures cannot be achieved when concentrating on socio-economic status alone. Positive outcomes have been achieved using this method with patients from a lower socio-economic background, and a willingness to participate in their own health related outcome has been reached once the (PAM) had been introduced. 
The Patient Activation Measure has been broken down into four categories, one for each stage of the process. These four categories explain the difficulties faced when an individual begins the process of self-activation. The patient may feel overwhelmed or passive when faced with managing their own health, and may not understand the part they play; Lack of knowledge or confidence; Patients may seem to embrace the self-care needed to address their illness but still lack the skill and confidence needed: Others engage fully with their own self-care, but abandon the process in the face of added stressful situations in their lives ( Ellins and Coulter 2005).  
In alignment with the Person Activated Measure, Person Centred Therapy is an important holistic care principle that is well established within NHS clinical practice. Developed by American psychiatrist and therapist Carl Rogers during the 1950s. Rogers believed that patients had the potential within themselves to become well balanced and achieve the life they wanted by self-activation; this concept was thought of as revolutionary at the time ( Rogers 1967).
During the 1970s, George Engel (another American psychiatrist), supported the move to a bio-psychosocial model of health. Engel trusted that the bio-psychosocial method of care which integrated biological, psychological and social elements alongside an individual’s thoughts, feelings and up-bringing would produce a more holistic approach to healthcare (Frankel, Quill and Mc Daniels 2003).
Throughout the decades, since the emergence of this theory, health organisations across the globe have drawn upon these ideas and concepts to promote person centred care as an integral part of the healing process in all areas of nursing. Using Rogers’ structure of congruence, empathy and unconditional positive regard to nurture trust within the patient-clinician relationship, showing respect and dignity while helping the patient to understand their condition and become actively involved in their own care, provides the patient with the confidence to be able to manage their condition in a positive way and ultimately achieve better outcomes. 
Patients using the NHS Wales service, however, reported that Clinicians ignored certain aspects of symptoms reported by the patient, which suggests a failure to collect relevant information, this implies an imbalance in the relationship that could weaken authentic co-production (Robertson and Appleby 2018).
To this end, Public Health Wales (2014), recognises that certain habitual practice by clinicians negates the possibility of prudence, they found that causes of harm where difficult to identify, the potential benefits were more evident than harm, care falls short of being person-centred and capacity drives demand. The Report recognised that management information does not accurately describe what is happening on the ground, this would suggest lack of communication not only between management but between patient and clinician (Bradley and Wilson 2014).
Evidence recommends that clinicians need more training in the area of patient centredness, whereas for many years Clinicians have looked at the patient as a diagnosis they now have to take a more holistic view incorporating the patients values, lifestyle, support system, education, knowledge and environment into their choice of treatment. Addis, S et al (2018) found in a recent Research Project, that Clinicians reported several barriers to implementing prudent healthcare effectively, including resourcing, information sharing and evidence to inform practice were mostly mentioned and whilst prudent healthcare was widely welcomed amongst Clinicians, a lack of awareness of the initiative and poor management of patient expectations were apparent. We can deduce that a clear deficit between patient and Clinician remains unsolved in this important area of care.  
According to the Kings Fund (2016) who reported on a survey carried out bi-annually for NHS England, found that appointment availability had crept up by two percent. Patient satisfaction, however, had gone down since 2012 whilst satisfaction from GP practice to NHS services has increased. Although the sixty nine percent satisfaction rate from the latest survey in (2015) was at its lowest since the survey’s start date in 1983 (Appleby and Robinson 2016). This evidence suggests that general practice is failing to cope with the new demands and expectations placed upon it even though primary care is now being shared amongst opticians, pharmacies, primary care hubs and 3rd sector organisations (Baird et al).
Impacting things further is the push to implement more preventative measures and GP practices have seen an increase in immunisation programmes over the past few years which include; shingles vaccines to patients in their seventies, flu vaccines to children and pregnant women, rotavirus, meningococcal B and meningococcal ACWY, However there is no provision of extra staff or benefit to general practice to continue this extra work (BMA 2018). 
The General Practitioners Committee Wales (GPC wales) strategy document: A Prescription for a Healthy Future, saw a positive response from the British Medical Association (BMA) welcoming a sturdy plan for the development of General Practice and state that they have been calling for this for a considerable time. Furthermore, the (BMA) recognise the increasing challenges faced by general practice, against a backdrop of austerity and an ageing populous (BMA 2018). 
The (BMA) identifies and categorises the Report, How to Maximise the Bang from the Buck (2016) and the three main areas where monies should be allocated to ensure prioritisation and prudence as: work-force, workload and resources, this document reiterates the restructure advised in the Wanless Report (2004) (BMA 2016).
Continuing the commitment to bring health back out into the community we have seen the emergence of General Practitioners or Primary care Clusters. Established in 2014 the clusters are used as a planning mechanism, bringing GP practises. together to work collaboratively and improve services for the population registered within them. There are presently sixty-four of these clusters set up across Wales serving varying numbers of patients in each region. 
Co-ordination based on locality allows primary care to meet the needs of the patient within these defined regions, concentrating their efforts on improving specific community services where they are most needed. The Welsh Government defined the scope of GP services to be co-ordinated in ‘Setting the Direction’ (2010), this document identifies the need for a ‘clear strategic framework’, as many examples of ‘good practice’ were found in delivery of primary care and community services. 
There is, however, little evidence of ‘whole system changes’, which would allow for significant shifts in overall models of care and the continuation of acute hospital admission. As identified, the key to change lies in primary as well as community care; providing a service that promotes health management long before chronic health problems arise. Raising awareness of a healthy lifestyle through education and information on how and where to access community led incentives to enable better lifestyle choices, is essential for sustainable change. 
The Welsh Assemblies Health, Social Care and Sport Committees investigation into GP clusters (2018), however, found notable delays in access to funding from the Local Health Board (LHB). Focus groups in Caernarfon and Carmarthen believe that more CDM funding is needed as 90% is being allocated to salaries with only 10% being used to drive change (Welsh Assembly 2018). 
The British Medical Association (BMA) has called for the ‘necessary governance framework’ to be put in place. This would allow clusters to become ‘legal entities’ and empower them to act independently from local health boards (LHBs). The Choose Well Campaign suggests that Welsh Government work with stakeholders to solve employment positions of cluster staff, indemnity, pension and funding problems as well as negotiating the potential for Primary Care Clusters to have their own legal status (BMA Cymru Wales 2017.)
LHBs report, however, that clusters are doing well and are prioritising internal support and development. There is a distinct awareness that although progress is being made within primary care clusters, much still needs to be considered regarding funding, timeliness and governance.
There are varying ways in which primary care clusters are using funding by buying equipment, widening the skill mix and enabling services to reduce secondary care waiting times. The General Practitioners Committee (GPC) wales encouraged all clusters to decide how monies should be spent to alleviate daily working pressures; allowing GPs to spend more time developing clusters with the aim to provide better community services to patients.
The (BMA) advises increased availability of pharmacists, easier access to musculoskeletal specialists and the use of locums in services struggling to recruit (which impacts patient appointments). Pharmacy, dentistry and therapies, however, have reported that clusters are not engaging with them to the extent they would like. 
These services are an integral part of community health and well-being, and while it is recognised that the clinical pharmacist has an essential role to play within primary care, the role of the community pharmacist has too become more important in recent years. 
A Report by ‘The Alliance’ asserts that there is not enough support or interest in terms of meeting a growing demand for immediate care. The Alliance describes itself as an underutilised asset within the NHS family and highlights the importance of community pharmacies within rural and deprived areas. Many pharmacies promote healthy lifestyle and self-care, which compliments A Healthier Wales campaign, patient activation and prudent healthcare, yet this service has not reached its full potential of easing the demand on GP practices across Wales (NHS Alliance). 
Realising this opportunity has led to the delivery of the community pharmacy contractual framework. There are 11,500 community pharmacies through-out England alone, utilising their knowledge and accessibility is fundamental to the long-term vision for the future health of the Nation. The GP forward view suggests that at least 20 million appointments in general practice alone do not require a GP, to this end the role of community pharmacist can play an essential part in reducing pressure on GP practices and emergency departments. 
Funding has been made available to further develop the pharmacist’s skills so that the safest care can be provided. With increased training in preventative medicine ‘Health Champions’ are being trained to support patients in achieving a healthier lifestyle by giving advice on smoking cessation, weight management, wellbeing and self-care, signposting patients to relevant services will also be within their remit. 
The community pharmacist’s extensive knowledge of medication is key to the World Health Organisations (WHO) initiative to see a 50% reduction in avoidable harm caused by medication over a five-year period. With overdose of prescribed medication being acknowledged as one of the main causes for emergency hospital admissions through accident and emergency departments (WHO 2019). From this evidence alone it is safe to suggest that a pharmacist’s intervention could greatly reduce this figure, impacting positively on secondary care admission and un-necessary stays in hospital.
The problem of bed-blocking is both multi-layered and complex, from the causes of admission to the difficulty of discharge there is no easy answer to the solution. Mainly precipitated by elderly patients, who are too frail to be discharged back into the community without extensive support from social services (Waring et al 2014). This support is rarely easy to achieve, and many days or weeks are spent wasted on multi-disciplinary meetings deciding on what is needed to procure a safe and secure environment that meets the needs of the individual. 
While this procurement is taking place, the patient becomes frailer, commonly contracting a chest infection which leads to further treatment and elongates hospitalisation. During a ten day stay in a hospital bed, an octogenarian can lose up to ten years of muscle mass (British Geriatric Society 2018). Neither the patient nor the National Health Service benefits from this type of miscommunication between services.  
As already mentioned, it is considered that side effects of prescribed medications are the most common cause for emergency hospital admissions. The British Journal of pharmacology produced a study that identified the main drugs responsible for hospital admission are, diuretics, nonsteroidal anti-inflammatory drugs (NSAIDs) and anticoagulants. The prime reason for this was adverse drug reaction and over treatment of anti-platelets, NSAIDs and diuretics, with patient misuse of diuretics, diabetes and anti-epileptics (Howard, R et al 2006).
An exemplary project was undertaken by Betsi Cadwalader University Health Board and all Wales Therapeutic and Toxicology Centre, who are developing admission codes to bring attention to the amount of prescribed drug related hospital admissions that occur. This information is not routinely identified or considered during an acute or out of hours admission, despite taking up seven percent of hospital admissions and four percent of bed capacity. Further clinical trials and cost impact analysis would be required to fully understand the potential benefits of these types of schemes (Jader et al 2007).
Another example of prudent healthcare is an ‘orthopaedic and trauma surveillance outcomes system’, this has been piloted in Wales partially based on work done in Melbourne Australia. Patient Reported Outcome Measure or (PROMs) is seen by Prudent Healthcare as a system requiring rapid implementation and development in Wales. The system acts as a guide to clinicians and patients, where informed decisions would impact on patient up-take, joint-replacement and back surgery are instances (NHS Digital 2019).
The system uses linked records to the Secure Anonymised Information Linkage or (SAIL) databases as well as telephone assessments after surgery to collect outcome data, this system allows tracking of patients from referral through to post-operative stage. It has already been suggested that this system will bring several benefits, while incorporating prudent healthcare values, as well as providing ongoing improvements in orthopaedic care outcome information can be shared when decision making, the data can be used by clinicians for audit, appraisal and revalidation ensuring the highest standards of clinical activity and professional development by providing ongoing outcomes data. Detection of early warning of emerging problems through monitoring of trends and linking evidence of outcome to the population of Wales. 
It is recognised that greater quantitative evidence is needed to better measure and predict success, historically something which has not been collected consistently. It is submitted that the collection of such evidence would enable more future focused decision-making and support accuracy of forecasting with a view to driving better patient outcomes (Gillam 2014). 
The Welsh Assembly Government (2009) expressed in their Report, A Community Strategy for wales, the huge role that District Nurses (DN) play in the reduction of admissions to secondary care and care homes. DNs play a pivotal role in promoting patient activation, helping elderly and chronically ill patients to manage their conditions at home by encouraging confidence and smoothing the way towards recovery or stability of an illness. The Welsh Assembly’s vision to reform the NHS, specifies that a new strategy for district nurses should be bolstered by primary and community services. The Report; Care in the Local Community: A Vision and Model for District Nursing concurs, by reiterating how an aging population and changing needs within communities will impact heavily on the support and development of new community health planning. This will be underpinned by the trust and value that is given to nurses by vulnerable and elderly patients living at home with chronic conditions (Queens Nursing Institute 2013). The Report, however, is mindful that highlighting the critical work done by the district nurse is imperative to change, district nurses are a crucial element of any primary cluster community team. 
The Welsh Assembly, in a bid to address the overwhelming workload of the public sector and primary care have been initiating stronger links within the Third Sector. The Third Sector as described by The Third Dimension, A Strategic Action Plan for the Voluntary Sector Scheme, are independent Non-Governmental bodies that are established by voluntary citizens who choose to organise. They are values driven and motivated by the desire to further social, cultural or environmental objectives, rather than making a profit, and are committed to re-investing revenue to further their social, cultural or environmental objectives (Naylor 2016).
The Assembly Government plan to worker closer and more effectively with the third sector in the future viewing it as an asset and a powerful tool for improvement by challenging, complimenting and extending existing roles normally executed by the private or public sector. These three sectors now need to work together to enhance health and wellbeing acknowledging their specific strengths and weaknesses.
The National Council for Voluntary Organisations (2017), identified that more work is now being done to involve the third sector into primary care clusters, as voluntary services can provide a wide range of preventative health care support, including debt management, befriending services, counselling and day centres. These services can also provide insight into community needs, so targeting areas where help and support is most needed, organisations such as Age Concern, Red Cross and Mind also have the necessary trust within communities to promote preventative care and wellbeing.
An article written for Pulse Magazine in 2019 by Dr Mahon Sekeram after setting up a pilot scheme in Merton UK, explained how social prescribing has reduced GP appointments by 33 percent and accident and emergency visits by 50 percent. Patients were connected to link workers by GP referral who then offered emotional support and connected them to community services such as walking and gardening groups and local community centres for financial, housing and bereavement support. Due to this pilot links have also been strengthened between primary care and the voluntary sector, while 77 percent of patients ed improvement in their health and wellbeing.
We can safely assume from this evidence that social prescribing can only serve to enhance the NHS commitment to prevention rather than cure, and that third sector involvement is essential to support individuals through lifestyle changes and challenges that are at present overwhelming public sector services. 
In conclusion we have explored the beginnings and policies of the NHS from its roots to the new possibilities and visions. Considered the implications of new Primary Care Clusters that are emerging. Touched on the importance of the third sector, and its relevance within the new vision for the NHS. Discussed the importance of the District nurse, Community Pharmacist, Optometrist and Dentist.
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