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[bookmark: _Toc39585879]Introduction
Health and Social Care (HSC) refers to the services provided by health and social care practitioner that are implemented to safeguard the lives of the people. In context with the UK, various departments provide the health and social care services to its population (Greengross et al. 1999). One of the sectors that provide health care to the population is private professionals, called general practitioner, who charge certain amount of fee for their services. The family doctor, at the beginning of the 21st century, was financed by insurance scheme. Similarly, there are voluntary hospitals and agencies which work along with local authorities to address the problem of maternity, disability and nursing.
Additionally, there are ‘Charity Organization Society’, the ‘Settlement movement’ and local authorities.  The people who come to seek for services are divided either ill or injured based on health care needs and the basis of social needs, either frailty or disability. The document will examine the post-war policy initiative in health and social care policy. 
[bookmark: _Toc39585880]History and context 
The Beveridge Report 1942 initiates comprehensive structure in social insurance to the people from their birth till their death (Holborn, 2020). Similarly, this report stated that the government, employed person and company should contribute allowance from their income, and those funds would be allocated and appropriately used for the welfare of ill, dowager, pension and unemployed person. Likewise, the Protection of Vulnerable Adults aims to protect a person who has been abused, injured or vulnerable. Hence, during the war, the Beveridge Report has already been the base for the establishment of the welfare society after postwar. The health and social service providers prior to the Second World War was disintegrated. However, the establishment of the National Health Service Act 1946, The National Insurance Act 1946 and the National Assistance Act 1948 in the 1940s provides a frame which continues to administer a basis for three-tier; Financial assistance, Health care and Local authorities in the early 21st century. Financial assistance through social security organization was given to the patients who have low income.
Similarly, health care was provided through National Health Service for the patients who need attention from professionals. The National Health Service provided free services, unlike social care which dependents on the economic status should be contributed by own self (Glasby, 2003). Through central government, the National Health Service was funded while private sector and voluntary bodies arrange services. Lastly, the local authorities deal with the patients who need constant support and nursing in addition to the home visit. 
The National Health Service 1948 underlies that the services provided by social and health practitioner were funded by taxation. Under this Act, social and health service providers were divided into State-owned hospitals, General practitioners and community health service. Similarly, the National Health Service Act of 1973 shifted the jurisdiction of community health service provides from local to health authorities. The health care for the aging people under the National Health Service declined. Later the National Health Service was explained and integrated as social care under which the aging people have to pay for the services that they are using. Consequently, the eldercare home began to discharge the patients promptly, reduce the long-stay patients to meet the demand of the increasing health care (Lichtenberg, 2012). Subsequently, the aging people are being stared to be treated and cared at home, which, according to Abumere defines Community care in the UK policy.  The Report of the Committee of Inquiry by Social Health Association 2010 states that the institutional was the main point for the disagreement during the period of 1960-1970 (Itulua Abumere, 2013). However, a report “Making a Reality of Community Care” by the government of Margaret Thatcher in 1983 emphasizes the home care (Wales, 1986). The report “Making a Reality of Community Care” gave the base for the Green and White papers on community care4. Gradually, the community care in the UK has made the increment compare to the institutional. Community care, according to Greengross et al. (1999), includes domiciliary care in addition to environmental and public health care which local bodies are authorized. The community care policy, despite, was in action around 1950 with the main objectives of cost-effectiveness, officially the policy was introduced in 1980 by Margaret Thatcher. The community care amends, according to Hadley and Clough (1996), is inadequate, inefficient and passive. Similarly, Means and Smith (1998) proclaimed that despite the attempt to cooperate health and social services, these service provides does not work hand in hand(Itulua Abumere, 2013). They further mentioned that there are limited numbers of multidisciplinary determinations.     
Despite there are lots of people favoring the policy, the patients in the eldercare and hospitals were increasing, leading to the patients to stay for a long time. According to McDonagh et al. (2000), nearly 20% of the scarce resources of the hospitals are used inadequately. There are numerous numbers of beds in curative care, and the scare resources in the hospitals have been mis utilized. It was until 1948 when National Health Service was introduced, which emphasizes on comprehensive prevention along with acute care for the population. There was a gradual transformation of funding towards local authorities from central and from institutional towards community care. The various policies and acts enable independence and shared feeling of taking care of elder people collectively. Through these types of mixed economy according to Means and Smith (1998), the voluntary service providers were in profit. The Health and Services and Public Health Act 1968 provides the power to the local jurisdiction. According to the Boucher Report (1957), more eldercare housing should be established to discharge the aging patients who are cured, and further does not need the services given in the hospital (Holborn, 2020). The problem of holding the bed even after recovering leads the other needy people depriving of the basic fundamental rights. To address such problem, the Ministry of Health announced the perimeter for hospital and home care. The author further mentioned that until 1989 patients do not receive official discharge paper but by 1989 District and Special Health Authorities assure the official discharge process along with monitoring the procedures. Despite the policy for official discharge has been introduced, there was a lack in its proper implementation. To tackle the problem of the official discharge procedure, the Department of Health in 1994 published the ‘Hospital Discharge Workbook’. According to Henwood (1994) the ‘Hospital Discharge Workbook’ addressed quality and adaptability matter, emphasize service and its outcome and information about the stakeholders involved in discharge 
The new National Health Service 1997 began the step towards “Working for Patient”. The general practices under the National Health Service have to be registered under primary care group (Toynbee, 2007).  Similarly, by 1998 the government outlined a strategy whose components are clear standards, establishing local organization to achieve those standards and monitor whether the local organization has achieved the standards to focus quality in the health care (Greengross et al., 1999). The Special Health Authority named as ‘National Institute for Clinical Excellence’ look over the report and the instruction on adequate and efficient health service. Further, the author mentioned that National Institute for Clinical Excellence would play a vital role in identifying health interference to improve National Health Service. The ‘Commission for Health Improvement’ is used to monitor and make the health practitioner follow the procedures of National Institute for Clinical Excellence.  Instead, health services, the government started to focus solely on health. In 1991 “The Health of the Nation” slogan emphasizes the roles and duty of health service providers towards the health of its population3. The government even introduced Health Improvement Programs under which voluntary bodies, local bodies, National Health Service and Primary Care Groups in general Act to advance health from the local level (Mishra et al., 2015). 
[bookmark: _Toc39585881]Implementation and impact
There are numerous stakeholders in the health and social services providers who have been affected by the services. The stakeholders that involve in the health and social care include patients from the grass-root level to the government from the National bodies. The involved stakeholders have influence and might have been affected by the regulation of the reform, policies and legislation. The legislation of the policy and reform of the Act either directly or indirectly affected those stakeholders. The community care has benefited the aging people; however, it might have created an impact among the community who has to look after them (Siegler et al., 2015). By June 1948, the legislation, National Health Service Act, provided the free examination and medication of the disease and disability, either in hospital or at home, to the people of the country. The trend of home visit has increased, which adversely have affected their productivity. It means the time the health practitioner took to come and forth from the service center to the house of the patient, the health service provider might be able to provide health service to another patient. Therefore unintentionally home visit has an impact on the productive time that a doctor can spend treating other patients and also the patients who can take the service at that time. The National Health Service is providing the fund for health care which has benefited the patients, however, has put pressure on central government to provide fund (Frith, 2015). The shift from the institution care to community care has even adversely affected the institution. The reform regarding creating boundary between social and health care benefited all the stakeholders to perform their responsibilities efficiently.    
Another sector the UK has made progress is in the administration of pregnancy and childbirth (Moller et al., 2019). The author further mentioned that The National Childbirth Trust was established in 1956. The advancement in the technology, professionals and the medical knowledge enhanced the survival rate of infant. The vaccines were developed to control polio, rubella and measles. Further, the advanced methods such as cap to control birth were developed.
[bookmark: _Toc39585882]Conclusion and Recommendations
In conclusion, the post-war health and social care in the UK gradually began in the path of advancement. The new technologies, medicine and firm, lead the UK towards new era where professionals can deal with the wide range of medical injuries and can also provide services. 
Some of the measures that can be taken to tackle with the mentioned problem are to develop a strategic plan and maintain balance in expenditure and income of the currency. Further, the NHS should prioritize the services. Curative care should be tackle by providing awareness. There are limited numbers of resources and overusing of the resources such as bed is depriving the emergency patient of health care. So, there should be a balance and should have a structured plan on which care to prioritize. Similarly, community care policy has to be improvised from time to time and should be implemented effectively. The idea of equity has to be emphasized while providing health facilities to the people. It is good to be independent. Along with being independent, the policy should also focus on how the citizens can responsive and fulfil their duties towards aging and the patients who need nursing constantly. Also, there should be a clear and rational guideline which as time has to be modified to address and assess the effectiveness and efficiency of the health care policy and intervention. The manpower has to be mobilized according to their ability and field of interest. From the lower to higher-level authorities they should have broad understanding of health and social care. Every department and authorities should have precaution to be ready to tackle the problems that they might face in the problems. Similarly, the health systems of the UK have to focus on prevention as well rather than using its limited resources to cure preventable diseases. Also, the management regarding medication on residential care and nursing care should be focused on. The health system and the working place should be strengthened, and the government should focus on building capacity on service provider’s institution. Despite the UK has made tremendous progress in health and social care, the country still faces some problems. According to the National Health Service England, the gradual increment in the demand of the health needs NHS will face a shortage of 30 billion pounds by 2020. Therefore, rather than depending on central government for the local funding bodies should also support and be responsible for the investment in health care. It would be useful for the long run. Finally, there should be co-ordination and co-operation among local bodies, voluntary bodies, hospitals, community care along with the bodies of National Health Service. 
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