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A Private good is a good that is both excludable and rival in consumption (Krugman and Wells, 2014). For example, if you sell a person a bottle of coke, others will not be able to drink it. Private goods have an opportunity price, if we use resources to produce a bottle of coke, we can’t use that container, that sugar and that water to produce additional products. These products are sold on a free market so a business may make a profit from them (Pettinger, 2017). 
A pure public good is a good that is both nonexcludable and nonrival in consumption (Krugman and Wells, 2014). Nonexcludable means that once provided you can’t stop anyone consuming it. Nonrival means that consuming the good does not reduce the quantity obtainable to other people. For example, public goods include lampposts, law and national defence. Generally, public goods are not available in a free market because businesses can’t charge people directly. Public sector goods don’t automatically constitute public goods. Governments, for example, deliver education, but education is a merit good, not a public good (Pettinger, 2017).
A merit good is a service where people undervalue the benefits of consumption. For example, people underestimate the value of having an education or a vaccine. Such products naturally have a positive externality too. For example, health care, many underestimate the benefits that vaccination can offer. When individuals have a vaccine, they protect themselves against illness having a personal advantage. There will also be possible advantages for the rest of civilisation, as it will help to diminish disease occurrence in the rest of civilisation. Also, people underestimate the educational advantage of museums or eating fruit and vegetables. A raw fruit diet gives consumers health advantages, but we may favour unhealthy food. Education is also an example; some individuals may underestimate the advantages of learning and choose to leave school early or not get good grades (Pettinger, 2019).
A demerit good is a good which is detrimental to the user. People don’t know or neglect, for example, the cost of doing things like smoking and drugs. Such products typically have bad externalities. When you smoke, you damage yourself, but even the smoke impacts other people harmfully. Therefore, in a free market, there will be the overconsumption of these goods. Demerit goods may include smoking as people underestimate the health costs or the possibility of being addicted. Alcohol and its health costs, costs for society include more health care and police spending. Drug use and health costs for substance users, people underestimate the danger of being addicted, more crime has an external expense. Drinking soft drinks with sugar, harming the teeth and inducing obesity (Pettinger, 2019). 
The NHS is a public sector organisation that offers the public GPs, hospitals, dentists, pharmacy’s, opticians, urgent care services, sexual health services, pregnancy services and mental health services. The NHS receives funding from the government and answers to the government as they set them targets achieve. Although the NHS does use private sector companies to help run the NHS such as getting private x-ray machines, they do this to help achieve the targets they are set by the government. Also, most GPs are independent contractors and GP surgeries are run like businesses. Fairness is an important aspect of the NHS, the idea that healthcare should be equal to all and not dependant on anyone’s financial status is a very important reason why the NHS is part of the public sector. The NHS is the heart of the county, people knowing that if they fall ill or need to seek medical help or advice, there will be someone that can help them without a fuss. The NHS helps people just like any other public sector organisation such as the police or fire service, and therefore should be apart of the public sector. Any organisation that helps others should be free of charge and available for the public 24/7 (NHS, 2020).
Efficiency applies to the entire cycle of making public money positive for individuals and society. It also means achieving better results and more effective governance, while using public funds as cleverly as possible. It goes beyond savings from the back office and means thinking about how government finances, designs and manages front line services. Improving efficiency is not just about reducing spending (Curristine et al, 2007).
In the early 2000s, the Labour Government adopted the four-hour cycle. The four hours are tracked for attendance in all forms of A&E departments and private sector A&E facilities for NHS patients. The four-hour period calculates the overall amount of time spent with A&E patients, rather than waiting for treatment to start or the duration before they’re seen. The clock for waiting times starts from the moment the patient turns up at A&E and ends when they exit the department for admission, are moved to for instance another provider, where more specialised medical treatment is required, or are discharged. The clock starts for patients arriving by ambulance when the patient is signed over by ambulance staff to the hospital staff or 15 minutes after the ambulance arrives at A&E, whichever is earliest. The norm was lowered in 2010, and the number of patients required to be released, admitted or moved from 98% of patients was reduced to 95% of patients (The Kings Fund, 2020).
The NHS in Wales focuses primarily on referral to care times. This is the average time that a GP or other medical professional has been waiting for a referral for hospital care at the NHS in Wales, which includes time spent waiting for outpatient appointments, diagnostic tests, rehabilitation services and inpatient or day case admissions (NHS Wales, 2020).
An efficiency measure for the NHS is to get patients admitted or treated within 4 hours of A&E arrival. This measure is set to try and get patients to not wait any longer than four hours to get seen by a doctor. Currently, the waiting time limit for A&E patients is set at 4 hours from arrival to admission, transfer or discharge. However, not all hospitals are affiliated with urgent care centres, which means that people with minor injuries can wait longer before they are seen. In certain situations, you may be sent home and asked to arrange for a referral to a GP or a prescription may be given to you and sent home. This is to stop people waiting for a long time (NHS, 2020).
The advantages of this NHS measure seem to be focused on the fact that the public perceives pace as associated with efficiency and that a correlation exists between patient waiting times and staff satisfaction. The Department of Health argues that the 4-hour goal was based on Cooke et al research, but this research was focused on a specific background and environment, finding that patient streaming in a trauma unit could reduce waiting times by 30% when experienced nurse practitioners and consultants were present (Mortimore and Cooper, 2007).
The measure was implemented in the hospital emergency departments to counter crowding and exit barriers. According to the Royal College of Emergency Medicine (2018), there’s no question that waiting times have been reduced since the measure was launched. The Royal College of Emergency Medicine (2018) claims the four-hour period has proved to be an effective tool for increasing staffing and bed scheduling, creating short-stay units near emergency departments, and expanding outpatient treatment facilities. They allow patients to be treated away from the Department of Emergency and have a shorter duration of stay than would be the case for admission to an inpatient bed. Implementation was related to more physicians working in emergency departments, improved access to inquiries and better control of hospital beds (The Royal College of Emergency Medicine, 2018). 
The disadvantages of getting patients admitted or treated within 4 hours of A&E arrival add to staffing pressures as recruitment and retention of appropriate staff in emergency care and other primary services remain difficult. 
Over the past decade, waiting times for A&E increased significantly, as the NHS faced a prolonged economic deprivation cycle and staffing pressure. Since the 2013/14, the NHS has not achieved the 4-hour national requirement in any year and since July 2015, the requirement has been missed in every month (The Kings Fund, 2020).
Patients in A&E departments are waiting longer because of an extensive variety of factors like increasing service demand and limited capacity to satisfy the requirement (The Kings Fund, 2020).
A&E attendances have grown, the amount of individuals going to A&E has increased considerably over time. A&E departments had 24.8 million attendance in 2018/19 the equivalent of an average of 68000 attendances per day (The Kings Fund, 2020).
However, the growing burden on A&E departments is more closely related to increasing statistics of hospital emergency admittances than to a rise in A&E attendings. As demand for hospital inpatient services has risen in recent years, the capacity to fulfil this requirement has been placed under rising strain as the amount of hospital beds has decreased and the NHS has faced significant staff shortages (The Kings Fund, 2020).
Patients admitted to hospital need access to a bed. While medical advancements have shortened the average spending time in hospital and have allowed beds to be ‘turned around’ or made available faster again, increasing emergency admission put growing pressure on a hospital bed stock that has been shortened over the years (The Kings Fund, 2020).
One of the reasons of growing demand on A&E services during the past decade has been speculated to be people visiting excessively because, for instance, they cant get an appointment with their GP or are uncertain on where to go for care (The Kings Fund, 2020). 
To improve the NHS, a one-stop cancer service should be available. At the moment the UK's cancer survival rates lag behind other countries. When you’re a GP and have a breast or testicular lump present in a patient, you’re clear about what route to bring them about. When you’re faced with a patient with unclear symptoms such as weight loss or exhaustion, there’s no clear route. You have one set of tests and the second set of tests so that the patient ends up bouncing between primary and secondary care if those return negative. The tumour may grow all this time and may even move from stage one to stage two (Siddique, 2018). In Denmark, people presenting possible cancer symptoms through multidisciplinary diagnostic centres are provided with a one-stop service. Instead of the NHS approach, which requires multiple consecutive tests, all tests are carried out in Denmark at once so that they can determine if the patient has some type of cancer. 
Prof. Ingrid Wolfe, director of the Children and Young People Health Partnership, says that in the past five years there has been a 40 per cent rise in children’s attendance in the emergency department, which means that the number of young children heading to A&E exceeds the number of older adults. The first call for parents in the UK is generally the GP, which also has minimal paediatric training. GPs and paediatricians in Sweden, are co-located in health centres where parental assistance, health education and advocacy are available, which are essential to prevent ill health (Siddique, 2018). The UK should offer the same type of child health care as Sweden, more paediatricians on the frontline. 
[bookmark: _GoBack]New Zealand was able to develop its services out of hospitals, GPs and other community facilities and to reduce the huge rise in health care demand. They have move accountability for GPs, better communications, making it much easier for GPs to communicate with hospital specialists (Siddique, 2018). The UK should adopt this type of integrated health and social care to reduce hospital demand and pressures on staff. 
The three recommendations I suggest to improve the NHS is to have a one-stop cancer service, put paediatricians on the front line and to adopt an integrated health and social care service. 
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