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[bookmark: _mr9qz59isrr]Introduction
The National Health Service (NHS) is a publicly funded health system for the UK. Created in 1948, it replaced patchy voluntary and municipal provision with a universal service, paid for out of taxation and it was available for all. It is still one of the key components of the welfare state and the largest publicly funded health system in the world.
[bookmark: _vg0neqfbxxqq]Origins of the NHS — Wartime coordination, Beveridge’s vision, Bevan’s settlement
The interwar Britain revealed discrepancies in access, insurance schemes were available to some workers, a number of women, children and the unemployed had to depend on charity. The Emergency Medical Service during the Second World War demonstrated that it was possible to provide care at scale using central planning, bed pooling and referral networks. William Beveridge suggested a social-insurance state in 1942 to overcome the so-called five giants and health provision was one of the pillars. A political compromise was then manufactured by Aneurin Bevan, Minister of Health, which nationalised hospitals, but retained GPs as independent contractors and introduced a single service free at the point of use on 5 July 1948 (Anderson et al., 2021).
[bookmark: _8vtj34jsjoub]Founding principles — Universality, Equity, Comprehensive, tax-funded and free at use
The settlement was influenced by three major concepts. First, universality: it is covered, not according to employment status, but according to residence. Second, equity: equitable allocation of care based on clinical need rather than ability to pay, in order to eliminate postcode or income-related inequalities (Khan, 2023). Third, universal care based on progressive taxation and free at the point of delivery, which combines prevention, primary, hospital and specialist care under national care (Smeeth et al., 2024).
[bookmark: _ec17bq5iv6z4]Current structure — Devolution, Commissioning and regulation, Providers
There is also devolution of health and thus, England, Scotland, Wales and Northern Ireland have different NHS systems. In England, the policy is made by the Department of Health and Social Care, budgets are distributed and services by NHS England, and standards, regulation and protection of the populace are offered by NICE, the Care Quality Commission and the UK Health Security Agency. Since 2022, the NHS and local authorities have come together in Integrated Care Systems, Integrated Care Boards are the planners and funders of services and Integrated Care Partnerships are the strategists. Primary care contractors, NHS trusts or foundation trusts providing acute, community and mental health care and voluntary and independent partners in NHS-funded pathways are all providers.
[bookmark: _sybjvwgycgck]Functioning today — Strengths, Fault-lines, What would improve
The NHS can cover the entire population at relatively reduced administrative expenses and excelling in time-dependent pathways such as trauma and stroke, where national standards and audit are the incentive behind the improvement. However, stressors exist: lengthy elective queues, ambulance handover, ageing premises, digital disintegration and severe shortages of workforce in general practice, nursing and community care. The social care interface is the most vulnerable and causes delays of discharge and flow (Khan, 2023). The direction of the policy is to redistribute the resources towards prevention and out-of-hospital care through Integrated Care Systems, enhance data infrastructure, increase training and retention and align accountability to measurable access, safety and inequality reduction (Khan, 2023).
[bookmark: _kw5tppqylihn]Conclusion
The creation of wartime experience and post-war social contract, the NHS continues to be based on universality, equity and tax-funded care. The provision of such ideals in the present is dependent on plausible workforce plans, capital investment and authentic integration both in health and social care. This will also take actual long-term political concord and a more precise accountability of results and regions.
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DENTISTRY SERVICES

HARTS EXPLANATION OF THE CHOSEN HEALTHCARE SERVIC!

Dentistry services in the UK are provided for the prevention, diagnosis and treatment of conditons affecting the teeth, gums and mouth,
provided mostly i primary care dental practices with referral routes into community dental services and hospital based oral and maxilofacial
units. NHS dentists provide oral health assessments, scaling and polishing, fillngs, oot cana treatment, extractions, crowns, dentures and
emergency treatment, as well as providing individual prevention advice on diet fluoride, smoking and alcohol, and applying fissure sealants
and topical fluride to children Dental teams usually consist of dentists, dental therapists, hygienists, dental nurses and practice managers,
with the wark of dental laboratorles providing appliances. Access pathways include regular recall, NHS 11 for emergency dental referrals and
referral in from GPs or other ciniians f they have a special care need. In England and Wales, banded co-payments are charged with
exemption of certain population groups, including children, pregnant women and those on qualfying benefit, whie Scotiand and Northern
Ireland have different charging regimes. Services are regulated in terms of quality and safety, through the Care Qualty Commission (or
devalved equivelents) and are commissioned locally in accordance with population needs for oral health(Eaton, 2022)

ABRIEF HISTORY OF THE SERVICE

British dentistry was transformed from nineteenth-century surgery and charitable dispensaries, to the professionalisation of the dentistry
profession by the Dentists Act 1878 and complete statutory registration in 1921. At the launch of the NHS in 1948 & General Dental Service
contracted independent dentists, paid aut of the state. Pent-up demand resulted in millans of extractions and dentures, which gave rise to
dental charges in 1951. Over the following decades, care was shifted to prevention and restorative treatment by the introduction of fluoride
toothpaste and oral health promotion and school programmes and the expansion of community dental services to provide services for
children and adults with additional needs. Orthodontics expanded in the NHS eligiilty critria. In 2006 England and Wales adopted Units of
Dental Actvity s a way of measuring contracted work, which s stil contended for incentives and access effects. Devolution resulted in
divergent palicy in the four nations - hospital dental and oral-maxilofacial services continued to handle complex surgery, cancer and trauma
Clinical standards were pulld together in the 2010s in a manner that privileges safeguarding and evidence-based procedures. Recent reforms
have a focus on widening access an prevention with commissianing in England to be delegated to Integrated Care Baards from 2023 n order
toalign primary, community and hospital pathways with local population health needs Tidman, 2023).

CURRENT FUNCTIONING OF THE SERVI

Today, most NHS dental care is provided in independent high-street dental practices which hold General

Dental Services or Personal Dental Services contracts, and in England and Wales, the activity is often
S el e mentn Endand measured in Units of Dental Activity. Patients book routine care on the NHS direct and call an NHS 111 or at
urgent dental centres for urgent help. England and Wales: Charges are grouped into bands of: examination
and prevention, intermediate restorations, complex care, these do not include children under 18 years of
age, pregnant women and those receiving qualifying benefits, Scotland and Northern Ireland have
different arrangements Community dental services offer special care to people with learning disabilities,
complex medical conditions or severe dental anxiety, provide outreach in schools and care homes.
Hospitals offer oral and maxillofacial services for complex surgery, cancer, trauma and cleft services. The
Care Quality Commission is in charge of regulation in England, and the General Dental Council licenses and
deals with fitness to practise. Pathways are influenced with evidence-based advice from the national
bodies. In England, Integrated Care Boards have responsibility for commissioning primary and community
dentistry, and these should ensure that access, prevention and urgent care is tailored around population
need and can minimise inequalities in oral health (0"Connor et al., 2022).

LLENGES FACED BY THE SERVICE

First, access and sustainabilty is stl a challenge for many communities. Increased clincal demand, workforce pressures and the way that
activity based contracts are designed have seen practices reduce NHS capacity or walk away maling it dificul for new patients to register,
and others to get timely care. These have hamful cansequences such as delayed presentation, increased urgency and hospital admission
and widening inequalities. Cantract changes ta incentivise preventian and complexity, flexible local commissioning, increased skil-mix with
therapists and hygienists, recruitment and wellbeing and training initiatives are ust some of the respanses. Second, preventable disease and
inequaliy are il with us. Dental caries s disproportionately concentrated in deprived groups and peaple with other needs as a consequence
of diet tobacco use and lack of acoess to fuorides and routine care. This will need to include supervised toothbrushing programmes, the
provisian of water fluoridation at the right levels, appropriate recall ntervals, schoals and care home outreach as well as links with health
visiting, maternity and smoking cessation services. This can be made possible through the development of more accurate data for identifying
risks and supporting call-ins, as well s by sharing digitl records with each other. However, more nvestment and more robust cross-sector
partnership will be needed to get prevention and earl access from a great idea to a new normal. Patients can also be made wellaware of the
significance of the timely accessibilty (Evans et a, 2023).





