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Health services in the UK context: health services can have wide-ranging impacts on individuals and communities, from improving physical health to enhancing mental well-being. In the UK context it is important to recognise the unique structure , funding, and delivery mechanisms of healthcare through the National Health Service (NHS) and its role in improving the health and well-being of the population. The main health services in UK are: 
· PREVENTIVE HEALTH SERVICES: this is a cornerstone of the NHS with a strong focus on public health through NHS England, Public Health Scotland, Public Health Wales and Public Health Agency Northern Ireland. 
· Vaccination programs: the NHS offers a comprehensive immunisation schedule, including flu vaccines, MMR (measles, mumps and rubella) and COVID-19 vaccinations, free of charge. These programs help control infectious diseases and protect public health. 
· Screening and early detection: national screening programs such as those for cervical cancer, breast cancer, bowel cancer, and diabetic retinopathy, help detect and protect public health. 
· Health education: initiatives like the “better health campaign” and smoking cessation services provide resources and support to encourage healthy lifestyles. 
· CURATIVE HEALTH SERVICES: the NHS provides curative health services free at the point of use, funded primarily through taxation. 
· Acute care: emergency services through Accident & Emergency (A&E) departments ensure immediate treatment for life-threatening conditions. The NHS also operated air ambulance services and critical care networks. 
· Chronic disease management: the NHS offers structured programmes for managing chronic diseases such as diabetes, asthma, and cardiovascular diseases. General practitioners (GPs) play a central role in coordinating care for chronic conditions. 
· Specialist services: patients referred by GPs can access specialist services, including surgeries and treatments for complex conditions at NHS hospitals. 
· REHABILITATIVES SERVICES: these services in UK are integrated into the NHS framework, ensuring access for all. 
· Physical rehabilitation: services like physiotherapy and occupational therapy are widely available in NHS hospitals and community clinics to help patients recover from injuries or surgeries. 
· Mental health services: the “improving access to psychological therapies (IAPT)” programme provides talking therapies for common mental health conditions such as depression and anxiety. The NHS also offers specialised mental health services for severe conditions.  
· Maternal and child health services: maternal and child health services are priority for the NHS, ensuring comprehensive support for families. 
· Prenatal and postnatal care: midwifery services are central to maternal care in the UK, providing support throughout and after childbirth. Health visitors support families with newborns and young children.
· Child health programmes: services include routine development checks, immunisations, and access to specialists for children with specific needs, such as speech therapy or autism assessments. 
· Mental health services: mental health services have been a growing focus in the UK, with significant investment in expanding access. 
· Community mental health teams (CMHTs): provide support for severe mental illnesses such as schizophrenia and bipolar disorder. 
· Crisis services: the NHS offers 24/7 mental health crisis helplines in many regions to ensure immediate support. 
· Integrated care models: efforts to integrate mental health into primary care aim to provide holistic support and reduce stigma. 
· Social services and long-term care: UK has a mix of healthcare and social care services, with long-term care often provided by local authorities or private providers. 
· Elderly care: services like home care, residential care homes, and nursing homes are provided through local councils with the NHS focusing on medical needs. 
· Support for vulnerable groups: programmes for individuals with disabilities, learning difficulties, or long-term conditions are delivered collaboratively between the NHS and social services. 

The NHS is designed to ensure equitable access to healthcare services, regardless of income, geography, or social status. 
· UNIVERSAL COVERAGE: all UK residents are entitled to NHS services, ensuring no one is excluded due to financial barriers. 
· REDUCING HEALTH DISPARITIES: programmes like the Health inequalities Improvement programmes aim to address disparities in health outcomes between different population groups. 
· INTEGRATION ACROSS SYSTEMS: with the development of Integrated Care Systems (ICSs) in England, the NHS is working to better coordinate care across primary, secondary and social care to improve outcomes and efficiency. 
UNIVERSAL HEALTH COVERAGE (DEFINITION): is a health care system in which all residents of a particular country or region are assured access to health care. It is generally organised around providing either all residents of only those who cannot afford on their own, with either health services or the means to acquire them, with the end goal of improving health outcomes. Some universal healthcare systems are government-funded, while other are based on a requirement that all citizens purchase private health insurance. 

UNIVERSAL HEALTH COVERAGE: the UK’s national health service was founded on the principles of treatment based on need regardless of ability to pay. It means that all people have access to the full range of quality health services they need, when and where they need the,, without financial hardship. It covers the full continuum of essential health services, from health promotion to prevention, treatment, rehabilitation, and palliative care across the life course. The delivery of these services requires health and care workers with an optimal skills mix at all levels of the health system, who are equitably distributed, adequately supported with access to quality assured products, and enjoying decent work. Protecting people from the financial consequences of paying for health services out of their own pockets reduces the risk that people will be pushed into poverty because the cost of needed services and treatments requires them to use up their life savings, sell assets, or borrow, destroying their futures and often those of their children. 

Understanding UHC: access to healthcare is a fundamental human right, yet a large proportion of the world’s population lacks access to basic health services. UHC is a key approach to ensuring all people can access health services without financial hardship. UHC means that all individuals and communities receive the health services they need without suffering financial hardship regardless of their ability to pay. 
1. UHC is not just about insurance: while health insurance is an important component of UHC, it is not the only one. UHC encompasses a range of healthcare services, including preventive, promotive, curative and rehabilitative services. It also includes addressing the social determinants of health such as access to clean water and sanitation, safe housing and education. 
2. UHC requires a strong healthcare system: achieving UHC requires a strong healthcare system that is well-funded, well-managed, and well-regulated. It involves building and maintaining an adequate healthcare workforce, ensuring access to essential medicines and technologies, and strengthening health information systems.
3. UHC is not one-size-fits-all approach: UHC needs to be tailored to the specific needs and contexts of each country. It requires a comprehensive understanding of the local health system and the social, economic and political factors that influence health outcomes. 
4. UHC can lead to financial protection: UHC can protect people from financial risk by reducing out-of-pocket payments for health services. When people do not have to pay for healthcare services they are less likely to experience financial hardship or be pushed into poverty due to healthcare costs. 
5. UHC can improve health outcomes: when people have access to quality healthcare services they are more likely to receive timely and appropriate treatment, leading better health outcomes. this can lead to increased productivity and economic growth.
Overall, UHC is a crucial component of sustainable healthcare systems. By providing access to quality healthcare services without financial hardship, IHC can contribute to the achievement of the Sustainable Development Goals (SDGs) and create a healthier, more equitable and more prosperous world. 

UHC: UHC is the goal that all people obtain the health services they need without risking financial hardship from unaffordable out-of-pocket payments. It involves coverage with good health services from health promotion to prevention, treatment, rehabilitation and palliation, as well as coverage with a form of financial risk protection. UHC is based on 3 principles:
1. EQUITY in access
2. QUALITY in health services
3. FINANCIAL PROTECTION

EQUITY in ACCESS: Equity in access means that everyone, regardless of their socio-economic status, geographic location, or any other factor, has the same opportunity to access the health services they need. Access has three dimensions:
1. Physical accessibility: this is understood as the availability of good health services within reasonable reach of those who need them and of opening hours, appointment systems and other aspects of service organisation and delivery that allow people to obtain the services when they need them. 
2. Financial affordability: this is the measure of people’s ability to pay for services without financial difficulties. It takes into account not only the price of the health services but also indirect and opportunity costs (like the costs of transportation to and from facilities and of taking time away from work). Affordability is influenced by the wider health financing system and by household income. 
3. Acceptability: this capture people’s willingness to seek services. Acceptability is low when patients perceive services to be ineffective or when social and cultural factors such as language or the age, sex, ethnicity or religion of the health provider discourage them from seeking services. Social and cultural accessibility can be enhanced by ensuring that health workers and the health system more generally treat all patients and their families with dignity and respect.
So, services must be physically accessible, financially affordable and acceptable to patients if we want to achieve UHC. 

UNIVERSAL ACCESS: This introduces the concept of Universal Access which is a necessary condition for achieving UHC, but it is not sufficient on its own. Universal Access refers to the ability of all individuals to obtain health services when they need them, regardless of their social, economic, or geographic circumstances. 
It is about:
· Availability: Services must exist where they are needed.
· Accessibility: Services must be physically reachable for all.
· Acceptability: Services should respect cultural and individual preferences.
· Quality: Services must meet professional standards of care.
Universal Access is about ensuring that there are no systemic barriers (geographical, social, or cultural) preventing people from seeking or receiving care.
Instead, UHC means ensuring that all individuals and communities can access the health services they need without suffering financial hardship. 
It encompasses:
1. Services: A full spectrum of healthcare, including preventive, promotive, curative, rehabilitative, and palliative services.
2. Population: Coverage for everyone, leaving no one behind.
3. Financial Protection: Shielding people from excessive out-of-pocket costs that could push them into poverty.
In practice, achieving both means creating systems that provide equitable, affordable, high-quality, and culturally appropriate healthcare for all.

QUALITY in health services: Quality in health services refers to delivering healthcare that increases the likelihood of desired health outcomes and is consistent with current professional knowledge, patient needs, and ethical standards. High-quality health services are safe, effective, patient-centred, timely, efficient, and equitable.

INCLUSIVITY & UNIVERSALITY: UHC must include everyone, with a particular focus on marginalized and vulnerable groups, ensuring no one is left behind. Ensure that everyone, regardless of their background, has access to essential health services. These principles focus on creating an equitable healthcare system that leaves no one behind, especially marginalized and vulnerable populations.
Universality means that healthcare is a right, not a privilege. It ensures that every individual in a population, without exception, is entitled to access healthcare services when needed.
Inclusivity ensures that even the most disadvantaged groups are included in health coverage and service delivery. It acknowledges and addresses the unique barriers these populations face in accessing healthcare.
Example: Prioritizing healthcare access for low-income households, indigenous populations, and persons with disabilities.

The WHO UHC ‘cube’: The WHO Universal Health Coverage (UHC) Cube is a conceptual framework developed by the World Health Organization to help countries design and implement strategies to achieve UHC. The cube illustrates the three key dimensions that need to be considered to expand health coverage: POPULATION, SERVICES, COSTS. 
A. The population axis describes the UHC objective of population coverage answering the question: WHO IS COVERED? The goal is to expand coverage to everyone in the population leaving no one behind. The main challenge of this dimension is that too many health systems initially exclude vulnerable groups, such as rural populations, informal workers, refugees, and people living in poverty.  
B. The service coverage axis emphasises the range of health services that are available to the population answering the question: WHAT IS COVERED? The goal is to expand the range of services offered to ensure comprehensive healthcare, including preventive, promotive, curative, rehabilitative and palliative services. The main challenge for this dimension is that some countries may initially focus only on basic or emergency services, leaving gaps in areas like mental health, chronic disease management or maternal health. 
C. The financial protection axis focuses on reducing the financial burden on individuals and households for accessing healthcare. The goal is to minimise out-of-pocket payments and ensure that accessing healthcare does not lead to financial difficulties or poverty. The main challenge is that many people face catastrophic health expenditures when forced to pay for services out-of-pocket, particularly in low-and middle-income countries. 
The UHC Cube serves as a visual tool for policymakers to evaluate their health systems and prioritise reforms. It encourage them to:
· Identify who is excluded from coverage
· Assess which essential services are missing
· Determine how to improve financial protection mechanisms. 

CASE STUDIES: UHC Cube: some case studies of countries that have successfully utilized principles reflected in the WHO UHC Cube to advance Universal Health Coverage (UHC). These examples show how different nations have addressed the three dimensions of the cube, population coverage, service coverage, and financial protection, while navigating trade-offs and challenges.
1. Thailand: Universal Coverage Scheme(UCS): Context: Thailand achieved UHC in 2002 through the Universal Coverage Scheme, which expanded healthcare access to all citizens. 
Population Coverage (Who is covered?)
· Prior to the UCS, many informal workers and low-income groups lacked health coverage.
· UCS extended coverage to the uninsured population, achieving 99.5% population coverage by 2011.
Service Coverage (What is covered?)
· The scheme provides comprehensive health services, including outpatient care, inpatient care, disease prevention, vaccinations, and maternal care.
· It also includes coverage for non-communicable diseases (NCDs) and high-cost treatments, such as dialysis and antiretroviral therapy.
Financial Protection (How much is covered?)
· UCS eliminated nearly all out-of-pocket payments for healthcare, using a tax-funded model.
· Patients pay only 30 Baht (around $1 USD) per visit, or nothing at all for the poorest groups.
· Catastrophic health expenditure decreased from 6% to less than 1% of households after UCS implementation.
Lessons Learned:
· Strong political commitment and sustained financing (4-5% of GDP on health) were key to success.
· Challenges include ensuring long-term financial sustainability as the population ages.
2. Rwanda: Mutuelles de Santé (Community-Based Health Insurance): Context: Rwanda implemented a community-based health insurance system in 1999, achieving remarkable improvements in UHC by addressing poverty-related health inequities.
Population Coverage (Who is covered?)
· The program targets rural and low-income populations, ensuring coverage for 85% of the population by 2018.
· Subsidies cover premiums for the poorest groups (funded by the government and international donors).
Service Coverage (What is covered?)
· Comprehensive primary healthcare services, including vaccinations, maternal and child health, HIV treatment, and malaria prevention.
· Efforts focus heavily on preventive and promotive services to reduce disease burden.
Financial Protection (How much is covered?)
· Members pay a small annual premium (about $3–$8 USD per household), while the poorest are exempted.
· Out-of-pocket health expenses dropped significantly, improving access to care for the poorest communities.
Lessons Learned:
· Leveraging community structures (e.g., local cooperatives) helped build trust and acceptance of the system.
· Government subsidies and external funding were critical to ensuring inclusivity.
3. Japan: Universal Health Insurance System: Context: Japan introduced UHC in 1961 through a mandatory health insurance system.
Population Coverage (Who is covered?)
· UHC was achieved by enrolling everyone in employer-based insurance schemes (for formal workers) or community health insurance (for others, such as farmers and the self-employed).
· Today, 100% of the population is covered.
Service Coverage (What is covered?)
· A wide range of services is included: outpatient care, inpatient care, diagnostics, surgeries, mental health, and long-term care.
· Japan prioritizes preventive services, such as regular health checkups and cancer screenings.
Financial Protection (How much is covered?)
· Patients pay 10-30% of healthcare costs, depending on income, with a cap on out-of-pocket expenses.
· The government subsidizes healthcare for low-income individuals and the elderly.
Lessons Learned:
· Strong government regulation ensures equitable access and cost control.
· The aging population presents financial challenges, requiring reforms to ensure long-term sustainability.
Key Takeaways from the Case Studies
1. Tailored Approaches: Successful countries adapted their UHC strategies to fit their unique social, economic, and demographic contexts.
2. Prioritizing Vulnerable Groups: Subsidies, exemptions, and community-based initiatives ensured inclusivity.
3. Sustainable Financing: Countries used a mix of tax-based funding, social health insurance, and international aid to expand coverage sustainably.
4. Focus on Prevention: Many systems included preventive care to reduce long-term healthcare costs and disease burdens.

How UHC works? UHC comes into several different forms, but the basic idea is: the government steps in with taxpayer money to ensure that every citizen has access to the medical care they need. With Universal Health care, no citizen is denied coverage based on their ability to pay. The cost of providing quality care makes UHC a large expense for governments. The medical coverage must be paid for by tax-payer funded programs. A big portion of countries around  the world have UHC, including Canada, much of Europe, Asian countries such as Japan and South Corea, along with Australia and New Zealand. The U.S. has the distinction of being the only wealthy industrialised nation without universal health care. 
UHC can work in several different ways, depending on the exact system. There are three main Universal health care models:
1. Single-payer: in a single-payer system the government provides free health care paid for with revenue from income taxes. Services are government-owned and service providers are government employers. Every citizen has the same access to care. This is called the BEVERIDGE MODEL. When governments provide health care, they work to ensure doctors and hospitals provide quality care at a reasonable cost. The UK helped advance the single-payer health care system with its National Health Service, in which the government not only pays for health services but runs hospitals and employs doctors. Other single-payer-based countries include Spain, New Zealand and Cuba. The United States offers it to veterans and military personnel with the department of Veterans Affairs and the armed forces. 
2. Mandatory insurance: countries that use a social health insurance model require everyone to buy insurance usually through their employers. Employers deduct taxes from employee payrolls to cover costs, and the taxes go into a government-run health insurance fund that covers everyone. Private doctors and hospitals provide services. Germany developed this system, which is also know as the BISMARK MODEL. France, Belgium, the Netherlands, Japan, Switzerland also use it. In the U.S., the Affordable Care Act also known as “ObamaCare” requires insurance, but there are many exemptions, and this rule is no longer enforced by penalties. It is also similar in that it provides subside to health insurance companies for low-income enrolees. 
3. National health insurance: the National health insurance model uses public insurance to pay for private-practice care. Citizen pays into the national insurance plan. Administrative costs are lower because there is one insurance company. Canada, Taiwan, and South Korea for instance all use this model. The U.S. Medicare, Medicaid, and TRICARE systems are based on a national health insurance approach. 
PROS & CONS explained: 
· Lower overall health costs: the government controls prices through negotiation and regulation. Certain costs can also be lowered because of universal access to preventive care, which can head off problems before they become serious and much more expensive to treat. It reduces the need for expensive emergency room usage, which some patients are forced into when they have no access to preventive care. This health care inequity is a big reason for the rising cost of medical care. 
· May lower administrative costs: if doctors only deal with one government agency, their costs can be a lot lower. For example, research has shown that U.S. doctors spent four times as much as Canadians dealing with insurance companies. 
· Standardise services: in competitive environment like the U.S. health care providers must also focus on profit. They do this by offering the newest technology. They also offer expensive services and pay doctors more, which drives up costs and can limit health care for the less wealthy. A universal system takes away the profit motive and focuses on providing equal care for all. 
· Prevents future social and health costs: preventive cane can prevent future health issues and improve outcomes in the most vulnerable communities. 
· Guides the population toward healthier choices: better investment in health care, health infrastructure, and public education can help push the population toward healthier choices and lifestyles.
The cons instead:
· Healthy people pay for the care of the sickest: chronic diseases and mental illness make up 90% of health costs. However, this is true to some extent even outside of UH care systems, as spending on chronic diseases will raise the cost of private health insurance plans as well. 
· Possibly less financial incentive to stay healthy: in systems where there is no copay, people might overuse emergency rooms and doctors. 
· Long wait times: the government focuses on providing basic and emergency health care, so wait times for procedures can be much longer. Some care might have to be foregone. 
· Doctors incentivised to cut care to lower costs: government cost-cutting can lead to reduce availability of care. For example, doctors reported Medicare payments cuts in 2018 would force them to close many in-house blood testing labs. 
· Costs may overwhelm government budgets: healthcare costs make up a significant portion of government budgets. For example, on average, Canadian provinces spend almost 40% of their budgets on health care. 
· Governments may limit services with a low probability of success: this includes drugs for rare conditions and expensive end-pf life care. In the US, care for patients in the last year of life makes up between 13% and 25% of the Medicare budget. 


Funding model for NHS:  from the assignment 1 specification, we introduce now the current funding model for the NHS in the UK. 

Structure of the NHS: the NHS was established on 5 July 1948 with the aim of providing a comprehensive range of health services to all UK citizens, financed by general taxation and free at the point of use. In the late 1990s, health became a devolved area. Responsibility for providing and developing health services lies ultimately with:
· The Secretary of State for Health and Social Care in England
· The Cabinet Secretary for Health and Social Care for Scotland
· The Minister for Health and Social Services for Wales
· The Minister for Health, Social services and Public Safety for Northern Ireland
The UK government allocates a set of budget for healthcare in England, whereas Scotland, Wales, and Northern Ireland receive a general block grant for public spending. This grant is distributed across all policy areas according to funding priorities decided by each devolved administration. Each country has chosen to structure its NHS differently, however a common theme of NHS funding across the countries is the allocation of a significant proportion of the NHS budget to local NHS bodies. At the local level:
· Integrated Care boards (ICBs) in England 
· Health boards in Scotland and Wales 
· The health and social care board in Northern Ireland 
Are responsible for commissioning or planning health and care services in their respective areas. In each country, needs-based funding formulas determine how much funding is allocated to these organisations. the aim of these formulas is to achieve equal access to healthcare for people at equal risk. 

NHS Funding model: The National Health Service (NHS) is primarily funded by general taxation, supplemented by National Insurance contributions (NICs) and some user charges. 
1. General taxation (Primary source): the majority of NHS funding comes from general taxation meaning it is financed by the government through tax revenues collected from individuals and businesses. The amount allocated to the NHS is decided by the UK Government for NHS England, the Scottish Government, the Welsh Government and the Northern Ireland Government. It makes up about 80% of total funding. 
2. National Insurance Contributions (NICs): NICs are mandatory payroll contributions deducted from salaries, used to fund public services like healthcare and pensions. Although NICs help finance the NHS, they do not directly determine NHS funding levels, as funding is allocated by the government based on overall budget priorities.
3. User charges (small proportion): some patient charges exist mainly for:
a. Prescriptions (England only): currently £9.65 per item in England, instead is free in Scotland, Wales, Northern Ireland.
b. Dental care: charges depend on treatment type (routine check-ups and complex procedures).
c. Optical services: costs for eye tests, glasses, and contact lenses except for certain exempt groups.
4. Additional sources: 
a. Private sector contributions: some NHS services generate income by treating private patients or partnering with private companies. 
b. Charitable donations: NHS charities contribute funding for research , medical equipment, and staff well-being. 
c. Local authority funding: local councils contribute to public health initiatives and social care, which can impact NHS services. 

Challenges in NHS fundings: 
1. Rising Demand – Due to an ageing population and increased chronic illness prevalence.
2. Budget Pressures – NHS funding increases have struggled to keep pace with inflation and demand.
3. Workforce Costs – Staff shortages and wage demands put additional pressure on budgets.
4. Efficiency Targets – The NHS is expected to make savings through improved productivity and digital transformation.
