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summary

The NHS Constitution states that access to NHS services is based on clinical need, not an individual's
ability to pay. Most NHS services are free of charge. For those services which require copayment,

such as dentistry, optometry, prescriptions, and wigs and fabric support, there is provision (to some
extent) for those who cannot afford to pay through the NHS Low Income Scheme and allowances for
those who receive certain benefits, such as Universal Credit and Income Support. The NHS Low Income
Scheme also supports transport costs. About 250,000 people are supported each year through the
NHS Low Income Scheme, but we do not know how many people the scheme misses. Accessing
financial support has previously faced criticism for its complexity, leading to some individuals missing

out on the support they are entitled to.

There are other out-of-pocket costs which may inadvertently exclude people on low incomes. These
include transport, parking and childcare costs, income lost due to time off work, subsistence costs for
carers during unplanned hospital attendances and admissions, and costs of following clinical advice,
such as dietary and lifestyle changes. In North America, many healthcare organisations ask people
about social difficulties, record them in the electronic health record, and offer support. The UK does

not routinely collect or use this type of information.

There is a large evidence base describing the problems that people with low incomes face accessing
healthcare; much of the international literature relates to insurance premiums. However, there is

little research describing how to ensure people on low incomes are not inadvertently excluded from
healthcare services. Improving flexibility in the timing and mode of consultations, whether face-to-
face or remote, is likely to support people with low incomes. People on low incomes can ill-afford time
off work to attend in-person appointments in working hours. Community outreach activities, such

as appropriately targeted drop-in events and mobile units, would help opportunistic engagement

in preventative services. Additionally, screening for social needs and offering support would address
these needs, in addition to co-locating welfare advisors. Food prescriptions may help people on low
incomes who require costly diets. Some NHS organisations are already taking action to ensure people
on low incomes are not excluded, such as Poverty Proofing in the North East of England.

Current challenges

There are decades of evidence linking low income
and poor health (1). People on low incomes have
more risk factors, such as smoking, poor diet, and
limited physical activity, and more health problems,
culminating in shorter lives (2). There are currently 14.3
million people living in relative poverty in the UK after
housing costs (21% of the population) (3). The causal
pathway is multifactorial and likely to build up over
the life course, including the impact of chronic stress,
poor quality housing, lack of access to green spaces,
pollution, and access to cheaper ultra-processed food
(4). Inclusion health groups, such as people who are
homeless and those seeking asylum, are particularly
vulnerable to the compounding effects of poverty.

The mean disposable income has only increased
slightly in the past 14 years. In 2007/08 it was
£38,670 in real terms and in 2021/22, £39,328 (5).
Income inequalities remain high — in 2022/23,

for a couple without children, the lowest 10% had
a disposable income of £300 per week before
housing costs compared to £1200 for those in the
highest 10% (6). There are signs that inequalities
in disposable income have been worsening.
Between 2020/21 and 2021/22, people in the top
20% saw their disposable income increase by
3.3%, but those in the lowest 20% saw it reduce by
3.4% (5).
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Figure I: Changes in disposable household income across income distribution from 2020/21 to 2021/22
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Addressing the root causes of these issues lies
outside the remit of the health care system.
However, people who are on a low income
can have problems accessing and using NHS
care — while NHS care is free at the point of
use, there are often many unexpected out-
of-pocket expenses which patients must
cover. This may include travel, lost income,
childcare, and subsistence during unplanned
attendances. These barriers may mean that
some people delay seeking care or miss
appointments or treatment.

The NHS has a Low Income Scheme which
covers 1) prescription costs, 2) dental costs,

3) eye care costs, 4) healthcare travel costs,
and 5) wigs and fabric supports (7). It is
available for anyone with savings, investment,
or property (excluding an individual’s home)
of less than £16k, or £23,250 for those in a care
home, and whose income is less than their
weekly requirements (according to their Low
Income Scheme assessment). There were
232,550 certificates issued as part of the Low
Income Scheme in 2023/24 in England, which
has risen since the pandemic (from 155,555

in 2020/21) but has not returned to pre-
pandemic levels (8). A qualitative study in the
North East of England published in 2024, found
that people on low incomes were often not
aware of the financial support available and
often found out ‘by chance’ (9). Furthermore,
people on certain benefits, such as Universal
Credit and Income Support, are also eligible
for financial support. Social welfare legal
advice helps in some areas with supporting
patients to access the financial support

and some pharmacies automatically check
eligibility for free prescriptions, but services
are patchy.

Figure 2: Number of HC2 and HC3 certificates issued
as part of the Low Income Scheme over time
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Since people on low incomes have the poorest health,

it is imperative that they are not inadvertently excluded
from NHS services because of unexpected out-of-pocket
costs. Here we review the evidence of what works to
mitigate the barriers faced by people on low incomes
when using health care services, while acknowledging
that the root causes lie outside the responsibility of the
health care services.
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Summary of evidence

We identified studies through 1) Living Evidence
Maps developed by the Health Equity Evidence
Centre (10), 2) a search of an electronic
database (MEDLINE) examining what works to
address inequalities through healthcare, and 3)
snowballing by citation tracking and a machine
learning tool (Litmaps). In total, we prioritised

21 research studies which provided the highest
quality evidence on what works to ensure NHS
services do not exclude people on low incomes.
These studies were either recent high-quality
systematic reviews on a topic or particularly
relevant to the UK context.

The majority of the international literature focuses

on the cost of insurance in countries without
universal healthcare coverage. There are many
UK studies which describe the experiences of
people facing poverty or access barriers, such
as transport, but far fewer examining how to
ensure healthcare does not exclude people on
low incomes. The evidence is divided into three
main categories — 1) costs associated with time

and travel, 2) awareness of financial difficulties by

health professionals, and 3) the costs of receiving
care or following advice.
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1. Time and travel costs

The problems for people on low incomes accessing
health care have been well-described in the
literature (11-15). In a qualitative study of 24 parents
and 8 Voluntary Community Social Enterprise sector
staff based in the north-east of England undertaken
in 2021/22, Bidmead and colleagues found a range of
problems low-income parents face (9). The authors
found that people on low incomes faced potential
barriers in terms of accessing the internet for digital
appointments, the cost of remaining on hold while
waiting to speak to a GP receptionist, being able

to take time off work to attend appointments, and
the cost of childcare to attend appointments.

The authors found that travel costs to their GP
surgery were often minimal, but attending hospital
appointments was difficult because it often required
multiple bus journeys or excessive parking fees. One
parent reported spending up to £50 on travel to a
hospital appointment, which meant that they would
sometimes cancel the appointment.

In a UK survey of 574 women attending antenatal
screening published in 2016, 36% lost pay because
they took unpaid absence or would make the time
up, and 71% of women came with someone who also
had taken time off work (18). The authors estimated
that the time cost to attend an appointment was
£22 per visit. Ten per cent of women said they were
losing income through attending the clinic, ranging
from £3 to £250.

Costs of healthy
foods;
Prescription charges;
Subsistence

Stigma and

Awareness
by health
professionals

Costs of receiving
care or following
advice

Co-located welfare
support;
Food insecurity
measures
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Ford and colleagues (2016) reviewed 163 studies
examining the problems older people in rural

areas on low incomes face accessing primary

care in a realist review (11). They found that an
individual’s financial resources impact their decision
to seek help from their GP either because they

were concerned about the financial implications

of receiving a diagnosis or the cost of transport.
Transport was especially important for older people
who did not have access to a car within their
household and for whom services were not nearby.
While most people were able to find transport
eventually, they often made a decision balancing
the substantial effort and cost of arranging
transport over perceived benefit.

Younger people also report cost barriers. A UK

survey of 203 young people aged 18-25 were asked
about barriers in accessing mental health services;
26% of people reported cost as a major barrier (13).

Gkiouleka and colleagues undertook a realist
review of interventions to address inequalities in
primary care (17). Based on the 159 studies that
were included, the authors found that flexibility

was one of five key guiding principles to reduce
inequalities - i.e,, organisations should make
allowances according to different patients’ needs.
This would include being flexible about the model
of appointment (e.g., remote or face-to-face) and
timing (e.g., options outside working hours). This is
supported by Tierney and colleagues’ review (2023)
of telemedicine for low-income patients (18). Based
on 45 studies from the US, the authors found that for
some patients, telemedicine was more affordable
and increased access for those with prohibitive
travel or childcare costs. Telemedicine requires
digital health literacy which may be a barriers to
some disadvantaged groups (see complementary
evidence brief on Health and Digital Literacy).

Outreach interventions with opportunistic services
may overcome the costs people on low incomes
face to attend healthcare. Roberts and de Souza
(2016) reviewed outreach venues to increase the
uptake of NHS health checks in people living in
socioeconomically disadvantaged areas, men, and
South Asians in Buckinghamshire (19). Based on
3,849 health checks undertaken, the authors found
that supermarkets and libraries had the highest
uptake, but mosques and bus stations had the
highest uptake for disadvantaged communities.

A greater number of men also took part at
manufacturing workplaces and football matches.

Mobile drop-in stop smoking services have also
been found to be effective in increasing the uptake
of disadvantaged groups. Venn and colleagues
(2014) evaluated drop-in stop smoking services

in various public venues across Nottingham and
compared them with the standard services at

a fixed location (20). Based on 811 people using

the mobile service, compared to 1,856 using the
standard service, the authors found that people
who used the mobile service were statistically
significantly more likely to be from routine or
manual occupational groups (33.3% vs 27.2%), first-
time users of the service (67.8% vs 59.3%), and live
in low-income areas with high social housing (27%
vs 26%). The cost of the mobile service per smoker
setting a quit date was only slightly higher than the
fixed location (£224 vs £202).

2. Awareness by health professionals

A considerable volume of a GP’s time is taken with
social issues. Approximately 1in 5 GP consultations
are due to a social issue costing £400 million per
year (21). Most of these consultations are due

to relationships (92%), housing (77%), or work/
unemployment (76%). Bidmead and colleagues in
the qualitative study in the north-east of England
found that there was a lack of a systemic approach
to supporting patients living in poverty and help
usually relied on individual health professionals (9).
A survey of 526 people with mental health problems
by Mind found that people feel shame and stigma if
they do not have enough money, especially if there
are visible issues, such as being on benefits, using
food banks, getting into debt, or having to ask for
help from friends or family (22).

Healthcare organisations in North America have
been ‘screening’ for social needs for several years.
Social needs screening involves asking patients
about social issues in order to identify those who
may benefit from help and refer them to onward
support. In the UK, healthcare organisations do not
routinely screen for social needs, although there
have been various calls for it (23-25). Yan and
colleagues (2022) undertook a review of social
needs screening in clinical settings (26). Half of the
28 included studies were RCTs and 11 reported on
health outcomes. Interventions ranged from staff
identifying social risk and distributing a leaflet of
community resources or signposting to support
from a patient navigator or social worker. The
authors found that positive short-term impacts
included increased smoking cessation rates,
improved child health (caregiver self-report),
better blood pressure control, decreased intimate
partner violence, lower cholesterol, increased fruit
and vegetable consumption, and improved self-
rated health. The authors also found evidence for
improved adherence to treatment, immunisation
rates, reduced A&E attendance and hospital
readmissions. Other reviews have found that social
needs screening is successful in identifying people
with financial problems (27-29). De Marchis and
colleagues (2023) reviewed implementation factors
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of social needs screening and found that time was
the most cited barrier, but that standardisation

of tools and workflow helped (30). The authors

also found that community health workers and
technology helped patients to share information and
facilitated screening in a resource-limited setting.

In June 2023, the first financially incentivised social
needs screening programme was implemented in
North East London (NEL) Integrated Care Board (ICB)
based on research showing that 38% of people in
Hackney found it difficult to ‘make ends meet at the
end of the month’ (31). The Data Accreditation and
Improvement Incentive Scheme (DAIiS) incentivises
GP practices to collect data on wider determinants
of health (32). Practices are paid to ask four
questions exploring literacy, financial instability,
housing instability, and social isolation, with codes
embedded in the electronic health record (EHR).
Questions are targeted to new registrations and
existing patients in the most deprived IMD quintile.
Those answering yes to any question are offered
referral to social prescribing. Evaluation is ongoing.

Moscrop and colleagues reviewed the reasons for
and against social needs screening in 2019 (24).
Most academic articles supported social needs
screening to improve outcomes, support health care
service monitoring and provision and population
health approach. However, 8 of 138 articles raised
concerns about potential harms, professional
boundaries and onward use of data.

3. Costs of receiving care or following advice

Patients on low incomes can also find services
which require copayment, such as prescription
charges, difficult. Unplanned hospital attendance
or the advice of healthcare staff may also incur
unexpected costs..

In England, there is a prescription charge currently
of £9.90 for people aged 18-60 years. There are a
number of exemptions, including those who receive
means-tested benefits, certain conditions, pregnant
women, and those who have recently had a baby.
Asthma, for example, is not included in the list of
long term conditions which are eligible for free
prescriptions. People on low incomes can apply

for free prescriptions under the NHS Low Income
Scheme. Both Scotland and Wales have abolished
the prescription charge. An evaluation in 2018 in
Scotland found mixed results and could not draw
conclusions on the impact on inequalities (33).

An evaluation in Wales in 2011 found a statistically
significant increase in the number of prescriptions
and a reduction in the number of medications
bought; however, there was little or no impact on
those on the lowest incomes (34).

North East

@ Case Study: Poverty Proofing in the

Children North East is a charity in the North
East of England that delivers services,
support, and initiatives for children, young
people, and families. They have developed

a Poverty Proofing stream of work and won
the ‘Most Impactful Project Addressing Health
Inequalities’ at the HSJ Partnership Awards
2022. They work with healthcare organisations
to think about how to ensure healthcare
services do not exclude people in poverty.

In 2021, they were commissioned by the North
East and North Cumbria Child Health and
Wellbeing Network to explore the financial
barriers that exist for children and young
people accessing healthcare (45). Based on
surveys and group consultations in the North
East, they found the following hidden costs
that may exclude people on low incomes
from healthcare:

« Transport was the most frequently
reported expense.

+ Appointment times and availability were
a barrier, especially in relation to work
and childcare.

+ Remote consultations reduced time and
travel barriers for some, but people who
were not proficient in English found them
difficult.

« Hospitals were the most challenging
location, including parking costs and food
costs for parents while accompanying
children, especially if unplanned.

+ Those with long-term conditions and
disabilities requiring frequent healthcare
described the most financial impact.

Based on this work, the authors
recommended:

+  Working with people on low incomes to
understand the hidden costs in different
health care settings.

« Collating best practice, developing
support guidelines and sharing across
health care settings.

+ Raising awareness amongst staff of the
causes and consequences of living in
poverty and services available.

A full list of considerations is provided in
the Appendix based on the experience of
Children North East.
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Two reviews examined the colocation of welfare
advisors in health care settings. Reece and
colleagues (2022) reviewed 14 studies of co-
located welfare services in the UK, mostly in
general practice through Citizens Advice and
reaching people on low incomes and those not
in work (35). The authors found that all studies
found an improvement in financial security with
an average financial gain of £776 to £3656 and
an improvement in the financial literacy of both
patients and staff. There was also an 7% average
reduction in GP attendance after co-location of
a welfare advisor. Young and colleagues (2022)
included 15 articles which evaluated free to access
advice services on social welfare issues (36). The
authors found improvements in mental heath
and wellbeing services and co-locating services
supports collaboration between organisations to
tackle the social determinants of health.

Bidmead and colleagues in the qualitative study
also reported the cost of food and drinks during
hospital attendance as significant challenges
(9). They reported that food was not provided for
parents staying with a child, even if the mother
is breastfeeding. It was particularly costly for
unplanned admissions when parents and carers
could not plan ahead. The authors also found
costs associated with discharge from ED or an
admission, especially when this was with children
or when public transport was not operating.

There can be ongoing financial consequences

of illness. Ngan and colleagues (2022) looked at
the financial implications of surviving cancer in
the UK (37). Based on 29 included studies, the
authors found that many survivors and/or carers
faced severe financial problems, such as debt and
difficulty paying a mortgage, leading to mental
health problems and being forced to return to
work prematurely.

Several studies reported on the cost of eating

a healthy diet, especially when advised by their
doctor because of a health problem. The Food
Foundation estimate that most deprived fifth of
the population would need to spend 50% of their
disposable income on food to meet the cost of the
Government recommended healthy diet (38). This
compares to just 11% for the least deprived fifth.
Woodward and colleagues (2024) found 12 studies
that reported that people with diabetes on low
incomes found it difficult to afford healthy food
(39). For example, one participant said, ‘I don't
have a lot of money .. so I'll buy junk food, instead
of real food, because the junk food is cheaper.’
Marteau and colleagues noted that increasing
household income in poorest households
increases spending on fruit and vegetables and
reduces spending on tobacco and alcohol (40).

Several Food is Medicine initiatives across the US
support patients to eat healthily, addressing food
insecurity and nutrition simultaneously. Mozaffarian
and colleagues (2024) in their summary of the
programme highlight treatment support patients
can receive from food prescriptions, medically
tailored groceries, and medically tailored meals (41).
Little and colleagues (2022) reviewed 23 studies
examining food prescription programmes (42). The
authors found food prescriptions improved fruit and
vegetable consumption and reduced food insecurity,
but there remained barriers of stigma, transport,
and nutritional literacy. Hager and colleagues (2023)
evaluated 22 food prescription sites across 12 US
states, including 3,881 patients from low-income
areas (43). The researchers found, at 6 months, a
reduction in food insecurity, improved self-reported
health, reduced HbAIlc, blood pressure, and obesity.
However the transferability of this to the UK context
is unknown with the Institute for Health Equity
recommending cash transfers rather than food aid
(44).

&)

In 2022, the Alexandra Rose Charity launched

a pilot in collaboration with GPs in Bromley by
Bow and Lambeth to provide people with food
insecurity with a food voucher for fruit and
vegetables (46). Participants of the scheme are
given up to £8 per week and an additional £2 per
household member to spend in several fruit and
veg shops, mostly in local markets to support
the local economy. An evaluation, based on 91
users, found that 91% of recipients had multiple
long term conditions, 85% were unemployed due
to health reasons and 82% were food insecure.
On average, users were eating 3.2 more portions
of fruit and veg per day and there was a 40%
reduction in GP visits over 8 months and 60% of
people reported using less medication to control
diabetes, heartburn and acid reflux.

Case study: Fruit and Veg Prescriptions
in Bromley by Bow and Lambeth

Further considerations

The lack of UK studies examining how to ensure the
NHS does not exclude people on low incomes reflects
broad agreement in the literature that the policy
mechanisms should focus on increasing the income
of people on low incomes, rather than make public
services more accessible to people on low incomes.
Supporting people on low income requires adequate
time and resources, especially in general practice.
However there is good evidence that general
practices in more deprived areas have fewer GPs
and less funding than more affluent areas (see our
analysis of general practice inequalities here).
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https://www.heec.co.uk/resource/structural-inequalities-primary-care/

What works: key recommendations

Recommendation Target audience GRADE "

certainty
Raise awareness amongst staff of the impact of poverty, how to General practices, csS
raise the issue without stigmatising patients and the support thatis | PCNs, ICBs, NHS
available. England Moderate
Co-locate welfare advisors in health care settings, especially NHS England, General | g5 45 45
general practice, to increase awareness of financial support practices, NHS Trusts,
schemes, improve financial literacy of patients and staff and raise ICBs Moderate
the income of those on low incomes.
Raise awareness of financial support available for people on low NHS Trusts csS
incomes among staff and consider free parking for people on low
incomes. Moderate
Ensure appointment times and mode (face-to-face or remote) are | NHS Epglond, General | 2 S
flexible to allow people on low incomes to reduce the cost of travel, | Practices, NHS Trusts, Moderat
childcare or lost income, with organisations provided with resources | ICBs oderate
to provide these services.
Consider community outreach activities in low income areas, such ICBs, Local Authorities Q: :} g:
as drop-in events or mobile units, for preventative services which
avoid travel and facilitate opportunistic participation. Moderate
Ensure food and _drink are freely offered to patients and carers NHS Trusts SS00
during hospital visits.

Low
Consider social needs screening in general practice to identify Sg;\‘le"%Bmeticesr S

eople in financial difficulty to offer support and tailor services. s, 1Cbs

peop Y PP Moderate
Consider the provision of financial support, such as food vouchers, ICBs, NHS England S
for people on low incomes who face food insecurity or require
certain diets to control their health conditions (e.g. diet controlled Moderate
diabetes mellitus).

*GRADE certainty communicates the strength of evidence for each recommendation (47).

Recommendations which are supported by large trials will be graded highest whereas those arising from
small studies or transferable evidence will be graded lower. The grading should not be interpreted as
priority for policy implementation - i.e. some recommendations may have a low GRADE rating but likely to
make a substantial population impact.

& Useful links

Poverty Proofing© Paediatric Diabetes Workforce Guide

Poverty Proofing Health Settings Report February 2021

Mind: Fighting for the MH of people living in poverty

The Rising Cost of Living: A Review of Interventions to Reduce Impacts on Health Inequadlities in London

How-to Guide to support general practices screen for social needs
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https://children-ne.org.uk/wp-content/uploads/2023/11/PDiabetes-Workforce-Guide.pdf
https://children-ne.org.uk/wp-content/uploads/2022/06/nenc-chwn-poverty-proofing-health-settings-report.pdf#page=17&zoom=100,72,114
https://www.mind.org.uk/media/12428/final_poverty-scoping-research-report.pdf?_adal_ca=cg%3DOrganic.1723664332161&_adal_cw=1723664307590.1723664332161&_gl=1*knmir*_gcl_au*MjAxMDU2MzMyNS4xNzIzNjY0MzA3*_ga*MTYzODE5MDc2Ni4xNzIzNjY0MzA3*_ga_CCQWD346SE*MTcyMzY2NDMwNy4xLjEuMTcyMzY2NDMyOS4wLjAuMA..*_fplc*MzdpRUU4M3oweHRZbzhUcHU5aWZ0R1ZJVGp6RHVrUGxCZ0laMFVXa0syWlJwTXpMV1EzeXlMZ3RDT0pFJTJGQWs3WDZjVUdrU3labnJWSGFGbDVHN3V5VVNCVlhWRkt1YTcwN29Kc1FQNXBjUjRmbnFSTDFkZHpkSEVsQ3hGT0ElM0QlM0Q.
https://www.instituteofhealthequity.org/resources-reports/evidence-review-cost-of-living-and-health-inequalities-in-london/click-here-to-read-the-report.pdf
https://www.heec.co.uk/resource/social-needs-screening/

About the Health Equity Evidence Centre

The Health Equity Evidence Centre is an academic
collaboration hosted by Queen Mary University of
London which seeks to build the evidence base of
what works to address health and care inequalities.
Decades of evidence has shown that the structures
and systems within society lead to health
inequalities. We believe that it is only by tackling
the unequal distribution of the social determinants
of health will we achieve health equity and that

the benefits of health care should reach the most
marginalised in society.

Find out more here: www.heec.co.uk
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Appendix: Children North East considerations to improve access for
people on low incomes

Transport

= Charge less [ do not charge for parking.

= Do not make additional charges if appointments over-run and factor in time it takes to find a parking
space.

= Offer safe spaces for bicycles to be locked.

= Suggestions from respondents of the Healthwatch questionnaire suggested creating young people-
friendly maps with directions on how to access the service/clinic/department, such as which door and
what stop to get off at on public transport to make it less daunting when new to a setting.

=  Find out how families will get home if they have arrived to a setting by ambulance.
= Campaign for a better integrated public transport system.

Appointments
= Find ways to offer patients the opportunity to choose the best times for them to attend appointments,
and potentially combine appointments per patient or per family.

= Include information-gathering about the financial barriers patients face as part of the process of
making an appointment, including travel, loss of earnings and childcare.

= When being discharged at night, ask how each patient will get home.
= Consider using GPs for satellite appointments for those who live far from specialised hospitals.

= Consider using phone/video appointments where appropriate whilst giving face-to-face access for
those unable to access a phone/internet.

Prescriptions

= Monitor which pharmacies patients are using, particularly if they move house or change health setting
such as GP.

= Include questions relating to potential barriers in access when taking on new patients.

= Encourage all pharmacies to ensure prescriptions are filled correctly.

Food

= Consider how to identify families unable to afford food-related costs within settings and provide them
with food.

= Monitor the pricing and uptake of food within settings.

Staff & Setting Awareness

= Increase staff awareness of the causes and consequences of poverty and their understanding of the
lived experience of poverty.

= Staff training/coaching on how to handle conversations concerning financial barriers.

= Consider asking questions related to financial background when patients attend health settings such
as ‘How did you get here, how will you get home?’ ‘When will you eat next?".

= Become more approachable to young people by taking on the suggestions made in the Healthwatch
survey: become more young person-friendly and less intimidating by smiling. Speak to young people
directly rather than to parents.

Long Term Conditions and Disabilities

= Ensure all families are aware of the pathways to diagnosis.

* Find ways to offer patients the opportunity to choose the best times for them to attend appointments,
and potentially combine appointments per patient or per family.

= Look at ways to address continuity of staff/ delivery in services.
=  Examine how missed appointments are dealt with.
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