

Domiciliary care services within the community
1.Investigate the origins of the services and historical
Research the history of services provided by domiciliary care institutions in the community in the United Kingdom. Home care services in the United Kingdom and based in the community may stem from the early days of the National Health Service (NHS) established in 1948. These services are in the community. The purpose of this service is to provide integrated health care to all people, to make it accessible and to promote inclusiveness. The White Paper of 1989, 'A plan of action for home care', was implemented following the passage of the Community Care Act in 1990. This resulted in the rapid growth of the home care business which was a direct result of the White Paper. The government of the United Kingdom followed the policy of community care during the 1980s and 1990s. The emphasis on the need to receive care “in the community” is, alongside the importance of personal dignity, autonomy and inclusive engagement, a key focus of this policy. This strategy has been shown to be helpful in supporting individuals such as those who are old, those who have mental health concerns, those who have physical disabilities, and those who have learning challenges who are suffering difficulties in their day-to-day lives.
2 .Critically evaluate of the services function
Domiciliary care services are part of the modern culture to help people stay in the most comfortable environment which is their home. These services help the disabled, the chronically ill and the elderly maintain their independence and improve their quality of life as the years go by. Care providers help with daily tasks such as personal hygiene, medication management, meal preparation, mobility assistance, social interaction & support with other duties. There are also some jobs available that help with maintaining adaptability. The programme is working with health and social services experts including nurses, social workers and local organisations to provide tailored care appropriate to individual need. This is done to provide person-centred care.

But this service, which lightens the load on hospitals and care institutions, is hampered by many outside problems which prevent its adoption. The shortage of personnel resulting in increased workloads, faster appointments and difficulties in maintaining reliable quality is a major concern. This is one of the most serious concerns. There are many reasons for high employee turnover, including low pay, a difficult work environment and a lack of career advancement opportunities. It is important to recognise that some service users receive short care visits which are more practical than offering emotional and social support.

Home care is an essential community service that supports personal independence and offers the support necessary to allow people to stay in their own homes throughout their lives. But the staffing, financial management and quality monitoring have to change to ensure care is safe, effective and patient centred.

3.Discuss of significance in enhancing the quality of life of service users

Home care is a great service that helps consumers to continue in their own homes yet keeping their dignity, independence and ability to make choices for themselves. The effort helps elderly, people with disabilities and those with health problems remain in safe environments in their local community rather than going into residential settings.

One of the biggest advantages is that the therapy is based on the needs and preferences of the person. Care experts can help with daily duties, such as personal care, meal preparation, prescription assistance and mobility support. This promotes service users self-determination and has benefits for their physical and mental well-being.

Home care helps to prevent social isolation and loneliness, by providing frequent contact with carers who can offer companionship and emotional support. Social relationships may encourage psychological wellbeing and create the feeling of service consumers to be useful members of society. This genuinely relieves the family members and carers of the worry of knowing their loved ones are in the hands of specialists. Early diagnosis of health issues and good management of chronic diseases might potentially save hospital stays.

For successful home care, there has to be enough personnel, good carers, communication, and financial assistance. Staff shortages and increased workloads could pose difficulties in the provision of therapy.


Conclusion

The provision of a community service that assists individuals in living freely and safely in their own homes is known as domiciliary care. It is still an essential component in the process of enhancing the health and well-being of people of the community, despite the fact that it faces challenges such as a lack of available labour and financial limits.
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TWO CHALLENGES
FACED BY THE SERVICES

In the United Kingdom, there is a shortage of workers for community
prenatal midwifery services, and a significant number of those
professionals are exhausted. Protecting personnel and providing
continuous care becomes more difficult as a result of this. They have a
ethnicities and poor incomes who have a difficult time gaining access to
medical treatment when they require it.

There are shortages of staff and burnout. Chronic under-resourcing
means community nurses are over-worked and unable to keep up with
demand. Trusts are forced to shift community workers to acute hospital
settings because of the high number of sick days that they have, which
causes the plans of local clinics to become muddled. In situations where
individuals are exhausted, it can be challenging to implement

‘Health disparities and obstacles to accessing healthcare Women in

to language hurdles, communication problems, and the cost of
transportation. Individuals who belong to marginalised groupes have
shown a lower level of contentment with their treatment and a sense that
they are not receiving care that is suitable for their unique cultural
background.

HISTORY OF THE SERVICES

\Antene

The Midwifery-le
an-centred ante
h a low-ris|

during their pregnancy, before labour begins. The project is designed to

on and help families prepare for childbirth and parentings.

and Obstetrics (F160), and WHO all agree on how to describe midwives, including

ageneral nurse. Only aceredited educational schools (A€1S) can hold training and education

THE NATIONAL HEALTH
SERVICE

(NHS) was established in 1948 to deliver healthcare without charge at the
moment of necessity.' The NHS financed the midwifery services; however, their
framework had remained unchanged since the 1930s. This system, referred to
as the tripartite’ model of care, allowed women to obtain services via the local
authority (which managed the antenatal and postnatal clinics) through their
district midwife; from their General Practitioner [GP] (who had contracted their
services to the NHS); and from hospital-based services, encompassing
midwives and obstetricians. Certain ladies received treatment only from one of
these factions. Some individuals navigated the system and may have been
attended to by their local midwife and a general practitioner, who subsequently
would have directed them to the hospital. The rate of hospital births increased
from around 30% in the late 1940s to 98% in the early 1970s, yet the system
persisted. However, in 1974, the practice of midwifery underwent a permanent
transformation. Local administrations ceased the employment of district
midwives and discontinued the operation of clinics or welfare services. The NHS
assumed responsibility for their role and managed it via hospitals. This seems
logical in certain respects, as there was now a singular employer for all NHS
miduwives, facilitating the management of training and schedules. However, the
system has significant repercussions that influence us presently.
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Accessing N'HS maternity services
You can self-refer to NHS
maternity services as soon as you
know you are pregnant. You can
your posteode to find local NHS
trusts with maternity services.
Once referred you will be contacted
by the maternity service to book
your first appointment with a
miduwife, ideally by 10 weeks of
pregnancy (NHS) www.nhs.uk f
you have a long-term health
condition or are on medication you
may also need to consult your GP
or specialist alongside midwifery
care (NHS) wwuw.nhs.uk.

Females have been giving birth since the existence of females. Other ladies were available to care for them. The Terme midwife received legal safeguarding in €ngland in 1902, after the
enactment of the first Midwives . This indicated that a woman (and it was invariably a woman or men were legally prohibited from midwifery from 1902 to 1979 when the legislation was
contested) could only identify as a midwife if she had undergone training, passed examinations, and had her name recorded on the Midwives Roll maintained by the regulatory authority, the
Central Midwives Board. Midwifery was therefore formalised during a period of apprehension over the welfare of both infants and mothers, as it became more acknowledged that midwives
could effectively disseminate public health information. There was also an impetus to professionalise’ midwifery, rendering it a suitable vocation for women of the middle class. The
predominant number of midwives operated inside their respective districts, namely in their local communities, where the bulk of births occurred. Beginning in 1936, several local governments
started compensating their district midwives with a salary, as they had previously depended on case fees that were often difficult to get in impoverished regions; in other instances, they also

Community midwives offer a complete range of care, such as:

Community antenatal midwifery services are designed to

‘Routine antenatal appointments to check the health of the mother and
baby, including blood pressure checks, urine tests and blood tests .
Ultrasound scans to check on the development of the baby and help work
out the due date (

‘Personalised advice & education about pregnancy, birth options, nutrition
‘Home visits for postnatal care supporting recovery and infant care.
Continuity of care (MCoC) — where the same midwife or team supports the
personthrough pregnancy, labour and postnatal care, making it safer and
moresatisfying .

support people who are pregnant in their local area,
providing care that is accessible, personal and
continuous. These services are usually provided by
community midwifery teams who are allocated to you
according to your postcode. Most women or birthing
persons are allocated a named midwife who will be
responsible for the majority of their antenatal and
postnatal care so that there is familiarity and trust
through their pregnancy journey (Royal Free London)
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