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Introduction
This report proposes a response to the scenario of insufficient domiciliary care in Birmingham. Domiciliary care supports people with daily activities in their own homes, including washing, dressing and preparing meals. Reliable provision matters to older people, disabled adults and unpaid carers. The aim is to address unmet need while protecting independence, dignity and individual choice.
Local evidence requires a balanced interpretation. The Care Quality Commission (CQC, 2023) reported sufficient overall homecare supply in Birmingham. Its May 2026 assessment nevertheless identified some assessment and review waits exceeding council targets (CQC, 2026). Assessment delays do not themselves prove a shortage of care workers. Therefore, the scenario should prompt investigation of specific access gaps rather than an unsupported claim that every neighbourhood lacks services.
Impact on the community
Where suitable support is unavailable, a person may struggle with eating, personal hygiene or maintaining a safe home. Unpredictable visits can undermine privacy and control over daily routines. NICE (2015) recommends sufficient visit and travel time to protect care quality and dignity. For someone needing assistance to get out of bed, a delayed morning visit could prevent attendance at a community activity, illustrating how service reliability affects social participation.
Families may absorb additional responsibilities when formal support is missing. This can restrict employment, rest and relationships, particularly when care is needed repeatedly throughout the day. People without nearby relatives may have fewer alternatives. A response should therefore examine both the individual’s unmet needs and the sustainability of unpaid care, instead of assuming relatives can replace trained workers indefinitely.
Recommended response
The Care Act 2014 provides the legal framework. Section 1 places wellbeing at the centre of council decisions, while section 2 concerns preventing, reducing or delaying needs. Section 5 requires promotion of a diverse, sustainable market offering quality services. Section 9 requires assessment where an adult appears to need care, regardless of finances or presumed eligibility. Section 10 addresses carers’ assessments. The duty to meet eligible needs under section 18 depends on its statutory conditions; assessment does not automatically mean free homecare (Care Act 2014).
First, the council should undertake a three-month review of unmet domiciliary care needs. Commissioners should distinguish waits for assessment from waits for an agreed package to begin, then map unfilled visits by neighbourhood, time and required skills. They should consult residents, carers and providers, offering interpreters and accessible formats. This would identify whether the problem is insufficient staffing, unsuitable provision or slow coordination, allowing resources to follow demonstrated need.
Second, commissioners should review whether contract prices and schedules support reliable delivery. Contracts should recognise travel, supervision and training costs, with visits long enough for the agreed support. NICE (2015) supports adequate contact and travel time. Providers should be encouraged to offer predictable hours, development opportunities and small regular care teams. These measures may improve retention and continuity, although higher fees should be linked to evidence of better delivery rather than assumed to solve shortages alone.
Third, Birmingham should build on the integrated neighbourhood working identified by CQC (2026). Social workers, community nurses, occupational therapists and providers should agree responsibilities for each care package. A named coordinator and timely, accurate records can reduce duplicated assessments and conflicting instructions. Information should be shared securely and proportionately. Reablement should help people regain everyday skills where appropriate, while continuing care remains available when recovery is limited.
Fourth, the council should assess carers’ needs and agree contingency arrangements when a worker is absent. Accessible telephone contact and clear escalation routes are essential. Technology, such as agreed reminder systems, may supplement care, but its suitability should be assessed individually. It cannot perform personal care or replace human contact simply to reduce expenditure.
Implementation should begin with a targeted six-month pilot in areas where the review finds the greatest unmet need. Councillor Khalid should request an officer-led costed proposal and scrutiny updates. Measures should include package-start waiting times, missed visits, staff retention, carer feedback and residents’ reported control over daily life. Results should be compared with a baseline and reviewed for unequal outcomes. Expansion should depend on demonstrated improvements and an affordable funding plan. Residents should also help define success before the pilot starts, so that improvements reflect their priorities. For example, keeping a regular carer or choosing a convenient visit time may matter more than receiving additional short visits alone.
Conclusion
Birmingham should respond through accurate assessment, sustainable commissioning and coordinated support. A targeted approach recognises existing strengths while addressing verified gaps. Success means dependable care that enables residents to live with dignity and supports carers without transferring unreasonable responsibility onto families.
Task 2 Community Antenatal Midwifery
Introduction
For a pregnant woman, an antenatal appointment may be an opportunity to discuss health, safety at home and what support she wants. Community midwives therefore offer more than clinical checks: they connect women with information and specialist help while respecting individual decisions. This essay considers the service’s historical development, then evaluates its contribution to quality of life through Birmingham-based access, personal choice and practical service design.
From regulation to public provision
Midwives assisted women long before the NHS, but training and oversight varied. The Midwives Act 1902 created the Central Midwives Board and introduced formal requirements for practice in England and Wales. Gibb (2022) notes that greater legal recognition did not immediately settle questions about the profession’s standing. The change matters because regulation sets expectations for competence; it does not, by itself, ensure that every pregnant woman can reach a suitably trained practitioner.
The Midwives Act 1936 moved towards organised, paid midwifery provision. In parliamentary discussion, the intention was to make qualified assistance available irrespective of personal circumstances (House of Commons, 1936). After the NHS began in 1948, access on the basis of need became a core principle (NHS England, 2023). Together these developments shifted responsibility beyond individual families, although a publicly organised service still has to respond to barriers experienced in local communities.
The Birmingham pathway: access and early checks
Birmingham Women’s and Children’s NHS Foundation Trust (n.d.) sets out a self-referral pathway and community appointments, including GP practices and hubs. Consider a woman with childcare responsibilities or irregular employment: a convenient appointment location is helpful, but she may still need flexible times or interpreting support. The local model offers a route into maternity care; whether it works equitably depends on the practical details of contact, booking and onward referral.
At booking, a midwife considers physical health alongside social circumstances and explains available screening and follow-up. NICE (2021) recommends a first booking appointment by ten weeks, with ten planned appointments for a first pregnancy or seven for subsequent pregnancies, adapted to individual need. Blood-pressure monitoring and discussion of symptoms can prompt specialist assessment. The community role is therefore an early point of recognition and coordination, not a substitute for hospital care when risks increase.
What continuity evidence can establish
Seeing a familiar midwife may encourage questions that are difficult to raise during an appointment, including worries about relationships or mental wellbeing. Yet a service can be local without offering the same clinician consistently. A Cochrane review of 17 studies including 18,533 women found that continuity models probably raised spontaneous vaginal births from 66% to 70% and lowered caesarean births from 16% to 15% (Sandall et al., 2024).
Those figures concern models spanning pregnancy, labour and the early postnatal period. They cannot show that the same outcome would follow from simply assigning one midwife to antenatal clinic appointments. Women facing higher clinical risks were often excluded from the studies, and conclusions about neonatal death remained uncertain (Sandall et al., 2024). What the evidence does support is treating relationships as important, while avoiding promises about outcomes the research cannot establish.
Workforce arrangements determine whether continuity is realistic. NHS England (2022) advised that safe staffing should take priority over extending continuity models. A small team without adequate cover may create more cancelled visits or delays. A more dependable approach would combine manageable caseloads with agreed handovers between midwives, GPs and obstetric teams. Women should know whom to contact between appointments, particularly when a concern requires urgent advice or referral.
Choice, safety and measuring local experience
Respectful care can improve everyday confidence as well as clinical outcomes. NICE (2021) supports clear explanations and informed consent, so a woman should be able to understand screening choices rather than feel rushed towards a decision. Private conversations may reveal issues she cannot discuss in front of a partner or relative. Printed information, interpreting services and appropriate alternatives to digital communication can make the same standard of care more achievable for different families.
Birmingham services could judge success by more than the number of booked visits. Reviewing how quickly women are first seen, whether referrals are completed, and whether they understood advice would expose gaps that attendance figures miss. Women who miss an appointment should be offered an opportunity to explain obstacles, rather than automatically being labelled disengaged. Feedback can then inform appointment locations, communication options and staffing decisions, linking service design to lived experience.
Conclusion
The development of community midwifery demonstrates why regulation and public provision matter, but the real test is what happens at an individual appointment. Reliable access, understandable choices and safe connections to specialist services are the means through which antenatal care can support wellbeing in Birmingham.
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