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Introduction:
Domiciliary care is the service provided to support vulnerable people with their daily activities in their own home. It is also commonly referred to as Home Care. Domiciliary care targets the elderly, people living with disability, people with long term health conditions and others who need care and support to maintain their independence and wellbeing.
The role of a domiciliary carer includes personal care, such as aiding individual with washing, dressing, toileting and continence care. Domiciliary career may also support with medical support, which is assisting with medication in line with their care plan. In addition, domiciliary carer can also provide household support, such supporting in basic household task to maintain safety management.
It is the general responsibility of the local authority to promote wellbeing of adult who require care and support to help then maintain independent and quality of life. Wellbeing includes,
Personal dignity which treating individual with respect, Physical, Mental health, and Emotional wellbeing, Protection from abuse and neglects, Participate in work, education, training, and recreation, and many other. (Care Act, 2014).
How ever, Walsall council identifies home care as a very essential part of the community-based service and reported 1691 adult receiving council funded home-care with around 27,452 hours of home care commissioned each week by Walsall council as of late 2024 and 2025 which was about (22.6%) of funds paid direct into home care, (Walsall council,2024).
IMPACT ON THE COMMUNITY 
A shortage of domiciliary care can have a great consequence for adult who needed care and support to remain safely at home. Without the support of the care, they need at home, they 
d training organisations.
may struggle with personal hygiene, medication, nutrition, maintaining safety at home and environment and their relationship in their community. These are important to the Care Act 2014 approach of wellbeing and eligibility of care and support. (Gov.Uk).
How ever, due to the shortage of home care, family members must provide additional care and support to their relative which will affect their employment and own wellbeing. And this can bring pressure on unpaid family carers where there is no formal care provided. The work force is significant national concern, Skills for Care reported that CQC- regulated a non-residential service had 9.9% vacancy rate in 2024\2025 while the turnover was 23.7%. Care workers within this service had higher turnover rate in of29%, (Skills for Care, 2024/2025).
In Walsall, the council also reports say only 68.1% of registered home care services are rated good, showing the need to continue improving in quality. Which also shows inadequate provision for some people with complex care needs. (Walsall council).
RECOMMENDATION RESPONSE 
Walsall council should create a sustainable domiciliary care service workforce and quality improvement course in partnership with the local providers, community organizations, health services, and training organisations.
Firstly, Walsall council should offer training opportunities, improved working conditions, and progressional pathways. Skills for care identifies training, qualification and full-time employment as part of factors associating with lower staff turnovers. (skills for care).
In addition, Walsall council should increase the availability of special home care home, particularly people with dementia, physical needs and other special requirements. The council own market state position statement identifies the opportunity to fill gaps in specialist home care to commission services in areas where the demand is higher than supply. (Walsall council).
Finaly, Walsall council should continue working with service users, carer and providers when designing future services. This reflects the Care Act’s requirement on local authorities to shape and sustain a care market that provide quality, and sufficient service. (Care Act, 2014)
CONCLUSION
Domiciliary care is essential to enabling many adults in Walsall to remain independent and live safely in their own homes. Although Walsall currently has a substantial home care market, there are important challenges relating to workforce stability, quality, and the availability of services for people with more complex needs. Addressing these gaps would support the principles of the Care Act 2014, particularly the promotion of wellbeing, prevention of escalating needs and development of a sustainable, high-quality care market.
A coordinated approach involving Walsall Council, care providers, health partners, training organisations, service users, and carers could strengthen the local domiciliary care workforce and improve access to appropriate support. This would help Walsall move towards its stated aim of enabling people to remain independent in their own homes and communities for as long as possible. (Walsall council, 2024).
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Dentistry Services: Origins, Contemporary Function, and Impact on Quality of Life
Introduction
Dentistry is one of the few NHS services that most patients still have to pay for. Unlike a visit to the General Practitioner, which is free at the point of use, seeing a dentist usually involves a charge. This has shaped the way dentistry has developed in the United Kingdom and created some of the access problems we see today. This essay looks at where dentistry came from, how it works now, and what it means for people’s everyday lives.
Historical Origins and Contextual Development
Dentistry did not begin as a profession. For centuries, if you had a bad tooth, you went to a barber-surgeon or a travelling tooth-drawer. These people had no official training and often did more damage than good (Gelbier, 2005). The first factual step towards regulation came in 1859 when the London Hospital opened the first dental school. The British Dental Association was founded in 1880, and the Dentists Act 1878 set up a register of competent dentists.
Even then, unqualified practice continued. It was not until the Dentists Act 1921 that the register was finally closed to people without qualifications. That is an unexpectedly recent date. Before that, anyone could call themselves a dentist.
When the NHS was created in 1948, dentistry was included, but with a catch. Charges were introduced in 1952, just four years after the NHS began. This set the tone for the next seventy years. Dentistry has never been fully free like general practice. Patients contribute to the cost, with exceptions for children, pregnant women, and people with low earnings (NHS England, 2023).
The 1990 contract for NHS dentists introduced targets that many felt rewarded speed over quality. The 2006 contract replaced this with Units of Dental Activity, or UDAs. This system is still used today, though it has been widely criticised. The NHS Long Term Plan in 2019 promised reform, but change has been slow (NHS England, 2019).
Contemporary Function
Today, dentistry in the United Kingdom is a mix of NHS and private work. NHS services are commissioned by Integrated Care Boards, which contract with practices to deliver a set of UDAs. Patients pay one of three banded charges: Band 1 for examinations and simple treatments, Band 2 for fillings and extractions, and Band 3 for more complex work like crowns and bridges. The main work of a dentist is to prevent and treat oral disease. This includes checking teeth for decay, treating gum disease, and giving advice on diet and brushing. Dentists also screen for oral cancer, which is becoming more common. Some patients need specialist care, such as orthodontics or oral surgery, and are referred to hospitals.
But NHS dentistry is under massive strain. In 2023, around 75% of NHS practices were not taking on new adult patients (BBC News, 2024). Some people have to travel long distances just to get an appointment. The COVID-19 pandemic made things shoddier because dental practices had to close for long periods and then operate at reduced capacity. The British Dental Association has said NHS dentistry is in crisis, and many dentists have stopped doing NHS work altogether because they say it is not financially viable.
Critical Evaluation and Challenges
The biggest problem facing NHS dentistry is access. The UDA system has been criticised for favouring quick treatments rather than prevention. Many dentists say they cannot afford to do NHS work because the fees do not cover their costs. As a result, some areas have become “dental deserts” with no NHS provision at all (BBC News, 2024).
Workforce shortages make this worse. The UK has fewer dentists per head than many other countries. Brexit has reduced the number of dentists coming from Europe, and the pandemic created a backlog of patients needing treatment. The government has promised more training places, but it will take years before those dentists qualify.
Another issue is the charge system itself. Charges are meant to control demand and raise money, but they can put people off going. Someone on a low income who does not qualify for it. Some campaigners argue that routine check-ups should be free to encourage regular attendance and prevent problems before they start.
Conclusion
Dentistry has come a long way from the days of barber-surgeons and tooth-drawers. It is now a regulated profession that plays a vital role in keeping people healthy and confident. But NHS dentistry is in trouble. Access is poor, the workforce is stretched, and the funding model is widely seen as broken. Fixing these problems will require more than small adjustments. It needs contract reform, investment in training, and a serious commitment to prevention. Without these changes, the people who suffer most will be those who can least afford private care.
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