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Introduction
Residential care homes are meant for elderly individuals who need personal care and who are unable to live safely in their community, which often includes individuals with dementia. Residential care homes often provide personalised care and accommodation to these people. But when local residents are insufficient, the patient may have to face delays or be reallocated to another location that is far from their surroundings. This report addresses how the storage of residential care would affect the local community and what the council's response should be. The report is addressed to the council, named Councilor Ankrett and Councillor Feeney. The most basic part of local authority is to ensure the wellbeing of society according to the Care Act 2014, Part 1. Also, the services include letting individuals choose high-quality services and promotion efforts from the council (Care Act,2014). National evidence is used to reflect the pressures; local evidence should be included.
Impact on the Community 
There was no change in the numbers of registered care home places over the most recent year, resulting in a provision reduce by nearly 2% per 100,000 people aged over 65 years of age (Care Quality Commission (CQC), 2025). Occupancy increased from 78% in 2021/22 to 84% in 2024/25. London has the highest rate of 87%, with the fewest beds in relation to its older population (CQC, 2025). Official figures from more recent periods (mid-August 2026) indicate a rate of 86.8% bed utilization across all care homes, with the lowest rate in the East Midlands (82.9%) and the highest in London (90.9%) (DHSC, 2026). The report also shows that the local authorities that has higher rate of occupancy are the one that is local authority funded resident (CQC, 2025), which demonstrates that the the individuals has less flexibility that are dependent of public funding as the capacity can tighten. 
Hospitals too are facing a shortfall in resources. The CQC (2025) reported that 300,000 people admitted to an acute hospital by March 2025, 14,500 (23%) of those who had stayed for 14 days or more which demonstrates the inadequate capacity and delayed agreement of transfer. 
This is reflected in the Care Act 2014. Including section 1(2), which addresses wellbeing by personal dignity, control over one's own life, family and personal relationships, and suitability of living accommodation. But transferring in which home has vacancies that are far from home and community challenges these wellbeing targets. Under section 8(1), care home accommodation is one of the ways of meeting needs, and a council is required to meet eligible needs, so the lack of places compromises its ability to do this in practice. Statutory guidance also incorporates social wellbeing into the wellbeing principle and suggests community services and activities for those living alone (DHSC, 2025); a placement away from home might mean that a resident is without any similar connection.
Recommendation 
The primary step is to assess the demand for the current and future needs of residential care homes, which also includes the demand for authority- under and self-funded. This evidence will be consulted to inform the council's market position statement and commissioning intentions and is relevant to anyone wishing to access services in the area to whom this section applies (Care Act 2014, s.5)
Secondly, the council should decide whether the fees and conditions in their contracts enable local homes to survive, as they are required by section 5 to promote the efficient and effective operation of the market. The council should help to plan in support of the Integrated Care Board and other neighboring authorities. All care and support must be integrated alongside health services where this will further contribute to wellbeing or quality in accordance with Section 3. When it comes to market shaping, Section 5(6) allows for these to be planned and executed jointly through collaboration between authorities, as the joint project planning helps to facilitate hospital discharge and decrease the placement that is distant. 
The council must improve prevention and community support so that the communities also use residential care homes only when necessary. Section 2 has effective measures to ensure that needs for care and support are prevented, delayed, and minimized. DHSC (2025) advice on community services and activities that support individuals in living an independent life. Lastly, in case of any emergency, contingency arrangements should be prepared. Also, section 48 of the Care Act 2014 imposes that when the failure of registration happens, councils must meet the needs of affected individuals (Care Act 2014, s.48). 
Conclusion 
Overall, it can be said that the shortage of capacity not only affects the wellbeing of the patients, families and communities but also limits the council's capacity to provide necessary support under the Care Act 2014. Recommendations are practical, are assessed by research evidence and planning with collaboration to prevent and mitigate contingency; also, it is advised to Councillors to first assess the demand and local capacity. 
Task 2 – Essay 
 Introduction
NHS dentistry is the sector of dentistry that is funded by the NHS in England. Primarily delivered by self-employed dentists who hold an NHS contract and may also treat private patients, which includes the funded NHS budgets and patient charges (Murray et al., 2026). The purpose of this is to prevent dental illness, since when dental illness cannot be managed, it disrupts daily life activities, routine, and the impact is not limited to physical health; it also impacts mental health (Healthwatch England, 2025). This essay addresses how the service started and how it operates at present, including the advantages and disadvantages of the service to the users.
Current Function including the Historical Context 
Since its inception in 1948 with the introduction of the NHS, NHS dentistry has begun. First, they began with the purpose of meeting a post war emergency and in the first year more than 33 million teeth were extracted, and 4.5 million dentures were provided, reflecting the scale. of the accumulated need that was not met for dental care at the time. Until 2006, the independent contractors of the GDS worked independently, determining where to work and what services to provide (House of Commons Health Committee, 2008). This was of historical significance as far as it meant that private contractor services came to be used in a national service, with implications for how care is provided and who provides it and where. Since 1951, charges have been paid by adult patients, with exemptions for certain groups including pregnant women and those on income support (House of Commons Health Committee, 2008). Bedi (2025) states that the self-funded system of patients has differentiated dentistry from other NHS services, thus producing a mix of public and patient funding.
The model of payment was altered by the 1990 contract and 2006 contract (House of Commons Health Committee, 2008). The 2006 arrangements meant that a mass of individual fees was replaced by treatment bands paid in dental activity units (UDAs) (Boyle, 2025) and were presumed to be more patient- and outcome focused (Bedi, 2025). What this requires is for practices to agree to a fixed amount of UDAs per year, and integrated care boards to be paid for 2006 activity and not on current need (Murray et al., 2026). In April 2026, reforms come into effect which involve NHS contracted dentists providing a proportion of urgent care. On 2026 June, there was also fixed fee pathways has been introduced for patients aged 16 and over with extensive tooth decay or gum disease (Murray et al., 2026).
Evaluation of Service User 
The Service has many strengths. It establishes a national model to support a progressive charging system with a preventative intent (Bedi, 2025; Boyle, 2025), and the recent changes focus on urgent access and assigning a value to delivering care for complex needs.
But recent access has weakened, and according to the research, the proportion of adults who visited a dentist in the NHS in the last two years in June 2025 (39.8%) was below that in September 2019 (49.4%). In the case of funding, it fell by around 16% in real terms between 2014/15 and 2024/25 (Murray et al., 2026). There is a lack of proportionate reward for a higher need patient in the UDA system, which can make overlook the complex treatment needs of patients also Since the last systematic review in 2006 (Boyle, 2025), there has been no systematic examination of the payment arrangements. And because of these factors, the service must face many consequences. According to Healthwatch England (2025), people's lives can be fractured and highly stressful when obtaining urgent health care, with Northeast volunteers calling 15 times to make appointments without being able to book an appointment and a variety of access routes between areas. Some patients speak of pain returning after some relief, impacting their mental health and their ability to care for their children (Healthwatch England, 2025). There is also geographical inconsistency, and the 2026 reforms should be approached with caution, as they aim to resolve several of these issues, which have not yet materialized.
Conclusion 
NHS dentistry began as universal service to a population bearing a large burden of undiagnosed disease. As it differs in structure, such as independent contractors and charges, that the latter contract could not be correct. Its positive side is the national framework and being preventive. But it has many limitations, specifically the lack of access also the geographical inconsistency questions fairness. It also faces reducing funding and the payment model which raises questions about the ability to meet complex needs. The overall recent changes offer the chance to improve but will have to be constantly tested to determine if they are enhancing the quality of life of their patients.
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