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1. Introduction
Domiciliary care, commonly known as home care, enables individuals to receive personal and practical support within their own homes. This may include assistance with washing, dressing, preparing meals and managing daily activities. For older adults and people living with disabilities or long-term conditions, these services can help maintain independence, dignity and quality of life. However, difficulties recruiting and retaining care workers, alongside increasing demand and financial pressures, can affect the availability and consistency of support. Sandwell Metropolitan Borough Council acknowledges these challenges within its Adult Social Care Market Position Statement (Sandwell Metropolitan Borough Council, 2024, p. 3). The Care Act 2014 establihes important responsibilities for local authorities, including promoting individual wellbeing and preventing or delaying care needs (Care Act 2014, ss.1–2). This report examines the impact of pressures on domiciliary care within the Sandwell community and proposes practical, evidence-informed recommendations to improve workforce stability, service qality and support for unpaid carers.
2. Impact on the Community
Limited access to reliable domiciliary care can affect individuals, families and the wider community. When visits are delayed or cancelled, people who depend on assistance may struggle to maintain personal hygiene, prepare nutritious meals or take medication appropriately. For individuals with reduced mobility, inadequate support may also increase the risk of falls, isolation and avoidable hospital admissions. These consequences can undermine independence and create additional pressure on health and social care services.
The Care Act 2014, particularly Section 1, requires local authorities to promote wellbeing, including personal dignity, physical and mental health, relaionships and control over everyday life (Care Act 2014, s.1). Consequently, unreliable care is not simply an inconvenience; it can undermine outcomes that adult social care is legally expected to consider. Nevertheless, the extent of the impact will vary according to an individual's needs, available informal support and access to alternative services.
Family members and unpaid carers may also experience increased pressure when professional support is insufficient. They may need to reduce working hours, rearrange family responsibilities or provide care beyond their capacity. Although family involvement can be valuable, relying excessively on unpaid carers risks exhaustion and may negatively affect their own wellbeing.
These concerns are particularly relevant to Sandwell, where the council describes rising demand, escalating costs and workforce shortages as pressures on its care market, identifying staff recruitment and retention as the primary risk to sustainability (Sandwell Metropolitan Borough Council, 2024, pp. 3, 29). However, workforce shortages should not be considered in isolation: commissioning decisions, service organisation and the availability of preventative support also influence outcomes. Addressing these connected factors is therefore essential to improving community wellbeing.
3. Recommendations
First, Sandwell Council should strengthen workforce recruitment and retention. Working with commissioned providers, the council should encourage access to relevant training, clear career progression, predictable rotas and appropriate arrangements for travel time between visits. Improving employment conditions may help reduce turover and support continuity of care. However, recruitment initiatives alone are unlikely to resolve shortages if workers continue to leave because of workload or limited progression. The council should therefore monitor vacancies, staff turnover and missed visits to evaluate whether workforce initiatives are effective.
Second, the council should improve monitoring of service availability and quality. It should regularly review waiting times for assessments and care packages, cancelled visits, complaints and feedback from service users. This information would help identify recurring problems and inequalities in access. The council's own market statement reports that vacancies reduced the number of long-term assessments completed, which affected waiting lists (Sandwell Metropolitan Borough Council, 2024, p. 23). The Care Quality Commission (CQC) provides guidance on registration requirements for homecare agencies delivering personal care in England (CQC, 2025). Sandwell should use its commisioning and quality-assurance processes to follow up concerns with providers and ensure that appropriate safeguarding procedures are followed. Monitoring should focus on people's actual experiences, rather than relying solely on administrative performance figures.
Third, the council should strengthen preventative support for individuals and unpaid carers. This could include improving access to carers' assessments, respite services, reablement, occupational therapy and suitable equipment. These measures may help people maintain independence and reduce avoidable deterioration. However, preventative services must complement, rather than replace, assessed care needs. The council should also involve service users and carers in reviewing services, ensuring that recommendations reflect their experiences and priorities. Progress should be assessed through regular feedback and measurable changes in missed visits, waiting times and service-user satisfaction.
4. Conclusion
Reliable domiciliary care is essential to protecting independence, dignity and wellbeing in Sandwell. Workforce shortages and increasing demand can affect individuals and place additional pressure on families and public services. In response, the council should prioritise workforce retention, strengthen monitoring of service quality and improve access to preventative and carer support. Effectieness should be reviewed using measurable performance information and feedback from people receiving care. A coordinated, person-centred approach would help Sandwell improve the reliability of domiciliary care while supporting residents to remain independent within their communities.
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Task 2: Essay – Pharmacy Services
Introduction
Pharmacy services are a core part of healthcare in England. Community pharmacies supply medicines safely, and people can often walk in for advice on minor illnesses, medication or healthy living without booking. Their role now goes well beyond dispensing, with clinical services such as Pharmacy First, blood pressure checks and contraception support. This essay looks at how pharmacy services developed, how they work today and how they affect quality of life. It argues that community pharmacy improves access to healthcare and medicine safety, but only if funding, staffing and links with the wider NHS keep pace.
Historical Development of Pharmacy Services
Pharmacy grew out of the preparation and sale of medicines and became a regulated healthcare profession. The Pharmaceutical Society was founded in 1841 to advance professional education, examinations and registration. Before the NHS arrived in 1948, community pharmacists often gave informal health advice, especially to people who struggled to reach a doctor (Anderson, 2007).
The NHS changed the job. Prescription dispensing rose sharply, and pharmacists spent more of their time supplying medicines. Later health policy pushed them to use their knowledge more widely, through health promotion, medicines management and advice on preventing illness (Anderson, 2007). This shift shows that pharmacy has adapted to what the public needs. It also reflects a recognition that pharmacists can contribute to prevention and primary care, not just supply medicines.
Current Function and Operation
Today, community pharmacies dispense prescriptions, explain doses and side effects, support people to keep taking their medicines and sell suitable over-the-counter treatments. Pharmacists also have to spot symptoms that need a GP or another professional. The General Pharmaceutical Council (GPhC, 2017) puts person-centred care at the centre of practice: professionals must consider individual needs, communicate clearly and protect patient safety.
NHS Pharmacy First, launched on 31 January 2024, was a major step. Participating pharmacies can assess and, where appropriate, treat seven common conditions through set clinical pathways: sinusitis, sore throat, earache, impetigo, shingles, infected insect bites and uncomplicated urinary tract infections in eligible women (NHS England, 2024). The service also covers urgent repeat medicine supply and referrals for minor illnesses. The aim is convenient treatment and less unnecessary pressure on general practice.
Services keep developing. The Community Pharmacy Contractual Framework funds and shapes NHS pharmacy services, and the 2026–27 framework adds investment to support medicine supply and wider clinical responsibilities (Department of Health and Social Care, 2026). NHS England (2026) has also issued guidance to help integrated care boards commission prescribing-based community pharmacy services safely. Taken together, these changes point to pharmacists doing more clinical work within primary care.
Impact on Quality of Life: Strengths and Limitations
Accessibility is community pharmacy's biggest strength. Convenient locations and advice without a routine GP appointment help people get support quickly. Good medication counselling can improve understanding, cut avoidable medicine-related problems and help patients manage long-term conditions. Pharmacy First aims to give people quicker, more convenient care without needing a GP appointment (NHS England, 2024). For people with busy routines or limited mobility, less delay and disruption supports independence and everyday wellbeing, which are central to quality of life.
The benefits are not shared equally, though. Distance, limited opening hours, language barriers, disability and poor transport stop some people using services. Pharmacies also face financial and workforce pressures that can limit their capacity for longer consultaations alongside dispensing. The Department of Health and Social Care (2025) identified funding and medicine-supply stability as important issues for the sector. Expanding responsibilities without sustainable resources risks stretching pharmacies too far.
Safety is another limit. Pharmacy First covers specific conditions and eligibility criteria; it cannot replace a GP assessment for complex symptoms or emergency treatment (NHS England, 2024). Pharmacists must recognise warsning signs and refer appropriately, so clear communication with other healthcare providers is essential. Anderson (2007) also notes that pharmacy's public-health contribution has historically focused more on individual advice than on wider health inequalities. Pharmacists can encourage healthier behaviour, but their services alone cannot tackle the social and economic factors behind poor health.
Conclusion
Community pharmacy has moved from preparing and dispensing medicines to a more clinical role within primary care. Pharmacy First shows how that change can improve convenience and access to treatment. Workforce pressures, unequal access and the need for good clinical communication still limit its impact. Continued investmeent, proper training and integration with other NHS services are needed if pharmacy is to remain safe, accessible and able to improve quality of life.
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