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[bookmark: _Int_0dW4OKFJ]Community disability services provide support to people with disabilities so they can live as independently as possible and take part in everyday life. These services may include personal care, supported housing, day centres, employment support, transport, and access to healthcare. People with learning disabilities, physical disabilities and other support needs may require various levels of assistance. However, a shortage of community disability services can prevent individuals from receiving proper care and support. This report explains the impact of the shortage on the local community and recommends improvements, focusing on person-centred care and the Care Act 2014. 
[bookmark: _Int_y5NYB93C]A shortage of community disability services can negatively affect individuals, families, and the wider community. People with disabilities may struggle to access suitable housing, social activities, education, and employment opportunities. Without appropriate support, some individuals may become isolated and experience loneliness, reduced confidence, and poorer mental health.
[bookmark: _Int_m03bQqz3][bookmark: _Int_sSI32fQH]The NHS (2026) explains that learning disabilities affect people differently, with some individuals requiring additional support to understand information, develop skills or manage daily activities. Without suitable services, people may become more dependent on family members or carers, even when they could develop greater independence with the right assistance.
Families can also experience emotional and physical pressure when professional support is unavailable. For example, parents caring for an adult with a disability may struggle to balance employment, family responsibilities, and caring duties. Limited respite services can increase stress and exhaustion for unpaid carers.
[bookmark: _Int_oQh19xsi][bookmark: _Int_VybzkIP7]Furthermore, inadequate community support may lead to people experiencing unmet health needs or requiring more intensive support later. NHS England (2026) highlights the importance of coordinated community-based services to improve health outcomes and help people with learning disabilities and autistic people live meaningful lives. Therefore, improving local disability services could benefit individuals, families and the wider community. The local authority should increase investment in accessible, reliable, and inclusive community disability services. The following recommendations could help address the shortage.

[bookmark: _Int_FOwMxicf][bookmark: _Int_Ge1Wju29][bookmark: _Int_rdSr5lqk]Firstly, the council should assess the needs of residents with disabilities to identify gaps in existing provision. This would help ensure that funding is directed towards services that are most needed, including supported living, respite care, accessible transport and community activities.
[bookmark: _Int_zqQmd5h8]Secondly, the council should introduce more person-centred care. Person-centred care means treating everyone as a unique person and considering their preferences, abilities, needs, and personal goals. Individuals should be involved in decisions about their care rather than having decisions made for them unnecessarily. For example, a person who wants to live independently could receive support with cooking, shopping, budgeting and personal care, according to their needs. Communication should be adapted where necessary so individuals can understand information and express their wishes.
The Care Act 2014, Section 1, places a duty on local authorities to promote individual well-being. This includes personal dignity, physical and mental health, relationships, participation in activities and control over daily life (Care Act 2014). Therefore, providing person-centred support is important because it respects individual rights and encourages independence.
Thirdly, the council should improve partnership working between social workers, healthcare professionals, disability organisations, housing providers, and voluntary groups. Effective communication between these services could help individuals receive coordinated support and avoid unnecessary delays. NHS England (2026) also recommends joined up working across health, social care, housing, and community organisations.
[bookmark: _Int_K32FR7uU][bookmark: _Int_eg6epPIL]Finally, more funding should be allocated to recruiting and training disability support workers. Staff should receive training in safeguarding, communication, equality, dignity, and supporting independence. The council should also provide respite services and advice for unpaid carers to reduce pressure on families. Regular reviews should be carried out to check whether services are meeting people’s needs.
[bookmark: _Int_kaR2sC42]In conclusion, the shortage of community disability services can reduce independence, increase social isolation, and place pressure on families and unpaid carers. The local authority should respond by increasing accessible services, improving staff training, and strengthening partnerships between health and social care organisations. Most importantly, person-centred care should be at the centre of service delivery, ensuring that individuals are listened to and involved in decisions about their lives. By following the well-being principles of the Care Act 2014, the council can help create a more inclusive community where people with disabilities are supported to live safely, independently and with dignity.



                                      Dentistry Services


[bookmark: _Int_MQUnvvIq][bookmark: _Int_CzmqVbJ5]Oral health is often separated from general health in public debate, yet it is inseparable from an individual's overall wellbeing. Dentistry services in the United Kingdom have undergone a remarkable transformation over the last century. From a time when extraction was the only option for the poor, to the comprehensive, prevention-focused model aspired to today, the service reflects wider social and political changes in British healthcare. This essay examines the historical origins that created modern dentistry, analyses the strengths and weaknesses of its current delivery model, and evaluates why effective dental care is essential for quality of life.
[bookmark: _Int_ZN249fSM]Unlike medicine, dentistry struggled for professional recognition for a long time. In the 19th century, dental care in Britain was provided by an unregulated mix of medical practitioners, chemists, and even blacksmiths. There were no required qualifications and no protection for patients. Public outrage at unsafe practice led to political pressure for reform.
[bookmark: _Int_XHDMvYt0][bookmark: _Int_H65Gu9XT][bookmark: _Int_NukPirBM]The legislative response came with the Dentists Act of 1878, which for the first time established a Dentists Register and restricted the title of 'dentist' to qualified persons. This was a foundational moment that converted dentistry from a trade into a regulated health profession. The Act was strengthened in 1921, making it an offence for unregistered people to practise. However, registration alone did not solve access. Before 1948, dentistry was almost entirely private. For working-class families in industrial areas like the Black Country, treatment was unaffordable, resulting in widespread edentulism - complete tooth loss - by middle age.
[bookmark: _Int_BuhgnlO7][bookmark: _Int_4WzmPdrM][bookmark: _Int_wy6Mq1hf]The creation of the National Health Service in 1948 radically changed this landscape. Under Aneurin Bevan's vision, dental care was included as a core NHS service, free at the point of delivery. The impact was immediate and revealed the scale of unmet need. In the first year alone, millions sought care that they had previously been unable to afford. Over subsequent decades, the focus shifted. While the early NHS was dominated by extractions and dentures, the introduction of fluoride toothpaste in the 1970s, water fluoridation debates, and a growing evidence base around prevention began to move the profession away from a purely surgical approach towards preventive dentistry. The introduction of patient charges in 1951 and the controversial 2006 UDA contract are examples of political and economic pressures that have continuously reshaped the service.
[bookmark: _Int_4wddgCYQ]In England today, dentistry operates within a dual system. NHS dentistry is available but increasingly difficult to access, while private dentistry is expanding rapidly. Since July 2022, responsibility for commissioning NHS dental services lies with Integrated Care Boards.The NHS system in England is based on three treatment bands, each with a fixed patient charge, with exemptions for children, pregnant women up to 12 months postpartum, and those on certain benefits. In theory, this system promotes clarity and prevents overcharging. In practice, however, it is widely criticised.
A critical evaluation reveals a fundamental flaw in the commissioning mechanism. The Units of Dental Activity (UDA) system, introduced in 2006, pays practices for hitting activity targets rather than for improving oral health outcomes. The British Dental Association has repeatedly argued that UDAs undervalue modern preventive care, which is time-consuming but low in UDA value, while incentivising quick check-ups. As a result, many practices report that it is financially unsustainable to take on high-need NHS patients who require extensive treatment.
[bookmark: _Int_lwJHFOKS][bookmark: _Int_i3BpyBSQ]Consequently, access has become a postcode lottery. Data from Health-watch England (2024) found that 90% of practices were not accepting new adult NHS patients Community Dental Services attempt to fill the gap for vulnerable groups - including people with severe learning disabilities, homeless populations, and children with complex needs - but they are overstretched and cannot replace routine general practice.
The significance of dentistry extends far beyond clinical measures of decayed, missing or filled teeth. The World Health Organisation defines oral health as a state that enables individuals to eat, speak and socialise without discomfort or embarrassment.
First, there is a functional and psychological dimension. Chronic dental pain is debilitating, affecting sleep, concentration at work or college, and school attendance for children. Loss of front teeth or visibly decayed teeth can lead to profound social stigma. Studies show that adults with poor dental aesthetics are less likely to be shortlisted for jobs and report lower self-esteem. Restoring the ability to smile without shame has a direct impact on mental health and social participation.
[bookmark: _Int_65NdYzyK]Second, there is a growing evidence base for the link between oral and systemic health. Periodontal disease is not confined to the mouth; the chronic inflammation it causes is associated with poor glycaemic control in diabetes and increased risk of cardiovascular events. A routine dental visit is also one of the few places where early signs of mouth cancer, which affects over 8,000 people in the UK annually, can be detected. Early detection by a dentist increases five-year survival from 50% to over 90%.
[bookmark: _Int_bh5iHsIH][bookmark: _Int_EcuP3GJs]Finally, for children, dentistry is a cornerstone of prevention. Despite being preventable, dental caries remains the leading cause of hospital admission for general anaesthetic in children aged 6-10. Community programmes such as Designed to Smile in Wales and supervised brushing schemes reduce this burden and establish positive health behaviours early, which protects quality of life across the entire life course.
[bookmark: _Int_qTd5gCfs][bookmark: _Int_WfZBLRVo][bookmark: _Int_9GBsIIYs]Dentistry has evolved from an unregulated, extraction-based service to a profession with a strong preventive ethos, shaped by landmark reforms in 1878, 1921 and 1948. Yet its current delivery model is fragile. The tension between NHS targets, funding constraints, and patient demand has created significant barriers to access. Despite these challenges, the importance of dentistry in protecting quality of life cannot be overstated. It preserves essential functions, supports mental wellbeing, and contributes to the early detection of serious systemic disease. Reforming the contract to prioritise prevention over activity is essential if the original NHS principle of equitable dental care is to be restored.





Reference List
Care Act 2014 (2014) Care Act 2014, Section 1: Promoting individual well-being.  https://www.legislation.gov.uk/ukpga/2014/23/section/1  

Healthwatch England (2024) The State of NHS Dentistry. London: Healthwatch.

NHS (2026) Learning disabilities.  https://www.nhs.uk/conditions/learning-disabilities/  

NHS England (2026) Supporting autistic people and people with a learning disability to live well in their communities.  https://www.england.nhs.uk/long-read/supporting-autistic-people-and-people-with-a-learning-disability-to-live-well-in-their-communities/  

Nunn, J. et al. (2021) ‘The historical development of dentistry in the UK’. British Dental Journal.

World Health Organization (2022) Global Oral Health Status Report. Geneva: WHO.


