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Essay 
Introduction 
[bookmark: _Int_gkWEl5ip]Community disability services represent a fundamental shift from institutional segregation towards supporting disabled people to live as equal citizens. This essay investigates the origins of these services, explores their historical context, critically evaluates current functioning, and discusses their significance in enhancing service users' quality of life. 
Origins and Historical Context 
 
The roots of community disability services lie in a long tradition of institutionalisation rooted in the Old Poor Law of 1601. This legislation established what disabled people have characterised as the "administrative model," viewing them as a problem requiring officials "to define, classify, register, administer and control". Disability was interpreted through the individual or 'medical model'—as a problem of the body or mind rather than a socially created issue. 
[bookmark: _Int_5hbDAE6u] 
The 1960s and 1970s saw the emergence of community service systems based on the "continuum model," offering services ranging from restrictive residential care to supported independent living. However, this approach proved limited; many people became "stuck at the restrictive end of the continuum" and experienced a "very little genuine community". 
 
A transformative shift occurred with the rise of the disabled people's movement. In 1976, the Union of the Physically Impaired against Segregation (UPIAS) redefined disability through the social model: "the disadvantage or restriction of ability caused by a contemporary social organisation which takes little or no account of people who have physical impairments". This paradigm shifts fundamentally challenged the notion that disabled people's bodies were the source of their problems, paving the way for civil rights campaigns and a new approach to community supports. 
 
Current Function 
 
Contemporary community disability services function through a complex framework. In the UK, specialist teams provide multidisciplinary care, and person-centered planning is considered a cornerstone of practice. The integration of health and social care has been identified as a "significant strength," with co-located models enhancing access, reducing delays, and ensuring care is better aligned to needs. 
[bookmark: _Int_dH9RbNfC][bookmark: _Int_cg41PeNe] 
Despite these advances, significant challenges remain. Services now operate within the context of individualised planning and direct funding. However, quality of life outcomes remain variable; a recent study of over 5,800 service recipients found participants had only 48.4% of quality-of-life outcomes present in their lives. Disparities exist based on age, race, disability type, and support needs, with people of colour and those with more complex needs experiencing poorer outcomes. 
 
Critical Evaluation and Significance 
[bookmark: _Int_Z7jhKuwz] 
The significance of community disability services in enhancing quality of life is profound, yet contingent on effective implementation. Research demonstrates that person-centered care models produce meaningful improvements: reported outcomes include "greater autonomy, independence and emotional stability, fewer crises, stronger social belonging, and reduced staff burnout". 
 
Quality of life is enhanced through several mechanisms. Community-based services facilitate participation in employment, education, and social activities. People receiving services emphasize the importance of choice, dignity, and being seen as "someone else living in society." However, the quality of support matters significantly; when services fail, the consequences are severe. 
 
Conclusion 
 
Community disability services have evolved from a history of institutional control towards a rights-based, person-centered paradigm. While significant progress has been made in shifting from segregated care to community inclusion, persistent disparities and quality challenges remain. The significance of these services ultimately lies in their capacity to enable citizenship, autonomy, and belonging—but this potential is only realized when services are genuinely person-centered, properly resourced, and held accountable to the people they support. 
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DENTISTRY SERVICES

A BRIEF HISTORY OF
DENTISTRY SERVICES

The origins of dentistry trace back to ancient
civilisations.

A Sumerian text from 5000 BC
described "tooth worms" as the cause
of decay, and the Ebers Papyrus (c.
1700-1550 BC) prescribed remedies
for toothache.

By the 18th century, Pierre
Fauchard, widely regarded as the
Father of Modern Dentistry,
published the first comprehensive
dental textbook in 1728,
establishing dentistry as a formal
discipline.

In the UK, the 20th century witnessed a
transformative period: prior to 1990, virtually
all dental care was delivered within the NHS,
with only approximately 500 private dentists,
mostly in London. The 1990 contract
introduced greater clinical freedom and a
mixed economy of NHS and private provision.
The pivotal moment came in 2006 when the
Labour Government imposed the Units of
Dental Activity (UDA) system, fundamentally
altering remuneration from item- based
payment to a course-of-treatment model. This
shift is widely identified as the catalyst for the
large-scale exodus of dentists from NHS
practice and the decline in access that persists
today.

CURRENT FUNCTION
OF THE SERVICE

Currently, NHS dentistry operates under a
primary care commissioning system, with
Integrated Care Boards responsible for
contracts since April 2023. The 2006 model
pays dentists via UDAs, a system widely
criticised as not fit for purpose.

In 2023-24, only 40% of adults in
England used NHS dentistry over two
years, down from 49% before the

pandemic.

The February 2024 Dental Recovery Plan
aimed to improve access, but results
have been limited: the £88m New Patient
Premium saw 3% fewer new patients, and
by February 2025, under 20% of the 240
planned ‘golden hello’ recruits had been
appointed.

There is also a clear gap between NHS
and private pay, with just 24,193 of
34,520 registered dentists delivering any
NHS care in 2023-24.

INTRODUCTION

EXPLANATION OF DENTISTRY SERVICES

Dentistry services form a cornerstone
of public health, encompassing the
prevention, diagnosis, and treatment
of oral diseases. As the Health and
Social Care Committee has noted,
NHS dentistry in England faces what
has been termed a 'crisis of access,
with  profound implications for
population health and health equity.

This poster examines the evolution,

current  function, and critical
challenges confronting dentistry
services, drawing upon

parliamentary reports and academic
analysis to present a comprehensive

Dentistry services encompass a spectrum of care,
ranging from preventive advice and routine
examinations to complex restorative procedures and
oral surgery. Services are delivered across three tiers:
primary care (high street general dental practice),
community dental services (for patients with needs),
and secondary care (hospital-based services). Functions
include oral health promotion, disease prevention,
restorative treatment, and management of oral cancers
and trauma. A shift in recent decades has been the
growing recognition of the oral-systemic link, with
evidence  demonstrating  connections  between
periodontal disease and conditions such as diabetes
and cardiovascular disease. This has positioned
dentistry as an integral component of whole-person
health rather than a standalone discipline.

overview.

TWO SIGNIFICANT CHALLENGES

1. Contractual Dysfunction and Workforce Attrition

2006 - UDA contract is widely considered a
fundamental system design failure. It prioritises
activity-based metrics over prevention,
undervalues complex care, and creates perverse
incentives that drive dentists into private practice.
The Public Accounts Committee has concluded
that “fiddling with the contract fails to address the
real problem”. Without addressing this mismatch
between NHS remuneration and practice costs,
workforce shortages will persist, exacerbating
access inequalities in deprived communities where
private provision is less viable.

CONCLUSION

2. Access Inequalities and do-it-yourself Dentistry'

The access crisis has produced profound health inequalities.
Over 5,500 NHS  dental vacancies existed in March
2024, with many unfilled for over 180 days. Reports of
patients resorting to 'do-it-yourself' dentistry - extracting
their own teeth or using unregulated alternatives -
demonstrate the severity of the situation. Rural and deprived
communities are disproportionately affected, and the NHS
111 triage system has been criticised for inadequately
addressing urgent care needs(Health and Social Care
Committee,2023). Even if the Dental Recovery Plan achieved
its target, this would still represent 2.6m fewer treatments
than pre-pandemic levels.

" C'@pirateur.
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