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Task 1: Guided Scenario Response
Mini report: community mental health services
	To
	Councillor Jamil Khan, Sparkbrook & Balsall Heath East Ward; Deputy Cabinet Member for Equalities, Communities and Social Justice, Birmingham City Council

	From
	Rosebina Ali- Student id- 2534726.

	Date
	29 September 2026

	Subject
	Addressing the shortage of accessible, culturally appropriate community mental health support in Sparkbrook & Balsall Heath East



1. Introduction
This report responds to the lack of community based mental health provision in Sparkbrook and Balsall Heath East. Community mental health services provide support to adults with depression, anxiety and psychosis to manage their condition at home. There has been an increase in demand for these services in Birmingham and Solihull that outstrips the capacity for services to meet the need (BSMHFT, 2025). Long wait times, lack of culturally responsive care and access to services are reported to be problematic for residents (BSMHFT, 2025). This report suggests a response which could be implemented under the Care Act 2014, Part 1.
2. The need for the service under the Care Act 2014
The Care Act 2014 lays specific requirements on the Council in Part 1. It provides a clear definition of wellbeing which explicitly includes 'physical and mental health and emotional well-being' (s.1). The Council has a duty to prevent or delay the development of care needs (s.2). It must encourage the integration of care and support and health services (s.3). It also needs to be able to give information and advice that is accessible (s.4). If an adult who appears to require care is found, the Council is required to assess them (s.9) and to meet their eligible needs (s.18). Independent advocate (s.67) may need to be facilitated for individuals who struggle with these processes.
There is a great need for this service in the area. There are 27,338 people living in Sparkbrook and Balsall Heath East and it is Birmingham's most deprived ward (Birmingham City Council, no date). The employment rate is low at 42% and more than 90% of residents are minority ethnic, predominantly from the Pakistani and Bangladeshi communities. Mental health is highlighted in the local needs assessment as a significant material disadvantage and unemployment (BSMHFT 2025). Also mentioned is the lack of access to services between communities and the lack of cultural competence.
Working in partnership, communicating and keeping records are vital in mental health care. The Council will need to work with NHS partners (s.6), underpinned by the new concept of integrated care boards (HCA 2022). People with communication needs must have access to information (Health and Social Care Act 2012 s.250). There are also legal obligations to share information where this is for the benefit of the person's care (Health and Social Care (Safety and Quality) Act 2015). Data Protection law ensures that there are shared records which prevent people from having to repeat their story to every service (Data Protection Act 2018).
3. Impact if the issues on the community
Three main impacts from the shortage. First of all, many tend to delay help for too long. 22% of people took three to six months for their first appointment (Healthwatch Birmingham, 2023). Almost one in two (46%) reported that they were not able to reach the service for assistance when required. Talking therapy was provided to those with depression (57%) and was provided to only 19% of those with depression (Healthwatch Birmingham, 2023). Studies have demonstrated that delays in accessing mental health services can also be an anxiety provoking experience (Punton, Dodd and McNeill, 2022).
Second, there are additional barriers for South Asian residents. A review of the literature identified that British South Asian service users are often subjected to a disempowering experience of services and lack confidence in service providers (Prajapati and Liebling, 2022). Many others believe that services are not sensitive to their cultural and religious identity. This can prevent people from getting help before it is an emergency.
Thirdly, there are pressure effects on families, and other services, because of the lack. Family members usually do the support on their own and this can impact their health and job. High proportions of referrals were also discharged without any contact (BSMHFT, 2025) as identified in the local needs assessment. Without timely assistance, their need for crisis care or hospital admission is increased. 
4. Recommended response
I suggest that the Council has a targeted response, based on NHS and community partners, with financial constraints.
1. Integrate support (s.3). Work with the NHS trust to establish a shared community mental health hub in or close to the ward to combine health and social care staff.
2. Prevent crises (s.2). Provide early help to people via well known community organisations, mosques and GP surgeries, such as peer support and wellbeing activities.
3. Improve information (s.4). Provide clear, multilingual information on how to get help, through trusted community channels.
4. Build cultural competence. Employ bilingual staff and educate employees on the needs of faith, family and culture of the neighborhood population.
5. Strengthen advocacy (s.67). Provide independent advocates; such as community language advocates.
6. Assist carers and keep records. Report ethnicity waiting times to scrutiny, provide carers' assessments (s.10) and have shared care records.
5. Conclusion
Support for mental health in the community is not adequately addressing local needs in this ward. Under Part 1 of the Care Act 2014, the Council has a clear set of duties which include promoting mental wellbeing, preventing needs and integrating care with health services. To meet these duties a joint local hub, culturally competent staff and improved prevention would help. They would also help to alleviate inequity and demand on crisis services. I would be happy to talk to you about these suggestions.
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Task 2: Essay
NHS dentistry in England: origins, present function and contribution to quality of life
Dentistry preserves and improves the health of the teeth, gums and the ability to eat, speak and smile comfortably. This is supposed to be possible for all in the UK through NHS dental services, which are funded by the government. This should be possible in England for everyone, regardless of their income, through their dental services from the NHS, funded by the government. But in contrast to the majority of NHS services, many adults incur charges when they attend for NHS dental care. This essay begins with a brief history of the origins of dental services and a history of its development. It then critically analyses the current working of NHS dentistry. Lastly, it touches on the benefits that dental services bring to the user of services.
Until late nineteenth century, dentistry was not highly regulated. Roughly unqualified barbers, chemists or travelling ‘tooth-drawers' would pull teeth. The Dentists Act 1878 established a list of qualified dentists and limits the use of the title of dentist. But, the unregistered could still lawfully practice dental work. This had been filled by the Dentists Act 1921 which prohibited the practice of dentistry by unregistered persons. This had fixed the profession of dentistry as a regulated profession with protected standards.
The biggest change was the establishment of the NHS. Dental treatment became free at the point of delivery from 1948 with the introduction of the National Health Service Act 1946 including dentures. There was a tremendous need for the services, since so many people were suffering with untreated dental issues for years. The expense to satisfy this demand quickly became a political matter. First time dentures were charged for, under the National Health Service Act 1951. Since then, cost control and patient charges have influenced NHS dentistry.
Most NHS dental care is now delivered by high street practices that are NHS contracted. Many of these practices also serve private patients; and patients not exempted pay a charge. This hybrid option provides dentists with an option as to the extent of the NHS work. It is flexible, but also provides for practices to limit the NHS work when contracts are not financially advantageous. A recent study indicates that English NHS dental capacity is not growing in line with population growth (Clark, 2024). The same study revealed that distribution of capacity is not even and can lead to 'dental deserts' in certain neighbourhoods.
Recent studies have shown the extent of this issue. In England, there are approximately two million people whose neighbourhoods lack an NHS dentist within five kilometres (Devlin, 2026). Of these, about 190,000 live in the most deprived areas. These are deprived dental deserts and surprisingly they are predominantly rural and not inner city (Devlin 2026). This demonstrates that access challenges do not just exist in urban areas and can be concealed in rural areas. In these more arid regions, approximately 27% of the population was elderly (aged 65 and above) (Devlin, 2026). Distance can be a major hinderance for older persons who have complex needs.
One of the main causes, workforce distribution. The inequitable distribution of the dental workforce is a significant challenge in most countries, as described in a systematic review (Edwards, Bogale and Gallagher, 2025). The review also described England as having a crisis in access of NHS dental care. Devlin (2026) suggests satellite clinics and incentives for outlying labor force participation may help to reach underserved regions. These solutions involve investment, however, and require long-term planning, something that often hasn't occurred. Local integrated care boards have been tasked with planning dental services since the Health and Care Act 2022. This provides a chance for a partnership between the dentist, council and services in the community. Patients are also served by safe and continuous care due to clear communication about charges and accurate, shared dental records.
There are several important ways dental services bring about a better quality of life. Proper care will help to avoid tooth decay and gum disease, which can lead to pain, infection and tooth loss. Healthy oral health enables individuals to have a good diet, be able to speak clearly and feel confident about their appearance.
If access cannot be achieved, these benefits go away. Those without a dentist at the NHS may put off going for treatment until the next level of emergencies. Low-income people can't afford to hire private care options either, leading to further disparities in health. Residents of rural areas who do not own a vehicle have long travel times to access a practice (Devlin, 2026). In these communities, a lack of services can make small issues become big and ongoing issues.
To highlight the changeover, dentistry is an unregulated trade today and since 1948 has become a regulated profession and a service provided by the NHS. But since the early days, charges and cost pressures have determined the service. There are many people today having limited access to NHS dental services, particularly in deprived areas and rural locations that are under-resourced. This restricts the capacity of the service to ensure the quality of life. A better balance of the workforce and continued investment will be critical to restore access to all. If these changes were not made the original promise of NHS dentistry, which is care for those who need it and can't pay for it, would not be available to many.
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