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Introduction 
Domiciliary care delivers personalised support within a person, s own home and local community, including personal care, medication prompting, meal preparation, enabling individuals to retain independence and stay in familiar surroundings. This service is essential for older people, those with long-term health conditions, and individuals with disability who require assistance with daily living task such as personal care, medication management, and meal preparation. .The Care Act 2014 section 1 places a clear legal duty on local authorities to promote individual  well-being-prioritising choice, dignity and control as the primary objective of all care decisions (Care Act 2014,s 1).The Act also requires council to prevent , delay or reduce care needs through timely support and information(Care Act 2014, s. 2).Currently however, severe workforce shortages in domiciliary care provision across the area are undermining these statutory obligations, leaving  vulnerable residents  without reliable care. This report examines the impact of these shortages and recommends actions to address the situation .

Impact on community
 Domiciliary care shortages with a national vacancy rate of 9.1% of and nearly half providers reporting unmet demand directly to harm service users, families, and public service according to  Care Act 2014 Section1  missed or shortened visits leave person care, nutrition, and  medication needs unaddressed, increasing risk of falls, illness, and hospital admission, contrary to the well-being duty .Social isolation deepens when community participation declines, and reduce quality of life and mental health(CQC,2026).Insufficient homecare capacity is a leading cause of delayed hospital discharge, keeping people in beds when they are medically fit and block access for others(UKHCA, 2025).  
 family carers often reduce working hours or leave employment entirely, lowering household income and reducing local economic activity.  when community cannot be sustained, people, people face premature admission to residential settings- a costlier outcome that contradicts the preventative intent of Section2 (Care Act 2014, s.2). The Homecare Association (2023) found the around half of providers cannot accept new referrals, creating care deserts where people wait weeks for support. Low commissioning rates drive high staff turnover; 71% of providers identify inadequate pay as the primary recruitment barrier (UKHCA,2025). Inequalities widen: those with private funds secure consistent provision while other face irregular or reduce support, undermining the market-shaping duty in Section 5 to ensure accessible, diverse services (Care Act 2014, s.5).As Glendinning and Hudson(2019) note, chronic under-provision erodes community resilience and deepens health inequalities.   
Recommendations
  The local authority must take urgent action to fulfil statutory duties under the Care Act 2014.First, strengthen market-shaping under section 5 by reviewing commissioning   rates to reflect the true cost of sustainable care-including fair pay, travel time between visits, and training-as explicitly required in statutory guidance (DHSC,2014; 


Care Act 2014, s.5). Second, expand preventative services under Section 2 by increasing investment in reablement and community support teams, intervening early to reduce need escalation (Care Act 2014, s. 2). Every person appearing to have care needs is entitled to a timely assessment under Section 9 without delay (Care Act 2014, s.9).     
Third integrated planning with NHS partners under Section 3 to align hospital discharge protocols with domiciliary care capacity, preventing delayed transfers(Care Act 2014, s.3).Fourth, launch a targeted workforce strategy including apprenticeships, improved terms, and retention incentives to address the staffing shortfall (Skills for Care, 2026).Fifth, expand direct payments under Section 31, enabling individuals to employ trusted care workers directly and stabilise continuity (Care Act 2014, s.31).Finally ,establish robust provider services risk failure. These steps are not discretionary; they are necessary to uphold legal responsibilities and protect vulnerable residents.
 conclusion
  
 Domiciliary care is not a discretionary service- it is a lifeline that protect health, sustains independence, and fulfil legal duties under the Care Act 2014.Current shortages are causing harm, inequality, and system-wide pressure that Birmingham council cannot ignore. By investing in fair pay, strengthening the workforce, delivery rigorously, and empowering service users, the local authority can rebuild a resilient service that honours the Act’s founding principles: to promote the well-being of all citizens. The local authority has clear legal duties to address capacity, sustainability, and quality through fair funding, prevention, and partnership. Immediate action is essential to deliver what the law requires, and residents  deserve.Reliable home care sustains lives and strengthens communities; its improvement must be an urgent priority.
        

      



 












       


          






TASK 2: A 750-Word Essay. Ambulance Service 
 Introduction
The UK Ambulance Service forms a critical pilar of National Health Service, providing free emergency and urgent care at the point of access to all residents. Its origins stretch back to late 19th century, when voluntary organisations such as St john Ambulance and the British Red Cross delivered fragmented, locally varied provision, with no universal standard or legal duty (NHS England, 2023). The National Health service Act 1946 placed a statutory duty on county and borough councils to deliver emergency ambulance services, established the foundation for universal access (HM Government,1946). Major reorganisation followed in 1974, transferring control to the NHS and consolidating over 140 separate services into regional trusts. Over subsequent decades, the service has been reorganised, professionalised, and expanded to meet evolving medical, demographic, and technological demands. Today fourteen autonomous NHS ambulance Organisation operate across four nations, responding to over 10.5 million calls annually (NHS England,2024). This essay traces that history, describes current operations, evaluates strengths and limitations, and considers ongoing challenges facing the service. 
Historical Context and Current Function  
Early ambulance provision was piecemeal before the NHS, many areas had no dedicated service, and availability depended on local charity or municipal capacity. The 1946 Act formalised responsibility but permitted outsourcing to voluntary providers, perpetuating uneven standards. The Millar Report (1964) was pivotal, recommending standardised training and clinical roles, transforming staff from drivers into trained attendants capable of on -scene care (Millar, 1964; cited in Brown, 2018). The NHS Reorganisation Act 1973 transferred services from local authorities to NHS in 1974, consolidating 142 separate providers into fifty-three regional services under health authorities. a major step toward national consistency (HM Government, 1973). Further mergers reduced this to thirty-one trusts by 2006, then to today, s 10 ambulance trusts in England, with separate services for Scotland, Wales, and Northern Ireland (AACE ,2026). 
Today , the service operates through 999/112 call centres, where calls are triaged into four response categories: Category 1(life-threatening, 7- minute  mean target),Category 2 (emergency, 18 minute mean),Category 3 (urgent, 2- hour),and Category 4(less urgent, 3-hour)(NHS England, 2023).Paramedics and extended clinical teams deliver care, with options including telephone advice(Hear and Treat), on -scene assessment without hospital transfer(See and Treat), and conveyance to emergency departments. Integrated Care Boards now commission services, while the Care Quality Commission regulates quality (CQC, 2025).
Critical Evaluation and Significance for Service User                     
The ambulance service has major strengths: universal free access at the point of use, a highly skilled professional workforce, and nationally recognised triage system that priorities life-threatening cases (NHS Constitution ,2023). It integrates with NHS 111, community first responders, and voluntary and charity partners including air ambulance service, creating a board safety net. However significant limitations persist. Demand has risen sharply ambulance contacts reached 13.38 million in 2024/25, up 2.2% year _on_ year driven by an ageing population, complex health needs, and gaps in primary care provision (CQC, 2025). Response time targets are frequently missed: in 2024/25, Category 1 averaged 8 minutes 19 seconds against a 7-minute goal, with only on trust meeting the standard (CQC,2025). Delays in transferring patients from ambulance to A&E_ “handover delays”- immobilise fleets and exacerbate response gaps, creating a system- level bottleneck (House of Commons Health and Social Care Committee, 2023). Workforce pressures compound these issues: staff burnout, low retention, and recruitment difficulties limit capacity, while the CQC (2024) has noted inconsistent leadership and speaking-up cultures across trusts. As O, Hara et al (2014) note, fragmentation between services leads to inappropriate ambulance use and inefficiency. For service users, delays mean avoidable deterioration, increased anxiety, and in extreme cases preventable harm or death. Vulnerable groups including older people, those in mental health crisis, and patients with long-term conditions are disproportionately impacted, widening health inequalities (NHS England, 2024). While the Ambulance Response Programme has improved triage precision, structural underfunding and system-wide pressures prevent full delivery of safe, timely care.


Conclusion                                                   
  The UK ambulance service has evolved dramatically from fragmented origins to a vital national emergency system, underpinned by statutory duty and professional advancement. The UK Ambulance service has strengths universal coverage, skilled staff, and coordinated triage. However, this service increasingly strained by rising demand, hospital handover delays, workforce instability. Sustained investment, integrated system reform, and robust workforce planning are essential to ensure the service can meet modern needs. The ambulance service remains an emblem of collective care; protecting and strengthening it is essential to the health and safety of every community across the UK.
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