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Subject: Improving Residential Care Home Services and Addressing Care Shortages in Wolverhampton.

Introduction 
Residential care homes provide accommodation, personal care, protection and support for adults who cannot safely manage alone at home. They are particularly important for older people, individuals living with dementia, adults with disabilities and people with complex health needs. In Wolverhampton, residential care is needed because some residents require continuous assistance with washing, dressing, eating, medication, mobility and social activities. The service also supports families and unpaid carers who may be unable to provide twenty-four-hour care.
The Care Act 2014 provides the central legal framework for adult social care in England. It places a duty on local authorities to promote individual wellbeing, prevent or delay care needs, meet eligible needs and promote a diverse and good-quality care market. Wolverhampton currently has residential care provision, but the Council reports increasing pressure following the closure of some residential homes. Any further closures could leave no spare capacity. Therefore, the local authority must strengthen residential care services while protecting people’s dignity, independence and safety.  (City of Wolverhampton council, 2025).
Impact on the Community 
A shortage of residential care places affects residents, hospitals and the wider community. When suitable homes are unavailable, older or vulnerable adults may remain in hospital after they are medically ready to leave. This can delay recovery, increase hospital pressure and prevent other patients from receiving treatment. Wolverhampton has previously identified staff shortages as contributing to delayed discharges and limits on care services.
 Families may also experience stress, financial pressure and emotional exhaustion. Relatives who are not trained to provide personal or dementia care may reduce their working hours or leave employment. If a person is placed far away because there is no local vacancy, family visits can become less frequent. This can increase loneliness and reduce emotional wellbeing. It may also create inequality for people without reliable transport or relatives who live nearby. (Jha et al., 2013).
The shortage can reduce choice and control. People may accept a home that does not meet their cultural, religious, medical or communication needs. This conflicts with the Care Act principle of promoting wellbeing because wellbeing includes dignity, relationships, mental health, suitable accommodation and control over daily life. It can also undermine independence if people are placed in services that focus only on basic physical care rather than rehabilitation, activities and personal goals (Care Act 2014).
There may also be risks to quality. When homes operate under pressure, staff can become overworked and turnover can increase. Remaining providers may struggle to offer individualised care, meaningful activities and safe staffing levels. Wolverhampton reports that its residential market currently has supply, but further closures would leave no spare capacity. This shows that the shortage is not only a future problem, but also a current vulnerability requiring preventative action. Damery et al. (2017). 
Recommendations 
First, the Council should develop a clear residential care capacity plan with the Integrated Care Board, care providers, residents and carers. The plan should identify present and future demand, including dementia, and complex-care needs. This would help the Council meet its responsibilities under the Care Act 2014 and support a sustainable and diverse and high-quality care market. (Department of Health and Social Care 2023).
Second, the Council should provide fair and sustainable funding for Care homes. Fees should reflect staffing, training, insurance and safety costs. Contracts should reward quality and outcomes rather focusing only on the number of beds occupied. Wolverhampton is already considering an outcomes-based care-home framework should be develop with meaningful involvement from residents and providers.
Third, recruitment and retention should be improved. The Council could work with colleges, and care providers to offer apprenticeships, career progression and specialist dementia training. Better pay, supervision and staff wellbeing support could reduce turnover and improve continuity, safety and the quality of care. (Skills for Care 2024).
Fourth, the Council should invest in prevention and early intervention. This could include falls prevention, reablement after hospital discharge, occupational therapy, adaptations, day services and support for unpaid carers. These services may delay admission to residential care while ensuring that people who need residential care while ensuring that people who need residential support receive it at the appropriate time. (NICE 2025).
Finally, every placement should be person-centred. Assessments must consider wishes, relationships, independence and risks. Homes should provide activities, community links, accessible transport and family involvement. Regular monitoring, complaints procedures and Care Quality Commission (CQC) information should be used to protect residents from neglect and inequality.

Conclusion 

Residential care homes are an essential service for Wolverhampton residents who require continuous support, protection and accommodation. A shortage affects dignity, independence, families, and community equality. The Care Act 2014 gives the Council a strong framework for responding through wellbeing, prevention, needs assessment, independence and market development. The Council should therefore protect existing homes, support new provision, improve funding, develop the workforce and increase early-intervention services. (The Care Quality commission 2025). Residential care should not be viewed only as accommodation, it should help people live meaningful, safe and connected lives. By working with residents, carers, health services and providers, Wolverhampton can create a stronger and fairer care system.
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introduction 
Community antenatal midwifery services provide pregnancy care outside hospital, usually through general practices, children’s centres, community clinics, women’s homes and maternity hubs. Their central purpose is to promote maternal and fatal wellbeing, identify complications early, provide health education, and coordinate referral to obstetric, medical and social-care services. In England, community midwives undertake booking assessments, routine observations, screening, emotional support, preparation for birth and parenting, safeguarding, and care planning in partnership with women and multidisciplinary professionals (NICE, 2021). National guidance recommends early booking, continuity of carer, effective communication and additional appointments where medical, psychological or social needs exist (NICE, 2021). These services are therefore both clinical and public-health interventions. Their significance extends beyond monitoring pregnancy, they can improve accessibility, strengthen professional relationships and identify domestic abuse, poverty, mental-health difficulties and social isolation. Nevertheless, workforce shortages, inconsistent access and persistent inequalities limit their effectiveness. 

Historical context and current function 
Modern community antenatal midwifery developed from longstanding community-based childbirth practices, which were gradually professionalised through public-health reform. The Midwives Act 1902 legally regulated midwifery in England and Wales by requiring training, examination and registration. This responded to concerns about maternal mortality, unsafe practice and the need to extend maternity provision to poorer communities (Dale and Fisher, 2009). During the 1930s, the National Maternity Service promoted salaried district midwives who provided antenatal and postnatal care, home birth and general-practitioner support. The 1936 Midwives Act and wider interwar welfare policies therefore linked midwifery with national public health and maternal protection (Benoit, 2005).

The creation of the NHS in 1948 brought district midwifery into a tripartite system involving local authorities, general practitioners and hospitals. However, increasing medicalisation, technological development and public confidence in hospital birth shifted maternity care towards hospitals. By the early 1970s, almost all births occurred in hospital. The 1974 NHS reorganisation transferred district midwives from local authorities to hospital management, after which community midwifery increasingly became centred on antenatal clinics and postnatal visits rather than autonomous home-based care (Staras, 2022).

Today, community midwives normally provide a booking appointment, assess medical and social circumstances, arrange screening and establish an individualised care plan. They monitor blood pressure, urine, fatal growth and wellbeing; discuss nutrition, smoking, immunisation, mental health, infant feeding and birth choices; and refer women to obstetricians or specialist services when required. NICE recommends ten routine appointments for first pregnancies and seven for subsequent pregnancies, with longer or additional appointments according to need (NICE, 2021). NHS England also promotes midwifery continuity of carer, in which a woman receives care from a named midwife or small team across pregnancy, birth and the postnatal period (NHS England, 2021).

Critical evaluation and significance for service users 
A major strength of community antenatal midwifery is its accessibility. Care delivered near women’s homes can reduce travel, support earlier engagement and make services more acceptable to people who experience poverty, disability, insecure housing or limited transport. Midwives can develop trusting relationships, enabling person-centred education and shared decision-making. Continuity is particularly valuable because women report frustration when repeatedly explaining their circumstances to different professionals; recent NHS evidence shows that only a minority experienced consistent antenatal midwife contact (NHS England, 2025).

Community midwives provide an important preventive function. Routine contact creates opportunities to identify hypertension, diabetes, mental-health difficulties, substance use, domestic abuse and safeguarding risks. Private conversations and professional interpreting services can support disclosure and protect autonomy. SCIE emphasises that practitioners should recognise abuse, speak with people privately, respond to disclosures and make appropriate referrals (SCIE, 2020). Community care can therefore address social determinants rather than treating pregnancy solely as a biomedical process.

However, these benefits are not distributed equally. Booking by ten weeks remains inconsistent in 2024/25, rates varied substantially between providers, and Black women had lower early-booking rates than White women (NICE, 2025). Persistent racial disparities in maternal mortality demonstrate that access alone does not guarantee culturally safe or equitable care. Furthermore, workforce shortages and service pressures have caused national guidance to pause or modify continuity programmes, weakening the model’s intended relational benefits (NHS England, 2022). Community services may also become fragmented when hospitals, GPs, health visitors and social care use incompatible systems or communicate poorly. Finally, midwifery-led care is not appropriate for every pregnancy woman with complex medical or obstetric needs require rapid specialist referral. Overall, community antenatal midwifery is strongest when adequately staffed, locally accessible, culturally responsive and integrated with specialist and social-care services.

Conclusion 
Community antenatal midwifery services evolved from regulated district midwifery and public-health reform into an essential NHS component. Their contemporary role combines clinical surveillance, health promotion, safeguarding, education, emotional support and multidisciplinary coordination. They are significant because they bring pregnancy care closer to communities and can promote trust, early intervention and informed choice. Nevertheless, historical hospital centralisation, workforce pressures, fragmented communication and racial inequalities continue to restrict their potential. The service should therefore prioritise sustained staffing, continuity, culturally safe practice, professional interpreting, robust information-sharing and meaningful service-user participation. Community antenatal midwifery is most effective when relational care and clinical safety are treated as complementary rather than competing objectives.       
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