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Task 1 Community Disability Services in Kingstanding
To: Councillor John Lambert, Birmingham City Council
Local area: Kingstanding ward, B44 8EA
Date: 19 October 2026
[bookmark: Task1Body]Introduction
Kingstanding residents who have complex learning disabilities or autism require community disability services that enable them to live their lives, make choices and participate. This report requests Councillor John Lambert's support for a specialist supported living capacity targeted review and pilot. The council's ward factsheet shows that there are 2,781 working age disabled residents in the ward, which is 20.4% compared to the 16.1% disabled residents across Birmingham (Birmingham City Council, 2023, p. 4). These are general disability statistics which show the need for accessible support, but not learning disability, eligibility for care or unmet need. The proposal addresses Birmingham's identified specialist market gap and a ward review has identified who is affected and what support they would like to receive in Kingstanding. Its goal is to keep people in their community and avoid needless crises.
Impact on the community
The council's Supported Living Market Position Statement highlights the need for individuals with complex needs, behaviours of concern and intensive specialist support, as part of their learning disability or autism. Both are needed; provision of standard accommodation will not address this gap (Birmingham City Council, 2025, pp. 2, 5-6). Affected residents may lose their independence and have disrupted family life and greater dependency on informal carers if appropriate support is not provided in a timely manner. Few opportunities for planned breaks may also impact on carers' employment and health.
The 2026 CQC assessment identifies that there are still areas for improvement in specialist and out of hours provision and that assessment and review is delayed. It also acknowledges adequate overall capacity and good services, enabling a targeted response to complex needs (Care Quality Commission, 2026). Placement away from Birmingham may be appropriate if selected by the person but if it is due to lack of suitable local support contact with familiar people and activities may be limited. The proposed review should differentiate between personal preference and limited choice.
Recommended response
The Care Act 2014 part 1 forms the basis for action, section 1 promotes individual wellbeing, section 5 requires market shaping for diverse, high quality provision, section 9 and 10 requires assessment where adults/carers are thought to have support needs. This proposed programme of local improvement should be guided by these duties.
Adult social care commissioners should identify, within six weeks, residents waiting for an appropriate specialist support, assessment or review in conjunction with the Kingstanding ward team. Anonymised information from social work, housing and NHS partners should be coordinated by a named commissioning officer. Accessible conversations with adults / carers, including communication support and face-to-face. This should set up individual preferences, any current risks and why there has been no appropriate support to date. The desired outcomes should be identified via section 9 assessments and the provision of carers should be identified separately via section 10 assessments.
Commissioners should ask current quality assured supported living providers to set up a small pilot for those with known gaps, between months two and four. Specialist staff training, consistent support teams, crisis arrangements and opportunities for education, employment and social participation should be included in the specifications. Housing officers should consider the possibility of making adaptations to existing accommodation before building new accommodation to meet individual needs. Smaller bespoke setups could be suitable to those that are unable to attend larger events comfortably. Providers should be chosen by residents and their support tailored to their needs, as outlined in section 1 which focuses on control of everyday life.
Resources should be agreed to via a costed business case for staffing, training, accommodation and contingency support. Commissioners should consider suitable joint funding with NHS partners and consider options in relation to current expenditure. While shared support can make the support more affordable, savings should not be based on incompatible placements or on reduced individual support. Digital support should complement, where appropriate and acceptable, human support. Existing commissioning and community resources should be used as much as possible in the initial delivery and then expanded if effective and sustainable funding is achieved.
Officers should determine a realistic funding envelope prior to reaching out to providers for proposals, to provide residents with deliverable options. The continuity of existing services should be maintained during the transition, and a transition should involve an agreed contact, contingency plan and review date to ensure continuity and to manage emerging risks.
Commissioning lead to report to the appropriate scrutiny committee and ward councillors by month six. These should include waiting times, continuity, avoidable out of area placements, progress of residents towards their preferred goals and carers' wellbeing and cost per package. Prompt service changes should be made as a result of feedback and complaints.

Conclusion
Kingstanding requires an educated response to Birmingham's lack of specialist community support for disability. A targeted pilot would link the market-shaping role of the council with individual assessments and residents' preferences. Councillor Lambert should request the appointment of a named lead, a six week needs review and a six month evaluation. This ensures that improvement is measurable, and that affordability, independence and quality of people's daily lives are at the core of it all.
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Task 2: Ambulance Services
Ambulance services are a vital bridge between sickness and/or injury in the community and the correct treatment. Their utility is not only for transporting patients, but also for clinicians to determine risk, provide immediate care and determine which service is best for the patient, whether hospital or otherwise. This essay proposes that their role in quality of life is a combination of timely interventions and safe decisions, compassionate communications, and coordinated follow-up.
The provision of ambulances in the UK came from the nineteenth century fever ambulances and the hand litters operated by the police which concentrated on the transport of patients rather than on the provision of advanced care. Williams (2012) outlines the development of local advanced-resuscitation training in the early 1970s, the change of ambulance services to the NHS in 1974 and standardised education from 1985. Such alterations contributed to the transformation of a rather practical transport profession in a clinical service. In recent years, paramedic training in the UK has shifted from a short course in the workplace to an undergraduate degree, leading to increased autonomy for paramedics (McAteer, McCance and Goode, 2026). This history accounts for the fact that the service remains an emergency response service, yet more and more addresses complex healthcare needs. But if clinical responsibility is to be increased, appropriate education and organisational assistance is needed, as well as professional development, in order to facilitate consistently person-centred practice.
Today's ambulance service involves resuscitation, assessment, treatment, and transport and referral for both physical and mental health conditions. Moore et al. (2023) reported that there was a discrepancy between dispatch and clinicians' on-scene impression when dealing with mental health emergencies in the East Midlands. These findings represent the complexity of the services in the region and do not necessarily reflect the national level of performance in 2018-2020. However, it shows how the assessment process and referral to specialist advice over the telephone can impact the pathway a patient receives. Early mental health referral improvements need to be considered to ensure that reducing conveyance does not impact safety.
Timely access can make a difference, however, the type of access is also a life-saver. Price et al. (2024) reported a relationship between direct conveyance to CACs and better outcomes in a subset of patients who were resuscitated from witnessed collapse and initially shockable rhythms. It is an observational regional study, and cannot prove that specialist transport led to the improvement or that all cardiac arrest patients would benefit equally. Kirby et al (2025) found that, based on one service's records from 2018 to 2019, there was a delay in response for those who arrested following an emergency call, compared with patients already in arrest. There is a significant amount of missing arrest-time data, so there is not a high level of confidence in the results, but it shows the need to be aware of deterioration prior to making dispatch decisions.
An appropriate care may also be avoiding an unnecessary trip to the emergency department. Noble et al. (2024) discussed possible alternative pathways for adults with known epilepsy in workshops with 27 stakeholders. A preferred configuration included where appropriate access to medical records, specialist advice, GP notification and follow up. This could help to prevent choice being undermined and minimise disruption to daily life and enhance continuity. But, the feasibility judgements of the participants do not indicate clinical effectiveness, safety or affordability. The study thus recommends the development and testing of coordinated alternatives instead of just the augmentation of non-conveyance. These pathways should have clear eligibility requirements and partner services. This more general approach is particularly important if the patient's current issue is indicative of their ongoing healthcare needs, as they would likely have an ongoing healthcare problem if the issue was only addressed in isolation.
Quality of life also refers to the circumstances that a person lives in and whether or not they can become independent. Pek et al. (2023) analyzed 31 studies and associated lower quality of life post cardiac arrest with anxiety, depression and decreased neurocognitive functioning. These international findings suggest that psychological and rehabilitation needs should be addressed, but don't necessarily mean that a specific ambulance intervention contributes to a better long-term wellbeing. Compassionate explanation, reassurance and involvement in decisions is also important, especially if patients are frightened or feel they are not in control. McAteer, McCance and Goode (2026) find tensions between person-centred ideals, time pressures and risk management but their evidence is focussed in Sweden and so generalisation to the UK is limited.
So, fast responses are not enough to create service quality. Blanchard, Coster and Pap (2025) make the case for safety, effectiveness, patient experience and equity, in addition to time. Their commentaries offer a helpful framework, but not experimental evidence. In ambulance services, this involves measuring the right referrals, respectful communication/patient outcomes and arrival times. Equity also needs to be taken into account when considering if different communities can access appropriate support and that clinical urgency should be the priority for prioritisation.
Ambulance services have thus become an integral part of mobile health care. Their best work is that they are quick to treat time critical illness and carefully assess and provide access to broader services. For improvement of the quality of life, survival and patient's independence, emotional wellbeing and choices are both needed. These outcomes should be considered when planning service development in the future, and should not be used as a proxy for the speed or number of trips to hospital as a measure of quality of service.
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