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Task 1: Poster: Ambulance Services in the UK

	Ambulance Services in the UK
Role, Development and Current Challenges

	WHAT IS THE SERVICE?
The chosen healthcare service is ambulance services. The ambulance services assist people by responding to emergency calls made to 999, on-site assessment of patients, providing them with immediate clinical care, and transferring them to the most suitable care environment. In England, care is provided by 11 regional NHS ambulance trusts, with different arrangements in Scotland, Wales and Northern Ireland, which includes cardiac arrests and strokes to falls, mental health crises and non-urgent inter-hospital transfers (NHS England, 2026). This service is provided to people wherever they go, be it at home, workplaces, roadsides, care homes and in the open areas, as opposed to most other NHS services that are offered in a single fixed location. Crews range from single paramedics working in rapid-response cars, who can reach a patient quickly to begin treatment, to double-crewed ambulances able to transport patients safely, and, for the most critical or remote cases, air ambulances run jointly with charitable trusts. More and more ambulance services are also offering telephone triage and community-based advice, not taking patients to hospitals when it is safe to do so.

Source: NHS England (2026) Ambulance Quality Indicators.
	BRIEF HISTORY
Traditionally, the service was built gradually according to the evolving clinical requirements and societal demands.
· Pre-1974: transport was locally organised, commonly by councils, fire brigade or police and was usually limited to the transportation of patients to hospital with minimal on-board treatment.
· 1974: all ambulance services were nationalised under the NHS, training, vehicles and equipment were standardised throughout the country.
· 1990s-2000s: paramedics were registered healthcare providers, and ambulances were turned into mobile treatment units with the ability to defibrillate and provide advanced airway care.
· 2017: the four-category triage system, which is used today, was proposed in the Ambulance Response Programme, the result of the largest ambulance clinical trial ever.
· 2020s: the covid-19 pandemic increased the demand and handover delays to unprecedented levels, and the service has been spending the years since then attempting to regain lost performance.

Source: Compiled from NHS England (2026) and House of Commons Library (2025).

	HOW IT WORKS TODAY
In the past, all 999 calls were dealt with as a single category, but now are broken down into four clinical categories. Category 1 are life threatening situations like cardiac arrest, the average response time is 7 minutes. In emergencies (including stroke, heart attack and sepsis) the average target is 18 minutes, but is temporarily relaxed to approximately 25-30 minutes as trusts work towards recouping capacity. Category 3 is urgent but not life-threatening issues such as late labour (90% of patients should be seen within 2 hours), or Category 4 which are less urgent routine transport (3 hours) (NHS England, 2026). Most importantly, the response clock is only halted when the resource that is most clinically appropriate reaches the patient, and not just upon the arrival of the first vehicle. There is a strong relationship between ambulance services and wider health and social care, with the hospital emergency departments, GP practices and NHS 111, as well as the 2026/27 planning guidance issued by NHS England, which has a target to cut the average wait time for a Category 2 ambulance call to 25 minutes by March 2027 with the aim of preventing unnecessary service use and implementing alternative care pathways (House of Commons Library, 2025).

Source: NHS England (2026) Ambulance Quality Indicators.

	TWO CURRENT CHALLENGES

Source: Nuffield Trust (2026) Ambulance response times.

		1. Hospital handover delays
A big problem with this service is the delay in hospital handover. Ambulances often line up outside A&E departments as beds and cubicles are full and they can't officially pass over their patients and then get back on the road. Handovers are supposed to take place within 15 minutes, no more than 45 minutes, and under national guidance, but many patients wait much longer inside the vehicle itself (Nuffield Trust, 2026). This is important as it could impact service users, by directly reducing the availability of ambulances to respond to fresh 999 calls, which is one of the most obvious factors contributing to missed service response-time targets across the country. It can also put the patient in another person's care under pressure and jeopardize their wellbeing, as the patient is spending many hours receiving care in a corridor instead of a clinical setting, and it can increase the pressure and fatigue on ambulance crews.
	2. Workforce pressure and rising demand
The second is labour constraints coupled with an increased demand. For over 10 years, calls have increased more rapidly than the staff and funding allocated to deal with them, in part because there is a higher proportion of elderly, more chronic, and more complex health problems. Independent reports have noted the high numbers of sickness and burnout among ambulance staff, the ageing of the vehicle fleet and recruitment and retention issues for qualified ambulance staff (House of Commons Library, 2025). This has implications for the service user as it may result in extended delay before an ambulance is available, more service calls being handled via telephone, and increased use of rapid-response cars (as opposed to full crewed cars). Sustained workforce pressure can also have an impact on staff wellbeing and retention over time, which can result in a vicious circle of staff shortages leading to increased pressure and, consequently, decreased appeal to new entrants.




	SERVICE PATHWAY & REFERENCES
Typical 999 Ambulance Service Pathway

Source: Compiled by the author from NHS England (2026) Ambulance Quality Indicators.
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[bookmark: _Toc234462007]Introduction
This essay focuses on community mental health services, which provide assessment, treatment and ongoing support to people experiencing mental illness outside hospital settings. It will examine the historical context which led to the transition from asylum to community service provision, critically analyse the current role of the service and explore the importance of the service to service users' independence, dignity and quality of life.
[bookmark: _Toc234462008]Origins and Historical Context
The origins of this service can be linked to the changing nature of psychiatric services since early 19th century when the asylum system became predominant (Burns, 2020). Steps were taken to move away from compulsory institutional care with the Mental Treatment Act of 1930, which facilitated voluntary admissions and outpatient clinics. Historically, this service developed further because large mental hospitals were predicted to close in the 1962 Hospital Plan and the management of care was devolved to local government in the National Health Service and Community Care Act 1990, thereby incorporating a mixed economy of care (Legislation UK, 1990). The National Service Framework for Mental Health then introduced a set of national standards and specialist community teams, such as crisis resolution and assertive outreach, instead of generic provision, to define teams that would be functional and targeted (Department of Health, 1999).
[bookmark: _Toc234462009]Current Functioning
In current practice, the service functions through multidisciplinary Community Mental Health Teams (psychiatrists, mental health nurses, social workers, occupational therapists and psychologists) who assess and support individuals referred by their GP, hospital or crisis services (NHS England, 2019). This has now been developed further in the NHS Long Term Plan - the Community Mental Health Framework, which combines primary care with specialist teams to increase access to therapy and social support. There is a strength in the current service in that it allows individuals to stay in their familiar environment, decreasing the need for costly hospital admissions. However, a limitation or challenge is access, as one in ten people wait 238 days or more for the second contact with adult community mental health services, while the median wait time between referral and second contact is 47 days (King's Fund, 2026). Despite making up more than one-fifth of the disease burden in England, mental illness receives less than one-tenth of NHS funding and services are stretched and staff are having to cope with high workloads and burnout (King's Fund, 2026).
[bookmark: _Toc234462010]Significance for Quality of Life
This service enhances quality of life, helps people to live independently and have a family and a job, and allows them to be part of their community instead of being stuck in an institution. Community based, recovery-oriented care is based on the principles of dignity and choice, encouraging the service user to be a partner in his or her care and treatment, rather than a passive patient, thus enhancing self-esteem and long-term commitment to treatment (Repper and Perkins, 2003). The stigma reduction also comes from the community provision as people recover within the community at normal social settings (work, local activity etc.) instead of secluded from the community. Emotional wellbeing is also fostered by consistency of relationship development with local teams and families have a larger part to play in the care plan than is offered on institutional based models. This is only achieved when services are adequately resourced, however, as waiting times vary and services differ, some individuals are subject to delay or lack of engagement before receiving appropriate services, reducing the independence and safety the model is aimed at protecting.
[bookmark: _Toc234462011]Conclusion
Overall, the service remains significant given that it is a fundamental change in approach from institutional control to enabling individuals to live well within their own communities. Although there are persistent issues in relation to funding, wait times and staffing capacity, community mental health services remain an integral component of modern health and social care services and continue to contribute to the recovery, independence and dignity of people in need.
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