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TASK 2
ESSAY TOPIC:
RESIDENTIAL CARE HOMES
Introduction
Residential care homes for elderly people are one of the most important, but historically contentious, areas of social care in contemporary Britain. Today they provide care for around 400,000 people of retirement age in the UK but have evolved significantly since their beginnings in the workhouse system of the nineteenth century. This essay explores the history of residential care, examines its effectiveness in the contemporary regulatory framework, and considers its value in improving the lives of service users.
The History of Residential Care
Residential care for older people in England has strong historical foundations in the Poor Law Amendment Act 1834 and the workhouse system. In pre-1900s days, the elderly with a life expectancy of less than 60 years were mainly maintained by their families or, in the most severe cases, parish relief. In 1834 this was drastically altered by the act, which established a punitive, deterrent system and saw the elderly poor, vagrants, the ill, and those with mental illness all housed together in large prison-like institutions (Thomson, 1983). 
This punitive building tradition continued into the twentieth century. Many local authority dwellings after the war were just converted workhouses and are documented by Hayashi (2015). Built as the Freebridge Lynn Union workhouse in 1836, Eastgate House was still in use with a ‘strictly utilitarian' construction and institutional practices that reflected the ‘Poor Law legacy, stigma, and pre-war measures and mentalities' long after the workhouse system was officially abolished (Hayashi, 2015). This institutional culture was based on cost containment, regimentation, and separation of married couples, all of which the Poor Law Commissioners explicitly argued was essential to the preservation of order (Thomson 1983).
The final break came with the National Assistance Act 1948, which officially ended the Poor Law and also imposed a statutory obligation on local authorities to provide residential provision for 'aged and disabled persons' who were unable to deal with the demands of their own care. (Scottish Government, 2014). It signaled the shift in philosophy that took place in relation to residential care from being a punishment for poverty to being a welfare entitlement. 

Current Functioning of Residential Care Homes
Today's residential care homes are held to a new standard of care and regulation and are funded in a very different way than previous generations. Since the 1980s successive governments have favoured a market-based approach to care, which has led to a "mixed economy of care, but with private sector predominance", in the words of the Scottish government (2014). 
The regulatory framework is based around the Care Quality Commission (CQC), who register and inspect all residential care homes in England under the Health and Social Care Act 2008. The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 make it a requirement that settings have adequate numbers of suitably qualified, competent, skilled and experienced staff in place that can meet the needs of people using the setting at all times (UK Parliament, 2025). 
Improving Quality of Life: Evidence from the Field
There is ongoing research that challenges negative perceptions about care homes as 'places of last resort' to highlight their contribution to the quality of people's lives in a more complex way. Substantial qualitative research by Brett et al. (2024), carried out in partnership with My Home Life England through extensive and detailed interviews with older residents, families and care staff, identified that "older people reported significantly more benefits to living in a care home than challenges".  In a recent Spanish case study, 77% of residents aged 65 and up found the satisfaction level in their dining services to be high, but the same study revealed that 40 residents had a very low satisfaction rate in the category of "lack of participation in management suggestions" (Gil-Lacruz et al., 2026). Most importantly, the study found that "more educated and autonomous residents rated the care home less favourably", meaning that the interpretation of the quality of life was closely related to the residents' autonomy and their capacity to make choices in the care home (Gil-Lacruz et al., 2026).
This discovery is consistent with other work on the conflict between institutional security and the autonomy of the residents. Bland (2005) showed that the orientation of care home staff is generally "safety and the avoidance of risk", which, "although benevolent in intention", is at odds with residents' wishes to be able to exercise independence, to be able to make choices and to maintain privacy. Börjesson and Torgé (2021) describe this as the basic paradox of residential care, the desire to provide a "home" in which individual and group care is embedded, yet where individual routines and schedules inevitably need to be sacrificed for group routines and schedules.
Conclusion
Residential care homes are no longer the harsh workhouses of the nineteenth century but are now subject to regulation and operate within a marketized system of welfare. Despite marked advances, including the end of the most humiliating institutional practices, and the introduction of enforceable measures of quality, there are still some tensions between safety and autonomy, between home hopes and institutional realities, and between private provision and public accountability. As the evidence indicates, the most successful homes are not only looked after but also actively encourage residents to participate, respect their independence and promote true communities, not just simply storage areas for those unable to live independently.
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AMBULANCE SERVICES: THE
MOBILE BACKBONE OF
EMERGENCY MEDICAL SYSTEMS

EXPLANATION OF THE AMBULANCE SERVICE

‘The ambulance service is a fundamental component of pre-hospital emergency medical systems worldwide. Its primary purpose is to provide immediate medical
care, stabilisation, and safe transportation for patients suffering from acute lliness or injury to definitive care facllities such s hospitals. Beyond emergency
response, modern ambulance services also encompass non-emergency patient transport (for example, dialysis appointments or hospital discharges), community
poramedicine progrommes, and disaster response coordination. The entire system is built around the clinical principle of the “Golden Hour” the understanding
that trauma patients have significantly higher survival rates when they receive definitive surgical care within 60 minutes of injury (McNicholl, 1994).
Key characteristics of the ambulance service include:

+ Ropid dispatch and response to 999/911 cals using computer-cided prioritisation systerms

« On-scene clinical and by trained or p

+ Safe patient transport with continuous monitoring en route to hospital.

+ Communication and coordination with emergency departments, police, fire services, and air ambulances.

« Non-emergency medical transport for vulnerable patients who cannot use private or public vehicles.

BRIEF HISTORY OF THE AMBULANCE SERVICE
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CURRENT FUNCTIONING OF THE AMBULANCE SERVICE

I contemporary haclicars systems, the ombulonce servce Gperates through @ structured and
Coordnoted sequence knawn a3 the Cham of Surviol. Eoch Stoge & desgned to mimss deoy ond
The currant oparotiona poces ndues th folowin steps:

=" Publc access and call hondling: When o member o the public il the emergency rumber (599 n
the UK, 511 i North Americo). o troined callaker onswers. Using compter-ded dispotch (CAD)
softwore ond clnicol rage to0ks such a3 NHS.Pothwous, the coll s cotegarised by Urgency (e
Cotegory for fe-threatening conditions).

+ Emorgency medicol dispotch (EMD Wikl an ombuiance is being mobiised, the colaker provides
pre-arrvl ntructions. Thesa moy incudo telephone CPR guidance, choking i o, o chidbeth
Gxsitonce. This st0p i criical for conditons e cordioe arest, where. every minute wihout
defirilotion recuces survvl by - 0%,

‘On-scena core: A typicl frontine amukance caries two techicions o poromedic, t east s of
whom s traned in advonced If support. Equipment includes o defbrilotor/monior, mechanical
Ventiotor, sucton unit, mtvbaton ki, £pinal boord. trouma. bag. and a rangs of medcations
(oerenaline, omiodarons, noloxons, and Glicose). On arrva, the crew assesses the patnt,
‘odminsters smergency trciment, and decdes o the most opprarots destnation hosptal
Transport and handover: During iranst, patent dota such as heart hgthm, blood pressure, ond
ugen soturaton 15 transmitied Sgtolly 1o the receming smergency department. Ths alows
Roseitl teams 1o prepare i odvance. Upan arvol, the ambulance crew delivers a tructured ccal
andover 10 smergency department Staf. i he UK, handover targets are ypcally 15 mites,
hougthis s often exceeded due 1o hospiolcrowding.

Post-hondover readiness: Afer the porint s ransferred, the amulance s restocked, ieoned, ond
redepioged 1 the et call Some services 0130 se "1anGBY POTS" ot StFege locaions o educe
Fesponse times i Hgh-demond oroce

WO CHALLENGES FACING THE AMBULANCE SERVICE

Challenge 1: Handover Delays (Hospital “Bed Block”)

Handover deloy oceurs when ambulance crews arive ot @ hospital emergency depariment but connot tronsfer the patient nto hospital core because no beds or soff are avalable. Poromedics ore:
forced to walt sometimes for several hours with the patient sil on the ambulance stretcher. Ths phenomenon, often called “bed block” or “ombulance offload delou.” has become o crsisin many
healthcore systams.
Specifc impacts of handover delaus include:

+ Reduced ombulance ovalloblty: W a crew i stuck at hospital, that vehicle camo respond o new 999 cals. In some regions, up o 30% of the ambulance fleet i tied up In handover queves Gt

ony given time.

+ Increosed response fimes: Deloyed handovers dirsctly correlote with longer response times for new emergencies,including heart attacks and strokes. Data from 2025 shows average Cotegory |
response times have worsened from 68 minutes (2019) 0 10.2 minutes in some urban areas (Notional Ambulance Dot Doshboard, 2024).
Worse patient outcomes: Delays in transferring patients with time-sensitive condiions (such as large vessel occlusion stroke or ST-slevation myocardial Infarcton) lead to higher rotes of
disabilty and death (U et o, 2026).
Crew frustrotion and fatigue: Poramedics report feelng professionally compromised when unable 1o deliver potients to definitve core.
Potential mitigations include employing dedicated ambulance offload nurses, creating oternate care pathways (e g. community urgent treatment centres), and implementing real-time dato sharing
betwen ambulance trusts ond hosptals.

Challenge 2: Workforce Mental Health and Burnout

Poramedicine i widely recognised as one of the most psychalogically demanding heolthcare professions. Ambulance staff ore repeatedy exposed to traumatic events, including paediotric cordioc
arrests, svicde attemps,vilent ossaults, moss casualty incidents, and end-of-life care in undignified settings. Combined with long shifts (tuplcally 12 hours), chronic understaffing, and poor public
behaviour,these factors produce high rotes of mental iness and burnout.

Key statstcs ond consequences incluce:

A UK national survey found that one In three ambulance stff reported experiencing suicidol thoughs o some point n thelr coreer (Eaton-Willams et o, 2020).

+ Post-troumatic stress disorder (PTSD) prevolence among poramedics s estimoted ot 15-22%, compared to opproximately 4% n the general population

+ High turmover rates ore costy. Troining @ sngle paromed replocement costs on estimated £50,000 or mre, and many newly quolfed stoff leave withn two years.

+ Fotique-related cliicol errors increase significantly when crews work excessive overtime without adequate rest breks.

Potential mitigations include mandatory psychological debriafing ofter crtical ncidents, aceess to trouma-Informed clincal supervision,regulated rest breaks, and shft pattern reform thot ovoids
chronic circadion disruption.

CONCLUSION

Ambulance services have evolved dramatically from battlefield wagons to mobile intensive care units equipped with advanced diagnostic and
therapeutic technology. They now provide lifesaving interventions before hospital arrival, making them indispensable to any modern healthcare
system. However, two major challenges prolonged handover delays due to hospital bed block and escalating rates of paramedic burnout and
mental iliness currently threaten both service reliabllity and staff wellbeing. Without systemic investment in hospital capacity, real-time data
integration, and comprehensive mental health support for frontline crews, the ambulance service cannot sustain its critical role. Addressing these
challenges is not optional; tis essential for protecting both patients and the professionals who serve them.





