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At the core of community mental health is the 
philosophy of recovery. Recovery emphasises hope, 

personal agency, and the belief that people with severe 
or enduring mental health conditions can still achieve 
fulfilling lives when adequately supported (Anthony, 

1993). CMH services typically rely on multidisciplinary 
teams that combine clinical interventions with social, 

physical, and practical support. This holistic approach 
ensures that treatment addresses the “whole person,” 

including their relationships, housing, employment, and 
physical health, rather than focusing narrowly on 

diagnosis or symptoms (Barker, 2009).

Deinstitutionalisation and Its Challenges (1970s–1990s)
While deinstitutionalisation reduced reliance on hospitals, it 
also exposed major weaknesses in service provision. Many 
community services were underfunded or never fully 
developed. This led to “transinstitutionalisation,” where 
individuals moved from hospitals into prisons, nursing 
homes, or homelessness rather than receiving effective 
community care (Lamb & Bachrach, 2001; Torrey, 1997).

Critical Challenges Facing 
Community Mental Health 
Services

Despite progress, serious 
challenges remain. One major 
issue is the “severity gap,” 
where individuals are deemed 
too unwell for primary care but 
not unwell enough for specialist 
services (NHS England, 2019). 
This often results in delayed 
care until crisis point, creating a 
“revolving door” pattern of 
admission and discharge 
(Appleby et al., 2017; Thornicroft 
& Tansella, 2004).

A Brief History: From Asylums to the Community
The development of community mental health must be understood in the context of the historical 
shift from institutionalisation to deinstitutionalisation. This transition was driven by changes in 
medical knowledge, human rights advocacy, and economic policy, and represented a fundamental 
rethinking of ethical mental healthcare (Shorter, 1997; Thornicroft & Tansella, 2004).

The Era of the Asylum (1800s–1950s)
During the 19th and early 20th centuries, asylums were the dominant model of care for people with mental illness. 
Initially, these institutions were intended to provide “moral treatment” in calm, structured environments. However, by 
the early 20th century, many had become overcrowded and custodial, offering little therapeutic benefit (Scull, 
2015). 

Modern Functions of Community Mental Health Services 
(2026)
In 2026, community mental health services operate as hubs for 
long-term recovery, aiming to stabilise individuals within their own 
environments (Thornicroft et al., 2011). According to the WHO 
(2021), modern CMH services are structured around four core 
pillars.

Community mental health (CMH) represents a significant transformation in how mental illness is understood and treated within society. Rather 
than relying on long-term institutional care, CMH focuses on providing accessible, person-centred support within local communities 
(Thornicroft & Tansella, 2004). This shift reflects a broader recognition that mental health recovery is not solely about symptom reduction, but 
about enabling individuals to live meaningful, autonomous lives. Community-based services aim to offer care close to home, reduce stigma, 
and promote social inclusion by integrating mental healthcare into everyday environments (World Health Organization [WHO], 2013).
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The Evolution and Impact of Community Antenatal Midwifery Services 

The maternity care landscape has evolved dramatically over the last century, shifting from a home-based, woman-centered foundation 
to a highly clinical institutionalisation before returning to a community-based model (Oakley, 1984; Downe, 2015). Community 
antenatal midwifery services are a crucial component of modern healthcare, emphasising accessibility, continuity of care, and the 
general health of the mother and child (Sandall et al., 2016). 

Origins and Historical Context 

The history of community midwifery extends back to the dawn of society. In the past, the "handywoman" or lay midwife provided help in 
the home and was a mainstay of the neighbourhood (Towler and Bramall, 1986). However, the formalisation of these services began in 
the late 19th and early 20th centuries. The passage of the Midwives Act in 1902 marked a major turning point in the UK, requiring formal 
training and establishing midwifery a protected profession (UK Parliament, 1902). 

How these services were developed was significantly influenced by the sociopolitical environment of the post-war period. There was a 
push for hospital births when the National Health Service (NHS) was established in 1948. This was predicated on the Peel Report (1970), 
which claimed that hospital delivery was safer (Department of Health, 1970). As a result, prenatal care became more standardised and 
clinically focused, leading to the medicalisation of pregnancy (Scamell, 2014). 

But by the 1990s, a movement against it had started. The important Changing Childbirth (1993) report called for a return to woman-centered 
care, saying that pregnancy is a normal part of life and not a medical condition (Department of Health, 1993). This change in policy set the 
stage for the modern community-based antenatal framework that is used today. 

Critical Evaluation of Modern Functions 

Community prenatal services are currently the primary point of contact for expectant mothers in the NHS (NHS England, 2016). These 
services are typically o]ered through home visits, general practitioner o]ices, or community clinics. A crucial element of the modern 
model is the Continuity of Carer approach, which aims to ensure that women receive support from the same midwife or small team 
during pregnancy, delivery, and the postnatal phase (Sandall et al., 2016). 

When adequately resourced, community antenatal midwifery enables: 



Early risk screening, which includes spotting issues such gestational diabetes and pre-eclampsia (NICE, 2021). 
 
Psychosocial support, which enables midwives to spot domestic violence, mental health issues, and safeguarding concerns that would 
not be mentioned in hospital settings (RCM, 2018). 

But there are still major obstacles. Rising caseloads and nationwide sta]ing shortages frequently disrupt continuity by limiting 
appointments to task-focused, "tick-box" interactions rather than comprehensive evaluations (RCM, 2022). Additionally, despite its 
inclusive goals, socioeconomic disadvantage, digital exclusion, and language barriers may prevent vulnerable populations from 
accessing community prenatal care (Marmot et al., 2020). 

Enhancing Quality of Life 

It is commonly known that community-based prenatal care improves quality of life. Decentralising services improves equity of access to 
maternity care by cutting down on travel expenses and time (NHS England, 2016). 
 
According to Downe et al. (2018), community care promotes psychological autonomy and empowerment during pregnancy, a time that 
is frequently linked to vulnerability and anxiety. According to research, women who receive midwife-led continuity of care are more 
satisfied with their treatment, have fewer preterm births, and need less intervention (Sandall et al., 2016). 

Conclusion 

The profession's ability to recover maternity care from over-medicalization is demonstrated by community antenatal midwifery 
programs. The return to community-based, midwife-led models is crucial for comprehensive maternal and newborn health, despite the 
fact that past policy changes forced births into hospital settings (WHO, 2016). The ongoing challenge lies in securing sustainable 
funding and sta]ing to ensure that all individuals can access personalized, respectful, and continuous care. 
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