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[bookmark: Introduction_]Introduction
This report recommends how Birmingham City Council should respond to insufficient community mental health provision. During 2023/24, Birmingham recorded approximately 16,400 new diagnoses of depression among adults, while almost 17,500 residents had severe mental disorders (Birmingham City Council, 2025). This indicates a substantial local need. If local capacity is insufficient, delayed support may allow people's health to worsen and lead to more restrictive or expensive care.
The Care Quality Commission upgraded the Trust's community mental health services for working-age adults from requires improvement to good in 2024 (Care Quality Commission, 2024). This shows that the quality of care has improved, but it does not necessarily mean there are enough services. Inspections look at standards of care, while a shortage is about whether people can get support quickly and fairly. The Trust's 2026-2031 strategy prioritises prevention, early help and neighbourhood provision (Birmingham and Solihull Mental Health NHS Foundation Trust, 2026a). The council should therefore look at waiting times, rejected referrals and staff shortages as well as prevalence figures before deciding how large the shortage is.
[bookmark: Impact_on_the_community_]Impact on the community
When timely community support is unavailable, manageable mental health difficulties may develop into crises. This can worsen health, place strain on families and increase avoidable use of emergency or inpatient services.
Residents experiencing poverty, insecure housing, language barriers, disability or discrimination may find fragmented referral systems particularly difficult to navigate. Residents may need mental health treatment combined with assistance concerning housing, employment, welfare benefits, safeguarding and daily living.
Part 1 of the Care Act 2014 provides the legal basis for council action. Section 1 concerns wellbeing; section 2 requires prevention; section 3 requires integration with health provision; and sections 4 and 5 address accessible information and a diverse, sustainable care market (Care Act 2014; Department of Health and Social Care, 2025). This does not mean that the council is solely responsible for NHS clinical services. However, it must assess social-care needs, prevent problems from getting worse, support a suitable range of services and work with NHS partners.

[bookmark: Recommended_response_]Recommended response
Birmingham City Council should jointly commission a phased neighbourhood programme with the Integrated Care Board, mental health trust, primary care and voluntary organisations. Hubs should combine practitioners with social workers, housing and welfare advisers, employment support and peer organisations. A single triage route would reduce repeated assessments and connect treatment with the social conditions affecting recovery. Purchasing appointments alone would leave fragmented pathways intact, while digital-only access could deepen exclusion. For these reasons, integrated hubs are the better option, as long as face-to-face and specialist support is still available.
The proposal extends an existing model rather than creating a parallel system. Birmingham's first Neighbourhood Mental Health Centre opened in 2026 (Birmingham and Solihull Mental Health NHS Foundation Trust, 2026b). The council should test expansion first in neighbourhoods showing the greatest combination of unmet need, deprivation and crisis-service use. Residents, carers and trusted community organisations should help design culturally responsive and accessible support. These measures would put the prevention and information duties in sections 2 and 4 of the Care Act into practice.
The council and Integrated Care Board should publish responsibilities for funding, safeguarding, information sharing and referrals. A workforce plan must address recruitment and retention rather than relocate scarce staff. However, commissioners would still need to monitor quality and should not place clinical responsibilities on small organisations that are not equipped to manage them.
Before expanding the programme, the council should record current waiting times, rejected referrals, staff vacancies, repeat crisis contacts and inequalities. A 12-month pilot should measure time to assessment, wellbeing, carer experience, underserved-group engagement and preventable emergency use. The council should consider both cost and quality, because a cheaper service may lead to higher crisis-care costs later. The pilot should be reviewed every three months.
[bookmark: Conclusion_]Conclusion
Birmingham has substantial and unequal demand for community mental health support, although prevalence and inspection data alone cannot quantify the precise capacity gap. A phased, jointly governed neighbourhood model is justified because it integrates preventive, clinical and practical assistance while addressing fragmented access. Clear accountability, workforce planning and outcome evaluation would make the recommendation both realistic and consistent with Part 1 of the Care Act 2014. Its success should ultimately be judged by timely, equitable access and improved independence, not simply by activity levels.
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[bookmark: Ambulance_services_origins_contemporary_]Ambulance services origins contemporary functions and contribution to quality of life This essay argues that ambulance services enhance quality of life because they have evolved from transport organisations into mobile urgent-care providers, although their effectiveness now depends on the wider health and care system. Organised battlefield evacuation influenced their origins, while nineteenth-century urbanisation, infectious disease and industrial injury created comparable civilian need. Britain's early provision remained fragmented among hospitals, councils and voluntary organisations. London's first permanent ambulance service began in 1883 with horse-drawn transport for infectious-disease patients (London Ambulance Service NHS Trust, no date). The World Wars further demonstrated the value of coordinated evacuation and early care (Pollock, 2013). The service developed as needs changed.
The creation of the NHS in 1948 was decisive: ambulance access became part of universal healthcare, although local authorities initially operated services (Clement, 2023). Responsibility transferred to NHS health authorities in 1974, and later reorganisations created today's regional trusts. Universal access improved fairness, although coordinating community and hospital care remains difficult.
Clinical practice developed alongside organisation. Resuscitation, trauma care and mobile coronary care encouraged advanced training during the 1960s, and the 1966 Millar Report introduced a new syllabus for English ambulance staff (Brooks et al., 2016). Paramedic education and professional regulation subsequently supported a transition from 'stretcher bearer' to autonomous practitioner (Makrides et al., 2022). Contemporary paramedics assess risk, administer medicines, provide life support and decide whether referral, treatment at home or hospital conveyance is appropriate. This requires training and referral pathways.
England's 11 NHS ambulance services receive calls through 999, 112 and some NHS 111 pathways. Clinical assessment assigns response categories according to urgency: Category 1 covers immediately life-threatening events such as cardiac arrest, whereas Category 2 includes suspected heart attack and stroke (NHS England, 2026a). Telephone advice, treatment and referral now extend the role beyond transport.
Performance data demonstrate this broader role. In March 2026 services answered 821,753 emergency calls and attended 661,327 incidents face to face, yet only 391,020 patients were transported to an emergency department. Approximately 18.5% of incidents were resolved by telephone and 28.7% at the scene (NHS England, 2026b). Avoiding unnecessary conveyance can preserve independence and reduce emergency-department pressure. However, these figures are activity measures, not proof that every non-conveyance was appropriate; safety depends on follow-up access and rates of repeat contact.

Ambulance care can protect quality of life most directly through time-critical intervention. Among patients resuscitated after cardiac arrest in November 2025, 29% had spontaneous circulation on hospital arrival; thirty-day survival was 10% overall and 31% in the comparator group with more favourable circumstances (NHS England, 2026b). Survival can preserve relationships, employment and independence, while rapid stroke and heart-attack pathways may reduce
long-term disability. Nevertheless, ambulance response is only one contributor: patient characteristics, bystander action and hospital treatment also affect outcomes. The figures show that ambulances make an important contribution, but they cannot show that ambulance care was the only reason for these outcomes.
Current performance also limits these benefits. In March 2026 the average Category 1 response was seven minutes 46 seconds against a seven-minute standard, while Category 2 averaged 26 minutes 18 seconds against an 18-minute standard. Average hospital handover time was 26 minutes 10 seconds (NHS England, 2026b). Patients can become worse while waiting, and crews delayed outside hospitals cannot answer other calls. Pressure inside hospitals therefore reduces the number of ambulances available in the community.
Ambulances increasingly operate as a safety net for chronic illness, mental-health crises, minor conditions and unmet social-care needs (Eaton, 2023). Treatment at home may be more suitable than hospital, but it also carries a risk of incorrect diagnosis. Adding vehicles alone is therefore unlikely to solve delays if crews remain trapped at hospitals or patients lack safe alternatives. Sustainable improvement requires adequate staffing, rapid handovers and dependable community referral pathways, with audit of adverse outcomes and repeat calls.
Ambulance services have evolved into mobile healthcare providers whose value lies in clinical judgement as well as speed. They enhance quality of life through urgent treatment, reassurance, specialist pathways and safe avoidance of hospitalisation. However, slow responses, staff shortages and handover delays reduce these benefits. Treating people at home can also create risks if suitable follow-up care is unavailable. The evidence shows that ambulance performance depends on hospitals, primary care and social care, not only on ambulance trusts. Investment should combine staffing and fleet capacity with faster handovers and audited alternatives to emergency departments. Success should be judged through outcomes and fair access, not activity alone.
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