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✦ TASK 1

Tai. Kay
20 Station  Road
Northfield
Birmingham
B31 2LP

Date: 20 November 2025

Councillor Sue Fisher
Birmingham City Council
Council House
Victoria Square
Birmingham
B1 1BB


Dear Councillor Fisher

Re: Urgent Need to Strengthen Community Mental Health Services in Northfield

I am writing to draw your attention to the growing shortage of accessible and adequately funded community mental health services within the Northfield area. This gap poses significant risks to the well-being, independence, and safety of vulnerable adults, and it contradicts the duties placed upon local authorities under Part One of the Care Act 2014.

The Care Act 2014 emphasises the legal responsibility of local authorities to promote individual well-being, prevent the escalation of mental health needs, and ensure that adults receive appropriate care and support within their communities (Care Act 2014, s.1–5). Unfortunately, current provision in Northfield does not align with these statutory obligations. As demand for mental health support increases, local services remain overstretched, with long waiting times, reduced home-based interventions, and limited crisis-prevention services. This leaves many individuals without the early intervention required to avoid deterioration.

Local voluntary organisations have reported a sharp rise in residents who cannot access timely psychological support. Many individuals experiencing anxiety, depression, psychosis, or complex trauma are being referred to services outside the area, creating further barriers to engagement. This is particularly concerning given the Care Act’s focus on prevention, which requires local authorities to put systems in place that avoid or delay the development of more serious mental health needs (Care Act 2014, s.2). When early help is not available, needs escalate, resulting in hospital admissions, safeguarding risks, homelessness, and increased pressure on emergency services.

Furthermore, communities across Northfield—including young adults, isolated older people, and individuals facing economic hardship—are disproportionately affected by current service gaps. Social factors such as poverty, housing insecurity, and unemployment all increase vulnerability to mental health difficulties. The Care Act recognises the importance of addressing these wider determinants of well-being, and local authorities have a statutory duty to ensure that services are accessible, inclusive, and responsive to local needs.

I therefore urge Birmingham City Council to consider the following actions:
1. Increase funding for community-based mental health teams to ensure that assessments, home visits, therapy, and crisis support are delivered promptly.
2. Expand preventative and early-intervention services, in line with the duties established under Section 2 of the Care Act 2014.
3. Strengthen collaboration between mental health providers, GPs, housing services, and voluntary organisations to improve continuity of care.
4. Commission additional culturally sensitive mental health programmes that address diverse community needs.
5. Improve local awareness campaigns to ensure residents know how to access support.

Strengthening mental health services is not only a statutory requirement but also a vital investment in the health, safety, and resilience of our community. I trust that you will treat this matter with urgency and welcome further dialogue on practical next steps.

Yours sincerely,
Tai Kay



✦ TASK 2

Community Antenatal Midwifery Services – History and Challenges (900 Words)

Introduction

Community antenatal midwifery services form a central part of maternity care in the UK, supporting pregnant women from early pregnancy through to birth. These services aim to provide accessible, person-centred, and holistic care that promotes maternal and infant well-being. Over the past decade, significant structural pressures have affected antenatal care delivery, contributing to workforce shortages, widening health inequalities, and declining maternal satisfaction (RCM, 2023). This essay explores a brief history of antenatal midwifery services, followed by an in-depth analysis of two major challenges faced within the last ten years: midwifery workforce shortages and rising inequalities in maternity outcomes. Throughout the discussion, relevant communication theory, including David Berlo’s SMCR model, is integrated to demonstrate how effective communication underpins high-quality antenatal care. The essay concludes by proposing solutions to strengthen service provision.



Brief History of Antenatal Midwifery Services

Midwifery in the UK has evolved from an informal community-based practice to a regulated, professionalised service. The 1902 Midwives Act formalised training and registration, while the creation of the NHS in 1948 integrated midwifery into universal maternity care (Donnison, 1988). By the 1970s and 1980s, antenatal services shifted toward a more medicalised model, centred around obstetricians. However, modern maternity policy—including Better Births (NHS England, 2016)—emphasised continuity of care, personalised planning, and community-based support. Today, community midwives conduct antenatal clinics, home visits, health education, safeguarding assessments, and referrals. Despite policy progress, structural pressures have intensified over the last decade, threatening the quality and accessibility of antenatal care.



Challenge 1: Workforce Shortages and Service Pressures

One of the most critical challenges affecting antenatal midwifery services is the prolonged workforce shortage. The Royal College of Midwives (2023) reports a deficit of over 2,500 midwives in England, with many leaving the profession due to burnout, stress, and unsafe workloads. This shortage is particularly acute in community teams, where midwives manage large caseloads, travel distances, and complex safeguarding responsibilities.

The consequences for antenatal care are severe. Research shows that midwives facing excessive workloads struggle to provide continuity, which is essential for building trust, improving maternal outcomes, and reducing anxiety (Sandall et al., 2016). When continuity is lost, communication deteriorates, risk assessment becomes inconsistent, and women report feeling unsupported.

Here, David Berlo’s SMCR communication model (Source–Message–Channel–Receiver) is highly relevant. Effective antenatal care relies on clear, accurate communication between midwives (source) and pregnant women (receiver). However, workforce shortages disrupt the communication channel; rushed appointments, cancelled visits, and reduced relational continuity weaken the message, leading to misunderstandings and poorer outcomes.

Furthermore, high caseloads contribute to increased clinical risk. The MBRRACE-UK (2022) report identifies staffing pressures as a contributing factor in several maternal deaths, particularly where delays in escalation or missed symptoms occurred. This highlights the profound safety implications of workforce shortages.

In-depth analysis shows that this challenge is not simply numeric—it is systemic. Contributing factors include:
• Limited training capacity, reducing the number of newly qualified midwives.
• Retention problems, linked to emotional exhaustion and lack of career progression (RCM, 2021).
• Increasing clinical complexity, including rising maternal age, obesity, and pre-existing conditions.
• Post-pandemic pressures, which have intensified staff sickness and backlogs.

Thus, workforce shortages undermine the principles of safe, personalised maternity care and weaken the communication processes essential to effective clinical decision-making.



Challenge 2: Widening Inequalities in Maternity Outcomes

A second major challenge relates to persistent and widening inequalities in antenatal outcomes across different socioeconomic and ethnic groups. Data from MBRRACE-UK (2023) shows that Black women remain up to four times more likely to die during pregnancy or shortly after birth compared to White women, while Asian and mixed-ethnicity women also face disproportionately high risks.

These disparities reflect structural inequalities in access, communication, and responsiveness within antenatal services. Women from deprived backgrounds often experience barriers such as:
• Limited access to early antenatal appointments
• Language barriers
• Poor continuity of midwife-led care
• Reduced trust in health services
• Social stressors such as housing instability, poverty, and discrimination (Knight et al., 2022)

Communication plays a crucial role in this challenge. According to Berlo’s SMCR model, effective communication depends on shared social systems between sender and receiver. When cultural, linguistic, or experiential differences exist between midwives and service users, the “Message” becomes harder to interpret accurately. Miscommunication can lead to misunderstood symptoms, lower engagement with antenatal education, and reduced adherence to care plans.

In addition, structural inequalities mean that women from minority backgrounds may feel unheard or dismissed during antenatal appointments. This undermines trust—an essential foundation for safe maternity care.

The challenge has worsened over the past decade due to widening deprivation, overstretched community services, and social factors such as the cost-of-living crisis. Without meaningful reform, inequalities will continue to shape maternal morbidity and mortality.

⸻———————————————————————

Conclusion and Recommendations

Both workforce shortages and widening inequalities pose significant risks to the quality, safety, and accessibility of community antenatal midwifery services. Addressing these challenges requires coordinated national and local strategies. Strengthening the workforce must include increased training places, improved retention initiatives, and better mental-health support for midwives; recent data shows that understaffing remains a persistent issue across English maternity units.  ￼ Caseload limits should be enforced to ensure safe practice and enable continuity of care, which robust evidence links to improved maternal and neonatal outcomes.  ￼

To address inequalities, maternity services must embed culturally safe care, expand interpreter provision, and increase targeted outreach in deprived communities. Emerging surveillance for perinatal mortality highlights stark disparities tied to deprivation and ethnicity, demanding that antenatal care services adapt to serve all populations equitably.  ￼ Communication training grounded in Berlo’s SMCR model can enhance midwives’ ability to adapt messages to social and cultural contexts, improving understanding and trust across diverse service users. Structural reforms should also include better data monitoring, investment in local community hubs, and policies addressing housing, poverty, and social disadvantage — factors recognised as social determinants of maternal health inequities.  ￼

By implementing these evidence-based solutions, the NHS can strengthen antenatal services and ensure that all women—regardless of background—receive safe, compassionate, and equitable maternity care. Ultimately, improving staffing, communication, and inclusivity will contribute to better outcomes for mothers and babies, and uphold the ethical, legal and professional responsibilities of the health and social care sector.

⸻———————————————————————
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✦ TASK 1

Tai. Kay
20 Station  Road
Northfield
Birmingham
B31 2LP

Date: 20 November 2025

Councillor Sue Fisher
Birmingham City Council
Council House
Victoria Square
Birmingham
B1 1BB


Dear Councillor Fisher

Re: Urgent Need to Strengthen Community Mental Health Services in Northfield

I am writing to draw your attention to the growing shortage of accessible and adequately funded community mental health services within the Northfield area. This gap poses significant risks to the well-being, independence, and safety of vulnerable adults, and it contradicts the duties placed upon local authorities under Part One of the Care Act 2014.

The Care Act 2014 emphasises the legal responsibility of local authorities to promote individual well-being, prevent the escalation of mental health needs, and ensure that adults receive appropriate care and support within their communities (Care Act 2014, s.1–5). Unfortunately, current provision in Northfield does not align with these statutory obligations. As demand for mental health support increases, local services remain overstretched, with long waiting times, reduced home-based interventions, and limited crisis-prevention services. This leaves many individuals without the early intervention required to avoid deterioration.

Local voluntary organisations have reported a sharp rise in residents who cannot access timely psychological support. Many individuals experiencing anxiety, depression, psychosis, or complex trauma are being referred to services outside the area, creating further barriers to engagement. This is particularly concerning given the Care Act’s focus on prevention, which requires local authorities to put systems in place that avoid or delay the development of more serious mental health needs (Care Act 2014, s.2). When early help is not available, needs escalate, resulting in hospital admissions, safeguarding risks, homelessness, and increased pressure on emergency services.

Furthermore, communities across Northfield—including young adults, isolated older people, and individuals facing economic hardship—are disproportionately affected by current service gaps. Social factors such as poverty, housing insecurity, and unemployment all increase vulnerability to mental health difficulties. The Care Act recognises the importance of addressing these wider determinants of well-being, and local authorities have a statutory duty to ensure that services are accessible, inclusive, and responsive to local needs.

I therefore urge Birmingham City Council to consider the following actions:
1. Increase funding for community-based mental health teams to ensure that assessments, home visits, therapy, and crisis support are delivered promptly.
2. Expand preventative and early-intervention services, in line with the duties established under Section 2 of the Care Act 2014.
3. Strengthen collaboration between mental health providers, GPs, housing services, and voluntary organisations to improve continuity of care.
4. Commission additional culturally sensitive mental health programmes that address diverse community needs.
5. Improve local awareness campaigns to ensure residents know how to access support.

Strengthening mental health services is not only a statutory requirement but also a vital investment in the health, safety, and resilience of our community. I trust that you will treat this matter with urgency and welcome further dialogue on practical next steps.

Yours sincerely,
Tai Kay




✦ TASK 2

Community Antenatal Midwifery Services – History and Challenges 

Introduction

Community antenatal midwifery services form a central part of maternity care in the UK, supporting pregnant women from early pregnancy through to birth. These services aim to provide accessible, person-centred, and holistic care that promotes maternal and infant well-being. Over the past decade, significant structural pressures have affected antenatal care delivery, contributing to workforce shortages, widening health inequalities, and declining maternal satisfaction (RCM, 2023). This essay explores a brief history of antenatal midwifery services, followed by an in-depth analysis of two major challenges faced within the last ten years: midwifery workforce shortages and rising inequalities in maternity outcomes. Throughout the discussion, relevant communication theory, including David Berlo’s SMCR model, is integrated to demonstrate how effective communication underpins high-quality antenatal care. The essay concludes by proposing solutions to strengthen service provision.




Brief History of Antenatal Midwifery Services

Midwifery in the UK has evolved from an informal community-based practice to a regulated, professionalised service. The 1902 Midwives Act formalised training and registration, while the creation of the NHS in 1948 integrated midwifery into universal maternity care (Donnison, 1988). By the 1970s and 1980s, antenatal services shifted toward a more medicalised model, centred around obstetricians. However, modern maternity policy—including Better Births (NHS England, 2016)—emphasised continuity of care, personalised planning, and community-based support. Today, community midwives conduct antenatal clinics, home visits, health education, safeguarding assessments, and referrals. Despite policy progress, structural pressures have intensified over the last decade, threatening the quality and accessibility of antenatal care.

Challenge 1: Workforce Shortages and Service Pressures

One of the most critical challenges affecting antenatal midwifery services is the prolonged workforce shortage. The Royal College of Midwives (2023) reports a deficit of over 2,500 midwives in England, with many leaving the profession due to burnout, stress, and unsafe workloads. This shortage is particularly acute in community teams, where midwives manage large caseloads, travel distances, and complex safeguarding responsibilities.

The consequences for antenatal care are severe. Research shows that midwives facing excessive workloads struggle to provide continuity, which is essential for building trust, improving maternal outcomes, and reducing anxiety (Sandall et al., 2016). When continuity is lost, communication deteriorates, risk assessment becomes inconsistent, and women report feeling unsupported.

Here, David Berlo’s SMCR communication model (Source–Message–Channel–Receiver) is highly relevant. Effective antenatal care relies on clear, accurate communication between midwives (source) and pregnant women (receiver). However, workforce shortages disrupt the communication channel; rushed appointments, cancelled visits, and reduced relational continuity weaken the message, leading to misunderstandings and poorer outcomes.

Furthermore, high caseloads contribute to increased clinical risk. The MBRRACE-UK (2022) report identifies staffing pressures as a contributing factor in several maternal deaths, particularly where delays in escalation or missed symptoms occurred. This highlights the profound safety implications of workforce shortages.

In-depth analysis shows that this challenge is not simply numeric—it is systemic. Contributing factors include:
• Limited training capacity, reducing the number of newly qualified midwives.
• Retention problems, linked to emotional exhaustion and lack of career progression (RCM, 2021).
• Increasing clinical complexity, including rising maternal age, obesity, and pre-existing conditions.
• Post-pandemic pressures, which have intensified staff sickness and backlogs.

Thus, workforce shortages undermine the principles of safe, personalised maternity care and weaken the communication processes essential to effective clinical decision-making.

Challenge 2: Widening Inequalities in Maternity Outcomes

A second major challenge relates to persistent and widening inequalities in antenatal outcomes across different socioeconomic and ethnic groups. Data from MBRRACE-UK (2023) shows that Black women remain up to four times more likely to die during pregnancy or shortly after birth compared to White women, while Asian and mixed-ethnicity women also face disproportionately high risks.

These disparities reflect structural inequalities in access, communication, and responsiveness within antenatal services. Women from deprived backgrounds often experience barriers such as:
• Limited access to early antenatal appointments
• Language barriers
• Poor continuity of midwife-led care
• Reduced trust in health services
• Social stressors such as housing instability, poverty, and discrimination (Knight et al., 2022)

Communication plays a crucial role in this challenge. According to Berlo’s SMCR model, effective communication depends on shared social systems between sender and receiver. When cultural, linguistic, or experiential differences exist between midwives and service users, the “Message” becomes harder to interpret accurately. Miscommunication can lead to misunderstood symptoms, lower engagement with antenatal education, and reduced adherence to care plans.

In addition, structural inequalities mean that women from minority backgrounds may feel unheard or dismissed during antenatal appointments. This undermines trust—an essential foundation for safe maternity care.

The challenge has worsened over the past decade due to widening deprivation, overstretched community services, and social factors such as the cost-of-living crisis. Without meaningful reform, inequalities will continue to shape maternal morbidity and mortality.


Conclusion and Recommendations

Both workforce shortages and widening inequalities pose significant risks to the quality, safety, and accessibility of community antenatal midwifery services. Addressing these challenges requires coordinated national and local strategies. Strengthening the workforce must include increased training places, improved retention initiatives, and better mental-health support for midwives; recent data shows that understaffing remains a persistent issue across English maternity units.  ￼ Caseload limits should be enforced to ensure safe practice and enable continuity of care, which robust evidence links to improved maternal and neonatal outcomes.  ￼

To address inequalities, maternity services must embed culturally safe care, expand interpreter provision, and increase targeted outreach in deprived communities. Emerging surveillance for perinatal mortality highlights stark disparities tied to deprivation and ethnicity, demanding that antenatal care services adapt to serve all populations equitably.  ￼ Communication training grounded in Berlo’s SMCR model can enhance midwives’ ability to adapt messages to social and cultural contexts, improving understanding and trust across diverse service users. Structural reforms should also include better data monitoring, investment in local community hubs, and policies addressing housing, poverty, and social disadvantage — factors recognised as social determinants of maternal health inequities.  

By implementing these evidence-based solutions, the NHS can strengthen antenatal services and ensure that all women—regardless of background—receive safe, compassionate, and equitable maternity care. Ultimately, improving staffing, communication, and inclusivity will contribute to better outcomes for mothers and babies, and uphold the ethical, legal and professional responsibilities of the health and social care sector.
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