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AMBULANCE SERVICES IN THE UK
Emergency care from the first call to the community
	WHAT IS THE SERVICE?
	CURRENT FUNCTIONING

	Ambulance services provide 24-hour urgent and emergency healthcare. They receive 999 and urgent referrals, assess the seriousness of each case, give telephone advice and send the most suitable response. Paramedics can treat people at the scene, refer them to community services or take them to hospital. The service is therefore more than transport: it is a mobile clinical service linking emergency, primary, mental-health and community care (NHS England, 2025a).
BRIEF HISTORY
	1904
	1937
	1948
	1970s
	1980s
	2017

	Petrol ambulance
	999 begins
	NHS provision
	NHS control
	Digital control
	Four categories


The service developed from local patient transport into a regulated clinical profession. London introduced a petrol ambulance in 1904 and the 999 number began in 1937. The NHS created universal ambulance provision in 1948. From the 1970s, services moved into NHS control, while defibrillators, air ambulances and computerised control rooms expanded during the 1980s. Later reforms placed greater emphasis on paramedic-led care and clinical priority rather than automatic transport to hospital (London Ambulance Service NHS Trust, n.d.; NHS England, 2025a).
	A typical patient pathway
	1 Call
	2 Triage
	3 Response
	4 Care
	5 Outcome
	6 Handover

	999/referral
	Priority set
	Advice or crew
	Assess/treat
	Home/referral/hospital
	Responsibility transfers


1. Call and triage: Call handlers identify immediate danger, symptoms and location, then assign a clinical priority.
2. Match the response: The patient may receive an ambulance, rapid-response clinician, telephone advice or referral.
3. Assess and treat: Clinicians examine the patient, provide emergency treatment and consider wider needs.
4. Choose the outcome: The person may remain at home, be referred to another service or be taken to hospital.
5. Handover: When hospital care is required, clinical information and responsibility are transferred so the crew can return to service (NHS England, 2024; NHS England, 2025c).

	PERFORMANCE DATA
	WHAT THE FIGURES SHOW

	• 999 calls answered in May 2025: 800,660
• Incidents conveyed to A&E: 383,664
• Average Category 2 response: 27 minutes 54 seconds
• Calls managed through “Hear and Treat” since March 2024: 16%
	Only 47.9% of answered 999 calls resulted in conveyance to an emergency department. The average Category 2 response was 9 minutes 54 seconds above the 18-minute NHS standard, although it remained below the 30-minute operational target for 2025/26. These figures show why telephone assessment, treatment at scene and community referral are important for protecting emergency capacity (NHS England, 2025b).
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AMBULANCE SERVICES: CHALLENGES AND IMPROVEMENT
	CHALLENGE 1: RISING DEMAND AND COMPLEX NEEDS
	CHALLENGE 2: HOSPITAL HANDOVER DELAYS

	Demand is influenced by an ageing population, frailty, long-term illness, mental-health crises and difficulty accessing primary, community or social care. A caller may need treatment, safeguarding support or help with mobility rather than a simple journey to hospital. When resources are already busy, higher demand increases waiting times and staff fatigue, and the sickest patients may wait while crews are committed elsewhere.
A sensible response is to place more clinicians in control rooms, strengthen “Hear and Treat”, refer suitable patients directly to urgent community services and use demand data to position crews. These alternatives must remain accessible to people facing language, disability, digital or financial barriers; otherwise, demand-management policies may widen inequality.
Practical response: clinical navigation, home treatment, direct community referral, predictive deployment, accessible public information and staff-wellbeing support.
	Handover delays happen when an ambulance reaches an emergency department but staff or space are not available to accept the patient promptly. The patient waits longer for assessment, while the ambulance is unavailable for another emergency. This reflects pressure not only on ambulance services, but also on emergency departments, inpatient beds, discharge arrangements, community services and social care.
The 2025/26 urgent and emergency care plan requires escalation when a handover reaches 30 minutes so the ambulance can leave by 45 minutes, while services work towards the 15-minute standard. Improvement also depends on safe receiving areas, enough hospital staff, same-day emergency care, faster discharge, shared records and stronger community capacity (NHS England, 2025c).
System lesson: ambulance performance cannot be improved by adding vehicles alone. Hospital flow, discharge and social-care capacity must improve at the same time.

	WHAT GOOD IMPROVEMENT LOOKS LIKE
• Clinical priority, not simply call order, determines the response.
• More patients receive safe care at home or through community referral.
• Ambulance, hospital, primary-care and social-care teams share information.
• Staff training, retention and wellbeing are treated as patient-safety priorities.
• Performance is judged by outcomes, equity, response times and patient experience.
	KEY MESSAGE
The modern ambulance service is a mobile clinical service and a link across the whole care system. Its performance depends on community and hospital capacity as well as the number of ambulances available.



TASK 2: COMMUNITY MENTAL HEALTH SERVICES
Origins, current functioning and contribution to quality of life
Introduction 
Community mental health services help individuals and older persons with mental health issues beyond typical primary care but who may not always require admission to hospital. Their main goal is to offer easy-to-reach, co-ordinated and recovery-oriented help near where individuals live and to connect clinical treatment with social care and community resources.
 Origin and History 
The service evolved from a steady move away from major psychiatric facilities. The Mental Health Act 1959 supported treatment outside hospital and deinstitutionalisation proceeded apace in the later twentieth century. The NHS and Community Care Act 1990 moved more duty for community support to local systems and the Care Act 2014 later reinforced duties around welfare, prevention and integration (UK Parliament, 2014). This history constituted a major shift from custodial care to citizenship and autonomy, but community provision was not always established at the same pace as hospital closures (Calabria and Cullen, 2024). This vulnerability was to be tackled by replacing fragmented, threshold-driven services with place-based and integrated care in the 2019 Community Mental Health Framework (NHS England, 2019). 
Now how the service works 
Today, community mental health teams frequently include of psychiatrists, mental-health nurses, psychologists, occupational therapists, social workers, pharmacists, peer-support workers and employment or housing specialists. They assess risk and need, coordinate personalised care, check medicines, offer psychological and family treatments, monitor physical health, support daily life and respond when a person deteriorates. “Care can be delivered in clinics, GP practices, homes or community hubs. The approach also seeks to link secondary mental-health providers with primary care, local authorities and voluntary organisations, so that care can be ramped up or down without needing to be referred each time (NHS England, 2019). Crisis teams and out-of-hours services are of particular importance as quick help may avert self-harm, police involvement or forcible admission. 
Critical assessment 
A key aspect of this approach is that it conceptualizes healing as more than symptom reduction. People can be supported to maintain their identity and independence through relationships, work, housing, physical health and community participation. Evidence suggests that structured care management may reduce mental symptoms and enhance quality of life, but effects vary depending on programme design and implementation (Lim et al., 2022). Collaborative care can also increase coordination between professions, although the data is not universally robust, suggesting that integration must involve genuine shared accountability, rather than just adding meetings or referral paths (Reilly et al., 2024). Person-centred planning and peer support can help to minimize power inequalities further, but only where service users are able to exert real influence over goals and decisions. 
Present Challenges 
However, important constraints remain. High criteria, long waits, staff shortages and varied local provision can all limit access. A evaluation in the UK identified ongoing inequities in people’s abilities to seek and get care, such as stigma, service availability and uneven routes (Lowther-Payne et al., 2023). The CQC’s 2025 survey showed that 46% of respondents waited at least three months for treatment; 39% desired therapy that they did not get, and 32% did not get the care they needed when they contacted crisis services (Care Quality Commission, 2026). These findings suggest that care provided in a community setting is not automatically person-centred just because it is not offered in a hospital. Poor coordination with housing, welfare and social care can leave clinical teams to manage challenges they cannot solve alone. 
Concluding remarks 
In general, community mental health services can help greatly to improve quality of life by avoiding unnecessary admission, by keeping up social duties, by supporting physical health and by allowing patients to live comfortably in familiar settings. But their value depends on availability in a timely fashion, continuity, co-produced care plans and adequate housing, welfare and social-care support. A really effective service, therefore, must be characterized by both clinical skill and practical aid, preserve rights and dignity, include families in an appropriate way, and regard the service user as an active participant in rehabilitation.
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Figure 1: Ambulance activity and Category 2 response performance. Source: NHS England (2025b).
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