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TASK 1: GUIDED SCENARIO RESPONSE – COMMUNITY MENTAL HEALTH SERVICES
To: Councillor Nosheen Khalid, Cabinet Member for Health and Social Care, Birmingham City Council
From: Fareen Akhtar (Student ID: 2533713)
Date: 7 October 2026
Subject: Proposal to address the shortage of community mental health services in Birmingham
Introduction of the issue
As Birmingham City Council’s Cabinet Member for Health and Social Care, your portfolio includes strategic leadership of adult social care and partnership working with the NHS (Birmingham City Council, 2026). Birmingham needs sufficient community mental health provision so that adults can receive timely assessment, treatment and social support without their needs escalating into crisis. Local evidence shows that access remains under pressure. Healthwatch Birmingham found that 49% of people who contributed to its 2024 investigation rated NHS community mental health services as poor or very poor; 22% reported waiting three to six months for a first appointment, 46% said they could not contact the service when they needed help and 59% did not have a care plan (Healthwatch Birmingham, 2024). Birmingham and Solihull Mental Health NHS Foundation Trust (BSMHFT) also reported 1,087 people waiting for a first Community Mental Health Team appointment in December 2024, although this had improved from 1,223 in June 2024 (BSMHFT, 2025a). These figures indicate that current capacity is not consistently matching demand.
The Care Act 2014 provides a clear basis for local action. Section 1 requires local authorities to promote individual wellbeing, including mental health, emotional wellbeing, personal relationships, participation and control over day-to-day life. Section 2 requires prevention or delay of care and support needs, while section 3 requires integration between care and support and health services where this improves wellbeing, prevention or outcomes. Section 5 also requires authorities to understand current and future demand and promote a diverse, sustainable market of high-quality services, and section 6 places duties on local authorities and relevant partners to cooperate (Great Britain, 2014).
Impact of the issue on the community
Insufficient community provision affects more than access to appointments. Long waits can allow symptoms to worsen, increase pressure on family carers and make it harder for people to maintain employment, education, housing and relationships. Poor continuity and difficulty contacting teams may also reduce trust and make people less likely to seek help early. This conflicts with the Care Act’s preventative approach and its broad concept of wellbeing. It can also shift demand towards crisis lines, emergency departments and inpatient services, which are more intensive and costly than timely community support. The impact is likely to be greatest for people with complex needs, language barriers, poverty, unstable housing or limited informal support.
Recommended response
I recommend that Birmingham City Council establish a joint community mental health capacity plan with BSMHFT, Birmingham and Solihull Integrated Care Board, primary care and voluntary, community, faith and social enterprise organisations. First, the partners should use the Joint Strategic Needs Assessment and service waiting-list data to map unmet need by neighbourhood, protected characteristic and deprivation level, then publish measurable improvement targets. This would support evidence-based commissioning and the Care Act section 5 duty to anticipate demand.
Second, additional capacity should be commissioned in multidisciplinary neighbourhood teams, including community psychiatric nurses, psychologists, occupational therapists, social workers, peer-support workers and culturally competent voluntary-sector services. BSMHFT’s Community Mental Health and Wellbeing Service already brings NHS and community support into selected GP practices and addresses factors such as housing, work, money, relationships and addiction; expanding this model would improve access and integration (BSMHFT, 2025b). Recruitment should be supported by retention measures, protected supervision, training and realistic caseloads. Resources should be targeted towards neighbourhoods with the highest unmet need so that expansion reduces, rather than reproduces, inequalities in access.
Third, residents waiting for specialist treatment should receive an interim support offer rather than simply remaining on a list. This should include a named contact, clear care plan, regular review, self-management information, social prescribing, carer support and rapid escalation if risk increases. Evening, weekend, telephone and face-to-face options should be available, with interpreting and accessible information. These actions reflect sections 1 to 3 of the Care Act by promoting choice, prevention and coordinated care.
Finally, the Council should monitor outcomes quarterly, including first-appointment waits, numbers waiting over agreed thresholds, ability to contact teams, care-plan completion, service-user experience and avoidable crisis attendance. Commissioning decisions should be revised where outcomes remain poor.
Conclusion
The shortage of community mental health support in Birmingham is a wellbeing, prevention and partnership issue, not only an NHS waiting-list problem. By expanding neighbourhood capacity, supporting people while they wait and jointly monitoring access and outcomes, Birmingham City Council can meet the Care Act 2014 principles more effectively and reduce the risk that unmet needs become crises.


TASK 2: ESSAY – COMMUNITY ANTENATAL MIDWIFERY SERVICES
Community antenatal midwifery services provide pregnancy care close to where women live, often through GP practices, health centres, community hubs and home visits. Their modern role combines clinical surveillance with health promotion, emotional support, safeguarding and coordination with obstetric and specialist services. The service has developed from a long history of community-based birth care into a regulated part of the NHS.
Historical development
The professional foundations of modern midwifery in England and Wales were strengthened by the Midwives Act 1902. The Act aimed to improve training and regulate practice, introduced certification and established formal supervision through the Central Midwives Board and local supervising authorities (Great Britain, 1902). This was important because childbirth care had previously varied greatly in training, standards and local organisation. A further major change came with the National Health Service Act 1946. Section 23 required local health authorities to secure enough certified midwives for women in their areas, including attendance in the home, and the NHS began in 1948 as a comprehensive service free at the point of use (Great Britain, 1946). During the following decades, maternity care became increasingly hospital-centred. The 1970 Peel Report recommended hospital births and closer integration of hospital and community maternity services (Standing Maternity and Midwifery Advisory Committee, 1970). Community midwives nevertheless retained an important role in antenatal and postnatal care. Research on the period 1948–1974 shows that service reorganisation and local differences strongly shaped women’s experiences of maternity care (Davis, 2011). Today, regulation is led by the Nursing and Midwifery Council (NMC), whose standards describe the midwife as an accountable and autonomous professional responsible for safe, effective and person-centred care (NMC, 2019).
Current practice and its impact
In current practice, community antenatal care begins early in pregnancy. NICE recommends that the first booking appointment takes place by 10 weeks, with 10 routine antenatal appointments planned for a first pregnancy and seven for women who have previously given birth, with extra or longer appointments according to medical, social and emotional need (NICE, 2021). Community midwives take histories, assess risk, measure maternal and fetal wellbeing, arrange screening and blood tests, provide information about nutrition, medicines, smoking, alcohol and immunisation, discuss mental health and safeguarding, and refer to obstetricians, GPs, perinatal mental health teams or social care when necessary (NICE, 2021; NMC, 2019). This means the service is not simply a series of physical checks: it is a point of entry into wider maternity and family support.
A major strength is continuity and accessibility. Regular contact with a known midwife or small team can help women build trust, ask sensitive questions and participate in decisions. A 2024 Cochrane review found that midwife continuity models were associated with fewer caesarean and instrumental births, more spontaneous vaginal births, more positive experiences and some cost savings, although evidence was less certain for several rare outcomes and high-risk groups were under-represented (Sandall et al., 2024). This supports continuity as a valuable model but also shows that it should not be treated as a universal solution without adequate specialist backup.
Current performance is mixed. The Care Quality Commission’s 2025 maternity survey found that 89% of respondents said antenatal staff always spoke in a way they could understand, 81% said they were always given enough time to ask questions and 90% had been offered mental health support during pregnancy (CQC, 2025). However, inequalities remain. NICE implementation data show substantial variation in early booking between areas and population groups, while the CQC also found poorer experiences among some deprived and lower-continuity groups (NICE, 2021; CQC, 2025). Workforce pressure can make continuity and timely appointments difficult; the Royal College of Midwives has continued to warn of understaffing and recruitment restrictions in maternity services (RCM, 2025). Therefore, the quality of community care depends not only on professional standards but also on staffing, time, communication, interpreting support and effective referral pathways.
Community antenatal midwifery improves quality of life by identifying complications early while also supporting confidence, autonomy and emotional wellbeing. Advice and screening can reduce avoidable risks, while discussion of mental health, domestic abuse, housing, finances or social isolation can connect women with help before problems escalate. Care delivered locally may reduce travel burdens and make appointments easier to attend. For women with complex needs, a trusted midwife can provide continuity across otherwise fragmented services.
Conclusion
In conclusion, community antenatal midwifery has developed from locally organised and inconsistently regulated practice into a regulated NHS service with a strong preventive and coordinating role. Its value lies in combining clinical safety with relationship-based support. However, staffing pressures and unequal access can limit these benefits. Maintaining sufficient workforce capacity, early access, continuity and culturally responsive care is therefore essential if the service is to improve both pregnancy outcomes and the everyday quality of life of women and families.
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