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Community Antenatal Midwifery Services
Community antenatal midwifery services are midwife-led antenatal services provided in the communities i.e. in the home of women, local clinics or community health centers, but not in those of hospitals. These services provide prenatal tests of pregnancy, check the maternal and fetal health, assess the risks (high blood pressure or gestational diabetes), and provide nutritional, mental, and birth preparation counselling. They further assure of referral to greater level of care in case of complications being detected (Renfrew et al., 2014). Midwives are the professionals that are trained to provide women with the continuity of care throughout the pregnancy since they are not only trained professionals but also educators, counsellors, and agents of advocacy when it comes to the health of women. (Begum et al., 2020).
Brief History of the Service
In the past, the antenatal care (ANC) was mostly hospital-based and doctor-centered, especially in the more affluent countries, and access on community level was insufficient (Crane, 2020). The PHC interest movement played a role in this shift following the Alma-Ata Declaration in 1978 that advocated for the attainment of world wide coverage on basic health system provision (World Health Organization, 1978). Midwifery programs were also introduced to the low resource, middle income countries (LMICs) most needed access and to cut down maternal death. The PHC movement played an important role in this transformation, which was encouraged by the Alma-Ata Declaration of 1978 on Health for All that focused on universality of access to fundamental health services (World Health Organization, 1978). Equally, midwife-led community care was adopted in Bangladesh during 2015-2018 as midwives became part of primary health systems (Begum et al., 2020). In developed nations, such as the UK, shifting the policy towards the models of midwife-led continuity of care was a reflection of the increased evidence of better satisfaction and outcomes (Renfrew et al., 2014).
Current Functioning of the Service
Modern practice Community antenatal midwifery services work in a continuum of care, adjusted to the structure of local health systems. In developed nations, community midwives visit local clinics and households with routine antenatal check-ups, but in LMICs they make home visits, group meetings, and health promotion (Sharma et al., 2018). The conventional practice is a series of visits every 4-6 weeks at the beginning of pregnancy, which become more frequent in the third trimester (World Health Organization, 2016). Empirical research shows that community-based midwifery has a powerful effect in raising attendance at ANC, as well as early use. A systematic evaluation revealed that the proportion of women who attend at least one ANC visit and four or more visits increased to 78 52 49, in a systematic review conducted in South Asia, which employed community participation interventions instead (Sharma et al., 2018). A qualitative analysis of Pregnancy Circles program  found that women had better knowledge and confidence in midwives together with trust through interactive sessions and the continuity of care (Darwent et al., 2023). In addition to this, midwives can work together with community health workers and medical teams to have efficient referral mechanisms of high-risk pregnancies (Begum et al., 2020).
Two Challenges Faced by the Service
· Access, Acceptability and Community Trust
In Pakistan, some groups are not keen on embracing the presence of young and unmarried midwives, and they tend to doubt their working experience and skills in maternity care provision (Zakar et al., 2023). These perceptions have limited the ability of women to prevent unwanted births by obtaining antenatal care, which is evidently high in conservative or rural areas. Besides, inequalities persist even in more advanced environments, with certain ethnic minority and socioeconomically disadvantaged groups showing decreased access to community-based antenatal services (Downe et al., 2019).  
· Resource, Infrastructure and Referral linkage issues
The studies that have been carried out in Pakistan and Bangladesh clarify the lack of essential resources, inappropriate equipment, unstable transportation, and insufficient supervision of community midwives (Begum et al., 2020; Zakar et al., 2023). Such shortages hinder the provision of quality emergency obstetric and neonatal care particularly in rural or isolated locations where there are complications. Moreover, low connections among community and hospital-based care trigger the delay in the process of high-risk pregnancies referrals, thus increasing the threat of morbidity and mortality (Sharma et al., 2018).









Essay: Origins and Current Structure of the NHS
The history of the National Health Service (NHS) in England and Wales can be traced back to the post-Second World War years when Britain had to face the problem of social, economic, and political reconstruction of the country. The experience of war instilled the feeling of shared responsibility and revealed the inequalities of access to healthcare. Before 1948, health services were separated, they were provided by local governments, voluntary hospitals, charities, and private doctors but this system of separation left a significant portion of the population especially the poor and the working population without proper access (Klein, 2019).  
The Beveridge Report of 1942 was the foundation of post-war welfare reform, having suggested social insurance and universal healthcare as the keystones of a welfare state (Greener and Powell, 2018). The report and wartime planning which had already proved that centralized co-ordination was viable, put the case in favour of a nationalised health system to the fore. Clement Attlee, then Health Minister under the Labour Government, proposed the National Health Service Act of 1946 that came into practice 5 July 1948. The Act established a publicly funded, comprehensive health service, which provided free point of care, a universal health service and funded by general taxation (Gorsky, 2018). These three principles are universal, comprehensive, and equity, which are the moral principles of the NHS.  
The NHS brought together the hospital, general practice and community services in a single structure. It was ideologically committed as well as practically needed: the war itself had made people believe more in the power of state-based solutions and in united efforts in medical care (Harrison, 2020). Consequently, healthcare became a right rather than a privilege, which reflected the wider welfare -state sensibility of post-war British society.  
With time however, the NHS has gone through a lot of structural reforms in reaction to political, demographic, and technological changes. It is still publicly funded and is accountable to the Department of Health and Social Care. Today, the NHS is among the largest publicly funded health care services in the world with hospital, community, primary, and specialist services (Baggott, 2019). This system is structured on three levels of the national (policy and funding), regional (NHS England and Integrated Care Boards), and local (service providers, including NHS Trusts, GP practices, and community health teams) levels.  

The reforms as guided are founded on unity and effectiveness. Integrated Care Systems (ICSs) were introduced in the Health and Care Act (2022) to improve hospital, GP to community service integration (Charles et al., 2023). Regardless, The NHS has complex issues. In a qualitative study, primary care provision and the new integrated models were in tension, suggesting that policy ambitions and on-the-ground reality were misaligned (Dalkin et al., 2023).
The NHS has come under tremendous pressure due to financial limitations, employee shortages and increasing pressure by an ageing population. An overall analysis of NHS performance (Murray & Charlesworth, 2023) revealed that the system has continued to have problems with resource strain, waiting times, and geographical imbalance. In addition, austerity measures have hindered the capacity of the population to maintain their health, and have increased health disparities since 2010 (Watkins et al., 2020). Although the NHS is still committed to its original care principle of universality, the research shows that socio-economic disparities in access and health outcomes have not been eliminated, especially in service providers of preventive and mental care (Baker,  2021).  
Governance wise, the structure of NHS has been largely criticized as being over complex and fragmented. The result of frequent reorganizations, including the ones after the Health and Social Care Act 2012, presented commissioning systems and competitive market factors, the effect of which, some scholars infer, diluted the accountability and continuity in care (Checkland et al., 2018). Meanwhile, the innovations in digital health, community, and multidisciplinary models are transforming the ways in which the NHS provides services on a mass basis.  
Altogether, the NHS was established in 1948 in the reaction to social inequality and as the part of post-war welfare Britain. Based on the ideas of equity, universality, and free access, it continues to be a characteristic institution of the British society. As the NHS goes through its ups and downs today, the pressures that is mounting on the system such as financial, demographic, and systemic are putting it to the test of delivering equitable and high-quality care. The timeless challenge to policy-makers is to streamline the NHS and bring it up to date, preserving its original values, in the face of the twenty-first century imperatives.
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Brief History of the Service

In the past, the antenatal care (ANC) was mostly hospital-based and
doctor-centred, especially in the more affluent countries, and access
on community level was scarce (Crane, 2020). The PHC interest
movement played a role in this shift following the Alma-Ata
Declaration in 1978 that advocated for the attainment of universal
basic health (World Health
Organization, 1978). Midwifery programs were also introduced to

coverage on system provision
the low resource, middle income countries (LMICs) most needed
access and to reduce maternal death. The PHC movement played an
important role in this transformation, which was encouraged by the
Alma-Ata Declaration of 1978 on Health for All that focused on
universality of access to basic health services (World Health
Organization, 1978). Equally, midwife-led community care was
adopted in Bangladesh during 2015-2018 as midwives became part
of primary health systems (Begum et al., 2020). In developed
nations, such as the UK, shifting the policy towards the models of
midwife-led continuity of care was a reflection of the increased
evidence of better satisfaction and outcomes (Renfrew et al., 2014).
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Community antenatal midwifery services are midwife-led antenatal services
provided in the communities i.e. in the home of women, local clinics or
community health centers, but not in those of hospitals. These services
offer prenatal tests of pregnancy, check the maternal and fetal health,
assess the risks (high blood pressure or gestational diabetes), and provide
nutritional, mental, and birth preparation counselling. They further assure
of referral to greater level of care in case of complications being detected
(Renfrew et al., 2014). Midwives are the professionals that are trained to
provide women with the continuity of care throughout the pregnancy since
they are not only trained professionals but also educators, counsellors, and

agents of advocacy when it comes to female health (Begum et al., 2020).

Two Challenges Faced by the Service

Access, Acceptability and Community Trust.

In Pakistan, some groups are reluctant to embrace the presence of young and
unmarried midwives, and they tend to doubt their working experience and skills
in maternity care provision (Zakar et al., 2023). These perceptions have limited
the ability of women to prevent unwanted births by obtaining antenatal care,
which is evidently high in conservative or rural areas. Besides, inequalities
persist even in more advanced environments, with certain ethnic minority and
socioeconomically disadvantaged groups showing decreased access to
community-based antenatal services (Downe et al., 2019).

Resource, Infrastructure and Referral linkage issues.

The studies that have been carried out in Pakistan and Bangladesh clarify the
lack of essential resources, inappropriate equipment, unstable transportation,
and insufficient supervision of community midwives (Begum et al., 2020; Zakar
et al., 2023). Such shortages hinder the provision of quality emergency obstetric
and neonatal care particularly in rural or isolated locations where there are

complications. Moreover, low connections among community and hospital-

based care trigger the delay in the process of high-risk pregnancies referrals,

thus increasing the threat of morbidity and mortality (Sharma et al., 2018).
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Current Functioning of the Service

Modern practice Community antenatal midwifery services work in a continuum
of care, adjusted to the structure of local health systems. In developed nations,
community midwives visit local clinics and households with routine antenatal
check-ups, but in LMICs they make home visits, group meetings, and health
promotion (Sharma et al., 2018). The conventional practice is a series of visits
every 4-6 weeks at the beginning of pregnancy, which become more frequent in
the third trimester (World Health Organization, 2016). Empirical research shows
that community-based midwifery has a powerful effect in raising attendance at
ANC, as well as early use. A systematic review revealed that the proportion of
women who attend at least one ANC visit and four or more visits increased to 78
52 49, respectively, in a systematic review conducted in South Asia, which
employed community participation interventions instead (Sharma et al., 2018).
A qualitative analysis of Pregnancy Circles programme noted that women had
better knowledge and confidence in midwives together with trust through
interactive sessions and the continuity of care (Darwent et al., 2023). In
addition, midwives can work in cooperation with community health workers and
medical teams to have efficient referral mechanisms of high-risk pregnancies

(Begum et al., 2020).
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