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“We have twin girls aged 5; both have a moderate learning
disability. Jenny also has autism. We're totally confused with
all of the different professionals and agencies we have to deal
with. The following are some of the people we deal with on
a regular basis: GP, counselling nurse, speech and language
therapist, occupational therapist, psychiatrist, psychologist,
teacher, classroom assistant, ophthalmologist, audiologist
and administrators — to name but a few.

We're so confused sometimes. We don’t understand the
different roles and have so many appointments that clash.

Can nobody or no system sort it out?”!

1. Midland Health Board Executive Summary (2003). Parents “Olive and Peter” in
Developing a model for integrated primary, community and continuing care.
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SUMMARY

Project rationale and task

The integration of selected public services is increasingly a prominent
policy issue for European governments, based on the recognition that
separate services are frequently not in the best interests of service users
and their families/carers. Separate services may also be more costly.

The main task of the project was to review existing work on services
integration across Europe, concentrating on its benefits for the most
vulnerable groups and the strengthening of social cohesion, as well as to
develop policy guidelines.

Intended recipients

The report and the policy guidelines are designed to assist policy makers
at national and local levels, service organisations and service users in
designing and implementing effective integration policies and practices.

Definition of “integration”

The term “integration” refers to not just one but a range of approaches or
methods for achieving greater co-ordination and effectiveness between
different services, principally to achieve improved outcomes for service
users. Cost advantages are also possible. There is no “one size fits all” in
integration work as so much depends upon particular circumstances and
possibilities.

Main topics of the report

These include:

e the main benefits of integrating social services with services such
as health, together with arguments for a separate status for social
services,

® an extensive review of cross-national research and single country
contributions to the more theoretical and evidence-based approach
to integration of services;

e details of a wide spectrum of approaches to integrating services,
ranging from major structural integration from central government
downwards, to informal, ad hoc co-operation between practitioners



at the very local level. Some of the main barriers to integration are
identified;

a substantial section of the document in which individual countries
report on the main aspects of integration of social services, in many
cases with examples of initiatives ranging from national programmes
to small-scale local projects.

Policy guidelines for the design and implementation
of integrated models of social services

These guidelines — which are also available as a separate document —
focus on the following key topics:

the advantages of integrating social services;
critical success factors of integration programmes;
challenging elements in integrating social services;
integration models and methods;

national integration programmes;

evaluation and monitoring.

There is also a list of references and useful websites.



1. Introduction

1.1. Terms of reference for the project

In summary, the CDCS adopted the following terms of reference:
1. review existing work in this field;

2. identify “best practice” in Europe and, in particular, how this facili-
tates access to social rights for the most vulnerable groups and so
strengthens social cohesion;

3. develop policy guidelines;

4. develop methodological material for the promotion of the guidelines
and best practice with stakeholders.

The work of the project group and its subsequent report follows these
terms of reference.

The background to this project is the substantial long-term work by the
Council of Europe on citizens' rights. This includes the European Social
Charter and revised Charter; and more specifically, the report on “Access
to social rights in Europe” (2002). This latter report examined social rights
as they apply in the fields of employment, social protection, housing,
health and education. The recently completed Council of Europe work
on “Users’ involvement in social services” (2004) is very directly related
to the complex subject of integrating social services with other major
services — as this report reveals. A frequently reported concern of users of
social services is the problems they face because of the lack of co-ordina-
tion of services they receive from a variety of sources.

1.2. Working methods

A group of social services specialists (see Appendix Il) was formed in 2004
to work with a consultant to prepare this report for the Council of Europe.
The timescale for the project was eighteen months, involving five meet-
ings of the project group.

The project methodology included: reference to published writings and
research; a questionnaire; specially commissioned papers; contributions
from outside practitioners; and considerable input from the project group,
particularly related to developments within their individual countries. The
group was aware that a considerable volume of published work already
existed in and around this wide-ranging subject, with new material
appearing reqgularly. This project has drawn selectively upon other work



on integration, relating it to the main focus on a wide range of European
examples and comparisons, including examples from central and eastern
European countries.

2. Integrated social services
in the European context

2.1. Definitions

It is important to clarify the meaning of the two key terms “social services”
and "integrated social services”.

Social services

It is difficult to produce a definition of “social services” that is universally
acceptable across Europe and which accurately represents the variety of
services and organisational patterns across such a large region. In other
work (see “Users’ involvement in personal social services”), the Council of
Europe — along with others working internationally in this field — uses the
term “personal social services” (PSS) to distinguish these services from
others within the broader field of social welfare. In this report, for conve-
nience the term “social services” will be used to refer to what are more
precisely understood as “personal social services”.

Personal social services

Personal social services (PSS) are normally provided for individuals related
to their specific needs and circumstances, in contrast to standardised
services provided to people as members of categories. People who are
typically users of PSS include elderly people and their carers, children and
families, and people with disabilities. However, people with a variety of
other needs and problems will use PSS, with differences between coun-
tries in who can and should use such services. Newer services for special
groups have emerged such as people with HIV/Aids. Services are provided
in different locations such as individuals’ homes, in day centres and resi-
dential establishments. They are staffed by personnel including social
workers, social assistants (or variations on this term), care managers, home
helpers, therapists and kindergarten teachers. Organisations providing
PSS may be: state (particularly local authorities or municipalities); not-
for-profit non-governmental agencies; or commercial businesses. Services
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provided by third sector civil society organisations have become increas-
ingly prominent in recent years.

A recurring question concerns the extent to which PSS are distinct from
or similar to services provided within health, education, employment and
social protection services. This is reflected in changing organisational
structures, ranging for example from separate local authority depart-
ments for PSS — the “PSS are distinctive” model — to arrangements where
PSS are seen as essentially services provided as part of a portfolio of
services provided by health, social, protection, employment, and so on.
Evers’ (2003) view is that

Social services include all services that are (a) considered to be of special
importance for society on the whole and where (b) personal interaction
between providers and users has a key role. Using such a broad definition,
health, education, occupational integration and cultural services become
as well part of the picture beyond the usual three fields of child day care,
care services for the elderly and various small areas of services for problem
groups.

There are differing views as to whether the distinctive or broad definition
of PSS is the more appropriate.

Integrated social services

The term integration should be understood as applying to a range of
approaches or methods for achieving greater co-ordination and effective-
ness between different services to achieve improved outcomes for service
users. These approaches include: service co-ordination, co-operation,
partnerships, collaboration, inter-professional or joint working — to name
but a few. Therefore, “integration” is conceptualised as a continuum or
ladder of integration, with methods chosen to suit specific needs, circum-
stances and possibilities. Experience shows clearly that there is “no one
size fits all” in integration work.

There are different definitions of the term “integration” (Integrated Care
Network, 2004, p. 12):

In its most complete form, integration refers to a single system of service
planning and/or provision, put in place and managed together by part-
ners (parent bodies) who remain legally independent. A single system for a
particular service would, for example, unite mission, culture, management,
budgets, accommodation, administration and records, and would apply at
any and every level of integration (team, service or organisation).

1



Other approaches to solving the problems of service separation (for
example, co-ordination) are all less total than this complete form.

The Procare project of the European Union (2004) refers to integrated
care as (Leichsenring and Alaszewski, 2004, p. 15):

A concept of providing care services in which the single units act in a coor-
dinated way and which aims at ensuring cost-effectiveness, improving the
quality and increasing the level of satisfaction of both users and providers
of care. Means to this end include the reduction of inefficiency within the
systems, the enhancement of continuity, tailoring services within the process
of care provision and the empowerment of service users.

In the same project the French national report suggests (p. 18):

Integrated services are a set of services made available for a specific popula-
tion group over a given geographical area, or for the population of a given
geographical area, by a single company or organisation, grouped together
under a single decision-making authority.

Both definitions express the aims and elements of well-integrated care
services. The extent to which they exist already is entirely another matter.
Integration as understood in these definitions is stronger than other
related terms such as “joint working”, “partnership”, “collaboration”
and “networking”. These terms and the practices involved may perhaps
be understood as important means to the end of service integration but,
on their own, are rather less than what is required.

Horizontal and vertical integration

It can be helpful to consider integration as both horizontal and vertical —an
important distinction. In social care, vertical integration at the macro level
refers to measures to achieve closer co-ordination of policy and service
arrangements at different levels of government — national, regional and
local; and, at the micro level, to residential, community and home-based
services for different user groups in localities — all within social services
alone. For example, in the UK in 1971 a new law brought together into
one new local authority social services department the previous separate
services for children and different adult user groups. But social services
were separated from health and educational services in local authorities.

In health services, vertical integration brings closer together the hospital,
clinical and community-based health services. Multidisciplinary health
care of a “high tech” character is increasingly required as the patient
moves in and out of different settings, implying that patient care will have
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to become more vertically integrated (see Delnoij et al, 2002). The same
article highlights how integration of services at the micro level is affected
by characteristics of health systems at the macro level (for example,
funding mechanisms); and how “fragmentation and a lack of coherence,
and inability or unwillingness to engage in multidisciplinary co-operation
are serious problems in many European health care systems”.

Horizontal integration is quite different. This refers to moves to bring
together previously separate major public services in the interests —
primarily — of service users, for example health and social services. This
form of integration is the main focus of interest in many European initia-
tives and is the main but not exclusive focus of work in this project. The
main services with which social services may be integrated to varying
degrees are health, education, employment and cash benefits, with some
interest also in criminal justice services. Successful horizontal integration
may be needed at all levels, starting at integrating separate ministries at
national level.

Integration of different types of service providers

The clear tendency in Europe towards “mixed economies of social care”
has major implications for social services integration. Integration can be
difficult enough to achieve when either social or health care services are
provided only by the public sector. When services for a particular group
of users are provided by public, private not-for-profit and commercial
providers, then service integration — according to the explanations above
— may be much more difficult to achieve. The introduction of quasi-mar-
kets with competition between different providers is a further compli-
cation, raising the question of whether competition acts against service
integration. Terms such as “partnership” reflect attempts to introduce co-
ordination and co-operation between state and non-state service providers
in social care.

2.2. Arguments for integrating social services

This short case study is typical of many service users’ experiences of sepa-
rate, unco-ordinated services (Midland Health Board Executive Summary,
2003):

We have twin girls aged 5; both have a moderate learning disability. Jenny
also has autism. We're totally confused with all of the different professionals
and agencies we have to deal with. The following are some of the people
we deal with on a regular basis: GP, counselling nurse, speech and language
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therapist, occupational therapist, psychiatrist, psychologist, teacher, class-
room assistant, ophthalmologist, audiologist and administrators — to name
but a few.

We're so confused sometimes. We don’t understand the different roles and
have so many appointments that clash.

Can nobody or no system sort it out?

There is growing evidence that the integration of various public services is
becoming a major policy priority in many European countries, for example
new legislation, research projects, websites, conferences and publications.
The focus is substantially upon social and health services and to a lesser
extent includes other public services, such as education and employment.
As the examples later in this report illustrate, the degree of integration
may be total or partial; for example certain children’s services in social
and education services may be integrated while leaving other aspects
separated.

The following are some of the main arguments in favour of integrating
social services with one or more other major public services:

1. Benefits to service users: there is growing evidence from research and
users groups that separate services — such as health and social services
— are not in the best interests of service users. Selective integration of
services can and does result in better outcomes for users, particularly
users with complex, long-term needs, for example elderly people. An
additional factor underlining the necessity for integration at the service-
user level is the increasing range and complexity of services in many coun-
tries. As users become more confident and empowered, their experiences
and demands for integration become more influential.

2. Specific benefits from different forms of integration: as stated above,
“integration” is an umbrella term covering a range of approaches to
improving service co-ordination in the interests of users. Typical benefits
guoted in publications include:

* improving the speed of response to identified needs;

e simplifying the decision-making processes by involving fewer
people;

e ensuring better use of resources;

¢ reducing communication failures;

e increasing satisfaction with services.
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3. Social exclusion and integration: both the European Union and the
Council of Europe give high priority to the promotion of social inclusion
and citizens’ rights — particularly in respect of the most disadvantaged
and marginalised groups in European society. Tackling social exclusion at
both national and local levels normally requires policy and service inte-
gration to make an effective impact on multifaceted social problems. To
guote the rhetoric “Joined-up solutions are required for problems with
multiple causes”. Traditional service separation is seen to have largely
failed in this respect.

4. Integration is cost-effective: globalisation and strong international
economic competition raise serious questions for countries about the
cost-efficiency of the separation of major public services at both national
and local levels. In this context, countries expect significant cost-efficiency
benefits to result from integrating major public services. Hard evidence
for this expectation has yet to be obtained. Linked to the cost-efficiency
argument is the view that by creating larger integrated social and health
services they will be able to make more impact in the increasingly tough
struggle to secure a higher political priority for scarce resources.

2.3. The “disintegration” of social services?

There are several important questions raised in this report and elsewhere
about the strength of the case for integration. There is no “common
sense” assumption that social services integration is necessarily a good
thing. For example, there are arguments for maintaining the separation
of certain services; and for separating services that are currently inte-
grated. An example of the latter point is where some countries integrate
both social care (for example, social work) and the cash benefit elements
of social assistance, such as in most or all countries in central and eastern
Europe (CEE). There are strong arguments advanced for both the integra-
tion and the separation of cash and care services. On the one hand, the
less tangible social work service may be more acceptable if it is combined
with much-needed financial help for particularly vulnerable people. The
alternative view is that the power and responsibility to assess and admin-
ister cash payments can complicate and even overwhelm the provision of
professional social work.

A second argument for maintaining separation between services is that
their integration may amount to a “take over” of one by the other; and
that the special knowledge and skills of one service may be diluted in
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horizontal integration. This is a particular concern in the history of the
relationship between health and social care professions, where the former
—especially doctors — are seen as more powerful and of higher status than
social workers and related staff. A working hypothesis may be that the
integration of services is more likely to be possible where there is approx-
imate status equality and professional security of the key staff groups
involved. Where this is not the case then integration may be unwise.

3. Review of other work on integrated
social services

It is difficult to do justice here to the considerable volume of published
work in this subject. Published work ranges from the results of large
research projects such as Procare, to government reports and legislation,
conference proceedings, books and articles, websites and more practical
how-to-do-it guides on integration.

3.1. Evaluation and evidence

A common feature of this diverse collection of material is the paucity of
completed evaluations and hard evidence as to whether and to what
extent integration actually works in terms of producing better outcomes
for services users and for the services themselves (for example, lower
costs). The UK Integrated Care Network (www.integratedcarenetwork.
gov.uk) was recently invited by the Ministry of Health, if it is able, to
produce such evidence. We await responses. Evidence remains the big
hole in the integration movement.

Just one example of the unevidenced literature is found in an article about
integrated working from the Integrated Care Network.
The article refers to key principles in integrated working:
e all involved recognise their interdependence;
e vision, action, resources and risks are shared;
e users experience services as seamless (NB: “seamless services” is a
key concept in this field).
Key ingredients in successful integrated working by services are:
e clear, shared objectives;
e a realistic plan and timetable;
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® a commitment from partners to mainstream;
* a clear framework of responsibilities and accountability;
e realistic ways of measuring achievements.

Factors helping integrated working include:

e a distinctive leadership style in which leaders look beyond the needs
of their own organisations to find solutions;

¢ a flexible, “can-do” organisational culture;

e tools such as pooled budgets or care trusts can help to change
cultures.

Finally, everyone benefits from this approach:
® people have their whole range of needs considered at the same
time;
e partner agencies concentrate on what they do best and have a better
understanding of who else can help;

¢ the whole system becomes better managed.

This sounds positive and encouraging to support the case for integrating
services but enthusiasm is not enough. This concern about evidence for
the claimed benefits and superiority of integrated services will be referred
to later in this report.

llse Julkunen (2005) was commissioned to prepare an initial review of
some of the academic literature on integrated social services. Some of the
key points from that review are highlighted here:

e Several commentators point to the absence of evidence that inte-
grated social services produce better outcomes for service users, for
example Kalpa Kharicha et al. argue that “while collaborative (or
joint) working between social services and primary health care (in
the UK) continues to rise up the policy agenda, current policy is not
based on sound evidence of benefit to either patients or the wider
community”.

e There are promising developments in citizen online access to govern-
ment services through “one-stop” facilities, for example the eGOV
project of the European Commission providing electronic public
services of distinct public authorities to citizens and businesses in a
customer-oriented manner from a single point of access.

e llse Julkunen cites several examples of how “public and private
sectors are turning to service integration efforts to reduce barriers to
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needed service created by separate programs”. Typical barriers are
bureaucracy, professional power and inefficient use of resources.

In her study several models for interdisciplinary working are outlined and

compared, including again the question of evidence for outcomes

of different models. In particular, cost and clinical effectiveness of

inter-disciplinary teams have not been studied nor documented
adequately. Important questions are identified for future research to
assess the contribution of interdisciplinary teams.

Julkunen ends her preliminary review of the literature with some

precise conclusions:

— studies reviewed tend to be rather descriptive and viewed from an
organisational perspective;

— problems are stressed rather than how the different integration
models actual operate, leaving the all-important “black box”
phenomenon unexplored;

— outcomes and evidence are rarely found in accounts of integration
initiatives;

— studies reported are mainly from the USA and the UK.

Therefore, the following questions should guide future work in this field:

1. How can we achieve research-based exchange and mutual learning
from good practice in different countries?

2. How can we develop a systematic exchange of comparable research
findings and policy experiences to enable us to identify the factors
accounting for success or failure in integrating services?

It is unusual to find examples of the kind of evaluation conducted by
Bernabei et al. (1998). This is summarised below:

18

Randomised trial of the impact of a model of integrated care and
case management for older people living in the community

Objective: to evaluate the impact of a programme of integrated
social and medical care for frail elderly people in the community in
Rovereto, northern Italy.

Design: randomised study with one-year follow-up.

Subjects: 200 older people already receiving conventional commu-
nity services.




Intervention: random allocation to an intervention group receiving
integrated social and medical care and case management — or to a
control group receiving conventional care.

Main outcome measures: admission to an institution; use and costs
of health services; and variations in functional status.

Results:

e administration to hospital or nursing home in the intervention
group occurred later and was less common than in control
group;

e health services were used to the same extent, but control
subjects received more frequent home visits by doctors;

e in the intervention group the estimated financial savings were
about US$1 800 per person per year of follow-up;

e the intervention group had improved physical function; and a
reduction in the decline of mental functioning.

Conclusion: integrated social and medical care with case manage-
ment programmes may provide a cost-effective approach to reduce
admission to institutions and functional decline in older people living
in the community.

3.2. Useful theories and concepts

So far there is a relative absence of firm evidence on the superiority of
integrated services compared with separate services. But are there never-
theless useful theories and concepts to provide a sound knowledge base
in this field? Some possibilities are found in the integration literature, with
examples referred to in summary form below. They range from adapta-
tions of formal social science theories, to propositions of an interesting
but rather more pragmatic nature (for example, Leutz’s “laws”).

In their chapter on ‘Understanding collaboration’, Skelcher and Sullivan
(2002, p. 35) suggest that academic studies of collaboration between
organisations and services is the exception rather than the rule:

The predominant perspective in the literature is one that views collaboration
as the exception. The narratives of policy development, decision making and
programme delivery are ones in which individual organisations work largely
independently in their functional ‘silos’and where inter-organisational
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working ... are presented as activities that cause difficulties and generate
disproportionate transaction costs.

In the same chapter the authors take a broader perspective in which they
explore theoretical approaches that help us to understand:

e why collaboration happens — the key drivers and imperatives in
organisational and policy initiatives;

e the form collaboration takes — a variety of models and forms of
governance;

e factors that affect the capacity and practice of collaboration — for
example, professional, organisational and individual resources to
develop, sustain and manage collaboration.

Here — as an example — it is only possible to discuss briefly one main
theory relating to why collaboration happens — the drivers for collabora-
tion. Skelcher and Sullivan refer to the optimist’s view that collaboration
takes place in order that a shared vision may be achieved with an under-
pinning theory characterised by two main features:

1. that collaboration will result in positive outcomes or improvements for
the system as a whole;

2. that the stakeholders share a level of altruism in relation to collabora-
tion, namely that future positive outcomes for the system override the
desire for sectional gain by the participating organisations.

Exchange theory (Levine and White, 1962) has made an important contri-
bution to understanding collaboration. Exchange theory is particularly
relevant to integrated social services because it highlighted the way service
users with multiple problems needed to engage with a highly fragmented
and specialised array of health and social services providers.

Levine and White found that the different service providers shared similar
objectives, but few individual organisations had access to sufficient neces-
sary resources to fulfil their objectives alone. Other organisations in the
system controlled resources necessary for any one organisation to under-
take its tasks; for example hospitals need social services to provide care
homes to enable elderly patients to be discharged from hospital.

This finding leads to the — unremarkable — conclusion that (Levine and
White, p. 37):

Scarcity of resources motivates a pattern of voluntary exchange relations
between individual agencies (e.g. social and health services) in an inter-or-
ganisational network.

20



In elaborating exchange theory, Levine and White make much of a
concept central to much work on collaboration — that of the organisa-
tional domain. Organisations reach a formal or informal agreement as to
their particular areas of operation within the total service system. When
resources are scarce the larger and more powerful organisations use their
strength to challenge others’ domains to gain greater security for them-
selves. In contrast with this familiar picture, exchange theory applies to
organisational systems that have a high normative regard for altruistic
behaviour — and a strong respect for others’autonomy.

Comment: Levine and White's work offers just one conceptual framework
for understanding the relationships between social services and other
— more powerful — services such as health and education. The notions
of exchange and domains are useful in macro and micro initiatives to
achieve great collaboration or integration of services.

“Culture” in partnerships

The word “culture” features prominently in writings and discussions
about attempts to achieve greater collaboration of services across the
fragmentation-integration spectrum. For example, different or even
clashing professional cultures in social and health services are cited as
major barriers to achieving integration of the two services. Similar issues
arise in the commercial sector where the characteristics of companies
can seriously affect the outcomes of mergers and acquisitions. The term
“cultural fit” refers to this central issue.

It is important to have a clearer understanding of the basic concept; and
the possibilities of changing or creating new cultures in the integration
field. Unfortunately, “culture” is quite difficult to define — it is a rather
elusive concept. At its simplest it refers to “The way we do things here” —
that is, accepted behaviour, language, dress codes, shared values, rituals
and so on. Well-established professions such as law and medicine have
distinctive professional cultures, social work less so. Anthropologists
have argued that in studying whole societies or individual organisations,
culture — as expressed in dominant ideas and beliefs — can be explained
by reference to the social structure in which they occur.

One of the most common ideas in the academic literature (for example,
Meyerson and Martin, 1987) is that, in the study of service organisations,
culture may be understood in three ways:

1. an integration model where culture is seen as something organisations
possess and is broadly recognisable and consistent across the organisa-
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tions concerned. So culture is an influence promoting integration and
which may be manipulated to enhance integration;

2. a difference model in which there may be several different interest
group cultures (for example, social workers and managers) within the
same organisation. Therefore, culture is an influence which may be a
barrier to integration — including partnerships. An optimistic view is that
the various cultures may be open to manipulation, particularly in relation
to the ways in which they interact;

3. an ambiguity model where culture is seen as more local and personal,
constantly being negotiated and re-negotiated between individuals and
groups within an organisation. It is suggested that this type of organisa-
tional culture offers the least prospects for manipulation in the interests
of integration.

Studies of culture as applied to social and health services in particular
produce various practice implications and examples. The following are a
selection:

e Shared health and social assessment work with older people illustrates
cultural differences between nurses and social workers. Nurses could
not understand why social workers needed an hour to complete an
assessment form: social workers could not understand how nurses
thought it could be done in fifteen minutes. Nurses found it as diffi-
cult to enquire about people’s finances as social workers did about
their bowel movements.

e There are noticeable cultural differences between health services
and local government social services in the importance they attach
to and use made of research.

e |dentity as difference — defining who | am as distinct from who you
are —is a key component of culture and one that it may not be wise to
challenge. Boundaries between professionals should not necessarily
be seen as barriers to co-ordination and integration of services.

e Lessons from mergers in the commercial sector indicate that staff
from merging organisations should be given as many opportunities
as possible to meet in “transitional groups” to explore preconcep-
tions and perspectives.

e “Regardless of the organisational form chosen and the user outcome
desired, any strategy to manipulate organisational culture in health
and local government (social services) will have to work with and
through the professionals and their cultures. Managers should not
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assume that all tension arising from cultural differences within organ-
isations is either unhealthy and/or avoidable.” (Peck et al., 2001)

Whole systems working

A theoretical contribution from the sociology of organisations (Benson,
1975 offers a conceptual framework for “whole systems working”.
Hudson (2004) identifies four chronological phases in thinking and prac-
tice about the relationship between social services and health and educa-
tion. They are:

1. separatism: each agency and profession plans and delivers its own
contribution in isolation from the contribution of others;

2. competition: purchasing is separated from providing, with providers
placed in a competitive relationship to one another;

3. partnership: agencies and professionals participate in specific and ad
hoc collaborative relationships;

4. whole systems working: a new and more ambitious phase.

The whole system is not simply a collection of organisations that need to
work together, but a mix of different people, professions, services and build-
ings which have patients and users as their unifying concern, and deliver a
range of services in a variety of settings to provide the right care, in the right
place at the right time. (Department of Health, 2003)

Hudson and others have examined the social science literature for theo-
retical work that helps our understanding of what constitutes a “whole
system”. The sociologist Benson (1975, 1983) wrote about “inter-
organisational networks” with a dual approach that:
¢ identifies eight components that together constitute a holistic
perspective on any specific problem or domain;
e proposes that these components are inter-related: changes in one
will have effects upon the others.

It is not appropriate to discuss Benson’s work in detail here but the eight
components are central to his theory. His hypothesis or argument — using
the eight components — is that effective whole systems working will occur
when the following is in place:

¢ a high degree of domain consensus;
¢ a high degree of ideological consensus;
¢ a high degree of positive evaluation;
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a high degree of work co-ordination;

a high degree of compatibility between partnership requirements
and agency programme requirements;

a high degree of maintenance of the profile of the programme;

a low degree of application of defence of organisational para-
digms;

* a high degree of maintenance of resource flows.

Other writers (Attwood et al., 2003) follow these more theoretical
proposals with ten core values underpinning whole systems development.
These suggest qualities and values that are needed by people responsible
for implementation of whole systems integration:

e optimism;

e empathy and humility;

e tenacity and courage;

e |earning;

e relationships;

e whole-system perspective;

e |ocal knowledge for local solutions;
¢ building social capital,

e celebrating small steps;

¢ the long view.

A whole-system case study

Hudson reports on how the Benson framework is currently being
used for evaluation of an ambitious project in the UK — The Durham
Adult Community Care Enhancement Strategy and Services initia-
tive. The key features of this interesting project are:

¢ asingle visible identity for health, housing and social care services
within local communities, so that users and potential users are
clear about where to go to access the support they need;

® a one-stop single assessment service that integrates access to
housing, health and social care support;

e commissioning and providing an integrated and flexible range
of services that will allow users more choice, and be quickly
responsive to their changing needs;

24



* joint working between all disciplines and staff involved, with
full sharing of resources, including the pooling of budgets.

Compared with many partnership initiatives, the Durham project is
distinctive in three ways:

1. the range of partners: housing, health and social care;

2. the levels of activity to be integrated are comprehensive rather
than partial, encompassing strategic, operational and support
systems: integration is the core business, not an optional add-on;

3. integration is to be co-joined with localisation: a radical shift in
power and responsibility from the centre to the localities and neigh-
bourhoods is taking place.

The project is being carefully evaluated with positive interim find-
ings.

Leutz’s five laws for integrating medical and social services

The work of the American academic Leutz (1999) is often referred to in
the integration literature. He studied integrated care in the USA and UK,
comparing underpinning concepts and developments. His proposed five
“laws” of integration are not strictly scientific laws but research-based,
suggestive — and quite entertaining — propositions with practice implica-
tions. They are summarised briefly here.

First law

“You can integrate some of the services all of the time, all of the services
some of the time, but you cannot integrate all of the services all of the
time.”

It is important to target expensive integrated approaches on people with
complex needs. Not to do so is likely to be hopelessly inefficient.

Second law
“Integration costs before it pays.”

Success in integration depends upon adequate investment of planning
time and resources for training and systems development.
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Third law
“Your integration is my fragmentation.”

As much attention needs to be given to what may be lost through inte-
gration as to what is likely to be gained.

Fourth law
“You cannot integrate a square peg and a round hole.”

Remember that some things may remain permanent challenges, for
example different funding and governance systems for social and health
services.

Fifth law
“S/he who integrates calls the tune.”

This is not principally a comment on relative professional and organisa-
tional power. It is more an argument for finding ways for service users and
carers to play the leading role in shaping services and their integration, for
example through increasing use of direct payments/client budgets.

Frameworks

In addition to the selective use of theories and concepts relevant to inte-
gration work, several practical frameworks have been devised to assist
and focus analysis and planning in developing integrated services. Some
frameworks are elaborated in this section.

There are two basic questions to ask of activities designed to integrate
social services with other services:

e First, how can this activity be understood in relation to the frag-
mentation — integration continuum: that is, what may be claimed as
integration may actually be co-ordination or co-operation between
organisations?

e How is the activity assessed in relation to questions designed to iden-
tify good practice?

The work of the WHO in the integration field has been referred to earlier.
Their framework identifies the features likely to be associated with inte-
gration, distinguishing them from autonomous working or a co-ordinated
approach:
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Autonomy Co-ordination Integration
Vision of Individual Shared Common
system perception commitment to | values, all
improve system | accountable
Nature of Own rules, Time-limited Formal mission
partnership occasional or similar statements,
partnership co-operative laws
projects
Use of To meet self- To meet Used according
resources determined complementary | to common
objectives objectives framework
Decision Independent Consultative Authority
making delegated,
single process
Information Used Circulate Orientates
independently | among partners’ work
partners towards agreed
needs

This WHO framework can help those involved in integration — or other
forms of closer working — to look for themes and patterns, rationales and
directions, as well as being precise in the use of words. Where does a
particular project or service fit within this matrix?

Skelcher and Sullivan provide a different framework, comparing different
forms of collaboration from an organisational perspective. At one end
of the spectrum are informal, loose network arrangements. At the other
end are highly structured, formalised relationships which can result in the
integration of collaborating agencies into one single organisation.
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Forms of collaboration and rules of governance
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The continuum of integration can also be expressed as a “ladder of
integration of social services”. This should not be taken as implying an
ascending hierarchy of methods for co-ordinating services, ranging from
the worst (bottom) to the best (top) but is simply offered as a visual aid to
order thinking and action in what can be a confusing array of methods.

Ladder of integration of social services

1. Integration of central government ministries and policies: imple-
mentation throughout all levels of society

2. Whole systems working — not necessarily throughout country
3. Effective partnerships

4. Multi-service agencies with single location for assessment and
services

5. Planned and sustained service co-operation and co-ordination
6. Multidisciplinary teams of professionals

7. Ad hoc, limited, reactive co-operation in response to crises or
other pressure

8. Almost complete separation/fragmentation of services

Steps in the ladder may be conceived and phrased differently but its
usefulness is in identifying the various forms of closer working between
services, ranging from complete separation/fragmentation, through to a
fully integrated services system. As with all such constructs, it is a working
model and is only one approach to representing reality. It is open to varia-
tions and improvement.

It suggests a progression upwards from almost no attempt at integration,
through approaches of co-ordination, co-operation, collaboration, to
the most comprehensive systems of integration. Additional rungs could
undoubtedly be added to the ladder and perhaps one or more should be
higher or lower.

Note that each step of the ladder is not exclusive. As the steps go higher
they will almost certainly include one or more of the types of integration
found in lower steps.

29



The steps of the ladder

8. A rigid, rather old-fashioned system of separation of services at all
levels. This was a standardised approach with fragmented service delivery.
Such systems have more to do with maintaining bureaucratic interests
than addressing the real interests of service users. They still exist to varying
degrees.

7. The pressure of circumstances may force organisations to introduce a
degree of integration of services but this is often introduced reluctantly
and without a real commitment to developing integration as needed.

6. For example, staff from different professions working as multidisci-
plinary teams in a local community mental health centre. This may be a
local rather than a widespread initiative in integration. An example of a
process-centred approach which is less concerned with structural integra-
tion of organisations responsible for different services.

5. Arrangements where there is evidence of integration initiatives that are
part of a systematic, planned approach — rather than ad hoc attempts at
service integration.

4. Examples are the so-called “one-stop shops”, where service users access
one building for integrated services, including single assessments and service
plans. An approach to integration that is essentially user-orientated.

3. There are two kinds of agency or service partnerships. The first is setting
up a formal partnership entity or process, with implications for structural
changes, joint funding and so on. The second is a style of working where
service organisations behave as partners with one another — regardless of
the formal links between them. State-NGO partnerships of both kinds are
increasingly evident and often required by EU funding programmes.

2. Integration of services within a single organisation/decision-making
authority, providing a range of services for a specific population. Users
are clear where to go to access the support they need. Incorporates the
service model in rung (4) but involves more fundamental structural change
than simply setting up “one-stop shops”.

1. As yet, such a comprehensive approach to service integration is rarely
found. There are beginnings in some countries that concentrate initially
on a top-to-bottom integration of specific parts of two major services. For
example, integration of social, health and education services for children
with special needs. Of course, this selective approach to top-to-bottom
integration of services is more realistic than integration, for example, of
all social and health services.
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4. Models for integrating social and health services

As stated earlier, much of the published work on the integration of services
refers specifically to health and social services. The main sources of infor-
mation on developments at the national and European levels are found
in research reports — especially those relating to Procare (2004); articles
in the International Journal of Integrated Care; and various websites.
This section of the paper now draws substantially upon the main Procare
publication which reflects upon the experiences of countries involved in
the project.

4.1. Models and approaches to integration

Structural integration

This is arguably the most radical, difficult and costly approach to inte-
gration. It involves bringing together staff and resources in one single
organisation under a single unified structure. Legal sanction is required
for public bodies.

A key characteristic of an integrated organisation is a single point of entry
for potential users at which all their requirements can be assessed and an
appropriate provision of services agreed.

In the UK, Care Trusts provide one model of structural integration, single
organisations providing community-based health and social care to a
given population (see later for more details).

Joint working: process-centred collaboration

This is crucial to integrated working, focusing on caring activities rather
than on the organisational context for these activities. Organisational
and professional boundaries create major obstacles. The process-centred
approach to integration focuses on ways of overcoming obstacles
through the use of incentives for closer working between professionals,
for example specialist funding such as client budgets and long-term care
allowances.

Interdisciplinary working and teams

Process-centred approaches focus on the ways in which care activities are
integrated. They are less concerned with the agencies or organisations
that form the basis of the structural approach.
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Person-centred, seamless care

Approaches that are concerned more with either structure or process are
limited as they describe means rather than ends. The ends of health and
social care systems are their outputs, the care and support they provide
to users and their families. A central theme is that integrated care should
be defined by the ways in which users experience it. They should experi-
ence it as seamless or continuous care that does not have gaps, waiting
or overlap between different components.

Strategies, methods and instruments

There are different levels of service integration:

e direct practice: for example, through case or care management (see
Banks, 2004): matching supply and demand in complex situations
— client and demand orientated — maximises benefits from a given
amount of money through co-ordination of care delivery;

e professional: between the different professions as staff groups;

e organisational: whatever is the welfare mix arrangement in a
country;

e functional: continuum of cure, care and prevention.

Assessing integration
There are three approaches with possible measures:
1. service outputs: continuity of care, no delays or backlogs;
2. objective and subjective experience of users;

3. broader societal perspective such as social inclusion which requires
joined-up solutions. Neighbourhood renewal is based on the integration
of all services provided within a neighbourhood to improve services and
increase involvement.

Other findings from European experience

Joint working — shattering the cultural divide: experience shows that
effective joint working in health and social care can take a long time to
establish. However, traditional divisions between the two services can be
overcome with “incentives”, for example in the situation where the local
authority has no residential care home for an elderly person ready to leave
hospital. In Denmark — and possibly other countries — the municipality has
to pay a ‘fine’ for each extra day the person has to remain in hospital.
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On the other hand, contracts specify that community services must be
informed several days before a patient is discharged needing community
services.

Integrating housing, welfare and care: housing is often important to inte-
grated care but not always available as part of a service package.

Supporting informal family care: this also needs to be included within
integrated care. Care management service models normally ensure this
is fully included.

Quality management as an instrument to create mutually agreed
outcomes: total quality management (TQM) has helped to change the
culture of care, with integration seen as an important means towards the
end of better outcomes, proper orientation to users’ needs and wishes.

In addition:

e integration reforms must be based on integration of financing
systems and overcoming institutional barriers;

e demand-driven, integrated care has to work to increase users’ control
over the care process, for example individual budgets;

¢ top-down initiatives should only exist to support bottom-up change
processes;

e a central service point for advice, information and help is useful
to support users in clarifying their care needs and improving co-
operation between different organisations;

e change processes are very time consuming;
e evaluation is gradually becoming a more common and necessary
practice, for example in France;

e it is not possible to imagine a good practice integration model for all
countries — a very important finding.

Integration as part of a continuum for linking services

It is critically important to understand that integration of separate services
is only one means of overcoming the disadvantages of separate services —
other possibilities exist (see above) and may often be more suitable. This
is elaborated by various commentators who place integration at one end
of a fragmentation-integration continuum. Some of these formulations
are referred to later in the report.
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Autonomy, co-ordination and integration

Autonomy refers to service situations where there is no holistic view
of users’ needs; actions and decisions are arrived at independently and
without co-ordination.

Co-ordination exists where there is a shared view of users’ needs; and
actions and decision making are co-ordinated. Co-ordination takes place
within a user-centred network of services.

Integration is found where fragmentation between providers and auton-
omous action are minimised. Working practices become transparent.
Integration is of greatest benefit to those with complex needs, and where
the system is clear and readily understood by service users. The degree
of complexity of individual needs should determine the requirement and
context for integration.

Better co-ordination of services can also:

e deliver many or even most of the benefits to users of an integrated
system;

* be a positive, facilitating step towards an integrated system;

e also, an integrated approach where service delivery staff form an
informal co-operative network to meet user needs has important
advantages as a way of overcoming service fragmentation.

An important question is whether co-ordination — compared with inte-
gration — can be sustained and optimised over a longer period. A stra-
tegic decision to be made in localities is whether a single integrated
service system will be more suitable than the less costly and disruptive co-
ordination of separate, fragmented services.

Partnerships

Partnership is a “buzz” word in European social policy as it is central to
the widespread development of “mixed economies of social care” with
increasing emphasis on the involvement of non-state sectors in provision
of social services. It is heavily promoted, for example, by the European
Commission.

There is a distinction between setting up a formal partnership entity or
process and informal partnerships where organisations act as partners
but without necessarily changing organisational arrangements.
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Reasons for developing partnerships of either kind
¢ 10 deliver co-ordinated services to users;

¢ to tackle issues that cross traditional service and professional bound-
aries, for example social exclusion, economic regeneration and
community safety;

¢ to reduce the impact of organisational fragmentation and minimise
any resultant perverse incentives, for example new additional agen-
cies to deal with matters other agencies/services have been dealing
with separately, dividing into purchasers (commissioners) and
providers.

Partnership models

There are various approaches to forming partnership arrangements
between different service organisations. The most suitable model will
depend upon factors such as local circumstances, what is acceptable to
partners, what can be afforded (costs). Different models include:

e a separate organisation — most suitable for larger, well-resourced
partnerships (for example, Health and Social Care Trusts);

® a virtual organisation which is not a legal entity;

e co-locating staff from partner organisations: a relatively informal
arrangement but not suitable for managing major new projects;

e steering group without dedicated staff resources: the simplest and
least formal model. This is ideal for a partnership that aims to improve
co-ordination of services across organisational boundaries; and less
suitable for longer-term projects and those where a separate entity
is needed.

Other alternative options to the above models include:

e consultative arrangements with a single agency retaining responsi-
bility for decisions and action;

e networks not involving organisational commitment;

e contractual relationships with different benefits for partners, for
example new social services involving the local statutory authority, an
NGO and a bank providing funding (in the UK known as a “private
finance initiative”).

Benefits and costs of partnerships

There are several predicted/assumed benefits of partnerships between
services organisations. They:

35



e result in a better fit between services and users’ needs;
* make better use of resources;
e share information in an open way;

e stimulate more creative approaches to problems, such as social exclu-
sion. This is one of the greatest strengths of this way of working;

e encourage experimentation and generate innovative service improve-
ments;

e influence others. Partnerships frequently wield greater influence
than their individual partners: for example commercial organisations
can be unwilling to contribute to a local authority programme but
may be more willing to engage with an independent agency.

But what about the costs of partnership working?

e difficult to assess if benefits resulting from a partnership are greater
than the costs involved;

e direct and opportunity costs (for example, staff time) need to be
considered in any “value for money” assessment of partnerships.

A decision not to work in partnership may be taken if it is too difficult and
expensive in relation to benefits.

Comment: the subject of partnerships is central to work on integration.
It may well be that partnerships are understood and practised in different
ways in other countries. As other writings and practice indicate, partner-
ships need to be located somewhere on a continuum (or ladder) between
service fragmentation and service integration. To quote one commen-
tator, “A partnership is needed to create an integrated system, but a
partnership is not the same as integration” (Integrated Care Network,
2004).

Case management

Case management — also referred to as “care management” — is a
method for integrating care at the individual user level. It originates from
practice in the USA as a way of organising services from a wide range
of governmental and NGO welfare services in their particularly diverse
welfare and health system. It has been adopted in different forms in
European countries to provide a more efficient, organised and individual-
tailored approach to integrating the various services required by users
with complex and usually long-term needs.
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Holistic assessment, user and carers’ involvement, and construction of care
packages are central features of this service integration model. Typically a
care manager will work collaboratively with a service user — and carer(s)
where appropriate — to make a full assessment of needs and capability;
construct a suitable and costed package of necessary services; arrange for
their integrated delivery; and monitor the ongoing implementation of the
service package. The arrangement is formally reviewed periodically.

Banks (2004, pp. 102-103) states that:

Organisations will be considering the potential of case management to offer
a cost-effective and efficient way of co-ordinating services so that older
people receive: what they need (across service boundaries); and when they
need it (continuum of care). The challenge for case management is that it
takes place at the level of service provision at which needs and resources,
scarcity and choice have to be balanced.

As Banks indicates, there are several different models and approaches
operating under the umbrella of case management. These include,
amongst others:

* intensive case management: case managers co-ordinate services for
users with severe and complex needs in order to tailor services to
individuals across time and place of service use;

e joint agency: case management is supported by a multidisciplinary
team of workers from different agencies. One team member acts as
case manager or key worker;

e brokerage: case managers are employed by an independent agency,
with the potential to act as powerful advocates — but their position
may be weaker because of being outside the service system;

e users co-ordinating their own care: this approach offers more user
control than other methods. The increasing introduction of “client
budgets” has increased the scope for selective use for users to co-
ordinate and buy in their own care packages.

An evaluation of a care management project in the UK showed that
(Lewis, 2005, p. 5, quoting Challis et al., 1995):

Providing services in this coordinated way enabled vulnerable older people
to stay at home; that the services were felt to be more reliable, effective and
sufficient than other arrangements; that the older people had high morale;
that the distress of carers was reduced; and that the costs were no more
expensive than the alternative arrangement.
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4.2. Barriers to integration

This section has reviewed a variety of approaches to the integration of
services, ranging from modest informal methods to major structural
reorganisation of separate services. There can be significant barriers to
achieving integration as Nies (2004) indicates in relation to attempts to
integrate social and health care services. His examples include:

e insufficient public funding for services: shortages can result in waiting
lists with an effect on referrals and service provision that make it
hard to implement integrated, smoothly operating systems;

e complexity of the system: multiple stakeholders may have different
roles, interests and power positions. Factors making integration
difficult include: different legislation and funding streams; the social,
political and economic context; and different procedures and struc-
tural arrangements at different system levels;

e lack of responsibility: in most systems, no one has overall responsi-
bility for the integration of care and services, nor for outcomes. This
is a barrier to decision making;

e supply-driven systems: despite the ideology of needs and client-
driven service systems, practice is still often determined by supply
and providers’ interests;

e human resources: integrated services require new types of profes-
sionals (for example, case managers) and inter-professional teams.
Staff shortages and slow development of necessary training may
hamper the implementation of integrated care;

* integration becoming an end in itself: integration will be supported
as long as it delivers better outcomes for users, but will be resisted if
instead it becomes a way of solving other system problems.

5. Integrating social services in Europe

Most of the remainder of this report concentrates on what the Council
of Europe project has discovered about the integration of social services,
primarily in countries involved in this project. The report then concludes
with suggested guidelines. This review claims neither to be complete nor
perfectly up to date because of the changing nature of this subject in
Europe. The countries are referred to in alphabetical order.
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Albania

The quantity and quality of pre-1989 social services in Albania was so poor
as to make it a particularly challenging task to develop them in recent
years. Albania is now involved in a major World Bank project to develop
new social services, including passing responsibilities and funding to local
governments. In this situation one approach may be to organise new local
social services separately to allow them time to develop properly before any
possible integration with services such as health. Alternatively, this may be a
good opportunity to establish new integrated service models at the outset.
The example below illustrates just one approach to this latter strategy.

The Balash social services centre in Elbasan

The social day centre for older disabled people is financed by the Italian
Department of Labour and Social Politics as part of a programme of
[talian co-ordination for human aid in partnership with the Ministry of
Labour and Social Affairs (MOLSA) of the Albanian Republic, the Elbasan
municipality, and various social services NGOs.

The Balash social centre is also a public service for older teenagers with
social needs. It also has the function of reintegrating people whose prob-
lems have left them outside the mainstream of their local community. One
of the aims of the project is to achieve a pilot model of integrated commu-
nity-based services in partnership with local government and NGOs.

The project started in August 2000 and finished in March 2002, having
achieved its main objectives. A second project started in October 2002,
which builds on the achievements of the previous project; control has
been handed over to the local community. The centre is administered by
the Elbasan Municipality and funded by the MOLSA.

Typology of services

The centre offers a variety of social and health services for elderly people
and others in need. Examples of services include:

e employment therapy and professional formation;
home assistance and prevention of institutionalisation;
physiotherapy;
social activities;
food and hygiene service;
activities in community awareness;
inclusion of those attending the centre in culture and community
services.

The centre is focused on: securing real opportunities for autonomy and
a social life; and improving the chances of social inclusion.
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Armenia

In Armenia social services delivery affects most citizens. The services are
administered by a network of over 180 separate offices. The administra-
tion of social protection services — including programmes aimed at both
serving the needy as well as those involved in distributing social insurance
benefits — are fragmented and do not work efficiently. The need for a
degree of integration among the many different services is clear.

As the example below illustrates, the introduction of “one-stop” centres
will help to increase the quality of delivery of social services and improve
citizens’ access to information about services. Applicants will be able to
go to one location for all their assistance, social benefit and pensions
needs. A key element of co-location of services is the sharing of infor-
mation among the organisations. In Armenia, the ASTP programme has
adopted an innovative collaborative and consultative approach towards
developing a model for the integrated social services centre.

Vanadzor integrated social services centre

In their social welfare programmes in CEE, international donors
concentrate on “bringing services closer to the citizen and inte-
grating the services available so that the citizen has to visit just one
location to obtain social services”. This is particularly necessary in
Armenia where services are administered by a network of over 180
separate offices. The Government of Armenia is committed to a
policy of improving services to citizens, which involves bringing all
services together under one roof.

Vanadzor is a pilot project to test all aspects of creating integrated
social services centres (ISSCs) in Armenia. The main goals of an ISSC
will be to:
¢ improve access for the citizen to social services by co-locating all
social services in one building, and improving access to informa-
tion;
¢ enhance and extend the range of social services provided to the
citizen by working more closely with NGOs on health and social
care;
e improve information sharing among organisations by creating
systems for sharing databases to simplify applications;
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e improve the administration of social benefits programmes
through streamlining procedures, more efficient work practices
and improved staff training;

e make more efficient use of staff and technical resources among
the co-located offices.

Citizens in Vanadzor will have one location to apply for pensions
and benefits, register as unemployed and enquire about other social
services. Reception staff will provide information, advice and help
with completing forms. Data sharing between services will reduce
the number of separate, overlapping applications for benefits and
services. Where necessary, customers can be directed to the NGO
referral service in the building.

If successful, the new ISSC will provide important benefits to citi-
zens that are not present in the highly fragmented system that it will
replace. The particular approach to integration of services with its
“one-stop” location will be central to this new concept.

Czech Republic

Since 1989 the situation in social services in the Czech Republic has been
marked by a significant shift towards integration both horizontal and
vertical, that is towards services that are based on users’ real needs. There
has been a significant and accelerated trend of focusing on the individual
and the quality of his or her life. This even applies to some extent to the
remaining residential services with a protective and paternal character
where there are now obvious efforts to integrate them with local commu-
nities. Before the revolution, residential homes for the elderly and people
with a mental disability were placed in unsuitable large buildings like old
monasteries, isolated from built-up areas.

These efforts are greatly supported by the government, both in the form
of promoting community planning within the country, that is a method
of service planning that maps out users’ needs in a given area under the
equal co-operation of the triad — user, provider, operator — and through
promoting quality standards, which are based on the needs and protec-
tion of the rights of the social service users and that were issued by the
Ministry of Labour and Social Affairs in 2002.

In the Czech Republic, the integration of service provision is common, but
does not guarantee the quality of the different kinds of care provided.
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There is no interdisciplinary strategy, even though when different kinds
of care are provided to the same person, service provision should be inte-
grated in order to facilitate the person’s social integration and rehabilita-
tion. Specific types of institution are still generally designed for specific
user groups. Integration in social service provision is seen as essential in
bringing a more human dimension, safeguarding users’ human rights
and, above all, improving the quality of social service provision. If certain
groups of users (the elderly, persons with mental disabilities, etc.) are dealt
with separately, even if they are provided with high-quality services, the
final quality will always remain questionable because, above all, elderly
people need contact with other groups of people at other stages in life.

Integration in social services in the Czech Republic

Ustav socialni pé¢e v Horni Poustevné (USP) (a social care institution
in Horni Poustevn@) is a residential service with an original capacity of
130 clients with mental disability, both men and women from early
ages through to adulthood. The process of converting the tradi-
tional paternalist institutional care for clients with a mental disability
started in 1996-97 with the first protected apartment for six clients
in nearby Vilémov, providing all the services the clients needed.

Since then, the project has been running and proving that the life
of a person with a mental disability can be enjoyed to the full if
there are people who accept such a life and can negotiate seemingly
impossible hurdles. At present the protected houses and apartments
house a total of 108 clients for whom services are provided by 98
USP (as above, social care institution) employees. USP is an organi-
sation funded by contributions from the state budget, which was
founded by the Capital of Prague.

A very wide range of services are provided directly by USP or by
other people, for example accommodation, food, health care,
education and personal development, training, supported employ-
ment, free time activities (cultural and recreational activities), reha-
bilitation, therapy (ergotherapy, music, pets, arts, drama), assistance
with procuring (things for personal needs), assistance with property
management, assistance in difficult life situations, and social and
legal protection. Accommodation in apartments in various places in
the Sluknov area promotes the integration of clients in the village or
town society in a natural way.
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There is both vertical and horizontal integration in this example. USP
is being gradually transformed into an organisation of social services
where it is not the provider of all the services needed but plays the
role of a guarantor that is ready to assist a client with selection of the
necessary services. USP also provides supervision and control of the
services provided by various organisations and individuals and also
manages the organisation’s property.

The costs of integration initiatives (per user) are comparable to the
costs of a bed in a traditional residential social care institution in the
Czech Republic. This transformation is not more expensive than the
current care model. From the point of view of satisfying the client’s
special needs, it is incomparably more efficient.

The project has always been struggling against hurdles in the form
of misunderstandings with the administrative authorities, insuffi-
cient legislation and surprise on the part of the natural community.
However, the project has managed to negotiate the hurdles and thus
to shift the perception about ways of providing social services to
people who more or less depend on them.

The clientis involved in the creation of an individual personality devel-
opment plan that should result in a contract between the client and
USP to define the services to be provided, the selection and extent of
the involvement of USP employees and other persons in the client’s
active life. The services are provided with one intention only, which
is the client’s integration and inclusion in social life. The contrac-
tual relationship between the client and USP should lead towards
the gradual reduction in the quantity, or intensity, of social services
provided to the client to the necessary minimum or even (if possible)
towards complete relief from dependence upon the institution.

Finland

Finland has a relatively long history of combined health and social
services at the regional level, although not all regions have adopted this
type of integration — it is a local decision. Now Finland has launched a
programme to reform its social services during the period 2003-07. The
purpose is to redesign the entire comprehensive service system. Along
with the national programme to reform health care, this programme is
one of the most important projects of the present government. A key
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issue is to improve the availability and quality of services. The project aims
at reforming the municipal service structures and operations. Services
are being modernised to be more timely, flexible and client-orientated.
More effective methods for the provision of services are being sought
and the introduction of new working practices and operational models is
being promoted. Co-operation between different authorities at national
and local levels is being intensified and closer co-operation between the
local authorities, the third sector and private service providers is being
promoted. One example is the development of family centres, where not
only the social and health sector is combined but also the third sector.

New cross-sectoral joint service centres have been developed in Finland in
the field of activation of the long-term unemployed. Here a more concen-
trated and radical approach was adopted, with elements that reached for
cross-sectoral co-operation both at the operational and strategic levels.
At the operational level, the most important aspect is setting up new
cross-sectoral joint service centres, “one-stop shops”. In the pilot phase
the joint services were called joint service centres (JOIS), and when they
were made official in the new national government programme, they
were named labour force service centres.

Modernising public employment services is also one key aspect. Finland
has for a long time pursued an employment strategy where everything has
been contained under “one roof”, that is the labour administration and
the public employment services. Now for the first time Finland is moving
away from this strategy, replacing it with a system which would make
better use of a broader horizontal resource through joint service centres.
In addition, the pressures on public employment services are mounting.
Unemployment figures, after dropping steeply, have reached a plateau.
Ideas in the ministry have started to veer more and more towards a dual
strategy and new organisational structures.

Integrated employment and social care services — Espoo

Labour force service centres (LFSCs) were first introduced in 2004
in response to the specific needs of a declining but still significant
number of long-term unemployed people. The state is responsible for
employment services, local authorities for health and social services.
The aim is to provide more suitable services for the long-term unem-
ployed by combining both responsibilities at the local level through
LFSCs (28 in total by June 2005).

44



The main objectives of the LFSC are to
e reduce structural unemployment and prevent exclusion;
e reduce the number of beneficiaries of unemployment benefits;
* increase opportunities for participation in active labour market
policy programmes;

e develop users’ confidence to control their lives and to be able to
work.

Funding is provided by the state and the local authority. An evalua-
tion of LFSCs has shown that:

e activation rates were higher than through separate employment
services;

e there were positive results from users’ satisfaction surveys.

Lessons from construction and operating of LFSCs: integrated strate-
gies were elaborated at all levels to ensure involvement of all actors
in planning and implementation. Key issues have been: the impor-
tance of avoiding one sector dominating another; the need to devise
a shared vision of activation; and the complex task of managing a
network of organisations and multi-professional teams.

Flemish Community of Belgium

The integration process of social services in the welfare and health sector
in Belgium, and in particular in Flanders, has been tackled in different ways
and at different levels. Administrative reforms, the promotion of mergers
and co-operative ventures through recognition and subsidy decrees, and
the decentralisation of social services to the provincial and local level have
been the most important procedures.

State reform of 1980 and the integration of social services

The state reform of 1980 in Belgium led to a reorganisation and integra-
tion of different forms of health and welfare care in many fields of service
provision, in particular in the field of welfare and health policy. With the
state reform, assistance to people was transferred to the communities,
so that the different forms of welfare and health care — developed in
the various national ministries — were decentralised. The social services
which depended on different national ministries were brought together
in the Welfare, Public Health and Culture Department of the Ministry
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of the Flemish Community. The same ministerial department recognised
and subsidised the welfare and health services from 1980 onwards and
carried out quality control. In 2005 the Flemish Government then created
a new Flemish Ministry for Welfare, Health and Family. Walloon region
and Brussels reorganised their welfare care to fulfil the social needs of
their population groups.

Integration process on the basis of requlations
of the regional government

After the state reform of 1980, the Flemish Community, often at the
request of the sector itself, took a number of initiatives to harmonise
certain sectors or to have them co-operate or merge. The first integration
Flemish Parliament Act for general welfare work was approved on 24 July
1991. This Flemish Parliament Act had four different objectives:

1. greater legal security for general welfare work;

2. a better position and profile for the sector within overall welfare and
care,

3. the structuring of general welfare work to create a coherent and inte-
grated network of balanced, spread and accessible provisions;

4. the harmonisation of the regulatory framework for all the recognised
provisions in general welfare work.

With the 1991 Flemish Parliament Act on general welfare work, the
different forms of non-residential and of residential welfare work were
brought together as follows:

a. non-residential welfare work: social welfare centres, centres for life and
family issues, youth information and advice centres, centres for forensic
social work, victim support and telephone assistance;

b. semi-residential and residential welfare work: supervised independent
living for young people and adults, supervised independent living for
adults, centres for the homeless, women'’s refuges, community centres
for young people and crisis care.

At the end of 1994 there were still 239 centres for general welfare work
which were recognised, 39 of which were incorporated in a health insur-
ance fund, five centres for telephone support (one per province) and 195
independent centres for general welfare work, recognised on the basis of
nine different regulations.

46



These independent or autonomous centres merged on the basis of the
Implementing Order of 21 September 1994 into about a hundred polyva-
lent non-residential or residential centres for general welfare work.

On the basis of the 19 December 1997 Flemish Parliament Act these
centres merged to form 29 independent centres for general welfare work.
The non-residential and residential welfare work was integrated.

On 31 December 2003, there were 27 independent centres for general
welfare work in Flanders. They employ 1 425 full-time welfare workers in
355 centres and received €49 million from the Flemish Community for
their personnel and operating costs in 2003. Some 1 075 full-time equiv-
alents are subsidised by the Flemish Government, the remainder by prov-
inces and municipalities. Some 41 initiatives for social service provision
are incorporated into the health insurance funds with about 400 profes-
sional employees and a subsidy from the Flemish Government amounting
to €11 million.

Integrated youth support

Integrated youth support aims to guarantee the opportunities for the
development of minors, their parents and people in their living environ-
ment and promote their health and welfare. To this end, it provides a
broad range of integrated support possibilities. The Flemish Parliament
Act on Integrated Youth Support of 7 May 2004 provides a framework
for inter-sector co-operation and co-ordination. It determines the aim
and operating principles of integrated youth support, determines which
sectors participate, proposes a number of concrete forms of co-operation
and co-ordination and establishes an inter-sector policy sector.

The youth support provision in the following sectors forms part of inte-
grated youth support: general welfare work, special youth assistance,
integrated family care centres, mental health care centres, pupil guidance
centres (Child and Family) and the Flemish Fund for the social integration
of disabled persons.

An Advisory Council for Integrated Youth Support and a Management
Committee for Integrated Youth Support were created. The management
committee unites the leading civil servants in the participating sectors.
Representatives of the working field, of minors and parents have a seat
on the Advisory Council for Integrated Youth Support. Both bodies advise
the Flemish Government with regard to its policies on integrated youth
support.
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The integration of the school medical inspection
and the psycho-medical-social centres to create pupil guidance
centres to cater for a wider range of educational needs

On 1 December 1998, the Flemish Parliament Act on Pupil Guidance
Centres was signed both by the Flemish Minister for Education and by
the Minister for Health Policy. This meant that school medical inspection
and psycho-social-medical support were provided in an integrated way
in primary and secondary education. As a result of the merging of 104
school medical inspection centres and 201 psycho-medical-social centres
to create 75 pupil guidance centres, school doctors and nurses started
to co-operate with psychologists, educationalists and social workers to
support schools and parents.

The pupil guidance centres started to work as a whole on
1 September 2000.

Integration of mental health care centres

The process of integration in mental health care started with the 18 May
1999 Flemish Parliament Act on Mental Health Care and the 17 December
1999 Flemish Government Decree implementing the Flemish Parliament
Act. The objectives included a broadening of scope, more room for
management, a clear second line position and an emphasis on weaker
groups, children and the elderly.

A large number of centres merged: of the 84 centres in 1988, 21 centres
remained, evenly spread throughout Flanders. The management subsi-
dies and the increase in salary scales to the level of salary scales in hospi-
tals resulted in an increase in the budget. The budget increased from
€28.9 million in 1998 to €41 million in 2004. In 1998, 620 full-time
employees were subsidised, and 880 in 2003.

Provincial consultation and co-operation

The 19 December 1997 Decree governs the establishment of provincial
structures, which are responsible for the co-ordination and expansion of
regional consultation and co-operation forums and networking in the
organisation of the welfare sector.

The creation of a single structure which co-ordinates the consultations
and the co-operation at the regional level contributes to more referrals
and to avoiding a duplication of work and top-heavy services, resulting in
the improvement of service provision.
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Therefore a provincial co-ordination commission was established where
regular consultations can take place for exchanging experiences and
making arrangements.

The social house: integration of welfare,
health and equal opportunities by municipalities

Local social policy seeks to achieve the highest possible accessibility of
the service provision to citizens and to optimally reach the weaker social
groups and clients. To this end, the local authority establishes a social
house. This will be the “one-stop shop” for citizens with regard to social
service provision in their municipality, neighbourhood or district, as the
“one-stop shop” function of the social house provides integrated access
to the social service provision of both the municipality and the public
centre for social welfare. This allows citizens to gain easier access to their
social rights and to be helped in an effective way. Whenever appropriate
or necessary, the social house will refer the client to the correct service.

Conclusion

The most important objectives of integrations are quality policy and
result-orientated management and client-friendliness. Improving access
to social rights, in particular for the most vulnerable social groups, and
strengthening social cohesion are the results.

France

In France, debate on the improvement of relations between the users
of public services and social services? is closely linked to state reform. In
addition to a demand for efficiency of government and of private bodies
fulfilling a public service mission, there is a major concern to ensure
access to services and guarantee their quality. Since the beginning of the
1980s, therefore, the public authorities have been engaged in a process
of “public service renovation”.

The promotion of a “quality culture” and the desire to simplify admin-
istrative formalities and facilitate access for individuals to information

2. Definition of social services by the World Health Organization (WHO): “services
and programmes aimed at providing social support to people who, because of age,
poverty, unemployment, health condition or disability, require public assistance in
the areas of shopping, housework, transport, self care and care of others, in order to
function more fully in society”.
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and public services have resulted in a profusion of initiatives. Moreover,
a concern to fine tune services to meet users’ needs has brought recog-
nition to local services. The emergence of “one-stop” facilities bringing
together a range of public and social services in one and the same place is
therefore one of the distinctive features of this reform. The modernisation
of the state and its services also incorporates the new resources repre-
sented by new information and communication technologies (NICTs).

The experience with municipal and inter-municipal social action centres
seems emblematic in this respect. The concern to meet the needs of local
residents is combined with the concern for high-quality support to facili-
tate the integration of vulnerable individuals into the local social fabric.

Modernisation of the state and public services
through the promotion of high-quality local public services

Promoting the integration of public and social services
in a rapidly changing economic and social context

The late 1980s saw the beginning of a debate in France on the moderni-
sation of public services. The aim was to bring government closer to citi-
zens and provide cheaper and more effective public services.

Four main objectives have been set for the policy for receiving members
of the public and providing them with a service:

— Promoting public information

The aim was to improve public information through the production of
electronic handbooks and the possibility of obtaining detailed infor-
mation within the shortest possible time. Encouragement was there-
fore given to the development of multi-purpose facilities in the form
of helplines manned by staff from different ministries. The use of other
information media such as the Internet, audiovisual media and facts is
also mentioned.

— Personalising relations between staff and users

The personalisation of relations between staff and users calls for trace-
ability with regard to files and the persons dealing with them. The staff
member’s name and the address and telephone number of his or her
department must therefore appear in all administrative correspondence.
Multidisciplinary provision and the possibility of offering a comprehensive
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response to the user’s needs are goals towards which all public and social
services should strive.

— Simplifying administrative formalities and procedures

The aim was to make things increasingly easier for users by simplifying
administrative formalities and procedures and harmonising and making
more flexible the requirements set by different departments for proving
one’s identity, income and address, and to improve access to administra-
tive documents and reduce the time taken to obtain them.

New technologies are also perceived as a means of simplifying administra-
tive procedures, through simplification of online forms and the develop-
ment of e-mail correspondence. There have been significant developments
in the area of electronic forms, particularly as regards public procure-
ment.

— Promoting user participation

Users must be seen as partners of government departments, public insti-
tutions and private bodies fulfilling a public service mission. Their involve-
mentin public projectsis regarded as an essential prerequisite forimproving
public services. The guidance therefore recommends the promotion of
user committees or associations in order to obtain an assessment of the
efficiency and quality of services from the people who use them.

Institutional integration of public and social services

A Committee for the Simplification of Administrative Language (Comité
d’orientation pour la simplification du langage administratif — COSLA)
and a Commission for Administrative Simplification (Comité d’orientation
pour la simplification administrative — COSA) have been set up to give
expert advice in connection with all plans to simplify administrative
wording and regulations.

The setting up of a Directorate General for Modernisation of the State
has been given the threefold task of promoting activities to take fuller
account of users’ expectations, and to ensure and evaluate the quality
of the service provided, to co-ordinate activities for simplifying law and
making administrative formalities less unwieldy, and to participate in
work to improve the quality of regulations and the clarity of administra-
tive language.
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Tools for renewing relations between “users”
and public/social services

Promoting quality of personal contacts in public services:
the “Marianne Charter”

While the Marianne Charter is, first and foremost, a common core of
commitments in terms of personal contacts, responsiveness and prompt
handling of queries, it is also a set of methodological reference points (a
“Marianne Charter” handbook, a handbook on honouring of commit-
ments and a handbook on how to receive persons in difficulty), and a
visual identity. The fifth section of the charter, entitled “listening to you
in order to move forward”, stresses the need for each department to
assess its results and regularly question its users. In addition to these local
measures, the Secretary of State for State Reform called for the intro-
duction of external evaluation arrangements based on the principle of
“mystery users”.

Services tailored to specific needs

The logic behind the “one-stop” approach is to address the situation
of users in their globality and to simplify procedures by offering them
prompt attention and direct access to the appropriate services.

The common feature of these “one-stop” facilities is that they bring
together different operators, be they institutional or voluntary, in the
same place to facilitate direct access for users to the right service so that
they can obtain the desired information and advice. Closeness to the
user is one of the fundamental principles of these “one-stop” facilities.
Although they are all built on the same logic, “one-stop” facilities some-
times have specific target groups.

The primary function of the maisons de services publics (public service
centres) is to cover urban or rural areas devoid of services (depopula-
tion, scattered settlement pattern, sensitive urban areas). They pursue
the general-purpose aim of responding to any query from members of
the public. They have been followed by the maisons de I'emploi, aimed at
job-seekers, and maisons du handicap, designed to receive and provide
information and support to persons with disabilities. In addition to the
general-purpose “one-stop” facilities, there are therefore some of a more
specialised nature which deal with particular target groups.
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A new type of centre, the “networked centres for access to social rights”
(pbles d’accueil en réseau pour I'acces au droit sociaux — PARADS), has
been set up. These centres are in line both with the “one-stop” service
project and with the objective of setting up centres to act as a “first port
of call” for persons seeking advice on social rights. Further characteristics
of these centres are an area-based approach and a concern for local social
development. Their design must therefore be based on a diagnosis of the
local area and strategic siting in relation to the institutional, administrative
and voluntary sector environment. Their activities must be co-ordinated
with those of other general-purpose centres and more targeted informa-
tion centres such as family information centres, employment centres or
health care access points.

The purpose of the PARADS centres is therefore to remedy a shortcoming
by giving a greater say to those facing hardship and social exclusion. Their
role is to facilitate access to information for these persons and to assist
them in securing entitlement to social rights. Moreover, they meet the
concern for quality and efficiency of services, and the specifications by
which they are governed contain requirements in terms of user participa-
tion and evaluation of activities. There is also a section relating to the use
of new technologies. It is specified that the various players need not be
physically present in the same facility: networking is strongly encouraged.

We are therefore seeing an increasing number of “one-stop” facili-
ties in the French institutional landscape, but they can only hope to
survive if they have a strong foothold in the local area, sound part-
nerships and reliable sources of funding. Furthermore, the network
of municipal social action centres defends the idea of “local service
centres” rather than “one-stop” facilities.

Greece

Integrated interventions for women in Greece

The initiative to provide integrated services for women who are
unemployed or at risk of social exclusion has grown from work
started ten years ago. The General Secretariat for Equality and the
Research Centre for Gender Equality set up a pilot project staffed
by an interdisciplinary team providing counselling and information
services. The unit’s methodology has three major pillars:
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e provision of a complete set of services (for example, psycho-
logical and legal counselling, career advice) to enable the
unit to function as a “one-stop shop” for women to receive
different but integrated services relevant to their employment
search;

® a gender-sensitive approach allowing women to understand,
negotiate and — if needed - redefine their social role;

* networking among related agencies.

The unit started in Athens but eventually spread to other cities. Key
findings were that government agencies found it difficult to inform
women about policies and services to help them into employment;
and what was needed were (a) effective networks to distribute infor-
mation, (b) decentralised services tailored to local needs, and (c) a
commitment from the top.

Based on this initial experience, in 2003 the original sponsoring
actors designed the Integrated interventions for women programme.
Central features of this programme include:

¢ an integrated unit (as above) in all 13 prefectures in Greece;

e units to form public-private partnerships between agencies
experienced in this field;

e units to draw up action plans to implement integrated inter-
ventions with specified services — not just counselling as previ-
ously;

e action plans to be monitored centrally.
Evaluation of this programme is under way with early indications
showing that:

e commitment from the top is essential to success. The main
barrier to progress has been the unwillingness of local authori-
ties to support the programme;

¢ not all partnerships are working effectively, for example disputes
among partners;

¢ an underlying cost reduction from the integration of services.
This integrated services model may have application to other target

populations in need, for example rehabilitation of mentally-ill
people.
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Iceland

For more than a decade there has been a lively discussion in Iceland among
politicians, policy makers as well as at grass-roots level about the need
for integration of social services with other personal services, for example
with education, health and services for the handicapped.

From 1994 there have been experiments in some regions on integrating
health, education and handicap services with social services but there
is no one official policy on integration. The Icelandic Government has
recently made it clear that it will not make any more agreements with
local governments about further integration of family/social services until
changes have been made concerning the size and strength of the munici-
palities.

In Reykjavik municipality, however, the policy is quite clear as the city
council has decided to integrate all family services granted by the munici-
pality such as social services, specialist services for pre-school children
and primary schoolchildren as well as youth counsellor services within six
service centres around the city of Reykjavik. This policy followed previous
integration on social services, with social housing, housing benefits and
services for the elderly and the handicapped. The aims are: to improve
the services; to make them more accessible for the users; and to make it
possible for those responsible for services to achieve a holistic view on the
situation of the individual and especially the family.

There is no legislation on integration as such but this is the spirit of many
social acts, namely the Social Services Act, the Act on the Rights of the
Handicapped as well as the Child Protection Act, as all recommend inte-
gration of services especially for those who have complex needs.

The experiments mentioned above include vertical integrated social
services between the municipalities/local governments and the state. These
are now permanent arrangements which have been rather successful.
A two-year pilot programme on integrating home service (granted by
the municipality) and home nursing (by the state) for the frail elderly in
Reykjavik has also been completed. This integration could be considered
more as a partnership than genuine integration. One of the findings of
this pilot programme is that both these tasks should be the responsibility
of and performed by either one of the partners. On the other hand, it
is argued that this partnership of integration is better than the previous
separation of services.
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Intended beneficiaries of integration in Iceland are the most vulnerable
people (for example, the handicapped and the elderly) and people with
multiple problems. In Reykjavik the policy of prevention is also highlighted
in order to reach out early to children at risk and/or with special needs
and their families.

There have been some studies of outcomes and they indicate that the
users are more pleased with the way services are given to them.

There have been two studies on vertical integration where costs were
taken into account. These studies indicated that the costs were no higher
than in the previous system and at least public money might be spent in
a way where there was more value for money.

One might argue that in the regions mentioned in this publication
where vertical integrated social services have been practised for the last
decade, the approach is on step 2 of the ladder of integration — whole-
system working — as it is working well in these areas but is not practised
in other parts of the country. This is also the case of the service centres
in Reykjavik municipalities (step 2) as this is not the practice in the whole
country.

The pilot programme in Reykjavik on home help and home nursing might
now be on step 5 — planned and sustained service co-operation and co-
ordination — as the services are better planned and there is good co-
operation, but there are still two kinds of services.

The main problems facing integration is the attitude of the staff, especially
the professionals who tend to defend their status and professional iden-
tity. It is often a question of power and status connected with different
cultures within different fields of work.

One should not underestimate these problems and the fact that some
user groups, especially the most powerless and weak users with multiple
problems, often have less status than others that might have more
accepted needs and some even temporary ones. This could result in
failing to meet the needs of the people who are in the most difficult
situations.

Italy

ltaly is at a particularly interesting stage in the integration of its social
services because of new legislation and a major national programme
to integrate services. Currently, there are three levels of integration
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of social services. First, integration between social services and health
services. Secondly, integration of social services with related sectors of
other services, such as education, training and employment. The last
level is integration among all these diverse dimensions into substantial
programmes of local development.

A major advance in the integration programme has been introduced
through the Framework Law for the Development of the Integrated
Systems of Interventions and Social Services. A range of factors have
made it necessary to introduce new models and make organisational
procedures less bureaucratic and more open to interaction with external
surroundings. Greater orientation towards quality and service users has
produced a slow process of rearrangement of the policies from an inte-
grative point of view.

In Italy, the management of the process of redefining social policies is the
responsibility of the municipalities who provide co-ordination of the entire
process in their own areas. The instrument dedicated to this is represented
by the so-called “Zone Plan” — a document of local programming agreed
upon with the stakeholders and constituting a first level of integration of
policies and social interventions. The principal social actors from the main
sectors participate in “negotiation tables” and make a major contribution
to local “intervention plans”.

Integrated social services in Italy

The Framework Law for the Development of the Integrated Systems
of Interventions and Social Services was introduced in 2000. This law
— with national application — specifies two levels of integration:

e integration between different policies, namely health, educa-
tion, training, employment, culture and leisure and territorial
recovery programmes, in order to define macro programmes of
intervention;

e integration processes among social services directed towards
different groups of users, for example the elderly, disabled, chil-
dren and families, etc. At this second level, integration concerns
all services which can co-operate with regard to the diverse
aspects in which the individual needs of citizens are articu-
lated (social assistance, health, education, training and employ-
ment).
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A practice well established in some areas of the country is social
health assistance for the elderly, the disabled and disadvantaged
minors. In this case the Social Services Office and the local health
agency together prepare a plan of intervention to deliver integrated
social and sanitary assistance. Another practice regards the policies for
children as provided by Law No. 285 dated 1997, which establishes
programmes agreed upon between the municipalities, the local
health agency and schools for “scholastic recovery”, “intercultural
education”, “integrated social assistance” and “social promotion”
(free and open to all children and teenagers at territorial social-
educative centres).

A central aspect of this national programme of integration will be
arrangements and actions at the territorial level. For example:

In 2001, the revision of Title V of Italy’s Constitution led to further
considerable changes in the social welfare system as it conferred
exclusive competence to the regions in the social assistance sector
and also provided that the state assume competence in setting out
recognised their competence to provide personal social services. This
gave rise to a redefinition of competences and tasks pertaining to
state, regions and municipalities, which makes it all the more neces-
sary to co-ordinate and integrate social policy actions.

Considering this innovative institutional, as well as regulatory, frame-
work the issue of integration has become yet more relevant, in
particular as regards vertical integration between institutional actors,
for example the state, regions and municipalities.

e the “mobilisation of all actors involved” such as social health
integration through co-operation of municipalities and local
health agencies;

¢ also, “concerted actions and co-operation between all public
and private actors”;

e a “social secretariat” will be appointed to guarantee users “one-
stop” access to the services system; and to act as a go-between
linking different local agencies into an integrated network.

basic welfare levels” (BWL).? Regarding municipalities, the revision

3.
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Taking into account such a complex, multifarious policy framework,
a project ‘Planning to pact’: integration processes in local welfare
services was initiated by central government to survey implemen-
tation of the national integration programme. The project investi-
gated integration with special regard to vertical integration between
regions and municipalities; horizontal integration among the various
stakeholders at local levels; and integration between social and
health care policies in municipalities and local health care units.

This project had been evaluated with particular emphasis on how
political, institutional and organisational variables can impact on
processes and mechanisms of integration in social policies.

The research activities are aimed at understanding whether and how
local integration and participation processes can contribute to the
planning and implementation of “Zone Plans”.

The final report has highlighted innovative, good practice procedures
and activities for dissemination throughout Italy.

One relevant aspect of what is going on with integration at local
level, where the services are delivered, is the attention given to inte-
gration at the beginning of the entire process. A positive strategy
is to start working at the planning stage through an integrated
approach between the political, institutional and third sector actors.
The achievement of an integrated planning action can promote a
local network of welfare services.

At the first level there are “negotiation tables” at which all the social
actors, for example administrations, public services, social bodies,
third sector organisations and citizens, participate and where the
principal issues are defined and discussed.

At a second level, “groups of integrated work” (discussing different
social issues) play a fundamental role in defining, in a technical way,
the principal projects and actions concerning the local programming
agreement. They are composed of professionals from various back-
grounds, such as social, health, educational and local services.

At the third stage, institutional and political subjects decide on which
of these to adopt as the official document. Working with this circular
approach opens up dialogue at different stages, which can ensure
integration at the point of delivery.
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Finally, political and institutional considerations seem to be important
in achieving positive results in terms of integration, and in improving
the standard and quality of services.

Latvia

There is some, although limited, progress in working towards the inte-
gration of social services with the health sector. The overall system has
been characterised by delegation of responsibilities by law to different
administrations, with diverse sources of funding. Each service type has
been developed on its own. Significant integration requires delegation of
service responsibilities and financing to local government.

However, some integration between social services and the health care
sector at local government level has been achieved, with the develop-
ment of uniform health care and social services structures. As there is a
lack of state budget resources for total provision of health care services
(including compensatory medicines), social assistance benefits provided
by local government partly compensate for the expenditure of needy
people on contributions to the cost of health and medicines.

Malta

Social services in Malta have up to now been characterised by a separate
rather than an integrated delivery of service. The closest policy that the
Maltese Government has regarding integrated social services is reflected
in the recently launched National Action Plan on Poverty and Social Exclu-
sion 2004-06. Along with the other EU member states, Malta will co-
ordinate its social inclusion programme to increase employment levels and
improve education as a means of reducing poverty and social exclusion,
hence promoting access to social rights. The strategic approach of the
plan reflects how entities have been working together to tackle poverty
and social exclusion. It also outlines how they will continue to work and
merge together to address these major issues.

At present, the social service in Malta that most resembles a combined/
integrated service for a specific user group is the community centre pilot
project called ACCESS. This project was launched in November 2002
under the auspices of the Ministry of Social Policy, as it was named then
(now known as the Ministry of Family and Social Solidarity, MFSS).
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The ACCESS complex - A family and community resource
centre in Malta

Started in 2002 as a “one-stop shop” service centre in a high-density
area with multiple needs. Planning the centre involved government
and NGO organisations, resulting in a multi-service centre with social
and community work; childcare and family support; employment and
training; social security; housing; and an adult and training centre for
people with disabilities. A board of directors oversees the strategy
and policy of the centre. A management committee is responsible
for operational matters and monitoring of the service.

Service users are seen as holistic individuals with often interdepen-
dent needs which are best met through an integrated service centre.
Examples of integrated working on joint projects/services include:

e the “Job Club”, a joint project between Cottonera community
service and the employment and training service corporation.
This targets school-leavers, providing skills-based training and
support towards employment and integration in society;

e the Women in Work project, run by the same service partners.
It focuses on the issue of low employment of women, providing
a tailor-made course to increase participants’ self-esteem and
readiness to enter employment. An important facility is a
mentoring scheme for women;

® 3 “parenting skills” course for people with a disability, organised
jointly by the childcare centre and the adult training centre.

A key aim of the family and resource centre is to involve the local
community as much as possible so as to ensure that they have a
sense of ownership. Methods used to achieve this include: a literacy
project; ACCESS fairs and open days for local people with information
provided by all centre services; campaigns on road safety and safety
in the home; and a theatre group working in local schools on social
issues. A future project will be a computer/Internet cafe to develop
computer literacy skills.

Results and evaluation: the main benefits include easier access to social
rights and a more holistic, co-ordinated service delivery; more effi-
cient referrals between services; and shared expertise between services
resulting in a more complete, effective service. A formal evaluation of the
centre’s work has yet to be conducted. Ideally, there should be a single
point of assessment for users although this has yet to be established.
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Netherlands

On 1 July 2006, the Social Support Act (Wet maatschappelijke onders-
teuning, Wmo)* was introduced in all municipalities in the Netherlands.
Under the act, policy responsibility for setting up social support lies with
the municipalities, which are accountable to the citizens in the execution
of this responsibility. The municipality is the natural party to play the role
of director because of its (verifiable) public responsibility. The municipality
is the only party that is able to channel developments at local level and
pursue an integrated policy that takes proper account of local conditions
and the wishes of the public. The municipality is better placed than any
other party to promote cohesion between the services that are relevant
and tailored to individuals and their requirements “Direction” means
the following in this context: taking the initiative and calling parties to
account with regard to their responsibility. However, that does require
the co-operation of housing corporations and care administration offices,
for example. It is believed that the tasks and responsibilities of housing
corporations and care insurers are sufficiently well anchored in law and
thus offer sufficient points of departure for achieving objectives jointly. If
it should become apparent that cohesion is sometimes not achieved, the
government is willing to take action under administrative law together
with the Minister for Housing (on the basis of his supervisory powers) to
help get the collaboration going.

Important social service target groups have complex needs and require an
integrated programme of interventions. The necessary care needs to be
accessible and at a low threshold, with unambiguous information, rapid
detection of problems, quick intervention for more serious problems and
guided referral.

Municipalities must provide a good cohesive system of support for their
residents who are not sufficiently able to handle their problems either
on their own or together with others. Examples are helping with house-
keeping, offering social support, adapting the home and transport for a
wheelchair. Municipalities have to decide for themselves how they provide
this support; one municipality will go about it differently from the next,
but they must involve the public and make it clear to people exactly what
they are offering and what results will be achieved in a number of specific
areas.

4. In common with the General Guide to Wmo Implementation (SGBO, March 2005)
social support is defined as “Supporting people if necessary in their social contribu-
tion, restoring their ability to cope, equipping people to participate socially ...".
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The act allows the municipalities sufficient freedom to develop and imple-
ment policy locally. The law contains the obligation to develop a local plan.
The costs involved in implementing the municipal tasks will be financed
from the Municipalities’ Fund. The law allows individuals to choose
between care in kind and patient fund holding/personal budgets.

Apart from the Social Support Act there is no special legislation in the
present situation or in the official legislative planning of the present coali-
tion government that deals explicitly with integration of social services.
However, integration it is one of the guiding ideas behind the Social
Support Act.

Vulnerable individuals from the following target groups are the expected
beneficiaries of integration:

e people with a severe physical limitation, among them the elderly at
the limit of being able to cope with life on their own and those in
institutional care;

® people with chronic psychological problems, including the homeless
and those sleeping rough;

e people with intellectual limitations, especially when in combination
with behavioural problems;

e people with severe psychosocial or material problems;

e people experiencing severe problems growing up, including young-
sters who repeatedly come in contact with police and law courts for
criminal offences;

e people involved in domestic violence (victims, offenders, families);®
e other people with multiple problems.®

The costs involved in implementing the municipal tasks that result from
the Social Support Act are financed from the Municipalities’ Fund. The
law allows individuals to choose between care in kind and patient fund
holding (personal budgets). The AWBZ’ and the Social Support Act
complement each other. The modernisation of the AWBZ will take place
over the next few years and implies that more and more provisions and
services will shift from AWBZ to the Social Support Act. This is also neces-

5. Particularly abused women, elderly people and children.

6. Generally without a clear individual demand, the so-called “OGGZ" (public mental
health care) target group.

7. Exceptional Medical Expenses Act.
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sary in order to enable the financing to be completed on the basis of
functions (costs met on a function-related basis).

The idea of an intergovernmental “ladder” (a hierarchy of formal or
enforceable forms of integration) is not at all endorsed in the social
welfare policy of the Netherlands. The leading idea is rather this: munic-
ipalities must “perform”. The so-called “performance fields” specify
what the municipality must include in its deliberations. Not every
municipality needs to do everything specified in the performance fields,
although they will have to be able to present their residents with a
good reason for their decisions as to what they will and will not do.
Performance of course does not involve implementing detailed central
legislation at local level; nor is it simply a question of determining policy
in complete autonomy. A system of centrally prescribed services to be
provided on an individual basis and therefore individual rights does not
fit in with this. Local shaping, local discussion and local support form a
basis that is at least as sturdy.

Bureaucracy and managerialism are the main obstacles facing effective
integration of services. Even those who try to improve integration in
a scrupulous way often end up spending their precious time in meet-
ings about the exchange of referrals and experiences, and the drafting
of protocols and guidelines for managers. The professionals, who are
supposed to work together to establish integration of services, are of
course always employees: they work under the managers of their insti-
tutions and foundations. Unfortunately managers have their own prob-
lems: cash flow, satisfying the members of their boards, budget cuts and
the like. Therefore they generally tend to make a list of priorities: the most
important task should be done first. Most important tasks are of course
agency-centred tasks, tasks that contribute directly to the continuance
and safety of the institution or the foundation. Spending time in working
together with other professionals, outside the jurisdiction of managers,
never belongs to the priorities.

There are lots of replies to questions like why and how to perform inte-
grated social services, for whom and with what kind of specialists and
institutions, but there is hardly any description of the “what” question.
What is a ready-made integrated social services product and what does
it look like in specific situations? For example, how many hours’ help
at the client’s home, how many hours counselling at the office of the
professional, how much help with administrative procedures and how
many hours domestic help? Of course it should be tailor-made. But if we
could describe, more or less in detail, what really happens in situations of
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successful integrated social services delivery, how long it takes and what
costs are involved, this would probably raise more awareness about the
importance of integrated services.

Overall, there is a lack of evidence-based best practice. There are good
practices in many places, but they tend not to be transferable because of
specific local and personal circumstances.

Politicians in all developed countries are trying to deal with the problem of
fringe groups — long-term consumers of social allowances (without being
disabled or old), those who misbehave in the neighbourhoods where they
live, who get addicted to alcohol and drugs, who leave school too early
or those who get entangled in criminal activities. Social service is not very
successful with these target groups, party because these groups are too
often looked upon as losers, as victims of a system.

Of course people cannot be forced into risk-avoiding behaviour. Preven-
tion is always the best solution, but not always achievable. So politicians
appeal to social services. But it is never clear whether it will help or not.
Unlike housing or education it is often not even clear what you receive
(evidence based) for the price you pay. What they see is that the social
service is always divided; it is always small scale. Also because of the fact
that alternatives are lacking, there is a wide belief that results will be
better when social services are integrated with one another (and there-
fore bigger) and with related services in fields like housing, security and
education.

Community schools

Community schools started in the Netherlands ten years ago. Now
there are over 500. They started at a time when welfare and educa-
tional policy were decentralised to municipalities, allowing for local
integrated youth policies.

This model for integrating local services within schools is not unique
to the Netherlands; there are similar developments in Scandinavia,
the UK and USA. Basically, community schools are alliances of
schools, childcare, welfare institutions, sports clubs, libraries, health
institutions and others. In broad terms, the co-operation of various
disciplines increases children’s opportunities for development and
strengthens social cohesion in the community. Most community
schools are located in disadvantaged neighbourhoods.
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There are four main phases in setting up a community school: initia-
tive, preparation, implementation and consolidation. Community
schools are not essentially a means of providing a cheaper alterna-
tive to previous service arrangements. Funding has to be obtained
for accommodation, co-operation and activities. The rationale for
community schools is their added value for pupils, their families and
local communities through integrated or co-operating services in
local schools.

Useful websites on community schools are www.communityschools.
org (American) and www.bredeschool.nl (a Dutch site about commu-
nity schools).

Norway

The overall picture in Norway has been for local and regional authorities
to enjoy considerable discretion in how social services should be organ-
ised, as well as how they should be co-ordinated with other services.
The role of central government has been through legislation, funding
and dissemination of good practice to encourage co-operation and
co-ordination between different services and professions, where this
is needed. The government has now launched a major public service
reform aiming at integrating public employment services, social security
and social assistance into one unified service. Whereas the first two are
state agencies, the latter is presently the responsibility of municipali-
ties. The government presented a White Paper to the Norwegian Parlia-
ment early in 2005. New legislation was passed by parliament in spring
2006.

There have been several pilot programmes over the last ten to fifteen
years concerning the integration of social services with other major
services such as health and education There have also been programmes
aimed at modernising the public sector as a whole, such as local infor-
mation centres providing “one-stop” services — helping and guiding
people where and how to access services. None of these efforts have
so far resulted in any permanent changes in the way services are deliv-
ered. In addition, 17 pilot projects have been especially organised to
provide evidence on better co-ordination and integration among the
municipal social services, the public employment service and social
security.
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A new employment and welfare administration

In 2004 Norway established a new Ministry of Work and Social
Affairs, merging responsibilities for social services, social security
and labour market policy into one new ministry. The Labour Market
Administration and the National Insurance Service are merged into
one state unit, closely co-ordinated with the social service adminis-
tration in each municipality. The main purposes were: to help people
to return to work more quickly, where appropriate, with cost savings
through less benefits payments; added value for the welfare system
through more people in employment; and a more holistic approach
to users’ needs together with better-quality services.

There will be a joint, integrated front-line service with an employ-
ment and welfare office in every municipality, providing a co-
ordinated service focused on users’ needs to replace the existing
service of several different offices. The new service will be based on a
close partnership between the state and local authorities, with each
office providing services for the unemployed and enterprises, people
on sick leave, disabled pensioners, and recipients of financial social
assistance, pensions and family benefits. The division of authority
between the state and the municipalities will not be changed.

A central feature of this service will be respect for and close attention
to the needs and interests of individual users. There will be individual
plans, co-ordinated services tailored to the individual, and a rights
and obligations contract.

Costs and benefits: it is estimated that savings from this reform will
cover the considerable reorganisation costs, along with reductions in
lost income by better co-ordination and long-term improvements in
administrative efficiency.

Evaluation: evidence so far suggests that:

e organisational reforms are expensive in terms of time and
finance;

e teamwork produces good outcomes for users but is time-
consuming;

e different cultures are not a problem;

e users are more satisfied, but less so those needing only one
service;

® too early to assess if more people are entering the labour
market.
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Portugal

In Portugal the integration process of social services is still in a relatively
early stage as services have been separated rather than integrated. The
need for various public social services to be integrated is becoming a
major policy concern and priority.

Currently, there is a reform of social services as a result of concerns about
the social and economic challenges and the future financing of the system.
This reform is based on three main goals: first, to improve the relationship
of the administration with citizens; second, to improve quality of services;
and, third, to simplify procedures and make them less bureaucratic. The
aim is to create an internal dynamic for modernisation and for a citizen-
orientated approach to service quality. A further aim is to provide greater
safeguards for citizens and to involve them more closely in the adminis-
tration’s decisions and in the process of administrative change.

This process is also promoting a greater commitment to an active part-
nership between the state and civil society organisations to share the
responsibilities for a more effective implementation and delivery of social
policies/services. NGOs, the private solidarity institutions and the local
development associations are all playing an increasingly important role in
the social protection system, as well as in the implementation of national
social policy measures. In fact, such organisations are responsible for
running most of the existing social services for children and elderly people,
while some private organisations and local authorities are partners with
the public social services in the implementation of national policies and in
the development of local anti-poverty projects.

Many of these developments are crucially linked to the growing awareness
that social exclusion is caused by an increasingly complex set of problems.
New understandings of these multiple problems and risks associated with
social exclusion are now recognised in public policy through the develop-
ment of more strategic and targeted anti-poverty programmes. An impor-
tant element of this policy shift is directly related to the role of social public
service and the need for improved delivery of services through integrated
and co-ordinated policy responses and improved resources resulting from
the identification of new needs.

In this context, examples of integrated social services are relatively few in
number and have not yet been in place long enough for full evaluation
of their impact. Even so the following example illustrates some aspects of
experiments in integrating social services in Portugal.
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National immigrant support centres (CNAIs)
An administration closer to immigrants

The CNAIs in Lisbon and Porto emerged as an integrated, effective and
humanitarian response to the problems of integration which immi-
grants who have chosen Portugal as a host country were faced with.

Through the analysis of the legalisation process immigrant citi-
zens have to carry out, it was possible to verify the complexity and
dysfunction caused by their interaction with different public depart-
ments which were located in different places, with different ways
of functioning, and sometimes with incompatible schedules. This
dispersion and fragmentation of departments was often pinpointed
as being a factor of great inefficiency, leading to immigrants giving
up the process of legalisation and the subsequent impediment to
social integration which this caused.

Description of the project

Given these needs, it was decided to bring together the various
departments related to immigration (Service for Border Control and
Foreigners) within one space, and with the same operating philos-
ophy, allowing them to interact in a co-operative manner. It was
also decided to establish other innovative departments which would
meet the concrete needs of immigrants not satisfied by the many
existing departments

The idea was for an innovative project, focusing on the conception
and management of space (emphasising a comfortable stay along
with functional flow), and with the sociocultural mediators who
would deal with the public (providing a cultural, linguistic and affec-
tive bridge with the users, within a public third sector partnership)
and in the common and shared computer management aspect of the
visit (enabling the digitalisation of data and documents, communica-
tion between departments and a combined user-centred solution).

The CNAIs have been designed and are managed to provide quality for
the user and maximise efficacy and efficiency in dealing with each case
on the basis of its particular needs, within a friendly environment and
providing a user-centred platform. In order to fulfil this design specifi-
cation, whilst being dynamic entities which were learning on the job,
the CNAIs have permanently sought to provide a better service and
this core philosophy is present throughout their activity as a whole.
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The following bodies are located with the CNAlIs: the Inspectorate
General of Work (IGT); Social Security; the Service for Border Control
and Foreigners (SEF); the Ministry of Education; and the Ministry of
Health.

Romania

In Romania, the development of social services, as a part of the social
assistance system, began after 1990 and has accelerated during the last
five years. Reform in the field is being fully implemented on the basis of
a national network of social services addressed to the needs of all vulner-
able groups.

Presently, the majority of social services are targeted at solving the prob-
lems of abandoned children or those at risk of leaving their families;
disabled and elderly persons; chronically-ill persons; victims of domestic
violence; the homeless; and drug addicts. However, all these services
are not developed in an equitable way all over the country; there are
major discrepancies between urban and rural areas because of the lack of
human and financial resources.

The management of the system has been decentralised to local public
authorities in order to provide more appropriate services, according to the
identified needs, the decisions and the priorities of the community. The
delivery of social services is shared between public services and NGOs.

The central authority responsible for social assistance policies, including
social services, is the Ministry of Labour, Social Solidarity and Family —
MoLSSF (social benefits and social services system). In relation to social
protection policies, MoLSSF co-ordinates the following: the National
Authority for the Protection of Children’s Rights, the National Authority
for Disabled Persons, the National Agency for Family Protection (domestic
violence), the National Agency for Employment and the National Agency
of Social Insurance (public system of pensions).

The first steps in setting up integrated social services were initiated by
the law on social assistance in 2001 when it was decided to unify public
services for children and adults’ protection — organised at county level —
into a single unit, the General Directorate for Social Assistance and Child
Protection, under the co-ordination of the county councils. In this way, it
has been possible to integrate all type of services addressed to all vulner-
able groups under a unique structure, more flexible and managed in a
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more effective and efficient way. The process was only finalised in 2005.
At the community level, each town hall has to organise its own public
service to manage all types of primary social services (social work assess-
ment, counselling, personal care services, emergency services and social
aids).

Integrated social services as a new concept were introduced in 2003
by the law on social services, which provides that social services can be
organised and delivered in an integrated system with health services. In
fact, the first provisions related to this subject were promoted by the law
on elderly social assistance approved in 2000, which defines care services
as socio-medical ones.

The programme of the government for the period 2005-08 clearly under-
lines the aim of creating integrated care services for vulnerable groups.
In 2005 the government approved national strategies for: social assis-
tance development for elderly persons; disabled persons; and social
services development. All these documents define the new directions of
social policy development, including the need to integrate social services
in order to respond quickly to individuals’ needs, to solve efficiently the
complexity of all the potential problems of a person in a difficult situa-
tion or at risk of social exclusion. At the same time it was decided, as a
strategic objective, to develop assessment procedures and methodolo-
gies for the evaluation of the impact or effectiveness of social services
programmes, including integrated care services.

Specific legislation is now sufficiently developed, but it is important to
state that the implementation of the strategic plans needs a medium-
term time frame. So far there is only the basis of a real national network
of social services which could be organised and delivered in an integrated
way. Even in the ideal situation of having all the necessary financial and
human resources, there are many other aspects which could interfere
with the process of building the system.

In relation to specific social services, residential centres for children, the
disabled, the elderly and those who are chronically ill are organised so
as to provide social and health care. There are also centres for disabled
people that provide services for rehabilitation, special education, voca-
tional training and occupational therapy. Domiciliary care services for the
elderly and disabled are more developed but they are not managed well
enough due to the limitations of health regulations.

In the new package of proposed health legislation adopted in March
2006 there is a chapter regarding community health assistance (care)
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to promote the development of an appropriate integrated system of
long-term care. During the last two to three years, local authorities and
NGOs have started to organise part of the residential and day centres as
complexes of services, providing a diverse range of services such as coun-
selling and advocacy, special education, personal health and social care,
rehabilitation, employment facilities, advice on housing and social aids.

The problem of integrating services is not focused on personal social
services only. In Romania, the payment of social benefits is divided between
several organisations, both central and local. The new legal regulations
establish the setting-up of a single national agency to administer social
benefits with services organised in each county.

Presently, integration is focused primarily at the horizontal level. The
emphasis is expected to shift towards an improvement at the vertical
level, in close relation to the present process of decentralisation, which
facilitates the integration of social services with health services, education
and employment services at county level (Romania has 41 counties and
Bucharest municipality six sectors, with an average population of around
500 000 inhabitants per county/sector), and according to the reform in
public administration.

Spain

The integration process of social services in the welfare and health sector
in Spain has been the result of several reforms that translated into the
new Law on Dependency established on 1 January 2007. The aim is to
promote the basic conditions of personal autonomy and care for depen-
dent people, including the integration of financial benefits, social services
and the prevention of situations of dependency.

The National System of Dependency will integrate the different services,
providing benefits and assistance for dependent people. It will facilitate the
collaboration and participation of the public administrations in promoting
personal autonomy and the protection of dependent persons, optimising
public and private resources for a better quality in citizens’ life.

The Law on Dependency provides a series of mechanisms of co-
operation between the General State Administration and the communi-
dades auténomas (autonomous regional authorities). A Consejo Territo-
rial del Sistema Nacional de Dependencia will be created.

The budget for the care services for older persons in 2004 was
€1 672 million and for services for disabled people was €709 million,
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whereas the total expenditure for social protection on dependency was
€2 356.9 million of gross domestic product (source: Libro blanco de la
dependencia, December 2004, Ministry of Labour and Social Affairs).

Spain’s level of integration corresponds to the second step on the ladder
of integration. The difficulties encountered are those that arise from the
very decentralised system that is evident in Spain.

United Kingdom

The integration of social services with health services in particular has
been a major concern for UK Governments from the 1960s onwards. An
historical perspective is illuminating in that before 1971 social services
for adults were set in an administratively integrated health and welfare
department of the major local authorities. Social services for children
were in a separate department. The health and welfare departments
were dominated by the health interests to such an extent that legislation
in 1971 separated the two services, creating a social services department
at the local level, to include social services for children.

The disadvantages of the 1971 disintegration of the two services has
increasingly become apparent, resulting in a government policy to intro-
duce new forms of integration (Department of Health, 1998, chapter 1,
section 6.5):

The Government has made it one of its top priorities since coming into office
to bring down the ‘Berlin Wall’ that can divide health and social care, and
create a system of integrated care that puts users at the centre of service
provision.

Social security (cash benefits) have been organised quite separately from
social services and will remain so. Various devices to achieve greater collab-
oration/integration have been introduced, particularly trusts — see below.
These are new, separate organisations with responsibilities for forms of
health and social services at the local level, for example a mental health
trust. They can both commission and provide services. More recently chil-
dren’s trusts have been introduced to combine certain services previously
provided by social, health and education services.

Three main factors account for service integration becoming a govern-
ment priority:
e the growing acceptance that separation of services tends to act
against the interests of service users;
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e the cost-efficiency drive in public services as part of the moderni-
sation agenda, namely it should be cheaper to integrate separate
services — but is it?

® a reaction to public enquiries into service disasters when a serious
lack of co-ordination of health and social services has been a main
cause.

It is sometimes forgotten that Northern Ireland as an integral part of the
UK has had an integrated health and social care system for over thirty
years. Even more, it is said to have “one of the most structurally inte-
grated and comprehensive models of health and personal services in
Europe” (McCoy, 1993). Unfortunately there has been very little research
into the outcomes for service users of this integrated service, nor is there
data on comparative costs.

Heenan and Birrell (2006) carried out some empirical research with senior
staff in the service which showed strong support for two key aspects
of integration. First, their programmes of care which are “divisions of
health and social care into which activity and finance data are assigned to
provide a management framework” (p. 53). These programmes are seen
as the key feature of the whole system. Secondly, “an efficient and timely
system of hospital discharge was perceived as one of the real benefits of
the integrated structure” (p. 58). In non-integrated systems elsewhere the
lack of co-ordination of services at the critical point of hospital discharge
is seen as a major, costly disadvantage — both for users and their carers,
and the individual services.

Trusts

“Care trusts” have been introduced in the UK as a structural vehicle for
delivering improved, integrated health and social services for patients
and users. They are part of the government’s overall modernisation
programme for public services. Their main features are:

¢ they are new organisations, separate from but related to existing
health and social services bodies;

e they are voluntary — partners can withdraw. But government
can oblige health and social services bodies to set up trusts
when there is evidence that joint working has not otherwise
been established;

¢ health and social services functions are delegated to them — not
transferred;
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e they can commission and/or provide services;

e they deliver integrated (whole-systems) services in a single
organisation;

e so far, care trusts have concentrated on specialist mental health
services and services for older people, namely for people with
complex needs;

e funding is provided by the statutory organisations that set up
the trust.

Northumberland Families and Children’s Trust

Northumberland is a county local authority in the north of England.
It has responsibility for social services, including for children and
young people. Northumberland Care Trust has certain delegated
health and social services functions, including some for children and
young people (CYP).

Following a joint review of CYP services in 2003 the decision was to
establish a single organisation to plan, commission and deliver all
services for CYP and their parents/carers. Before the trust was set
up, the services which it now takes responsibility for were under the
separate control of two different local authority departments — social
services and education. This new organisation is the Northumber-
land Families and Children’s Trust. The trust has two parts:

e Children’s Services Directorate: it combines all education and
social services for children functions under the leadership of
the Director of Children’s Services. Other statutory services may
second front-line staff and managers to work in this directorate
to provide integrated services;

e Families and Children’s Trust Partnership: it includes all stake-
holders (for example, NGOs, statutory organisations) in services
for CYP in Northumberland. Its purpose is to enable stake-
holders to work together to improve outcomes for all children
and young people in the county.

e |n line with central government’s policy to set detailed “targets”
for all public services, those services responsible for children’s
services must meet targets in five key areas:

* being healthy;

e staying safe;

e enjoying and achieving;

e making a positive contribution;
e achieving economic well-being.
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Children’s trusts follow the earlier and more numerous mental
health and primary care trusts, again with responsibility for plan-

ning, commissioning and delivering clearly defined health and social
services in their localities.

76



References

“About integrated working”
(www.integratedcarenetwork.gov.uk/themes/integration1.php).

Attwood, M. et al. (2003), Leading change: a quide to whole systems
working, Policy Press, Bristol.

Audit Commission (1998), A fruitful partnership: effective partnership
working, Audit Commission, London.

Banks, P. (2004), “Case management”, in Nies, H. and Berman, P. (eds),
Integrating services for older people: a resource book for managers,
European Health Management Association, Dublin.

Benson, J. (1975), “The interorganisational network as a political
economy”, Administrative Science Quarterly, 20, pp. 229-249.

Benson, J. (1983), A framework for policy analysis, in Rogers, D. and
Whetton, D. (eds), Interorganisational co-ordination, lowa State University
Press, Ames, IA.

Bernabei, R. et al (1998), “Randomised trial of impact of model
of integrated care and case management for older people living in
the community”, British Medical Journal, 316, pp. 1348-51.

Challis, D., Darton, R. and Traske, T. (1995), Care management and health
care of older people, Arena, Aldershot.

Council of Europe (2002), Access to Social Rights in Europe, Council
of Europe Publishing, Strasbourg.

Council of Europe (2004), “Report on user involvement in personal social
services, Council of Europe Publishing, Strasbourg.

Delnoij, D., Klazinga, N. and Kulu Glasgow, I. (2002), “Integrated care in
an international perspective”, International Journal of Integrated Care,
1 April.

Department of Health (2003), Changing places: report on the work
of the Health and Social Care Change Agent Team 2002/3, London.

Evers, A. (2003), “Current strands in debating user involvement in
social services” (paper commissioned for the project User involvement
in personal social services).

77



Heenan, D. and Birrell, D. (2006), “The integration of health and social
care: the lessons from Northern Ireland”, Social Policy and Administra-
tion, Vol. 40, No. 1, February, pp. 47-66.

Hudson, R. (2004), Whole systems working: a discussion paper for the
Integrated Care Network.

Integrated Care Network (2004), Integrated working: a guide, UK.

Julkunen, 1. (2005), Integrated social services in Europe — approaches
and implementation: a scoping research review, paper commissioned by
the Council of Europe.

Kalpa Kharicha et al., “Social work, general practice and evidence-
based policy in the collaborative care of older people : current problems
and future possibilities”, in Health and Social Care in the Community,
12,1, pp. 134-141.

Leichsenring, K. (2004), “Providing integrated health and social care for
older persons — a European overview”, in Leichsenring, K. and Alaszewski,
A. (eds), Providing integrated health and social care for older persons:
a European overview of issues at stake, Ashgate, Aldershot.

Leutz, W. (1999), “Five laws for integrating medical and social services:
lessons from the US and UK"”, Milbank Quarterly, 77(1), pp. 77-110.

Levine, S. and White, P. (1962), “Exchange as a conceptual framework
for the study of inter-organisational relationships”, Administrative Science
Quarterly, Vol. 5, pp. 583-601.

Lewis, J. (2005), “Integrated and fragmented care observed from two case
studies”, International Journal of Integrated Care, 1 November 2005.

McCoy, K. (1993), “Integration: a changing scene in Social Services
Inspectorate”, in Personal social services in Northern Ireland: perspectives
on integration, Department of Health and Social Services, Belfast.

Meyerson, D. and Martin, J. (1987), “Cultural change: an integration
of three different views”, Journal of Management Studies, 24, 6,
pp. 623-43.

Midland Health Board Executive Summary (2003), parents “Olive and
Peter” in Developing a model for integrated primary, community and
continuing care.

Nies, H. (2004), “Integrated care: concepts and background”, in Nies,
H. and Berman, P. (eds), Integrating services for older people: a resource
book for managers, European Health Management Association, Dublin.

78



Peck, E., Towell, D. and Gulliver, P. (2001), “The meaning of culture in
health and social care: a case study of a combined trust in Somerset”,
Journal of Interprofessional Care, 15, 4, pp. 319-27.

Skelcher, C. and Sullivan, H. (2002), Working across boundaries:
collaboration in public services, Palgrave, Basingstoke.

Some useful websites

www.integratedcarenetwork.gov.uk
www.pr-soc-incl.net/peer/en/index.html
www.minvws.nl/en/themes/social-support-act/default.asp
www.awalraven.com/search/
www.docbank.nl/search.html?keywords=english&searchtype=simple
www.pgb.nl/showpage.php?pa=235&menu=0,316
www.euro.who.int

www.ijic.org (International Journal of Integrated Care)

79






Appendix |

Policy guidelines for the design and implementation
of integrated models of social services

1. Introduction

1.1. These guidelines aim to assist stakeholders (that is, principally,
policy makers at the national and local levels, service organisations and
those who use their services) in designing and implementing effective
integration policies. An important purpose of service integration is to
improve access to social rights, reduce the social exclusion of vulnerable
groups, and contribute to the overall objective of strengthening social
cohesion. In developing integrated services, an essential consideration is
the mainstreaming of issues such as gender, ethnicity, age, disability and
poverty.

1.2.  There is growing evidence that the integration of major services is
becoming a prominent policy issue in many European countries, as seen
in new legislation, research projects, European conferences and informa-
tion on integration initiatives. The focus is substantially upon social and
health services and to a lesser extent includes other public services, such
as education and employment.

1.3.  These guidelines are based on the findings from commissioned
research work and the discussions and proposals of the Group of Special-
ists on User Involvement in Social Services and Integrated Social Services
Delivery (CS-US), set up by the European Committee for Social Cohe-
sion.

1.4.  Forthe purposes of these guidelines, the term integration is defined
as a range of approaches or methods for achieving greater co-ordination
and co-operation between different services in order to improve their
delivery to users. These approaches include: merger of two or more sepa-
rate services into a new single service structure; service co-ordination; co-
operation; partnerships; collaboration; inter-professional or joint working.
The degree of integration may vary and therefore it should be seen on a
continuum.

1.5.  There is a strong consensus that there is “no one size fits all” in
integration work. The particular approach to integration has to be chosen
to suit specific needs, circumstances and possibilities.
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2. Advantages of integrating social services

In designing integration policies, decision makers should clearly justify the
need for integration. They should take into account the main arguments
in support of integrating social services with one or more other services,
namely that it would:

2.1.  deal more effectively with the diverse and complex problems
related to social exclusion;

2.2. facilitate access by service users to a range of services;

2.3. allow the adoption of a more holistic approach in meeting the
needs of service users;

2.4. foster the development of more personalised relationships
between users and providers, and increase user involvement;

2.5. contribute to ensuring continuity and sustainability of service
delivery;

2.6. simplify and accelerate the decision-making process in service
delivery;

2.7. improve efficiency and effectiveness of service provision;
2.8.  reduce overlapping of the different services.

The example of integrated interventions for women in Greece (see box
pp. 53-54) illustrates the value of integrated services for one major
marginalised group in many countries — unemployed women.

3. Critical success factors of integration programmes

In order to design integration policies which meet the expectations of the
main stakeholders and go on to achieve valuable and realistic outcomes,
the policy makers should consider a number of important requirements.

3.1. A fully inclusive, open and transparent process of consultation
with stakeholders, and particularly with service users/beneficiaries, should
be undertaken. Reliable information should be provided regularly.

3.2.  The problems which have led to a proposal for service integration
as a solution should be clarified and assessed.

3.3.  Afeasibility study of possible positive and negative effects of the
proposed integration should be undertaken. This might include:
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a pilot study;
a study of expectations of stakeholders;

* an analysis of likely outcomes;
* an assessment of costs.

3.4.  The methods for monitoring and evaluating the outcomes of inte-
gration should be determined.

3.5. The necessary resources to carry out the integration initiative
should be calculated, for example finance, human resources and “know-

"

how".

3.6. Arguments against the proposed integration should be assessed
and seriously considered.

Moreover, the following preconditions should be taken into account
when an integration initiative is being considered:

3.7. a political environment which is favourable to integration and is
supported by important decision makers;

3.8. a willingness among leaders to put the common interest beyond
the needs of their own organisation and a commitment to find solu-
tions;

3.9. a common working culture of shared principles, objectives, plan-
ning, responsibilities, accountability and concrete national policies with
legislation, namely for national programmes;

3.10. a proper and equitable balance of power between parties within
the new integrated service;

3.11. a shared and standardised system of assessing the problems of
service users based on mutual understanding. The system should clearly
identify the roles of all the professionals;

3.12. new skills and competences demanded by the complexity and
specificity of the integrated services must be acquired by the staff;

3.13. a new, common quality-management system, which involves
distinctive leadership, consultation and participation of providers and
users, building trust between stakeholders and setting up a monitoring
system.
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4. Challenging elements in the integration of social services

In designing integration policies, policy makers should evaluate the chal-
lenges involved and consider how to address them.

4.1.  While recognising the positive elements brought about by inte-
grating services, partners need to adapt to a new working culture in order
to break down institutional domains.

4.2. There is a relative lack of formal evaluations of integration proj-
ects and, where they exist, not all are positive. Consequently, it is difficult
to provide clear evidence of the benefits of integration with scientific
certainty.

4.3.  The funding and other resources required for introducing new and
more efficient integrated systems of service delivery may be substantial
and should not be underestimated.

4.4.  The initial stages of the process may be time-consuming in terms
of designing frameworks, information technology, financial and other
procedures.

4.5.  Entrenched interests of bureaucracy and professional groups may
hinder successful integration.

Various elements related to costs should be considered:

4.6. The main justification for integrating services is to produce better
outcomes for service users. Reductions in service costs can also be
achieved but as yet there is insufficient evidence to guarantee this benefit
in all cases.

4.7. Cost-effectiveness studies of integration are challenging to
construct and implement, for example accurate comparisons of costs of
separate compared with integrated services. This also entails comparing
the costs of providing the same improved service delivery without inte-
gration since they could be higher than those generated by an integrated
approach.

4.8. Initial start-up costs in structural integration can be quite high.
These costs may be considerably less for countries without a system of
well-established separate services requiring expensive reorganisation. In
the long term, however, cost savings may be achieved in both cases.
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5. Integration models and methods

Policy makers should examine the various integration models and methods
in order to determine which one suits their particular needs. A number of
examples from different countries are described below.

5.1. Integration at different levels. Social services may be integrated
with one or more major services at the macro (national); mezzo (regional);
or micro (local) level. There are no indicators to determine at what level(s)
integration should be introduced — so much depends on particular circum-
stances in individual countries. The most important level for integration of
some kind is at the level of the individual service user (see “Case manage-
ment” below).

5.2.  Structural integration. This can be seen as the most complete
or radical form of integration as it involves bringing together staff and
resources from different services into a new organisation under a single
unified structure. It is also a particularly difficult and costly approach to
integration. It may be introduced as a radical solution to the negative
consequences of service separation which are unlikely to respond to more
informal approaches to integration. An advantage of successful structural
integration is that it can provide a lasting, stable solution to problems
of service co-ordination, resulting in a more effective use of staff in the
interests of service users.

5.3. Whole-systems working. The whole system may be defined as
“not simply a collection of organisations that need to work together,
but a mix of different people, professions, services and buildings which
have patients and users as their unifying concern, and deliver a range of
services in a variety of settings to provide the right care, in the right place
at the right time"” (Department of Health, United Kingdom, 2003).

5.4.  Process-centred collaboration. This is one of several approaches
designed to improve co-operation or collaboration between services
and their staff — without the major organisational disturbance and costs
involved in structural integration. This approach focuses on caring activi-
ties rather than their organisational context. A key feature is the intro-
duction of incentives for closer working between professionals across
professional boundaries, for example new forms of funding such as client
budgets and long-term care allowances.

5.5. Inter-disciplinary working. This is a form of process-centred collab-
oration as it involves staff from two or more professions working as a
multidisciplinary team, for example in a community mental health centre.
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It can be a particularly effective form of service integration if it is carefully
planned with full consultation and preparation of staff concerned.

5.6.  Partnerships. This is a form of integration in which service organ-
isations and their professionals agree to participate in specific and ad
hoc collaborative relationships. Partnerships can be formal, which often
involves changing organisational arrangements, with associated costs, or
informal where organisations act as partners without structural changes.

5.7.  "One-stop shops” or single service centres. This approach to the
integration of several separate services at the local level is becoming
increasingly popular, for example in France, Armenia and Malta. Basi-
cally, the “one-stop shop” enables users to access in one building various
different services previously housed in geographically different centres.
The convenience to users is obvious, together with the strong potential
for greater collaboration, information sharing and joint working between
staff of the different services.

“One-stop shops” may vary in the extent of service integration. Many
may operate in the model of the modern city department store where
various companies rent space and sell their products unco-ordinated
with other companies in the same building. Others may function closer
to the supermarket model where the one company offers a wide range
of products to the customer in a highly integrated operation. “One-stop
shops” can move closer to the second model when they offer an initial
needs assessment to users as a necessary basis for selecting a package of
services from those available.

The Integrated Social Services Centre in Vanadzor in Armenia (see
pp. 40-41) illustrates the “one-stop shop” approach.

5.8. Case management. The importance of integration of services at
the level of delivery to the individual user is strongly emphasised in inter-
national work on integration. The notion of “seamless care” indicates
how ideally the user should experience the delivery of, say, health and
social services for their particular needs. Case or care management is a
well-developed model for integrating services for individual users, espe-
cially for those with complex, long-term needs, for example dependent
elderly people. This model is operating extensively in some countries (for
example, the United Kingdom) but not others. It does not seem to be
a culture-specific form of service and may well be adaptable for use in
countries where it is yet to be introduced.
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The randomised trial of the impact of a model of integrated care and case
management for older people living in the community illustrates the real
potential for the use of case management to produce good results for
elderly people — and with financial savings (see box pp. 18-19).

6. National integration programmes

6.1.  Many initiatives to integrate social services with other services
have been relatively small scale, local and often experimental. In countries
where there is a highly decentralised political and administrative system,
social services may be integrated at a regional level in some areas but not
others. An argument for integrating social services with, say, employment
services is that social aspects of activation and employment become more
influential.

6.2. Some member states have integrated social services at a national
level, or are in the process of doing so. Reasons for/expected outcomes of
nationwide integration include:

e reduction in bureaucracy;

e improved access to social rights and strengthening of social
cohesion;

e greater openness and accessibility for user organisations and
individuals;

e improved quality of services;

e reduced service provision costs.
6.3. Typical core “good practice” features of national integration
programmes include:

e full consultation with interested parties at all levels;

e inclusion of a monitoring and evaluation component;

* involvement — beyond the consultation stage — of public and
private sectors;

e appropriate legislation;
e merging of previously separate ministries.

The new employment and welfare administration in Norway is an illustra-
tion of the merger of separate ministries into one (see box p. 67).

7. Evaluation and monitoring

7.1. A common feature of the diverse material available is the paucity
of completed evaluations and hard evidence as to whether and to what
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extent integration actually works in terms of producing better outcomes
for services users and for the services themselves (for example, lower
costs).

7.2.  Nevertheless, there have been positive findings from well-
conducted evaluations. An evaluation of a care management project in
the United Kingdom showed that “providing services in this co-ordinated
way enabled vulnerable older people to stay at home; that the services
were felt to be more reliable, effective and sufficient than other arrange-
ments; that the older people had high morale; that the distress of carers
was reduced; and that the costs were no more expensive than the alter-
native arrangement” .8

7.3. A control group experiment of the impact of integrated care and
case management for older people in part of Italy showed similar advan-
tages (see box pp. 18-19). Admission to hospital or residential care was
delayed and less common in the control group; there were physical and
mental health gains for the control group, and there were significant
financial savings.

7.4.  The reqular and routine collection of information on integrated
working is necessary for both systematic monitoring and evaluation.
Objective measures of positive outcomes for integration are necessary
but sometimes lacking. In integrated care services such measures may
include clinical effectiveness; effectiveness of social interventions; cost-
effectiveness; user satisfaction; and increased job satisfaction of care
providers.

8. Challis, D., Darton, R. and Traske, T., Care Management and Health Care of Older
People, The Darlington Community Care Project, Arena, Aldershot, 1995.
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