SHA Policy Paper: Towards a socialist integrated care System
Draft following group discussion for consideration by Central Council   
1. Purpose

1.1. The paper builds on the Scoping Paper agreed by Central Council (CC) in  2018 and on a first draft of a starter discussion paper prepared by Tony Beddow that has been considered (via email exchange) by members of the “Integrated Care” policy group set up by CC.  The draft below draws upon the comments made by members of that group. “Disputed” or contentious aspects of “politics” that are likely to interest   Central Council are signalled in RED. 

1.2. One recipient of an eventually agreed policy paper will be the Labour Party in some form  - whether privately to the front bench health team or more openly through Party’s  National Policy Forum (NPF) machinery, as seems wise. The paper might also be used by individual members in debates within their CLPs or Unions.           Other routes and destinations might be suggested. The 2019 NPF Health and Social Care consultation paper has now been issued with the title “Re-building a public NHS” and it poses 11 questions, (see Appendix 1). Some members of the policy group are under whelmed by its content and the use to which any responses might be put. 
1.3. The essentials of a socialist version of an integrated system might include the following.
1.3.1. Access to health and care should be seen as a civil right -  the delivering of which will be state funded and provided overwhelmingly by State-owned bodies

1.3.2.  Co-ordination of such a system – both when delivering individual care and at a higher system design level - arises largely from a complex set of professional and organisational factors including the alignment of shared outcome goals, a high degree of “co-production”, and complementary (public service) values of professional and managerial staff involved in the system. 
1.3.3. The required level of dynamic co-ordination of, and changes in, the various components of such a care system cannot be achieved through a “market” approach with a multiplicity of “contracts” providing funding streams that attempt, but fail, to enable the dynamic adjustments needed on a long term basis to inputs  and processes that are a feature of this sector.  
1.3.4. Financial, human, and capital resources have to allocated on the basis of need (as broadly defined by a combination of political mechanisms and by   co-production between skilled professionals and the citizen or family members acting for them)
1.3.5.  the financial resources needed to fund services are raised overwhelmingly from the largest of risk pools through the medium of a blend of taxes upon wealth, earned income, unearned income and taxable transactions as agreed by democratic political processes. In principle, co-payments are seen as having no, or a minimal, role. ( Does CC wish to modify  / expand section 1.3.?

1.4. The holy grail
 of integrated health and (social) care services has been pursued, in different forms and with varying levels of success, for many years. Sadly in recent years the terminology of “integrated care”  has been stolen by the forces of darkness so that it has become synonymous with a privatised American style insurance based system. It is time to reclaim the language. Labour recently has been using the language of “a national care service (NCS)” thought initially to refer to some form of unified or integrated service straddling both services.  However, it is now understood that Labour is using this term only in relation to social care. If so, continuing to improve the way that the NHS, an emerging NCS, and other agencies, work together to deliver good health and social care and maintain health and well being - remains an important task.
             

2. What do we mean by an integrated care system?

2.1. Leaving aside the pejorative use of the term discussed in 1.4. there are different interpretations of the term “integrated care system”. For some it means NHS and Local government social care services coming together as one unified service operating under one chain of command. This approach immediately raises questions about which tradition (NHS or Local Government)  “takes over” the other, and what values and practices dominate. This paper does not support this interpretation and rejects any inference in Labour’s Policy Commission’s consultation paper that such choices are necessary.   
2.2. Instead, it is suggested that “integrated care” arises both from the seamless delivery of care to people and families served by two or more parts of the care system -  primary / community, secondary (and tertiary) NHS and Social Services and from having the strategic planning, development, and funding of these undertaken at an appropriate (well informed) policy level. Both of these aspects (service planning / change and service delivery) require the elements listed in 2.3. and 2.4.   

2.3. The ownership of common values, service goals, outcomes and experiences, the joint training of staff and their increased socialisation, and the bringing together of key management processes such as service planning, and service changes, and crucially, real time information systems
 at the individual citizen level that enables the delivery of direct patient / client care,  can all help enable well co-ordinated care to the users of NHS and Social care services. 
2.4. Supporting the steps outlined below are two necessary elements. First, the public health function needs to be structurally located so that it can, without constraints, serve national government, local government across its functions, the NHS and other care related bodies such as voluntary sector agencies both as an independent “critical friend”, and as a source of evidence and advice. Second, Public Health should have a UK wide senior professional / management team that, through its professionally registered head, reports annually to Parliament and the devolved equivalents on the Health of the Nation(s)). The annual reports should be privileged. The public health service should be supported by a research capability that i) addresses both the professional, managerial, and political challenges posed by factors external to the UK care system such as the impact of UK economic and housing policy, ii) scans the impact of climate change, and health threats arising from wider international events, iii) routinely accesses the latest global research on effective practice.                   
3. How do we begin to integrate health and social care traditions?

3.1. In this approach, the integration process has three dimensions. First, as hinted at above, both services need to share a common language and goals that both can recognise and which describes how each service can contribute to achieving those goals. This paper proposes that this shared language should describe the goal aimed as “producing  health and social gain”
. At its simplest, health and social gain may be defined as an increase in the amount of healthy and socially rewarding life years experienced by the populations served by each local care system
.  Building on work done in Wales, SHA believes that health and social gain can be measured, and a shared, dynamic evidence base can be created that shows what events and circumstances are likely to impede improvement in health and social outcomes, and what policy responses are likely to remove  impediments  to the creation of health and social gain.               

3.2. The second dimension is identifying and removing the “inhibiting factors” that get in the way of the NHS and Social Services / Local Government ( and indeed other key partners) collaborating effectively in both the planning of the local care system and the effective delivery of care itself. 

3.3. The third is strengthening the factors that encourage organisations to work together. 
4. Removing the inhibiting factors        
A number of inhibiting factors get in the way of health and social care bodies working closer together. Removing these, or greatly diminishing their impact, is a necessary step in increasing the level of integration. Suggested remedies are described below. 

4.1. Conflicting funding streams

4.1.1. It is inconceivable that the fragmented unstable short term-ism of the market based system operating in England can ever be a useful foundation upon which to build successful partnerships. Its removal is a pre-requisite. Too often health and social care bodies derive their funds from different funding processes (those operated by the Department of Health and those disbursed by Housing, Communities, and Local Government). These come with different  deliverables that are rarely jointly planned by central government  and also sit within different approaches to “efficiency saving” programmes. Steps must be taken nationally to address this. What is more, “co-payments” are rare in the NHS but in social care many aspects of service are means tested.       
4.1.2. Here, a number of possible changes are possible. First, the funds for social care could be transferred from the Local Government grant to the Department for Health and Social Care with strong safeguards that the social care element would be ring fenced when made available to Local Government. This should encourage a logical matching of pooled health and social care funds in each locality that ought to facilitate a transfer of funds from running  expensive but misused NHS capacity into less expensive but more appropriate care settings that often sit in the social care context. Although largely determined by weighted population formula, there should be some ability to resource one-off planned changes in the local “balance of care options”. 
4.1.3. Alternatively, funds might reside in their separate national Departments (Health and Local Government)  but the two would need to create standing processes to co-ordinate the deployment of funds, perhaps by increased pooled funding streams to the operational level. 
4.1.4. Further, and more fundamentally, the national funding  bodies must be required to  move to setting proper budgets within three financial years. Here the term “proper budgets” has a precise meaning which is “ A proper budget is a financial representation of an agreed plan of actions (described in terms of inputs, processes, outputs and outcomes) for a defined period of time”.  The word “agreed” means that both the funder (central government) and the receiver (e.g. any regional health care delivery body or local authority ) have an agreed view of what the money is meant (and able) to buy in terms of inputs (people and their skills, capital, supplies, consumables etc), and what that mix of resources is meant to deliver in terms of care outputs / processes or care outcomes that can be linked to the overall objective of  “health and social gain”. Such clarity may be uncomfortable both for Government and for service planners / deliverers - and will no doubt take time to achieve at a refined level – but it is infinitely preferable to Government throwing ill considered allocations of cash at health boards and local authorities and expecting £3 million to deliver services that all know will require £4 million plus.              

4.2.  Legal conflicts or constraints

On occasions the legal duties under which health and social care bodies operate come from  different legislative prompts. In relation to financial matters, Local Authorities are under a legal duty not to overspend and councillors run the risk of officers taking control of the Council if officers believe that this duty is being ignored. Health Authorities however are supposed to live within their allocations but these are deliberately “flexed” and made expandable if service pressures are such that Government is unable to resist those pressures. “Overspends” are then “cash managed” and rolled forward. Local Authorities also, as funding pressures mount,  increasingly  deliver only their legal duties so anything that they don’t have to do, increasingly isn’t done.            

4.3. Different professional cultures and the management context 
Within the caring, registered, professions, different cultures operate. Medical staff heed the guidance of both colleagues in their particular specialty – whether hospital or primary care based – and also the wider requirements laid down by the GMC and their “insurers”. Patient needs, by and large, still guide their actions, although there are limits to the notion of “co-production”. Nursing staff and social care staff also have to abide by their training and required professional conduct ensuring standards of patient and client  care and safety are not compromised. Recent events have highlighted pressures upon staff to tolerate lower standards of care because of the demands upon the system and, often, insufficient staff to ensure quality care and support. Such pressures need to be reduced and resisted
.                    
4.4. Different or ever changing front line and  managerial teams and 
High turnover of key senior managerial / professional staff should be avoided. There is growing evidence that service integration is aided where the senior management teams and front line care deliverers of the key organisations involved are relatively stable, have worked together over a number of years to deliver shared projects and goals, and have high levels of trust. Shared successes make for self confident joint leadership and service delivery.       

4.5. Insufficient commonality of populations served - or the need to relate to several different health or social care partners  

It has long been held that “co-terminousity” – where two or more bodies serve the same  populations and have the same geographical boundaries -  aids integrated planning and service delivery. It should be the goal of an incoming Labour Government that, in England, speedy action should be taken to align the boundaries of health and social care bodies.        
4.6. Different notions of democratic control and accountability
It is sometimes felt that the “national” nature of the NHS sits uneasily with the local nature of local government services. Clearly it is easier for a national body to deploy human and financial resources more evenly across the country in the pursuit of broadly equal levels of access and treatment  outcomes than it would be for smaller and more local agencies. In terms of political accountability (deciding who gets what, when, and why) the current dichotomy between the national NHS and the more local social care services presents some problems to an integrated approach. .               

4.7. Opposing service goals  
 Finally, the presence of disparate and conflicting goals either placed upon health and social care bodies by Government, or taken upon those bodies by themselves, impede progress. This is developed further below in 5.2.            
5. Strengthening collaborative factors 

5.1. Serving the same populations

Where health and local government bodies do not serve the same populations, this creates impediments to the smooth delivery of services across the health / local government divide. Creating “co-terminousity” of boundaries is neither easy nor a guaranteed  panacea for poor co-operation across both services, but its absence adds further complexities to the  processes that try to deliver joined up services to the public; certainly in Wales the principle of “co-terminousity has been retained since 1974.        

5.2. Shared goals and incentives

5.2.1. As signalled in 4.7., of fundamental importance for the development of an integrated care system is the creation of shared goals and objectives at both the national policy level, and at the service planning and delivery levels operating  locally. 

5.2.2. These shared goals should be derived from a common aim of delivering an increased level of health and social gain for the population served. The notion of health gain is a well understood currency and broadly may be defined as “adding life to years and years to life”, i.e. people will live longer and with a better quality of life. In health care, there is an established methodology for understanding the factors that lead to premature death and avoidable morbidity. Finding ways to prevent such outcomes by screening programmes, public health / health education measures etc, or minimising their effects by timely assessment / diagnosis and evidence based treatments or ongoing support are all options. 

5.2.3. The notion of “social gain” is less well developed but contains factors such as a high level of independent living, a circle of friends and/ or family, the opportunity to socialise with others and the power to take part in shared decision making regarding how care needs are met. In this context, the services that are most likely to require health and social care to closely work together to deliver health and social gain are those that support: children and young people; elderly people; people with learning  disabilities; the physically disabled; and people with poor mental health. It is suggested that these five service areas should form the foundation of the first stage of increased collaboration of health and social care services to plan and deliver better integrated care. 
5.2.4. It is suggested that  the targets for achieving health and social care gain for each of these five client groups should be determined nationally by drawing on evidence of best international practice, with local health and social care bodies examining how best to re-shape their preventive, assessment, intervention and on going care services in order to increase health and social care gain in their locality.                   

5.3. Complementary Funding  streams
A key tool of integration is the funding streams for both health and social care. In the short term these may continue to come from different Ministerial / Departmental sources but an immediate step must be to create a number of jointly funded cash pools that are linked to the achievement of shared processes agreed as part of the route to increased health and social gain for the five groups noted in 5.2.3. In the longer run, at the Ministerial level there needs to be further increases in the scale of joint funds that, in turn, can be styled as budgets linked to defined and agreed service changes.      
5.4. Shared cultures based on public service ethos  

5.4.1. Health and Social Care organisations have their traditions and cultures rooted in past history. Both contain within them sub cultures arising from professional standards (and protectiveness) and  assumed  / understood hierarchies within the  different strands of work of both bodies
 . An urgent task is to foster ways to bring together different professional, managerial and policy development skills. These should include an increase in shared training opportunities
, the exploration and probable creation of dually qualified staff able to straddle the healthy and social care divide, and an active programme of developing “boundary spanners”
. As part of this process, consideration should be given to establishing a new legal entity able to employ staff in the care system on new terms and conditions that combine and better the best of NHS and Local Government terms and conditions. New staff will be employed on this basis, existing staff may opt to move to the new terms.         

5.4.2. Underpinning the training of health care professionals is the need to instil a shared notion and understanding of the public service values that should  be the bed rock on which a socialist care system must be founded. This is not the place to craft  such a  statement – except to note that these values need to respect the role and duties of professional staff and should also respect the rights of citizens of the United Kingdom (and any rights that visitors and others have granted to them by the State) that include an assumption that the citizen  will be a co-producer  of his / her care and will have access to and control over all records relating to his / her care. .         

5.5. Shared training programmes, staff exchanges, and increased socialisation 
There needs to be an increase in the number of multi-disciplinary training modules and post graduate personal development opportunities that blend doctors, social workers, nurses, managers, and other care professionals. Further, the creation of more dually trained professionals able to work as boundary spanners across current professional and organisational boundaries needs to be vigorously pursued. Accompanying this should be intentionally created opportunities for regular socialisation between staff.        

5.6. Increased co-location of staff and services 

Finally, to complement the foregoing, opportunities should be created and taken to co-locate both managerial and care delivery staff - and static services - where possible.   
6. Pace of change and first steps
 
It is recognised that money, past experiences of change, availability of staff, agreement upon common goals, and organisational capacity, will all impact upon the pace and nature of change. Any plan for such changes needs to be flexible, paced, filled out in conjunction with key staff and client interests, and be adaptable to unforeseen events. How these changes are presented is crucial. THEY MUST NOT BE BILLED AS ANOTHER REORGANISATION. Rather they should be described as a coming together of different parts of an already collaborating set of care bodies.      

The following stages are suggested.

6.1. Preparation stage (from now until the general election)   

6.1.1. Agreement needs to be urgently reached on: i) the likely funding envelope available over a five year period for the intended components of the care system  ii) the key legislation needed to: a) undo the marketised system, b) create new multi- skilled  professions, c) restore the powers and duties of the Secretary of State to create sufficient publicly owned facilities over the first five years, d) set up the new legal employer described in 5.4.1. e) expanding training places to maintain levels of clinical and social care staff.  
6.1.2. In restoring the powers of the Secretary of State it is recommended that the political chain of command should operate from the S of S though  the Chair of each dual commissioning and providing Health (and where agreed) Social care body to be complemented by day to day links from the (Health and Social Care) permanent Secretary / Accounting officer to each local  Commissioning / providing body. 

6.1.3. The monitoring mechanism should be based on an annual formal review of each Board’s three year rolling programmes by the S of S who should lead reviews concentrating  on  i)) delivery of agreed “stable” outputs and ii) delivery of agreed significant changes in either the delivery of services, access thresholds, iii) management initiatives, iv) changes in the settings in which care is to b delivered (e.g. moving care from a secondary care setting to a primary/ community  care one). 

6.1.4. Initially,  the current twin tracks of funding being routed via health bodies and local government bodies will continue but the preparation phase will require new jointly owned (by NHS and local government) mechanisms that pool both funding streams so that delivering increased health and social gain becomes increasingly a shared task.        

6.1.5. Negotiations with key players such as professional bodies and citizen groups over the intended changes in the role of current health and social care bodies are also essential. The necessary re-configuration of the key Departments of State so that the boundaries of a future Department of National Health and Care are defined is a further necessary step. The  “currency”  health and social gain  should  begin to be refined and well described
.  The work necessary to create accessible real time patient / citizen care records should be scoped. 
6.1.6. Agreement on what the structure of the English NHS is to be from the national level through to the operational delivery level is needed. It is strongly recommended that health and care bodies at an appropriate geographical level below the national level must  combine both a planning and commissioning  capability and a service delivery capability consisting of primary / community/  social, secondary, and, often, tertiary clinical services. However, it is essential that appropriate governance arrangements are put in place at “Board level” for these bodies so that the medium / long term  processes of planning and commissioning services is informed  but not driven by, the partial  and shorter term interests of service delivery units, and instead service delivery is proactively planned, not reactively blessed
.        
6.2. Phase 1 of integration ( first three years of Government term)             

6.2.1. This phase will commence with the removal, over three years, of all outsourced   contracts for clinical and patient facing services as contracts come up for renewal or when performance is sub optimal. The removal of independent status of all NHS trusts should occur in the first year. The return to the public sector of the delivery of  domiciliary care should occur in the first year  as this is likely to be cost neutral.
 
Where possible some residential care services should also move back in house but as part of a new form of a “graduate care” facility that ranges across sheltered housing, supported housing, and residential and nursing care options within the  same  premises or complex so that tenants / owners are able to become social care recipients and NHS patients within the same premises. 
6.2.2 Often, the chance to “nationalise” social care provision  will occur naturally as contracts come up for renewal (or as contractors walk away).  It will begin the  removal  some (or all if possible) of the inhibiting factors listed in 4. It will also address strengthening some of the collaborative factors and these will vary from location to location depending upon the extent of inherited collaboration. A new employment option for new staff will be devised so that health and social care staff can have a generic contract that blends the best of NHS and local government  terms and conditions. Existing staff in both traditions would be able to opt for the new contract two years into the life of the new arrangements.     
6.3. Phase 2 of Integration (year 4 onwards)

This phase will see some maturing of a shared culture driven by success in achieving early gains in health and social care. The local evidence base for identifying  priority actions across the preventive, early assessment / diagnosis, and intervention stages will be growing. There will be a cadre of professional and managerial staff increasingly comfortable in operating in a care service that draws upon both NHS and local government agencies and their third sector partners.       

Appendix 1 

Questions posed in the NPF paper.

      1. What more can be done to ensure the NHS is fully funded 

          and able to deliver universal health services.

      2. What does Labour need to do in first term to ensure  NHS 

           funding reaches those areas most in need.

      3. What should be the priorities when deciding local 

           funding allocations?

4. How should social care be funded.

5. How do we reverse the Health and Social Care Act without causing disruption.

6. Should the voluntary sector and charities currently providing some community health services continue to have a role

7. Should public health services continue to be provided by local government  or should they return to the NHS

8. Should social care be integrated into local NHS services.

9. What steps can Labour take to create a sustainable health and social care workforce fit to deliver a truly public NHS

10.  How should the Labour Party ensure that the care workforce is able to deliver a national care service.

11.  How can we ensure that the health and social care workforce work together to deliver health and social care services that met the needs of the population.

� There is a view that integration has been overstated as a policy goal, especially of this is seen as bringing together in one organisation services that currently sit in local government, the NHS, and other agencies. The paper does not seek structural integration; it explores how other factors can be adjusted to  enable i) the care of individuals by a variety of agencies to be better planned and delivered ii) the care system in each part of the country to be constantly refined so that its component parts are able to play their intended role in the  avoidance / prevention of preventable demand, the timely assessment of emerging need, the delivery of timely and effective interventions / support/ treatment, and on going support  / care where all else has been done.  What does CC think?             


� It might be that some of the objections to “integrated” care stems from a worry that any merged system will pit a weak and locally accountable social care service against a strong and nationally accountable NHS -  which many believe can hold Governments to ransom and which always gets “bailed out” while local government is left to live within its legally imposed spending limits. In turn this runs into the local democratic accountability  v national democratic accountability argument. The former will always ensure that large swathes of the (often richer) parts of the UK will have service levels  decided upon by Tory councils when Labour is in control of Government . but when the Tories are power, Labour councils will struggle to “defend” their populations.                     


� Here, access to real time accurate patient / citizen care records for care staff  is seen as necessary if safe and appropriate care is to be delivered by different parts of the care system – especially where unplanned interventions out of hours are required. The scale of this challenge is not underestimated.      


� This notion is derived from the term “health gain” used, defined, and measured  in the work of the Welsh Health Planning Forum 1982 onwards. Adding “ social gain” to this will need some further work by Government but may be founded upon concepts such as increased independence and control over life, increased levels of security (of all kinds), and acquiring desired levels of social engagement. Does CC have a view?        


� Cleary increasing health and social gain locally would be informed by broader national challenges but these will vary from region to region within England     


� One side effect of this is that assessment processes, far from neutrally and professionally determining the “need” of patients and clients, are increasingly used to ration relatively scarce resources. Hence the true level of “unmet need” is rarely accurately captured.     


� In health care it is widely accepted that at least  four of the service areas cited in 5.2.3. have a status in the NHS that is inferior to the more glamorous acute hospital surgical specialities.      


� Ideally these should commence when staff are in their early stages of training and should continue once qualified and as staff move to senior positions.    


� Boundary spanners are staff who, by their skills and qualifications can straddle  organisational,  professional boundaries  and can also operate in different care settings such as secondary and primary health care and primary health settings and social care.  


� CC may wish to reflect on the following issues conundrums. A) If we align the funding of social care with the way the NHS is funded  - especially in regard to “co-payments” of all kinds – and simultaneously seek to inject sufficient funds to rescue the failing care “market”, the costs of both will be high and funding both will compete with other wider priorities. B) There is understandable  resistance (in England) to changes that require yet another re-organisation; yet the scale of the changes needed will be large. Minimising the disruption (and cost) of bureaucratic changes will be necessary. C) There is a political choice to be made about where “democratic control” of this service should rest. The author’s view is that the national level of democracy should decide access levels and service priorities whilst local democratic machinery should help shape how those requirements are delivered in each locality.              


� In Wales, the currency for health gain was added quality life years. For social gain this might be measured in increased independence, increased socialisation / reduced isolation   


� See earlier reference in 4.1.4. to the use of budgeting, 


� Little  capital is tied up in these and the costs of wages/ salaries and terms of conditions needed to retain staff swill be similar in both  private and public sector options although shareholder profits will no longer need funding.   
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