
hen I listen to Andy Williams
sing “to dream the impossible
dream” I think of integrating
health and social care. 

It is a dream cherished by
managers in both sectors as a way of squeezing
more out of the system; by front line staff to
improve services by building them around the
individual in need and by politicians searching
for a big idea to transform the landscape and
deliver the savings needed to bridge the NHS
funding gap.

Moves to integrated care are taking place in
England, Wales and Scotland, but in different
forms. It already exists in Northern Ireland.

However, the evidence base to support the
intergration dream is not there and we must
ask whether these latest attempts are simply a
case of the Emperor’s new clothes. It is worth
looking more closely at this gap between
fantasy and reality.

Collaboration between the two agencies has
been a statutory duty since the 1974
reorganisation of the National Health Service.
A succession of joint planning mechanisms,
committees and finance have tried to lubricate
the health and social care systems. There
remain, however, profound differences of
funding, culture and control separating the two.

Local authority services for adults are not
free at the point of use. They are means tested.
In relation to residential care, it has taken policy
makers in England 20 years to find a way of
mitigating the effects of the means test without
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opening the flood gates to increased
expenditure. Recently, the Barker Commission
suggested that social care, like health, should be
delivered free of charge on the basis of need
and outlined how to fund this. It involved
increased taxation and was promptly rejected
by all the mainstream political parties.

While healthcare is free and social care
chargeable there will continue to be tensions.
Delayed discharges, for example, have been a
source of disagreement in the past. In 2003 the
cost was estimated by the Public Accounts
Committee at £170 million per year and in
2012 the NHS confederation estimated it as
£200 million.

A 66 per cent growth in NHS spending
during that period shows the amount of elderly
people in hospital for non-medical reasons has
decreased significantly. As a share of NHS
spending they represent less than 0.2 per cent. 

The Better Care Fund is the latest exercise in
wish fulfilment masquerading as policy. As the
Public Accounts committee pointed out, it is
predicated on 3.5 per cent per annum
reductions in acute admissions which in fact

have increased by that proportion each year
over the past ten years. The lessons of
decanting people from long stay hospitals
suggest savings will not easily be realised.
Releasing the funds proved difficult. Buildings
had fixed costs in maintenance, which still had
to be met. Not all staff savings could be realised
as those remaining in hospital had the most
complex needs requiring a higher staff ratio.

The cultural gap between health and social
work used to be much wider than it is today.
Much has changed in medicine in the last 25
years. Social factors are more recognised as a
contributor to the huge gap in life expectancy
between wealthy and deprived areas. A new
emphasis on prevention has developed as a
result of the diseases caused or exacerbated by
smoking, alcohol and junk food. The
relationship between doctor and patient is
more equal with an emphasis on patient
participation and self-management.

But the ethical base of healthcare professions
and social work are very different. BASW’s
Code of Ethics talks of groups and
communities as well as individuals whereas the
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Nursing and Midwifery Council’s (NMC) code
and the General Medical Council (GMC)
guidance focus on the individual.

Similarly, the BASW code is much more
assertive in relation to social justice saying that
“social workers have a responsibility to
promote social justice in relation to society
generally, and in relation to the people with
whom they work”. The NMC code only refers
to a professional commitment to equality and
diversity. The GMC guidance is silent.

The boundaries between health and social
care have shifted over the past 40 years. They
are shifting again with the establishment of the
Health and Social Care Transformation Fund,
which in short succession became the
Integration Transformation fund and then the
Better Care Fund. They will continue to change.
But all boundary changes are contentious and
create winners and losers. 

In 1974 medical social workers were moved
from the NHS to local authority control and
over time many were moved out of hospitals to
undertake health related social work in
community settings. That was resisted by
hospitals, which felt thr loss of a valued
resource from their control.

Management structures

The same legislation – the 1973 NHS
Reorganisation Act – took public health
medicine out of local authorities and placed it
in the NHS. This too was regretted by local
authorities as they valued the health input to
their decisions. This particular boundary shift
was reversed in 2013, with equal anxiety
expressed by the NHS about the move. 

These changes at the margins were
significant but the real issue was one of
political control. The direct intervention of
politicians in health has always been resisted
although local authorities have had some
representation on the ever-changing
management structures for health. The Health
and Wellbeing Boards are a mechanism for joint
planning and commissioning, and shared
control over the Better Care Fund.

We have numerous examples of integrated
models. A whole system model has operated for
over 40 years in Northern Ireland. Yet the
recent Compton review charts a new direction
drawing heavily on best practice elsewhere.

It envisaged a focus on prevention and early
intervention, integrated care and the promotion
of personalised care to enable support to be
provided in the community closer to people’s
homes where possible. 

WE WANT TO BELIEVE COLLABORATION
AND EFFECTIVE JOINT WORKING WILL

DELIVER RESULTS AND SOMETIMES THAT
ENTHUSIASM BLINDS US TO THE EVIDENCE

THE GOVERNMENT HAS PROCEEDED WITH
MORE INTEGRATED CARE PIONEERS AND
TALKS UP THE VIRTUES OF INTEGRATION

Terry Bamford’s book, A contemporary history
of social work: learning lessons from the past,
will be published by The Policy Press in
February. BASW members receive a 30 per cent
discount on all titles from Policy Press.
See advert on page 24 for more information.

Historically Ireland, North and South, has
relied heavily on hospitals and institutional care
to a greater degree than elsewhere in the United
Kingdom (the numbers living in nursing homes
are three-and-a-half times greater per head of
population than in England and Wales). The
Compton review signalled the need to reduce
the number of acute hospitals and the number
of residential care places and develop integrated
care in the community.

Bridging the gap

Its main focus was on bridging the gap
between primary and secondary care, which
raises the question – what do we mean by
integration? And is there any evidence that it
produces better care or saves money?

A Kings Fund review identified 175 different
definitions of integrated care. A research review
by the Social Care Institute for Excellence
found the results of integrated care were
disappointing. While a number of studies
reported positive impact on quality of life and
capacity for independent living, it was difficult
to find a consistent pattern due to differences in
the models of joint working, the arrangements
for employment and scheme design. 

The evaluation of 16 integrated care pilots by
Rand was equally disappointing. Staff involved
in the projects were enthusiastic, reporting
more interesting jobs and improvements in
teamwork and communication. Service users,
however, were less enthusiastic with a marked
drop in the percentage who felt involved in
decisions about their care. A World Health
Organisation review of systematic reviews of
integrated care in Europe found scant evidence
of cost-effectiveness or lower hospital use.

Yet the Government has proceeded with
more integrated care pioneers and talks up the
virtues of integration.

The largest scale integration is in North West
London. It offers the most comprehensive
attempt to secure service integration in the UK
by merging services from two acute hospitals,
two mental health services, two community
health service providers, five local authorities
and more than 100 GPs to secure coordinated

multidisciplinary care for those over 75 and/or
with diabetes. The explicit objective was to
reduce the level of hospital admissions and to
improve quality of life. The savings projected
were in excess of £10 million.

A study of the pilot published in the July-
September International Journal of Integrated
Care found the intervention group did not
show any reduction in emergency admissions,
accident and emergency attendances, or total
inpatient costs. There were few changes in
health outcomes with the exception of an
increase finding in cases of dementia. More
than half the patients responding found no
improvement in the quality of patient care.

Despite this, the NHS site Right Care
reported that the pilot was found to improve
communication and the planning of services.
The British Medical Journal’s report on the pilot
was headlined ‘Integrated Care: a story of hard
won success’. Imperial College News told us of
‘Good progress made in integrated pilot’.
Herein lies the problem. We want to believe
that collaboration and effective joint working
will deliver results, and sometimes that
enthusiasm blinds us to the evidence. 

Obsession

Should we despair then of achieving change
through collaborative working? I think not. But
this is a plea to recognise this is not a simple or
easy solution and is unlikely to lead to cost
savings in the short to medium term. Successful
partnership working to deliver quality care
requires shared values and agreement about
desired outcomes (which need to be modest
and realistic). 

It requires commitment to share confidential
information across professional boundaries and
therefore it must involve patients from the
outset. The big savings and benefits come from
integrating primary and secondary care.

There is a real danger the obsession with
integrating health and social care will lead to
user choice and control being subordinated to
the overriding imperative of cutting
hospital admissions. PSW
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